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INTRODUCTION 

Ectopic pregnancy is the implantation 
of a fertilized ovum outside the endo-
metrial cavity. It occurs in approxi-
mately 0.5–2% of pregnancies and is 
potentially life threatening.1,2 The pos-
sible causes of increase in incidence of 
ectopic pregnancy are pelvic inflamma-
tory disease, use of intrauterine contra-
ceptive device, tubal surgical proce-
dures, induced abortion followed by 
infection, increasing age, smoking, 
etc.3 Diagnosis requires a high index of 
suspicion as the classic triad of amen-
orrhoea, abdominal pain and vaginal 
bleeding is not seen in majority of cas-
es. Women may present with non-
specific symptoms, unaware of an on-
going pregnancy or even present with 
hemodynamic shock.4 Other symptoms 
like nausea, pain lower abdomen, 
shoulder pain may also be present.3  

The 95% of ectopic pregnancies occur 
in fallopian tube and out of which 55% 
occur in ampulla, isthmus (20–25%), 
fimbriae (17%) and interstitial segment 
(2–4%). Other sites of ectopic pregnan 

cy are ovarian (0.5–1%), cervical 
(0.1%) and abdominal pregnancy 
(0.03%).5The diagnosis of ectopic 
pregnancy can be difficult. Meas-
urement of serum progesterone, 
serial serum beta-human chorionic 
gonadotrophin (β-hCG) levels, 
transvaginal ultrasonography 
(TVS) and laparoscopy are the di-
agnostic tools.6,7 Early diagnosis 
and prompt treatment is associated 
with better outcome.8 Treatment 
options for ectopic pregnancy in-
clude medical therapy 
(methotrexate)9 and surgery (open 
or laparoscopic).10,11 Management 
depends on individual basis.12 The 
purpose of this study was to ana-
lyze the patients with ectopic preg-
nancy. 

 
METHODS 

This was a retrospective medical 
record review at Paropakar Mater-
nity and Women’s Hospital 
(PMWH) in Kathmandu. Ethical 
approval was taken from the hospi-
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tal Instittutional Review Committee. The medical 
records of ectopic pregnancy were reviewed from 
15 January to 15 July 2020. Data pertaining patient 
characteristics, age, gravida, risk factors, clinical 
presentation, diagnostic modality, site of ectopic 
pregnancy, management and morbidity associated 
with it were retrieved and descriptive analysis done 
using SPSS version 16.0.  
 
RESULTS 
There were 88 ectopic pregnancies out of 10123 
deliveries (0.86%) in six months and 18 (20.5%) 
cases were referred-in from different hospitals. 
Fourteen cases (15.9%) did not have history of 
amenorrhoea. [Table-1] 

Table-1: Distribution of patient 
characteristics (n=88) 

Majority of the cases diagnosed by clinical exami-
nation alone (47.7%) followed by additional ultraso-
nography (31.8%). [Table- 2] 
 
Almost all cases were tubal ectopics. Site of tubal 
ectopic pregnancy were mentioned in 72 (81.8%) 
cases. Majority of the cases (53; 60.2%) were rup-
tured tubal ectopic. Among 35 (39.8%) of unrup 

tured cases 12 were chronic ectopic pregnan-
cy. [Table-3] 

Table- 2: Diagnostic modality 

 

 

 

Table- 3: Site, side and nature of ectopic 
pregnancy 

 

 

 

 

 

 

 

 

Majority of the cases were surgically managed (87; 
98.9%) and the most commonly performed surgi-
cal procedure was salpingectomy (81.8%). One 
case underwent left cornual wedge resection with 
left salpingectomy and right tubal ligation in 43 
years, G5P3+1 with previous LSCS, ultrasonogra-
phy (USG) revealed ectopic pregnancy. Patient 
underwent laparotomy and had left ruptured cornu-
al ectopic pregnancy with hemoperitoneum 500 
ml. Two units blood transfused and discharged on 
3rd POD. One case had medical management with 
single dose of Methotrexate (MTX) 50 mg intra-
muscularly. She was 32 years, G2P1, previous low-
er segment cesarean section (LSCS) with second-
ary subfertility and in-vitro-fertilization (IVF) con-
ception who did not have amenorrhoea, presented 
with pain abdomen and per vaginal (P/V) bleeding 
for 15 days. Her serum β-hCG was 392 mIU/ml 
and TVS revealed (18x17 mm) left adnexa ectopic 
pregnancy without cardiac activity. [Table- 4] 

 
Table-4: Management of ectopic pregnancy 
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Patient characteristics N (%) 

A
ge (years) 

15-19 2 (2.3) 
20-24 22 (25) 
25-29 21 (23.9) 
30-34 25 (28.4) 
35-39 13 (14.8) 
40-44 5 (5.7) 

G
ravida 

G1 30 (34) 
G2 21 (23.9) 
G3 21 (23.9) 
G4 11 (12.5) 
G5 5 (5.7) 

R
isk factors 

Previous abortion ≥ 1 22 (25) 
Previous ectopic pregnancy 4 (4.5) 
Bilateral tubal ligation 4 (4.5) 
Previous LSCS 13 (14.8) 
Use of medical abortion 7 (7.9) 
Use of Inj DMPA 4 (4.5) 
Use of emergency contraceptive 
pills 

1 (1.1) 

Use of oral contraceptive pills 2 (2.3) 
Subfertility 3 (3.4) 
In-vitro fertilization 1 (1.1) 
History of tuberculosis 1 (1.1) 

P
resentation 

Amenorrhoea 50 (56.8) 
Abdominal pain 63 (71.6) 
Vaginal bleeding/spotting 53 (60.2) 
Vomiting 4 (4.5) 
Triad 14 (15.9) 
Hypovolemic shock 2 (2.3) 
Abdominal tenderness 54 (61.4) 
Cervial motion tenderness 45 (51.1) 

Diagnostic modality N (%) 
Clinical alone 42 (47.7) 
Clinical + USG 28 (31.8) 
Ultrasonography (USG) 12 (13.6) 
Serial β-hCG + USG 6 (6.8) 

  Variables N (%) 

Site 

Ampulla 63 (71.6) 
Isthmus 6 (6.8) 
Fimbria 2 (2.3) 
Cornua 1 (1.1) 

Side 
Right 49 (55.7) 
Left 39 (44.3) 

Nature 
Ruptured 53 (60.2) 
Unruptured 35 (39.8) 
Unruptured chronic 12 (13.6) 

Surgical procedure N (%) 
Salpingectomy 72 (81.8) 
Salpingectomy + contralateral tubectomy 9 (10.2) 
Salpingectomy + cystectomy 1 (1.1) 
Cornual resection + repair 1 (1.1) 
Salpingo-ophorectomy 4 (4.5) 
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Regarding morbidity associated with ectopic preg-
nancy 36 (40.9%) had blood transfusion and 11 
(12.5%) required general anesthesia (GA). Patients 
requiring to stay hospital for more than 7 days 
(15.9%) were because previously they were diag-
nosed as threatened abortion (1/14), complete abor-
tion (2/14), adnexal cyst (1/14) and pregnancy of 
unknown location (PUL) (4/14); after 4 to 6 days, 
following serial β-hCG and USG, underwent lapa-
rotomy for ectopic pregnancy. One case (1/14) was 
medically managed and another (1/14) had bowel 
serosa injury repair. Four (4/14) had ruptured ectop-
ic pregnancy with blood loss ranging from 1500 to 
3000 ml requiring four to six units of blood transfu-
sion. There was no maternal mortality. 

 
DISCUSSION 

The incidence of ectopic pregnancy was 0.86% 
which was similar to a study by Yadav A et al13 
(0.89%) whereas slightly higher incidence was seen 
in other studies 1.3%,14 1.4%,15 1.8%16 and 1.9%.17 
 

The majority of ectopic pregnancy cases occurred in 
30 to 34 years age group (28.4%) which was similar 
to a study by Kaveri et al,16 (31 to 35 years). How-
ever, other studies17-19 found more of these cases in 
20 to 30 years age group. In this study, more of ec-
topic pregnancy was seen in multiparous (65%) 
which is similar to various other studies.13,16,17,19,20 

Amongst the risk factors studied, history of having 
previous abortion was the most common finding 
(25%). Similar observations were seen by Rajita et 
al (28%),8Rajendra et al (32.6%)17, Shraddha et al 
(29%),21Archana et al (31.2%)22 and Arati et al 
(46.2%).23 This could be due to infection following 
abortion causing tubal damage or dysfunction. In 
this study, use of medical abortion was 7.9% which 
is comparable to a study by Shraddha et al (9.7%).21  

The self medication of abortificient without supervi-
sion increases the chances of missing the ectopic 
pregnancy. The overall risk of developing ectopic 
pregnancy by over the counter abortificient is as 
high up to 1.9% to 6.5%.24,25  In this study, another 
risk factor, previous ectopic pregnancy was 4.5% 
which is similar to studies by Ansa et al (4.4%),26 

Hussam et al (4.7%),27 Shraddha et al (3.2%)21, 
Anita et al (5.4%)13 and Rajendra et al (5.7%).17 
This is most likely due to tubal factors that are usu-
ally bilateral. In this study, bilateral tubal ligation 
and previous LSCS were 4.5% and 14.8% respec-
tively which is comparable to studies by Mridula et 
al (6.4%, 12.8%),19 Shanti et al (12.9%, 6.4%)20, 

Anita et al (10.9%, 26.02%)13 and Bhawana et al 
(7.9%, 2.6%)15. Similarly, Niteshet al18 had previ-
ous LSCS in 11.5% of their patients. In this study, 
subfertility was seen in 4.5% (1.1% IVF concep-
tion) which is similar to studies by Shanti et al 
(4.8%),20Shraddha et al (3.2%)21 and Anita et al 
(2.7%)13, in contrary, it was higher in various other 
studies Tahmina et al (18.8%),4Rajita et al (18%)8 
and Ansa et al (22.2%).26 In this study, use of oral 
contraceptive pills (OCP) and emergency contra-
ceptive pills were 2.3% and 1.1% respectively. 
Use of OCP was seen in studies by Shanti et al 
(1.6%)20 and Rajendra et al (7.6%)17 whereas use 
of emergency contraceptive pill was higher in a 
study by Kaveri et al (36.3%).16 Also in this study, 
1.1% had history of tuberculosis which was slight-
ly higher in other studies 3.8%17 and 8.5%.19  
 

The presentation of ectopic pregnancy is variable. 
In this study, the most common presenting symp-
tom was abdominal pain (71.6%) followed by vag-
inal bleeding (60.2%) and amenorrhoea (56.8%) 
which is similar to the studies by Archana et al 
(100%, 95%, 86.2%)22 and Smita et al (96%, 52%, 
48%).28 However, in this study, amenorrhoea was 
absent in 15.9% of the patients. In the absence of 
amenorrhoea, woman may be unaware of an ongo-
ing pregnancy and hence may not anticipate a 
pregnancy associated complication. This subjects 
her to increased risk due to delayed diagnosis.The 
classic triad of amenorrhoea, pain abdomen and 
vaginal bleeding was seen in 15.9% which is in 
contrast to other studies by Rajendra et al 
(53.8%),17Archana et al (71%)22 and Smita et al 
(60%).28 Two cases (2.3%) presented to hospital in 
hypovolemic shock while more cases of shock 
were seen in various other studes by Tahmina et al 
(26.4%)4, Smita et al (32%),28 Archana et al 
(42.5%)22 and Rajendra et al (51.9%)17. In this 
study, clinical signs of abdominal tenderness and 
cervical motion tenderness were seen in 61.4% and 
51.1% respectively which is comparable to a study 
by Tahmina et al (75%, 58.3%).4  Hence, in this 
study, 47.7% cases could be diagnosed by clinical 
alone. Diagnosis of ectopic pregnancy can be chal-
lenging because presentation can vary significant-
ly. Although clinical examination may raise the 
suspicion of an ectopic pregnancy, relying on clin-
ical signs and symptoms alone would have missed 
the diagnosis in 13.6% of the cases in this study. 
USG was useful in diagnosing most of these cases 
along with clinical and serial serum β-hCG.  
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In this study, ectopic pregnancy occurred in fallopi-
an tubes, ampulla (71.6%) being the most common 
site followed by isthmus (6.8%), fimbria (2.3%) and 
cornua (1.1%) which is similar to other stud-
ies.6,18,22,26  Similarly, ampullary part of the tube was 
commonly involved in most of the ectopic pregnan-
cies in various other studies.13,15-17,19-21,23,28,29 The 
right side was more frequent than the left which was 
consistent with different other studies. 16,18,21,23,26,29 

Our hospital being a tertiary level referral centre, 
60.2% of the women had ruptured ectopic pregnan-
cies which is comparable to most of the studies 
ranging from 56% to 91.5%.4,13,17,19,21,26 

Since most of the patients had ruptured ectopic 
pregnancy, they required emergency laparotomy 
and salpingectomy (81.8%) as life saving measures. 
Moreover, 13.6% had chronic ectopic with  adnexal 
adhesion necessitating salpingectomy. Most other 
studies also underwent salpingectomy as the prima-
ry surgery and ranged from 58% to 96.8%.13-15,17-

23,27 In this study, 10.2% underwent salpingectomy 
with contralateral tubectomy which correlated with 
a study by Shanti et al (12.9%), while other studies 
had as low as 2.1%23 and 2.6%7 to as high as 35%.22 
Four cases (4.5%) had to undergo salpingo-
ophorectomy [chronic ectopic pregnancy with dense 
adhesion(3) and associated ovarian dermoid cyst(1)] 
which was comparable to other studies showing 
2.1%,23 2.5%27 and 3.8%.17 In this study, one patient 
(1.1%) underwent conual resection and repair as 
was also observed in Rajendra et al17 study whereas 
slightly higher in Mridula et al study (8.5%).19   An-
other case (1.1%) who had conceived by IVF had 
met the criteria for medical management; her serum 
β-hCG was 392 mIU/ml and TVS revealed (18X17) 
mm left adnexa ectopic pregnancy without cardiac 
activity and hence received single dose of MTX 50 
mg intramuscularly. Various other studies also re-
ported the medical management with MTX; Rajen-
dra et al (1.9%),17 Hussam et al (14.3%)27 and Bha-
wana et al (15.8%).15  

In this study, hemodynamic instability was the ma-
jor factor of morbidity necessitating blood transfu-
sion in 40.9% which is similar to a study by Hussam 
et al (41.9%).27  Various other studies reported the 
blood transfusion ranging from 54.8% to 84.6%.4, 

13,15,,17,21,23 General anesthesia was required in 12.5% 
in this study whereas other studies reported as high 
as 30.1%23 and 51.9%.17  In this study, 15.9% had 
hospital stay of >7 days for PUL, hemodynamic 
instability requiring blood transfusion, medical 

management and bowel serosa injury repair. In a 
study by Tahmina et al,4  mean duration of hospital 
stay was 6.6 ±2.9 days. Other studies reported >10 
days (21.1%),17  ≥8 days (12.5%)6 and >8 days 
(5.6%).30 

Aratiet al23 reported 3.2% maternal mortality in 
their study. Fortunately, there was no maternal 
mortality due to ectopic pregnancy in this study as 
in majority of other studies.4,6,13,17-19,21,22 This may 
be as a result of prompt and proper management of 
patients after reporting to the hospital pertaining to 
improved diagnostic and treatment modalities. 

 
CONCLUSIONS 

Majority of the patients had ruptured tubal ectopic 
pregnancy.  Most of them required surgical man-
agement, salpingectomy being the most common. 
The most common morbidity associated was he-
modynamic instability requiring blood transfusion.  
There was no maternal mortality. 
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