
ECTOPIC PREGNANCY 

BETTER DIAGNOSIS 

Morecambe Bay Hospital Tru t ha now tarted a rapid 
quantitative HCG assay. Thi is a great benefit in the 
diagnosis of ectopic pregnancies, because modern urinary 
,oregnancy te ts are quite en itive and can reliably detect a 
pregnancy around the time of a missed period (or even a little 
before thi s), whil t transvaginal ultrasound scan will not 
how an intrauterine gestation ac until about six weeks of 

amenorrhoea have elap ed. Abdominal ultrasound scan add 
another week. If the HCG level is over 1000, a normal , 
continuing intrauterine pregnancy will be vi ible on vaginal 
ultra ound can. Therefore, failure to demon trate a clear 
intrauterine gestation ac, in association with an HCG over 
I 000 mean we know we need to carry out a laparoscopy. A 
lower level of HCG does not rule out ectopic pregnancy, nor 
tell u whether an intrauterine pregnancy will mi carry or 
proceed, but it does make it unlikely that there will be 
aufficient active trophobla ts to rupture the tube. 

In view of this, it is safe to watch the patient for 48 hours 
and then repeat the vaginal scan and quantitative HCG. 
Continuing normal pregnancy will be associated with a rapid 
rise in HCG, miscarriage with a rapid fall , and ectopic with 
ome thing in between. We hope that the introduction of this 

THE LilVIITATIONS 
OF ULTRASOUND 

Every reader who deals with the management of pregnancy, 
or of lower abdominal or pelvic pain in women of 
childbearing age is aware of the life-threatening potential of 
ectopic pregnancy. Tuba] rupture i a serious, potentially 
lethal condition which still accounts for about 15% of 
maternal mortality. Among t patients clinically uspected of 
the condition roughly 10% are proven correct. Other 
diagno es include symptomatic ovarian cysts (17%), pelvic 
inflammatory disea e (13% ), and dy functional uterine 
bleeding 8%)<'1. 

Ultrasound scanning has an important role in management 
because it is used principally to decide if an intra-uterine 
pregnancy is present or not. Adnexal masse and free fluid 
are al o sought. If one can be confident that a gestation sac is 
pre ent in the womb, then ectopic pregnancy is highly 
unlikely, though po sible. Such ' negative ' scans may also 
happen when there has been no pregnancy in the first place or 
if it is too early in pregnancy for detection to occur. 

Scan results , HCG tests and clinical observation inform the 
decision to proceed with laparoscopy or not. Except rarely, 
scanning does not show the presence or position of an extra­
uterine conceptus. Scans are not done for this purpose; they 
are done to evaluate the uterine cavity and its content . 

service will decrease the number of unnece ary 
laparo copie we do, and we will audit the results and pre ent 
them in a ubsequent journal. 

PRACTICE POINTS 

Ectopic pregnancies are notoriou for presenting in a variety 
of different ways, but the classical triad is: 

• a period of amenorrhoea 

• followed by vaginal bleeding 

• in a ociation with pelvic pain. 

Patients with previou tubal damage eg ectopic, tuba] 
surgery, terilisation, reversal of terilisation, or intrauterine 
device, are at higher ri k. 

Modern urinary pregnancy te t are very sensitive. If the 
pregnancy test i negative the likelihood of ectopic pregnancy 
i very small, and in these circum tances we would NOT rank 
ectopic pregnancy high in the differential diagno i . We 
would seek another cau e for the patient's symptoms. 
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Therein lies a problem specific to the false positive 
detection of an intra-uterine gestation sac . Other processe 
can simulate a normal pregnancy, notably a pseudogestation 
sac cau ed by proliferation of the endometrium plu some 
fluid in the cavity, which forms a decidual cast. Even with the 
best equipment, training and experience, it can be very 
diffcult to be certain up to week 5 or 6 that a genuine intra­
uterine sac is present. 

Nine per cent of women proven to have ectopic pregnancy 
have normal scans on retrospective review. Until the time 
that a foetal heart is unequivocally present in a gestation sac, 
the possibility of ectopic pregnancy remains. Five per cent of 
proven ectopics bypass all imaging and go direct to urgery!l>_ 

We always rescan in ea es of doubt, but as a recent case 
ha shown, collapse may occur at any time, including, 
naturally, the planned interval between scans. We mu t 
remain vigilant about thi condition whilst understanding the 
limitations of ultrasound. 
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