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ABSTRACT
Gestation outside the uterine cavity in which the implantation occurs in any tissue other than the endometrium is referred as ectopic
pregnancy. The most place for occurring ectopic pregnancy (97% of cases) is the fallopian tubes including ampulla (55%), isthmus
(25%), and ﬁmbria (17%), and in 3% of patients ectopic pregnancy occurs in the abdominal cavity, ovary, or cervix. The tubal twin
ectopic pregnancy is a rare condition, and the ﬁrst unilateral tubal twin was reported by De Ott in 1891, and the ﬁrst live twin tubal
ectopic pregnancy was reported in 1944. A live tubal twin ectopic pregnancy is a very rare condition and among >100 reports of tubal
twin pregnancies, till now, only 8 cases were live. Early diagnosis and treatment of women with tubal twin ectopic pregnancy is very
important and may decrease the risk of tubal rupture. I present three cases of tubal twin ectopic gestation. In the ﬁrst case, spontaneous
unilateral live tubal twin ectopic gestation. The second and third cases spontaneous ruptured twin ectopic gestation. All three cases were
successfully managed and there was no history of assisted reproductive technique fertilization or pelvic inﬂammatory disease.
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ABBREVIATIONS
USG - Ultrasonography

INTRODUCTION
Gestation outside the uterine cavity in which the implantation
occurs in any tissue other than the endometrium is referred as
ectopic pregnancy. The most place for occurring ectopic pregnancy
(97% of cases) is the fallopian tubes including ampulla (55%), isthmus
(25%), and fimbria (17%), and in 3% of patients ectopic pregnancy
occurs in the abdominal cavity, ovary, or cervix [1]. The tubal twin
ectopic pregnancy is a rare condition, and the first unilateral tubal
twin was reported by De Ott in 1891, and the first live twin tubal
ectopic pregnancy was reported in 1944 [2]. A live tubal twin ectopic
pregnancy is a very rare condition and among >100 reports of tubal
twin pregnancies, till now, only 8 cases were live [3]. Early diagnosis
and treatment of women with tubal twin ectopic pregnancy is very
important and may decrease the risk of tubal rupture. The present
report describes a successful management of spontaneous twin
tubal ectopic pregnancies with no history of assisted reproductive
technique fertilization or pelvic inflammatory disease.

In view of the Twin live ectopic pregnancy she was immediately
operated. Intraoperatively, the ampullary part of the right fallopian
tube was found showed a sac like structure. A right salphingotomy
was done. She was discharged on the 7th day. On cut section of the
sac there was evidence of two embryos Pathological evaluation of
the surgical specimen showed a diamniotic monochorionic twins.
Pregnancy within the fallopian tube and measurement of the twin feti
estimated their gestational age at 7 weeks.

CASE 2
A 30 year old female, G2L1A0 came to casualty with severe
pain in abdomen since two days with 6 weeks of amenorrhea and
bleeding per vaginum since morning .She had one living issues
with full term normal deliveries. Upon examination, her vitals were
stable. Abdomen examination was unremarkable. However, her urine
pregnancy test was positive.

CASE 1
Case presentation
A 35 year old female, came to casualty at midnight with pain in
abdomen since three days with 8 weeks of amenorrhea and bleeding
per vaginum since morning .She had one living issues with full term
normal deliveries. She had history of two spontaneous abortions.
Upon examination, her vitals were stable. Abdomen examination
was unremarkable. Upon per vaginum examination the cervical
movement was tender, the uterus was bulky and soft, and bogginess
and tenderness were felt in the right adnexa. However, her urine
pregnancy test was positive.
Ultrasonography with doppler study showed a uterus of 8.3 x
5.4 x 4.2 cms with endometrial thickness of 10 mm and there was
evidence of large heterogeneous lesion in the right adnexa of a size
7.1 x 5.1 cms, with sac like structure within which two foetal poles
measuring 1.4 cm = 7 weeks and five days. Fetal cardiac activity was
appreciated. Mild free fluid was seen in the abdomen. An impression
of live twin ectopic pregnancy in the right adnexa was made with mild
free fluid in an abdomen. A pseudosac like structure was noticed in
endometrial cavity. Both ovaries were visualised separately from the
right adnexal mass.
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Figure 1: Shows Right adnexal sac with Twin live ectopic gestation of
approximately 7wks 5 days .No intrauterine pregnancy. Both ovaries are
separately visualised.
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Spontaneous pregnancy there was no history of induction of
ovulation by drugs or artificial reproductive techniques. The patient
was taken for ultra sonography. Transvaginal Sonography showed
a heterogeneous mass in right adnexa measuring approximately
7.3 x 4.6 cm The mass showed irregular Gestational sac measuring
approximately 0.3 cm corresponding to 5 weeks and another irregular
sac measuring 0.5 cm corresponding to 5weeks 2 days Right ovary
was visualised separately from this mass .
Left ovary was visualised and appears normal .Moderate
hemoperitoneum was seen .Uterus was bulky however there was no
intrauterine gestational sac. The diagnosis of right adnexal ruptured
ectopic gestation was made. Preliminary investigations were done
and patient was taken up for laparotomy in view of right adnexal
mass and hemoperitoneum. Per operatively gross morphology was:
Right adnexal complex mass with moderate hemoperitoneum. Right
salpingectomy was performed. Patient’s post-operative period was
uneventful. Histopathology report came out to be right adnexal two
gestational sacs were noted

CASE 3
A 36 year old female, G3L2A0 came to casualty with severe pain
in abdomen since three to four days with 6 weeks of amenorrhea

Figure 2: Pathological evaluation of the surgical specimen showed a
diamniotic monochorionic twins pregnancy.

Figure 4: Trans vaginal Sonography shows both adnexae heterogeneous
mass with two irregular sacs and hemoperitoneum. Both ovaries are
visualised.

and bleeding per vaginum since morning. Upon examination, her
vitals were stable. Abdomen examination was unremarkable. Upon
per vaginum examination the cervical movement was tender, the
uterus was bulky and soft, and bogginess and tenderness were felt in
the both adnexae. However, her urine pregnancy test was positive.
Spontaneous pregnancy there was no history of induction of
ovulation by drugs or artificial reproductive techniques the patient
was taken for ultra sonography. Transvaginal Sonography showed
a heterogeneous mass in right adnexa with irregular Gestational sac
measuring approximately 1.0 cm corresponding to 5 weeks 5 days
Right ovary was visualised separately from this mass.
Left adnexa irregular Gestational sac measuring approximately
0.8cm corresponding to 5 weeks 4days. Left ovary was visualised
separately from this mass. Mild to Moderate hemoperitoneum was
seen. Uterus was bulky however there was no intrauterine gestational
sac. The diagnosis of bilateral adnexal ruptured ectopic gestation
was made. Preliminary investigations were done and patient was
taken up for laparotomy in view of bilateral adnexal masses and
hemoperitoneum. Per operatively gross morphology was: Bilateral
adnexal complex masses with moderate hemoperitoneum. Bilateral
salpingotomy was performed. Patient’s post-operative period was
uneventful.

DISCUSSION

Figure 3: Trans vaginal Sonography shows Right adnexa heterogenous
mass with two irregular sacs and hemoperitoneum. Left ovary is visualised.
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The preoperative diagnosis of twin tubal pregnancy is difficult
and potentially may lead to significant morbidity or mortality
[4]. Based on the changing pattern of clinical presentation, the
gynecologist should pay special attention in such suspected cases. All
available methods of diagnosing the suspected cases should be used
including ultrasonography and blood chemistry tests such as beta
Human Chorionic Gonadotropin (hCG) level. In the present case,
transabdominal sonography was performed and the initial diagnosis
was unruptured ectopic pregnancy. The serum hCG level was not
tested. Therefore, the twin tubal pregnancy was not in mind, even
if it had a higher incidence of rupture. Her treatment was delayed
and ruptured of tubal pregnancy occurred subsequently. There is
evidence that the hCG level of twin tubal pregnancies is higher than
that of a singleton tubal pregnancy and surgical treatment of those
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cases is appropriate [5]. The mean hCG level of twin and singleton
ectopic pregnancies was 9,849 mIU/ml and less than 3,000 mIU/ml,
respectively [3]. Transvaginal sonography has shown to be effective in
the diagnosis of intact twin tubal pregnancy and extremely sensitive
in the detection of free pelvic fluid [6]. The pathogenesis of unilateral
twin tubal pregnancy is not clear. Several factors are thought to
contribute to the occurrence of ectopic pregnancy. These include
mechanical obstruction within the tube [7], defects of the zygote
itself or in the hormonal milieu. It is likely that the twin tubal ectopic
pregnancy is also increased in patients treated by in vitro fertilization
[8,9], but the conception in the present case was spontaneous. The
unilateral twin tubal pregnancy cans occur spontaneously [10]. Some
investigators suggested that the larger cell mass of the fertilized twin
zygote might cause retarded tubal transport along a damaged tube
and result in tubal implantation [11]. The zygosity of twin in the
present case was not studied. Most of the twin tubal pregnancies were
thought to be monozygotic. However, in the majority of the reported
cases, the zygosity was determined subjectively by using observation
such as size and gestational age similarity, fetal membranes and
number of corpus luteum [12]. It seems to be that the method to
determine zygosity of the twins by using DNA probes that detect
restriction fragment length polymorphisms more accurately [13].
Some researchers speculate that many of the unilateral ectopic
twins who were thought to be monozygotic may actually have been
dizygotic [14].
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