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Ectopic pregnancy is still an important cause of maternal mortality. Bilateral tubal ectopic pregnancy is

very rare, and is usually the result of an assisted reproduction technique. We describe a case of early

bilateral tubal pregnancy diagnosed by transvaginal ultrasonography after intracytoplasmic sperm injec-

tion (ICSI) and embryo transfer (ET).
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Case Report

A woman aged 33 was admitted after experiencing severe

abdominal pain. She had been amenorrhoeic for six weeks and

a urine pregnancy test was positive. There were no risk factors

for ectopic pregnancy in her medical history. A sudden in-

crease in pain had prompted her self - referral.

The patient undergo an IVF-ET cycle because

oligospermy. Stimulation involved initial down-regulation

with 50 μg/d s.c. of a GnRH agonist  and 250 IU rFSH (Gonal

F; Serono Laboratories) on cycle days 3-13. On the 12th day of

the cycle, her plasma E2 level was 1,250 pg/mL. On cycle day

12, 10.000 U of hCG (Profasi; Steris Labs for Serono,

Phoenix, AZ) was administered. Thirty-six hours later, recov-

ery was performed by transvaginal ultrasonography. Five

oocytes were recovered. Both of these oocytes successfully

fertilized and cleaved. The three resulting embryos were trans-

ferred transcervically into the uterus without difficulty on day

3 after insemination. The luteal phase was supported with 600

mg of P tb per oral.

She first presented to the emergency department 55 days

after ET with severe lower abdominal pain, cramping, and

vaginal bleeding. She had had a 2-day episode of vaginal

bleeding with clots 1 week before presentation. On admission,

she was diaphoretic with a blood pressure of 90/45 mm Hg, a

heart rate of 90 beats per minute, and bilateral lower abdomi-

nal tenderness with rebound and guarding. The hCG level was

2.100 mIU/mL. An ultrasound revealed  4,8×3,2-cm right and

3,7x3,9 cm left adnexal mass suggestive of an ectopic preg-
nancy (EP) and  free fluid. No intrauterine pregnancy was vi-
sualized.

She was mildly tender in the right and left iliac fossa but
on pelvic examination there was no cervical excitation or ad-
nexal tenderness. At diagnostic laparoscopy, extensive blood
was seen within the peritoneal cavity. Neither fallopian tube
was clearly visible so a ruptured ectopic pregnancy was diag-
nosed. laparoscopy, disclosed a large ruptured ectopic preg-
nancy with destruction of the left and right fallopian tube.
There also appeared to be a small unruptured ectopic preg-
nancy in the right fallopian tube. Left and right salpingectomy
were performed and histological examination confirmed syn-
chronous bilateral ectopic pregnancy. She was discharged
without incident the next morning.

Discussion  

The incidence of ectopic pregnancy has tripled in the
Western World over the past two decades, with a plateauing
for the last 10 years as recently shown in the USA. In France,
it has been estimated to 2% of births and unusual forms of ec-
topic pregnancy such as simultaneous bilateral tubal implan-
tation are becoming more frequent in particular after in vitro
fertilization and embryo transfer (IVF-ET).1

Whereas it is well accepted that transvaginal sonography
changed the diagnostic algorithm of ectopic pregnancy with
an earlier diagnosis,2 its use for the follow-up of medically
treated EP such as local or intramuscular MTX injection is of
no benefit in the management of these patients, because the
ectopic mass usually increased in size with an amount of fluid
in the Douglas cul-de-sac increasing.3 Therefore, ultrasound is
performed only in cases of abnormal clinical signs (pelvic
pain) or hCG clearance alterations with increasing or plateau-
ing levels. However, a careful inspection of the controlateral
tube may be a very interesting indication compared to other
tools such as laparoscopy to avoid complications such as sec-
ondary tubal rupture. 
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Furthermore, an early diagnosis of bilateral ectopic preg-
nancy after embryo transfer may improve the opportunity to
perform a medical treatment because of uncomplicated clini-
cal presentation. Indeed, several authors demonstrated that
conservative treatment such as intramuscular MTX injection
permits a similar fertility rate compared to surgical treatment.4

Our policy of EP treatment is to perform a conservative treat-
ment with in-situ MTX treatment when it is possible because
we are convinced that such a treatment is economically more
interesting with a lower cost and a similar rate of fertility.
Such a policy, in our view, should similarly be applied to EP
after assisted reproductive technology such as IVF.

Comprehensive clinical guidelines for the treatment of ec-
topic pregnancy have been published by the Royal College of
Obstetricians and Gynaecologists.5 Because of its rarity, syn-
chronous ectopic pregnancy is not covered, but the principles
of treatment can still be applied. Laparoscopic surgical treat-
ment is preferred to open procedures, because the patient re-
covers more quickly and subsequent rates of intrauterine and
ectopic pregnancy are similar.6

There are several reports in the literature suggesting that
GnRH analogue use may be linked to a higher rate of ectopic
pregnancy in the IVF population.7 If the patient has previous
pelvic inflammatory disease, there will be an obvious increase
in ectopic pregnancies.8 Sometimes, minor subclinical tubal
pathology may also be a risk factor.9 It is now recommended
that the number of transferred embryos should not exceed
three, especially in women with history of tubal pathology.
However, several ART centres have reported success after
GIFT in case of endometriosis and even peritubal adhesion.10

GIFT has recently been extended to patients with tubal pathol-
ogy, thus again increasing the risk of extrauterine implanta-
tion.11

In conclusion, the purpose of this case report is not to de-
scribe the first medical treatment of bilateral ectopic preg-
nancy, but to demonstrate the importance in assisted medical
procedures to perform routinely a second sonographic control
after the first pregnancy localisation, either intrauterine or ec-
topic. 

Yardımcı Üreme Tekniği ile İki Taraflı Dış

Gebelik: Olgu Sunumu

33 yaşındaki bayan hastaya oligospermi endikasyonuyla IVF

uygulandı. Yapılan uygulama sonrası altı hafta sonra şiddetli

ka  rın ağrısı ve vajinal kanamayla başvuran hasta değerlendiril -

di. Laparoskopi ile batına girildiğinde fazla miktarda serbest

kan ve iki taraflı rüptüre olmuş tubal dış gebelik görüldü. Has -

taya iki taraflı salpenjektomi yapılarak işleme son verildi.

Anahtar Kelimeler: Dış gebelik, IVF
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