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A case study of ruptured cornual ectopic with successful outcome 
in subsequent pregnancy

Cornual pregnancy is a fear ful condition with dreadful 
complications. Due to rarity and late presentation, it poses 
diagnostic and therapeutic challenges. There is no consensus 
on treatment strategies till date and risk of rupture after repair 
in subsequent pregnancy always remains a major concern. We 
hereby discuss a case of 27 year female who presented with 
ruptured cornual ectopic pregnancy, underwent cornual wedge 
resection with repair and had subsequent pregnancy with a 
successful outcome.
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Introduction  

Cornual pregnancies account for approximately 

2-4% of all ectopic pregnancies with a mortality 

rate of 2-2.5% [1]. Among all ectopic pregnancies, 

cornual pregnancies are known to be associated 

with risk of massive and uncontrollable haemor-

rhage following rupture. This massive haemor-

rhage occurs due to the rich local vascularity 

through the branches of ovarian and uterine ar-

teries at gestation beyond 12 weeks.  

The term “cornu” means angle or horn of a 

uterus. Cornual pregnancy can be subclassified 

into interstitial and angular pregnancy. Implanta-

tion in cases of interstitial and angular pregnan-

cies takes place lateral and medial to the round 

ligament respectively [2]. In true interstitial ectopic 

pregnancy, implantation occurs in the intramural 

or, interstitial part of the fallopian tube. The term 

angular pregnancy is reserved for pregnancies 

in one of the angles of the uterus and cornual 

ectopic pregnancy is used to notify pregnancy in 

uterine horn of bicornuate, unicornuate or, sep-

tate uterus [3]. 

There are case reports and series of cornual ec-

topic pregnancies without uniform consensus on 

management & among these only few mention 

follow up of the patient with their future obstetric 

outcome. Herein, we report a case of spontane-

ous ruptured cornual ectopic pregnancy man-

aged by cornual wedge resection and her suc-

cessful outcome in subsequent pregnancy.  

Case history  

27-year-old third gravida was referred to our in-

stitute at 15 weeks period of gestation with rup-

tured ectopic pregnancy. Patient had pain abdo-

men for 10 hours and presented to gynae emer-

gency with same from where she was referred to 

our institute with the doubt of ruptured cornual 

ectopic pregnancy. 

Her first pregnancy 4-years back had been un-

complicated till she experienced preterm prela-

bour rupture of membranes at 35 weeks period 

of gestation and delivered vaginally after induc-

tion. She had complete miscarriage in her sec-

ond pregnancy. The index pregnancy was a 

spontaneous conception. Patient was sure of her 

last menstrual period however; first trimester ul- 

trasound was not done. 

On admission, she had a pulse rate of 126 beats 

per minute with severe pallor and distended ab-

domen. Abdominal tenderness was present on 

palpation with fundal height of 16 weeks. Vaginal 

examination revealed cervical motion tender-

ness and fullness in the fornices. Her haemoglo-

bin was 5.4 gm/dl with platelet count of 1.1 lacs. 

Ultrasound in our department revealed massive 

intraabdominal collection involving hepatorenal 

pouch of Morrison and both paracolic gutters 

with single live fetus seen in the periphery of the 

uterus on the right with thin myometrium sur-

rounding it on one side. Differential possibilities 

of ruptured cornual ectopic pregnancy and rup-

tured rudimentary horn pregnancy were enter-

tained. Patient and her husband were coun-

selled regarding the differentials and immediate 

need for exploratory laparotomy and complica-

tions associated with same. They were also 

counselled regarding the need for and complica-

tions associated with multiple blood transfusion. 

Patient was wheeled in the operation theatre af-

ter arranging adequate blood and blood prod-

ucts. 

Abdomen was opened with low transverse inci-

sion. Hemoperitoneum of 1.5-2 litres was en-

countered. Uterus was delivered outside through 

the incision. Ongoing bleeding was seen from 

right cornua of the uterus along with a rent of 

around 2x2 cm and thinned out surrounding my-

ometrium involving 10x6 cm area with normal 

anatomy of right fallopian tube and ovary [fig 1a 

and b]. Fetus and placenta with membranes 

were delivered from the site of rupture [fig 2]. 

Right sided round ligament clamped, cut and li-

gated. Excess of thinned out myometrium was 

excised and cornual repair was done in multiple 

layers along with ligation of right fallopian tube 

[fig 3]. Haemostasis was secured and intraperi-

toneal drain was kept. Following which abdomen 

was closed in layers after taking mops and in-

struments count. She received 3 units of packed 

red blood cells. Postoperatively patient remained 

stable throughout her stay in hospital. She was 

discharged on day 4 after receiving depot 

medroxyprogesterone acetate with the advice to 
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follow up in our out-patient department. She fol-

lowed up on day 8 post-operative for stitch re-

moval. She was counselled for effective contra-

ception to delay pregnancy for at least 1 year 

and for early booking in next pregnancy. 

She conceived after 2 years of undergoing lapa-

rotomy and visited our antenatal out-patient de-

partment at 6 weeks of gestation for booking. 

She followed up regularly as advised and was 

critically analysed at each visit for any symptoms 

and signs suggestive of uterine rupture. All 3 

trimesters went uneventful. Termination of preg-

nancy in the form of elective caesarean section 

was planned at 37 completed weeks after ad-

ministration of antenatal steroids. However, pa-

tient went into spontaneous labour at 36weeks 

2days of gestation and presented in our emer-

gency in advanced labour. She delivered 2.86 

kgs girl child with the Apgar score of 8,9 at 1 and 

5 minutes. Both mother and baby remained sta-

ble in the postpartum period and discharged in 

satisfactory condition.  

 
Figure 1 Figure showing ruptured cornual ectopic pregnancy following its repair along with fetus & placenta. 

 

 

Discussion  

Cornual pregnancies are often hazardous due to 

its rarity and late presentation. Interstitial portion 

of tube with surrounding myometrium is often 

distensible, vascular and pregnancy at this site 

may get unnoticed for long. There can be life 

threatening haemorrhage if cornual pregnancy 

ruptures before diagnosis [4-6]. Clinicians should 

be aware of the diagnostic and therapeutic chal-

lenges and keep high index of suspicion for such 

cases. The previous history of ectopic preg-

nancy, any tubal surgery, pelvic inflammatory 

disease or any assisted reproductive techniques 

are the risk factors for cornual pregnancy. 

Ultrasonography showing eccentric location of 

the gestational sac within 1cm of the lateral edge 

of the uterine cavity, an empty uterus and very 

thin myometrium surrounding the sac should flag 

the suspicion of cornual pregnancy [7]. Mayer et 

al, described the challenges faced in differentiat-

ing the intrauterine pregnancy from the preg-

nancy located at the angle or cornua of the 

uterus [8]. In index case there was no predispos-

ing factor and it got unnoticed till 15 weeks of 

gestation. Suspicion of ruptured cornual preg-

nancy was raised on ultrasound when she com-

plained of severe abdominal pain and went into 

haemorrhagic shock.  
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The management strategies of cornual pregnan-

cies are generally based upon various clinical 

factors like gestation at time of presentation, lo-

cation of sac within the cornua, surrounding my-

ometrial thickness and patient’s hemodynamics. 

There is no agreement on the effective manage-

ment, follow up and future conception. Con-

servative modalities include direct or systemic 

methotrexate injection into unruptured sac. The 

choice of surgical intervention i.e cornual wedge 

resection and repair or hysterectomy has to be 

as per patient’s wishes, desire for future concep-

tion and gynaecologist preference [9]. Surgical re-

pair of cornual sac can be performed laparo-

scopically or through open approach depending 

upon the hemodynamic status of the patient and 

the surgical expertise [10-12]. 

A detailed discussion and an appropriate coun-

selling is needed with the patient and spouse re-

garding risk of future pregnancy, compliance for 

follow up and mode of delivery. Few authors 

have advocated against future conception due to 

the risk of uterine rupture in next pregnancy. At 

present, there is no consensus on the optimal 

treatment and majority of the literature has dis-

cussed about short term surgical outcome. Cor-

nual wedge resection in which sac and surround-

ing myometrium is removed causes scarring of 

the uterus and eventually the cause of uterine 

rupture. While reviewing, we have come across 

a handful of cases describing subsequent preg-

nancy outcome after cornual wedge resection. 

Hoyos et al, reviewed a cohort of eighty three 

women of interstitial pregnancies, sixty three of 

them underwent cornual wedge resection from 

which nineteen had subsequent pregnancies. Of 

them eleven pregnancies were carried till term 

and four delivered vaginally [13]. Successful out-

come in subsequent pregnancy observed by 

many authors could not give anticipatory guid-

ance regarding mode of delivery and few had 

justified the need of caesarean based on the 

data extrapolated from the myomectomy litera-

ture [14-17]. We emphasize on the meticulous mul-

tilayer repair of uterine cornu with braided, ab-

sorbable and coated sutures (polyglactin) which 

may reduce the chance of uterine rupture in 

future conception. The successful outcome in 

our case may be attributed to the long interpreg-

nancy interval, repair technique and the inherent 

ability of the myometrium to remodel and un-

dergo physiological changes as seen in preg-

nancy, after myomectomy or caesarean repair. 

However, due to the lack of concrete evidence, 

theoretical risk of rupture still remains high and 

close follow up during pregnancy and labour is 

required.  

To conclude, the successful outcome in present 

case may give a ray of hope for the patients with 

ruptured cornual ectopic for their subsequent 

pregnancies but still more prudent literature is 

needed to ascertain the optimal management 

and mode of delivery.  
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