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Abstract 
A 24-year-old woman, HIV seropositive, LMP ten weeks previously, para 2-0-0-2. 

presented with complaints of left sided pelvic pain. Her previous pregnancies were terminated hy 
cesarean section with tubal sterilization (Pomeroy technique) in the first pregnancy and by cesarean 
section with repeated tubal sterilization (Pomeroy technique) in the second one. The pelvic 
examination revealed cervical motion tenderness and a tender sausage-like mass of about 3 x 4 
em in the left adnexa. Both previously ligated fallopian tubes and a hematosalpinx lying distal 
to the ligated site of the left tube were revealed in the exploratory laparotomy after a positive 
culdocentesis. Bilateral salpingectomy was performed. The histological examination confirmed the 
diagnosis of tubal pregnancy in the left tube and the status post tubal sterilization in the right one. 
The postoperative course was uneventful. 
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CASE REPORT 
SC, a 24-year-old Thai woman, HIV sero­

positive, para 2-0-0-2, arrived on October 9, 1996 
with the complaint of left sided pelvic pain. In 
August 25, 1993, we performed a cesarean section 
with tubal sterilization (Pomeroy technique) because 
of transverse lie in her first pregnancy when the 
gestational age was 39 weeks. The postoperative 
course was uneventful. The portion of both fallo­
pian tubes were confirmed by histology. Seven 
months later, she went to the hospital because of 
her missed period, nausea and vomiting. The 4 

week intrauterine fetus was confirmed hy ultra­
sound. We again performed a cesarean section 
because of the previous cesarean section when the 
gestational age was 38 weeks with tubal steriliza­
tion, Pomeroy technique. Both ovaries were normal. 
At the isthmic portion of each fallopian tube which 
had previously been resected, there was a constric­
tion. Repeat-tubal sterlization was performed again 
near the constriction and histological examination 
confirmed that those resected tissues were fallo­
pian tubes. The postoperative course was unevent­
ful. 
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The patient went to the emergency room 
on October 9, 1996 with a LMP (July 28, 1996) ten 
weeks previously and a one day history of acute dull 
aching left lower quadrant pain. The abdomen was 
tender at the left lower quadrant. Pelvic examina­
tion revealed an enlarged uterus about I 0 week­
pregnancy size cervical motion tenderness and a 
tender sausage-like mass of about 3x4 em in the 
left adnexa. After a positive culdocentesis, explo­
ratory laparotomy was performed. There was about 
I 00 ml of blood in the cul-de-sac. Both fallopian 
tubes were seen ligated at the isthmic region, distal 
to the ligated site of the left tube, a hematosalpinx 
of about 3.5 em in diameter was found. There was 
some blood collection at the left broad ligament of 
about 5 em in diameter just beneath the left fallo­
pian tube. Corpus luteum of pregnancy was seen in 
the left ovary. Bilateral salpingectomy was per­
formed. The histological examination confirmed 
the diagnosis of tubal pregnancy in the left tube 
and the status post tubal sterilization in both tubes. 
The postoperative course was uneventful. 

DISCUSSION 
Ectopic pregnancy, an uncommon compli­

cation, following tubal sterilization, is a serious pro­
blem when it occurs. The failure rate of tubal steri­
lization at the time of cesarean section has been 
reported to be I in 57 for the Pomeroy techniqueO). 
We believe this is the first report of failure of tubal 
sterilization followed by an intrauterine pregnancy, 
subsequently repeated tubal sterilization followed 
by ectopic pregnancy in the same HIV seropositive 
patient. There is an only reported case of twice 
tubal sterilization failure followed by twice ectopic 
pregnancies reported by Etherington et al(2). In 
their report, the first tubal sterilization was per­
formed by laparoscopy with Filshie clips and the 

second one was performed by Pomeroy technique. 
But in this report, both tubal sterilization were 
performed by using Pomeroy technique at the time 
of cesarean section. 

Tubal ligation technique is a risk factor 
for ectopic pregnancy following tubal sterilization. 
The most successful tubal sterilization are those 
that occlude the fallopian tube without transection 
(i.e., by the use of Silastic bands or Hulka clips) re­
sulting in decreased risk of tuboperitoneal fistula 
formation(3). Among the several transection 
methods of tubal sterilization, those procedures that 
bury the proximal tubal segment (i.e., the Irving or 
Uchida procedures) should yield more successful 
resultsC3l. But in this report, we didn't use either 
Irving or Uchida procedure in the second cesarean 
section because we thought at that time that re­
peated tubal sterilization by any method should be 
reassured for sterilization. 

The failure rate is higher if tubal steriliza­
tion is performed just after delivery or during the 
puerperium. The reason is the tubes are still edema­
tous after delivery which increase the chance or 
incomplete tubal occlusion increases(2). The failure 
rate of tubal sterilization is much greater when 
performed at the time of cesarean section than that 
carried out after vaginal delivery( I l. 

There are many kinds of management of 
those patients with ectopic pregnancy following 
tubal sterilization. Bilateral salpingectomy, unilate­
ral salpingectomy with/or without repeat steriliza­
tion in the other fallopian tube(4,5). In our case. we 
performed bilateral salpingectomy because she had 
had previously repeated sterilizations before the 
ectopic pregnancy and it was very difficult to iden­
tify the proximal tuboperitoneal fistula site that 
must have existed for those intrauterine pregnan­
cies(3). 
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rJthtJYit1j'l1mJ~ mq 24 iJ ilml::~\ill~miJ'lf1fJ1 ~.nl"l'IVWllJli'l~lm~fJ'IUl\ilYlfJ'IUmJvhw'lllv 1 l'W rJthtJ 

lfl tJ.j''lfl11.rh.n llrl'l 2 flf'l flf'lll11lfli'lfJ\ill.j\il1 l\iltJnl"Jc.h.l\ilfli'lfJ\il'Yll'IYIUlYli:Nlli'l::YnYI.r'W~l tJlB Pomeroy techn1que 

flf'lvi 2 fli'lfJ\ill.j\il1 1\iltJ1ll1c.h.l\ilflcW\il'Yll'IYIUlYlfJ~Llfl::Y1lYI;r'W.frl~l tJlBl&i:~.J 1ll1\il1l'l!ll tJ 1 'Wflf'l'ifwu1lilmm1l ~Ul~fJ 
1tJ1lU11l:I.J\il~1l Llfl::(;)1l'lWUnfJ'W21.J1ml'l!'Wl\ilU'l::mru 3 x 4 l'Zf'W~l:I.J(;)1 llfl::1l\ill~uviu"1Llruun:~.J\il~1l~l'W'liltJ Yl~'l'lln 

l'll:: cul-de-sac Mc.JfllJlmlrl'l~'l 1~e.h.l\ilWlJll Yim:n hlvf, 2 il'lil1fJtJQ1l.l\ill11YI.r~mrifJ'W llfl::wuilnfJ'Wl~fJ\ilb 
Yim:n1 'll ~l'W'lllml\il'll1l1fJtJQ1l.l(;).Y,lYI,r'W MY11m1c.h.l\ilvim:n1 'liiJfJnvf'l<m'lil'l llfl::'ll1l1ll1(;)1l'l'Yll'IW ;11 i5'i'Ylmwu11 

ilm1.t'1A11n"t 'WYim:n1 'll~l'W'li'-w lLfl::YifJill1 'llvf'll'lfJ'I'l!l'lil1fJV!J1lYllYI.r'WmLLrl'l Yl~'lc.h.l\ilrJth m:nrmun~~ hjiJ m1:: 

ll mn'lifJ'W 1\il 1 




