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Abstract

The most common clinical presentation of ectopic pregnancy is first-trimester vaginal bleeding
and/or abdominal pain. The vaginal bleeding associated with ectopic pregnancy is typically
preceded by amenorrhea. Here we present a case of a 35-year-old woman who had an
intrauterine contraceptive device (IUCD) for contraception and presented with typical symptoms
of ectopic pregnancy but without a missed period. This case study looks at the importance of
conducting a pregnancy test in cases that present with the above symptoms even if the history
suggests that they have had a regular period. It also highlights the diagnostic challenges faced
when consulting patients that could potentially have a life-threatening emergency via a virtual
telephone consultation. The Covid-19 pandemic has increased the clinician’s reliance on virtual
consults for routine health encounters. The clinician needs to remain vigilant and be able to
identify any red flags by taking a detailed history and whenever in doubt, call the patient in to be

seen face to face.

Key words: ectopic pregnancy, Intrauterine contraceptive device, primary health care center,
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Introduction

The possibility of ectopic pregnancy should be considered in women with an intrauterine device
who present with abdominal pain especially in connection with missed periods or if an
amenorrhoeic woman starts bleeding (Faculty of Sexual & Reproductive Healthcare (FSRH),
2019). However, in this case the patient presented with a history of regular periods and lower
abdominal pain. She also had several other chronic conditions like irritable bowel syndrome,
hashimoto thyroiditis, chronic gastritis and recurrent emergency visits with abdominal pain and
bloating which could have been considered as part of the differential diagnosis. This could have
misled the clinician resulting in missing a life-threatening diagnosis of an ectopic pregnancy

particularly as the history was taken via a virtual telephone consultation.

In this case the clinician decided to perform a pregnancy test although the patient had not missed
a period or had amenorrhea and decided to call in the patient for a face- to- face examination.
During the COVID 19 pandemic primary health care centers had resorted primarily to virtual

telephone consultations to protect both patients as well as the staff.
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This case study highlights the limitations of virtual consultations in reaching the diagnosis, the
importance of taking a detailed history over the phone as well as making a clinical decision on
when a patient should be invited for a face- to -face consultation. Furthermore, it also highlights
the importance of conducting a pregnancy test in women with irregular bleeding and pain with

an IUCD even if they have not missed a period.

Case presentation

A 35-year-old female patient had a telephone appointment booked at the primary healthcare
center with a clinician. She complained of mild intermittent lower abdominal pain, which was
dull in character and irregular light bleeding for 2 days. Her menstrual cycles were regular every
28 days. She had her regular period that month. However, she did mention that the period was
unusually heavy and lasted 9 days. After a break of 9 days with no bleeding she re-started to
have mild bleeding with lower abdominal pain and no clots. She had no other associated
symptoms. She had a copper intrauterine device for contraception, which was inserted 10 months

ago. Her last smear test done a year ago was normal.

Previously she has used the combined oral contraceptive pill for 10 years between her
pregnancies. However, this was stopped by the gynaecologist to investigate if her bloating would
improve. She was then given a 12 weekly medroxyprogesterone acetate intramuscular injection

for contraception. After which the patient chose to have the CU IUD inserted.

Her past medical history showed that she had hashimoto thyroiditis, chronic gastritis, irritable
bowel syndrome and mild anxiety for which she was being followed up regularly by the
endocrinologist, gastroenterologist, and the psychiatrist. Her records further showed that she had
several visits to the emergency departments with symptoms of bloating and abdominal pain for
which she was investigated extensively. She had a cholecystectomy 5 years ago and a

tonsillectomy 9 years ago.
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She was unemployed and lived with her husband and three children in a house. The youngest
child was 3 years old. She was pregnant 4 times with three live pregnancies and one first
trimester miscarriage. She had 2 previous Cesarean sections and one normal vaginal delivery that

were all uneventful.

Having gathered the above history via the virtual telephone consultation as well as from the
patient’s records the clinician advised her to have a urine test both for pregnancy as well as for a
lower urinary tract infection. The physician also decided to call the patient in for an examination

on the same day.

Examination

Physical examination revealed an overweight lady with a weight of 92 kg, BMI of 30.7,
temperature of 36.3, Blood pressure of 112/78, a pulse rate of 72 and generally looked well with
no pallor. Abdominal examination revealed a soft lax abdomen with slight tenderness in the left

iliac fossa. There were no masses felt or rebound tenderness.

Her urine pregnancy test was positive, and her urinalysis was normal.

With the differential diagnosis of ectopic pregnancy this patient was immediately referred to the
nearest emergency department. Subsequently she had a Beta HCG test and an Ultrasound (US)
scan performed in the emergency that confirmed a left ectopic pregnancy and the IUD was still
in situ correctly positioned. On vaginal examination she had very minimal bleeding and no
tenderness. The IUD was removed and the patient was sent home with advice to repeat her Beta
HCG in 48 hours. She was also safety netted and advised to return back if any of her symptoms

worsened.

The patient was readmitted in hospital where she was treated with methotrexate injection. She
responded well to the treatment with decreasing Beta HCG levels. She was discharged on day 13
following a negative pregnancy test and a Beta HCG level of 7.
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Investigations

Initial Beta HCG was 385.5

Repeat Beta HCG (after 48 hours) was 326.4

Hb 13.6 gm/dI

Coagulation profile - APTT 32.2 seconds, INR 1.0, PT 12 seconds

Blood group - B positive

LFT and renal functions were normal

Us scan -AV bulky uterus measures about 8.5 x 4.4 x 7.1 cm. Endometrial thickness = 9.7 mm, it
shows IUCD in situ. No intrauterine gestational sac seen at the time of the examination. Fetal
growth based on her LMP consistent with 6 weeks and 1 day. Left adnexal thick-walled tiny
cystic-like structure adjacent to the left ovary, no intra cystic fetal pole or yolk sac detected at the
time of examination, it measures about 1.0 x 0.6 cm, it shows no vascularity by Doppler,
surrounded by tiny inhomogeneous structure non-vascular, hematoma?? , The sonographic
appearance is suggestive of left ectopic pregnancy +/-small sized hematoma. Both ovaries look
unremarkable, bilateral ovarian follicles seen. Right ovary = 2.9 x 1.2 cm. Left ovary =2.9x 1.8

cm. Minimal free pelvic fluid detected.
Discussion

An ectopic pregnancy is an extra uterine pregnancy. The majority occurs in the fallopian tube
(96 percent), but other possible sites include cervical, interstitial, hysterotomy (cesarean) scar,
intramural, ovarian, or abdominal (Bouyer et al., 2002). The major cause of ectopic pregnancy is
disruption of normal tubal anatomy from factors such as infection, surgery, congenital
anomalies, or tumours. Anatomic distortion can be accompanied by functional impairment due to
damaged ciliary activity. The highest risk is associated with a history of prior ectopic pregnancy

or tubal surgery (Bouyer et al., 2003).

Clinical manifestations of ectopic pregnancy typically appear six to eight weeks after the last
normal menstrual period but may occur later, especially if the pregnancy is at an extra uterine

site other than the fallopian tube.
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Although ectopic pregnancy may be asymptomatic the most common clinical presentation is
first-trimester vaginal bleeding and/or abdominal pain (lkatout et al., 2013). Clinicians should
consider ectopic pregnancy as a diagnosis in any patient of reproductive age and present with
vaginal bleeding and/or abdominal pain particularly if amenorrhea of >4 weeks preceded the

current vaginal bleeding, and the pregnancy status is uncertain.

Women using hormonal contraception, or an intrauterine device (IUD) are at very low risk of
pregnancy, either intrauterine or ectopic. Surveillance Study (EURAS) for Intrauterine Devices
did find that the LNG-IUS was superior in terms of efficacy, although the failure rate was low
with both types of devices. This prospective cohort study in a typical population of over 61 000
users found an overall Pearl index (PI; pregnancies Per 100 woman-years) of 0.06 [95%
confidence interval (CI) 0.04-0.09)] in the LNG-1US cohort and 0.52 (95% CI 0.42-0.64) in the
Cu-1UD users (Heinemann et al., 2015). However, if they conceive, the probability of an ectopic
pregnancy is generally higher than in women not using contraception. The estimated absolute
risk of ectopic pregnancy in copper IUD users is approximately one-half the risk in women who
are not using any type of contraceptive (Sivin, 1991). Among IUD users with contraceptive
failure, the risk of ectopic pregnancy is high (1 in 2 pregnancies for the levonorgestrel 1UD and 1
in 16 pregnancies for the copper IUD, versus 1 in 50 pregnancies among non contraceptive
users) (Furlong, 2002) (Li et al., 2014). In a case-control study, the odds of ectopic pregnancy

were 16.4-fold in women with current use of an IUD (Li et al., 2015).

Once clinically suspected the diagnosis of ectopic pregnancy is based on a combination of serum
quantitative human chorionic gonadotropin levels and transvaginal ultrasound findings. The US
findings typically show no evidence of an intrauterine pregnancy and visualization of a complex
inhomogeneous extra ovarian adnexal mass with or without an empty gestational sac, or

intraperitoneal bleeding.

Early diagnosis and evaluating the patient for hemodynamic instability is very important as if the

structure in which the ectopic pregnancy is implanted ruptures it can result in life threatening
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haemorrhage. Failure to diagnose ectopic pregnancy before tubal rupture increases maternal
morbidity and mortality and limits treatment options.

The most common treatments of ectopic pregnancy are pharmacologic therapy
with methotrexate (MTX) or surgical treatment. Only a small proportion of patients are
candidates for expectant management. The overall success rate of medical treatment in properly

selected patients is nearly 90 percent (Barnhart et al., 2003).

Conclusion

Since the start of the COVID 19 pandemic primary health care centers have resorted to telephone
consultations as the primary method of communication. Face to face consultations are only
conducted for urgent and emergency cases depending on the severity and the type of complaint.
In this case the clinician initially spoke to the patient over the telephone and took a detailed
history and reviewed the patient’s notes. The clinician advised the patient to come in for a face—
to-face consultation, as it required an examination to make an accurate diagnosis. This patient
had several other chronic conditions that could have been in the list of differentials and misled

the clinician resulting in missing a potentially life-threatening diagnosis like ectopic pregnancy.

Pregnancy tests are readily available and easily performed in primary health care centers. The
test is usually done if a pregnancy is suspected in a woman who is amenorrhoeic or has missed
her period. In this case the clinician decided to perform a urine pregnancy test based on the
patient's history taken over the virtual telephone consultation. The positive pregnancy test
together with the examination findings helped the clinician to suspect an ectopic pregnancy and

refer the patient promptly.

The learning points from this case is that the possibility of ectopic pregnancy should be
considered and a pregnancy test must be done in women with an intrauterine method who
present with irregular bleeding and/or abdominal pain irrespective of the last menstrual period.

Furthermore, 1UD users should be counselled about symptoms of ectopic pregnancy at the time
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of insertion. If a pregnancy test is positive, an ultrasound scan is urgently required to locate the

pregnancy.

It also highlights the barrier of virtual telephone consultations and its limitations in reaching a
diagnosis. It also emphasizes the importance of taking a detailed history, reviewing the patient's
existing notes, and more importantly making that all important clinical decision as to when the
patient should be invited for a face- to- face consultation. It also indicates the need for
educational resources and guidelines for physicians conducting virtual consultations to ensure
safe management of patients. As much as we are trying to protect our patients and staff from the
COVID 19 pandemic it is equally or even more important to ensure that they are diagnosed and

managed appropriately and in a timely manner.
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