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Fertility Following Surgical Treatment
of Ectopic Pregnancy

ABSTRACT

Objective: To evaluate fertility after salpingectomy or salpingostomy for ectopic pregnancy.

Methods: This is a retrospective cohort study combined with telephone questionnaire to

compare reproductive outcome following salpingectomy or salpingostomy for ectopic

pregnancy. One hundred and sixteen women who underwent salpingectomy or salpingostomy

for ectopic pregnancy in the year 2000 at KK Women’s and Children’s Hospital were followed

up till the first subsequent spontaneous intrauterine pregnancy or till the date of last contact

if pregnancy was not achieved. Main outcome measures consisted of cumulative intrauterine

pregnancy rates, recurrence rates of ectopic pregnancy, and live birth rates after surgery

for ectopic pregnancy.

Results: Our results indicate that the cumulative intrauterine pregnancy rate did not differ

significantly between salpingostomy and salpingectomy, after correction for confounding

factors. Robust analysis via cox regression revealed contralateral tubal pathology to have a

significant impact on subsequent fertility. Similarly, the cumulative recurrence rate of ectopic

pregnancy and cumulative live birth rates also did not differ significantly between

salpingostomy and salpingectomy.  There were only 2 cases of persistent ectopic pregnancy

and both cases occurred after salpingostomy.

Conclusion: In terms of future reproductive performance, there is no consensus in the

literature regarding conservative versus radical treatment of tubal pregnancy. However,

most of the studies including our study to date do not show a clear statistical difference in

intrauterine pregnancy rates between patients who had undergone salpingostomy and patients

who had a salpingectomy.

gonadotrophin radio-immunoassay and vaginal
ultrasonography, allowing early diagnosis of tubal
pregnancies, some of which may have been
unrecognised in the past. Early diagnosis and
treatment of ectopic pregnancy has led to a reduction
in mortality rate and has changed the management of
unruptured tubal pregnancy from an immediate,
life-saving intervention to methods directed at
preserving fertility. Laparoscopic surgery has become
the gold standard for the treatment of ectopic
pregnancy and seems to have advantages compared
with laparotomy in terms of: duration of surgery, length
of hospital stay and reconvalesence, analgesic
requirement and hospital cost 1-4.  Early diagnosis and
the laparoscopic approach have been accompanied
by an increased use of tubotomy with removal of the
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INTRODUCTION

The incidence of ectopic pregnancy is rising
worldwide and this has been cited to be the most
common cause of maternal death in early pregnancy
(RCOG 1997-1999).  This rising incidence may be, in
part, attributable to the progress in diagnostic
modalities as highly sensitive human chorionic
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products of conception and preservation of the tube
hoping that fertility is preserved.

The choice between a conservative tube-preserving
operation and a radical salpingectomy requires
detailed knowledge of the benefits and risks of each
type of surgery. Conservative surgery is supposed to
preserve tubal integrity, thereby improving the fertility
prospects of the patient. Compared with radical
surgery, it bears the risks of persistent trophoblast and,
possibly, of repeat ectopic pregnancy (EP) in the
operated tube 5,6.  To advise patients adequately on
this choice, the probabilities of persistent trophoblast,
future intrauterine pregnancy (IUP) and repeat EP, as
well as the patients’ evaluation of these events, need
to be known. Unfortunately, there are no randomized
clinical trials comparing fertility after conservative and
radical surgery.

The purpose of this study was to evaluate the
effectiveness of conservative and radical surgery
towards fertility outcome, and the influence of pre-
existing tubal disease on such effectiveness.

METHODOLOGY

Patients
Between January and December 2000, 241 surgical
interventions for ectopic pregnancy were performed
at the Division of Obstetrics and Gynaecology,
Kandang Kerbau Women and Children’s Hospital,
Singapore. The present study was confined to women
who presented with their f irst spontaneous,
histologically verified, tubal ectopic pregnancy during
this interval, were treated with either salpingectomy
or linear tubotomy, were aged 17 to 40 years, had not
previously been sterilised and who actively attempted
to conceive post-operatively. Histological verification
was defined as histological evidence of at least
trophoblastic tissue or chorionic villi in submitted
samples. Surgery was performed either
laparoscopically or by open surgery. Patients with
complete tubal abortions, as well as those treated by
‘milking’ or nettoyage only, were excluded from the
study, as no choice had to be made between
conservative and radical treatment. Patients with a
solitary tube were also excluded, as radical treatment
would effectively sterilize these patients, thereby
leaving conservative surgery the only possibility for
spontaneous conception.  Patients in whom the
index tubal pregnancy resulted from in-vitro
fertilization (IVF) and embryo transfer were excluded
from the analysis, as subsequent spontaneous
conception was rather unlikely in these women.
Patients with heterotopic pregnancies were also
excluded, as they carried on their pregnancy and thus
did not attempt to conceive for at least one year after

initial surgery.

Data were obtained retrospectively from medical files.
The following information was collected: age, parity,
previous history of ectopic pregnancy, previous tubal
surgery, previous pelvic inflammatory disease (PID),
location of the ectopic pregnancy, ruptured tube,
surgical modality, presence of pelvic adhesions,
condition of the contralateral salpinx, previous
abdominopelvic surgery, treatment of infertility and the
use of IUDs. Tubal pathology observed at surgery was
defined as the presence of hydrosalpinx, tubal
blockage (as demonstrated by transcervical
hydrotubation with methylene blue dye), peritubal
adhesions or previous salpingectomy. Evidence of
chronic pelvic inflammatory disease was defined as
the presence of peri-hepatic adhesions associated with
pelvic adhesions. Evidence of endometriosis was
defined as the documented presence of typical
endometriotic deposits (puckered pigmented lesions,
scarred lesions, red lesions, vesicular lesions,
peritoneal pockets, adhesions, and yellow lesions) 7,8

and/or evidence of endometriotic ovarian cysts with
chocolate contents, seen at laparoscopy 9.

Follow up
Data on subsequent fertility were obtained by
reviewing the medical files and, when this information
was insufficient, by telephone interviews with the
patients. Information was considered to be sufficient
only if the relevant details of a subsequent pregnancy
were recorded in the case sheet, or, in a case where
no subsequent pregnancy was recorded, if there was
at least a record of desire for pregnancy and/or
intention for contraception, with a duration of follow-
up of 1080 days or more. Questions included desire
for pregnancy, treatment for infertility and pregnancy
achieved after the operation. The women stated the
outcome of the pregnancy as live birth, miscarriage,
induced abortion or ectopic pregnancy as well as the
time of termination of the pregnancy. In all patients
the exact time-frame in which they were trying to
conceive was registered. Those not trying to conceive
were excluded from the analysis.  Follow-up ended in
the case of an IUP at the estimated date of
conception. An IUP was defined as an ongoing
pregnancy detected by ultrasound or the delivery of a
child. Pregnancy outcome of each IUP was registered.
If an IUP did not occur, follow-up ended on the day of
last contact. In addition to IUP we also registered
repeat EP. The date of occurrence of EP was also
determined by the estimated date of conception. For
those giving birth, the last menstrual date was
calculated assuming delivery at 40 weeks of
gestation and for pregnancies resulting in abortion
(spontaneous or induced) or repeat ectopic, an
average gestational age of eight weeks was used for
calculation of last menstrual date. The telephone
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confounding factors through multivariate analysis. Risk
factors for which P<1.0 in univariate analysis were
taken into account in multivariate analysis. The factors
considered to be potential confounders were: age,
nulliparity, contralateral tube pathology (evidence of
tubal blockage via hydrotubation at time of surgery
and/or presence of peritubal adhesions), presence of
pelvic inflammatory disease (documented evidence of
Fitz-Hugh-Curtis Syndrome in the form of filmy
periheaptic adhesions) and documented evidence of
tubal rupture. All statistical analyses were performed
by use of SPSS system version 9 (SPSS Inc.
Headquarters, 233 S. Wacker Drive, 11th floor
Chicago, Illinois 60606).

RESULTS

Of the 241 women who underwent surgery for
ectopic pregnancy in the defined period, 15 had a
previous history of ectopic pregnancy and were
excluded. 1 woman was not between 17 and 40 years
of age, 6 had previously been sterilised, 4 had a
previous salpingectomy, 17 had other types of
surgery than the two of interest and 17 were not
histologically verified. 1 case conceived as a result of
fertility treatment and 51 women did not attempt
conception, had some form of contraception or were
sterilised. Although 63 women were not available for
contact after their last follow-up appointment
(emigration/death), 54 of them were already excluded
after applying the exclusion criteria, leaving 9 cases
which were not contactable. However these 9 patients
had sufficient data regarding desire and pregnancy up
to the last day of follow-up which enabled them to be
included in the study. A total of 116 women were
available for analysis.

interviews were conducted in august 2004, which
resulted in at least 44 months of follow-up for all
women.

Data Analysis
The women were divided into two groups based on
surgical procedure: radical (salpingectomy) and
conservative (salpingostomy) surgery.Baseline
characteristics of the two groups were compared
using Fisher’s exact test or Student’s t test as
appropriate, with P< 0.05 as the level of statistical
significance.

Cumulative probabilities of spontaneous intrauterine
pregnancy over time were calculated for each group
by use of the Kaplan-Meier estimator. The starting point
for the calculations was the date of operation. The
endpoint was the primary outcome measure, the date
of accomplished spontaneous intrauterine pregnancy.
If pregnancy was obtained by aid of infertil ity
treatment, the woman was censored from the
analysis at the date the treatment began. The
endpoint for the women who did not become
pregnant was the last date of contact. If pregnancy
was a repeat ectopic pregnancy, the woman was
censored from the analysis from the estimated date
of conception. In the same way, cumulative
probabilities of repeated ectopic pregnancy were
calculated for each group. Cumulative pregnancy
curves were generated and compared using the
log-rank test.

Cox proportional hazard regression analysis was used
to compare the effect of conservative surgery with
radical surgery, and to take into account potential

Table 1. Baseline characteristics

 P- value calculated with Student’s t-test; all other P-values calculated with Fisher’s exact test
EP = ectopic pregnancy; PID = pelvic inflammatory disease.
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Baseline characteristics of the 116 women available
for analysis are presented in Table 1. Sixty four (55.2%)
women were treated conservatively and fifty two
(44.8%) radically. The women who underwent radical
surgery did not differ significantly in age ( P= 0.46),
presence of adhesions, evidence of pelvic inflammatory
disease (PID) or endometriosis, or even contralateral
tubal pathology. However the women treated with
radical surgery were more likely to have given birth
before( P< 0.05) and presented more frequently with
tubal rupture ( P< 0.005). A salpingectomy was also
the more likely procedure if a laparotomy was
performed instead of a laparoscopy (p<0.05). Two of
the patients undergoing conservative surgery had
persistent trophoblast; both of whom were treated
successfully with intramuscular methotrexate.

13 women underwent infertility treatment and were
censored from the analysis from the date of

commencement of treatment.

Seventy two (62%) women obtained a spontaneous
intrauterine pregnancy during follow up, 41 (64%) after
conservative surgery and 31 (60%) after radical
surgery. The mean time before the first conception after
salpingostomy was 16.2 months (range, 3-30 months)
whereas the mean time before the first conception after
salpingectomy was 14.8 months (range 4-25 months).
The cumulative pregnancy rate was 47% at 1 year
and 66% at 2 years after salpingostomy and 40% at 1
year and 63% at 2 years after salpingectomy. Among
the 37 women with an intrauterine pregnancy after
conservative surgery, 32 had a full-term birth, 2 had a
miscarriage, 1 an induced abortion and 2 were still
pregnant at the time of the analysis. Among the 28
women with intrauterine pregnancy after radical
surgery, 20 had a full-term birth, and 8 had a
miscarriage.

Fig 1. Cumulative pregnancy rates (Kaplan-Meier estimator) for the first 
ectopic pregnancy in 116 women (64 conservative and 52 radical) 
attempting pregnancy.
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The cumulative rates of spontaneous intrauterine
pregnancies for both groups are shown in Fig 1. There
was no significant difference in the cumulative
conception rates between women who underwent
either procedure ( P=0.94, log-rank test). The three
year cumulative spontaneous intrauterine pregnancy
rate was 72% after conservative surgery and 78%
after radical surgery. In the group treated radically, the
women stopped conceiving after three years follow
up, whereas the women in the conservative group
continued to conceive. A 50% conception rate was
reached after the first 22.2 months follow up for the
conservative group and after 18.8 months for the
radical group.

The effect of conservative surgery is given in Table 2.

With conservative treatment as the reference,
multivariate analysis via cox regression was applied to
the known biological confounding factors.  These
included age, a history of pelvic surgery as a sign of
infertility, tubal rupture, contralateral tube pathology
and operative evidence of PID and/or endometriosis.
After adjusting for confounders, the hazard ratio
between the treatments was found to be 1.311 (i.e. if
given radical treatment, the chance of conceiving was
apparently 1.3 times higher than if given conservative
treatment). However this was not found to be
statistically significant (p=0.346, 95% CI 0.746-2.303).
Amongst the risk factors, the presence of
contralateral tubal pathology seemed to have the
greatest impact on fertility outcome (hazard ratio 0.386,
95% CI 0.180-0.826, p=0.140).

Eleven (9.5%) women had a repeat ectopic pregnancy
during follow up, one of whom had 2 recurrent
ectopics. Of these, 9 (14%) occurred after
conservative surgery with the remaining two after
radical surgery (4%).

The cumulative rates of repeat ectopic pregnancies
were generated for both groups (data not shown).
There was no difference in the risk of repeat ectopic
pregnancy between the two groups (P = 0.166,

log-rank test). The two year cumulative repeat ectopic
pregnancy rate was 16% after radical surgery and 18%
after conservative surgery. In the radical group, there
were no repeat ectopic pregnancies beyond the first
15 months. In the conservative group, four women
had a repeat ectopic pregnancy after two years,
giving a 3 year cumulative repeat ectopic pregnancy
rate 38% in this group. Cox regression multivariate
analysis showed no significant difference in the risk of
repeat ectopic pregnancy after the two surgical

Item
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methods (hazard ratio 0.352, p=0.177, 95% CI  0.770-
1.601). However, though univariate analysis detected
factors which were correlated with an increased risk
of repeat ectopic pregnancy; namely the presence of
pelvic adhesions associated with PID (hazard ratio
3.520, p=0.037, 95% CI 1.081-11.464) and
contralateral tubal pathology (hazard ratio of 3.282
(95% CI 1.072-10.051; P =0.037); these factors did
not reach statistical significance after adjustment for
confounding factors was made via multivariate
analysis.

Two women treated with conservative surgery (3.1%)
experienced a persistent ectopic pregnancy after the
index ectopic pregnancy, diagnosed as a lack of
decline in serum hCG or clinical symptoms. They were
both treated successfully with methotrexate. Neither
required repeat surgery. None of the patients who
underwent salpingectomy experienced a persistent EP.

The cumulative live birth rates were also generated
for both groups (data not shown). Of the 116 patients,
53 (46%) had been pregnant for more than 6 months
or had already given birth. There was not difference in
the cumulative live birth rate between the two groups
(P = 0.376, log-rank test). The cumulative rate of live
birth was 40% at 1 year and 66% at 2 years for salp-
ingostomy cases and 32% at 1 year and 50% at 2
years for post-salpingectomy cases. The mean time
between the start of seeking pregnancy and live birth
was 25 months for salpingostomy and 27 months for
salpingectomy. Multivariate analysis revealed that
amongst the risk factors analyzed, only the presence
of contralateral tubal pathology (hazard ratio 0.375,
p=0.24, 95% CI 0.160-0.879) and previous pelvic
surgery (hazard ratio 5.437, p=0.39, 95% CI 1.089-
27.141) had any significant impact on the cumulative
live birth rates.

DISCUSSION

Laparoscopic surgery has become the tool of choice
in the surgical management of ectopic pregnancy in
hemodynamically stable patients. In the review by
Tulandi et al in 1999, it was evident from prospective
randomized trials that laparoscopy had clear
advantages in terms of lower cost, shorter hospital
stay, less operative time, less blood loss, less
analgesia required, and shorter convalescence 10.
Furthermore, laparoscopic surgery results in higher
rates of subsequent intrauterine pregnancies and a
lower rate of ectopic pregnancy when compared to
open surgery 11. However, the issue of conservative
versus radical treatment of tubal pregnancy in terms
of future reproductive performance is a topic that is
still being hotly debated.

There is currently no consensus in the literature and

no randomised controlled trials of sufficient power to
show a clear superiority of one procedure over the
other in terms of reproductive performance. Meta-
analysis of studies has also shown different results with
different investigators 5,12. Nonetheless, though some
of the earlier studies have shown no beneficial effect
of conservative surgery on the IUP rate 5,13, other more
recent retrospective case controlled studies
demonstrate a clear advantage of conservative
surgery in preserving fertility 14-16.  The differing
opinions regarding the superiority of either treatment
option is further complicated by the influence of
previous tubal disease and its role as a factor in
decision making.17

In this study, the observed three-year cumulative
pregnancy rates of 72% for conservative and 78% for
radical surgery are on par with those of other
studies18-21.  However, direct comparison of cumulative
pregnancy rates with other studies requires the use of
identical methodology, including survival analysis,
taking into account the differences in duration of follow
up. Some studies report absolute intrauterine
pregnancy rates and do not perform survival
analysis 22,23.  Others perform survival analysis, but no
adjustment for confounding factors is made 20,24,25.
Some studies do not factor in the woman’s desire for
pregnancy, and fail to report how subsequent
pregnancies were achieved23,26.

The pregnancy rate is highly influenced by baseline
characteristics, which vary from study to study.
Compared with other studies, the age distribution of
the population of the present study is generally
similar. However, there seemed to be a lower frequency
of women with a history of infertility and contralateral
tubal pathology, which are all factors known to
influence pregnancy rate. In such a study design, it is
also possible that pregnancy rates may be over-
estimated due to selection bias. However, under-
reporting by non-responders is unlikely to contribute
to this bias since close follow-up is a strong suit of
this community hospital, with a mean follow-up
duration of 908 days (range 7-1664). Of these, 72
patients (62%) were followed up for at least 2 years
and 91 (78%) for at least 1 year. Of the remaining 23
patients followed up for less than a year, 10 had a
clear documentation of a pregnancy. Only 12 (10%) of
the study population were un-contactable. The risk of
under-reporting is small as pregnancy outcome
determination via verbal confirmation alone was the
case with only 16 (15%) of the patients. The risk of
selection bias is also small as a response rate of 90%
is higher than in most retrospective studies
addressing ferti l ity after treatment of ectopic
pregnancy 20,25.  All women included in the analysis
had a desire for pregnancy, which gives the most
accurate fertility result, and avoids a skewed result if



39
Fertility Following Surgical Treatment of Ectopic Pregnancy

associated with subsequent infertility in numerous
studies14,20,25,28.  While it is true that we did not include
other potential confounding factors such as
sociodemographic characteristics (origin, education
level, and professional activity), cigarette smoking and
ipsilateral tube pathology, multivariate analysis in a
recent study revealed no association between IUP and
lifestyle, smoking habits, ipsilateral adhesions and
subsequent fertility 28.  We also included women who
had been pregnant for less than 3 months at the time
of the analysis and therefore in whom successful
implantation of the pregnancy had yet to be confirmed.
However, though this may have a potential impact on
cumulative live birth rates, it is unlikely that they would
have much effect on cumulative spontaneous
intrauterine pregnancy rates.

In the present study, conservative surgery did not differ
significantly from radical surgery in preserving fertility.
This is in line with the findings of most studies in the
literature. While there are no randomized clinical trials
comparing conservative and radical surgery, it is
interesting to note that several prospective trials have
also found non-significant differences in cumulative
pregnancy rates between radical and conservative
surgery14,16,18,27.  Mol et al16 found a difference between
the two surgical methods in 135 women but the
cumulative pregnancy rates of 38% radical surgery and
62% for conservative surgery were not significant after
adjusting for confounders (hazard ratio 1.9; 95% CI
0.91-3.8). In a prospective study, Bouyer et al 27 found
no significant differences between an 18 month
cumulative pregnancy rate of 73% after conservative
surgery and 57% after radical surgery (hazard ratio
0.72; 95% CI 0.45-1.1). Accurate measures of the
women’s desire for pregnancy were obtained
prospectively by telephone interviews and with an
impressive response rate of 90%, the risk of selection
bias is small. A comparative non-significant difference
with pregnancy rates of 56% and 72% was described
in a prospective study with a follow up of one year
(hazard ratio 1.56; 95% CI 0.96-2.65) 14.  Similarly,
Ego et al 28 found that the fertility was unrelated to the
type of surgical treatment as assessed by Cox
multivariate analysis (hazard ratio 1.33; 95% CI 0.97-
1.81).

However, a possible point of contention would be the
apparently higher cumulative pregnancy rates
associated with the radical procedure. Although the
difference was not found to be significant, these
findings and the corresponding survival curve contrast
sharply with that of a recent large retrospective
cohort study by Bangsgaard et al, who found that
conservative surgery was clearly superior among 276
women, with cumulative pregnancy rates of 89% and
66% for conservative and radical surgery, respectively.

they are not evenly distributed in the two groups. The
wish for pregnancy may vary depending on different
life circumstances and may not necessarily translate
into an objective effort at planned coitus but, as in
most other studies, these are factors that are usually
almost impossible to control. Technically, the criteria
for a more accurate measurement of fertility rates
should include knowledge of the women’s continued
wish to become pregnant, an active attempt and a
fertile partner. However the formidable problems of
selection biases and difficulties in obtaining such
accurate assessments may only be overcome with the
use of a prospective study with close surveillance of
the cohort.

In order to achieve a level of precision in evaluating
the effect of either procedure on cumulative pregnancy
rates, our study only included patients with their first
ectopic pregnancies and had a longer follow up. It is
therefore not surprising that the calculated rates could
be generally higher than those obtained by authors
who included women with their second or third
ectopic pregnancy. Using survival analysis,
cumulative pregnancy rates of 38-62% have been
found in a retrospective study 16 and rates of 57-73%
in an 18 month prospective study 27.  In addition,
several studies have shown that fertility is reduced by
one-third for each additional ectopic pregnancy
between the first and the third ectopic
pregnancies 28,29.

The strength of the present study is the highly selected
study group designed to avoid major biases. Only
histologically confirmed cases were included, because
inclusion of non-verified pregnancies could over-
estimate the pregnancy rate and under-estimate the
rate of persistent ectopic pregnancy and repeat
ectopic pregnancy. Survival analysis was performed,
taking into account differences in duration of follow
up. In addition, women who obtained pregnancy via
fertility treatment were included, but were also
censored at the start of the IVF treatment, at which
point their ability to conceive spontaneously could no
longer be measured. Although such women are likely
to have a low fertility prognosis, censoring these
women completely would have led to an over-
estimation of the pregnancy rate. In this series, 13
women who underwent fertility treatment were
censored according to the study design and their
pregnancy outcomes were not taken into account.

Because our study was not randomised, it was
important to make sure that the two treatment groups
were comparable. Multivariate analysis was performed
to take into account potential confounding factors that
could affect the choice of surgery. The factors chosen
in this study included age, contralateral tubal
pathology and history of infertility.  These have all been
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The authors demonstrated a significant difference via
multivariate analysis of hazard ratios (hazard ratio
0.782; 95% CI 0.348-1.755), in an attempt to adjust
for possible biological confounding factors15.  In any
case, a plausible conclusion would be that our study
could not provide convincing data to support a
significantly poorer fertility outcome with radical
surgical methods.

We found an overall risk of repeat ectopic pregnancy
of 14% following conservative surgery, which is
comparable to that obtained in other studies 14,22.
Some report higher rates of repeat ectopic pregnancy
around 25%13,27, but these studies have included
women with their second and third ectopic
pregnancies (i.e. women with a confirmed higher risk
of repeat ectopic pregnancy). In the present study, the
risk of repeat ectopic pregnancy was evidently higher
in the salpingostomy group, although no cumulative
frequencies were generated.

The occurrence of persistent ectopic pregnancy was
3.7% (2/54) and both incidents followed conservative
surgery. The risk of persistent trophoblast varies from
study to study but most report higher
incidences 20,21,26,30.  It is very l ikely that the
discrepancy depends on different definitions of
persistent ectopic pregnancy, although factors such
as patient selection and differences in operative skill
could play a role. Treatment of persistent ectopic
pregnancy does not seem to affect the fertility
prognosis adversely, although the number of cases in
the present study is too small to draw firm
conclusions.

In concordance with many investigators, we found that

contralateral tubal pathology had the greatest
contribution to a poor fertility prognosis amongst the
other risk factors. The role that this factor plays in
decision making for type of surgery remains
controversial. The issue of whether to remove both
damaged tubes and to resort to IVF for future
fecundity; or to preserve  both tubes, is still a
contentious one. Some investigators have
demonstrated that conservative surgery is especially
effective compared with radical surgery in preserving
fertility when the contralateral tube is diseased 16,31.  It
would be of great value to investigate the crude
pregnancy rates after conservative surgery compared
with bilateral salpingectomy plus IVF treatment, as this
is another alternative to conservative treatment
especially relevant for older women.

In conclusion, our findings do not corroborate a
significant loss of fertility when salpingectomy is
performed instead of salpingostomy.  The results tend
to confirm the findings of many other studies, that
fertility depends above all on preexisting maternal
characteristics of the women (age, tubal damage, and
infertility) rather than type of treatment of EP.
Furthermore, conservative surgery appears to be
associated with an increased risk of persistent and
repeat ectopic pregnancy.  Nonetheless, interactions
between infertility factors and treatment make the
interpretation of conservative and radical strategies
difficult, and only a randomized trial in women with
and those without infertility risk factors can fully clarify
the role of type of treatment.
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