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ABSTRACT

Introduction: Ectopic pregnancy (EP) is one of the major complications in first trimester 
pregnancy, resulting in increased maternal morbidity and mortality. It accounts for 1.3-2.4% 
of all pregnancies. Previously, though laparoscopy was considered as the gold standard for 
diagnosis of ectopic pregnancy, due to availability of high resolution ultrasound, it has become 
the first line investigation for the diagnosis of ectopic pregnancy.

Methods: It is a prospective study conducted in Manipal Teaching Hospital, Pokhara, from 
January 2015 till December 2017. All the cases diagnosed with ectopic pregnancy were 
included in the study.  Ultrasonological and intraoperative findings were recorded. Data was 
analyzed using SPSS (VERSION 16). 

Results: Twenty six patients were diagnosed with ectopic pregnancies. The incidence was 
0.35%. It was most common among the reproductive age group between 20-40 years with mean 
age of 30.50 years. Pelvic inflammatory disease (n=10, 38.5%) was considered as risk factor. 
Radiological finding of Type III ectopic pregnancy (n=21, 80.8%) was the most common type. 

Conclusion: Ectopic pregnancy is common among reproductive age group with previous 
history of pelvic inflammatory disease. Type III is the most common type.
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INTRODUCTION

The word ectopic pregnancy is derived from 
the Greek word “ektopos”, which means “out 
of place”.1 Ectopic pregnancy (EP), is the 
condition where the blastocyst is implanted 
outside the uterine cavity. It is one of the major 
cause of maternal morbidity and mortality in 
early trimester and responsible for 80% of 
maternal deaths that occur in early pregnancy.2 
The incidence of EP has been reported to be 
1.3-2.4%.3
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Timely diagnosis of EP is essential as it may 
present as a surgical emergency. The clinical 
triad of EP are amenorrhea followed by vaginal 
bleeding, abdominal pain and a tender adnexal 
mass.4 Before the era of ultrasonography, EP 
was a life threatening condition and diagnosis 
was made at the time of surgery. Before 
1970, more than 80% of the patients with EP 
were diagnosed only after rupture and more 
than 50% collapsed.5,6 Fortunately, with the 
advent of ultrasonography, early diagnosis 
and management of EP has decreased the 
incidence of maternal morbidity and mortality.

METHODS

This is a prospective study, which was carried 
out in the Obstetrics department of Manipal 
Teaching Hospital, Pokhara, from January 
2015 to December 2017. All the patients with 
clinical suspicion of ectopic pregnancy were 
send for ultrasonography of abdomen and 
pelvis in the department of Radiodiagnosis. 
Urine for β human chorionic gonadotropin 
(HCG) was done in all the patients. Serum β 
HCG level was estimated as when required.  
Ultrasonography was conducted by a 
Radiologist. Ectopic pregnancy was diagnosed 
based on urine for β HCG, Ultrasonographic 
findings, intraoperative findings and clinical 
outcome. Almost all of the patients underwent 
laparotomy. Clinical data, Ultrasonography 
findings and intraoperative findings were 
recorded. The data was analyzed using SPSS 
(Version 16). Clearance from institutional 
ethical review board was obtained prior to the 
study.

RESULTS

During the study period, 125 patients 
were suspected of ectopic pregnancy. 
Ultrasonography revealed ectopic pregnancy 
in 26 patients, which were included for 
statistical analysis.   During the study period, 
there were seven thousand three hundred and 
fifty four deliveries. The incidence of EP in 
this study was only 0.35%.

The age of the patients ranged from 20-42 
years with mean age of 30.50 years (Table 1). 
The gestational age ranged from 15 days to 
91 days with mean age of 43 days. The parity 
of the patient ranged from 1-6 with majority 
being 3 (n=7, 29.9%). 

Ten patients with ectopic pregnancy had PID, 
three had history of dilatation and curettage, 
two had history of use of oral contraceptive 
pills, one had history of IUCD insertion and 
in ten patients no risk factors were identified 
(Table 2)

Ultrasonographically, ruptured ectopic with 
hemoperitoneum was the most common type 
and was detected in twenty one patients (Table 
3). Majority of the patients diagnosed with 
hemoperitoneum had blood loss up to 1000 
ml (Table 4). Right sided tubal rupture was 
more common than left side and were seen in 
fifteen patients.

Table 1: Age distribution of the patients
Age N=26 Percentage

Mean=30.50<20 1 3.8
21-40 24 92.3
>40 1 3.8

Table 2: Distributions of patients according to predisposing factors
Predisposing Factors Number Percentage
None 10 38.5%
IUCD 1 3.8%
OCP 2 7.7%
Dilatation and Curettage 3 11.5%
PID 10 38.5%
Total 26 100%
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Table 3: Distribution of Ectopic Pregnancy according to USG findings
Ultrasound Findings Number Percentage
Type I Unruptured live ectopic with heart beat 1 3.8%
Type II Early embryonic demise without rupture 3 11.5%
Type III Ruptured ectopic with hemoperitoneum 21 80.8%
Type IV No sonological findings of ectopic 1 3.8%

Table 4: Distribution of patients according to the amount of blood loss
Blood Loss Number of Patients Percentage
<500 ml 9 34.6%
501-1000 ml 9 34.6%
1001-1500 ml 5 19.2%
1501-2000 ml 2 7.7%
>2000 ml 1 3.8%

 DISCUSSION

Ectopic pregnancy is the pregnancy occurring 
outside the uterine cavity and is one of the 
major cause of maternal morbidity and 
mortality in the early trimester.2 The trend of 
EP is rising due to early diagnosis and increase 
in the rates of sexually transmitting diseases, 
especially the Chlamydial infection.7

In this study, the majority of the cases were 
in the age group 21-40 years. This is similar 
to the study done in other parts of the country 
which showed peak age of 28-32 years in 
a study conducted in Kathmandu Model 
hospital8 and age group of 31-35 years in 
the study conducted in Nepalgunj Medical 
college.9

The incidence of EP in this study was only 
0.35% (n=26, out of seven thousand, three 
hundred and fifty four deliveries). This 
incidence is low as compared to the study 
done by Mikolajizyk RT et al which showed 
the incidence to be 1.3-2.4%.3 According 
to the American College of Obstetrics and 
Gynaecologists (2008), of all the pregnancies 
in the United States, two percent of them are 
ectopic.10

The risk factors for EP is multifactorial but 
however in half of the women diagnosed 
with EP, no recognized risk factors has been 

identified.11 In this study also, no risk factors 
were identified among 38.5% of the patients 
(n=10). The postulated mechanism for EP 
may be anatomical and/or functional leading 
to impaired tubal motility, tubal obstruction, 
ciliary dysfunction and chemotactic factors 
that lead to tubal implantation.11 women 
with previous history of pelvic inflammatory 
disease are at risk of EP.12,13,14 Similarly, rising 
incidence in pelvic inflammatory disease, 
mainly the Chlamydial infection has also 
been associated with EP.7 This study also 
showed that 38.5% (n=10) of the patients 
had pelvic inflammatory disease. Intrauterine 
contraceptive device (IUCD) reduces the 
risk of EP but however if the woman gets 
pregnant, she is at increased risk of having 
an EP and the incidence being 1 in 100 of all 
pregnancies.15 In this study, only one patient 
had history of IUCD insertion.

In this study, transvaginal or transabdominal 
ultrasound was used for the diagnosis of EP. 
Previously, laparoscopy was considered as 
the gold standard for the diagnosis of EP. 
At present, due to the increased availability 
of high resolution transvaginal and 
transabdominal ultrasound, 80% of EP are 
diagnosed before they get ruptured and 50% 
of EP are diagnosed before the women are 
symptomatic.16 Depending upon the pelvic 
ultrasound four spectral patterns of ectopic 
pregnancy have been described.17
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Type 1: Unruptured live ectopic with heart beat 
Type 2: Early embryonic demise without 
rupture/embryonic structures/heartbeat 
Type 3: Ruptured ectopic with blood in pelvis
Type 4: No sonological sign of ectopic 
pregnancy

In this study, 80.8% (n=21) had Type III EP. 
This study is similar to the study conducted 
by Kaur N and Aryal S which showed 58.82% 
were ruptured ectopic with hemoperitoneum.18 

Surgical treatment is the treatment of choice for 
EP if the patient is hemodynamically unstable, 
ruptured ectopic, diameter of the gestational 
sac more than 4 cm on ultrasonography or 
pain persisting beyond 24 hours.19 However, 
medical management can be done in case of 
unruptured EP with gestational sac less than 
4 cm and hemodynamically stable patient. 
Different agents like systemic and local 
methotrexate (MTX), local potassium chloride, 
hyperosmolar glucose, prostaglandins, 
danazol, etoposide and mifepristone have 
been used but the current therapies focus 
primarily on MTX treatment.20,21 MTX is a 
folic acid antagonist. Its single dose regimen 
is more convenient than multiple dose 
regimen but has higher risk of persistent 
EP. So follow up with serial ultrasound and 
serum concentration of human chorionic 
gonadotropin is required.22 One patient, in 
this study, was treated with a single dose of 
MTX. Serial ultrasound and monitoring of the 
human chorionic gonadotropin was done and 
the EP was resolved. However, there was no 
mortality in this study period.

CONCLUSION

This study showed that ectopic pregnancy is 
common in women in reproductive age group. 
Those with history of pelvic inflammatory 
disease are at risk of developing ectopic 
pregnancy and Type III is the most common 
type.
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