
Hormozgan Med J. 2020 March; 24(1):e95745.

Published online 2020 January 27.

doi: 10.5812/hmj.95745.

Case Report

A Report of Three Consecutive Recurrent Ectopic Pregnancies in Two

Patients

Nayereh Ghomian 1, * and Zahra Rastin 1

1Department of Obstetrics and Gynecology, Faculty of Medicine, Mashhad University of Medical Sciences, Mashhad, Iran

*Corresponding author: Department of Obstetrics and Gynecology, Faculty of Medicine, Mashhad University of Medical Sciences, Mashhad, Iran. Email:
ghomiann@mums.ac.ir

Received 2019 June 26; Revised 2019 October 17; Accepted 2019 December 08.

Abstract

Introduction: Ectopic pregnancy (EP) is a life-threatening pregnancy complication and can cause maternal morbidity and mor-
tality and early fetal death with the incidence rate of approximately 2% of all pregnancies. The rate of recurrence of EP increases
in patients with a past history of EP. We present here two cases that have had three consecutive recurrent EPs during one year with
different management.
Case Presentation: Case 1: A 27-year-old woman gravida 3 Ep2 with 6 weeks gestational age was referred with abdominal pain. She
had a history of two consecutive ectopic pregnancies 9 and 4 months ago that were treated with methotrexate (MTX) and right salp-
ingectomy. Transvaginal ultrasonography showed left tubal ectopic pregnancy with intra-abdominal bleeding. Left salpingectomy
was performed. Case 2: A 34-year-old women gravid 3 with a history of 2 consecutive Ep 11 and 6 months ago that were treated with
left salpingectomy and MTX, was referred. She was treated with two doses of MTX.
Conclusions: The rate of recurrent EP considerably rises in patients with a history of the previous EP and considering this medical
history is highly recommended in future pregnancies for early diagnosis.
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1. Introduction

Ectopic pregnancy (EP) is one of the main complica-
tions of pregnancy in the first trimester and can cause ma-
ternal morbidity and mortality and early fetal death (1). Ec-
topic pregnancy is defined as the implantation of an em-
bryo outside of the endometrial cavity, which occurs in the
fallopian tube in 98% of cases (2). After spontaneous preg-
nancy, the incidence rate of EP is 1% - 2% and after assisted
reproduction technology treatment, the incidence rate is
2% - 5% (3). Despite the effort of primary prevention, the in-
cidence of EP has steadily increased each year. History of a
previous EP increases the risk of recurrent EP. The rate of re-
current EP is 15% and this rises two-fold after two EPs (4-8).

Abnormal fallopian tube anatomy is a risk factor for
many cases of tubal ectopic pregnancy. Tubal surgeries
confer the highest risk. The previous history of Ep in-
creases the chance five-fold. The past medical history of
sexually transmitted diseases (STDs) which can distort nor-
mal tubal anatomy is a major risk factor for EP (4-8).

After using methotrexate (MTX) for the treatment of
EP, the incidence rate of recurrent EP is between 10% - 18%.
The chance of a subsequent intrauterine pregnancy after

an EP changes from 38% to 89% (9). The incidence of EP
has increased markedly in the recent 30 years because of
the higher prevalence of pelvic inflammatory diseases, the
use of assisted reproduction technology and rising of ma-
ternal age (2). Other risk factors of EP are tubal surgery,
history of intrauterine diethylstilbestrol exposure, preg-
nancy with a current intra-uterine device (IUD), tubal dam-
age and multiple sexual partners (3).

We present two cases of three consecutive recurrent
ectopic pregnancies which occurred during one year, be-
cause of the interesting history, its rarity and different
management which was due to their different presenta-
tions.

2. Case Presentation

2.1. Case 1

A 27-year-old woman gravida 3 EP2, admitted with ab-
dominal pain from one week earlier. She had 6 weeks of
amenorrhea. She had not used any contraceptive meth-
ods. Her previous menstrual cycles were irregular. The pa-
tient had a history of two consecutive EPs. The first one
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was a right tubal ectopic pregnancy 9 months ago and was
treated with methotrexate. The second one was detected
on the right fallopian tube 4 months ago and she had un-
dergone a salpingectomy by laparotomy because of mas-
sive abdominal hemorrhage. She had no history of the
pelvic inflammatory disease and pelvic surgery except the
previous salpingectomy.

In spite of being advised of using contraception, af-
ter 4 months of right-sided salpingectomy, a new EP oc-
curred in the left fallopian tube. On her physical examina-
tion, abdominal tenderness in the left lower quadrant was
present. Her pulse rate was 100 beats/min and her blood
pressure was 100/90 mmHg. The transvaginal ultrasonog-
raphy revealed an empty uterine cavity and a gestational
sac with the size of 4cm in the left fallopian tube without fe-
tal cardiac activity (Figure 1). Also, there was marked intra-
abdominal free fluid. Laboratory tests was as follows: hCG
level = 3346 mIU/mL, Hct = 28%, and Hb = 9mg/dL. Laparo-
tomy was performed, findings at surgery were hemoperi-
toneum with the volume of 1000 cc and perforated am-
pullar Ep with active bleeding, and therefore salpingec-
tomy was performed. The postoperative course was un-
eventful and she was discharged on the third postopera-
tive day. She was counselled for the other pregnancy she
should refer to the in vitro fertilization center. Pathology
of the left tube showed immature chorionic villi and fetal
parts.

Figure 1. Sonographic findings of the first case

2.2. Case 2

A 34-year-old woman, gravida 3, EP 2, who was visited
at the gynecological clinic with a one-week history of col-
icky lower abdominal pain and spotting after 6 weeks of
amenorrhea. Previously, she had regular menstrual cycles
without dysmenorrhea. The patient had a history of two
consecutive EPs. The first one was left tubal EP which was
managed by salpingostomy by laparotomy 11 months be-

fore. The second one was detected on the right adnexa and
treated with methotrexate 6 months before.

The vital signs were normal. She had tenderness on
right lower quadrant of the abdomen. Transvaginal ultra-
sonography showed an empty uterine cavity and a mass
with the size 34*33mm in the right adnexa, without fe-
tal cardiac activity (Figure 2). No intra-abdominal free
fluid was detected. Laboratory tests showed that the hCG
level was 343 mIU/mL. During serial measurement of βhCG
within 10 days, it was raised to 1540 mIU/mL, however, the
ultrasonic finding did not change. Endometrial curettage
was performed and no chorionic villi were reported by a
pathologist. The diagnosis of EP was confirmed. Occlusion
of the tubes and preparing for an in vitro fertilization pro-
cedure was offered but the patient did not accept. A single-
dose protocol of methotrexate (50 mg/m2) was adminis-
tered intramuscularly on day 1, and the hCG level was 3200
mIU/mL and 4100 mIU/mL on days 4 and 7, respectively.
The second dose of methotrexate was administered and af-
ter that, the levels of hCG were decreased in the following
tests.

Figure 2. Sonographic findings of the second case

The Ethical Committee of Mashhad University of Med-
ical Sciences had approved this study in their session held
on “Jun 20, 2017”. Reference number: IR.MUMS.REC.1396.93.

3. Discussion

We reviewed two rare cases of EP who suffered from
three recurrent EPs. Ectopic pregnancy is one of the
most important emergencies of gynecology. It is a life-
threatening complication occurring in approximately 2%
of all pregnancies. The classic symptoms of EP are abdom-
inal pain, amenorrhea and vaginal bleeding that only 50
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percent of patients present with this triad. Physical exami-
nation is often nonspecific at unruptured EPs. Ultrasound
and serial measurements of hCG are the main tools for cor-
rect diagnosis. Early diagnosis is possible with measure-
ment of hCG and transvaginal ultrasonography, and most
importantly, clinical suspicion and careful risk factor as-
sessment (10).

The risk of recurrent EP is much higher than primary
EP: incidence rate ranges from 6% - 18% after having a his-
tory of the first EP. This is raised to 30% following two ec-
topic pregnancies. There are several treatment options
for EP according to clinical presentations and hemody-
namic status like expectant management, medical treat-
ment, and surgical approach (laparotomy or laparoscopy).

Expectant management can be used for patients with
low (< 1000 IU/L) or declining hCG levels. Patients who are
hemodynamically unstable, heterotopic pregnancy with
a viable intrauterine pregnancy, do not have access to a
medical institution for management of tubal rupture, con-
traindications to methotrexate and failed medical ther-
apy are the indicated cases for surgical treatment (11). On
the other hand, patients who are hemodynamically stable,
able to comply follow-up after treatment, have hCG con-
centration ≤ 5000 mIU/mL, with no fetal heart rate in ges-
tational sac are suitable candidates for medical treatment
with methotrexate (12).

In case 1 because the patient was hemodynamically
unstable, laparotomy and salpingectomy were performed
but case 2 underwent medical treatment. The early diagno-
sis and management of ectopic pregnancies can increase
the successfulness of medical treatment.

Janbakhishov and coworkers reported a case of recur-
rent EP in the ipsilateral salpinx after ovulation induction
and intrauterine insemination treated by laparoscopy (13).
Faleyimu and colleagues reported an unusual case with
ipsilateral ectopic pregnancy occurring in the stump of a
previous ectopic site treated with salpingo-oophorectomy
(14). Samiei-Sarir and Diehm reported two cases of re-
current ectopic pregnancy located within the remnant
tube following ipsilateral salpingectomy that was finally
treated with laparoscopic intervention (15). Adelusi and
colleagues reported a 25-year-old woman that had three
times of recurrent ectopic pregnancy. In the first EP, a salp-
ingostomy was performed and the second EP was treated
with MTX and three months later hysterosalpingography
(HSG) was performed. A new ectopic pregnancy occurred
one month after HSG, which was treated with MTX (16).

Women treated for EP should be consulted that they
have a higher risk for recurrence of EP compared to other
women without a history of EP. They should be advised
to have an early pregnancy ultrasound scan in any future
pregnancies.

3.1. Conclusion

Ectopic pregnancy is one of the most important differ-
ential diagnoses in the acute abdomen and must be con-
sidered in every woman with abdominal pain and delayed
menses. History of ectopic pregnancy is very important
and the risk of recurrent EP in these patients is fivefold
compared to the general population. Early diagnosis can
help to prevent dangerous complications such as fallopian
tube rupture and hemoperitoneum. The early detection of
EP is confirmed with transvaginal ultrasonography and se-
rial measurement of hCG.
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Supplementary material(s) is available here [To read
supplementary materials, please refer to the journal web-
site and open PDF/HTML].
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