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ABSTRACT
Background: A ruptured ectopic pregnancy is a true emergency and remains the leading cause of pregnancy related
first trimester deaths. The objective was to study the clinical profile of ectopic pregnancy in a tertiary care hospital.
Methods: It was a retrospective study conducted at Christian Medical College & Hospital, Ludhiana from 1st June
2009 to 31st May 2014. A total of 108 patients with ectopic pregnancy were analysed on clinical presentation, clinical
findings, investigations, operative findings and outcome.
Results: A majority of women (44.44%) were in the age group of 26-30 years and 50% were multigravida. Risk
factors were identifiable in 71.29% patients. Amenorrhea (91.6%) and pain abdomen (92.82%) were the most
common presenting symptoms. Twenty (18.51%) women had laparoscopy, 72 (66.67%) underwent an exploratory
laparotomy and sixteen (14.81%) women received medical management. There were no maternal deaths and postoperative morbidity in the form of febrile illness (11.11%), and wound sepsis (4.62%) was seen.
Conclusions: Ectopic pregnancy still remains one of the major causes of maternal morbidity and mortality. Early
diagnosis and referral in hemodynamically stable state along with use of minimal access surgery or medical
management can change the scenario of ectopic pregnancy in the developing world.
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INTRODUCTION
Ectopic pregnancy is any pregnancy that occurs outside
the uterine cavity. A ruptured ectopic pregnancy is a true
emergency and remains the leading cause of pregnancy
related first trimester deaths.1 The number of ectopic
pregnancies has increased dramatically in the past few
decades. The rise can be attributed partly to increase in
certain risk factors but mostly to improved diagnostics.2
Any woman of reproductive age presenting with
abdominal pain, vaginal bleeding, syncope or
hypotension with or without amenorrhoea with pregnancy
test positive should be provisionally diagnosed as an
ectopic pregnancy unless proved otherwise. The
evaluation may include a combination of determination

of urine and serum human chorionic gonadotrophin
(hCG) levels and ultrasonography. Key to the diagnosis is
determination of the presence or absence of an
intrauterine gestational sac correlated with serum β hCG
levels. Greater awareness of risk factors and improved
technology (biochemical markers and ultrasonography)
allows ectopic pregnancy to be identified before the
development of life threatening events.
The importance of ectopic pregnancy is peculiar in our
country because rather than join the global trend of early
diagnosis and conservative approach in management, we
are challenged by late presentation and rupture in most
cases.
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Aims and objectives
This study was undertaken to study the incidence, clinical
presentations, risk factors, management of cases and
outcome of all cases of ectopic pregnancy that presented
to our centre over a period of five years.
METHODS
This is a retrospective study conducted at Christian
Medical College & Hospital, Ludhiana from 1st June
2009 to 31st May 2014. All women who presented to our
hospital with ectopic pregnancy were analysed from the
available hospital documents (bedside records, history,
operation theatre records and yearly audit report).The
data collected was in respect to the following:

Amenorrhea (91.6%), pain abdomen (92.82%) along with
vaginal bleeding (73.80%) were the usual presenting
complaints. Presence of tachycardia (70.24%) and
abdominal tenderness (81.77%) were the most consistent
clinical findings. Bedside urine pregnancy test (hCG) was
positive in 93.51% women.
Laparoscopic management and peritoneal lavage was
done in 20 (18.51%) women with ectopic pregnancy.
Laparotomy was done in 72 (66.67%) women. Only 16
patients (14.81%) were fit and willing for medical
management of which one woman had a failure and an
urgent laparoscopy was performed on her (Table 2). One
patient had failure of medical treatment and was taken up
for laparoscopy.
Table 2: Distribution according to mode of treatment.

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Age
Parity
Chief complaints
Period of amennorhea
Any risk factors for ectopic pregnancy
Evidence of hypovolemia
hCG in urine/serum
Mode of treatment
Operative findings
Outcome of patients

RESULTS
The total number of deliveries in our institution in the
study period was 6477 and the total number of ectopic
pregnancies during this time was 108. The incidence of
ectopic pregnancy in our study is 1.66%.
A majority of women who presented with ectopic
pregnancy were in the age group of 26-30 years (44.44%)
and 50% had one previous pregnancy. On evaluation of
the risk factors, it was found that 77 women (71.29%)
had one or the other risk factor which included history of
pelvic inflammatory disease (PID) in 28 (36.36%),
previous abortion in 22 (28.57%), history of infertility
treatment in 10 (12.98%), previous ectopic pregnancy in
7 (9.09%), tubal ligation in 7 (9.09%), IUCD use in 3
women (3.89%) (Table 1). 31 patients had no identifiable
risk factor.
Table 1: Distribution according to risk factors.
Ri s k fa cto r
P ID
P rev io us
ab o rtio n
I n fert il it y
trea t me n t
T ub al li g at io n
P rev io us ec to p ic
I U CD u se

Nu mb er
( n =7 7 )
28

Perc enta g e
( %)
3 6 .3 6

22

2 8 .5 7

10

1 2 .9 8

7
7
3

9 .0 9
9 .0 9
3 .8 9

M o de o f
trea t me nt
Lap aro to m y
Lap aro sco p y
Med i cal
ma n a ge me n t

Nu mb er
(n =1 0 8 )
72
20

Perc enta g e
(%)
6 6 .6 7
1 8 .5 1

16

1 4 .8 1

Table 3 shows the operative findings on laparotomy.
There was tubal rupture in 73 (78.49%), Chronic ectopic
in 10 (10.75%), tubal abortions in 5 (5.37%) and unruptured tubal pregnancy in 5 (5.37%) women with
ectopic pregnancy.
Table 3: Distribution according to operative findings
on laparotomy and laparoscopy.
O pera tiv e
fin di ng s

Nu mb er
(n =9 3 )

Perc enta g e
(%)

T ub al r up t ure
C hro n ic
ecto p ic
T ub al ab o rt io n
U nr up t ur ed

73

7 8 .4 9

10

1 0 .7 5

5
5

5 .3 7
5 .3 7

Table 4: Site of tubal rupture in ectopic pregnancy.
Sit e o f e cto p ic
preg na ncy
A mp ul la
Ist h mu s
In fu nd ib ula r
Co r n ua l
O vari a n

Nu mb er
(n =7 3 )
48
10
7
6
2

Perc enta g e
(%)
6 5 .7 5
1 3 .6 9
9 .5 8
8 .2 1
2 .7 3

Majority of the cases had rupture in the ampullary area
(65.75%) followed by rupture in isthmic area. There were
6 cases of cornual rupture and 2 cases of ovarian
pregnancy (Table 4). Most of the patients presented with
anaemia of different degrees. Severe anaemia was seen in
18 patients and 6 patients had very severe anaemia. Blood
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transfusion was required in 66 patients either
intraoperative or postoperative. No transfusion was
required in 42 patients. (Table 5) There were no maternal
deaths due to ectopic pregnancy in the study period. Postoperative morbidity in the form of febrile illness and
wound infection was seen in 12 (11.11%) and 5 (4.62%)
women respectively.
Table 5: Haemoglobin level and blood transfusion.
Pre - O pera tiv e
Nu mb er
Perc ent a g e
H b ( g m. /d l)
( n =1 0 8 )
( %)
<4
6
5 .5
4 -6
18
1 6 .6 6
7 -1 0
46
4 2 .5 9
>1 0
38
3 5 .1 8
N u mb er o f u ni ts o f b lo o d tr a n s f u sio n
Nil
42
3 8 .8 8
1 -2 U
34
3 1 .4 8
>2 U
32
2 9 .6 2
DISCUSSION
Ectopic pregnancy is a high risk condition, a nightmare
for all gynaecologists and reproductive challenge for a
patient. It is a heterogeneous disease which presents itself
in a bewildering variety of anatomical, physiological and
clinical expressions. There is considerable regional
variation in its incidence and globally, it has been on the
rise over the past three decades. Worldwide, ectopic
pregnancy complicates 0.25-2.0% of all pregnancies.3
The incidence of ectopic pregnancy in our study is
1.66%. It correlates well with other studies.4,5 The
increase in incidence is associated with rise in the
incidence of sexually transmitted infections (STIs) and
salpingitis, advances in assisted reproductive technology,
tubal surgeries, female contraception and earlier
diagnosis with more sensitive methods.2
More cases were seen between age group 26-30 years.
There are different studies with similar results.3,6,7 Our
study showed that 50% had one previous pregnancy.
Some studies are showing increased risk of ectopic
pregnancy in nulliparous or primiparous which is
conflicting with our results.2,8 Others have reported
similar figures.6
No risk factor was found in 31 patients. 77 patients
presented with one or the other risk factor. The
commonest risk factor was PID (36.36%). Salpingitis and
PID increases the risk of ectopic pregnancy by 6-10 fold.9
Many studies support our result.2,3,9 Both the increased
incidence of STIs resulting in salpingitis and the efficacy
of antibiotic therapy in preventing total tubal occlusion
after an episode of salpingitis are related to the increasing
incidence of ectopic pregnancy.10 Chlamydia trachomatis
(most common) and Mycoplasma hominis infection
significantly increase the risk of ectopic pregnancy with

each episode causing 10% chance of ectopic pregnancy.
So PID constitutes an important risk factor.
In our study previous abortions constituted an important
risk factor (28.57%) irrespective of the fact whether it is
induced or spontaneous. Prior induced abortion
significantly increases the risk of ectopic pregnancy.6,9 A
study found that the risk of ectopic pregnancy was higher
in women who underwent medical abortion as compared
to women who underwent surgical abortion. They
interpreted this association as a consequence of
infection.11 Previous spontaneous abortions increased the
risk of ectopic pregnancy, especially for women with
three or more spontaneous abortions.11 So any type of
abortion is a risk factor for ectopic pregnancy.
The incidence of ectopic pregnancy following infertility
treatment is much higher as compared to spontaneous
pregnancies. Ectopic pregnancy following infertility
treatment occurred in 12.98% patients in our study.
However, as ectopic pregnancy is known risk factor for
subsequent infertility, the links between ectopic
pregnancy and infertility which seem to be mutual risk
factors are likely to be complex.2,11
Shaista et al12 found an increased incidence of ectopic
pregnancies (9%) in women with previous history of
ectopic pregnancy which is corroborated by our study
(9.09%). After one ectopic pregnancy, there is a 10% risk
of having a second ectopic pregnancy. After two ectopics
risk increases to 25%.9 In some other studies the
incidence is less.2,13
There is 15-50% chance of being ectopic if pregnancy
occurs following tubal surgeries.9 Prior tubal ligation
accounted for 9.09% of ectopic in present study similar to
others.2 Intrauterine contraceptive device prevents
intrauterine pregnancy effectively but tubal implantation
to a lesser extent.9 There were 3 cases (3.89%) of ectopic
pregnancy with IUCD use in our study correlating with
other studies.11
Most of the cases (78.49%) presented with ruptured
ectopic pregnancy making the scenario clear that still in
India most of the patients present late, may be due to
failure of making early diagnosis at various level of
healthcare delivery system. As a result in our study
majority of the women (66.67%) had a laparotomy
because of unstable condition and hemoperitoneum.
Laparotomy with salpingectomy was the most common
modality of treatment in most of the other studies. 2,3,14 In
some studies lack of expertise in laproscopy and
presentation of the patient late in night when seniors are
not around also led to increase in rate of laparotomy. 3,15,16
For women who present early with ectopic pregnancy
laproscopy and medical management with methotrexate
remains an attractive option as was seen in our study and
by Olofsson et al.2,17 We gave medical management in 16
patients. Methotrexate was given as a single dose of
50mg/m2 i/m. Only one case had a failure and so she
underwent laparotomy. Laproscopy was done in 20 cases
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who were hemodynamically stable but didn’t fullfill
criteria for medical management.
The tubes remained the commonest site of ectopic
pregnancy and ampulla being commonly affected
(65.75%) in our study correlating with other studies. 2,13
Ovarian pregnancies are very rare only about 0.5% of
ectopics occur in the ovary. 9,10 There were 2 cases of
ruptured ovarian pregnancy in our study (2.73%).
Preoperative haemoglobin levels ranged from 2gm% 11gm%. 22.22% had severe anemia with Hb% level
below 6 gm%. Most of the patients (61.11%) had blood
transfusions intraoperatively and postoperatively.

6.

7.

8.

9.

10.
CONCLUSIONS
Ectopic pregnancy still remains one of the major causes
of maternal morbidity and mortality. Early diagnosis and
referral in hemodynamically stable state along with the
use of minimal access surgery or medical management
can change the scenario of ectopic pregnancy in the
developing world and at same time preserve the potential
for future fertility.
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