
Turkiye Klinikleri J Case Rep 2018;26(1):19-22

19

ctopic pregnancy happens with the implantation of a fertilized ovum
outside of the endometrial cavity. It accounts for almost 2% of all
pregnancies. The tuba uterina is the most common site for an ectopic

pregnancy.1 Ectopic pregnancy involving implantation in the cervix, the
interstitial segment of tube, the ovary, a cesarean scar or the abdomen ac-
count for less than 10% of all ectopic pregnancies. They are associated with
higher morbidity.2

The term “angular pregnancy” arises, defined as “implantation within
the endometrium of the lateral angle of the uterus, medial to the utero-
tubal junction”.3 It is important to differentiate between interstitial and an-
gular pregnancies. These conditions are separate entities with completely
different conduct, management, and outcomes.4

The distensibility of the surrounding myometrial tissue allows for de-
velopment of the pregnancy into the second trimester. This condition often
leading to a late presentation.5 There is a potential for severe life-threatening
haemorrhage in case of cornual rupture and high maternal morbidity and
mortality. Because it is located in the highly vascular cornual tubal junction.6

In this paper, we present a case of an angular pregnancy and discuss
the diagnostic and treatment strategies employed. Additionally, this case is
to clarify the terms interstitial, and angular pregnancy.

CASE REPORT

A 41-year-old woman, gravida 3, para 2 was referred with vaginal spotting,
to Konya Necmettin Erbakan University Meram Faculty of Medicine, De-

Angular Pregnancy

AABBSSTTRRAACCTT  The terms interstitial (cornual) and angular pregnancies have been used inconsistently
along the medical literature for decades. Angular pregnancy, a type of ectopic pregnancy, is a rare
obstetric condition that can be life-threatening. In this situation, the embryo is implanted in the lat-
eral angle of the uterine cavity, medial to the utero-tubal junction and round ligament. Angular
pregnancy must be distinguished from interstitial pregnancy, in which the embryo is implanted
lateral to the round ligament. The gestational sac may descend into the uterine cavity. But still 23%
of cases are associated with uterine rupture. Patients at risk should be explained, and it should be
given the option of terminating the pregnancy. 
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partment of Obstetrics and Gynecology. A trans-
vaginal scan was performed and showed a gesta-
tional sac with a regular outline eccentrically
located in the right uterine angle. At 5+4 weeks’
gestation 2D sonography revealed a thin (<5 mm)
myometrial layer surrounding the gestational sac.
The gestational sac was located close to the internal
ostium of the right tuba uterina (Figure 1a, b). This
was indicative of a right angular ectopic pregnancy.

Repeat ultrasound scan 7 days later confirmed
right angular location of the gestational sac, with a
gestational sac diameter of 16 mm and a myome-
trial thickness of 2,7 mm. Her serum human chori-
onic gonadotropin (hCG) level was 10,560
mIU/mL. At this time, detailed discussion was had
with the patient outlining the risks of morbidity
and mortality for her and the likely poor prognosis
for the pregnancy. After a detailed discussion as the
patient want to terminate the pregnancy. Gentle
suction curettage under general anesthesia was
done. The patient was followed-up with regular se-
rial serum β- hCG measurements until the level
was below 5 IU/l (Figure 2). The patient’s post-
curettage course was uneventful, and her serum
hCG level normalized within 2 weeks. A trans-
vaginal ultrasound scan control 2 weeks later re-
vealed a normal uterine wall, with normal uterine
adnexa.

DISCUSSION

The terms interstitial (cornual) and angular preg-
nancies have been used inconsistently along the

medical literature for decades. Understanding the
differences among these entities can have signifi-
cant clinical implications. Because management
and results differ among them.

Angular pregnancy refers to a viable in-
trauterine pregnancy that is implanted in one of
the lateral corners of the uterine cavity, medial to
the utero-tubal junction. Full-term delivery is
probably as the gestational sac descends into the
uterine cavity. However, a few complications have
been described. Angular pregnancies end in abor-
tion in 38.5% of patients, and 23% of cases are as-
sociated with uterine rupture.7 The gestational sac
may descended into the uterine cavity.8 The tradi-
tional surgical treatment options for angular preg-
nancy include cornual resection at laparotomy or
hysterectomy in the cases with severely damaged
uterus.9 As opposed to interstitial pregnancies, suc-
tion curettage is a treatment option for angular
pregnancies.10 But for this, it is necessary, to ensure
that the pregnancy is angular. This patient was told
that angular pregnancy. We were given informa-
tion about prognosis. The patient wanted to termi-
nate the pregnancy.

Interstitial pregnancy refers to implantation of
the embryo in the intramural portion of the fallop-
ian tube surrounded by the myometrium.8 In the
previous literature, authors have proposed the fol-
lowing diagnostic criteria based on 2D sonography:
(1) an empty uterine cavity; (2) a chorionic sac sep-
arate and at least 1 cm from the lateral edge of the
uterine cavity; and (3) a thin (<5 mm) myometrial

FIGURE 1: Angular pregnancy. a, b) Two-dimensional sonogram and power Doppler sonogram. The gestational sac (GS) is located within the uterine cavity, al-
though it appears to be deviated toward the left uterine angle. Note the thin myometrial layer (measuring 2.7 mm).
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thickness surrounding the gestational sac.11 Inter-
stitial pregnancies can be treated with either con-
servative or surgical management. Nonsurgical
treatment includes systemic or local injected
methotrexate and local injection of other cytotoxic
drugs directly into the gestational sac.12 The esti-
mated success rate for medical treatment of inter-
stitial pregnancies is lower than that for treatment
of ectopic pregnancies located in the tubal ampulla
or isthmus. Because such pregnancies are generally
associated with very high serum hCG levels.13 Ap-
proximately 10% to 20% of patients with intersti-
tial pregnancies who are treated with methotrexate

will ultimately require surgery for a rising hCG
level, continued pain, or evidence of cornual rup-
ture.12 Additionally, true interstitial pregnancies
can not be treated with curettage.

Cases considered as angular pregnancies may
include interstitial pregnancies. Therefore, the real
incidence of obstetric complications in patients
with angular pregnancies remains unclear. Al-
though a strategy of expectant management may
be acceptable, continuous and careful monitoring
of the mother and fetus is necessary. 

Given the seriousness of the latter, angular
pregnancy management considerations might po-
tentially include therapeutic abortion. The key im-
aging finding to highlight regarding interstitial
pregnancy is that it lies outside the endometrium
(extra-endometrial). In contrast, the key imaging
finding to highlight regarding angular pregnancy
is that it lies within the endometrium (intra-en-
dometrial) (Table 1).14,15

In conclusion, the terms “interstitial,” and “an-
gular” pregnancies have been used inconsistently
throughout the medical literature for decades. Pre-
cisely identifying the location of the gestational sac
allows for appropriate management and helps pre-

FIGURE 2: Serum β-hCG after suction curettage.

Interstitial Angular
Implantation location Fallopian tube (interstitial segment) Endometrial cavity (superior lateral aspect, 

just medial to the utero-tubal junction) 

Relationship to the round ligament Lateral Medial

Relationship to the endometrium Extra-endometrial Intra-endometrial

Ectopic? Yes No

Prognosis-fetus Nonviable (13) Uncertain viability (13)

Prognosis-mother Significant maternal morbidity and mortality if Increased risk of uterine rupture

progresses to rupture

Imaging findings Interstitial line sign=thin echogenic line extending Gestational sac primarily surrounded by endometrium 

directly up to the center of ectopic pregnancy. with adjacent thicker myometrial layer

Gestational sac seen separately from them os 

lateral edge of the uterine cavity, with myometrium 

between sac and endometrial cavity.

Thinning of myometrial mantle to≤5 mm thick

Imaging

TABLE 1: Summary of the differences between interstitial and angular pregnancy.



vent possible subsequent morbidities. Although
this case report has its limitations the authors nev-
ertheless believe that this case contributes to the
literature by clarifying the terms and elucidating
their salient features. The gestational sac may de-
scend into the uterine cavity. But still 23% of cases
are associated with uterine rupture. Patients at risk
should be explained. Therefore, it should be given
the option of terminating the pregnancy.
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