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An Uncommon Instance of Tubal Pregnancy With a Vital 
Fetus at the Thirteenth Week of Gestation
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Abstract

Ectopic pregnancy, characterized by the aberrant implantation of 
blastocysts outside the uterine endometrial lining, typically occurs 
within the fallopian tube. Clinical presentation of tubal pregnancy 
ranges from asymptomatic cases to a spectrum of symptoms, includ-
ing amenorrhea, pelvic pain, vaginal bleeding, and, critically, hemor-
rhagic shock resulting from tubal rupture. Utilizing serum beta-human 
chorionic gonadotropin levels and ultrasound examinations is pivotal 
in confirming the diagnosis. Diagnosing tubal pregnancy during the 
first trimester is feasible and crucial to prevent rupture, yet reports 
of fatal cases persist due to delays in diagnosis or misdiagnosis. This 
paper presents a unique case of an advanced tubal pregnancy at 13 
weeks of gestation, featuring a viable fetus. This case underscores the 
importance of timely and accurate diagnosis to avoid life-threatening 
complications. It highlights the critical need for heightened medical 
vigilance and continuous education among healthcare professionals 
in managing ectopic pregnancies effectively.
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Introduction

Ectopic pregnancy, characterized by the abnormal implanta-
tion of blastocysts outside the uterine endometrial lining, repre-
sents a potentially life-threatening condition with a prevalence 
of 1-2% in all pregnancies [1]. Predominantly, 96% of these 
cases manifest as tubal pregnancies, where the ectopic preg-
nancy develops within the fallopian tubes [2]. Comparatively, 
the ovaries, abdominal cavity, and cervix uteri are exceedingly 

rare sites for pathologic implantation [3]. Tubal pregnancies 
typically become symptomatic during the first trimester of 
pregnancy due to the stretching and erosion of the fallopian 
tube walls as a result of blastocyst development. Clinically, 
the condition is characterized by the classic triad of manifesta-
tions - amenorrhea, low abdominal pain, and vaginal bleeding.

Moreover, diagnosis is refined through evaluating serum 
beta-human chorionic gonadotropin (hCG) levels and using 
ultrasound examinations. Timely detection and management, 
ideally within the sixth to ninth week of gestation, are pivotal 
for preventing tubal rupture [4]. The longer the condition re-
mains undiagnosed and untreated, the greater the risk of tubal 
rupture, leading to internal bleeding and shock [5]. The timing 
of rupture varies among individual cases. However, it gener-
ally occurs around 7.2 gestational weeks, with a variance of ± 
2.2 weeks, representing a severe hazard to the patient’s health 
and life [6].

The case under consideration pertains to an exceedingly 
rare occurrence of a tubal pregnancy that remained untreated 
and unruptured until the 13th week of gestation, housing a vital 
fetus and thereby placing the patient in a state of extreme risk.

Case Report

Investigations

A 36-year-old patient, gravida 5, para 4, presented herself at 
the Obstetrics and Gynecology Clinic, complaining of lower 
abdominal pain and vaginal bleeding. At the time, she was in 
her 13th week of pregnancy, and her last gynecological exami-
nation, conducted 2 months earlier, had confirmed a 5-week 
intrauterine pregnancy. In response to inquiries about her ir-
regular check-ups, the patient expressed her belief that her 
pregnancy was progressing normally, and she considered addi-
tional appointments unnecessary. Upon physical examination, 
the patient displayed stable vital signs, including a blood pres-
sure of 100/70 mm Hg and a pulse rate of 80 beats per minute. 
Palpation revealed a firm and sensitive lower abdomen. Gy-
necological examination revealed a uterus smaller than an-
ticipated for the given gestational age, a sensitive uterus with 
pain originating from the left adnexa, a closed cervical ostium 
sensitive to manipulation, and slight uterine bleeding. Initial 
laboratory results indicated a hemoglobin level of 10.5 g/dL 
(normal range 12 - 16 g/dL) and a hematocrit level of 31% 
(normal range 36-48%).
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Diagnosis

Subsequent pelvic ultrasound revealed an empty uterine cavity 
with an endometrial thickness of 9 mm. Remarkably, to the 
left and outside of the uterus, a live fetus with biometric data 
reflecting a crown-rump length (CRL) of 64 mm, biparietal 
diameter (BPD) of 21 mm, and femur length (FL) of 10 mm, 
corresponding to the 13th week of gestation, was observed 
(Fig. 1a-c). The fetal cardiac activity was recorded, as shown 
in Figure 1a, with a yellow arrow.

Nonetheless, the presence of a substantial volume of am-
niotic fluid and the observation of free fetal movements led to 
a sonographic interpretation suggestive of an intact abdominal 
ectopic pregnancy. A minimal amount of free fluid was noted 
in Douglas’s pouch, while Morrison’s pouch was free of fluid. 
While preparing the patient for a magnetic resonance imaging 
(MRI) scan to ascertain the precise localization of the fetus, a 
rapid deterioration in her overall health became evident, char-
acterized by progressive hypotension. In response to this criti-
cal development, an immediate decision was made to proceed 
with an exploratory laparotomy. This course of action neces-
sitated the ordering of three units of whole blood for intraop-

erative resuscitation, with the patient granting written consent 
before being expedited into the operating room.

Treatment

A substantial volume of blood within the peritoneal cavity was 
observed during the surgical intervention, as shown in Figure 2.

After removing 900 mL of blood, the pelvic organs be-
came distinctly discernible. Notably, the uterus, ovaries, and 
the right fallopian tube exhibited a normal appearance. Con-
versely, the left fallopian tube displayed a considerable en-
largement similar in size to that of the uterus. It was associated 
with a moderate hemorrhage, as visually presented in Figure 3.

Promptly, it became evident that the 13-week ectopic 
pregnancy was confined within the left fallopian tube, neces-
sitating a salpingectomy procedure, during which the patient 
received intraoperative transfusion support. Upon resection of 
the affected fallopian tube, an exploratory longitudinal inci-
sion was executed, revealing the presence of a 13-week-old 
fetus, placenta, and intact chorioamniotic membranes (Fig. 4).

Follow-up and outcomes

Postoperatively, the patient’s recovery progressed without 

Figure 1. (a) Transvaginal sonographic view of tubal pregnancy depicting an empty uterus (red arrow) with a viable ectopic 
pregnancy (yellow arrow). (b) Yellow arrowhead points reflecting the crown rump length of the fetus. (c) Yellow arrow points 
representing the femur length corresponding to a fetus at the 13th week of gestation.

Figure 2. Intraoperative finding of hemoperitoneum resulting from 
hemorrhage in the context of an ectopic tubal pregnancy.

Figure 3. Enlarged left fallopian tube resulting from ectopic pregnancy, 
with the uterus displaying typical morphology.
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noteworthy incidents, leading to her discharge on the fourth 
day following the surgical procedure.

Discussion

Ectopic pregnancy is an important cause of obstetric morbidity 
and mortality in the first trimester, while cases of tubal preg-
nancy with a live fetus progressing into the second trimester, 
such as the one presented in this case, are rare and typically 
due to misdiagnosis or poor antenatal care.

An ectopic pregnancy is defined as any gestation implant-
ing outside the uterine cavity, occurring in approximately 2% 
of all pregnancies. This condition adversely affects women’s 
reproductive health by decreasing fertility and increasing the 
risk of subsequent ectopic pregnancies. It is responsible for 
around 5-10% of deaths related to pregnancy [7, 8]. The vast 
majority of cases, approximately 96%, of ectopic pregnancies 
are primarily located in the uterine tubes, commonly referred 
to as tubal pregnancies. Other rare locations include the ova-
ries and abdominal cavity, often resulting from the extrusion of 
the ovum from the uterine tube. Lastly, constituting only 1% of 
ectopic pregnancies are intramural pregnancies and cesarean 
scar pregnancies [9]. Regardless of the location, ectopic preg-
nancy represents a life-threatening condition.

Various risk factors contribute to ectopic pregnancies, 
including pelvic inflammatory disease related to infections 
such as Chlamydia trachomatis, Neisseria gonorrhoeae, and 
Mycoplasma genitalium, previous ectopic pregnancies, tubal 
surgeries, advanced maternal age, smoking, multiparity, prior 
abortions, and assisted reproductive technologies [10, 11]. In 
our case, the associated risk factors were multiparity and ad-
vanced maternal age.

Clinical manifestations of tubal pregnancy span a spec-
trum, from asymptomatic presentations to a range of symp-
toms, including amenorrhea, pelvic pain, and vaginal bleed-
ing. Untreated, it may culminate in the rupture of the fallopian 
tube, instigating internal bleeding and hemorrhagic shock. Tu-
bal pregnancy has always been considered a complication of 
the first trimester of pregnancy, with a life-threatening rupture 

that often occurs around the seventh week of pregnancy [6].
Timely diagnosis and intervention in the early stages of the 

first trimester are crucial to prevent fallopian tube rupture and 
its complications. Diagnosis involves a combination of clinical 
symptoms, beta-hCG levels, and ultrasound imaging. Clinical 
signs of unruptured tubal pregnancies include lower abdomi-
nal pain and vaginal bleeding. These nonspecific symptoms 
may mimic appendicitis, ovarian cysts, or urolithiasis [12]. To 
avoid diagnostic delays, women of reproductive age with such 
symptoms should be considered as potential cases of ectopic 
pregnancy. They should undergo a pelvic ultrasound and beta-
hCG levels assessment.

HCG level is a vital marker for diagnosing and monitor-
ing early pregnancy. HCG levels above 1,500 - 2,000 mIU/
mL, along with the absence of intrauterine pregnancy on ul-
trasound, strongly indicate ectopic pregnancy [13]. Assessing 
the increase of hCG level every 48 h provides insight into the 
development of the pregnancy. Pregnancies with an hCG level 
increase of less than 35% are likely to be ectopic pregnancies 
[14].

Ultrasound, particularly transvaginal sonography, is the 
imaging diagnostic modality of choice for ectopic pregnancies 
due to its availability, efficiency, accuracy, and non-invasive 
nature. Transvaginal sonography has shown high sensitivity 
(92.3%), specificity (75%), positive predictive value (96%), 
and accuracy (90%) in diagnosing suspected ectopic pregnan-
cies, surpassing transabdominal sonography [15]. In devel-
oped countries, the availability of high-resolution ultrasound 
has enabled the detection of more than 80% of ectopic preg-
nancies before rupture, and more than 50% are diagnosed in 
asymptomatic women [16]. Diagnosis of ectopic pregnancy 
before rupture is of high importance because it enables either 
pharmacological or laparoscopic surgery, which is considered 
to be the gold standard and the most cost-effective surgical 
approach [17, 18].

In developing countries, the situation is quite different. 
Substandard antenatal care, low availability of high-resolution 
devices, and non-continuous training lower the possibility of a 
pre-rupture diagnosis.

Above the quality of the available tools, the determining 
factor in the diagnosing of an ectopic pregnancy is the clini-
cian’s ability to recognize the sonographic features. Low ab-
dominal pain and positive beta-hCG can be good indicators of 
ectopic pregnancy and are easy for a physician to recognize; 
however, to confirm it, a pelvic ultrasound is essential. Physi-
cians must start by confirming the absence of an intrauterine 
pregnancy and then continue the sonographic examination to 
identify the characteristic features of an ectopic pregnancy. 
Notably significant are the formation of a pseudo-gestational 
sac and the presence of the “ring of fire”, both manifesting 
before rupture.

Approximately 20% of tubal pregnancies exhibit the for-
mation of a pseudo-gestational sac, typically visible around 
the fifth week of pregnancy [19]. This pseudo-gestational 
sac comprises a small fluid collection within the uterus and, 
without adequate familiarity with its characteristics, may be 
misconstrued as a genuine gestational sac, potentially leading 
to misdiagnosis. Such a scenario was encountered in our case 
where, in a checkup in the fifth week of gestation, the pseudo-

Figure 4. Macroscopic examination of a 13-week fetus, placenta, and 
chorioamniotic membranes within the resected fallopian tube.
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gestational sack was misinterpreted as being an intrauterine 
pregnancy. To avoid this misinterpretation, the visualization of 
an empty sac within the uterus cannot confirm an intrauterine 
pregnancy. Instead, confirmation should involve the visualiza-
tion of embryonic landmarks like the yolk sac or fetal pole 
within the sac. In cases where these landmarks are absent, a 
follow-up appointment within a week is crucial to distinguish 
between a true gestational sac and a pseudo-gestational sac 
[20].

In approximately 71-90% of tubal ectopic pregnancies, a 
hyperechoic ring, commonly referred to as the “ring of fire”, 
encircles the central anechoic sac. Within this sac, structures 
such as the yolk sac, embryo, and even cardiac activity can 
frequently be discerned [21].

In cases in which tubal rupture occurs, typically around 
the 7.2 ± 2 weeks of gestation, diagnosis can be achieved by 
recognizing the clinical manifestation of hemorrhagic shock, 
positive beta-hCG, and ultrasonographic imaging of the peri-
toneal cavity displaying free fluid containing debris [22]. If 
these signs are recognized, a patient must undergo surgical in-
tervention immediately to halt the internal bleeding and save 
the patient’s life.

Cases in which tubal pregnancies progress into the second 
trimester without rupture are very uncommon in literature. The 
case we are presenting is of a 13-week tubal pregnancy, which 
furthermore had a viable fetus, making it exceptionally rare. 
Archival research showed that a similar case in the past decade 
has yet to be presented in our tertiary institution, which han-
dles over 10,000 births annually.

Ectopic pregnancies remain one of the leading causes of 
maternal death related to pregnancy, representing 5-10% of 
cases. Our case and others reported by authors all around the 
world show that ectopic pregnancies, even to this day, are al-
lowed to progress undiagnosed or, worse, misdiagnosed, put-
ting patients’ lives at risk [23-25].

Conclusion

However uncommon, tubal pregnancies progressing into the 
second trimester continue to be reported to this day, showing 
that delay or misdiagnosis of ectopic pregnancies is a persis-
tent issue. Ultrasound examination is the ideal tool for recog-
nizing ectopic pregnancies.

However, a physician should be familiar with its features, 
and continuous checkups must be performed for an early di-
agnosis. This allows for pharmacological treatment or laparo-
scopic surgery and decreases the chances of a tubal rupture. In 
cases where diagnosis is delayed until the second trimester, the 
patient’s life is at serious risk, and surgical intervention is the 
only method available and should be performed immediately.

Learning points

Second-trimester tubal pregnancy is a rare but life-threatening 
condition. Patients usually present with low abdominal pain 
and vaginal bleeding. Sonographic imaging of the fetus can 
often be deceiving and give the impression of an abdominal 

pregnancy. Once diagnosed, surgical intervention is necessary 
and must be undertaken immediately.

Persistent reports of second-trimester tubal pregnancy em-
phasize the need for improved antenatal care, medical vigi-
lance, knowledge dissemination, and ongoing medical train-
ing to enhance healthcare professionals’ diagnostic abilities in 
managing ectopic pregnancies effectively.
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