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Abstract: Background: In developing countries, spontaneous bilateral tubal ectopic pregnancy is a very rare pathology. That
form of extra-uterine pregnancy can lead to serious complication with high maternal morbidity and mortality if intervention is
delayed. When diagnosed before the stage of complications, in particular tubal rupture, it essentially poses the problem of
preserving subsequent fertility Case: the clinical case we present was documented in Burkina Faso, a country with limited
resources in West africa, at the gynecology obstetrics and reproductive medicine department of the Bogdogo university
hospital. We are sharing the case of a 30-year-old para 1 gravida 2 patient who presented the signs of unbroken ectopic
pregnancy. An ultrasound scan noted a left and right tubal ectopic pregnancy. At laparotomy, bilateral non ruptured tubal
ectopic pregnancy was encountered. We decided to perform a left total salpingectomy with good hemostasis. The right ectopic
pregnancy was treated with a salpingotomy with careful extraction of the conception product to maintain fertility. Our patient
became pregnant 6 months after treatment. The situation was diagnosed in January 2022. Conclusion: bilateral ectopic
pregnancy in a woman wishing to have children can be treated to preserve the patient's future fertility especially in developing
countries where medically assisted reproduction is not yet available.
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pregnancies occur in the fallopian tubes. Bilateral tubal
ectopic pregnancy (BTP) is a very rare type of ectopic
pregnancy. The early reported frequency of bilateral ectopic
pregnancy has been estimated at 1/200,000 uterine
pregnancies and 1/725-1/1580 ectopic pregnancies. The
occurrence has tripled in the last decades with most cases
being associated with assisted reproduction techniques
(ART), use of intrauterine contraceptive devices (IUD),
pelvic inflammatory disease (PID) and history of previous
ectopic pregnancy or tubal surgery [2, 3].

Spontaneous ectopic pregnancies without risk factors or

1. Introduction

The incidence of ectopic pregnancy varies between 1.5-2%
of all pregnancies. It is very often responsible for
hemorrhagic complications making it a major cause of
maternal mortality in African countries. More than 90% of
them occur in the fallopian tubes. According to the majority
of reports the frequency of ectopic pregnancy (EP) has grown
in the last 30 years. Bilateral tubal ectopic pregnancy is rare
and may occur in 1 per 200,000 pregnancies [1].

According to the literature, around 97% of extra-uterine
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ovulation induction are extremely rare with an estimated
incidence of 1 in 725 to 1 in 1580 ectopic pregnancies [4].
The literature points to a correlation between these entities
and the use of intrauterine devices and inflammatory pelvic
diseases in recent decades [5, 6]. However, spontancous
cases do exist and are very rare. The ultrasound diagnosis is
exceptional in preoperative diagnosis, it is most often
intraoperative discovery. One factor to consider in this
context is the appropriate surgery for fertility preservation.
The potential risk of persistent trophoblasts and recurrence of
ectopic pregnancy is supported by limited scientific studies.
Despite this fact, salpingotomy is often preferred over
salpingectomy to offer better fertility prospects [7]. We
present a case of spontaneous bilateral ectopic pregnancy in
the Gynaecology-Obstetrics and Reproductive Medicine
Department of the University teaching Hospital of Bogodogo
in Burkina Faso, west Africa, a developing country.

2. Case Presentation

She was a 30-year-old patient, culinary arts student,
married, second gesture and primiparous with undocumented
neonatal death, she is admitted to the Department of
Gynaecology-Obstetrics and Reproductive Medicine for
pelvic pain, which has been evolving for one week on a 2-
month amenorrhea. She has in her possession an ultrasound
scan performed on the same day suggesting an unbroken left
EP. In this department, laparoscopy is not yet available due to
a lack of resources. Ectopic pregnancies are managed by
laparotomy, and medical treatment with cytotoxic drugs has
not yet been adopted by doctors. The 2021-2022 report from
the United Nations Development Program (UNDP) reveals
that Burkina Faso was ranked 184th out of 191 countries.

Our patient does not remember the date of her last period.
However, its cycle is well adjusted at 28 days. She has not
received medically assisted reproduction or treatment for
hypofertility and does not use any contraceptive method. She
has no history of pelvic surgery.

The clinical examination at admission, our patient on
21/01/2022 at 12:30 pm notes: a good hemodynamic state
with a blood pressure at 105/72mmHg and a pulse at 92
pulses per minute, anicteric colored conjunctiva. The breasts
are even, symmetrical, anodular. The abdomen is flexible,
depressible without organomegaly. The pelvis is soft and
sensitive to palpation. The vulva is clean. The vaginal touch
finds a short, centered and closed cervix. Vaginal touch
combined with pelvic palpation reveals a uterus of
gynecological size.

The plasma B-HCG measured on 21/01/2022 decreased to
169,943.50 mIU/ml.

The ultrasound that our patient was carrying with her
suggests an unbroken left ectopic pregnancy. The one
performed in our department finds an empty uterus with a
thickened endometrium without a gestational sac. We noted
the presence of a gestational sac of unbroken embryonic left
latero uterine and a right adnexal mass of about 28mm.
Douglass' dead end is free. After staff discussion, all clinical

and paraclinical findings would suggest a right ectopic
pregnancy, a laparotomy is indicated. Intraoperatively, it was
a bilateral ectopic pregnancy. Indeed, on the right we found a
left ampullar ectopic pregnancy of about 4 cm with a large
cracked embryonic axis and a right ampullar ectopic
pregnancy of about 3 cm. In addition, a liquid cyst about 6
cm in diameter of the left ovary that underwent a cystectomy.
The intraoperative view of the bilateral ectopic pregnancy is
presented in Figure 1.

Ectopic
pregnancy
right side

Ectopic
pregnancy
left side

Figure 1. Operational view of the Bilateral ectopic pregnancy.

We first perform a left total salpingectomy with good
hemostasis. The right ectopic pregnancy was treated with a
salpingotomy with careful extraction of the conception
product to maintain fertility. The anatomo-histo-pathological
report of 30/01/2022 confirmed the diagnosis of bilateral
ectopic pregnancy: histological aspect of bilateral GEU
tubaires reworked by moderate inflammatory infiltration and
serous cyst wall without malignancy within the limits of this
sample. The post-operative course was uneventful The
treatment is completed by an injection of Methotrexate at a
dose of 1 mg/kg body weight in the post-operative period.
Plasma B-HCG control decreased to 147.50 mIU/mL within
one week and to 4.50 mIU/mL after the second week.

3. Discussion

Preoperative diagnosis of spontaneous bilateral tubal
ectopic pregnancy, a rare form of ectopic gestation, is
difficult. Most patients with bilateral tubal ectopic pregnancy
report the same symptoms as in unilateral ectopic pregnancy.
It should also be recognized that the risk factors for these two
conditions are virtually identical. Most authors agree that the
most frequent symptoms are amenorrhea, vaginal bleeding
and abdominal pain. The use of serum levels of the beta
component of human chorionic gonadotropin (B-hCG) and
the zone of discrimination are not reliable for patients with
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bilateral disease [8, 9].

Spontaneous bilateral ectopic pregnancy is exceptionally
rare. Its incidence is 1 in 200,000 intrauterine pregnancies
and 1 in 725 to 1 in 1580 ectopic pregnancies [10]. Medically
assisted reproduction is recognized as a major factor in the
occurrence of ectopic pregnancy. Other factors such as pelvic
inflammatory disease, the use of intrauterine devices, tubal
surgery are associated with it. However, in half of the cases,
no risk factors are found [11, 12]. This is probably the case
for our patient in whom no risk factors are identified.

Numerous theories have been put forward to explain the
occurrence of bilateral tubal pregnancies. Bilateral tubal
gestation requires multiple ovulations, fertilization of the
oocytes and their implantation at the sites of tubal lesions.
Another possible etiology is transperitoneal migration of
trophoblastic cells from one tube to the other, which explains
the presence of fetal tissue in one tube and only villi in the
other. Superfertilization is another possible etiology, with the
fertilization and development of a second oocyte in a woman
who is already pregnant. This is an extremely rare event,
difficult to prove, and is suspected when a severe growth
mismatch is observed in a multiple pregnancy. [13-15].

Bilateral ectopic pregnancy is difficult to diagnose. The
diagnosis is rarely confirmed before surgery despite
technological advances, particularly in ultrasound [16, 17].
This suggests rigorous training in pelvic ultrasound and the
use of a good quality ultrasound machine and especially the
systemization of the vaginal route for carrying out ultrasound
in the first trimester of pregnancy.

There are no typical clinical and/or paraclinical signs of
differential diagnosis between bilateral and single ectopic
pregnancy. Indeed, the diagnosis of bilateral ectopic
pregnancy cannot be formally made on the basis of serum 8-
HCG levels, serum progesterone levels or endovaginal
ultrasound. It is necessary and useful to systematically check
the adnexal against lateral to avoid misdiagnosis [18, 19]. In
our case, the preoperative diagnosis was a left ectopic
pregnancy and a fluid-like contralateral ovarian cyst. It was
intraoperatively that we diagnosed bilateral ectopic
pregnancy.

4. Conclusion

Although ectopic pregnancy is increasingly due to
medically assisted reproduction, it is important to know that
bilateral ectopic pregnancy is a very rare and potentially fatal
entity that can occur in patients without any risk factors. Its
preoperative diagnosis is difficult, hence the need for careful
and systematic verification of the contralateral annex to avoid
diagnostic errors. Laparoscopic surgery and open surgery are
effective in treating ectopic pregnancies. However, further
studies are needed to determine whether unilateral or bilateral
conservative fertility preserving surgery is effective.
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