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ABSTRACT:

Objective: In order to demonstrate our expertise with laparoscopic tube-preserving surgery, which was performed for
the purpose of determining whether or not an ectopic tubal pregnancy is feasible and effective. Methods: The success
rates of the treatments and the rates of homolateral patency were used as the outcome measures. individuals who have
ectopic tubal pregnancies and are having laparoscopic tube conserving surgeries done to them. These treatments
include segmental resection and reanastomosis, salpingotomy, salpingostomy, and fimbrial milking. Results: A total
of 57 consecutive Outcomes were analyzed in this prospective research. Among the 57 surgical operations, 55 (96.4%)
were successfully completed without any extra intervention. The number of patients who had salpingotomy,
salpingostomy, segmental resection and reanastomosis, and fimbrial milking was 24 (42.1%), 25 (43.9%), 4 (7. %),
and 2 (3.5%), respectively. Conclusion: When it comes to treating tubal ectopic pregnancies, tubal-conserving
surgery is a realistic and safe therapy option. Nevertheless, due to the fact that effective therapy is not the primary
objective of tube resection surgeries, extreme care has to be taken when interpreting the findings of this research.

Keywords: Ectopic pregnancy; Salpingostomy; Pregnancy.

INTRODUCTION:

Ectopic pregnancies are responsible for up to 5% of all
maternal fatalities in high-resource nations [1,2], and
they occur in anywhere from 0.6% to 2.1% of all
pregnancies [1]. Moreover, it is the main cause of
mortality among pregnant women during the first
trimester [1,36]. Tubal milking, tubal ligation, tubal
ablation, tubal ligation and fallopian tube
reattachment, and tubal ligation all come under the
category of the tried-and-true procedure known as
laparoscopic ablation. widely known for patients with
ectopic pregnancies who want to retain their fertility
[2, 4, 69]. According to the findings of a recent survey
that surveyed patients on their preferred surgical
method (tubal removal versus mastectomy). Continue
with the procedure in spite of the surviving
trophoblasts' danger and the possibility of a second
ectopic pregnancy occurring during the caesarean
section [5].  Unfortunately, tubal-preservation
laparoscopic surgery has not been performed on a large
scale. As a result, it is essential to do research on these
treatments in order to provide women who are
experiencing  tubal  pregnancies  with  further
information. The purpose of this research was to report
on our previous experience with tubal-conserving
laparoscopic surgery and to assess both its

practicability and its efficacy.

MATERIAL AND METHODS:

The Institutional Review Board approved this
prospective study at ALALWIA Hospital from
February 2021 to May 2021 and ALBISHARA
Hospital from February 2022 to May 2022. We
recruited laparoscopically operated tubal ectopic
pregnancy patients for the experiment. Transvaginal
ultrasonography, beta hCG, and physical examination
may detect tubal pregnancy without an endoscope [3].
After explaining the hazards of tube removal surgery,
such as remaining trophoblasts and ectopic pregnancy,
all patients gave their informed consent. surgical tube
rotations. An ectopic tubal mass visible on a
transvaginal ultrasound; a desire to maintain optimal
fallopian tube protection for future fertility; an age of
18 or older; a medical condition suitable for
laparoscopic surgery (the American Society of
Anesthesiologists classifies Physical Condition 1 or 2);
and consent to surgical treatment and monitoring were
the inclusion criteria. Exclusion criteria included not
wanting to become pregnant, having an interstitial
pregnancy or teratogen, becoming pregnant through in
vitro fertilization, carrying the pregnancy in a single
tube, having bilateral tubal occlusion or hydrosalpinx,
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having these conditions previously noted during
computed tomography or laparoscopy, or discovering
them during surgery to remove an ectopic pregnancy.

Salpingostomy Resection:

During a mastectomy, a tube delivers 2.5 units of
vasopressin  (Hanlim Pharm, Seoul, Korea) in 1
milliliter of saline. Insert spinal needle number 23
gauze around the injured tube to stop bleeding. After
stabilizing the tube with atraumatic forceps, a linear
incision removed the whole ectopic tumor. Thus the
sufferer may recuperate. The fallopian tube is incised
above its greatest diameter, where the ectopic
pregnancy is. A sharp needle cuts this. Hydro
dissection and traction with atraumatic forceps remove
the ectopic lump. If necessary, unilateral suction and
compression are applied at the incision to evacuate
conception products. The conception product may be
extracted from a ruptured fallopian tube without an
incision. After birth, the placental bed will be
examined. Hemostatic sealants are used to stop
fallopian tube hemorrhage (as the patient watches
under direct observation). After endoscopy, the
bleeding sites were irrigated. Following tubal ligation,
the tube was closed in one layer using two or three
interrupted PDS sutures (Ethicon, Somerville, NJ,
USA). Tubal ligations leave the fallopian tube lumen
open, allowing the patient to recuperate.

Segmental Resection and Reanastomosis occurred.
Segmentectomy and reanastomosis may be linked with
unruptured ectopic pregnancies at the tubal isthmus,
uncontrolled bleeding from the tubal graft site after
salpingectomy, or excessive cauterization of the
placental bed for hemostasis. An unruptured tubal
isthmus ectopic pregnancy may need segmentectomy
and reanastomosis. The procedure begins with a
subserous injection of diluted vasopressin into the
proximal, distal, and central fallopian tubes to aid
hemostasis and dissection. Laparoscopic scissors cut
cleanly and remove the ectopic tumor and tubing. Five
PDS stitches approximate the middle fallopian tube.
These sutures connect the fallopian tube ends and
avoid stress at the anastomosis site. If the proximal and
distal anastomotic sites differ in size, use a two-
monofilament nylon intraluminal splint.  This
simplifies anastomosis suturing. Four interrupted 6
PDS sutures stitch the fallopian tube segment's
mucosal and muscular layers. The initial stitch begins
at the six o'clock position and is tied internally. Knot
outside lumen. But, the second and third sutures at 3
and 9 o'clock are not knotted. Then, place the fourth
stitch at twelve o'clock and link the three and nine
o'clock stitches. Careful suturing helps keep the distal
tubal segment aligned and rotated. Five PDS sutures
join the serosa. Chromo pertubation, which assesses
tubal patency, will decide the operation's initial
success.

Ciliary Sac Milking:

When the conceptus was extremely near to the cilia
terminal or cilia, the oviduct segment was grasped and
slowly milked from the cilia. The conceptus was near
the cilia terminal or cilia when this was done. The
concept item was gently put into the extrusion using
upward pressure. After a gradual and careful proximal
tube movement, the product was delivered into the
abdominal cavity. The surgical specimen was
recovered using the laparoscopic specimen bag
(LapBag, Sejong Medical, Paju, Korea). Following
that, the contralateral fallopian tube was carefully
examined for unsuspected tubal abnormalities (such as
hydrosalpinx, severe pertubal adhesions, deformities,
or other medical illnesses) and severely irrigated. 4. ml
of saline for bloody urine. To avoid persistent
trophoblasts, patients should receive an intramuscular
injection of 5 mg/m2 methotrexate within 24 hours
following surgery [11,13]. Patients who had recently
taken methotrexate or had recovered from surgery
were exempt from this suggestion. This injection was
regularly given 24 hours following surgery.
Salpingectomy  with tube indwelling operation
replaced salpingectomy. The patient was released on
surgical day 2 or 3 and examined weekly for persisting
trophaoblasts until blood hCG levels dropped below 5
mliU/ml. hCG recovery time was from surgery to a
serum hCG level of 5 mIU/mL. If postoperative blood
-hCG concentrations rose or were high for a week,
patients had persisting trophoblasts [14]. This criterion
identified the condition. The woman was given a
hysteron-salpingram three months after her beta-hCG
level went below 5 miU/ml so physicians could assess
the tube's patency following surgery. A gynecological
radiologist unaware of the patient's treatment checked
the patient's tubes.

Target Parameter:

This study found that tube-sparing surgery can be done
without salpingectomy. Secondary results of tube-
sparing surgery were trophoblast persistence and
reoperation. Hysterosalpingograms assessed tubal
patency. IBM SPSS assisted in statistical analysis
(Armonk, New York, USA). After analyzing the data's
normal distribution, the mean standard deviation or
median (range) of quantitative variables were shown.
Frequency represented the qualitative variable
(percentage).

RESULTS:

This prospective cohort research lasted for a total of
four years and included the participation of 57 women
who had previously had a tubal pregnancy. The
participants were included in the study at
predetermined intervals. The demographic features of
the population that was the subject of the inquiry are
shown in table 1. At the time of surgery, the patient's
average age was 28.6 4.4 years (the age range was 19

IIMSCRR: March-April 2023

Page | 433



to 38 years), and the patient's average body mass index
was 21.5 2.8 kg/m2 (the age range was 16.8 to 27.3
kg/m2). There were a total of four patients who did not
have any other children from a prior relationship. The
preoperative levels of hCG in the blood varied from
542 to 61,7 1U/mL, with a value of 31.7 miU/mL
serving as the median. The results may be shown
either as raw numbers (in the form of percentages) or
as the mean together with the standard deviation
(range). Human chorionic gonadotropin, which is
sometimes referred to by its abbreviation, hCG. a) It is
defined as the successful completion of planned tube-
preserving surgery without the requirement of extra
rescue treatment such as salpingectomy or
methotrexate injection;

b) Defined as the difference between the preoperative
hemoglobin level and the level at postoperative day 1;
c) Calculated as the period from the date of the surgery
to the date of achieving a serum hCG level of less than
5 miU/mL; d) A tubal patency test utilizing
hysterosalpingography was performed in only 15
patients three months after achieving a serum hCG
level of less than 5 mlU/mL. 53.2+8.5 days (range, 38
to 68 days) (range, 38 to 68 days). A yolk sac was
identified in 19 (33.3%) of patients during
preoperative transvaginal sonography. A fetal echo
was recorded in 14 (24.6%) of patients, and embryonic
cardiac motion was observed in 1 (17.5%) of patients.
The primary reasons for surgery included a serum level
of beta-hCG that was greater than 15, miU/mL in 7
patients (12.3%), the detection of positive embryonic
cardiac motion in 1 patient (17.5%), the suspicion of
massive hemoperitoneum in 15 patients (26.3%), the
failure of systemic methotrexate treatment in 2 patients
(35.1%), and the refusal of medical therapy in 5
patients (8.8%). All of these reasons were present in 7
patients. From our patient population, there are a total
of 7 ectopic pregnancies that resulted in a miscarriage
(12.2%), and there are a total of 5 ectopic pregnancies
that did not result in a miscarriage (87.8%). There was
a tubal pregnancy present in nine of the five cases that
did not result in a rupture. In these instances, the tubal
pregnancy had a complete and undamaged tubal
surface, but the fimbrial orifice was the source of
heavy and consistent bleeding. Table 2 provides
extensive information on the results of the procedure.
Out of a total of 57 patients that took part in the study,
this is the number of people who had salpingotomies
performed on them. The data are shown with the mean
together with a standard deviation range, the median
along with a range, or the number along with a %.
Alternatively, the data may be presented with the range
of the number combined with the percentage. human
chorionic gonadotropin, sometimes known as hCG
after its abbreviation. a) In order to assess whether or
not the lady was pregnant, the amount of time that had
passed since the woman had her most recent period
before the planned procedure was examined. b)

Potentially severe hemoperitoneum detected on
transvaginal ultrasonography; c) Nine out of every five
cases displayed tubal leakage, which implies an
unruptured tubal pregnancy with bleeding from the
fallopian tube; d) The majority of patients had a
history of ectopic pregnancies. The patient had a
history of ectopic pregnancy, for which they had
methotrexate administration throughout their body. It
was determined that 5.3% of the patient's pregnancies
were ectopic. Antibiotics were given to three people
(5.3% of the total), all of whom had a history of an
inflammatory illness that affected the pelvic organs in
the past. The number of days of gestation, on average,
was Statistics are presented as either a percentage (%)
or a mean and standard deviation. The range for this
value was from 542 to 61,7 mlU/mL, with the median
preoperative serum hCG level coming in at 31,7
mlU/mL and the range for this value being from 542 to
61,7 mlU/mL. (range).

Human chorionic gonadotropin, also known by its
abbreviation hCG in certain instances. a) Defined as
the successful completion of planned tube preservation
surgery without the need for further rescue therapy
such as salpingectomy or methotrexate injection; b)

b) Defined as the difference in hemoglobin levels
between the preoperative level and the level at the time
of the surgery. This difference is calculated by
subtracting the preoperative level from the current
level.

postoperative day 1; c)calculated as the period from
the date of the surgery to the date of achieving a serum
hCG level of less than 5 mlU/mL; d)A tubal patency
test using hysterosalpin gography was performed in
only 15 patients three months after achieving a serum
hCG level of less than 5 mIU/mL. €)The success rate
of the procedure was 100%. 53.2+8.5 days (range, 38
to 68 days) (range, 38 to 68 days). A yolk sac was
identified in 19 (33.3%) of patients during
preoperative transvaginal sonography. A fetal echo
was recorded in 14 (24.6%) of patients, and embryonic
cardiac motion was observed in 1 (17.5%) of patients.
The primary reasons for surgery included a serum level
of beta-hCG that was greater than 15, mlU/mL in 7
patients (12.3%), the detection of positive embryonic
cardiac motion in 1 patient (17.5%), the suspicion of
massive hemoperitoneum in 15 patients (26.3%), the
failure of systemic methotrexate treatment in 2 patients
(35.1%), and the refusal of medical therapy in 5
patients (8.8%). All of these reasons were present in 7
patients. From our patient population, there are a total
of 7 ectopic pregnancies that resulted in a miscarriage
(12.2%), and there are a total of 5 ectopic pregnancies
that did not result in a miscarriage (87.8%). In nine out
of the five unruptured instances, there was a tubal
pregnancy that leaked. In these 9 instances, the tubal
pregnancy had a surface that was intact and unruptured
and there was vigorous bleeding coming from the
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fimbrial orifice. It is known as a tubal pregnancy with
a leaky tubal pregnancy to describe this condition.
Table 2 provides extensive information on the results
of the procedure. The number of patients who
underwent salpingot level and the level at
postoperative day 1; ¢) Calculated as the period from
the date of the surgery to the date of achieving a serum
hCG of less than 5 mIU/mL; d)A tubal patency test
using hysterosalpingeography was performed in only
one patient. There were a total of 57 patients who
participated in the study.

Three months after their blood levels of beta-hCG
were lowered to less than 5 mlU/mL, 15 people were
investigated as part of this research. 53.2+8.5 days
(range, 38 to 68 days) (range, 38 to 68 days). In 19
(33.3%), 14 (24.6%), and 1 (1.1%) of the pregnancies,
respectively, preoperative transvaginal sonography
revealed the presence of a yolk sac, fetal echo, and
embryonic cardiac motion.

17 patients out of 100 were considered for this study.
The primary reasons for surgery included a serum level
of beta-hCG that was greater than 15, miU/mL in 7
patients (12.3%), the detection of positive embryonic
cardiac motion in 1 patient (17.5%), the suspicion of
massive hemoperitoneum in 15 patients (26.3%), the
failure of systemic methotrexate treatment in 2 patients
(35.1%), and the refusal of medical therapy in 5
patients (8.8%). All of these reasons were present in 7
patients. From our patient population, there are a total
of 7 ectopic pregnancies that resulted in a miscarriage
(12.2%), and there are a total of 5 ectopic pregnancies
that did not result in a miscarriage (87.8%).

The number of days of gestation, on average, was
Statistics are presented as either a percentage (%) or a
mean and standard deviation. The range for this value
was from 542 to 61,7 mlU/mL, with the median
preoperative serum hCG level coming in at 31,7
mlU/mL and the range for this value being from 542 to
61,7 miU/mL. (range). Human  chorionic
gonadotropin, also known by its abbreviation hCG in
certain instances. a) Defined as the completion of
intended tube preserving surgery without the need for
additional rescue therapy such as salpingectomy or
methotrexate injection; b) Defined as the difference
between the preoperative, salpingostomy, segmental
resection and reanastomosis, and fimbrial milking
rates, which were 24 (42.1%), 25 (43.9%), 4 (7.%),
and 2 (3.5%), respectively. In two patients, or 3.5% of
the total, laparoscopic salpingostomy was at first
performed. However, this surgery had to be converted
to laparoscopic salpingectomy because significant
bipolar coagulation was required to accomplish
hemostasis at the tubal bleeding bed, and the afflicted
tube was dam aged. After surgery, an intramuscular
injection of 5 mg/m2 was administered to 38 of the 57
patients who participated in the trial. The other 19
patients, accounting for 33.3% of the total, who
underwent methotrexate therapy less than a week

before surgery or who elected to have salpingectomy
did not get any prophylactic methotrexate.

The information about the data may be shown using
the mean together with the standard deviation (range),
the median (range), or just the number (percent).
human chorionic gonadotropin, sometimes known as
hCG after its abbreviation. a) In order to assess
whether or not the lady was pregnant, the amount of
time that had passed since the woman had her most
recent period before the planned procedure was
examined. b) Potentially severe hemoperitoneum
detected on transvaginal ultrasonography; c) Nine out
of every five cases displayed tubal leakage, which
implies an unruptured tubal pregnancy with bleeding
from the fallopian tube; d) The majority of patients had
a history of ectopic pregnancies. The patient had a
history of ectopic pregnancy, for which they had
methotrexate administration throughout their body. It
was determined that 5.3% of the patient's pregnancies
were ectopic. Antibiotics were given to three people
(5.3% of the total), all of whom had a history of an
inflammatory illness that affected the pelvic organs in
the past. The number of days of gestation, on average,
was Statistics are presented as either a percentage (%)
or a mean and standard deviation. The range for this
value was from 542 to 61,7 mlU/mL, with the median
preoperative serum hCG level coming in at 31,7
mlU/mL and the range for this value being from 542 to
61,7 miU/mL. (range). Human  chorionic
gonadotropin, also known by its abbreviation hCG in
certain instances. a) Defined as the completion of
intended tube preserving surgery without additional
rescue therapy such as salpingectomy or methotrexate
injection; b) Defined as the difference between the
preoperative salpingostomy, segmental resection and
reanastomosis, and fimbrial milking, which were 24
(42.1%), 25 (43.9%), 4 (7.%), and 2 (3.5%),
respectively. In two patients, or 3.5% of the total,
laparoscopic salpingostomy was at first attempted.
However, this procedure had to be changed to
laparoscopic salpingectomy because significant bipolar
coagulation was required to achieve hemostasis at the
tubal bleeding site, and the damaged tube needed to be
removed. After surgery, an intramuscular injection of 5
mg/m2 was administered to 38 of the 57 patients who
participated in the trial. The other 19 patients,
representing 33.3% of the total, who received
methotrexate medication less than a week before
surgery or who opted for salpingectomy did not get
any methotrexate as a preventative measure. The
average length of time needed for surgery was 52.4
minutes, with a standard variation of 15.5 minutes
(range: 33-15 minutes), while the average length of
time needed for hCG resolution was 18.3 days, with a
standard variance of 5.9 days (range, 1-29 days). The
patients did not have any postoperative problems, and
they did not have any trophoblasts that persisted after
the procedure. As a result, the therapy for the
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preservation of the fallopian tubes had a success rate of
96.4% of the time (55 out of 57). Just 15 of the 55
patients who had successful tubal-conserving surgery
were examined for patency of the fallopian tubes using
hysterosalpingography three months after obtaining
serum hCG levels of less than 5 mIU/ml. This was
done utilizing the hysterosalpingography technique.
This was done to make certain that the fallopian tubes
were in good working order during the process. As
compared to the ipsilateral fallopian tube, the patency
rate of the contralateral fallopian tube was only 8%,
while the ipsilateral fallopian tube patency rate was
75%. (11 of 15). (12 of 15). level and the level at
postoperative day 1; c¢) Calculated as the period from
the date of the surgery to the date of achieving a serum
hCG level of less than 5 mlU/mL; d)A tubal patency
test utilizing hysterosalpingography was performed in
only 15 patients three months after achieving a serum
hCG level of less than 5 mIU/mL. level and the level
at postoperative day 1. 53.2+8.5 days (range, 38 to 68
days) (range, 38 to 68 days). A yolk sac was identified
in 19 (33.3%) of patients during preoperative
transvaginal sonography. A fetal echo was recorded in
14 (24.6%) of patients, and embryonic cardiac motion
was observed in 1 (17.5%) of patients. The primary
reasons for surgery included a serum level of beta-
hCG that was greater than 15, mlU/mL in 7 patients
(12.3%), the detection of positive embryonic cardiac
motion in 1 patient (17.5%), the suspicion of massive
hemoperitoneum in 15 patients (26.3%), the failure of
systemic methotrexate treatment in 2 patients (35.1%),
and the refusal of medical therapy in 5 patients (8.8%).
All of these reasons were present in 7 patients. From
our patient population, there are a total of 7 ectopic
pregnancies that resulted in a miscarriage (12.2%), and
there are a total of 5 ectopic pregnancies that did not
result in a miscarriage (87.8%). The situations
described below were some of the five in which there
was no rupture:

9 were associated with pregnancies that had tubal
leakage, which may be identified by the presence of
intact fallopian tube surfaces as well as active bleeding
from the fibrous cavity. Table 2 provides an in-depth
look at the results of the operation, which can be seen
in its entirety over here. number of patients who had
salpingoplasty procedures out of a total of 57 people
who were examined for the procedure.

However, the hemostatic sealant has the potential to
have a negative impact on gametogenesis.
Additionally, the formation of postoperative adhesions
has the potential to have an effect on the patient's
future reproductive potential. Both of these factors
have the potential to have an effect on the patient. It
has been said that the operation known as segmental
resection and reanastomosis is the most effective
method for treating isthmic tubal pregnancy [4,9]. This
is because ectopic pregnancies that are positioned
inside the isthmic section of the fallopian tube quickly

overflow the muscularis layer. This is the reason why
this occurs. If these types of ectopic pregnancies are
treated by salpingotomy, there is an increased
possibility of chorionic villi persisting after the
procedure. This would result in a persistent ectopic
pregnancy, which would require additional rescue
treatment. salpingotomy is a procedure that removes
the fallopian tubes. Nevertheless, segmental tubal
resection with reanastomosis is a time consuming
process requiring special expertise and extensive
microsurgical experience The following techniques
have been wused to achieve hemostasis: direct
compression of the bleeding bed, microbipolar cautery
at the bleeding point, suture ligature of the
mesosalpinx, application of hemostatic sealant on the
bleeding bed, and segmental resection of the affected
tube with reanastomosis. The procedure of direct
compression by itself is simple, but the results are
nearly never satisfactory on their own. Microbipolar
cautery is one method that may be used to stop
bleeding from the placental bed; however, if it is used,
there is a risk of causing thermal injury to the
myosalpinx, which might result in permanent damage.
While suture ligation at the mesosalpinx is an effective
method for halting bleeding, this procedure carries
with it the risk of causing damage to the vasculature of
the tubules that are in the surrounding area. It is
feasible to do tube-preserving surgery in a way that is
both successful and uncomplicated by attaining
hemostasis with the use of a hemostatics sealant. This
makes it possible to perform the procedure in a manner
that preserves the tubes. It is not difficult to get rid of a
pregnancy that has been distally implanted in the tube
by "milking" or "expressing" it via the fimbrial end. It
is likely that it should only be used for ectopic
pregnancies that are located at or very near to the
fimbria itself [6,8]. This method has been associated
with complications such as the retention of
trophaoblastic tissue and postoperative bleeding among
other issues. After surgery to preserve the tubes, this
series did not contain any cases with persistent
trophoblast ( of 55). After conservative tubal surgery
(either salpingotomy or salpingostomy), residual
trophoblast may often develop in between 4 and 2
percent of patients [3]. This is the situation in the
majority of instances. The use of preventative
methotrexate resulted in a decrease in the rate of
persistent trophoblast from 14% to 2%, as stated by the
conclusions of a study that was carried out by
Graczykowski and Mishell [13]. This research was
carried out by Graczykowski and Mishell.

DISCUSSION:

In this prospective cohort study, we found that tube
preserving surgery for ectopic tubal pregnancy was not
only extremely possible (with a success rate of 96.4%),
but it was also safe (with a complication rate of %).
This was one of the main takeaways from our
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investigation. In addition, it was found that the rate of
tubal patency in the homo lateral position was 75%,
whereas the rate of tubal patency in the contralateral
position was reported to be 8%. To the best of our
knowledge, this is the largest study project that has
ever been carried out in Korea to examine the
feasibility of doing tube-preserving surgery. It is of the
utmost importance to control bleeding at the
implantation site in order to preserve the fallopian tube
after the products of conception have been removed
from the fallopian tube during tube-preserving surgery
for ectopic tubal pregnancy. This surgery is performed
in order to preserve the fallopian tube. Salpingectomy
should be performed in place of tube-preserving
treatments such as salpingotomy, salpingostomy, or
fimbrial milking if the bleeding does not cease despite
the best efforts of the surgeon. In order to achieve
hemostasis, a variety of techniques have been utilized,
including direct compression of the bleeding bed,
microbipolar cautery at the bleeding point, suture
ligature of the mesosalpinx, application of hemostatic
sealant on the bleeding bed, and segmental resection of
the affected tube followed by reanastomosis. The
procedure of direct compression by itself is simple, but
the results are nearly never satisfactory on their own.
Microbipolar cautery is one method that may be used
to stop bleeding from the placental bed; however, if it
is used, there is a risk of causing thermal injury to the
myosalpinx, which might result in permanent damage.
While suture ligation at the mesosalpinx is an effective
method for halting bleeding, this procedure carries
with it the risk of causing damage to the vasculature of
the tubules that are in the surrounding area. It is
feasible to do tube-preserving surgery in a way that is
both successful and uncomplicated by attaining
hemostasis with the use of a hemostatics sealant. This
makes it possible to perform the procedure in a manner
that preserves the tubes. However, the hemostatic
sealant has the potential to have a negative impact on
gametogenesis as well as the creation of postoperative
adhesions, both of which may have an effect on the
patient's future reproductive capacity. Both of these
factors may have an effect on the patient's ability to
have children. It has been said that the operation
known as segmental resection and reanastomosis is the
most effective method for treating isthmic tubal
pregnancy [4,9]. This is because ectopic pregnancies
that are positioned inside the isthmic section of the
fallopian tube quickly overflow the muscularis layer.
This is the reason why this occurs. If these types of
ectopic pregnancies are treated by salpingotomy, there
is an increased possibility of chorionic villi persisting
after the procedure. This would result in a persistent
ectopic pregnancy, which would require additional
rescue treatment. salpingotomy is a procedure that
removes the fallopian tubes. On the other hand,
segmental tubal resection with reanastomosis is a
method that requires specific expertise in addition to

vast microsurgical experience. This is because it takes
a large amount of time to complete the procedure. It is
not difficult to get rid of a pregnancy that has been
distally implanted in the tube by "milking" or
"expressing” it via the fimbrial end. It is likely that it
should only be used for ectopic pregnancies that are
located at or very near to the fimbria itself [6,8]. This
method has been associated with complications such as
the retention of trophoblastic tissue and postoperative
bleeding among other issues. After surgery to preserve
the tubes, this series did not contain any cases with
persistent trophoblast ( of 55). After conservative tubal
surgery (either salpingotomy or salpingostomy),
residual trophoblast may develop in between 4 and 2
percent of patients [3,16]. This is the situation in the
majority of instances. The use of preventative
methotrexate resulted in a decrease in the rate of
persistent trophoblast from 14% to 2%, as stated by the
conclusions of a study that was carried out by
Graczykowski and Mishell [14-41]. This research was
carried out by Graczykowski and Mishell. As shown
by a recent meta-analysis of ectopic pregnancies [7], a
single prophylactic administration of methotrexate
intramuscularly immediately after surgery significantly
reduced the risk of persistent trophoblast following
laparoscopic salpingo-oophorectomy [relative risk:.89;
95% confidence interval [C1]:.82-.98]. We believe that
the preventative administration of methotrexate in
women undergoing organ-sparing surgery enhances
the likelihood that damaged ducts will be saved. This
is because taking methotrexate lowers the likelihood of
suffering tubal damage or requiring tubal resection due
to the presence of trophoblasts that have not been
eliminated. Our study is subject to a few qualifications
and limitations. Second, the study was conducted using
a comparative design with a participant pool that was
quite small. Second, there was no information on
fertility to be found in any of the outcomes of this
study. Further investigation is required in order to
determine whether the potential advantages of tubal-
conserving surgery, such as a better fertility prognosis
compared to tubal resection, outweigh the potential
drawbacks of the procedure, which include persistent
trophoblast and an increased risk of recurrent ectopic
pregnancy. Third, there was only one surgeon present
for all of the operations, and that individual was in
charge of everything. As a direct result of this, it is
possible that our results will not be relevant to the
practices of other surgeons. These factors could help
explain why the results aren't as persuasive as they
might be. This study comes to the conclusion that
tubal-conserving surgery is a suitable treatment option
for ectopic tubal pregnancy since it has a high rate of
both feasibility (a success rate of 96.4%) and safety (a
complication rate of%; see also). In terms of ipsilateral
patency after tubal conservation, 75% of our results
were comparable to those of other studies in 66% to
94%. This was the case for the majority of our
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patients. The vast majority of our patients presented
with this condition. Yet, more ongoing research is
necessary to validate this result and develop
recommendations for tubal-preserving surgery in
patients who have an ectopic pregnancy in the tube.
These patients have been shown to have a higher

Table 1 characteristics of baseline (n=57)

chance of a successful pregnancy.

Conflict _of Interest: No potential conflicts of
interest related to this article have been reported.

Characteristics Value

Age  year 28.6+4.4(19-38)
Body mass index ( kg/m?) 21.53+2.8(16.8-27.3)
gravity 0(0-3)

parity

nulliparous 53(93.0)

parous 4(7.0)

History of ectopic pregnancy 3(5.3)

History of pelvic inflammatory disease 3(5.3)

History of infertility 1(2.4)

Preoperative serum B-Cg(mlulml)

3.170(542-61700)

Duration of gestation (day)

53.2+5,5(38-68)

Indication for surgery

Serum B-hCG level >15,00 mlu/ml 7(12.3)
Positive embryonic cardiac motion 10(17.5)
Massive hemoperitoneum 15(26.30
Failure of systemic methotrexate treatment 20(35.1)
Refusal of medical therapy 5(8.8)

Preoperative hemoglobin

10.7+2,3(6.9-13.2)

(mg/dL)

Maximal diameter of ectopic mass(cm)

3.7¢1.5(2.5-6.0)

Location of tubal pregnancy

Isthmic portion 10(17.5)
Ampullary portion 45(78.9)
Fimbrial portion 2(3.5)
Status of  tubal rupture

ruptured 7(12.2)
unruptured 50(87.8)

Intraperitoneal hemorrhage (mL)

340(0-2,000)

Table no .2  Results of Surgical Operations

Outcomes Value
Laparoscopic procedures

Salpingotomy 24(42.1)
Segmental resection 25(43.9)
Segmental resection and reanastomosis 4(7.0)
Fimbrial milking 2(3.5)
Converted to 2(3.5)
salpingectomy

Treatment success 55(96.4)

Operative time (min)

52.4+15.5(33-105)

Postoperative hemoglobin change (mg/ml)

1.8+1.1(0.1-4.4)

B-hcG resolution time (day)

18.3%5.9(10-29)

Postoperative complications 0
Persistent ectopic pregnancy 0
Tubal patency test (n=15)

Treated tube patent 11(75)
Contralateral tube; patent 12(80)
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