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Spontaneous bilateral tubal ectopic pregnancy:
A case report

Keturah Murray, Damian Best

ABSTRACT

Unilateral tubal ectopic pregnancies (UTEP) are
commonly encountered by physicians. Bilateral tubal
ectopic pregnancies (BTEPs), however, are rare and
due to the identical clinical presentations of BTEP and
UTEDP, there is a significant degree of diagnostic difficulty
for the former, requiring a high index of suspicion. It
should be considered a possibility in any newly pregnant
woman of child-bearing age. The purpose of this article
is to provide the reader with an example of a clinical
presentation of BTEP, and a discourse on management of
these patients. We present a case of a 27-year-old patient,
who was seen at the emergency department of the Queen
Elizabeth Hospital, Barbados, with signs and symptoms
of a ruptured ectopic pregnancy. Intraoperative findings
included a ruptured left ectopic pregnancy and an
intact right fallopian tubal ectopic pregnancy. Left
salpingectomy and right salpingostomy were performed,
conserving the intact tube; her recovery was solely
complicated by a superficial surgical site infection.
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INTRODUCTION

Among extrauterine gestations, bilateral ectopic
pregnanciesaretheleastcommon|[1]. Theyare particularly
rare in the absence of assisted reproductive technologies
(ART), and there have been few reported cases [2]. The
clinical presentation is indistinguishable from that of a
unilateral ectopic pregnancy [2]. Imaging modalities
are of limited use, and the diagnosis is typically made
intraoperatively, highlighting the importance of thorough
examination of both fallopian tubes during the process
of intraoperative evaluation of an ectopic pregnancy [3].

CASE REPORT

A 27-year-old, Para 1*' lady attended the emergency
department of the Queen Elizabeth Hospital Barbados on
August 7th, 2021, with a two-week history of generalized,
sharp, non-radiating, gradually worsening lower
abdominal pain, with spots of blood per vaginam and a
brown vaginal discharge. She hadn’t noted any clots or
fleshy material. She also reported dizziness and light-
headedness, with a single syncopal episode on the day of
presentation. The patient was confirmed to be sexually
active, and she was unsure of the date of the first day
of her last menstrual period. She had no prior pelvic or
abdominal surgeries, no prior ectopic pregnancies, had
not used fertility treatments and had no history of sexually
transmitted infections. She had no illnesses in her family
history, no drug allergies, and she did not smoke or drink
alcoholic beverages.

When examined, she appeared ill, and she was
hemodynamically unstable, with a blood pressure of
79/54 mmHg and pulse of 134 beats per minute (bpm).
Her 12-lead electrocardiogram (ECG) demonstrated
a sinus tachycardia of 124 bpm. Examination further
revealed pale mucous membranes. Her abdomen was
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visibly distended, and on palpation exhibited generalized
tenderness and guarding, but no rebound. On vaginal
examination, mild cervical motion tenderness was elicited
on the left. There was no bleeding, fleshy material or clots
visualized on speculum examination.

A bedside transabdominal ultrasound revealed free
fluid in the pelvis, and no evidence of an intrauterine
gestation. The uterus did not appear significantly
enlarged, and no adnexal masses were clearly visualized.
Her urine pregnancy test was positive. Baseline laboratory
investigations revealed a hemoglobin concentration of 7.5
g/dL and normal urea and electrolytes; however, a serum
-hCG was not done.

It was thought at this point that the patient likely had
a ruptured left ectopic pregnancy. Due to a lack of access
to laparoscopic equipment, her hemodynamic instability,
and the anticipation of large hemoperitoneum, her
consent was gained for an emergency laparotomy and
salpingectomy.

Under general anesthesia, her abdomen was
opened using a Pfannenstiel incision, and a 2.2 liter
hemoperitoneum was evacuated while searching for and
addressing the source of hemorrhage. Her left fallopian
tube and left ovary were surrounded by clots, and the
fimbrial end of the left fallopian tube was seen to be
bleeding. The uterus was normal in size and appearance.
The right fallopian tube was distended at its ampullary
region by a round mobile mass of approximately 2 ecm
diameter. A left salpingectomy was performed, and a
decision was also taken to perform a right salpingostomy,
evacuating the ectopic pregnancy from the right tube.
Both specimens were sent to the hospital’s laboratory for
histopathological examination.

The patient had an uneventful early postoperative
period and was discharged on postoperative day three.
Unfortunately, she was re-admitted to hospital two
weeks later with a superficial surgical site infection, for
which she received a one-week course of cefazolin and
metronidazole. She was planned to have review six weeks
later in the gynecology clinic; however, unfortunately, she
did not attend, and was lost to follow up.

DISCUSSION

Ruptured ectopic pregnancies represent the leading
cause of maternal mortality in the first trimester [4],
thus necessitating prompt intervention and appropriate
management. An ectopic pregnancy is defined as the
implantation of an embryo outside of the uterine cavity
[5]. This is the definition generally held by authorities such
as the Royal College of Obstetricians and Gynecologists.
However, it is understood that the term refers to
pregnancies not in the usual location, and includes
cervical, cornual and interstitial ectopic pregnancies [6].
Unilateral ectopic pregnancy (UEP) is the most common
form of ectopic gestation, with 95% of these located in the
fallopian tube [7]. In the Caribbean region, the incidence
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reported in Jamaica is 1 in 28 pregnancies [8]. No rate for
the country of Barbados has been published.

Bilateral tubal ectopic pregnancy (BTEP) is an extremely
rare phenomenon, occurring in 1 in 725 to 1in 1850 ectopic
pregnancies [2]. Three cases were reported between 2001
and 2005 in Barbados, a country with a total population
of 280,000 people [8]. Bilateral tubal ectopic pregnancy
is usually the result of assisted reproductive technologies;
however few cases arising from spontaneous conception
have been reported [9], and this was the circumstance
with the patient presented in this case, and in the three
in the case series [8]. Primary bilateral ectopic pregnancy
is a condition in which there are at least two concomitant
natural pregnancies in the same patient, neither of which
is intrauterine, with both being located in structures on
opposite sides [10].

Our patient did not have any of the typical risk factors
for ectopic pregnancy, in that she had no previous
ectopic pregnancy, previous adnexal surgery, previous
appendectomy, or history of sexually transmitted diseases
[11]. Her clinical presentation however was in-keeping
with the classic triad seen in patients with ectopic
pregnancy, with abdominal pain, vaginal bleeding, and
amenorrhea [12]. In any woman of reproductive age
with a positive pregnancy test, presenting with syncope
or signs of shock, a ruptured ectopic pregnancy should
be suspected. Examination, as seen, may also reveal
abdominal distention and marked tenderness [13]. The
clinical presentation of BTEP is indistinguishable from
that of UTEP [2]. Tubal rupture is common, with as many
as 16% of unilateral tubal ectopic pregnancies showing
signs of rupture by six weeks of gestational age [14].

A transabdominal ultrasound scan  (TAS)
was performed for the patient, as transvaginal
ultrasonography (TVUS) was not available at the time,
and this confirmed that rupture had already taken place.
Transvaginal ultrasonography has revolutionized the
care of ectopic pregnancies. Prior to its introduction
in 1970, more than 80% of cases were recognized after
rupture, with approximately 50% presenting with shock
[15]. Transvaginal ultrasonography has been found
to be superior to transabdominal ultrasonography in
the evaluation of suspected ectopic pregnancies [16].
The use of combined TVUS and TAS provides no more
information than TVUS alone [15].

Transvaginal ultrasonography affords a more detailed
assessment of the ovaries and adnexal structures [17].
Almost 75% of ectopic pregnancies are identified on TVUS
alone [15]. A careful and systematic approach is essential
to the diagnosis of ectopic pregnancy. The sonographic
visualization of an intrauterine gestational sac containing
a yolk sac and/or embryo along with normal adnexal
structures essentially excludes the possibility of an ectopic
pregnancy [17].

Typical findings on TVUS of an ectopic pregnancy
include the corpus luteum, seen as a “ring of fire” on color
Doppler on the ipsilateral side in 70—85% of cases of tubal
ectopic pregnancy. Approximately 60% are seen as an
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inhomogeneous mass or “blob sign” adjacent to the ovary
and moving separately to it; 20% appear as a hyper-echoic
ring or bagel sign; and 13% have an obvious gestational sac
with a fetal pole, with or without fetal cardiac activity [15].
While TVUS has proven to be beneficial in the diagnosis of
unilateral ectopic pregnancy, the same diagnostic certainty
cannot be provided for bilateral tubal ectopic pregnancies
[3]. Overall, however, a lack of TVUS in the index case,
which might have been contributed to by a rush to an
urgent operation, could be seen as a shortcoming, as the
greater opportunity for detection of typical ultrasound
features of ectopic pregnancies was lost.

The diagnosis of BTEP in this case was made
intraoperatively. This has also been the situation in
published literature. There has only been one case report,
published by Martinez et al., where two unruptured
ectopic pregnancies in the same patient were diagnosed
via transvaginal ultrasound prior to surgery [18].
Definitive diagnosis is typically made intraoperatively and,
depending on the gestation, confirmed by the pathologist’s
report of the specimen [19]. This underscores the
importance of thorough inspection of both adnexa during
the interventional procedure. Early diagnostic criteria
suggested by Fishback necessitated the presence of fetal
and placental parts from both tubes [19]; however this was
later modified by Norris who regarded the demonstration
of chorionic microvilli on histopathological evaluation as
sufficient to confirm the diagnosis [19]. Ectopic gestations
can also be confirmed by the presence of trophoblastic
tissue in the specimen [20].

A baseline serum B-hCG was not done at the time of
presentation. A published review of literature performed
by José et al. found that B-hCG levels do not lead to a
diagnosis of primary bilateral ectopic pregnancy, and are
not particularly useful [10]. In the context of her eventually
having a salpingostomy, however, a baseline level might
have been considered useful for monitoring purposes.
Our patient was unsure of the first date of her last normal
menstrual period; however, it can be noted that the typical
gestational age at the time of diagnosis of BTEP is usually
7.5 weeks, ranging from 5 to 13 weeks [10].

In the featured case, a laparotomy was performed via a
Pfannenstiel incision, with left salpingectomy and a right
salpingostomy. Spontaneous bilateral tubal pregnancy is
very rare. If there is a suspicion of BTEP, any suspicious
mass must be removed, as pathological examination
is needed to confirm or exclude bilateral ectopic tubal
pregnancy [9]. Management is dependent on many factors
including desires for future fertility, extent of tubal damage
and the condition of the patient [2]. The gold standard
treatment modality is laparoscopic salpingectomy or
salpingostomy [21]. Surgical options include bilateral
salpingectomy, bilateral salpingostomy or salpingectomy
of one tube with salpingostomy of the other, with the latter
having ultimately been our chosen option. Reports indicate
that laparotomy, compared to laparoscopy, is the preferred
route in hemodynamically unstable patients [22].
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Unlike UTEP, where patients can be managed medically
with methotrexate (MTX), or surgically, there are no
reported cases of BTEP successfully treated primarily by
MTX [21]. Ghosh et al. reported one case of spontaneous
BTEP managed with MTX however this treatment
failed [23]. Their patient was managed with single dose
methotrexate therapy for presumed UTEP; however, after
returning with an acute abdomen and syncope, she was
subsequently found to have BTEP intraoperatively [23].

The patient’s postoperative course was complicated
by a superficial surgical site infection (SSI). Surgical
site infections (SSIs) are the most common healthcare
associated infections [24]. Pathak et al. reported that
gynecological surgeries (as in our patient) had a higher
incidence of SSI compared to obstetric surgeries (10.3%
vs 1.2% respectively), and the majority were superficial
[25]. A retrospective analysis found that laparoscopic
techniques offer a protective effect against SSI, odds ratio
[OR], 0.28; 95% confidence interval [CI], 0.25-0.31 [26];
thus it would seem unfortunate that laparoscopic surgery
could not be afforded to our patient.

The future fertility desires of the patient were not
explicitly stated. This pregnancy was unplanned. The
aim of salpingostomy is to increase the likelihood of a
subsequent natural intrauterine pregnancy. Studies of
laparoscopic salpingostomy in patients with only one
tube, rates of postsurgical intrauterine pregnancy varied
between 47% and 60% [10]. Future fertility rates have
been found to be similar in patients who are treated
surgically by laparoscopy or laparotomy [27]. No data
have been published to ascertain whether these rates can
be extrapolated to pertain to cases of BTEP.

Unfortunately, our patient was lost to follow-up.
Persons who undergo conservative tubal surgery should
be monitored closely with serial B-hCG measurements
as there is a risk of persistent trophoblastic disease.
Follow-up until complete resolution is deemed necessary
[21]. Some patients whose B-hCG levels do not decline
or persist may require further treatment with MTX or
surgical intervention in symptomatic cases [28]. Persistent
trophoblast rates of 3.9—11.0% after salpingostomy have
been reported [6]. The National Institute for Healthcare
Excellence (NICE) of the United Kingdom recommends
that women undergoing salpingotomy have a serum -hCG
level taken seven days after surgery and then weekly until
a negative result is obtained [6].

Due to the rarity of the condition, there are no
published data outlining the recurrence rate for BTEP;
however, the recurrence rate of UTEP ranges from
6% to 16% [9]. While it is widely accepted that ectopic
pregnancies have a negative effect on future fertility
desires, Rani et al. reported a case of a successful term
pregnancy when BTEP was treated with salpingectomy
for one tube and salpingostomy for the other tube [29],
offering hope to our patient should she desire another
child in the future.

One limitation of this case report is that the patient was
lost to follow up, therefore we could not comment on the
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outcome of the case with regards to any further pregnancy
outcomes or any subsequent complications.
The histopathologic report read as follows in Box 1:

MACROSCOPIC DESCRIPTION:
Received in formalin are:
A 4.5 cm segment of fallopian tube varying
in diameter from 0.9 to 1.5 cm.
A 2 x 1x 0.9 cm cystic mass

MICROSCOPIC DESCRIPTION:
1 and 2) Sections of both specimens show
trophoblastic tissue in the lumen and wall
of the fallopian tubes. No fetal parts are
seen. These features are those of ectopic
gestation.

DIAGNOSIS:
Left fallopian tube 2) Mass from right
fallopian tube—ectopic gestations.

Box 1: Histopathology report

CONCLUSION

Bilateral tubal ectopic pregnancy is an extremely
rare occurrence with risk for significant morbidity
and mortality if not identified early and managed
appropriately. The primary takeaway is to underscore
the importance of careful examination of both fallopian
tubes intraoperatively given the limited use of typical
modalities such as ultrasound in diagnosis of bilateral
ectopic pregnancies.
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