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Tubal abortion case series: Important clinical findings 
found on diagnostic laparoscopy may preserve tubal  

function and future fertility

Alexander Sabre, Manonmani Arul

ABSTRACT

Introduction: Tubal abortion is characterized by the 
extrusion of an ectopic pregnancy initially implanted in 
the fallopian tube through the fimbriated ostium into 
the peritoneal cavity. It may present as either complete 
or incomplete expulsion, may lead to severe bleeding, 
or present with less acute findings which nevertheless 
requires surgical evaluation. Recognition of a complete 
tubal abortion through surgical evaluation may be 
challenging but is essential because it allows conservative 
management which allow preservation of tubal function 
and fertility without disrupting tubal anatomy or function.

Case Series: We present a case series of surgical 
evaluation and management of tubal abortion, with the 
first case which demonstrated complete tubal abortion 
and subsequent implantation into the omentum 
which required surgical dissection. The second case 
demonstrates acute complete tubal abortion in an 
asymptomatic patient, who underwent diagnostic 
laparoscopy revealing the subsequent pathology.

Conclusion: This case series highlights other findings 
in literature, that conservative surgical management 
entailing evacuation of products of conception and 
blood clots to prevent chronic pain and further adhesion 
formation is sufficient management of complete tubal 
abortion. This approach ensures preservation of tubal 
anatomy and allows patients an opportunity for future 
fertility.

Alexander Sabre1, MD, Manonmani Arul2, MD
Affiliations: 1Ob/Gyn Faculty, Honor Health System, 19829 N 
27th Ave, Phoenix, AZ 85027, USA; 2Ob/Gyn Faculty, Lincoln 
Hospital and Mental Health Center, 249 E 149th St., Bronx, 
NY 10451, USA.
Corresponding Author: Alexander Sabre M.D., Honor Health 
System, 19829 N 27th Ave, Phoenix, AZ 85027, USA; Email: 
alexandermsabre@gmail.com

Received: 27 November 2021
Accepted: 08 February 2022
Published: 22 February 2022

Keywords: Case series, Ectopic pregnancy, Tubal abor-
tion

How to cite this article

Sabre A, Arul M. Tubal abortion case 
series: Important clinical findings found on 
diagnostic laparoscopy may preserve tubal  
function and future fertility. J Case Rep Images Obstet 
Gynecol 2022;8:100110Z08AS2022.

Article ID: 100110Z08AS2022

*********

doi: 10.5348/100110Z08AS2022CR

INTRODUCTION

The incidence of ectopic pregnancy is approximately 
20 in 1000 pregnancies [1]. The most common location 
for an ectopic pregnancy is in the fallopian tubes (95%) 
specifically in the ampullary portion, but other less 
common areas are ovarian, abdominal, cervical, and 
cesarean scar locations [2].

Tubal abortion is important to recognize because 
it may be appropriately managed with conservative 
intraoperative techniques. Surgical interventions for 
tubal gestations consist of either salpingectomy or 
salpingostomy, these techniques either disrupt the 
structure and function of the fallopian tube, or form 
adhesions further disrupting the architecture of the pelvic 
organs. Because of the concern about future fertility, in 
the appropriate patient with tubal abortion and intact 
adnexal structures, conservative management is the 
mainstay of treatment [3].

We present a case series of two encounters of complete 
tubal abortion diagnosed by laparoscopic findings, 
histological evidence, and that both were managed 
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in conservative surgical manner that preserved tubal 
anatomy.

CASE SERIES

Case 1

A 25-year-old gravida 1, para 0 at 5 weeks+0 day 
by last menstrual period (LMP) initially presented 
to emergency room with worsening lower abdominal 
pain for two days. No significant past medical history. 
Physical exam revealed guarding and generalized 
abdominal pain and rebound. At that time, patient vitals 
were unremarkable, Temperature: 98°F, blood pressure 
(BP): 106/67 mmHg, pulse rate: 88 bpm, respiratory 
rate (RR): 18 breaths per minute, SpO2: 100% on room 
air (RA). Laboratory evaluation revealed the patient 
had a positive β-hCG 1444 mIU/mL and hemoglobin/
hematocrit of 12.0 g/dL/38.0%. Pelvic ultrasound (US) 
revealed no intrauterine pregnancy and thick walled right 
adnexal ring measuring 2.6 cm with low level internal 
echos, and moderate amount of complex pelvic fluid 
(Figures 1 and 2). The patient was taken to operating 
room which revealed extensive hemoperitoneum of 800 
mL of blood and clots, normal uterus and intact bilateral 
fallopian tubes, and a 2 cm vascular cystic gestational 
sac-like structure which was attached to omentum and 
to fimbria of right fallopian tube, that was mixed with 
clots (Figure 3). Intraoperative general surgery consult 
was called due to proximity to bowel, it was noted that 
the gestational sac and omentum were free of bowel, a 
transection and wedge resection was performed on the 
affected area. The specimen was sent for pathological 
evaluation revealing the presence of focal trophoblasts 
and chorionic villi (Figure 4). The patient serum hCG 
was followed outpatient till negative.

Case 2

A 19-year-old gravida 1, para 0 at 4 weeks 0 days by 
LMP (although exact dating was difficult to ascertain 
due to recent use of oral contraceptive pills and spotting 
episodes), presented to emergency department with vaginal 
bleeding and severe abdominal pain which occurred less 
than twelve hours prior. The pain has been constant but 
less severe upon presentation in ER. Past GYN history was 
significant for three sexual partners, one which was sexual 
assault three months prior which the patient did not 
seek medical evaluation for, and was also significant for 
tobacco smoking. Patient vital signs were within normal 
range: Temp: 98°F, BP 138/82 mmHg, pulse rate: 86 bpm, 
RR: 18 breaths per minute, SpO2: 100% on RA. Abdominal 
exam was essentially benign, pain was only elicited on 
pelvic exam on palpation of pouch of Douglas.

Labs revealed hCG of: 436 mIU/mL, hemoglobin/
hematocrit of 13.0 g/dL/39.3% and US revealed no 
gestational sac, moderate free fluid in pelvis, and a 

nonvascular 4.7×0.9×3.2 cm structure in left adnexa 
(Figure 5). Concern was for ruptured ectopic pregnancy and 
patient brought to OR underwent diagnostic laparoscopy 
with findings of extensive adhesions consistent with Fitz-
Hugh-Curtis syndrome, normal uterus bilateral ovaries 
and right fallopian tube, extensive hemoperitoneum 
of 350 mL, mildly dilated but intact left fallopian tube, 
and behind the left ovary adhered to the fimbria and the 
pelvic side wall in the pouch of Douglas was a blood clot 
and what appeared to be products of conception (Figures 
6 and 7). This was evacuated and sent for pathological 
evaluation, which revealed chorionic villi confirming 
ectopic pregnancy from the specimen obtained. Patient 
was followed up in clinic 10 days later with serum hCG 
negative.

Figure 1: Sagittal transvaginal US demonstrating thick walled 
right adnexal ring measuring 2.6 cm with low level internal echos 
and some vascularity.

Figure 2: Sagittal transvaginal US of uterus revealing no 
intrauterine pregnancy (IUP) and free fluid seen in pouch of 
Douglas.
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DISCUSSION

The classical symptom associated with tubal pregnancy 
is lower abdominal pain due to tubal distention, associated 
with tubal contractions and thus colicky pain. If the process 
continues the gestational products may be expressed into 
the peritoneal cavity, resulting in tubal abortion. Sherman 
et al. have noted that patients typically present with severe 
pain and acute signs of peritoneal irritation being noted on 
physical examination [3].

The progression of tubal ectopic pregnancy may 
include rupture of the fallopian tube causing massive 
hemoperitoneum, or may result in tubal contractions 
resulting in spontaneous expulsion from the abdominal 
ostium, embryonic demise and involution of the conceptus 
[4]. Rarely, the expulsion of the embryo may secondarily 
implant within the peritoneal cavity. This is different from 
primary abdominal pregnancy, which do not demonstrate 
Studdiford’s criteria of normal ovaries and fallopian tubes, 
no evidence of uteroperitoneal fistula, pregnancy primary 
location in the serosal peritoneal surface, and no evidence 
of secondary implantation following initial primary tubal 
expulsion [5]. In case #1, because of the presence of fibrin 
and blood clots from the right fallopian tube surrounding 
the gestational sac imbedded in omentum, this confirms 
a complete tubal abortion with subsequent peritoneal 
implantation.

There is no characteristic pain in ectopic pregnancy, but 
certain features such as peritoneal irritation and guarding 
are indicative of intraperitoneal process. On physical exam, 
cervical motion tenderness and palpable adnexal mass are 
frequently present [6]. This was present in case #2, as the 
patient did not present with peritoneal signs elicited on 
abdominal examination, but on bimanual examination 
of posterior cul de sac, pain was elicited. Because of the 
nature of peritoneal irritation, tubal abortion can mimic 
other causes of abdominal pain. Aryal et al. presented a 
case of suspected acute appendicitis, with initial negative 
urine pregnancy test, that upon laparoscopic intervention 
reveal a tubal abortion located in right iliac fossa [7].

Figure 3: Laparoscopic evaluation revealed a 2 cm vascular 
gestational sac-like structure attached to omentum that also 
had adherent clots over cyst and omentum. Lifting up the uterus 
revealed the large amount of hemoperitoneum.

Figure 4: Reveals the mental wedge resection sent for pathological 
evaluation compromising the cystic structure.

Figure 5: Sagittal transvaginal ultrasound (US) reveals moderate 
free fluid in pelvis, and a nonvascular 4.7×0.9×3.2 cm structure 
in left adnexa between ovary.

Figure 6: Diagnostic laparoscopy revealed violin-sand-like 
adhesions to the appendix and sigmoid colon, normal uterus 
bilateral ovaries and right fallopian tube, hemoperitoneum, and 
mildly dilated but intact left fallopian tube.

Figure 7: Once the left ovary was moved out of position, it was 
revealed the products of conception mixed with blood clots, 
which was adhered to the fimbria of the left fallopian tube and 
the pelvic side wall in the pouch of Douglas.
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Diagnosis is critical for both management and patient 
counseling. Ectopic pregnancy is also an important 
cause of morbidity and a high percentage of the affected 
patients may become infertile [8]. A complete tubal 
abortion is an important diagnostic consideration, 
allowing for conservative management performed during 
laparoscopy. This may preserve tubal function and future 
fertility, while also avoiding the use of the chemotherapy 
agent, methotrexate.

Suspected cases of ectopic pregnancies that do not 
meet criteria for medical management with methotrexate 
require surgical exploration [9]. Tubal abortion can 
only be confirmed with direct visualization of products 
of conception outside of the fallopian tube, allow for 
conservative manipulation of the pelvic organs to 
decreased disruption of structure and function, and 
thus remains an important differential diagnosis made 
by gynecologists in the surgical approach to ectopic 
pregnancy.

CONCLUSION

This case series highlights other findings in literature, 
that conservative surgical management entailing 
evacuation of products of conception and blood clots to 
prevent chronic pain and further adhesion formation is 
sufficient management of complete tubal abortion. This 
approach ensures preservation of tubal anatomy and 
allows patients an opportunity for future fertility.
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