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he incidence of ectopic pregnancy reaches nearly 1.5–2% of all preg-
nancies. Although the incidence has risen about six-fold over the
past 30 years, the risk of death related to ectopic pregnancy has been

reduced by almost 90%.1 The highest mortality rate occurs at 15–19 years
of age.2 However, the likelihood of death due to an ectopic pregnancy is
still higher than that from a live birth. An ectopic pregnancy mostly has a
classical triad of symptoms: delayed menses, vaginal bleeding, and lower
abdominal pain. The other symptoms associated with a ruptured ectopic
pregnancy are shoulder pain, lightheadedness, and shock. Interference with
normal tubal transport mechanisms may predispose to ectopic pregnancy.
It is possible, but unproven, that endocrine factors predisposing to prema-
ture implantation take part in the pathogenesis of ectopic pregnancy.3 The
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AABBSSTTRRAACCTT  Herein, we report a case of an advanced isthmic pregnancy endangering the life of the
mother. A 23-year-old woman, gravida 2, para 1, was being routinely examined at the university
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cians must be aware of the implantation site at an early stage of gestation to avoid a misdiagnosis as
an intrauterine pregnancy at later stages.
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ÖÖZZEETT  Biz bu yazıda anne yaşamını tehdit eden ileri istmik gebelik olgu sunumunu bildirmekteyiz. 23
yaşında, gravida 2 para 1, bir kadının üniversite polikliniğinde rutin muayenesi yapılmakta iken has-
tanın vital bulgularında ani bir bozulma gelişti. Acil laparotomi gerçekleştirildi ve yoğun intraabdominal
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erken dönemlerinde gözden kaçırılmıştı. Sunulan olgumuza zıt olarak istmik ektopik gebelikler ço-
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nadir bir olaydır. Klinisyenler, ileri dönemde intrauterin gebeliğin yanlış tanı konulmasından kaçın-
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most common site of ectopic implantation is a fal-
lopian tube, accounting for 98% of all ectopic preg-
nancies. Overall, 70% of ectopic pregnancies are
implanted in the ampulla, 12% are implanted in the
isthmus, 11% are implanted in the fimbria, and 2%
are implanted in interstitial (cornual) segments.4,5

Ovarian, abdominal, and cervical locations are rel-
atively rare.

Herein, we present an unusual case of a live
16-week isthmic ectopic pregnancy endangering
the life of the mother.

CASE REPORT

A 23-year-old woman, gravida 2, para 1, was ad-
mitted to the university polyclinic for a routine
pregnancy examination. She had a gestation period
of 16 weeks and 5 days according to the last men-
strual period and was suffering from right-sided
lumbar pain. Her medical history did not report
any risk factors for ectopic gestation. Abdominal
examination revealed a tenderness to palpation in
the right upper and lower quadrants of the ab-
domen without guarding and rebound tenderness.
Her blood pressure and heart rate were in the nor-
mal ranges, 100/75 mmHg and 92 bpm, respec-
tively. Her complete blood count showed a normal
hemoglobin level of 12.1 g/dL and normal levels of
leukocytes and platelets. The ultrasonographic ex-
amination confirmed a live intrauterine pregnancy
at 16 weeks and 3 days of gestation. On the ultra-
sonogram, a slight dilatation and a crystalloid ap-
pearance of the right maternal renal pelvis were
detected. It was decided to refer the case for con-
sultation to an urologist. Thereafter, her skin be-
came pale, and the patient suffered from a
shortness of breath in a short time. She was ur-
gently transferred to the emergency department.
The blood pressure reading was in the normal
range, but the heart rate increased to 125 bpm. A
second ultrasonography was performed, and an ac-
cumulation of fluid in the maternal abdominal cav-
ity and a live intrauterine fetus were reported. A
repeat test showed that hemoglobin dropped to 7.1
g/dL. The patient gave the written informed con-
sent before surgical intervention. An urgent la-
parotomy was decided upon to determine the cause

of the clinical condition.

Under general anesthesia, a median laparo-
tomy was performed, which revealed 2.5 L of intra-
abdominal blood. In addition, there was an
unruptured right-sided ectopic pregnancy, which
was located in the isthmic portion of the tube and
bled from the fimbrial end (Figures 1, 2). A total
right salpingectomy was performed. When the ex-
cised fallopian tube was opened, a male fetus
weighing 96 grams, with normal external appear-
ance, was delivered (Figure 3). Four units of ery-
throcyte suspension were administered to the
patient. The postoperative period was uneventful,
and the patient was discharged on the 10th day of
hospitalization.

The histological results revealed that the de-
velopment of the fetus was compatible with 16–17
weeks of gestation. The results of examination of
fetal organs were reported to be normal. A micro-
scopic study revealed chorionic villi and tro-
phoblastic cells in the tubal lumen and attenuation
of the muscular layer of the tuba uterine (Figure 4).

DISCUSSION

The present case is a rare example of isthmic ec-
topic pregnancy, which was viable at 17 weeks of
gestation after a spontaneous conception. We were
urged to perform a laparotomy to determine the
reason why the life of the mother was at risk. 
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FIGURE 1: A view of unruptured right-sided ectopic pregnancy at the isthmic
portion of tube. 



Few risk factors have been described that pre-
dispose women to ectopic pregnancy, but 50% of

the women do not show them.6,7 Some of the re-
ported risk factors are previous ectopic pregnancy,
tubal surgery, intrauterine device, tubal pathology,
infertility, the use of assisted reproductive tech-
nology, previous genital infections, smoking, and
prior cesarean delivery. However, our case had not
used any contraception method, and had no history
of the other risk factors.   

The histopathology of ectopic pregnancies
shows a variety of implantation sites. Ectopic im-
plantation in the tubal isthmus typically results in
penetration of the tubal wall at a relatively early
stage. In contrast, ampullary and especially inter-
stitial ectopic implantations mostly lead to delayed
penetration of the involved tubal segment, because
the more muscular segments are less distensible.8

As a rule, a tubal rupture in the first weeks of preg-
nancy gives an impression that the ectopic preg-
nancy is situated in the isthmic portion of the tube.
When a fertilized ovum is implanted within the in-
terstitial portion, rupture occurs after 14–16 weeks
and is usually spontaneous or occurs after coitus or
a bimanual examination.9 There are few cases of ad-
vanced isthmic pregnancies reported in the litera-
ture. Noteworthy, the ectopic gestation in the
present case progressed to 17 weeks without any
clinical warning signs. 

Ultrasonography is the usual diagnostic proce-
dure of choice in most cases. The confirmation of
an intrauterine pregnancy is performed by observ-
ing the uterine wall surrounding the fetus and pla-
centa. Occasionally, sonographic findings may be
vague, depending on examiner’s experience and the
quality of ultrasound equipment. Diagnosis of ad-
vanced ectopic gestations is only possible in 50-
90% of unsuspected cases. However, even trans
vaginal sonography cannot reveal ectopic implan-
tation in up to 10% of the cases. In advanced ec-
topic cases, surgical intervention is essential for
diagnosis and treatment to prevent likely danger-
ous hemorrhage.9,10 In our case, an appropriate di-
agnosis of the implantation site was missing even
at the late stage of gestation. 

The incidence of uterine congenital anomalies
due to Müllerian defects in normal fertile women
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FIGURE 2: Another view of unruptured right-sided ectopic pregnancy at the
isthmic portion of tube.

FIGURE 3: The male fetus within the isthmic ectopic pregnancy.

FIGURE 4: Histological findings of the excised specimen, the chorionic villi
and trophoblastic cells in tubal lumen and attenuation of muscular layer of
tuba uterina, (HE staining, original magnification X 40).
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is 3,2%. Unicornuate uterus is thought to be seen in
2,4-13% of all Müllerian anomalies.11 The preg-
nancy in a rudimentary horn (RH) is estimated be-
tween 1/76.000 and  1/140.000.12 In most cases, the
gestational duration is longer than a tubal preg-
nancy. As the uterine wall in RH is thicker and has
the variable musculature, the risk of uterine horn
rupture is near to 50% especially during second and
third trimester. Tubal pregnancy, cornual preg-
nancy, intrauterine pregnancy and abdominal
pregnancy are common sonographic misdiagno-
sis.13 Tsafrir et al. proposed the following criteria
for ultrasonographic diagnosis: (1) a pseudo pattern
of an assymetrical bicornuate uterus, (2) absent vi-
sual continuity tissue surrounding the gestational
sac and the uterine cervix, and (3) the presence of
myometrial tissue surrounding the gestational sac.14

In a review, sensitivity of sonography for diagnosis
of RH pregnancy was estimated at 26%. RH preg-

nancy should be always be considered as a diffen-
tial diagnosis of tubal pregnancy. A tubal preg
nancy will not have a ring of myometrium sur-
rounding the gestational sac. Additionally, hyper-
vascularity typical to placenta accreata may support
the diagnosis of RH pregnancy.15

In conclusion, if an isthmic pregnancy is not
diagnosed at an earlier gestational age, it poses a
risk of potentially catastrophic intra-abdominal
bleeding. Therefore, an urgent laparotomy be-
comes a necessity for hemodynamically unstable
patients.9,10 Clinicians must be aware of the im-
plantation site at an early stage of gestation to avoid
a misdiagnosis as an intrauterine pregnancy at later
stages.
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