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ABSTRACT

The term ‘chronic ectopic pregnancy’ refers to a type of tubal pregnancy in which a pelvic mass frequently develops as a result
of repeated small ectopic ruptures or abortions, rather than a single episode of bleeding. Chronic ectopic pregnancy can often
present with vague symptoms, making it susceptible to misdiagnosis and delaying treatment. In this case, a 27-year-old woman
with para 2 and 2 live births presented with complaints of on-and-off abdominal pain in the right inguinal region for the past two
months. During the clinical examination, a substantial, firm mass measuring 6x6 cm was palpated in the right adnexal region, not
associated with any adnexal tenderness. Transabdominal sonography suggested an empty uterus with a solid cystic mass, round/
oval in shape, located in the right adnexal region measuring approximately 6.9x6.4 cm. The ultrasound findings in these patients
can either show an amorphous, avascular mass or a highly vascular complex. The diagnosis can be mistaken for endometriosis,
acute pelvic inflammatory illness, vascular tumours, pelvic abscess, or, in this instance, a cystadenoma. In most cases, radiologic
findings are essential in the differential diagnosis, but it is mostly confirmed through surgery, as in this case. A laparotomy was
performed, which revealed a chronic ectopic pregnancy, and a salpingo-oophrectomy was performed.
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CASE REPORT the diagnosis of tubal ectopic pregnancy, with no evidence of
A 27-year-old woman with para 2 and 2 live births came with a  gestational trophoblastic disease or foetal somatic tissue [Table/
complaint of on-and-off abdominal pain in the right inguinal region ~ Fig-7]. The patient had an excellent post-surgery recovery, with
for the past two months. She underwent laparoscopic bilateral ~ her postoperative serum B-HCG levels remaining undetectable at
tubal sterilisation one year ago. Her last menstrual period occurred 0.5 IU/L during the two-week follow-up.

four weeks ago. During clinical examination, afebrile woman with Lab values

right lower abdomen pain presented a substantial, firm mass of the Normal range in an adult
measuring 6x6 cm in the right adnexal region, not associated Investigation patient female

with any adnexal tenderness. Laboratory reports showed a Haemoglobin (gm%) 7 12-15
haemoglobin level of 7 gm%, B-HCG level of 154.3 mlU/mL, and Total leukocyte count (/cumm) 6,300 4000-10,000
negative results for tumour markers Carcinoembryonic Antigen B-HCG (mIU/mL) 15411 | <51inanon pregnant woman
(CEA), CA 19.9, CA 125, and Lactate Dehydrogenase (LDH) [Table/ CA 125 (cancer antigen 125) (U/mL) 1.0 35

Fig-1]. Transabdominal sonography suggested an empty uterus Gardnoembryonic Anigen (CEA) o/nl) 07 =0

with a solid cystic mass, round/oval in shape, located in the right

adnexal region, measuring approximately 6.9x6.4 cm [Table/Fig-2]. CA18.9 (U/mb) 14 <37

It showed mild vascularisation. Abdominal Contrast Enhanced C-Reactive Protein (CRP) (mg/dL) 0.30 <1.0
Computed Tomography (CECT) revealed a distinct round to oval Lactate Dehydrogenase (LDH) (U/L) 250 120-246

solid cystic mass lesion in the right adnexa with septations within, [Table/Fig-1]: Lab values of the blood investigations done.

measuring 6x5x5 cm [Table/Fig-3]. The right ovary could not be

visualised separately from the lesion, suggesting cystadenoma. 08 et C e 4. . M2 TIS04 AP100% 21 FPS]
Based on the clinical presentation, mildly raised B-HCG levels, and . -3 L

non regressing abdominal pain, the woman was diagnosed with ‘; ‘0‘;
an ectopic pregnancy, and diagnostic laparotomy was advised. BOTS
The woman underwent an uncomplicated diagnostic laparotomy.
During laparotomy, upon opening the abdomen in layers, a right

adnexal mass measuring approximately 5x5 cm, along with

.=

** 4

brownish peritoneal fluid, was observed [Table/Fig-4]. The mass :- “

had multiple adhesions with the peritoneum, while the left ovary = *? - i
& - .

~.
-

and bowel appeared normal and were separated from an enlarged
right tube containing multiple clots, raising suspicion of ectopic
pregnancy, along with an enlarged right ovary [Table/Fig-5,6]. Due
to the prominent mass and a dilated right fallopian tube, the
patient underwent a right salpingo-oophorectomy. Histopathological
examination of sections from the right fallopian tube confirmed

Journal of Clinical and Diagnostic Research. 2023 Oct, Vol-17(10): QD01-QD03



Lucky Srivani Reddy et al., Ovarian Cystadenoma Turns out to be Chronic Ectopic Pregnancy www.jcdr.net

[Table/Fig-6]: Separation of the adhesions.

with 20X magnification stained with
Haematoxylin and Eosin showing: 1) Cytotrophoblasts; 2) Syncytiotrophoblast
between the columnar choriodecidual tissue.

DISCUSSION
Ectopic pregnancy can occur in 1 out of 80 pregnancies or more
[1]. It may affect any sexually active woman of reproductive age
and accounts for 0.25-2% of all pregnancies worldwide [2]. The
prevalence of ectopic pregnancy in India is around 0.91% [3]. The
traditional trifecta of symptoms, including lower abdominal pain,
amenorrhoea, and vaginal bleeding, is not observed in approximately
43-55% of ectopic pregnancies [4]. The true incidence of chronic
ectopic pregnancy is unknown, but the few available studies report a
frequency of 6-20% [5-7]. Ectopic pregnancy often presents acutely
with symptoms such as amenorrhoea, pelvic discomfort, elevated
B-HCG levels, and haemoperitoneum, leading to a standard clinical
and ultrasound-guided diagnosis. In chronic ectopic pregnancy,
patients typically have a mild clinical history with gradually increasing
B-HCG levels, intermittent or chronic pelvic pain, and mild bleeding
[8]. Occasionally, these patients may have near-normal or negative
B-HCG levels [9]. Due to the low B-HCG levels, inconclusive
ultrasound findings, and overall rarity of the condition, the diagnosis
is rarely made before surgery. Depending on the patient’s clinical
presentation, ultrasound results, and biochemical and haematological
findings, ectopic pregnancy can be treated medically or surgically
[10]. As the pelvic pain is subacute or chronic, it may be mistaken for
other causes of pelvic discomfort during pregnancy.

Chronic ectopic pregnancy is a potentially life-threatening condition
if left untreated, as the developing foetus can cause the fallopian
tube to rupture, leading to profuse bleeding and potentially fatal
complications. The repeated, small-scale bleeding into the pelvic
peritoneal cavity, resulting in the formation of an organised clot
between pelvic structures, is known as a pelvic haematocoele [11].
Haematosalpinx may develop when bleeding is confined to the tube
without peritoneal involvement. Chronic ectopic pregnancy refers
to small, frequent ruptures of the tubal pregnancy, resulting in a
haematocoele filled with blood, clots, and trophoblastic tissue. This
often triggers an inflammatory response and is accompanied by
adhesions. Acute on chronic rupture is a rare occurrence. Typically,
the B-HCG level is low, although occasionally it can be normal [8-10].
In this case, the low B-HCG level should have raised a suspicion
of an ectopic pregnancy when correlated with the faintly positive
Urine Pregnancy Test (UPT). It is crucial to arrive at a diagnosis by
considering these factors.

Sonography is crucial for further characterising adnexal abnormalities
and ruling out an intrauterine pregnancy. Sonography can help
rule out alternative causes of pelvic pain, such as ovarian torsion,
haemorrhagic cysts, endometriomas, and dermoid cysts. Although
the sonographic symptoms of ectopic pregnancy and acute pelvic
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inflammatory disease with pyosalpinx or tubo-ovarian abscess may
be similar, the clinical manifestations of the two disorders usually
provide a clear distinction. Sonography findings in chronic ectopic
pregnancy include a non diagnostic sonogram showing a complex
heterogeneous adnexal mass and a highly vascular adnexal complex
[6-9,12]. Doppler flow is typically observed in the periphery or
external to the mass, often with aberrant vessels and arteriovenous
shunting [6,7,12]. Free fluid may occasionally be present in the
pouch of Douglas or other locations in the pelvis, but it is a vague
finding. A patient with chronic ectopic pregnancy and a negative
B-HCG, which is usually an accidental finding, presents a more
challenging scenario.

Misdiagnosis of chronic ectopic pregnancy as an ovarian cystadenoma
is possible, as both the conditions can present with similar symptoms
such as abdominal pain, bloating, and irregular bleeding. Ovarian
cystadenomas are benign tumours that grow on the surface of the
ovary, causing pain and discomfort but typically not posing a life-
threatening risk [13]. An accurate diagnosis is essential in determining
the appropriate treatment plan. Pregnancy in cases of chronic
ectopic pregnancy must be terminated immediately to avoid further
complications. In contrast, ovarian cystadenomas can be managed
conservatively with medication or surgically removed if necessary [13].

As discussed by O’Neill D et al., chronic ectopic pregnancy may
cause a diagnostic dilemma by mimicking a germ cell tumour,
which can only be confirmed by histopathological examination [14].
As stated by Alao Al et al., the best method of managing a chronic
ectopic pregnancy is laparoscopic salpingectomy, as there is usually
extensive damage to the tube, making conservative surgeries difficult
[15]. Diagnostic tools such as ultrasound, CT scans, and blood tests
can be used to help differentiate between the two conditions, but the
final diagnosis should be made clinically. The treatment of chronic
ectopic pregnancy can vary, from medical management to surgical
intervention such as salpingo-oophorectomy. The most common
treatment documented in the literature for chronic ectopic pregnancy
is laparoscopic salpingectomy, which is considered the preferred
approach [16].

CONCLUSION(S)

In a nutshell, chronic ectopic pregnancy is not a rare clinical condition,
but it is seldom diagnosed before treatment. Ultrasonologists play a
vital role in suggesting this possibility, but the final diagnosis should
always be made clinically. A typical individual will have low B-HCG
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levels and experience subacute or chronic pain. If not promptly and
effectively treated, it not only poses a threat to life but also jeopardizes
the female’s future fertility. In this case, several factors contributed to
the diagnostic conundrum. Other clinicians may be facing a similar
issue. Therefore, being aware of such uncommon circumstances
can help us broaden our clinical strategy and preserve the patient’s
invaluable life. Finally, knowledge of such extraordinary occurrences
is beneficial for future therapeutic practice.
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