
www.wjpmr.com        │         Vol 7, Issue 5, 2021.          │         ISO 9001:2015 Certified Journal         │ 

Kalali et al.                                                                         World Journal of Pharmaceutical and Medical Research 
 

59 

 
 

RUPTURED CORNUAL ECTOPIC PREGNANCY: A CASE REPORT 
 
 

Abdelali Kalali*, Oumaima sarhdaoui, Najia Zraidi, Amina Lakhdar, and Abdelaziz Baidada 

 

Department of Gynecology-Obstetrics and Endoscopy, Maternity Souissi, Ibn Sina University Hospital Center, 

Mohammed V University, Rabat, Morocco.  

 

 

 

 

 
Article Received on 15/03/2021                                       Article Revised on 04/04/2021                            Article Accepted on 25/04/2021 

 

 

 

 
 
 

 

 

 

 
 

 

 

 

SUMMARY 
 

Corneal ectopic pregnancy is rare, and treatment is based 

on expulsion of the pregnancy and hemostasis from the 

uterine horn in the event of bleeding rupture. The two 

uterine horn hemostasis techniques are cornuotomy with 

suture or resection of the uterine horn with 

salpingectomy. 

 

We report the case of a 29-year-old patient who 

presented to the obstetric emergency room in a state of 

hemorrhagic shock. an emergency exploratory 

laparotomy given the clinical picture was performed. 

Intraoperatively, we found an abundant hemoperitoneum 

secondary to a ruptured corneal ectopic pregnancy. A 

resection of the horn with a left salpingectomy has been 

performed successfully. 

 

INTRODUCTION 
 

Ectopic pregnancy (EG) is the ectopic implantation of 

the egg outside the uterine cavity, most often at the tubal 

level, more occasionally at the ovarian or abdominal 

level. 

 

The risk factors are numerous represented mainly by 

smoking, a pelvic infection and a history of GEU. 

Maternal age, medically assisted reproduction (ART), 

history of abortion.
[1] 

 

GEUs of ovarian localization represent 3.2% of GEUs 

against 3.4% for interstitial pregnancies.
[2] 

 

Cornual pregnancy is similar to interstitial pregnancy. It 

is defined by the implantation of a gestational sac in the 

horn of a uterus and occurs in 3% of cases.
[2]

 

 

Its ultrasound definition according to Timor-Tritsh is 

based on 3 criteria. 

• An empty uterine cavity with an eccentric sac to the 

right or left of the cavity; 

• A gestational sac separated by more than 1 cm from the 

uterine cavity; 

• And a peripheral myometrial crown <5mm thick.
[3] 

 

Its prognosis is therefore more serious than conventional 

tubal GEU because the risk of sudden rupture and 

cataclysmic hemorrhage is high and requires an early and 

precise diagnosis before the rupture stage.
[4] 

 

Its therapeutic management is not codified due to the low 

incidence of this pathology. The standard treatment 

remains surgical, the two main techniques are 

cornuotomy with suture or resection of the horn with 

salpingectomy either by laparotomy or laparoscopy
[5]

, 

but there are also more conservative techniques, namely: 

incision by laparoscopic route, hysteroscopic resection, 

injection of methotrexate or more recently selective 

embolization of the uterine arteries.
[6.7]

 

We report a case of a ruptured corneal pregnancy 

diagnosed by endovaginal ultrasound in a 29-year-old 

multiparous patient. 
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ABSTRACT 
 

Cornual pregnancy is rare. Treatment involves expulsion of the pregnancy and hemostasis of the cornus if required 

in case of hemorrhagic rupture. Two techniques are proposed to achieve hemostasis of the uterine cornus, 

cornuotomy with suture, or cornual resection with salpingectomy We are reporting a case of 29-year-old woman 

who presented to the emergency obstetrical room in a state of hypovolaemic shock. The diagnosis of a ruptured 

ectopic pregnancy was confirmed in view of the history of 7 weeks of amenorrhoea, with a positive pregnancy test. 

She was shifted for emergency exploratory laparotomy. Intraoperatively, we encountered a left cornual ectopic 

pregnancy. A cornual resection and left salpingectomy was done successfully. 
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Clinical case 

A 29-year-old patient, G4P2, with a history of 

spontaneous abortion and, was admitted in shock with 

diffuse generalized abdominal pain over 7-week 

amenorrhea. 

 

On physical examination, the patient was pale with blood 

pressure of 90 / 50mmhg, tachycardia at 129bpm of cold 

extremities and discolored conjunctivae, her abdominal 

examination revealed pelvic defense. The blood beta-

HCG level was 46,000, his hemoglobin was 5.2 g / dl 

and the abdominal ultrasound found an abundant intra-

abdominal effusion and an eccentric gestational sac at 

the level of the left uterine horn surrounded by a 

myometrium. whose thickness measured 4mm. The 

patient was therefore transferred to the operating room 

urgently for a probable corneal ectopic pregnancy with 

massive hemoperitoneum. 

 

During the exploratory laparotomy we found a massive 

hemoperitoneum with a large sac. 

 

 
Figure 1: Intraoperative image during exploratory laparotomy showing corneal ectopic pregnancy. 

 

A resection of the horn with left salpingectomy was 

performed. The postoperative course was uncomplicated. 

Pathological examination revealed a pregnancy in the 

left uterine horn surrounded by a myometrial layer 

(maximum thickness 3mm). The patient's consent and the 

permission of the institution's ethics committee are taken 

for publication. 

 

 
Figure 2: Image illustrating the resection of the horn and the left salpingectomy. 
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DISCUSSION 
 

Cornual pregnancy accounts for 3% of all ectopic 

pregnancies.
[8,9]

 The mortality rate has been reported up 

to 2%.
[10] 

 

It is the most dangerous of all ectopic pregnancies as it 

may not be diagnosed early due to distensibility of the 

cornea with the risk of rupture and massive hemorrhage. 

 

This hemorrhage can also be severe due to the increased 

vascular supply from the uterine horn. 

 

Risk factors include assisted reproduction techniques, 

history of ectopic pregnancy, tubal surgery, history of 

pelvic inflammatory disease, and sexually transmitted 

infections.
[11]

 The usual symptoms are abdominal pain 

and bleeding. 

 

Hemorrhagic shock is found in a quarter of patients.
[12]

 

 

The diagnosis is based on endovaginal ultrasound which 

is quite specific (88-93%) but its sensitivity, around 40% 

[13], and quantitative plasma BHCG. 

 

The criteria for ultrasound diagnosis according to Timor-

Tritsh are as follows 

• An empty uterine cavity with an eccentric sac to the 

right or left of the cavity; 

• A gestational sac separated by more than 1 cm from the 

uterine cavity; 

• And a peripheral myometrial crown <5 mm thick.
[3]

 

We found these three criteria in our patient. Our 

observation specifies the ectopic seat of the mass 

contiguous to the uterine fundus, of the sessile type. We 

agree with the data in the literature. According to these, 

cornual pregnancy gives an image of an abnormally 

eccentric ovular sac, surrounded by myometrium and 

protruding on the right or left of the uterine fundus
[14,3] 

Magnetic resonance imaging is the most accurate 

alternative means for the positive and topographical 

diagnosis of rare forms of GE.
[14]

 However, it is difficult 

to perform this MRI urgently. 

The plasma BHCG level is often higher compared to 

tubal GEU
[10]

, this is the case in our patient. 

The standard treatment for cornual pregnancies remains 

surgical. 

The two main techniques are cornuotomy with suture or 

resection of the horn with salpingectomy either by 

laparotomy or laparoscopy.
[5] 

 

Sometimes a hysterectomy is done because of the 

bleeding. There are also more conservative treatments. 

• Medical treatment with methotrexate which has less 

adverse effects on future pregnancies.
[15] 

• Selective uterine artery embolization has been 

successfully performed to treat these pregnancies.
[16] 

For our patient, we performed a resection of the horn 

with left salpingectomy. 

 

 

CONCLUSION 
 

Cornual GEU exposes in the short term, the risk of 

hemorrhagic rupture and, in the medium term, the risk of 

recurrence and uterine rupture in the event of a new 

pregnancy, hence the importance of its identification at 

the early stage. 

 

Endovaginal ultrasound is a good means of early 

diagnosis which in some cases can be assisted by the 

determination of plasma b HCG. 

 

The therapeutic choice is guided mainly by the clinical 

picture. 
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