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Abstract

A rare case of unruptured tubal pregnancy at ten weeks of 
gestation
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Ectopic pregnancy is a life threatening condition and can present itself in diverse ways. This case reports a 23 years 
primigravida, admitted with history of amenorrhoea of ten weeks and right sided unruptured tubal pregnancy diagnosed 
on routine ultrasonography. On laparoscopy, there was an unruptured tubal pregnancy with gestational sac measuring 
around 6 × 5 cm. The foetus had crown rump length of 32 mm and foot length of 5 mm; both of which correspond probably 
to 10 to 11 weeks size. Segmental resection of the affected part of the fallopian tube was done laparoscopically. Rarely 
tubal pregnancy can remain asymptomatic and unruptured for longer duration of gestation than the usual scenario. 
The reported average duration of diagnosis of unruptured tubal pregnancy is of nine weeks and this case explores the 
possibility of removing an intact foetus at longer gestational age through laparoscopy.
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INTRODUCTION

Ectopic pregnancy is a life threatening condition 
but it presents in various ways and is not always 

symptomatic. The incidence of ruptured ectopic 
pregnancy presenting in a critical stage has significantly 
decreased because of combined diagnostic modality 
of transvaginal sonography and measurement of 
serum beta-human chorionic gonadotropin (hCG). 
Nevertheless, ectopic pregnancies remain an important 
cause of morbidity and mortality because the modern 
diagnostic tools and therapeutic facilities are not always 
available in most institutions in the country.

CASE REPORT
A 23 years primigravida, attended the Obstetrics and 
Gynaecology outpatient department of Kathmandu 
Medical College, for her regular antenatal check up with 
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history of amenorrhoea of ten weeks, slight dizziness, 
and one episode of syncope on the previous day. 

There was no history of abdominal pain or vaginal 
bleeding; neither had she any history of high risk 
conditions related to ectopic pregnancy, like history of 
subfertility, smoking, use of intra uterine contraceptive 
device, pelvic inflammatory disease, previous pelvic 
surgery, or previous ectopic pregnancy etc.

On general examination, she was haemodynamically 
stable; there was no pallor, tachycardia or fever. There 
was no rebound tenderness or guarding on abdominal 
examination. Pelvic examination revealed uterus to be of 
six weeks size, retroverted, and there was a significant 
fullness in the right fornix. Cervical motion tenderness 
could not be elicited.

Her routine antenatal investigations were within normal 
limits with a haemoglobin level of 12.9 g%. With the 
suspicion of ectopic pregnancy, an ultrasonography was 
advised which was suggestive of a tubal pregnancy.
Abdominal ultrasound showed a gestational sac of 
seven weeks five days in the right adnexal region with 
a foetus showing normal cardiac activity. A transvaginal 
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ultrasound was again done to reconfirm the diagnosis 
and it showed a foetus of nine weeks and one day, 
with normal cardiac activity, situated in the right adnexa 
(Figure 1). 

Since the patient was haemodynamically stable, 
laparoscopy was done on the second day of admission. 
There was an unruptured significantly large right tubal 
swelling in the isthmic region containing gestational sac, 
with foetus and placenta (Figure 2). The swollen part 
of the tube was noticeably thick and muscular and the 
gestational sac measured around 6 × 5 cm (Figure 3). 
Segmental resection of the affected part of the fallopian 
tube was done and the gestational sac was removed 
along with it. The gestational sac contained a foetus 
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Figure 1: Transvaginal sonogram showing foetus of 
nine weeks size in the right adnexa

Figure 3: Foetus along with the placenta

Figure 4: Foetus along with the placenta

Figure 5: Intact fetus of 10 to 11 weeks size

Figure 2: Laparoscopic view of the gestational sac

which had crown rump length of 32 mm. and foot length 
of 5 mm. both of which correspond to the gestational age 
of 10 to 11 weeks size1, 2 (Figure 4). It had well developed 
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eyes and limbs with fingernails on gross examination 
which suggests a gestational age of about eight to ten 
weeks. Placenta was also of good size weighing 55 g 
(Figure 5). Uterus was six weeks size, left tube and both 
the ovaries were normal.

Postoperative period was uneventful and she was 
discharged on third postoperative day. Patient had 
come for follow up after one week and had no significant 
complaint.

DISCUSSION
The incidence of ectopic pregnancies shown in various 
studies in Nepal is 0.68 to 1.8%3-5. The incidence is on 
the rise probably due to increase in sexually transmitted 
disease and availability of assisted reproductive 
techniques in the country.  Out of total ectopic 
pregnancies, 95% are tubal [80% ampullary, 12% 
isthmic, 2.4% interstitial], and ovarian and abdominal 
pregnancies account for 3.2% and 1.3% respectively6.

Ectopic pregnancies are easily diagnosed clinically in a 
ruptured state but the diagnosis in an unruptured state 
is difficult because there may be neither symptoms 
nor signs which can be elicited. So the diagnosis is 
usually made incidentally on ultrasonography but the 
findings may be sometimes deceptive in diagnosing 
and assessing the gestational age. Transvaginal 
ultrasonography has higher sensitivity (98.3%) and 
specificity (99.9%) than abdominal ultrasound for 
diagnosing ectopic pregnancies7. This is probably the 
reason for the gestational age difference of nine days in 
transvaginal ultrasonography and transabdominal scan 
in this case.

The presence of an adnexal gestational sac with a foetal 
pole and cardiac activity is seen is the most specific sign 
of ectopic pregnancy, but such sign is seen in only 10% 
to 17% of cases8.

Ectopic pregnancies usually present at around six to 
eight weeks gestation and the most common site is 
the ampullary region of the fallopian tube.  It is usually 
difficult for a pregnancy to continue in an ectopic site 
without rupture especially for longer than this duration 
and it is more so in the isthmic region9. After eight weeks 
of gestation, the usual presentation is in a ruptured state 
and silent presentation like in this case is remarkable.

In ectopic pregnancies, future fertility is a serious concern 
and in this case there is good fertility outcome since the 
left tube and ovary were normal3.

Most studies show average duration of eight weeks when 
unruptured ectopic pregnancy was diagnosed. Longer 
duration was shown in a few studies10. Ju R and Perretta 
in 2011 reported a case of tubal pregnancy consistent 
with 10.1 weeks gestation calculated by a crown rump 
length of 3.4 cm which was removed by laparoscopic 
right salpingectomy11. Another case of tubal pregnancy 
reported in 2008 by Yeung and Pasic at nine+ weeks, 
also managed with laparoscopic salpingectomy12.

Laparoscopy has become the recommended approach 
of treatment of ectopic pregnancies in most cases. 
Laparotomy is usually reserved for patients who are 
haemodynamically unstable or patients with cornual 
ectopic pregnancies. Laparoscopy has various 
advantages like fewer postoperative adhesions, 
significantly less blood loss, reduced need for analgesia, 
reduced cost, hospitalization, and convalescence period 
to name a few.

Rarely tubal pregnancy can remain asymptomatic 
and unruptured for longer duration of gestation than 
the usual scenario. The reported average duration 
at diagnosis of unruptured tubal pregnancy is of nine 
weeks and this case explores the possibility of removing 
an intact foetus at longer gestational age through 
laparoscopy. Laparoscopic management consists of 
either conservative surgeries like linear salpingostomy 
or segmental resection or a more aggressive treatment 
with salpingectomy. Segmental resection with either 
immediate or delayed anastomosis appears preferable to 
linear salpingostomy for the conservative management 
of unruptured isthmic ectopic pregnancy as there is 
a higher tubal patency rate and   normal intrauterine 
pregnancy13.

CONCLUSION
Unruptured ectopic pregnancy, can rarely present at late 
gestational age without any symptoms. Timely diagnosis 
and treatment with minimal invasive surgery helps to 
reduce maternal morbidity and mortality.
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