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Abstract

Ectopic pregnancy is an extra-uterine pregnancy and is a potentially life-threatening condition that can 
lead to death from intra-peritoneal hemorrhage. This case reports a rare occurrence of ruptured tubal 
pregnancy in which the patient presented early with abdominal pain and a negative urine pregnancy 
test but subsequently presented again with evidence of intra-peritoneal hemorrhage. A negative urine 
pregnancy test is often used to rule out pregnancy, but it is not 100% sensitive. Complete assessment 
is critical in this important diagnosis in order to plan for the appropriate emergency management. 

Introduction

The incidence of ectopic pregnancy (EP) is 2% 
with a mortality rate of 0.5 per 100,000 live 
births.1 The most common site is the fallopian 
tube (96%). EP is among the leading causes 
of maternal mortality and morbidity.1 Failure 
to diagnose may result in intra-peritoneal 
hemorrhage, shock, and death. Ruptured EP is a 
gynecological emergency.  It should be suspected 
in women of reproductive age presenting with 
an acute abdomen. A positive urine pregnancy 
test (UPT) with a negative ultrasound finding 
of intrauterine gestational sac will increase the 
suspicion of EP. However, pregnancy is usually 
excluded when the UPT is negative and thus 
results in a missed diagnosis of EP. This case 
report illustrates how EP was missed at the 
primary care level, resulting in a life-threatening 
intra-peritoneal hemorrhage. 

Case Report

A 33-year-old woman, para 1+2, presented 
to a primary care clinic with two days history 
of dull localized left lower abdominal pain. 
It was associated with vaginal bleeding that 
was thought to be her usual menses. She 
had an irregular menstrual cycle, and her last 
menstrual period was five weeks ago. She 
was previously on injectable contraception. 
Her last injection was five months ago. She 
had histories of dilatation and curettage for 
her previous miscarriages. During the first 
visit, no UPT was done. She was treated for 
dysmenorrhea and discharged home. 

Three days later, she presented again for 
worsening abdominal pain. Her pain score 
was 6/10. The pain radiated to the right 
lower abdomen. She remained afebrile and 
there was no vaginal bleeding. Her vital signs 
were stable. Abdominal examination was 
unremarkable except for tenderness in the 
lower abdomen. Transabdominal ultrasound 
(TAS) showed no evidence of an intrauterine 
gestational sac. Urinalysis was normal. UPT 
was negative. She was once again discharged 
home.

She presented to the emergency department 
two days later with severe generalized 
abdominal pain. It was associated with 
vomiting, abdominal distension, and 
dyschezia. She was tachycardic (120 beats per 
minute) but her other vital signs were normal. 
Examination revealed a distended and guarded 
abdomen with cervical motion tenderness. 
UPT was positive. She was referred to the 
gynecology team for suspected ruptured EP. 
Transvaginal ultrasound (TVS) showed an 
empty uterus with a 5 x 4 cm left adnexal 
complex mass and free fluid collection in the 
pelvic cul-de-sac. An emergency diagnostic 
laparoscopy was done. Intra-operationally, the 
left fallopian tube was disrupted, and a left 
salpingectomy was performed. Postoperatively, 
she recuperated well.

Discussion

The classic clinical triad of EP includes 
abdominal pain, amenorrhea, and vaginal 
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bleeding.1 UPT is a mandatory test in all 
women of childbearing age presenting 
with these symptoms. It is a quick and easy 
qualitative test for beta human chorionic 
gonadotropin (β-hCG). The sensitivity is 
99% if the β-hCG level is greater than 25 
IU/L.2 Lower levels of β-hCG may result 
in a false-negative reading. The incidence 
of EP with a negative UPT is 1.6%.3 In this 
case study, the first issue to be highlighted 
is the failure of the doctor to perform UPT 
during the patient’s initial visit despite having 
symptoms suggestive of EP. The missed 
diagnosis led to mismanagement and delays in 
treatment. Errors of treatment and diagnosis 
are common medical negligence claims 
brought against medical professionals.4

Discontinuation of injectable contraception 
is known to delay the return of fertility, 
sometimes up to 18 months after the last 
injection.5 However, in this case, fertility 
returned right after discontinuation and 
this could also be the reason why the doctor 
missed this crucial diagnosis. 

Another issue in this case was the false-
negative UPT that misled the doctor in 
ruling out EP. β-hCG is detectable in urine 
and serum within 16 days following the 
luteinizing hormone surge.6 In normal 
pregnancies, the serum β-hCG level doubles 
every 48 to 72 hours but in EP, it increases 
at a lesser rate.1 A study done among women 
with EP showed that the increment of β-hCG 
was only 75% after 48 hours compared to 
124% in a viable pregnancy7 and it declined 
at the same rate or faster than those with 
complete abortion, such that the results could 
be interpreted as “normal” for a complete 
abortion.7 A defect in the biosynthesis 
of β-hCG in an ectopic trophoblast may 
also cause a false-negative result. The 
trophoblastic tissue may have been inactive 
before it ruptured and could have resulted 
in premature clearance of β-hCG from the 
circulation.3 A faulty strip could be another 
reason8 but this unlikely in this case as no 
other inaccurate UPT results were reported in 
the clinic during that period.

The preferred diagnostic tool for EP is TVS.9 
Once suspected, serial serum β-hCG should 
be measured. The absence of an intrauterine 
pregnancy with increasing β-hCG serum 
above the discriminatory zone suggests an 
EP.10 However, at the primary care level, 
these procedures are usually unavailable. The 

doctor needs to rely on history and clinical 
examination. TAS is widely available in 
primary care; however, it has little benefit 
in the early stages of EP as the diagnostic 
reliability of TAS is only 70% compared 
to ≥ 90% for TVS.2 TAS may only be able 
to visualize the presence of free fluid and 
an empty uterus.2 Therefore, the ability to 
perform TVS should be recommended to 
be part of the Credentialing and Privileging 
program among the primary care doctors that 
may aid the diagnosis of EP. 

Ruptured EP is a clinical diagnosis with 
clinical features such as sudden and 
persistent abdominal pain that may be 
accompanied by shoulder pain, peritonitis, 
or shock.1,10 In this case study, the patient 
had a compensated hemorrhagic shock as 
evidenced by tachycardia, normotension, and 
hemoperitoneum.

This report highlights the fallibility during 
the early presentation of EP. A comprehensive 
history should always be obtained, 
especially the menstrual, gynecological, and 
contraceptive history. EP must be excluded 
in all sexually active women with abdominal 
pain regardless of the presence of vaginal 
bleed. The patient’s history of irregular 
menses, recent withdrawal of contraception, 
and two previous dilatation and curettage 
procedures were indicators toward a diagnosis 
of EP. Early detection can reduce the risk of 
tubal rupture and allows more conservative 
treatment to be employed.1

Conclusion

EP is a life-threatening condition that requires 
urgent recognition and treatment. Although 
UPT is a reliable tool for detecting pregnancy, 
a negative result does not rule out EP. It must 
be suspected in a sexually active woman 
presenting with abdominal pain, amenorrhea, 
and/or vaginal bleeding. 
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How does this paper make a difference to general practice?

•	 A flaw in the diagnostic workup of this case was that the exclusion of EP was solely 
based on the negative UPT result. 

•	 EP should be suspected and UPT should be mandatory in all sexually active women 
with lower abdominal pain, amenorrhea, and/or vaginal bleeding. 

•	 Negative UPT with high suspicion of EP should be managed as an emergency until 
proven otherwise. Thorough history and examination are important and would make a 
considerable impact on the management of EP. 

•	 Having TVS at the primary care level may assist in the diagnosis of EP at an earlier stage.
•	 Timely referral of EP to tertiary centers may prevent life-threatening complications. 
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