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INTRODUCTION 

Ectopic Pregnancy (EP) is an unmitigated disaster of 

human reproduction. The disparity of its signs and 

symptoms makes it a real challenge and interesting 

puzzle for the obstetricians for timely diagnosis and 

intervention. 

The blastocyst formed subsequent to fertilization 

normally implants in the endometrial lining of the uterine 

cavity. Implantation elsewhere is considered ectopic 

gestation which accounts for 0.5% to 1.5% of all first 

trimester pregnancy in United States.1 EP remains leading 

cause of maternal death in early pregnancy and has its 

adverse impact on women’s fertility.2 Risk factors 

implicated in the development of the EP includes pelvic 

inflammatory disease (PID), tubal surgeries, tubal 

sterilization, intrauterine devices, assisted reproductive 

techniques (ART), documented tubal pathology, previous 

EP, smoking, multiple sexual partners, prior abortions, 

sexually transmitted disease (STD) and prior delivery.3 In 

the last decade a declining trend is seen in the incidence 
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of ruptured EP. This decline is due to improvement in the 

diagnostic techniques including transvaginal 

ultrasonography (TVS) and more sensitive and specific 

human chorionic gonadotrophin (β-hCG) assays.4 

This retrospective analytical study was done to determine 

the incidence, clinical presentation, risk factors, 

management, morbidity and mortality associated with EP 

in a tertiary care hospital.  

METHODS 

This retrospective study is based on clinical diagnosis and 

management of ectopic pregnancy of 70 women who 

reported to department of obstetrics and gynecology at 

tertiary care center from January 2018 to February 2020.  

Inclusion criteria  

• All cases with history suggestive of ectopic 

pregnancy and was confirmed by clinical findings, 

ultrasound and direct visualization at laparotomy are 

included in the study. 

Data was collected in a preconceived format from the 

case files of patients with EP which were traced through 

labor ward and operation theatre registers. Information 

regarding total number of deliveries during study period, 

demographic parameters, presenting clinical symptoms 

and signs, parity, diagnostic methods used, detailed 

obstetric history, various risk factors, ectopic site, genital 

infections, treatment algorithm as well as morbidity and 

complications were obtained. Relevant investigations 

included complete blood count, blood group, urine 

pregnancy test (UPT), serum β-hCG assay and TVS. Line 

of management was decided after thorough evaluation. 

Data was collected, analyzed and tabulated.  

RESULTS 

During the study period there have been 7,780 deliveries 

in study hospital, of which 70 cases (0.9%) were 

diagnosed as ectopic pregnancy (1 in 112 deliveries or 9 

in 1000 deliveries). Urine pregnancy test (UPT) was 

carried out in all cases for provisional diagnosis and 

confirmed by TVS. A majority of cases belonged to the 

gestational age of 6-9 weeks, while the range was 

between 4 and 16 weeks.  

The majority of cases were between the age of 21-30 

years (85.7%) and the mean age for this study was 24.9 

years. The maximum incidence of EP was observed in 

nulliparous (42.8%) followed by primipara (30%) (Table 

1). 

In present study, the most common risk factors associated 

with EP was PID (28.8%) followed by h/o previous 

abortion (14%), ovulation induction (5.7%), tubal 

surgeries (4.2%), previous ectopic (4.2%), IUD (4.2%). 

Thirty percent cases had no risk factors, while only 2.8% 

cases were of age group >35 years (Table 2). 

Table 1: Demographic parameters. 

Age group 

(years) 

Number of 

cases N (%) 
Parity 

Number of 

cases N (%) 

≤20 4 (5.7%) 0 30 (42.8%) 

21-25 35 (50%) 1 21 (30%) 

26-30 24 (35.7%) 2 11 (15.7%) 

31-35 5 (7.1%) 3 7 (10%) 

>35 2 (2.8%) ≥4 1 (1.4%) 

Table 2: Distribution of cases according to risk factors 

related ectopic pregnancy. 

Risk factor 
Number of cases 

N (%) 

Age > 35 years 2 (2.8%) 

PID 20 (28.5%) 

Previous abortion 14 (20%) 

Ovulation induction 4 (5.7%) 

Tubal surgery/tubal ligation 3 (4.2%) 

Previous ectopic 3 (4.2%) 

Intrauterine device (IUD) 3 (4.2%) 

Unexplained 21 (30%) 

Among 70 patients with EP, 66 cases (94%) had 

abdominal pain and tenderness, 61 cases (87%) presented 

with amenorrhoea and 34 cases (48%) had h/o bleeding 

per vagina. The classical triad (abdominal pain, 

amenorrhoea and bleeding per vagina) was observed with 

48% of cases. Adnexal mass was felt in 24% of cases and 

in 77% cervical motion tenderness was elicited. Only 7% 

cases presented with shock. 

Table 3: Distribution of cases according to site of 

ectopic pregnancy. 

Site of EP Number of cases N (%) 

Tubal 
Right sided 

59 (84.2%) 
33 

Left sided 26 

Ovarian 2 (2.8%) 

Rudimentary horn 1 (1.4%) 

Abdominal 1 (1.4%) 

Scar ectopic 7 (10%) 

Fallopian tube was the most common site of EP and was 

reported in 84.2% cases. Extra tubal site, i.e., ovarian 

ectopic (2.8%), rudimentary horn (1.4%), abdominal 

(1.4%) and scar ectopic (10%) were also observed (Table 

3).  

Ruptured tubal ectopic in 37 cases (52.8%), unruptured 

tubal ectopic in 32 cases (45.7%) and tubal abortion was 

noted in 1 case (1.4%). Among tubal EP, the most 

common site was ampulla (66%) followed by fimbrial 

(12%), isthmus (15%), interstitial (7%) (Figure 1). 
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Figure 1: Site distribution of tubal ectopic. 

The most common surgery performed was salpingectomy 

(74.3%) followed by salpingo-oophorectomy which was 

done in 2.8% cases (in 1 case of ovarian EP). 

Laparoscopic approach was preferred in 10% of cases 

while 64.3% cases were operated by laparotomy. 

Hysterotomy was performed in 5 cases of scar ectopic 

and 1 case of scar ectopic required obstetric 

hysterectomy. Rudimentary horn excision was done in 1 

case of ruptured EP in bicornuate uterus. One case 

abdominal pregnancy (gestational age-26 weeks) was 

diagnosed per-operatively and was successfully managed 

by removal of fetus and placenta.  

Medical management by inj. methotrexate (Mtx) was the 

chosen modality of treatment in 10% cases and only 1 

case was given expectant management. Morbidity 

associated with EP included blood transfusion (≥1 units) 

in 32.8% cases, febrile episodes in 2.8% and abdominal 

distension in 1.4%. Methotrexate toxicity was observed 

as bone marrow suppression (1.4%). No mortality and 

acute renal failure were found in this study among 70 

patients which shows that early diagnosis and treatment 

can prevent severe morbidity and mortality in ruptured 

EP. 

DISCUSSION 

In present study, 9 cases of ectopic pregnancies were 

reported for every 1000 deliveries (incidence 0.9% or 1 in 

112 deliveries) which is consistent with the study by 

Stulberg et al.1 According to Taran FA et al, ectopic 

pregnancy is a complication in 1.3-2.4% of all 

pregnancies.5 Maximum incidence was observed in the 

gestational age of 6-9 weeks which shows similarity with 

study by Khaleeque et al.6  

There were 85.7% cases in the age group of 21-30 years 

which is in contrast to the study by Bouyer et al (42.8%).7 

This disparity is implicated to the fact that majority of 

women in India marry at an early age and completes their 

family.8 In present study, average age of patients was 24.9 

years. This age corresponds with peak sexual activity and 

reproduction.8 Thirty (42.8%) patients were nullipara and 

21 cases (30%) were primipara in present study which 

correlates with Bouyer et al, (nullipara 39.5% and 

primipara 35.6%).7  

Literature and various studies suggest previous EP and 

tubal surgery to be the strongest risk factors related with 

the occurrence of EP.9 In present study, previous EP 

observed in 4.2% with similar results in study carried by 

Yakasai et al (4.95%) which is in correlation with the 

hypothesis that women with previous EP has greater 

tendency toward a subsequent EP.10 Bouyer et al, 

reported prior tubal surgeries in 23.7% cases which is 

very high in incidence from 4.2% in present study.7 This 

contrast is due to variation in sample size. History of PID 

was seen in 28.5% of cases in present study, similar to 

that published by Cheng Li et al.11 (33.3%) suggesting 

strong evidence that PID is strongly responsible for the 

extrauterine implantation. Chlamydia trachomatis has 

been implicated as a risk factor for EP, with the risk 

increasing with each successive infection; ascending 

infection and resultant salpingitis is thought to lead to 

tubal dysfunction and aberrant implantation.12 H/o 

ovulation induction was seen in 5.7% which is on lower 

side to study by Bouyer et al (10%).7 H/o previous 

abortion is reported in 20% cases with similarity to 

Bouyer et al (17.8%).7 Intrauterine device (IUD) as a 

method of contraception was used by 4.2% cases in 

present study.  

The most common presenting symptom was pain in lower 

abdomen which was complained by 94% cases followed 

by history of amenorrhea (87%), which were also 

reflected by Wakankar et at, (pain=86.53%, 

amenorrhea=80.6%).13 The classical triad of abdominal 

pain. Vaginal bleeding and amenorrhea were present in 

48% cases. Study by Tahmina et al, reported triad in 

40.3% cases.14 This indicates that triad in not the 

presenting feature in more than 50% cases. In present 

study, 5 cases (7%) presented to the hospital in shock. On 

clinical examination, the most common physical sign 

observed was abdominal tenderness (94%) which is on 

higher side in comparison with Tahmina et al (75%).14 

Cervical motion tenderness was elicited in 77% cases 

while Tahmina et al, reported it in 58.3% cases.14 

The literature shows 97% of extrauterine pregnancy 

occurs in fallopian tubes and most common site is 

reported to be ampullary followed by isthmus of fallopian 

tube. Around 2-3% occurs as interstitial ectopic 

pregnancies. The less common sites are fimbrial, cervical, 

ovarian, as well as previous scars. The present study 

depicts similar results.10,11 EP is tubal in 84.2% cases, 

which is comparable with the studies by Yakasai et al 

(89.11%) and Tahmina et al (95.8%).10,14 Most of the 

cases reported ampullary ectopic (66%) which is 

consistent with Bouyer et al (60%).7 Second most 

common site of tubal pregnancy was isthmus (15%) and 

is similar to Khaleeque et al (15.4%).6 Right sided ectopic 

(56%) was more common then left in present study which 

is comparable to studies by Khaleeque et al (60%).6 Two 

15

66

12

7

0 20 40 60 80

Isthmus

Ampulla

Fimbrial

Interstitial

Percentage %

T
u

b
a

l 
e
c
to

p
ic

 s
it

e



Chudasama TJ et al. Int J Reprod Contracept Obstet Gynecol. 2020 Aug;9(8):3336-3340 

International Journal of Reproduction, Contraception, Obstetrics and Gynecology                                     Volume 9 · Issue 8    Page 3339 

cases (2.8%) was with ovarian EP comparable to the 

study by Sümeyra et al (1.5%).15 Incidence of interstitial 

pregnancy was 5.7%, while Khaleeque et al, reported it in 

10.3% cases.6 In present study, 7 cases of scar EP are 

reported (incidence 1 in 1112 deliveries) which is higher 

than the study described by Seow et al (1 in 1800 to 1 in 

2500 deliveries).16 This disparity is due the increasing 

rate of cesarean deliveries worldwide. 

In the present study only 1 (1.4%) case had tubal abortion 

and ruptured rudimentary horn pregnancy respectively. 

The present study reported rupture of rudimentary horn at 

16 weeks of gestation. The unnoticed rudimentary horn 

pregnancy inevitably ruptures. 80% to 90% of the cases 

of rudimentary horn pregnancy ultimately ruptures 

between the 10th and 20th weeks of pregnancy.17 Thirty-

two cases (45.7%) were unruptured while 37 cases 

(52.8%) were ruptured EP.  

In the present study, salpingectomy (laparoscopy or 

laparotomy) was performed in 74.3% cases which is 

similar to that found in a study carried out by Sümeyra et 

al (74.4%).15 The rate of laparotomy (85%) was higher 

than the laparoscopy (15%) which is in consistent with 

Sümeyra et al.15 Obstetric hysterectomy was performed in 

1 case of CSP following dilatation and evacuation due to 

uncontrolled and torrential haemorrhage. There have been 

many reasons for the increased rate of laparotomy in 

comparison to laparoscopy in the present research. First 

of all, the laparoscopic surgical approach was the 

preferred method for hemodynamically stable patients. 

The surgeon’s own skills, of course, seemed to have an 

importance in the selection of surgical method. Lastly, 

similar to the literature, it was very difficult to perform 

laparoscopy when the body mass index of the woman 

was >30 kg/m2 and in patients having previous abdominal 

surgery, heavy hemoperitoneum, or cornual pregnancy.18 

Nowadays, almost all types of ectopic pregnancies - 

tubal, ovarian, rudimentary horn pregnancy, CSP can be 

managed well with laparoscopy, if established 

endoscopic set up, trained staff and skilled endoscopic 

surgeon available. Salpingo-oophorectomy was done in 

2.8% cases (ruptured ovarian ectopic) in present study 

which correlated to Sümeyra et al (4.6%).15 

One case abdominal pregnancy (gestational age-26 

weeks) was diagnosed per-operatively and was 

successfully managed by removal of fetus and placenta, 

which was implanted over posterior aspect of right sided 

broad ligament and was separated successfully. 

Management of placenta in abdominal pregnancy remains 

a controversial issue. Most clinicians believe the best 

treatment is to clamp the cord, to leave the placenta in 

situ if it is implanted over vital organs and close the 

abdomen. The placenta can be removed after complete 

cessation of function that is demonstrated by serial β- 

hCG titers.19 

In present study 1 case (1.4%) is treated by expectant 

management till serial β-hCG came into non pregnant 

range. Medical line of the management with injection 

MTX was given in 7 (6 tubal and 1 CSP) cases (10%) 

which were clinically stable and mass of ectopic gestation 

<4 cm and success rate of 77.8% was reported. A study 

by Sümeyra et al, chose the medical management in 

49.2% cases and reported success rate of 70%.15 These 

patients were treated with single and multidose regimen 

of Mtx therapy along with serial β-hCG monitoring. In 4 

cases multidose Mtx regimen was used and 2 cases were 

managed by single dose Mtx. Two cases were initially 

managed by MTX but later on laparotomy was performed 

due to rupture of ectopic mass in 1 case and increasing 

titer of β-hCG in another. One case of CSP was selected 

for medical management with multi dose MTX. Timor et 

al recommended medical management in CSP in less than 

8 weeks gestation.20 

Morbidity included anemia, blood transfusion, febrile 

episodes and bone marrow suppression. Altered renal 

function test and severe bone marrow suppression was 

reported toxicity after 2nd dose of Mtx in woman with 

CSP. This was managed with Inj. Leucovorin and 

Granulocyte - Colony stimulating factor (G-CSF). By 

reducing and identifying the risk factors and catching the 

patients at the earliest, it is possible to improve the 

prognosis so far as morbidity, mortality, and fertility are 

concerned.21  

The EP mortality ratio ranges from 0.48 deaths per 100 

000 live births to 0.50 per 100 000 live births reported 

from US vital statistics.22 Fortunately, no maternal 

mortality have been reported in present study. 

CONCLUSION 

Ectopic pregnancy remains a gynaecological catastrophe 

and a major challenge to the reproductive function of 

women worldwide. With its rising incidence, which is 

likely to continue because of the various factors 

discussed, it is necessary to devise means of early 

detection and treatment. A high index of suspicion and 

creating awareness is required for its early diagnosis. 

Early identification of underlying risk factors, diagnosis 

with the essential aids like TVS and β-hCG and timely 

intervention in the form of medical or surgical treatment 

will definitely help in reducing the morbidity and 

mortality associated with EP and improve the future 

reproductive outcome. Health education on safer sex and 

provision of family-planning services, such as condoms 

and other barrier contraceptives, will help prevent 

sexually transmitted infection and unwanted pregnancies, 

thereby reducing the incidence of pelvic infection and 

post-abortal complications. 

ACKNOWLEDGMENTS 

Authors would like to thank all faculties colleague, post 

graduate residents and labour room staff for their support. 

Funding: No funding sources 



Chudasama TJ et al. Int J Reprod Contracept Obstet Gynecol. 2020 Aug;9(8):3336-3340 

International Journal of Reproduction, Contraception, Obstetrics and Gynecology                                     Volume 9 · Issue 8    Page 3340 

Conflict of interest: None declared 

Ethical approval: The study was approved by the 

Institutional Ethics Committee 

REFERENCES 

1. Stulberg DB, Cain LR, Dahlquist I, Lauderdale DS. 

Ectopic pregnancy rates in the medicaid population. 

Am J Obstet Gynecol. 2013;208(4):274.e1-7.  

2. Department of Health. In: Drife J, Lewis G, editors. 

Why Mothers Die: A Confidential Enquiry into the 

Maternal Deaths in the United Kingdom. Norwich, 

UK: HMSO; 2001:282. 

3. Cumminghum FG, Leveno, Bloon St, Hauth JC, 

Rouse DJ, Spong CY. Ectopic pregnancy; In 

Williams obstetrics, 23rd United States of America 

MC Graw Hills Publishing; 2010:238-254. 

4. Timmerman D. Predictive models for the early 

diagnosis of ectopic pregnancy. Verh K Acad 

Geneeskd Belg. 2004;66:155-71. 

5. Taran FA, Kagan KO, Hübner M, Hoopmann M, 

Wallwiener D, Brucker S. Dtsch Arztebl Int. 

2015;112(41):693-703. 

6. Khaleeque F, Siddiqui RI, Jafarey SN. Ectopic 

pregnancies: a three-year study. J Pak Med Assoc. 

2001;51:240-3. 

7. Bouyer J, Coste J, Shojaei T, Pouly JL, Fernandez H, 

Gerbaud L, et al. Risk factors for ectopic pregnancy: 

a comprehensive analysis based on a large case–

control, population-based study in France. Am J 

Epidemiol. 2003;157:185-94. 

8. Gaddagi RA, Chandrashekbar AP. A clinical study 

of ectopic pregnancy. J Clin Diagnos Res. 

2012;6:867-9. 

9. Ankum WM, Mol BW, Van der Veen F, Bossuyt 

PM. Risk factors for ectopic pregnancy: a meta-

analysis. Fertil Steril. 1996;65:1093-9. 

10. Yakasai IA, Abdullahi J, Abubakar IS. Management 

of ectopic pregnancy in Aminu Kano teaching 

hospital Kano Nigeria: a 3-year. Glob Adv Res J 

Med Med Sci. 2012;1:181-5. 

11. Li C, Meng CX, Zhao WH, Lu HQ, Shi W, Zhang J. 

Risk factors for ectopic pregnancy in women with 

planned pregnancy: a case–control study. Eur J 

Obstet Gynecol Reprod Biol. 2014;181:176-82. 

12. Barnhart K. Ectopic pregnancy. N Engl J Med. 

2009;361:379-87.  

13. Wakankar R, Kedar K. Ectopic pregnancy-rising 

trend at Indira Gandhi Government Medical College, 

Nagpur. Int J Sci Stud. 2015;3(5):18-22. 

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.  

15. Avcioğlu SN, Altinkaya SÖ, Küçük M, Demircan 

Sezer S, Yüksel H. Predictors of success of different 

treatment modalities for management of ectopic 

pregnancy. Obstet Gynecsol Int. 2014;2014:423708. 

16. Seow KM, Hwang JL, Tsai YL, Huang LW, Lin YH, 

Hsieh BC. Subsequent pregnancy outcome after 

conservative treatment of a previous caesarean scar 

pregnancy. Acta Obstet Gynecol Scand. 

2004;83(12):1167-72. 

17. Kuscu NK, Lacin S, Kartal O, Koyuncu F. Rupture 

of rudimentary horn pregnancy at the 15th week of 

gestation: a case report. Eur J Obstet Gynecol 

Reprod Biol. 2002;102(2):209-10. 

18. Takacs P, Latchaw G, Gaitan L, Chakhtoura N, De 

Santis T. Risk factors for conversion to laparotomy 

during laparoscopic management of an ectopic 

pregnancy. Arch Gynecol Obstet. 2005;273(1):32-4. 

19. Howard W. Jones III, John A. Rock, TeLinde’s 

Operative Gynecology, 11th ed. 771-98 

20. Timor-Tritsch IE, Monteagudo A, Santos R, 

Tsymbal T, Pineda G, Arslan AA. The diagnosis, 

treatment, and follow-up of cesarean scar pregnancy. 

Am J Obstet Gynecol. 2012;207:44.e1-13. 

21. Majhi AK, Roy N, Karmakar KS, Banerjee PK. 

Ectopic pregnancy - an analysis of 180 cases J, 

Indian Med Assoc. 2007;105(6):310-2. 

22. Fylstra DL. Ectopic pregnancy not within the (distal) 

fallopian tube: etiology, diagnosis, and treatment. 

Am J Obstet Gynecol. 2012;206:289-99. 

 

 

 

 

 

 

 

 

 

 

 

Cite this article as: Chudasama TJ, Shah SR, Vyas 

RC, Parikh PM. A retrospective analysis of ectopic 

pregnancies in tertiary care hospital of Western India: 

two year study. Int J Reprod Contracept Obstet 

Gynecol 2020;9:3336-40. 


