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ABSTRACT

We report the case of a 29-year old G3P1+1 woman with a spontaneously conceived live twin tubal
ectopic pregnancy. Her history was significant for infertility for 11 years after an induced abortion.
Pelvic ultrasound scan showed live twin ectopic pregnancy and a partial salpingectomy was done.
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INTRODUCTION
Unilateral twin tubal ectopic pregnancies are rare forms of
ectopic pregnancies, with an incidence of 1 in 200 ectopic
pregnancies (1). First described by DeOtt in 1891, there are
just over 100 published cases in the literature, about 10 of
which were diagnosed preoperatively. Gualandi et al reported
the first case of live twin ectopic pregnancy in 1994 (2). This
case report is of a patient with a live twin tubal ectopic
pregnancy who was managed at the Scarborough General
Hospital.

CASE REPORT
A 29-year old woman, gravida 3 para 1 abortus 1 at 6+3 weeks
gestational age was referred to the Scarborough General
Hospital. She experienced two episodes of per vaginal
spotting that resolved. There were no symptoms of anaemia
and no abdominal pain. She had a vaginal delivery 12 years
prior, an induced abortion a year after that, and subsequent
infertility due to tubal obstruction. She has regular menses,
no known history of sexually transmitted infections, and was
not under any fertility treatment.
On examination, her vital signs were blood pressure
110/67 mmHg and pulse 95 per minute. Her mucous
membranes were pink and moist, abdomen was benign, and
pelvic examination revealed no bleeding, no adnexal masses,
normal size anteverted uterus, and no cervical excitation
tenderness. A urine pregnancy test was positive; haemoglobin was 13.7 g/dL and haematocrit 35.9%. Beta-human
chorionic gonadotropin (β-hCG) was not done. A transvaginal ultrasound revealed an anteverted uterus with no
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intrauterine pregnancy, normal ovaries and two gestational
sacs (29 × 21 mm and 36 × 20 mm) at the left adnexa and no
free fluid (Fig. 1). Each gestational sac demonstrated an
embryo (crown-rump-length 10 mm [7 + 1 weeks] and 11
mm [7 + 2 weeks]) with cardiac activity. A diagnosis of left
adnexal live unruptured twin ectopic pregnancy was made
and the patient agreed to salpingectomy.

Fig. 1:

Ultrasound image with two gestational sacs in the left adnexa, each
with embryo: twin A (TA) and twin B (TB).

At laparotomy, an unruptured twin ectopic pregnancy
was identified in the left fallopian tube (Fig. 2), and a partial
left salpingectomy done. Her uterus, ovaries and right
fallopian tube appeared to be normal. There were no
intraoperative complications and blood loss was < 100 mL.
Her postoperative care was without incident and she was
discharged the day after surgery. On review three weeks
later, she remained well and histopathology confirmed the
established diagnosis.
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Fig. 2:

Spontaneous Live Twin Tubal Ectopic Pregnancy

Left fallopian tube with two swellings (twin ectopic pregnancies)
and left ovary at surgery.

DISCUSSION
Ectopic pregnancy is an uncommon gynaecologic condition
with variable presentations and accounts for 1–2% of
pregnancies (3). Though tuboplasty and assisted reproductive technology have resulted in increased rates, sexually
transmitted infections remain the most important risk factor.
Still, many patients with ectopic pregnancy have no
identifiable risk factors. It is also suggested that the larger
cell mass of the fertilized twin zygote may result in retarded
tubal transport with consequential tubal implantation. In our
patient, there was a history of an induced abortion, difficulty
conceiving and obstructed fallopian tubes, probably as a consequence of undiagnosed pelvic infection after the abortion.
She had no risks for twin pregnancy.
In the United Kingdom and United States of America,
ectopic pregnancy is the leading cause of first trimester pregnancy-related maternal deaths (4). In developing countries,
10% of women diagnosed with ectopic pregnancy in
hospitals ultimately die (5). In Trinidad and Tobago, the
incidence is unknown and there was only one published
study. Data from 10 hospitals in Trinidad reported an incidence of 9.02 per 1000 patients and a maternal mortality rate
of 1.3% (6). In that study, there was one twin ectopic
pregnancy among 153 patients.
Ectopic pregnancy remains a diagnostic challenge due
to its varied clinical presentation and can result in significant
morbidity and mortality. Transvaginal ultrasound is very
effective in diagnosing an intrauterine pregnancy by 24 days
post ovulation with 90% sensitivity, 99.8% specificity, 93%
positive predictive value, and 99.8% negative predictive
value (7). In our case, the patient had a transvaginal ultrasound in the seventh week of pregnancy which identified two
live embryos at the left adnexa.
Given the size of the embryos and the presence of
cardiac activity, surgical intervention was the preferred

option. In the other reported cases of twin ectopic pregnancy,
surgical management was also the preferred option. There
were four cases where medical management with methotrexate was tried; each of those cases was with absent cardiac
activity and in one case, methotrexate treatment failed (1, 8–
11).
With a history of blocked fallopian tubes, the benefits
of salpingostomy compared to salpingectomy were questionable. A recently published randomized control trial by
Mol et al reported higher risks of morbidity with
salpingostomy such as repeat ectopic pregnancy [8% vs 5%;
RR 1.6], persistent trophoblast [7% vs < 1%, RR 15] and
conversion to salpingectomy [20%] (12). Mol et al failed to
show an increased chance of subsequent intrauterine pregnancy with salpingostomy, and reported the cumulative
ongoing pregnancy rate as 60.7% vs 56.2%. In patients who
underwent in vitro fertilization, the difference was insignificant. These findings are supported by a number of systemic
reviews and are consistent with current guidelines that
suggest salpingectomy as the surgery of choice, and that
salpingostomy should only be considered if there is
contralateral diseased tube (12–14). These issues were
discussed with our patient before her admission and she
consented for salpingectomy.
The patient’s most likely cause of ectopic pregnancy
was tubal damage secondary to undiagnosed pelvic infection.
Given the timeline, it is reasonably possible that the infection
resulted from the induced abortion 11 years ago. With the
availability of in vitro fertilization, the patient has a chance at
subsequent pregnancy.

CONCLUSION
This case of spontaneously conceived live twin ectopic
pregnancy is a rare form of ectopic pregnancy and illustrates
the risk of ectopic pregnancy in patients with a history of
infertility. Even though it is rare, twin ectopic pregnancy
should be considered in patients, especially in those with
increased risk.
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