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ABSTRACT

In cases of ectopic pregnancy during expectant management, follow-up is usually performed until the urine
pregnancy test is negative. We encountered a case of rupture from a tubal pregnancy during expectant management,
despite a negative pregnancy test. We recommend monitoring serum human chorionic gonadotropin level until it

falls below the sensitivity.
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Introduction

Ectopic pregnancy raptures are the leading cause of maternal
mortality within the first trimester of pregnancy. The current
standard for diagnostics includes transvaginal ultrasound imaging
and human chorionic gonadotropin (hCG) level monitoring [1].
Due to high-quality ultrasound diagnosis in recent years, early
diagnosis may prevent rapture, allowing patients to choose
nonsurgical options [2]. Generally, the patients with initially low
level and decreasing of hCG can be considered for expectant
management [1]. It should be monitored until serum hCG<20mIU/
mL or the pregnancy test is negative [3]. However, we encountered
a case of rupture from a tubal pregnancy during expectant
management, despite a negative pregnancy test. We recommend
monitoring serum human chorionic gonadotropin level until it falls
below the sensitivity, together with regular follow-up including
transvaginal ultrasound, until the ectopic tissues have completely
disappeared.

Case Report

A 33-year-old, gravida3, paral (cesarean section) female
presented to the emergency department with a 3-day history
of severe abdominal pain. The patient had a medical history of

cesarean section, artificial abortion, and hysteroscopic endometrial
polypectomy.

Five weeks after her last menstrual period, the patient did a
pregnancy test, which was positive, and she subsequently visited a
gynecology clinic. During the gynecological consult, a gestational
sac could not be found in the uterus, transvaginal ultrasonography
revealed a thin endometrium with no evidence of an adnexal
mass, and the serum hCG level was 1625 mIU/mL. Since the hCG
level had decreased by the next day, an ectopic pregnancy was
suspected. As the patient had no pain or vaginal bleeding, she was
observed for expectant management as outpatient. As expected,
serum hCG levels continued to decline for four weeks. Three days
before presentation to the emergency department, sudden onset of
lower abdominal pain started during sexual activity and persisted
at intervals thereafter. The pain had been progressively worsening;
therefore, she called an ambulance.

On clinical examination, she was pale, with a pulse rate of 68 beats
per min and a blood pressure of 100/68 mmHg. Her lower abdomen
was soft, tender, and showed diffuse rebound tenderness. Urinary
pregnancy test results were negative and her hemoglobin level
was 11.8 mg/dL. Computed tomography (CT) of the abdomen
and pelvis with intravenous contrast showed active bleeding with
linear contrast extravasation from the mass in the right uterine
region. Ovarian bleeding was suspected, once the patient was
admitted to our department for follow-up. A few hours later, the
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blood pressure had dropped to 79/52mmHg, and hemoglobin level
to 7.9mg/dl, thus the patient was taken to the theater for an urgent
laparotomy.

An acute laparotomy revealed approximately 600 mL of blood in
the upper abdominal and peritoneal cavities. There was a rupture
and minimal active bleeding from the ampulla of the right fallopian
tube (Figure 1). The uterus was almost normal in size. The fimbria
of the left tube was apparently patent and intact. Bilateral ovaries
were normal in size. There were fine adhesions in ascending colon
to peritoneum. Right salpingectomy was performed, the bleeding
stopped, and the patient's condition became hemodynamically
stable. The serum hCG level was measured during surgery and
found to be 28 mIU/mL. Her hemoglobin level decreased to 5.4
mg/dL, and thus, transfusions were administered to compensate
for the hemorrhage from the rupture. The patient's immediate
postoperative condition was satisfactory. Villus tissue was not
clear macroscopically in extracted right fallopian tube, and right
tubal pregnancy was confirmed by histopathological examination

Figure 1: A rupture and hemorrhage from the ampullar portion of the
right fallopian tube.
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Figure 2: (A) Almost all of the ampulla of the right fallopian tube was
occupied by the hematoma. (B) A small amount of cytotrophoblast and
syncytiotrophoblast were present together.

Discussion

We encountered a case of a ruptured ectopic pregnancy with
a negative urine pregnancy test result. During expectant
management, fallopian tube rupture may occur even if the urine
pregnancy test result is negative [3].

The urine pregnancy test is useful because it takes only a few
minutes to obtain the results. This is particularly useful in cases
of hemodynamically unstable women of reproductive age with
gross abdominal bleeding [5,6]. However, the urine pregnancy
test is not always reliable because it cannot detect below 25 mIU/
mL of hCG. Up to 1% of ectopic pregnancies are associated with
hCG values of 20 mIU/mL or less, a threshold which is below
the detection limit of most urine hCG assays. In addition, urine
hCG tests may yield false negative results in dilute urine samples.
Certain drugs, such as diuretics and promethazine, may also cause
false-negative urine results; therefore, these tests should be used
with caution [7]. Clinically stable women, with no abdominal pain
or evidence of significant hemoperitoneum on ultrasound, with
an ectopic pregnancy measuring <30 mm in mean diameter, no
evidence of embryonic cardiac activity, and low initial serum hCG
(<1500 mIU/mL) could be candidates for expectant management.
In clinical practice, this protocol significantly reduces the need
for surgical or medical treatment of ectopic pregnancies. It
recommends outpatient follow-up until serum hCG levels become
lower than 20 mIU/mL or a negative urine pregnancy test result
[3]. However, in cases of tubal miscarriage, trophoblasts undergo
degenerative changes that increase vascularity and tissue edema.
Neutrophils and macrophages are recruited to aborted tissues,
causing inflammation and tissue fragility [8]. The hematoma may grow
even after the trophoblast tissues have almost disappeared during the
miscarriage. The fallopian tubes have no elastic myometrium; thus, in
such cases, tubal rupture may occur once the tubal ectopic mass grows
beyond a certain limit [9]. It is important to follow up until ectopic
tissues and/or hematomas completely disappear.

Conclusions

If the urine pregnancy test result is negative, it is important to
consider the possibility of ectopic pregnancy in cases of acute
abdominal pain with genital bleeding in women of reproductive
age. During expectant management, fallopian tube rupture may
occur even if the urine pregnancy test result is negative. We
recommend monitoring the serum hCG level until it falls below
sensitivity, together with regular follow-up including transvaginal
ultrasound, until the ectopic tissues and/or hematoma have
completely disappeared.
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