
 
25                       JMCWH, Vol-22, Issue-2, July 2026 

 

ECTOPIC PREGNANCY: A CLINICAL, DEMOGRAPHIC, 
AND RISK FACTOR ANALYSIS IN A TERTIARY CARE 

HOSPITAL 

 
Taslimul Jannat Flora1*, Nafisa Ahamed1, Rahnuma Ahmad2, Hazera Begum3,            

Nazla Shamsuddoha4, Shazia Yasmin2, Rifat Naoreen Islam3 

 
OPEN ACESS 
 
 
Reviewed by 
 
Laboni Islam 
Square Hospital Limited 
Dhaka. Bangladesh.  

 
 
Shovana Talukder  
Medical College for Women & Hospital  
Dhaka. Bangladesh.  

 
 
* Corespondence  
Taslimul Jannat Flora 
Email: taslimul89flora@gmail.com 
Orcid id: http://orcid.org/0009-0009-
7788.  

 
 
Received: 08.11.2025  

Accepted: 09.06.2026 

Published: July 2026 

 
 
Cite this article:  
Flora TJ, Ahmed N, Ahmad R, Begum 
H, Shamsuddoha N, Yasmin S, Islam 
RN. Ectopic Pregnancy: A Clinical, 
Demographic, and Risk Factor 
Analysis in a Tertiary Care Hospital. J 
Med Coll Women Hosp.2026;22(2): 
25-30. 
  

ABSTRACT 
 
Background: Ectopic pregnancy remains a major cause of maternal 
morbidity and mortality in developing countries. Rupture of an ectopic 
pregnancy remains the most dreaded complication of a pregnancy 
related event. It occurs when a fertilized ovum implants outside the 
uterine cavity, most commonly in the fallopian tube. Objective: To 
analyze the sociodemographic characteristics, clinical presentations and 
predisposing factors of ectopic pregnancy at a tertiary care hospital. 
Materials and Method: This cross-sectional study was conducted in 
the Department of Obstetrics and Gynecology, Dhaka Medical College 
Hospital, from November 2021 to May 2022. A total of 62 women 
diagnosed with ectopic pregnancy were included. Results: The mean 
age was 27.4±4.2 years, with most patients (43.5%) aged 26–30 years. 
Most of the patients were nulliparous 17(28%). Previous pelvic surgery 
was the most common risk factor (13%). Abdominal pain and 
amenorrhea were universal symptoms, while 82% presented with 
pervaginal bleeding. The ampullary region was the commonest site 
(77%), with right-sided predominance (56%). Salpingectomy was 
performed in 82%. Conclusion: Ectopic pregnancy predominantly 
presents in acute, ruptured form, mostly occurring at late twenties, in 
nulliparous women. So, early diagnosis and prompt management are 
essential to prevent mortality, morbidity and preserve fertility. 
 
Keywords: Ectopic pregnancy, Sociodemographic characteristics, 
Clinical presentation, Tubal pregnancy, Haemoperitoneum, 
Salpingectomy. 
 
INTRODUCTION  

 
 

Ectopic pregnancy (EP) is a critical obstetric emergency and a leading 
cause of maternal morbidity and mortality during the first trimester, 
particularly in low-resource settings1. It is defined by the implantation 
of a fertilized ovum outside the endometrial cavity, with over 95% of 
cases occurring in the fallopian tube 2. Globally, the incidence of 
ectopic pregnancy has been on the rise, attributed to factors such as 
increased rates of Pelvic Inflammatory Disease (PID), a history of 
pelvic surgeries, the use of assisted reproductive technologies (ART), 
and smoking3,4. 
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The clinical presentation of ectopic pregnancy can be variable, often creating a diagnostic 
challenge. The classic triad of amenorrhea, abdominal pain, and vaginal bleeding is suggestive 
but not universally present.  Patients may also present with a range of clinical signs including 
abdominal tenderness, pallor, tachycardia, and hypotension, which often indicate a more 
advanced or ruptured state517. In many low- and middle-income countries like Bangladesh, 
patients frequently present late, often with rupture and haemodynamic instability even in a 
state of shock, turning a manageable condition into a life-threatening surgical emergency 6.  
 
This late presentation underscores critical gaps in primary healthcare, including delayed access 
to transvaginal ultrasonography and serum beta-human chorionic gonadotropin (β-hCG) 
monitoring, which are cornerstones of early diagnosis7. Often it is difficult to make patients 
with ectopic pregnancy understand how serious and life threatening their condition truly is. 
So, proper counselling is also necessary to start treatment and to reduce morbidity. 
 
Well-established risk factors include a history of PID, previous ectopic pregnancy, tubal 
surgery, infertility, and easy access to use emergency contraceptive pills8. However, a 
significant proportion of cases occur in women without any identifiable risk factors, 
highlighting the need for a high index of suspicion in all women of reproductive age 
presenting with abdominal pain9. This study was therefore undertaken to assess the 
sociodemographic profile, risk factors, and clinical presentations of ectopic pregnancy at a 
tertiary care hospital in Dhaka, Bangladesh, to inform local clinical practice and public health 
strategies. 
 
MATERIALS AND METHOD 
 
Study Design and Setting: This cross-sectional study was conducted in the Department of 
Obstetrics and Gynaecology, Dhaka Medical College Hospital, Dhaka, from 15th November 
2021 to 14th May 2022. 
 
Study Population: Sixty-two women diagnosed with ectopic pregnancy based on clinical and 
ultrasonographic findings were enrolled through purposive sampling. 
 
Inclusion Criteria: Women of reproductive age who were clinically or sonographically 
diagnosed with ectopic pregnancy. 
 
Exclusion Criteria: Women with intrauterine pregnancies or those not confirmed surgically. 
 
Data Collection: The study was approved by the institutional ethical committee and 
informed consent was obtained from all participating women.After proper informed consent, 
patients who are sonographically and clinically suspected as having ectopic pregnancy were 
interviewed for sociodemographic characteristics and clinical characteristics and about risk 
factors. Laboratory findings and peroperative findings were recorded from patient's chart. 
Data were collected on sociodemographic characteristics, clinical symptoms and examination 
findings using a structured questionnaire. 
 
Data Analysis: Data were analyzed using SPSS version 23. Descriptive statistics (mean, SD, 
frequencies, and percentages) were calculated. p<0.05 was considered statistically significant. 
 

Ethical Considerations: Ethical approval was obtained from the Institutional Review Board 
of Dhaka Medical College Hospital. Confidentiality and patient autonomy were maintained 
throughout the study (Ethical clearance memo no. ERC-DMC/ECC/2021/230) 
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RESULTS 
 

The prevalence of tubal pregnancy at Dhaka Medical College Hospital during the study period 
was 20.1 per 1,000 pregnancies. 
 

Table 1 shows that among the 62 cases, the majority (43.5%) were aged 26–30 years, with a 
mean age of 27.4±4.2 years. Most of them were nulliparous, 17 (28%). Most patients (56.5%) 
belonged to middle-income families.  

 

Table 1: Socio-demographic Characteristics of the Study Population 

Parameter Frequency Percentage (%) 

≤25 years 25 40.3 

26–30 years 27 43.5 

31–35 years 
Socio-economic status 

10 16.2 

Middle-income family 35 56.5 

Lower-income family 27 43.5 

Parity(P) 
P-0 
P-1 
P-2 
P-3 
P-4 
P>5 

 
17 
15 
11 
10 
6 
3 

 
28% 
24% 
18% 
16% 
10% 

4 
 

Figure 1 shows all patients had history of amenorrhoea and abdominal pain, while 82% 
patients had pervaginal bleeding  
 

 
Figure-1: Clinical presentations of Ectopic pregnancy 
 

Table 2 shows, pallor was present in 45% of the cases, 14% presented with shock, 40% had 
tachycardia, 39% were with hypotension and 86% patient were hemodynamically stable. On 
abdominal examination, the common presentation was tenderness in 84% followed by 
distension in 29% and muscle guarding in 14% patients. 
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Table 2: Clinical sign of the patients (n=62) 
 

Clinical sign Frequency Percentage 

Pallor 28 45 

Shock 
Tender abdomen 
Abdominal distension 
Muscle guarding 
Tachycardia 
Hypotension 

9 
52 
18 
9 
25 
24 

14 
84 
29 
14 
40 
39 

n=number of subjects 
 

Table 3 shows that 50% of the patients had identifiable risk factors of which 13 % patients 
had previous history of pelvic surgery like appendicitis, lower uterine caesarean section 
(LUCS) etc, 5% had history of PID, 6% had history of abortion or menstrual regulation (MR), 
6% had history of use of intrauterine contraceptive device (IUCD) and 6% had history of 
infertility. The association of other risk factors was history of tubal ligation in 3%, history of 
taking emergency contraceptive pills in 3%, history of tuberculosis in 2%, history of previous 
ectopic pregnancy in 5% of cases. 
 

Table 3: Evaluation of predisposing factors of ectopic pregnancy(n=62) 

Predisposing factors  Frequency Percentage% 

Pelvic inflammatory disease  3 5 

Use of IUCD  4 6 

Use of emergency contraceptive pills 2 3 

History of tuberculosis  1 2 

History of abortion or MR  4 6 

Infertility  4 6 

Previous pelvic surgery like 
appendisectomy, LUCS  

8 13 

History of tubal abortion 2 3 

Previous ectopic pregnancy  3 5 

Unknown factors 31 50 
 

n=number of subjects 
 

DISCUSSION 
 

The findings of this study provide a contemporary snapshot of ectopic pregnancy in an urban 
tertiary care setting in Bangladesh, aligning with and expanding upon existing national and 
international literature. The demographic profile, with a mean age of 27.4 years and a 
predominance of women in the 26-30-year age group, is consistent with the study by Nahar et 
al.  in Bangladesh and Prasannaet al in India 3,10. This is the age group who are highly fertile 
among women, but the occurrence of ectopic pregnancy may affect the reproductive health in 
the future. A large part of the nulliparous women (55%) were found to suffer from ectopic 
pregnancy which is alarming as this condition poses negative impact on fertility. A large scale 
study conducted by Barnhart et al observed similar trend11. 
 

The high prevalence of abdominal tenderness (84%), pallor (45%), tachycardia (40%), and 
hypotension (39%) indicates that a significant number of patients presented with advanced, 
often ruptured, ectopic pregnancies accompanied by significant haemoperitoneum517. Among 
the patients 50% exhibited no predisposing risk factors which further indicates that all women 
of reproductive age are at risk of developing this threatening condition9. In cases where 
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factors were identified, previous pelvic surgery (13%) was noted as the most common, which 
is consistent with previous research that identified iatrogenic adhesions and tubal damage 
causing significant alterations to tubal function8. Other notable factors included the use of 
IUCDs (6%) and a history of infertility (6%), both of which are well-established in the 
literature4,8. 

 

Clinically, the presence of abdominal pain and amenorrhea, along with vaginal bleeding in 
82% of cases, reflects the classic symptomatic triad 125. However, the high rate of surgical 
intervention, with salpingectomy performed in 82% of cases, is a critical indicator of delayed 
diagnosis and advanced disease at presentation. This contrasts sharply with high-income 
settings, where the widespread use of transvaginal ultrasound and serial β-hCG allows for 
early detection and a greater application of medical management with methotrexate or 
fertility-preserving tubetomy7,13. The high salpingectomy rate observed here is comparable to 
other studies from similar studies performed in resource constrained settings 6,14, highlighting 
a systemic issue of late healthcare-seeking behavior and limited access to early diagnostic 
tools. 
 

The anatomical findings of our study, with a right-sided (56%) and ampullary (77%) 
predominance, are consistent with established embryological and physiological principles, as 
the ampulla is the longest and most common site for fertilization2,15. The association of severe 
haemoperitoneum with a history of previous pelvic surgery (13%) underscores the role of 
iatrogenic adhesions and tubal damage as a significant risk factor. This aligns with studies by 
Ankum et al., which identified previous abdominal surgery as a modifier of tubal function 8. 
 

To mitigate the high morbidity associated with ruptured ectopic pregnancy, a multi-pronged 
approach is necessary. This includes enhancing public awareness about the symptoms of early 
pregnancy complications, promoting early antenatal registration, and implementing routine 
screening for high-risk women 16. Furthermore, establishing dedicated early pregnancy 
assessment units (EPAUs) at the district hospital level, equipped with ultrasonography and 
rapid β-hCG testing, could facilitate timely diagnosis and triage, thereby reducing the number 
of women presenting in a critical condition7,17. 
 

CONCLUSION 
 

Ectopic pregnancy, a nightmare, remains a significant cause of maternal morbidity in 
Bangladesh. Most patients present with acute, ruptured ectopic pregnancies, often requiring 
salpingectomy. Early diagnosis, patient education, and improved access to transvaginal 
ultrasonography and emergency obstetric services are essential to reduce morbidity and 
mortality. 
 

CONFLICT OF INTEREST 
 

There is no conflict of interest. 
 
 

REFERENCES 
 
1. Mullany K, Minneci M, Monjazeb R, C Coiado O. Overview of ectopic pregnancy 

diagnosis, management, and innovation. Womens Health (Lond). 
2023;19:17455057231160349. doi: 10.1177/17455057231160349.  

2. Vadakekut ES, Gnugnoli DM. Ectopic Pregnancy. [Updated 2025 Mar 27]. In: StatPearls 
[Internet]. Treasure Island (FL): StatPearls Publishing; 2025 Jan-. Available from: 
https://www.ncbi.nlm.nih.gov/books/NBK539860/ 

Clinical demographic and risk factors in Ectopic pregnancy 

pregnancy 

https://www.ncbi.nlm.nih.gov/books/NBK539860/


 

JMCWH, Vol-22, Issue-2, July 2026                        30 

 

3. Nahar K, Talukder T, Sultana S,Hossain MA.Study on Risk Factors, Clinical Presentation 
& Operative Management of Ectopic Pregnancy. Bangladesh J Obstet 
Gynaecol.2016: 28(1), 9–14. https://doi.org/10.3329/bjog.v28i1.29932 

4. Shaw JL, Dey SK, Critchley HO, Horne AW. Current knowledge of the aetiology of 
human tubal ectopic pregnancy. Hum Reprod Update. 2010;16(4):432-44. doi: 
10.1093/humupd/dmp057.  

5. Alkatout I, Honemeyer U, Strauss A, Tinelli A, Malvasi A, Jonat W,et al. Clinical 
diagnosis and treatment of ectopic pregnancy. Obstet Gynecol Surv. 2013 Aug;68(8):571-
81. doi: 10.1097/OGX.0b013e31829cdbeb. 

6. Goyaux N, Leke R, Keita N, Thonneau P. Ectopic pregnancy in African developing 
countries. Acta Obstet Gynecol Scand. 2003;82(4):305-12. doi: 10.1034/j.1600-
0412.2003.00175.x.  

7. Condous G, Okaro E, Khalid A, Lu C, Van Huffel S, Timmerman D, et al. The accuracy 
of transvaginal ultrasonography for the diagnosis of ectopic pregnancy prior to surgery. 
Hum Reprod. 2005;20(5):1404-9. doi: 10.1093/humrep/deh770.  

8. Ankum WM, Mol BW, Van der Veen F, Bossuyt PM. Risk factors for ectopic pregnancy: 
a meta-analysis. Fertil Steril. 1996;65(6):1093-9.  

9. Hoover KW, Tao G, Kent CK. Trends in the diagnosis and treatment of ectopic 
pregnancy in the United States. Obstet Gynecol. 2010;115(3):495-502. doi: 
10.1097/AOG.0b013e3181d0c328.  

10. Prasanna B, Jhansi CB, Swathi K, Shaik MV. A study on risk factors and clinical 
presentation of ectopic pregnancy. IAIM. 2016;3(1):90-6.  

11. Barnhart KT. Clinical practice. Ectopic pregnancy. N Engl J Med. 2009;361(4):379-87. 
doi: 10.1056/NEJMcp0810384.  

12. Ranji GG, Usha Rani G, Varshini S. Ectopic Pregnancy: Risk Factors, Clinical 
Presentation and Management. J Obstet Gynaecol India. 2018;68(6):487-492. doi: 
10.1007/s13224-017-1075-3.  

13. Mol F, Mol BW, Ankum WM, van der Veen F, Hajenius PJ. Current evidence on surgery, 
systemic methotrexate and expectant management in the treatment of tubal ectopic 
pregnancy: a systematic review and meta-analysis. Hum Reprod Update. 2008;14(4):309-
19. doi: 10.1093/humupd/dmn012.  

14. Tahmina S, Daniel M, Solomon P. Clinical Analysis of Ectopic Pregnancies in a Tertiary 
Care Centre in Southern India: A Six-Year Retrospective Study. J Clin Diagn Res. 
2016;10(10):QC13-QC16. doi: 10.7860/JCDR/2016/21925.8718. 

15. Jurkovic D, Wilkinson H. Diagnosis and management of ectopic pregnancy. BMJ. 
2011;342:d3397. doi: 10.1136/bmj.d3397. 

16.  Kumari P, Bharti A, Hansda R, Madhu. Burden and predictors of ectopic pregnancy in 
tribal preponderant state, Jharkhand. J Family Med Prim Care. 2025;14(5):1958-1962. doi: 
10.4103/jfmpc.jfmpc_1665_24.  

17. Ugwu GO, Iyoke CA, Nnagbo JE. The feasibility of introducing early pregnancy 
assessment unit in Nigerian hospitals: A pilot study from a private hospital in Enugu, 
Southeast Nigeria. Niger J Clin Pract. 2023;26(7):1036-1039. doi: 
10.4103/njcp.njcp_172_23.  

 
 
 
 
 
 
 
 

Clinical demographic and risk factors in Ectopic pregnancy 

pregnancy 

https://doi.org/10.3329/bjog.v28i1.29932

