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Abstract

A 27-year-old female presented to the Early Pregnancy Unit (EPU) for a reassurance scan following a positive pregnancy
test. e transvaginal ultrasound (TVUS) d an ectopic pregnancy. She  consentprovided  for a diagnostic laparoscopy

and removal of the ectopic pregnancy. Intra-operatively, a right tubal stump ectopic was visualised and removed. She was

discharged home one day a�er the operation with advice to repeat a urine human chorionic gonadotrophin level (hCG) in

three weeks’ time and to attend EPU for future pregnancies for reassurances scans and monitoring. 
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Background

s case highlighted the rarity of a tubal stump ec-
topic  pregnancy.  Panelli  [1]  reports  that  ectopic  pregnan-
cies  occur in 1-2 % of  all  pregnancies,  with the most  com-
mon  site  being  the  fallopian  tube.  Ectopic  pregnancy  rup-
tures are the leading cause of maternal mortality within the

t trimester, they contribute to 5-10 % of all pregnancy-re-
lated  deaths  [2]. e  subtypes  of  ectopic  pregnancies  in-
clude tubal, interstitial, caesarean scar, heterotopic, cervical,
ovarian  and  abdominal  [3].  Loh  and  colleagues  [4]  noted
that tubal stump ectopic pregnancies have an estimated inci-
dence of 1.16 % of all ectopic pregnancies. Risk factors asso-
ciated  with  ectopic  pregnancies  include  previous  ectopic
pregnancies  [5],  smoking  [6],  aged above  35  years  old  and
pelvic y disease [7]. Also, the ectopic pregnancy
rate  amongst  in-vitro  fertilisation  (IVF)  pregnancies  is
2.1-8.6 % r embryo transfer which is higher than the inci-
dence in natural conceptions which is 2% [8]. With this in-
formation in  mind,  we  need  to  be  aware  that  patients  that
have  had  previous  salpingectomies  may  be  at  risk  of  tubal
stump  ectopic  pregnancies  and  that  when  they  present  to
the  EPU  or  the  Accident  and  Emergency  (A&E)  depart-
ment, it is important for us to rule out whether the ectopic
has ruptured.

Case Presentation

e patient contacted the EPU mid-August follow-
ing experiencing abdominal pain and her last menstrual pe-
riod (LMP) being mid-July alongside having a positive hCG
test. e patient attended the EPU for a reassurance scan, at
the  time  of  presentation,  the  patient  was  gravida  4  para  0.

e patient did not present with any abdominal pain, signs
of  haemodynamic  instability  or  per  vaginal  bleeding. Furt-

Past medical history included a previous right sid-
ed  ectopic  pregnancy  four  months  prior  (surgically  man-
aged-  right  salpingectomy),  a  previous  termination  and  a
previous miscarriage,  alongside reactive situational  depres-
sion  and  anxiety.  Information  regarding  her  previous  ec-

topic pregnancy was gathered from medical notes from the
hospital system, however these were incomplete and there-
fore may not explain why certain decisions were made.

e  patient  presented  four  months  prior  to  this
case  report’s  presentation,  following  a  positive  pregnancy
test  at  approximately  six-weeks’  gestational  age  (GA).  She
was scanned at the EPU which revealed a right ectopic preg-
nancy  and  subsequently  underwent  a  right  salpingectomy.

e  operation  notes  did  not  detail  why  a  tubal  stump was
. e histology report was as follows: macroscopic- dilat-

ed fallopian tube 52 mm and up to 22mm in diameter, slic-
ing revealing no obvious foetal parts of vesicles; microscop-
ic  examination-  tube  lumen  distended  by  blood  clot  and
chorionic villi, no trophoblast abnormality was seen; conclu-
sion- right fallopian tube pregnancy. She was reviewed one
month post operation and had not had a menstrual period
yet. She was reviewed further one month later and was ad-
vised to contact the EPU once she had a positive pregnancy
test  in  addition  to  being  informed  about  the  likelihood  of
another  ectopic  pregnancy  as  women  with  prior  ectopic
pregnancies have up to ten times risk compared to the gen-
eral  population  [9].  It  was  not  clear  as  per  the  patient’s
notes  what  contraceptive  advice  was  given  following  her

t  ectopic  pregnancy.

Investigations

e  medical  notes  from  the  system  noted  docu-
mentation of scans and several hCG levels. She had hCG ev-
ery  2  days  (Table  1)  and  was  advised  regarding  red
signs at every contact. e serial serum hCG levels showed
a trend upwards starting at 327 mIU/mL to 9204 mIU/mL.

e  TVUS reports  can also  be  seen in  Table  1,  the  patient
had  several  scans  between  the  day  of  initial  presentation
and  the  date  of  the l  scan.

e  TVUS  (Figure  1)  revealed  a  right  sided  ec-
topic  pregnancy.

hermore, she had no pelvic pain, vomiting, diarrhoea, or 
episodes of dizziness or syncope

 Given the patient previous ectopic pregnancy and 
its surgical management, this case highlights the importance 
of recognizing rare cases and carefully managing such 
patients.
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Table 1: Timeline of investigations, hCG levels and TVUS reports

Date hCG
(mIU/mL)

18/8 327 could represent early pregnancy, a miscarriage or an ectopic pregnancy, patient stable,

20/8 751 No imaging performed

22/8 2083

Gestational sac uncertain, size 5.3 mm, small cystic area seen within cavity? Early

24/8 5144

Gestational sac not visualised, location: pregnancy of unknown location, yolk sac not
visualised, GA 5 weeks 0 days , impression: pregnancy of unknown location, a small

cystic area seen within endometrial lining however this is much smaller and much less
clear than on previous scan (22/8)- 2nd opinion by EPU nurse gained, explained

26/8 9204

Figure 1: Transvaginal ultrasound, location of the uterus and ectopic pregnancy labelled, dated 26th August

e fact that the patient was pregnant did narrow
our s  down  quite .  Once  the  TVUS
was performed, it was clear that the pregnancy was ectopic
and due to the patient’s previous ectopic pregnancy she was
at  increased  risk  of  having  another.  Other  risk  factors  that
predispose an individual to ectopic pregnancies include pre-
vious  ectopic,  tubal  or  pelvic  surgery,  pelvic

disease, sexually transmitted infections, sub-fertility, intrau-
terine copper device and the Mirena coil as well as the pro-
gesterone only pill. However, due to her presentation being
routine she did not have signs of haemodynamic instability
such as  hypotension or  tachycardia  that  may  have  pointed
the diagnosis in the direction of a ruptured ectopic.

Treatment

Given the  TVUS ,  the  decision was  made
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to take the patient to theatre for a diagnostic laparoscopy; in-
traoperatively  a  right  sided  tubal  stump  ectopic  was  re-
moved  (Figure  2).  On  day  11-post  operation,  she  experi-
enced PV bleeding that was deemed menstruation and had
blood tests  taken  on  day  17-post  operation,  which  showed
no abnormalities. A repeat hCG was not performed.

Outcome and Follow-Up

Figure 2:
tubal stump ectopic pregnancy D (bottom): uterus with right tubal stump ectopic pregnancy

Shortly a�er the operation, the patient was sent a letter detail-
ing the surgery formally and was advised to contact the EPU 
during future pregnancies at six-weeks post operation. �e 
patient contacted the EPU on day 8-post operation due to 
concerns about the surgical sites reporting some oozing along 
with intermittent PV bleeding and cramping pain. She was 
provided with reassurance and safety netting advice was 
given. She had a telephone call on day 11-post operation with 
the consultant where by she reported an episode of PV bleed-

ing that was  deemed to be menstruation. On day 17-post 
operation she presented to the EPU with abdominal pain 
around operation site wounds with some yellowish discharge 
from the wounds alongside headaches. She did not have any 
fevers, nausea or vomiting and she was passing urine along-
side opening her bowels normally. Blood tests and observa-
tions were performed alongside an examination and no 
abnormal �ndings were found. She was sent home with safety 
netting advice. �e histology report from the ectopic 
pregnancy is as follows: macroscopic- tan haemorrhagic 
tissue in aggregate 31 x 18 x 7 mm, no obvious foetal parts or 
vesicle identi�ed; microscopic examination- sections show 
chronic villi and trophoblast, fragments of fallopian tubes are 
seen showing focal chronic in�ammation with trophoblasts, 
there is also haemorrhage present, no atypical features are 
seen; conclusion- right fallopian tubal stump ectopic 
pregnancy
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Discussion

e atetiology of tubal ectopic pregnancies suggest
that  it  involves  abnormal  embryo  transport  and  alteration
in the tubal environment which enables abnormal implanta-
tion to occur [10].  Factors that could contribute to this in-
clude increased ciliary motility driven by estradiol (E2), pro-
gesterone (P) [11] and nitrous oxide (NO) [12] which may
cause aberrant tubal transport.

As previously mentioned, the risk factors associat-
ed  with  tubal  stump ectopic  pregnancies  are  the  same risk
factors  that  have  been  associated  with  ectopic  pregnancies
generally. Zuzarte and Khong [13] explored why an ipsilater-
al  ectopic  gestation  occurred r  a  partial  salpingectomy.

y hypothesized that lumina persist in the interstitial por-
tion and distal remnant of the le  fallopian tube allows com-
munication between the endometrial and peritoneal cavities
and therefore the migration of spermatozoa or the fertilised
egg from the endometrial cavity to the distal remnant of the
le  fallopian tube [13]. Furthermore, they hypothesized that
in their described case, the spermatozoa passed through the
intact right fallopian tube and pouch of Douglas to the dis-

Gaughran et al [14] reviewed the rationale for leav-
ing a short versus a long stump at salpingectomy and con-
cluded,  albeit  based on no formal  evidence,  the  recurrence
rate  of  ectopic  pregnancies  is  independent  of  tubal  stump
length.  Furthermore,  a  long  stump  is  preferable  to  a  short
stump  as  the  bleeding  risk  with  rupture  is  lower  and  the
surgery less technically challenging [15].

In  terms  of  how  the  investigations  informed  our
clinical management, the hCG levels increased from 327 mI-
U/mL to 9024 mIU/mL over the course of nine days. Given
the timeline of the patient’s presentation, with her LMP be-
ing 1 month prior, the likely gestation of the pregnancy was
deemed to be approximately 4-5 weeks. In a normal intrau-

terine pregnancy, the hCG level will typically increase by ap-
proximately 50 % every 48 hours, however if the rate of in-
crease is slower than expected it may suggest early pregnan-
cy loss or ectopic pregnancy [17]. In our case, on the 22/8,
the  hCG  levels  were  2083  mIU/mL  and  at  this  level  we
would expect to see clear signs of an intrauterine pregnan-
cy.  Considering  that  there  was  no  clear  intrauterine  preg-
nancy seen at the time of the TVUS, it  warranted concern.
Although  the  hCG  levels  were  useful  to  understand  if  the
rate of increase was proportional to gestation, the hCG lev-
els alone did not provide compelling evidence for an ectopic
pregnancy therefore TVUS was required.

When  reviewing  the  literature  for  further  ins-
tances  of  tubal  stump  ectopic  pregnancies,  some  case  re-
ports were found highlighting similarities in case presenta-
tion. Homagain and colleagues [18] detailed a case of a 29-
year-old  female  with  a  history  of  amenorrhoea  and  severe
lower abdominal  pain,  dizziness  and generalised weakness.
She had a history of a previous ruptured ectopic pregnancy
and underwent a le  salpingectomy 18 months prior. Trans-
abdominal  scan  revealed  a  thick-walled  cystic  structure  in
the le  adnexa.  She underwent an exploratory laparotomy,
which revealed a le  tubal stump containing material resem-
bling  potential  product  of  conception.  Histopathology  re-
vealed chorionic villi like material suggestive of ectopic preg-
nancy.  Although  Homagain  and  colleagues  [18]  detailed  a

t  patient  presentation;  our  patient  presented  with
no  obvious  symptoms  and  had  a  routine  reassurance  scan
following  a  positive  pregnancy  test.  Both  cases  highlighted
the  rarity  of  tubal  stump ectopic  pregnancies  and  revealed
that patients can present y ranging from asympto-
matic to having severe abdominal pain and weakness.

Deryndaa  and  colleagues  [19]  reported  a  case  of
three consecutive ectopic pregnancies in a 36-year-old wom-
an  following  birth  of  her t  child  via  Caesarean  section.
She  had  the t  ectopic  pregnancy  located  in  the  le  fal-
lopian tube,  which was initially managed using methotrex-
ate and eventually a le  salpingectomy was undertaken. Her
second ectopic pregnancy, which arose from in-vitro fertili-
sation,  occurred  and  was  located  in  the  right  adnexa;
methotrexate  was  given  and  was  successful.  Her  third  ec-
topic  pregnancy  was  located  on  the  le  fallopian  tube
stump; it occurred 24 days r embryo transfer and result-

 Samiei-Sarir and Diehm proposed management 
strategies to mitigate the risk of tubal stump ectopic implan-
tation. �e suggestions included adequate diathermy of the 
proximal portion of ligation with clips alongside performing 
hysterosalpingography to evaluate patency of the fallopian 
tube [16].
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ed in a ruptured ectopic which was managed with an emer-
gency  laparoscopy  and  removal  of  le  fallopian  tube  rem-
nants. In our patient case, similar to case detailed by Deryn-
daa and colleagues [19], the patient had a previous right sid-
ed ectopic pregnancy four months prior to the presentation
that was managed via a right salpingectomy. A few months
later, she fell pregnant again and presented to the EPU for a
reassurance scan. Upon scanning, an ectopic pregnancy was
visualised.  During  the  diagnostic  laparoscopy,  the  ectopic
pregnancy  was  located  on  the  right  fallopian  tube  stump
and was subsequently removed.

Conclusion

fying ectopic pregnancies early to prevent further complica-
tions in the patient. In addition, this case s the rarity
of a tubal stump ectopic pregnancy but does highlight that
they  are  not  unheard  of. ,  tubal  stump  ectopic
pregnancies  should  be  within  the l  when  assess-
ing individuals of childbearing age who present for any as-
sessment in presence of a positive pregnancy test.
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