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Ruptured Ectopic Pregnancy in a Patient with
Bilateral Tube Ligation

Bilateral Tup Ligasyonlu Hastada Ruptire Ektopik Gebelik
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SUMMARY

Tubal sterilization is a commonly used method of contraception.
In the case of sterilization failure, the rate of intrauterine preg-
nancy is higher than that of ectopic pregnancy. In this article, we
present a case of ruptured ectopic pregnancy with a previous
history of bilateral tube ligation, presented to our hospital. We
aim to underline the necessity of primarily considering ectopic
pregnancy as a cause of abdominal pain, even in the presence
of tube ligation history in females with childbearing potential.

Key words: Ectopic pregnancy; abdominal pain; tubal ligation.

OZET

Tubal sterlizasyon sik uygulanan bir kontrasepsiyon yontemi-
dir. Sterlizasyon basarisizligi durumunda ektopik gebelik ora-
ni intrauterin gebelik oranindan yliksektir. Bu yazimizda has-
tanemize basvuran, daha dnce bilateral tiip ligasyonu dykdisti
olan, riiptiire ektopik gebelik olgusunu sizlerle paylasmak iste-
dik. Ureme cadindaki kadinlarda tiip ligasyonu ykiisii olsa da
ektopik gebeligin karin agrisi nedenleri arasinda 6ncelikle dii-
stintilmesinin gerekliligini vurgulamak amacladik.

Anahtar sozciikler: Ektopik gebelik; karin agrisi; tiip ligasyonu.

Introduction

Ectopic pregnancy is a significant cause of morbidity and
mortality in females with childbearing potential. Ruptured
ectopic pregnancy and hemorrhage are the leading causes
of maternal mortality in the first trimester." Therefore, early
diagnosis and treatment is important in preventing poten-
tial complications. Tubal sterilization is a common method
of contraception. However, the rate of ectopic pregnancy is
high in failed cases.” The rate of ectopic pregnancy is 15-
20% in the case of sterilization failure. In fact, a study in a
series of ectopic pregnancy cases revealed 4.53% of these
cases had tube ligation.® In this case report, we present a
patient with ruptured ectopic pregnancy who had bilateral
tube ligation.
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Case Report

A 43-year-old female patient was brought to our emergency
department with complaints of abdominal pain, diarrhea
and fatigue. The patient explained that she had called an
ambulance upon feeling faint. Patient evaluation in the
emergency department revealed a blood pressure 90/60
mmHg, heart rate 112 beats per minute, a body tempera-
ture of 36°C and breathing count 16/min and the physical
examination revealed no significant findings in the abdo-
men other than diffuse abdominal sensitivity. The initial
hemoglobin count was 9.5 g/dL and total white cell count
was 14.1 x 10%/L. Upon enquiry, the patient reported having
regular menstrual periods; since she had also had ligation
many years ago, no 3-hCG measurement was scheduled. The
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Figure 1.(a, b) Transabdominal ultrasound image showing the fetus located in the left ovary.

patient was placed in observation unit since she had no se-
vere pain and no significant physical examination findings.

The patient, having exhibited a deterioration of her over-
all status during observation period, was detected to have
a diffuse abdominal rebound on repeated examination.
The abdominal ultrasonography revealed free abdominal
fluid and a fetus was detected in the left ovary (Figures 1,
2). Upon this detection, B-hCG level was investigated. Urine
pregnancy test was positive. The second hemoglobin count
was 5.9 g/dL, total white cell count was 15.7 x 10°/L and the
level of serum B-hCG was 8945 mIU/mL. Gynecology spe-
cialist consultation was requested immediately. The patient
was operated under the diagnosis of ruptured ectopic preg-
nancy. Bilateral salphingectomy and peritoneal lavage was
performed during the surgery and patient was discharged
without complications on the fifth day.

Discussion

Usually, patients undergoing tubal sterilization are consid-
ered to have a lower risk of pregnancy. However, tubal ster-
ilization application can fail, and in cases of failure, the re-
sulting pregnancy could very well be ectopic. Considering
all the methods of tubal sterilization, the 10-year cumulative
ectopic pregnancy risk is 7.3 per 1000 procedures. Of all the
methods, bilateral tubal coagulation is the one known to
cause the highest risk of ectopic pregnancy.” Furthermore,
the risk for patients following tubal sterilization is not re-
duced but maintained at the same rate. Ectopic pregnancy
is a significant cause of mortality and morbidity in females
with childbearing potential. However, the potential of fail-
ure to establish a diagnosis at presentation is high. 12% of
patients are diagnosed not at the initial presentation but at
the next presentation.®

The emergency department physicians should be alert to the
potential of ectopic pregnancy in all females of childbearing
potential presenting to the emergency department. Ultra-
sonography and 3-hCG are recommended for establishing
the diagnosis.*” The presence of a tubal sterilization history
should not draw the physician away from establishing the
diagnosis; in fact, the potential for ectopic pregnancy should
be kept in mind in such a patient with a positive B-hCG re-
sult. 95% of the ectopic pregnancies occur in the fallopian
tubes; 3.2% may occur in the ovaries and 1.3% may occur
in the abdomen.® Qur case was also detected to have an
ovarian ectopic pregnancy. The ultrasonographic evaluation
reveals the ovarian pregnancies as cysts with a large echo-
genic outer circle in or on the ovary. The yolk sac or embryo
detected in ultrasonography in our patient is a relatively rare

Figure 2. Transabdominal ultrasound image showing intraab-
dominal free fluid.
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condition.”” However, one should note that transabdominal
ultrasonography could be insufficient, particularly in early
pregnancy. In cases with a 3-hCG level below 1,000 mIU/mL,
performing a transvaginal ultrasonography and scheduling
follow-up in high-risk patients is important, even if no such
risk has been demonstrated by the imaging techniques.

Conclusion

Ectopic pregnancy is an entity that is difficult to diagnose,
and which may be fatal if left undiagnosed. Being of child-
bearing potential should alone be considered as a risk factor
and definitely be included in the differential diagnoses of
the emergency physician. The history of tubal sterilization is
not sufficient to rule out this condition; in fact, this condition
should be primarily considered in case of pregnancy.
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