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Before We Get Started
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This webinar will be recorded 

If you need help during the call, please private chat an ACOG staff member 

Submit your questions throughout this session using the Q&A box

Any questions following this webinar can be sent to obgynsafety@acog.org



Who are we?
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A Partner in Quality and Patient Safety
Combining ACOG’s trusted expertise with real-world services to help hospitals and health systems deliver 
safer, more equitable care.

• Safety event review

• Plan to support review of patient safety work

• Tailored support for frontline teams

• Designed for measurable impact

Let’s improve ob-gyn care–together. 
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Upcoming Sessions!  
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Session 4 (CE/CME)

Beyond Diagnosis: 
Respectful and Equitable 
Care in the Management 

of Ectopic Pregnancy

September 10th, 2026
3:00-4:00pm ET



ACCREDITATION INFORMATION

ACCME Accreditation

The American College of Obstetricians and Gynecologists is accredited by the 
Accreditation Council for Continuing Medical Education (ACCME) to provide 
continuing medical education for physicians.

AMA PRA Category 1 Credit(s)  

The American College of Obstetricians and Gynecologists designates this live 
activity for a maximum of 1 AMA PRA Category 1 Credits  Physicians 
should claim only the credit commensurate with the extent of their participation 
in the activity.

College Cognate Credit(s)

The American College of Obstetricians and Gynecologists designates this 
enduring activity for a maximum of 1 Category 1 College Cognate Credits. 
The College has a reciprocity agreement with the AMA that allows AMA PRA 
Category 1 Credits  to be equivalent to College Cognate Credits.
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Continuing Medical Education
We are excited to offer CME credit to 
attendees of this live session 

To receive your certificate: 

1. Complete the evaluation following 
this activity

2. You need to create an ACOG 
account to complete the survey



ACCREDITATION INFORMATION

This activity is approved by the Continuing Education Approval 
Program of the National Association of Nurse Practitioners in 
Women’s Health for 1 continuing education contact hour, including 0 
hours of pharmacology content. NPWH Activity number 26-21. 

The Continuing Education Approval Program of the National 
Association of Nurse Practitioners in Women’s Health, is accredited 
as a provider of continuing by the California State Board of Nursing, 
Provider Number CEP 13411
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Continuing Education Contact Hours 

We are excited to offer continuing education (CE) 
Contact Hours to attendees of this live session. 

To receive your certificate: 

1. Attend at least 60 minutes of the live activity

2. Complete the post-webinar evaluation linked in 
the follow-up email

Certificates will be sent via email in 2 weeks



Conflict of Interest
This activity has not received any commercial 
support.

• The faculty of this presentation and members 
of the planning committee have no financial 
relationships with any ineligible companies 

Disclosure Policy

The faculty, committee members, and staff who are in position to 
control the content of this activity are required to disclose to ACOG 
and to learners any financial relationship(s) of the individual that have 
occurred within the last 24 months with any ineligible entities whose 
products are related to the continuing education content. Financial 
relationships are defined by remuneration in any amount from the 
ineligible entities in the form of grants; research support; consulting 
fees; salary; ownership interest (e.g., stocks, stock options, or 
ownership interest excluding diversified mutual funds); honoraria or 
other payments for participation in speakers’ bureaus, advisory 
boards, or boards of directors; or other financial benefits. The intent of 
this disclosure is not to prevent planners with relevant financial 
relationships from planning or delivering content, but rather to provide 
learners with information that allows them to make their own 
judgments of whether these financial relationships may have 
influenced the educational activity with regard to exposition or 
conclusion. ACOG has reviewed all disclosures and resolved or 
managed all identified conflicts of interest, as applicable. 
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Ectopic Pregnancy Presentation and Management

DATE: September 3, 2026 PRESENTED BY: Jessica Reid MD, MCR Associate Professor of OBGYN, OHSU



Disclosures
• None



Objectives
By the end of this webinar, participants will be able to: 
 1. Recognize range of ectopic pregnancy presentations. 
 2. Understand diagnostic considerations based on pregnancy location 

and size. 
 3. Apply general principles to differentiate which patients require 

emergent surgical care and which are appropriate for outpatient or 
non-surgical management. 

 4. Describe broad treatment approaches used in different clinical 
contexts for different types of ectopic pregnancy. 

 5. Discuss factors that support safe and effective decision-making 
throughout the care pathway.



Ectopic Pregnancy
• Potentially life-threatening 

• Most occur in fallopian tubes

• Non-tubal locations are less common, but higher risk​

• Early recognition improves outcomes and expands treatment 
options​



Williams Obstetrics, 24th Edition

Ectopic Pregnancies



Location of implantation Incidence* Risk Factors**

Cesarean scar ectopic Hysterotomy scar
Myomectomy scar (intramural ectopic)

~1/1,800-2,600 
pregnancies

Prior cesarean
Prior myomectomy

Cervical ectopic Endocervical canal (ECC) ~1/2,500 – 18,000 
pregnancies

ART/IVF
Prior uterine or cervical procedures
Anatomic abnormalities
DES exposure
IUD in situ

Interstitial ectopic Interstitial portion of fallopian tube Limited data 
available Same as tubal ectopic

Cornual ectopic
One horn of a bicornuate uterus
Rudimentary horn of a unicornuate uterus
One side of a septate uterus

Limited data 
available Mullerian anomaly

Ovarian ectopic Ovarian stroma Limited data 
available Same at tubal ectopic

Abdominal ectopic

Peritoneal cavity

Primary implantation vs. Secondary from 
aborted tubal or other primary ectopic 
pregnancy

1/10,000 births Same as tubal ectopic

Nontubal Ectopic Pregnancy Sites, Risk Factors, and Incidence



How do ectopic pregnancies present?
• Asymptomatic with positive pregnancy test

• Vaginal bleeding and/or pelvic pain​

• Adnexal mass on imaging​

• Hemodynamic instability due to rupture​



Non-tubal ectopic pregnancy
• Presentations vary by implantation site​

– Nontubal pregnancies can cause uterine rupture and catastrophic hemorrhage

• Cesarean scar ectopic pregnancy (CSEP): Most are diagnosed in first trimester with a mean 
GA of 7 weeks. 
– 1/3 asymptomatic
– 1/3 painless vaginal bleeding
– 1/4 present with pain with or without bleeding. 
– Rare: uterine rupture and hemoperitoneum, occurring more frequently when not 

diagnosed in a timely manner
– PAS spectrum

Miller R 2022 AJOG



Diagnostic approach
• Assess stability first​

– Vital signs

• Abdominal and/or pelvic exam

• Assess for peritoneal signs “surgical abdomen” 

• Gentle pressure during bimanual exam (may or may not feel a mass

• Cervical ectopic: cervix may appear hyperemic, bulging, engorged (os 
closed)

• Positive urine pregnancy test

• Transvaginal ultrasound is primary imaging tool



Serum hCG level
• Serum hCG discriminatory zone: as high as 3,500mIU/mL

• A single hCG level cannot diagnose pregnancy location or 
if appropriate growth

• When to trend serial serum hCG

– when diagnosis uncertain​ (PUL) in a stable patient 

• Helps determine if pregnancy is normal or 
abnormal

– Ectopic follow up/assessment of methotrexate success

Serum hCG Predictive 
Probability of 
seeing GS on 
Ultrasound

1500 mIU/mL 80.4%

2000 mIU/mL 91.2%

> 3000 mIU/mL 99%

Connolly et al 2013 Obstet Gynecol

HCG trend by itself does not diagnose or rule out ectopic pregnancy



Imaging
• Transvaginal pelvic ultrasound

• MRI rarely indicated, but may be helpful for surgical planning 
with non-tubal ectopic pregnancy



Tubal ectopic pregnancy
• Empty uterus (endometrium is still decidualized)
• Adnexal mass 

– Definite ectopic pregnancy: Extrauterine gestational sac with yolk 
sac and/or embryo (+/- cardiac activity)

– Probable ectopic pregnancy: Inhomogeneous adnexal mass or 
extrauterine sac-like structure

• Positive predictive value 80%

Barnhart et al 2011 Fertility and Sterility

ACOG PB 193 Tubal Ectopic Pregnancy (2018)





Pregnancy of Unknown Location (PUL) 
• Addressed in Session 2

• Remember to ask

– LMP

– Is pregnancy desired?



Important Considerations
• Serum hCG level does not predict the likelihood of ectopic rupture – if clinical findings are suspicious for ectopic 

pregnancy, ultrasound is indicated even if hCG level is low. 

Likelihood of pregnancy outcomes by hCG level in patients with an empty uterus on ultrasound:

• Consider diagnostic/therapeutic uterine evacuation when US is non-diagnostic (PUL) and pregnancy is 
undesired or hCG trend demonstrates abnormal IUP.

Serum hCG (PUL) Ectopic Pregnancy Nonviable IUP Normal IUP

2000 to 3000 mIU/mL 32.8% 65.5% 1.7%

>3000 mIU/mL 33.2% 66.4% 0.5%

Doubilet 2013 NEJM



How to diagnose Cesarean Scar Ectopic 
Pregnancy (CSEP) on ultrasound

Miller R 2022 AJOG



1. An empty uterine 
cavity and endocervix



2. Placenta, gestational sac, or 
both embedded in the hysterotomy 
scar

3. Gestational sac that fills the scar 
“niche”



4. A thin (1-3 mm) 
or absent myometrial 
layer between 
the gestational sac 
and bladder



5. A prominent 
or rich vascular 
pattern at or in 
the area of 
a cesarean scar



6. An embryonic or fetal 
pole, yolk sac, or both with 
or without fetal cardiac 
activity



Miller R 2022 AJOG    Reid JA 2021 Contraception     Jordans IPM 2022 Ultrasound Obstet Gynecol

Type 1 (Endogenic) Type 2 (Exogenic)

• "On the scar" and 
growing into the cavity

• Deeply implanted "in the 
niche" and growing towards 
the bladder



Common Mimickers of CSEP
• Spontaneous abortion in transit

• Low implantation of an intrauterine pregnancy

• Cervical ectopic

**Referral to an experienced center for a second opinion is 
preferred over delayed follow up**



Cervical Ectopic 
Pregnancy



Interstitial ectopic pregnancy

• Empty uterine cavity​
• Eccentric GS, thin band of 

myometrium between the GS and 
endometrium​

• Thin (<5mm) myometrial layer 
surrounding the GS​



Rodgers et al, 2024 Radiology



Rodgers et al, 2024 Radiology



Ovarian Ectopic Pregnancy
- Pregnancy implanted in ovarian stroma
- may be difficult to distinguish between tubal ectopic, corpus luteum, or 

hemorrhagic cyst on ultrasound
- Gestational sac in normal position of ovary or not moving separate 

from the ovary 
- Diagnosis typically made at time of surgery and confirmed with 

pathologic exam



Abdominal Ectopic Pregnancy
Early pregnancy - may be difficult to distinguish from adnexal ectopic 

Later pregnancy 
-     empty uterus 
- absence of myometrial tissue between the maternal bladder and the pregnancy 
- GS surrounded by loops of bowel 
- poorly defined placenta
- Oligohydramnios
- unusual fetal lie/mobility 

*MRI helpful to determine implantation site 
*Not to be confused with expelled IUP after uterine rupture



Treatment Options



Tubal Ectopic Pregnancy
• Ampullary most common location​

• Consider size, cardiac activity, hCG level and symptoms​

• Management may be expectant, medical or surgical​



Non-tubal ectopic pregnancy
• Cervical​ ectopic pregnancy
• Cesarean scar​ ectopic pregnancy
• Interstitial ectopic pregnancy
• Ovarian​ ectopic pregnancy
• Abdominal​ ectopic pregnancy

Often require individualized multidisciplinary management​



Who needs emergent surgery
• Addressed in session #1

•  Hemodynamic instability​

• Suspected rupture or significant hemoperitoneum​

• Progressive symptoms with concerning findings​

• Clinical judgment supersedes isolated test results​



Outpatient and Non-surgical management
Appropriate only for carefully selected stable patients​

Reliable follow-up is essential​

• Expectant management in rare cases

• Medical management: Methotrexate protocols when criteria are met​

• Non-urgent or outpatient surgical planning may be appropriate for non-tubal 
ectopic pregnancy for specialist care coordination if appropriate



Stable Patient 
• Normal vital signs without resuscitation

• Minimal pain

• No signs of intraperitoneal free fluid on ultrasound or exam

• Not requiring inpatient observation 



Expectant Management
Stable patient with desired PUL

Stable patient with suspected resolving ectopic
– Asymptomatic (including pelvic exam)
– Objective evidence of resolving ectopic pregnancy with declining hCG levels
– Initial hCG level that is low

• If hCG is initially <200, 88% of patients will have spontaneous resolution
– Willing to have close follow-up with serial hCG levels 

– Willing to accept the potential risk of rupture/hemorrhage and need for surgical intervention

ACOG PB 193 Tubal Ectopic Pregnancy (2018)



Methotrexate for Tubal Ectopic
• Dihydrofolate reductase inhibitor – acts primarily to inhibit DNA replication

– Used up preferentially by fast-dividing cells: trophoblasts, gut lining, and bone marrow

• Labs: CBC with differential, AST/ALT, Cr, T&S, HCG; also need patient height and weight 

Candidates Contraindications Precautions 
• Definite or probable tubal ectopic pregnancy
• Stable patient
• Serum hCG < 5,000 mIU/mL
• Patient preference

• Evidence of hemodynamic instability
• Liver or renal disease 
• Evidence of immunodeficiency 
• Blood dyscrasia, including thrombocytopenia 

or significant anemia 
• Intrauterine pregnancy
• Active peptic ulcer disease
• Active pulmonary disease
• Known sensitivity to methotrexate
• Unstable patient
• Significant free fluid in the cul-de-sac on 

ultrasound or other suspicion of ruptured or 
bleeding ectopic pregnancy

• Continued breastfeeding
• Inability to obtain consent
• Inability to participate in follow-up

Higher failure rate
• Embryonic cardiac motion
• Mass on ultrasound larger than 4 cm 
• Serum hCG >5,000 (consider multi-dose 

regimen for hCG >5,000)

• Refusal to accept blood transfusion
• Poor patient compliance

ACOG PB 193 Tubal Ectopic Pregnancy (2018)



Success of Single Dose methotrexate for 
tubal ectopic pregnancy

Initial hCG <1,000 mIU/ml 99%

Initial hCG <5,000 mIU/ml >96%

Initial hCG >5,000 mIU/ml 85%

Initial hCG >15,000 mIU/ml 68%

Extrauterine pregnancy with cardiac activity 80%



Methotrexate regimens
• Single dose regimen:

– Day 1: baseline serum hCG and administer methotrexate 50 mg/m2 IM

– Day 4: Serum hCG (possible rise)

– Day 7: Serum hCG 

• Expect 15% decrease in hCG from day 4 to 7

• Can re-dose if <15% drop, if patient stable and desires (repeat labs)

– Continue to follow serum hCG weekly until non-pregnant 

• Planned 2 dose regimens or multi-dose regimens are also described

ACOG PB 193 Tubal Ectopic Pregnancy (2018)



ACOG PB 193 Tubal Ectopic Pregnancy (2018)



ACOG PB 193 Tubal Ectopic Pregnancy (2018)



ACOG PB 193 Tubal Ectopic Pregnancy (2018)



Patient counseling with methotrexate
• Make hCG follow up plan

• Side effects: chills, malaise, myalgias, stomatitis, nausea, vomiting, gastritis/diarrhea, soreness of 
mouth, headache, mild renal and liver dysfunction, bone marrow suppression, and rarely – 
pneumonitis, pulmonary fibrosis, alopecia

• Abdominal pain often occurs within a few days as trophoblastic tissue separates from tube

– Evaluation is necessary if pain is not relieved using oral pain medication. 

• Stop prenatal vitamins/folic acid supplement which can decrease efficacy of methotrexate

• Avoid NSAIDs with renal clearance (methotrexate is also renally cleared) > can lead to 
methotrexate toxicity

• Avoid sun exposure

• Avoid vaginal intercourse or vigorous exercise

• Use contraception (limited evidence regarding recommendation to wait prior to conception)



Methotrexate for Non-tubal ectopic
• Not as well studied compared to use in tubal ectopic pregnancy and may be less effective.

– Known to be less effective with increased gestational size, higher hCG level , or fetal 
cardiac activity

• May require multiple doses or direct injection
– Local embryonical agents have also been used (such as potassium chloride)
– Anatomic features should be considered for feasibility of direct injection.

• Time to resolution is expected to be longer
 

• CSEP: Society of Maternal Fetal Medicine recommends against systemic methotrexate alone. 
– Failure rates may be higher in cesarean scar ectopic pregnancies due to fibrous scar 

tissue limiting absorption, so local injection is favored. 



Surgical Management
• Tubal: laparoscopic salpingectomy or salpingostomy

• CSEP: consider US guided suction aspiration for early cases, hysteroscopy, wedge 
resection, or gravid hysterectomy 

• Cervical ectopic: consider US guided suction aspiration 
• Interstitial: consider cornuostomy or wedge resection, or gravid hysterectomy
• Ovarian: consider wedge resection or oophorectomy
• Abdominal: individualized by implantation 





Patient 
Counseling

Future fertility 
desires

Risk

Side effects

Need for 
follow up

Ectopic  
Characteristics

Efficacy

Expertise and 
facility



Treatment
Broadly, treatment will be determined by 

•  Patient stability​

•  Pregnancy location​

• Pregnancy size and imaging findings​

• Fertility goals​

• Patient preference

• Resource availability and local expertise​



Safe Decision Making
• Shared decision-making when appropriate​

• Clear counseling regarding warning signs​

• Close follow-up until resolution documented​

• Escalate care when clinical status changes​



Key Takeaways
• Ectopic pregnancy exists on a spectrum​

• Location and stability guide evaluation​

• Not all patients require surgery​

• Timely diagnosis enables broader treatment options​



Thank you!

Jessica Reid: reidje@ohsu.edu

https://redcap.link/ectopicregistry

mailto:reidje@ohsu.edu


Coding and Billing
• Diagnostic coding: There is no ICD-10 code for CSEP (yet)

• O00.80: other ectopic pregnancy without intrauterine pregnancy
• O34.22: maternal care for cesarean scar defect (isthomocele)

• Billing: There is no CPT code of CSEP management; ACOG recommends:
• No cardiac activity: CPT 59820 (treatment of missed abortion, completed 

surgically, first trimester)
• Cardiac activity: CPT 59899 (unlisted procedure, maternity care and delivery), 

request a valuation comparable to that of 59820
• Recommend against using 59840 - does not adequately capture nature of work 

involved in CSEP
• Intraop ultrasound guidance CPT 76998
• Modifier 22 as appropriate
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