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Rare case reports of ruptured ectopic pregnancy
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ABSTRACT

Two patients of 30-35 years of age presented in Gynecological emergency of Agartala Government Medical College
at unstable condition with the diagnosis of ruptured ectopic pregnancy. Both the cases were taken for emergency
laparotomy after initial resuscitation, investigations & arrangement of blood products. In both the cases rupture were
found in right side and hence right sided salpingectomy done in both the cases. Both the tubes (affected) after
laparotomy were sent for histopathological examination where both the reports came to be partial mole. Ectopic
hydatiform mole (either complete or partial) are rare events, among these Ectopic partial moles are rarer. Both the
cases were in regular follow up & B-HCG levels came to the base level within 6-7 wks. The 1st case became pregnant

after 9 months of laparotomy.
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INTRODUCTION

Hydatidiform moles are abnormal gestation characterized
by the presence of hydropic changes affecting some or all
of the placental villi. Hydatidiform moles arise as a result
of fertilization of an abnormal ovum of which the
majority originate within the uterine cavity. The
occurrence of a hydatidiform mole within ectopic
gestational tissue is rare.! There are two types of
Hydatidiform mole: complete or partial, and these
differentiate based on clinical presentation, chromosomal
pattern, histology, and outcome.?? Partial Hydatidiform
mole, as with our cases, occur when the ovum is fertilized
by either two sperm or one diploid sperm causing a
triploid mole (69XXX, 69XXY, or 69XYY).3#

Partial Hydatidiform moles may be associated with a
fetus, even allowing for a detection of fetal cardiac
activity in some cases.’ Thus, along with its rarity, can
make ectopic H. Mole a difficult diagnosis, consequently
causing it to be overlooked for simple ectopic. While
ectopic pregnancy and molar pregnancy are not rare
events (approximately twenty in every 1000, and one in

every 500 to 1000 pregnancies respectively), the
combination of the two, an ectopic H. Mole, is an
extremely rare event.5® There have only been a small
number of molar ectopic pregnancies reported in the
literature with estimates of incidence.

CASE REPORT
Case 1l

The patient is a 35 years old GTPAL 3, 1, 0, 1, 1 who
presented to the gynecological emergency of Agartala
Government Medical College and GBP Hospital on
01/01/2018 with pain lower abdomen with short periods
of amenorrhoea. On examination patient is vitally
unstable, severely pallor, tachycardia present. Per
abdomen examination mildly distended, guarding and
rigidity present, more on right side. Per vaginal
examination shows cervical motion tenderness with right
adenexal mass with diffuse tenderness.

Urine pregnancy was positive. USG shows empty uterine
cavity with free fluid in POD. Emergency laparotomy
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was done in view of acute ruptured ectopic pregnancy.
Intra-op findings reveal right sided ampullary ruptured
ectopic pregnancy.

Figure 1: Partial hydatidiform mole of ectopic
pregnancy.

Right sided salpingectomy done, and tissue was sent for
histopathological examination (HPE). Histopathological
report shows- irregular scalloped vesicular villi admixed
with normal appearing villi. Cistern formation, nucleated
RBC and fetal parts noted- features are suggestive of
partial mole (Figure 1). The postoperative evaluation was
favorable.

The patient was monitored by B-HCG level, which
normalizes after 7 weeks (2.4 mlU/ml) from the date of
operation. But she didn’t have any period after
laparotomy till 20/08/18. She was investigated for
secondary amenorrhoea and necessary treatment was
given. After that she was advised to do USG-pelvis which
she did on 06/10/18 and that came to be of intra uterine
pregnancy of 7+4 weeks.

Case 2

The patient is 30 years old GTPAL 3, 2, 0, 0, 2 who
presented to the gynecological emergency of Agartala
Govt. Medical College and GBP Hospital on 25/1/2018
severe pain lower abdomen with spotting PV with
hypovolemic shock with 2 months amenorrhea. Urgent
UPT was done which came positive.

On examination patient is looking very pale, lethargic,
disoriented, tachycardia present, blood pressure 80/50
mmHg, abdomen is distended, guarding and rigidity
present on palpation. Paracentasis done —came positive
for haemoperitonium, p/v examination reveals-fullness of
POD, cervical motion tenderness was present.

Emergency laparotomy was done in view of suspected
ruptured ectopic pregnancy intra-op finding shows right
sided ampullary ruptured ectopic pregnancy with huge
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haemoperitonium approximate 2 litres. Right sided
salipingectomy with left sided tubarligation were done
and specimen sent for HPE. Histopathological report
shows-occasional chorionic villi with hydropic change
and focal proliferation of trophoblastic cells suggestive of
partial mole (Figure 2). Post-operative B-HCG level
normalize within 6 weeks (2 mIU/ml) after laparotomy.
She resumed her period after 2 months.

Figure 2: Partial hydatidiform mole of ectopic
pregnancy.

DISCUSSION

Molar ectopic pregnancy becomes even more difficult to
diagnose when it occurs in heterotopic pregnancies,
where the patient may present with shock, weeks after
evacuation of the intrauterine pregnancy.® The condition
might then be confused with degenerated fibroid seen
during pregnancy.

Although extremely rare, an extrauterine molar
pregnancy should form part of the differential diagnoses
in cases of intra-uterine pregnancy complicated by the
presence of a pelvic mass, vascularity and high levels of
serum B-hCG.1°

Monitoring B-hCG titers following conservative
management of suspected ectopic pregnancies is
important, not only to diagnose persistent ectopic
gestation, but also to rule out the presence of malignant
trophoblastic diseases.!* The current trend in the
treatment of ectopic pregnancies is through conservative
surgery and monitoring of B-hCG titers to avoid missing
a choriocarcinoma developing in an ectopic gestation,
even though this is a very rare condition.*?

Mediastinal metastasis of choriocarcinomas following
ectopic pregnancies cause dyspnoea, pleural effusion and
thoracic pain.®® One extensive study on routine pre-
evacuation ultrasound diagnosis of hydatidiform mole
suggests that ultrasonography identifies less than 50% of
hydatidiform moles. Detection rates are however higher
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for complete moles, compared to partial moles and
improve even further after the 14™ week of gestation.!*
Histopathological examination of products of conception
remains the current gold standard for the diagnosis of
gestational trophoblastic neoplasia. There is also a
possibility of over-diagnosis by histological examination,
especially in early ectopic tubal pregnancies, due to a
more florid extra-villous trophoblastic proliferation
compared with evacuated uterine products of conception.*
Extra caution should be taken to strictly apply the
morphological criteria of circumferential trophoblastic
proliferation, hydropic changes, scalloped villi and
stromal karyorrhexis for diagnosis.*®

CONCLUSION

Ectopic molar pregnancy is a rare condition, which can
occur at any place in the pelvic cavity. Invasive mole and
choriocarcinoma might even follow such a pregnancy.
However, ultrasonography might not be able to fully
diagnose  ectopic  molar  pregnancies, leaving
histopathological examination of the conception products
the current gold standard for the diagnosis.
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