


Case scenario

A 32-years-old woman presents with abdominal pain and vaginal bleeding. A home 
pregnancy test was positive 2 days ago. A transvaginal scan shows an empty uterus.

 Her condition is stable. Explain the significance of the first-line investigations.

 Justify your further investigations if the ultrasound and clinical findings are 
inconclusive.

 Outline your management.





Definition

Any pregnancy where the fertilized ovum gets implanted &
develops in a site other than endometrial lining of uterine cavity.

It represents a serious hazard to a woman’s health and 
reproductive potential, requiring prompt recognition and early 
aggressive intervention.



Incidence

Mortality/Pregnancy Related Deaths

Mortality/Ectopic 

Incidence

Incidence of Second Ectopic

Incidence of Ectopic After Salpingitis

1-2%

10-20%

10%

6%

0.2/100,000



Incidence 



Classification



Etiology 
 Fallopian Tube pathology 
 Previous Ectopic Pregnancy
 Infertility 
 ART
 Smoking 
 Contraception 



Pathophysiology
 The mechanisms responsible for ectopic implantation are 

unknown. 
The four main possibilities are:

1. An anatomic obstruction to the passage of the zygote
2. An abnormal conceptus
3. Abnormalities in the mechanisms responsible for tubal motility
4. Transperitoneal migration of the zygote



History



Examination and 
Investigations 





Investigations 
TVS:

 First finding that will raise the suspicion of ectopic?
EMPTY UTERINE CAVITY

 Most definite sign?
GESTATIONAL SAC with cardiac
activity IN THE ADNEXA

 Most often            Complex adnexal mass



Investigations
SERUM B-hCG

IF serum B-hCG >1500IU/L and:

1. Intrauterine gestational sac seen           intrauterine pregnancy

2. w/o any intrauterine sac            ectopic pregnancy

IF B-hCG < 1500IU/L, second assay after 48 hrs:

1. If doubling after 48hrs---intrauterine pregnancy

2. No doubling---failing/ectopic pregnancy



Investigations
Curettage
 Curettage of the uterus

 Flotation test          floating of chorionic villi in water

 Confirmed by microscopic examination of presence of vill

 Chorionic villi absent         ECTOPIC PREGNANCY

Laparoscopy
 Allows you to see the fallopian tubes and other organs
 It is used only if the diagnosis is in doubt



Complications and 
Consequences



Complications

 Bleeding 

 Rh isoimmunization Of Rh –ve
 If sever: shock, DIC. 

 Infection 
 Local 
 Systemic 
 Chronic



Outcomes

Outcomes of ectopic pregnancy include:
 Tubal rupture

 Tubal abortion
-complete abortion 
-incomplete abortion

 Pregnancy failure with resolution



Treatment of Ectopic 
Pregnancy 



Treatment
• Expectant

• Medical 

• Surgical



Expectant Management
Criteria: 
 There is conclusive ultrasound diagnosis of tubal EP
 Clinical stability
 No or minimal abdominal pain
 No haemoperitoneum on ultrasound scan 
 EP mass measuring < 3 cm in mean diameter with no 

evidence   of embryonic cardiac activity.
 Low/decreasing levels of β-hCG



Expectant Management
 Follow up?

• Conversion to medical or surgical therapy

- Increasing symptoms
- β-hCG levels increase or plateau



Medical Management
 Methotrexate
 is a folic acid antagonist, inhibit dihydrofolate reductase. 

As a result prevents synthesis of purine and pyrimidine.



Criteria for methotrexate use

1. Unruptured ectopic:
 Haemodynamic stable
 No significant pain
 Adnexal mass is < 35 mm 
2. Low serum β-hCG, ideally less than 1500 IU/I but can be given up

to 5000 IU/I 
3. No fetal cardiac activity seen on ultrasound scan



Criteria for methotrexate use

4. Certainly that there is no intrauterine pregnancy
5. Patient will available for follow-up. 
6. No contraindication to methotrexate

-Contraindication?



Methotrexate administration / follow up

 Day 1: IM MTX ( 50 mg/m2 BSA ) 
 Day 4: measure hCG
 Day 7: measure hCG
 * If the serum hCG level falls more than 15% between 

days 4 and 7, then this is a good prognostic indicator for 
MTX response.



Surgical Management
- Indication

1. Hemodynamic instability
2. Symptoms of impending rupture (e.g., severe pelvic pain)
3. Signs of intraperitoneal bleeding
4. Contraindications for MTX
5. Failure medical treatment
6. The patient has indicated a preference for surgical treatment.



Surgical Management
- Approach 

• Laparoscopy 

• Laparotomy

 Salpingotomy
 Salpingectomy



Surgical Management
Evidence, however, suggests that there is no difference in 
terms of healthy benefits between laparoscopy and 
laparotomy, including the key outcome of subsequent 
successful pregnancy.



Procedure
Salpingotomy: 

This procedure is typically used to remove a small 
unruptured pregnancy that is usually < 2 cm in length and 
located in the distal third of the fallopian tube.



Procedure
women undergoing salpingotomy should have a serum b-
hcg level taken 7 days after surgery and then weekly until a 
negative result is obtained.

Persistent Trophoblast?



Procedure
Salpingectomy:

Preferred approach for:
 Ruptured tube
 Heavy bleeding
 Large ectopic mass
 Severe damage to the fallopian tube



Literature review 



Benzodiazepine use before conception
and risk of ectopic pregnancy
Advance Access Publication on June 3, 2020

 STUDY DESIGN, SIZE, DURATION: 

 cohort study using data from US commercial 

insurance claims, 1 691 366 pregnancies 

between 1 November 2008 and 30 September 

2015 was included.



 PARTICIPANTS/MATERIALS, SETTING, 

METHODS: 

 The study used inverse probability of treatment 

(IPT)-weighted log-binomial models to 

calculates relative risks (RR) of ectopic 

pregnancy for pregnant women who did and 

did not fill any prescriptions for 

benzodiazepines in the 90 days before 

conception. 

 Two sub-groups of women

 women who had a least one diagnosis for 

anxiety disorder 

 women who had at least one diagnosis of 

insomnia in the year before conception.



 MAIN RESULTS AND THE ROLE OF CHANCE:            

 1.06% filled at least two benzodiazepine prescriptions { 

totaling at least 10 days supply in the 90 days before 

conception }.

 Among women with a benzodiazepine prescription, there 

was an excess of 80 ectopic pregnancies per    10 000 

pregnancies

 their IPT-weighted risk of ectopic pregnancies was 1.47 

(95% CI 1.32 to 1.63) times greater relative to women 

without benzodiazepine prescriptions before conception. 

 1.34 (95% CI 1.18 to 1.53) among women with anxiety 

disorder

 1.28 (95% CI 0.99 to 1.68) among women with an insomnia 

diagnosis.



LIMITATIONS, REASONS FOR CAUTION: 

 Study relied on outpatient prescription data to identify 

benzodiazepine use before conception, which could result in over-

or under-estimation of actual benzodiazepine consumption.

 relied on medical claim codes to identify pregnancies and 

conception date, which may result in misclassification of 

pregnancy outcomes and gestational length.



CONCLUSION : 

 Risk of ectopic pregnancy is 50% higher among women who fill a 

benzodiazepine prescription before conception.



Increase rate of ruptured tubal ectopic pregnancy 
during the COVID-19 pandemic 

2021 EJ O G

Objective :

impact of the COVID-19 pandemic on the diagnosis, treatment and 

complications of women presenting with a tubal Ectopic Pregnancy 

(EP). 



Study design: 

 This is a single center retrospective cohort study. 

 The study compared the clinical presentation, treatment modalities 

and complications of all women presenting with a tubal EP during 

the COVID-19 pandemic between 15 March and 15 June 2020, with 

women who were treated with the same diagnosis in the 

corresponding period for the years 2018–2019. 

 The study group included 19 cases of EP

 The control group included 30 cases of EP. 

 Maternal age, parity, gravity and mode of conception (natural vs. 

assisted) were similar between the two groups. There was no 

difference in the mean gestational age (GA) according to the last 

menstrual period 



Result: 

 in the study group more women presented with sonographic 

evaluation of high fluid volume in the abdomen than in the control 

group (53 % vs 17 %, P value 0.01).

 This finding is correlated with a more advanced disease status. In 

the study group there was a highly statistically significant 3-fold 

increase in rupture among cases (P < 0.005) and a 4-fold larger 

volume of blood in the entrance to the abdomen (P < 0.002). 

 The study found that there were no cases of ruptured EP in the 

group of women who were pregnant after assisted reproduction. 



Conclusion:

Study found a higher rate of ruptured ectopic pregnancies during the 

COVID- 19 pandemic. Health care providers should be alerted to this 

collateral damage in the non-infected population during the COVID-19 

pandemic. 



Flow chart



A female with of reproductive age experiencing abdominal pain
after amenorrhea with or without vaginal bleeding !

Clinically evaluate

Check the vital signs 

Look for signs of shock
Hemodynamically unstable

Urgent resuscitation and

surgical management
Hemodynamically stable 

Trans vaginal 

sonography 



Normal 

intrauterine 

pregnancy

Empty uterine 
(Ectopic 

pregnancy)

Inconclusive 
TVS Measure B-

hcg

Surgical consultation 
diagnostic uterine 

curettage 

Repeat the measurement
B-hCG
In 48h

Ttrans vaginal 

sonography 

Treat 

ectopic 

pregnancy

Expectantly

Medically 

Surgically 

> 1500 mIU per mL

< 1500 mIU per mL

Measure B-hCG

If increased 

If not 

increased 



Future advice to the patient

the main concern with ectopic 

pregnancy is the risk of recurrence 

so whenever there 

is amenorrhea pregnancy test is 

done and if positive high resolution 

TVS should be done to know the 

site of pregnancy!



Thank You 


