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(regardless of whether or not the patient
is known to be pregnant) in all women of
reproductive age who present in a state
of shock and/or collapse with no
obvious cause, or who present with
acute abdominal or pelvic pain or
gastrointestinal symptoms.16
A pregnancy test can potentially save a
life and should be a priority, even using 
a catheter if this is needed to obtain 
a urine sample.16

Women who do not know they are
pregnant and mistake vaginal bleeding
due to ectopic pregnancy as menstruation
are at particular risk, as often, they have
an underlying ectopic pregnancy and
present late. Consequently, if a woman
reports a last menstrual period 2-3 weeks
before a positive pregnancy test with
continued light vaginal bleeding, urgent
referral to an early pregnancy
assessment unit (EPU) or out of hours
services should be considered. 

The other group that can result in a
misdiagnosis is women with heavy
vaginal bleeding who are thought to
have had a miscarriage and are passing
what is thought to be ‘pregnancy tissue’
but may in fact be a clot or decidual cast.
These women need to be appropriately
followed up with a urine pregnancy test
(UPT) or ultrasound, as it is estimated
that 5-7% of women who give a history
suggestive of miscarriage, actually
have an underlying ectopic pregnancy.17

Assessment
In primary care, a full history should be
taken and physical examination carried
out to decide the urgency of referral and
also to rule out other causes. This should
include pulse and blood pressure,
abdominal and pelvic examination.

On abdominal examination, patients
may have generalised or localised
tenderness, guarding or rebound. Pelvic

examination may be normal but adnexal
tenderness or cervical excitation is a
cause for concern and may represent
peritoneal irritation by blood. However,
women with ectopic pregnancy may
have no abnormal findings. 

In the EPU setting, a transvaginal
ultrasound is the first-line investigation.
A prospective study on women
attending an EPU with a positive UPT,
found that in 74% of women with a tubal
ectopic pregnancy, the diagnosis was
made on the initial scan.18

However, imaging is dependent on
the skills of the operator and patient
factors such as body mass index, uterine
fibroids, adnexal pathology or ovarian
hyperstimulation. As a result, in more
challenging cases the ectopic
pregnancy may not be visualised on 
a scan. 

When a scan fails to identify the site 
of the pregnancy in a woman with a
positive UPT, a provisional diagnosis of 
‘pregnancy of unknown location (PUL)’
is made. This may occur because: the
scan has been performed before it is
possible to see a pregnancy (i.e. too
early) or after the pregnancy tissue has
been passed during a miscarriage; or the
scan has failed to detect an ectopic
pregnancy. In cases of PUL, a serum
beta-hCG test (and progesterone in
some units) is done and the results are
interpreted taking the clinical picture
into account. 

REFERRAL
Any patient who is haemodynamically
unstable with signs of shock such as
pallor, tachycardia or hypotension or in
whom there is significant concern about
degree of pain or bleeding should be
transferred immediately to the nearest
emergency department, alerting the out
of hours gynaecology team as urgent

surgical intervention may be indicated. 
If the patient in whom an ectopic

pregnancy is suspected is stable, the
urgency of referral is dependent on the
clinical situation. When and where the
patient is referred will depend on EPU
service availability and referral should
usually be initiated the same day. While
patients are waiting for an appointment
or scan they should be advised that if
they have worsening pain or develop
dizziness, shoulder tip pain or any
gastrointestinal symptoms, they should
go to accident and emergency
immediately. 

Each hospital will have its own referral
policies. The NICE recommendations on
referral are shown in box 1, left.

MANAGEMENT 
Ectopic pregnancy can be managed
with surgical, medical or expectant
management. 

Immediate surgical treatment is
advised for women in whom an ectopic
pregnancy is suspected with any
evidence of significant haemoperitoneum
(bleeding in the abdominal cavity)
and/or collapse. 

Patients who are haemodynamically
stable, can also have other treatment
modality options depending on the site
of the ectopic pregnancy, the
symptoms, the presence of blood in the
abdominal cavity and the serum hCG
value (see figure 1, opposite). 

Surgery
NICE recommends surgical
management for tubal ectopic
pregnancy in the following cases:5
•Significant pain
•A live ectopic 
•An adnexal mass  ≥35 mm 
•hCG ≥5,000 IU/L 
•Failed medical or expectant
management
•The patient is unable to return for
follow-up

Surgery should be performed
laparoscopically. However, laparotomy
can be performed in exceptional cases
of acute collapse. A salpingectomy is
recommended if the contralateral tube
appears normal, and a salpingotomy is
considered if the contralateral tube
appears abnormal. A randomised
controlled trial comparing the two
surgical options reported fertility rates to
be the same for both, and that women
treated by salpingectomy had a lower
ectopic recurrence rate.19 It is currently
the preferred option in women whose
tubes appear normal.

Women who undergo salpingotomy
also have a risk of residual trophoblastic

Box 1

NICE recommendations for referral5

• Immediate referral to the EPU (or if not available, out of hours gynaecology
services) for women who have a positive pregnancy test and are found on
examination to have pain and abdominal tenderness, or pelvic tenderness, or
cervical motion tenderness 

•Referral to the EPU (or if not available, out of hours gynaecology services) for
women with bleeding or other symptoms and signs of early pregnancy
complications who have pain, or a gestation ≥6 weeks, or a pregnancy of uncertain
gestation. The urgency of this referral will depend on the clinical situation

•Referral to the EPU (or if not available, out of hours gynaecology services) for women
who return with worsening symptoms and signs that could suggest an ectopic
pregnancy (immediately or within 24 hours depending on the clinical situation)

•Women who have had a previous ectopic pregnancy should be seen in the EPU
at 5-6 weeks’ gestation to exclude recurrence. They should be able to self-refer 


