
Introduction:

Ectopic pregnancy which occurs when a fertilized

ovum implants outside the endometrial cavity.

According to the implantation site of the blastosist,

ectopic pregnancy is divided into tubal pregnancy,

ovarian pregnancy, abdominal pregnancy or

intraligamentary pregnancy1. Some special site

ectopic pregnancies such as caesarean scar

pregnancy, cornual pregnancy and cervical

pregnancy are also found1. More than 95% of ectopic
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Abstract:

Background: Ectopic pregnancy is a life threatening complication of the first trimester of

pregnancy that arises in 1.3 – 2.4% of all pregnancies.

Objective: The aim of this study was to determine the frequency of ectopic pregnancy and

to evaluate the clinical presentation, risk factors and management outcomes of ectopic

pregnancies.

Methods: This was a retrospective, descriptive study of ectopic pregnancies managed at

Dhaka Community Medical College Hospital during the period of January 2013 to December

2017. Total 70 cases  of ectopic pregnancies were included. The medical records of the

patients managed for ectopic pregnancies were retrived and data were collected from

registers. The relevant data were analyzed with simple descriptive statistics and presented

in frequency chart and tables.

Results: Total 70 cases of ectopic pregnancies were managed during the study periods

which  constituted 3.6% of all gynaecological admissions. Most of the patients (35.7%) were

between 25 – 29 years age group. It was most common in multiparae with a percentage of

85.7% . The commonest  (92.9% ) clinical presentation was abdominal pain. Almost 14.3%

were in a state of shock at admission.  Among the identified risk factors 28.6% had a previous

history of induced abortion and 22.9% had pelvic inflammatory disease. Out of 70, 60 patients

(85.7%) had ruptured ectopic pregnancies, 4 (5.7%) were unruptured  and 5 (7.1%) produces

a complex tubo-ovarian mass. Only 1(1.4%) case was presented early & treated with

intramuscular methotrexate injection. Surgery by open method in the form of  salpingectomy

64(91.4%) and salpingo-oophorectomy 5(7.1%) were the mainstay of management. No

maternal mortality found in this series.

Conclusions: Since ectopic pregnancy remains a gynaecological catastrophe in developing

countries and a major challenge to the reproductive performance of women worldwide, it

should be considered a relevant public health issue. Early diagnosis, identifying of underlying

risk factors and timely intervention in the form of conservative or surgical treatment will help

in reducing the morbidity and mortality associated with ectopic pregnancy.
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Ectopic Pregnancy
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Incidence of Ectopic Pregnancies

All gynaecological

admissions

96.4%

pregnancies occur in the fallopian tube, making this

is the commonest site2 . It is the leading cause of

maternal mortality in the first trimester and accounts

for 10% -15% of all maternal deaths. It is also a cause

of fetal wastage and has been associated with

recurrence and impairment of subsequent fertility3.

Tubal ectopic pregnancy is an important cause of

maternal morbidity and mortality especially in

developing countries where the majority of patients

tend to present lately with ruptured ectopic and

hemodynamically compromise state4.

The incidence of ectopic pregnancy varies from

country to country and within the same geographical

region depending on the risk factors in the population

concern5. Several risk factors for ectopic pregnancy

have been identified including a history of pelvic

inflammatory disease, puerperal sepsis, postabortal

sepsis, appendicitis, endometriosis, previous pelvic

surgery, previous ectopic pregnancy, induction of

ovulation and intrauterine device usage6. However,

ectopic pregnancy can also occur without any obvious

risk factors3.

Ectopic pregnancies could be asymptomatic before

rupture. When ruptured symptoms could be acute

or subacute3. An early and reliable diagnosis of

ectopic pregnancy avoids the higher incidence of

maternal morbidity and mortality and preserves future

fertility. Nowadays, the use of radio-immuno assay

for studying serum beta human chorionic

gonadotrophin, the use of pelvic ultrasonography

mainly transvaginal sonography, and use of

diagnostic laparoscopy enables the gynecologist to

diagnose ectopic pregnancy in an early stage before

the beginning of any complications5.

The treatment of ectopic pregnancy include expectant

management as well as medical and surgical

protocols. Expectant management should only be

used for asymptomatic women with an ultrasound

diagnosis of ectopic pregnancy and decreasing hCG

levels that are less than 1000iu/l at initial presentation

and less than 100 ml fluid in the pouch of Douglas7.

Unruptured ectopic pregnancy can be treated by

operation, medically or by careful observation. In most

cases of ectopic pregnancy, surgical intervention is

mandatory because of life threatening intraperitoneal

haemorrhage5.

Since ectopic pregnancy is a major health problem

among women of reproductive age, the aim of this

study was to determine the incidence and the clinical

profile of patients presenting with ectopic pregnancy

as well as common risk factors associated with this

life – threatening condition at Dhaka Community

Medical College Hospital.

Materials and Methods

This was a retrospective study of all cases of ectopic

pregnancies admitted and managed in the Obstetrics

and Gynae departmentat  of Dhaka Community

Medical College Hospital over  5 years periods

(January 2013 – December 2017). Most of the cases

of ectopic pregnancies diagnosed and admitted

through outpatient department but some cases were

undiagnosed admitted through the emergency unit.

The diagnosis of ectopic pregnancy was made mainly

by history, clinical examination, laboratory

investigations and ultrasonogram. The medical

records of all patients admitted and managed for

ectopic pregnancy during the study period were

retrieved and relevant data on age, parity, clinical

presentation on admission, risk factors, findings at

laparotomy and the outcome of treatment were

collected using data entry forms designed for this

purpose. Total gynaecological admissions during the

study periods were collected from the gynae ward

record books.

Results:

During the study period there were 1942

gynaecological admissions, out of which 70 women

had tubal ectopic pregnancy creating an incidence

of 3.6% (70 of 1942) of all gynaecological admissions.

(Figure 1)

Fig.-1: Incidence of Ectopic Pregnancies
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Table I showed the biodemographic characteristics;

the major proportion of patients 25 (35.7%) were

within the age group 25 – 29 years. A significant

proportion 60 (85.7%) of these were multiparous.

Majority of the patients 40 (57.1%) were housewife.

Table-I

Biodemographic characteristics of patients with

ectopic pregnancies

Number (n= 70) Percentage

Age in years –

Less than 20 10 14.3%

20 – 24 20 28.5%

 25 – 29 25 35.7%

30 – 34 09 12.8%

35 and above 06 8.7%

 Parity –

Nullipara 10 14.3%

Multipara 60 85.7%

 Occupation –

Service holder 20 28.6%

Student 10 14.3%

House wife 40 57.1%

20 patients (28.6%) had a past history of induced

abortion, while 16 patients (22.9%) had pelvic

inflammatory diseases as risk factors for ectopic

pregnancy (Table II).

Table-II

Risk factors found in patients with ectopic

pregnancy

 Risk factors Number Percentage

(n = 70)

Previous induced abortion 20 28.6%

Previous spontaneous

Abortion 10 14.3%

 Pelvic inflammatory

Disease 16 22.9%

 Previous abdomino-pelvic

Surgery 07 10%

 Previous ectopic pregnancy 05 7.1%

 Puerperal sepsis 08 11.4%

 Intrauterine contraceptive

Device  04 5.7%

The commonest 65 (92.9%) clinical presentation was

abdominal pain. 60 (85.7%) presented with

amenorrhoea, 55 (78.6%) had vaginal bleeding, 30

(42.8%) presented with history of fainting attack and

10 (14.3%) presented with shock. (Table III)

All the cases were diagnosed by thorough history

taking, clinical examination and ultrasonography, while

85.7% did urinary pregnancy test and only 14.3% had

serum beta HCG reports before operation. (Table IV).

Table-III

Clinical presentation of patients with ectopic

pregnancy

Presentation Number (n=70) Percentage

Amenorrhoea 60 85.7%

Abdominal pain 65 92.9%

Vaginal bleeding 55 78.6%

Fainting attack 30 42.8%

Shock 10 14.3%

The majority of the patients 69(98.6%) were treated
surgically as they were lately presented in a state of
hemodynamic instability. 1(1.4%) case treated
medically by Methotrexate injection and this proved
to be very effective. The commonest site of ectopic
pregnancy was the ampullary region of the fallopian
tube 50 (71.4%) followed by the isthmic region 15
(21.5%). Ectopic pregnancies located in the interstitial
or cornual region 4(5.7%) of the fallopian tube
ruptured at a gestational age 8 weeks or more.

As in Table IV 85.7% of the patients had ruptured
ectopic pregnancies, while 5.7% were unruptured and
the rest 7.14% produced a tubo-ovarian complex
mass. The commonest surgical modality of treatment
was salpingectomy 65(92.9%); others were salpingo-
oophorectomy 4(5.7%).

Table-IV

Diagnosis, Management and Findings of Ectopic

Pregnancy

Number Percentage

Diagnostic Methods –

Ultrasound 70 100%

Urinary pregnancy test 60 85.7%

Serum Beta HCG 10 14.3%

Mode of management –

Surgical 69 98.6%

Medical 01 1.4%

Site of Ectopic Preg. –

Ampulla 50 71.4%

Isthmus 15 21.5%

Interstitial / Cornual 04 5.7%

 Operative Findings –

Ruptured 60 85.7%

Unruptured 04 5.7%

Tubo-ovarian complex mass 05 7.1%

Type of Surgery –

     Salpingectomy 65 92.8%

     Salpingo - oophorectomy 04 5.7%
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Discussion:

Ectopic pregnancy remains to be an important cause

of maternal morbidity and mortality worldwide and is

a health problem with incidence ranges between

0.25% and 2% of all pregnancies8. The incidence of

ectopic pregnancy was found in our hospital during

the study period was 3.6%. This was more than the

incidence mentioned before8 and also more than the

incidence of 2.1% reported in Abakaliki Nigeria3.  The

incidence of ectopic pregnancy was found most

commonly 25(35.7%) among the age group of 25 to

29 years in this study. Similarly Shetty et al reported

maximum incidence of ectopic pregnancy in the age

group of 25 to 30 years (74.2%), while Meenakshi et

al reported the most common cases (36.55%) were

belonged to 21 to 25 years of age9,10,. Majority of

patient were multiparous (85.7%). Multiparous

women were also found to be more prone to ectopic

pregnancy in different students mentioned by various

authors9,11,12. Previous history of induced abortion

20 (28.6%) and pelvic inflammatory disease 16

(22.9%) were major risk  factors in our study. Similarly

commonest risk factors were history of MR (12.7%)

and abortion (10.6%)  in a study done by Yeasmin et

al12 . This is also similar to the study done by Osahani

et al3  and Shruti R et al 13 . In study of Shaista Aziz

et al the risk of ectopic pregnancy was higher only

for women who underwent medical induced

abortions, they did not find any association for surgical

abortion. They interpreted the association as the

consequence of infection after abortion, as systemic

antibiotic prophylaxis is more routinely given in cases

of surgical abortions, whereas such prophylaxix is

not given in cases of medical abortions14. Vaswani

et al reported the risk of ectopic pregnancy three

times  increased in women with previous  pelvic

surgery15 but in current study association between

previous pelvic surgery and ectopic pregnancy were

only 10% while in study of  Meenakshi et al and

Gaddagi et al maximum incidence of ectopic

pregnancy was seen in patients who had no apparent

risk factors10,11. In this study majority of the patients

had ruptured ectopic pregnancy that was either acute

or subacute and the diagnosis was mainly on history

and physical examination. Urinary pregnancy test and

serum beta HCG were used as supportive

investigations while the diagnosis was confirmed by

transabdominal ultrasonography. The commonest

site of ectopic pregnancy from our findings was the

ampullary region of the fallopian tube (71.4%) which

has also been reported as the commonest site by

the studies of various authors3,9,11,16,17. In the present

study, the incidence of ruptured ectopic pregnancies

were 85.7% cases followed by unruptured ectopic

pregnancies  5.7% and in 7.14% cases formed tubo-

ovarian complex mass which was similar to the

findings mentioned in studies of different

authors.9,11,13,17.

Surgical management was the most common mode

of management in our study as most of the patients

(98.6%) were presented  late with ruptured  ectopic

and internal bleeding. Only 1.4% case presented with

ectopic early and was treated with intramuscular

methotrexate injections, this proved to be very

effective. Surgery by open method in the form of

unilateral salpingectomy was done in 91.4% cases

followed by unilateral salpingo-oopherectomy in 7.1%

cases which was similar to other  studies. No

maternal mortality  was noted. An important limitation

of this study was that no control group was assigned

so results cannot be compared. Being a retrospective

study some of the important information regarding

past gynaecologial history were missing.

Conclusion:

Ectopic pregnancy is quite common gynaecoloigcal

emergency, common associated risk factors are

history of abortion, D&C and pelvic inflammatory

disease. Which can be reduced by increasing

awareness among women and options for safe

sexual practices. Although ectopic pregnancy cannot

be totally prevented early diagnosis and management

is the mainstay in reducing mortality and morbidity in

such cases.
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