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Case Report
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ABSTRACT

Clinical presentation of chronic ectopic pregnancy is often perplexing. The diagnosis becomes difficult due to paucity
of classical signs and symptoms and at times the relevant investigations turn out to be falsely negative. We present
one such case, reporting to our hospital which serves the underprivileged North Eastern population of India. The low
resource set up led to limitations in our approach and here we point out the factors which led to the diagnostic
dilemma. We are reporting this case because similar challenges can be faced by other clinicians who are working in

set up like ours.
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INTRODUCTION

Chronic ectopic pregnancy poses a challenge because of
its subtle symptoms and wide range of clinical
presentation. The true incidence of chronic ectopic is not
known with certainty, however some studies report it as
6-20% of all ectopic pregnancies.*™ Rarely it can present
as a large hematosalpinx>® or a large abdominopelvic
lump mimicking an ovarian tumor.* One such case is
being reported here.

CASE REPORT

A 31 year old illiterate woman, hailing from rural
interiors of Tripura and belonging to poor socioeconomic
strata, had history of irregular bleeding per vaginum since
2 months with associated pain abdomen. She was referred
from a district hospital accompanied with an

http://dx.doi.org/10.18203/2320-1770.ijrcog20150129

ultrasonography (USG) report suggestive of molar
pregnancy.

There was no clear history of preceding amenorrhea and
she had irregular bleeding per vaginum for the past 2
months. She was parity 3 with 3 living children, all
delivered vaginally. She also had a spontaneous
miscarriage at 3 months amenorrhea 6 years back, for
which she underwent dilatation and curettage. Her last
child birth was 3 years back. There was no history
suggestive of prior pelvic infection or endometriosis. She
was a non-smoker and was not using any contraceptive
methods.

On examination, mild pallor was present, pulse rate was
80/min and her blood pressure was 120/70 mm of Hg. A
solid mass corresponding to 18 weeks uterus, with
restricted mobility was palpated per abdominally whose
lower margin could not be reached. Speculum
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examination revealed minimal bleeding through external
o0s and vagina was healthy. On bimanual examination the
mass was felt abdominally and due to voluntary guarding
by the patient the uterus could not be palpated distinctly.
There was fullness in the right fornix and pouch of
Douglas but there was no cervical motion tenderness.

Urine test for human chorionic gonadotropin (hCG), also
called the Urine Pregnancy Test (UPT) was negative.
Being mindful of the USG report available with the
patient suggesting molar pregnancy, where UPT is often
negative in case of very high B-hCG concentration due to
the phenomenon of “high dose hook effect”,” a serum p-
hCG along with thyroid profile, chest x-ray and a repeat
USG were carried out. Patient was administered
antibiotics and analgesics. Other investigations for pre
anesthetic work up were done.

The repeat USG report revealed a large right complex
ovarian mass with a normal uterus and normal left ovary.
Serum B-hCG was found to be 2.53 IU/ml (reference
range <1 IU/ml in non-pregnant state). Thyroid profile
and chest X-ray were normal. Her other blood
investigations were within normal limits. A repeat
clinical examination (after alleviating patient’s anxiety
and voluntary guarding), suggested a huge right adnexal
mass and a normal sized uterus which was adherent to the
mass.

In the light of fresh USG report and repeat clinical
examination, there was possibility of endometrioma and
ovarian mass, therefore further investigations were
carried out which were as follows: Cancer antigen
(CA125): 116 IU/ml  (normal <35  [U/ml);
carcinoembryonic antigen (CEA): 2.2 ng/dl (normal <2.5
ng/dl); Alpha feto protein (AFP): 10ng/dl (normal <10
ng/dl). Exploratory laparotomy was performed which
revealed dense adhesions between bowel loops and
omentum obscuring the right fallopian tube and ovary.
On releasing the adhesions, lo and behold! A large
hematosalpinx of 10x8 cm size was exposed. A normal
right ovary was identified posterior to this mass. Right
salpingectomy was performed and the histopathological
examination of the specimen showed chorionic villi
confirming the diagnosis of ectopic pregnancy.

Figure 1: USG scan from district hospital suggesting
molar pregnancy.
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Figure 2: Repeat USG scan suggesting right complex
ovarian mass.

Figure 3: Clinical photograph showing a large right
hematosalpinx with normal sized uterus.

Figure 4: Clinical Photograph showing a normal right
ovary posterior to the hematosalpinx.
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DISCUSSION

Chronic ectopic pregnancy remains an enigma for the
gynaecologist as it has a wide spectrum of clinical
presentation. Chronic ectopic pregnhancy results from
small recurrent bleed into pelvic peritoneal cavity which
forms an organized clot in between the pelvic structures
which is called pelvic hematocele.” Sometimes the
bleeding is confined to the tube itself with no peritoneal
communication leading to the formation of a
hematosalpinx.®®

The aforementioned entities incite the formation of
adhesions with the adjacent structures and these can
clinically present as a pelvic or an abdominal lump as
seen in our case. Because the signs and symptoms of
chronic ectopic pregnancy are non-classical, its diagnosis
becomes a dilemma.

The inability to arrive at a definite diagnosis in our case
was because the USG report which the patient brought
with herself from the district hospital was suggestive of
molar pregnancy, and the initial finding of an 18 week
uterus with a negative urine B-hCG test added more to the
predicament.

Further, as the patient came from a very poor background
from the difficult terrains of Tripura, she could not afford
all the tests advised to her. So with best available and
affordable modalities she was further investigated and the
subsequent USG scan suggested a right complex ovarian
mass. The CA125 level was found to be 116 1U/ml which
was above the normal range. The clinical and laboratory
findings were pointing towards a large complex ovarian
mass most probably of malignant potential, therefore
decision for exploratory laparotomy was taken. On
laparotomy an unexpected large hematosalpinx was
found and the histopathological examination of the
specimen showed chorionic villi confirming chronic
ectopic pregnancy.

To sum up, there were many factors which led to the
diagnostic dilemma in our case. Similar challenges can be
faced by other clinicians working in set-up like ours.
Therefore awareness about such rare cases can help us to
broaden our clinical approach to save the precious life of
the patient.
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CONCLUSION

Chronic ectopic pregnancy can be quite intriguing with
rare clinical presentation such as a large hematosalpinx
and sometimes features mimicking that of an ovarian
tumor. The investigations often mislead us and create
biased opinion. Also the paucity of resources restricts
clinical approach. However awareness about such rare
cases is helpful in future clinical practice.
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