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ABSTRACT

Background: Diagnosis of ectopic pregnancy was frequently missed and rising trend in incidence of ectopic
pregnancies necessitates awareness about risk factors, resultant morbidity and mortality. Aim of the study was to
determine the incidence, clinical presentation, risk factors, treatment and morbidity and mortality associated with
ectopic pregnancy.

Methods: Retrospective analysis of ectopic pregnancy was done in Government Raja Mirasudhar Hospital from
January 2014 to December 2015. The following parameters: age, parity, gestational age, risk factors, clinical
presentation, site of ectopic, diagnostic methods, mode of treatment and morbidity were noted.

Results: Out of 27881 deliveries, 228 were ectopic pregnancies (0.81 %).

Women with age 20-25yrs had highest incidence (42.98%) and with least below 20yrs (9.64%). Ectopic pregnancies
were common in multiparous women than primigravida (18.42%). Common symptoms: abdominal pain (82.4%),
amennorhea (78.5%), bleeding per vaginum (63.3%), asymptomatic (12%) patients. Urine pregnancy test positive in
90.4%. Etiology was pelvic infection (15.78%), infertility (7.01%), previous ectopic (8.33%), contraception (6.14),
surgeries including LSCS and tubal surgeries (6.57%). Right sided ectopic was more common. Site of ectopic:
Common in fallopian tube- ampullary region (63.15%), cornua (13.15%), isthmus (11.40%), fimbria (7.01%),
followed by ovarian ectopic (3.94%) then cervical, caesarean scar, rudimentary horn pregnancy with 0.43% each.
About 66.66% of ectopic was ruptured, 3/4th of these patients presented with shock at the time of presentation. Tubal
abortions were seen in 20.17% of patients. Most of cases being ruptured ectopic pregnancies, salpingectomy in
90.52% and salpingoopherectomy in 3.5%. Morbidity was blood transfusion (76.31%), wound complications 4.38 and
no mortality.

Conclusions: 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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INTRODUCTION

An ectopic pregnancy occurs when a fertilized ovum
implants outside the normal uterine cavity." It is the most
important cause of maternal mortality and morbidity in
the first trimester.?

Risk factors like previous ectopic pregnancy, tubal
corrective surgery, tubal sterilization, intrauterine
devices, documented tubal pathology, infertility, assisted
reproductive techniques, PID, smoking, prior abortions,
multiple sexual partners and prior delivery have been
implicated in the development of the ectopic pregnancy.’
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A knowledge of the associated risk factors helps identify
women at higher risk in order to facilitate early and more
accurate diagnosis.* Most risk factors are associated with
risks of prior damage to the Fallopian tube. These factors
include any previous pelvic or abdominal surgery, and
pelvic infection®. Chlamydia trachomatis has been linked
to 30-50% of all ectopic pregnancies.”

Early diagnosis reduces the risk of tubal rupture and
allows more conservative medical treatments to be
employed.®

This retrospective analysis was done to determine the
incidence, clinical features, risk factors, treatment and
morbidity and mortality associated with ectopic
pregnancy in a tertiary care hospital.

In order to decrease maternal mortality and morbidity due
to ectopic pregnancy, there is a need for early diagnosis.
The availability of sensitive BhCG and high-resolution
sonography has resulted in earlier diagnosis and has
reduced mortality rate.’

METHODS

This study was conducted in the department of obstetrics
and gynaecology, Government Raja Mirasudarteaching
hospital, attached to Government Thanjavur Medical
college TamilNadu, India during the period of Jan 2014
to Dec 2015 for the period of 2 years.

The case sheets of the patients with ectopic pregnancy
were traced through the labour ward registers and
operation theatre registers. Information regarding the
total number of ectopic pregnancies in the study period,
details of demographic characteristics, clinical symptoms
and signs, diagnostic tools used, treatment, risk factors
for the ectopic pregnancy as well as associated morbidity
and mortality were obtained.

RESULTS
During the study period of two years, there were 27,881
deliveries in our hospital and 228 cases were diagnosed

as ectopic pregnancy giving the incidence of 0.81%.

A majority of the patients (67.54%) belonged to the age
group of 20-30 yrs (Table 1).

Table 1: Age of study population.

<20 22 9.64
20-25 98 42.98
26.30 56 24.56
>30 52 22.8

In the present study, 81.58% were multigravida and
18.42% were primi gravida (Table 2).
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Table 2: Gravidity.

Primi 42 18.42
21 74 32.45
31 98 42.98
>3 14 6.14

Clinical presentation

In the present study, 82.4% had abdominal pain, followed
by H/o amenorrhea in 78.5% H/O Bleeding pervaginum
in 63.3%, signs of adnexaltenderness in 46.2% and
asymptomatic in 12%.

UPT was positive in 90.4% of cases USG revealed
rupturedectopic  pregnancy in 66.66% of cases,
unruptured in 14.03% of cases, heterogeneous mass with
minimal free fluid n POD in 20.17% of cases.

Risk factors 56.14% had no risk factors 15.78% had H/O
pelvic infection 7.01% had H/O infertility 8.33% had
prevectopic, H/O IUCD in 6.14% H/O
previoustubectomy in 6.57% (Table 3).

Table 3: Risk factors.

H/O PID 15.78 36
H/O 7.01 16
H/QO prev ectopic 8.33 19
H/O IUCD 6.14 14
H/O prevtubectomy 6.57 15

In 94.71% of cases ectopic pregnancy was tubal and it
was more common in right side (64%). A majority of the
cases were ampullary pregnancies (63.15%) cornual
pregnancy was seen in 13.15% and 11.4% were isthmal
pregnancies while 16% were in fimbria (Table 4).

Table 4: Site of ectopic.

Ampulla 63.15% 144
Cornual 13.15% 30
Isthmus 11.40% 26
Fimbria 7.01% 16
Ovarian 3.94% 9
Cervical 0.43 1
C/S Scar 0..43 1
Rudimentary 0.43 1

Ruptured ectopic was present in 66.66% cases on
laparotomy, tubal abortion in 20.17% cases, un ruptured
ectopic in 18 cases.

The most common procedure which was done was
unilateral salpingectomy 90.35% of cases followed by
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salpingooophorectomy in 3.5% of cases. 6.14% of cases
were  medically managed with  intramuscular
methotrexate.

Morbidity included anaemia (73.68%) Blood transfusion
(76.31%) and wound infection 4.38%. No maternal
mortality noted.

DISCUSSION

The incidence of ectopic pregnancy has increased since
the last 20 years. The incidence in this present study was
8.1 for 1000 deliveries.

Majority of woman (67.54%) in our study group
belonged to the age group of 20-30 years, which is close
to the studies done by Samiya Multi, et al (75.4%)
Panchal D, et al (71.66%) and Rashmi.®® A Gaddagi, et al
(70.2%) most of the women in India marry at an early age
and completes their family at an early age.’® This age
corresponds to the age of peak sexual activity and
reproduction.

In the present study group, majority of women with
ectopic pregnancy were multi gravidac (81.58%) This
correlates with the studies done by Shraddha Shetty K, et
al (83.9%) Panchal D, et al (81.66%) and Poonam, et al,
(83.6).7™*2 The higher incidence in multigravidate is
probably due to previous miscarriages and infection
resulting in tubal damage.

In the present study group HISTORY OF PID was
present in 15.78% of the cases with ectopic pregnancy.
This is correlating with the study done by Bhavna, et al
22.7% of the cases with ectopic pregnancy.®™

Endosalpingitis damages the mucosa and may entrap the
migrating embryo, leading to ectopic implantation;
Exosalpingitis give rise to peritubal adhesion, impairing
peristaltic movements, giving rise to inadequate
transportation.

In our study group, 7.01% of the women with ectopic
pregnancy were infertile which is correlating with the
studies done by Panchal D, et al (11.66%) and samiya
Mufti, et al (8.77%).2° The association between
infertility, previous pelvic infection and tubal pathology
is the possible explanation.

In our study group 8.33% of the women had history of
previous ectopic pregnancy which is correlating with the
studies done by Dr. Samiya Mulfti, et al (5.26%) and
Uzma Shabab, et al (5%).>** There is increased risk of
ectopic with previous ectopic pregnancy because it
reflects the underlying tubal pathology which is almost
always bilateral.

In our study group, 6.57% of the women with ectopic
pregnhancy had tubal sterilization which correlates with
the studies done by Uzmashabab, et al (5%) and Shrestha,
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et al (5%).**" Improper surgical technique and formation
of peritubal fistulas may result in ectopic pregnancy.In
postpartum period, edematous, congested and friable tube
increases the chance of incomplete tubal occlusion
resulting in ectopic implantation.

6.14% woman with IUCD had ectopic pregnancy which
correlates with the studies done by Shraddha Shetty K, et
al (6.4%) Shrestha et al (5%) and WM Fageeh (5.8%)
IUCD has no effect on ovulation, it prevents intrauterine
pregnancy but not tubal and ovarian pregnancy.‘**>®
The risk of tubal pregnancy is more if a woman conceives
with I[UCD in situ.

Urine pregnancy test was positive in 90.4% of the cases
which correlated with the study done by Rashmi A
Gaddagi, et al (97.3%) and WM Fgeeh (96%).'%1¢

The commonest presenting complaints were abdominal
pain, amenorrhea and abnormal vaginal bleeding. Clinical
signs included abdominal tenderness, cervical excitation
and adnexal tenderness. In Porwal Sanjay et al study,
87.5% reported with pain abdomen, bleeding per vagnina
encountered in 67.5% and 90% of case had history of
amenorrhea ranging from 6 weeks to 4 months. These
features help in early diagnosis of ectopic pregnancies.

The urinary pregnancy test, serum B-hGG and ultrasound
were the diagnostics tools used for diagnosis of ectopic
pregnancy. Studies have shown that Ultrasonography
should be the initial investigation for symptomatic
women in their first trimester; when the results are
indeterminate, the serum B human chorionic
gonadotropin concentration should be measured. Serial
measurement of 3-hGG and progesterone concentrations
may be useful when the diagnosis remains unclear.’

The commonest site of location of the ectopic pregnancy
was in the ampulla of the fallopian tube. Ampullary part
of the tube was commonly involved in most of the
ectopic pregnancies in other studies.®

Right, sided tubal pregnancy was present in 64% cases
and left tubal involvement in 36% cases, consistent with
other studies.™ Ruptured ectopic pregnancy was present
in 66.66%, 14.03% had unruptured ectopic and tubal
abortion 20.17%.

As medical management needs extremely close follow up
and hospitalization, surgical management is still the
method of choice in our country.”’ Laparaoscopy and
medical therapy have now emerged as the widely used
therapeutic modalities with great succession in terms of
reduced morbidity, shorter hospital stay and conservation
of fertility.” However choice depends upon early
identification of ectopic pregnancy and stable condition
of patients.”?

Morbidity included anemia, blood transfusion and wound
infection. By reducing and identifying the risk factors and
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catching the patients at the earliest it is possible to
improve the prognosis so far as morbidity, mortality, and
fertility are concerned.” No maternal mortality found in
our study, consistent with A, Abbas and H. Akram
study.?

CONCLUSION

The incidence if ectopic pregnancies are on the rise, as
was evident by the findings of this study. All the cases
were diagnosed with a high index of clinical suspicion
and the USG findings added to the diagnosis. Though the
recent trend in the management of ectopic pregnancy is
the use of a conservative surgical or medical line of
management, salpingectomy was the treatment modality
which was used in the present study. This was mainly
because a majority (80%) of the cases were referred or
they came late to the hospital after the ectopic pregnancy
has ruptured. But fortunately there has not been even a
single mortality.
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