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Background: Ectopic pregnancy is a pregnancy anywhere other than 

uterine cavity. Approximately 1-2% pregnancies are ectopic associated 

with significant morbidity and mortality. Fallopian tube is the 

commonest site. Present study deals with the analysis of risk factors, 

clinical presentation and treatment modalities of ectopic pregnancy. 

Material and Method: A cross sectional study was carried out on 100 

cases which were diagnosed and treated at Department of Obstetrics 

and Gynaecology, J K Lon Hospital, Government Medical College, 

Kota (Raj.), India. Parameters studied were age, parity, gestation period 

(weeks), risk factors, clinical presentation, medical management and 

surgical intervention. 

Results: Present study included 100 cases in which 72% belonged to 

age group of 19-30 years. Maximum cases were recorded between 

parity 0 and 2. Previous abortion (33%) was the most common risk 

factor. Most of the patients had ruptured (54%) ectopic pregnancy 

outcome. Tenderness was a common clinical feature on abdominal 

examination. Medical management was done for 11 patients of which 9 

cases were successfully treated (81.8%). In 64% cases, emergency 

laparotomy with unilateral salpingectomy was applied as surgical 

intervention. 

Conclusion: Diagnosis of ectopic pregnancy is a challenging task by 

its bizarre clinical picture as it is clinically ranging from asymptomatic 

case to acute abdomen to hemodynamic shock. It is imperative to take 

close examination with use of advance diagnostic tools and 

management. Most of the patients of ectopic pregnancy presented 

ruptured outcome and period of amenorrhea was significantly 

associated with it. Early diagnosis and advance management would 

reduce the morbidity and mortality in ectopic pregnancy. 

 
Copy Right, IJAR, 2024,. All rights reserved. 

…………………………………………………………………………………………………….... 

Introduction:- 
Ectopic pregnancy (EP) is a potentially life threatening gynaecological emergency in which blastomere implants 

outside the uterine cavity. EPs occur in 1-2 % of all naturally conceived pregnancies and is associated with 
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significant morbidity and mortality, worldwide especially in developing countries where majority of patients present 

to the clinicians in a late life threatening state with altered and deteriorated hemodynamics.
1-3 

EPs may be tubal, non-

tubal or heterotropic pregnancy and atleast 90% of all are located in fallopian tube and among these 80% are present 

in the ampullary segment of the tube.
1,4 

In non-tubal pregnancies, oocytes are fertilized at the site other than the 

fallopian tube or the oocyte can be fertilized within the fallopian tube but extruded into the peritoneal cavity.
5,6

 

Heterotropic pregnancies are extremely rare and primarily associated with assisted reproductive technology 

treatment. It refers to the coexistence of an intrauterine pregnancy with an ectopic pregnancy.
7,8

 

 

The classic clinical triad of ectopic pregnancy is amenorrhea, pain abdomen and bleeding. Bleeding from the 

ruptured fallopian tube owing to EP in the first trimester of pregnancy, is the most common cause of maternal 

morbidity.
9,10

 Multiple risk factors have been attributed to its occurrence among these, pelvic inflammatory disease 

is the most common and other include use of progesterone-only pills, intrauterine contraceptive devices (IUD), 

endometriosis, previous abortion, in vitro fertilization, previous history of ectopic pregnancy, assisted reproductive 

technology and smoking.
11

 

 

Diagnosis of Ectopic Pregnancy is challenging task by its bizarre clinical picture for obstetrician and gynecologist as 

it is clinically ranging from asymptomatic case to acute abdomen to hemodynamic shock.
12

 Hence, it is imperative 

to take close examination with judicious use of available diagnostic techniques for diagnosis and management of 

such condition. Treatment options of EP include available facilities of medical management, laparoscopy and 

laparotomy which depend on patient’s clinical condition, geographical location, desire to reproduce, ultrasound 

findings, site of ectopic and βHCG measurement.
13

 Laparoscopic salpingectomy or open salpingectomy  is the ideal 

surgical management.
14 

 

Despite significant decline in EP related morbidity and mortality, there is still a paucity of information on the risk 

factors, clinical presentation and the most appropriate treatment modalities. Therefore, present study was undertaken 

to study these parameters for the medical and surgical management of EP to enhance maternal survival and 

conservation of reproductive capacity. 

 

Material and Methods:- 
A cross sectional study was conducted on 100 cases which were diagnosed and treated as ectopic pregnancy at 

Department of Obesterics and Gynaecology, J K Lon Hospital, Government Medical College, Kota (Raj), India - a 

tertiary care hospital. The medical records of all 100 cases were retrieved from the Obstertrics and Gynaecology 

Department and confidentiality of the patient data were ensured during the review process. 

 

Collected data included details of age, parity, presented symptoms, detailed past obstetric history, genital infections, 

previous surgical procedures if any, associated risk factors, site of ectopic pregnancy, laterality and other post 

operative complications. The collected data was tabulated and analysed using appropriate statistical methods. 

 

Results:- 
In the present study, 100 cases of ectopic pregnancies were analysed in which 72% belong to the age group of 19 - 

30 indicating that it is a disease of reproductive age group. Maximum cases were recorded between parity 0 and 2 

and peak incidence (43%) was observed among the women during their second pregnancy (table 1). For highest 

number of cases, gestation period was observed to be around 9 weeks (35%). 

 

Among all cases studied with respect to site of ectopic pregnancy, the most common was ampullary (66%) region of 

fallopian tube followed by fimbrial (14%), isthmal (11%) and cornual (7%) and least in ovarian region (1%). Risk 

factors were observed in 59% of all the cases studied and previous abortion (33%) was most common followed by 

tubal surgery (14%), H/O infertility (6%) PID (5%) and least in IUCD (1%). 

 

At presentation, 54% presented with ruptured ectopic, 30% unruptured ectopic and 16% tubal abortion (table 2). 

Common symptoms to be observed were, amenorrhea, pain abdomen and bleeding in all cases. In ruptured and 

unruptured EP, amenorrhea (92%) was most common followed by pain abdomen (81%) and bleeding (55%) 

whereas in tubal abortion, pain abdomen was the most common followed by amenorrhea and bleeding, along with 

these symptoms 42% patients of ruptured, 18% patients of unruptured and 50% patients of tubal abortion also had 

other risk factors like nausea, vomiting, sudden fainting attacks etc. Tenderness was a common clinical feature of 
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abdominal examination recorded in all the three ectopic pregnancy outcomes followed by distension and guarding. 

Patients with EP received surgical (91%) or medical management (9%). Management was decided on the basis of 

mode of presentation, abdominal examination, vitals of patient, type and size of ectopic and HCG values. HCG < 

3500 and size < 4 cm were recruited for medical management and it was done with methotrexate for 11 cases of 

which 9 cases were success (81.8%). In 64% cases, emergency laparotomy with unilateral salpingectomy was 

applied as surgical intervention (table 3). 

 

Discussion:-  
Ectopic pregnancy is still a challenge before obstetrician and gynecologist inspite of advanced diagnosis and 

management facilities. In present study, patient having ectopic pregnancy belonged to the age group of 19-30 years 

i.e. the period of maximum fertility and use of contraception is infrequent and occasional among women of this age 

group. Behera et al. also reported 54.8% ectopic pregnancy in age group of 21 - 30 years.
15

 It may be due to early 

age marriage in India and fewer pregnancy is expected beyond the age of 30 years. Soper suggested functional and 

anatomic age related changes of the fallopian tubes and also repeated pelvic inflammatory disease that may induce 

tubal damage and predispose women to ectopic pregnancy.
16

 

 

Maximum cases of ectopic pregnancy were reported between parity 0 and 2 in the present study. Similar results 

were observed by Andola et al.
17

 and Sindhura et al.
18

 Sindos et al. found a positive association between parity and 

ruptured ectopic pregnancy following their retrospective analysis of 19 years of archived data on ectopic pregnancy 

in Athens, Greece.
19

 

 

Ectopic gestational mass generally increases with increase gestational age and ruptured becomes more likely when 

the size of it outgrows the fallopian tube. Ampulla of fallopian tube was the most common site as observed in the 

present study, is similar to Bouyer et al. finding.
20

 Shaikh et al. noticed right fallopian tube as most common site of 

occurrence of ectopic pregnancy than the left tubal pregnancy and ampullary part of it was the most frequent site 

reflects in 48% of the cases.
21

 

 

The most common risk factor recorded being previous abortion (29%) among all patients and 41% had no risk 

factor. Such results have also been observed in the similar study by various researchers.
21,22

 Shah et al. study 

revealed risk factors presented in 60.5% of patients.
23

 

 

Period of amenorrhea at diagnosis in maximum number of patients, was observed to be around 9 weeks. It was 

higher in patient presenting with ruptured ectopic pregnancy than those with unruptured and tubular abortion. 

Amenorrhea, pain abdomen and bleeding were seen in all the three pregnancy outcomes. Incidence of ruptured 

ectopic pregnancy was observed to be higher in the present study which is similar to study by Wakankar et al.
24

 

 

Amenorrhea was found to be most common in ruptured and unruptured and in tubal abortion, pain abdomen was the 

most common presentation of ectopic pregnancy. Goyaux et al. recommended ectopic pregnancy should be 

considered as a critical public health indicator in developing countries.
25

 Mindjah et al. suggested that well equipped 

health care facility is necessary for early diagnosis of ectopic pregnancy.
26

 

 

Tenderness was found to be most common abdominal finding followed by distension and guarding in all patients 

studied. Similar results were found by Rashmi and chandrashekhar
27

 and Andola et al.
17

 

 

Patient with ectopic pregnancy received surgical and medical management. Success rate was determined by the 

HCG value and size of ectopic. Methotrexate was prescribed to arrest the growth of ectopic pregnancy leading to 

eventual involution. Emergency laparotomy with unilareal salpingectomy was the most common surgical 

intervention applied in the present study. 

 

Conclusion:- 
In the present study, most common age group of ectopic pregnancy was between 19 -30 years and maximum cases 

were found during parity 2. Triad of symptoms i.e. amenorrhea, pain abdomen and bleeding were present in most of 

the cases. Occurrence of ruptured ectopic pregnancy was much more than unruptured ectopic pregnancy and tubal 

abortion. Previous abortion was found to be a major risk factor. Success rate of medical management was 

determined by the β HCG value and size of ectopic and methotrexate was used as treatment. In most of the cases, 



ISSN: 2320-5407                                                                             Int. J. Adv. Res. 12(05), 397-402 

400 

 

surgery was the treatment modality as majority of cases were referred and came late to the hospital after the ectopic 

pregnancy had ruptured. Early diagnosis and intervention would reduce the morbidity and mortality in ectopic 

pregnancy. A good understanding of the treatment, eligibility criteria and necessary follow up can help clinician for 

ensuring patient safety. 

 

Table 1:- Characteristics of Patient Studied. 

Characteristics                                          Number of Patients Percentage 

Age group   

19-22 

23-26 

27-30 

31-34 

35-38 

39-42 

16 

42 

30 

6 

4 

2 

16 

42 

30 

6 

4 

2 

Parity  

0 

1 

2 

3 

>3 

 

15 

25 

43 

8 

20 

 

15 

25 

43 

8 

20 

Period of Amenorrhea (weeks) 

≤4 

5 

6 

7 

8 

9 

10 

11 

12 

 

 

1 

1 

3 

8 

21 

35 

28 

2 

1 

 

 

1 

1 

3 

8 

21 

35 

28 

2 

1 

Site of Ectopic Pregnancy 

Ampullary 

Fimbrial 

Isthmic 

Cornual 

Ovarian  

 

66 

14 

11 

7 

2 

 

66 

14 

11 

7 

2 

Risk factors 

Tubal surgery 

Previous abortion 

H/O infertility 

PID 

IUCD 

Previous ectopic pregnancy 

No risk factor 

 

14 

33 

6 

5 

1 

0 

41 

 

 

14 

33 

6 

5 

1 

0 

41 

 

Table 2:- Presentation and Examination of Ectopic Pregnancy Outcome. 

Ectopic pregnancy outcome Ruptured 

(54) 

Unruptured 

(30) 

Tubal abortion 

(16) 

P 

Mode of presentation     

Amenorrhea 

Pain abdomen 

Bleeding  

Others 

92% 

81% 

55% 

42% 

83% 

59% 

68% 

18% 

57% 

78% 

56% 

50% 

P>0.05 

P<0.05 

P<0.001 

P<0.001 
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Abdominal examination      

Tenderness 

Distension 

Guarding 

68% 

64% 

52% 

60% 

48% 

28% 

56% 

22% 

27% 

P>0.05 

P>0.05 

P>0.05 

 

Table 3:- Surgical Management. 

Procedure Number of cases Percentage 

Unilateral salpingectomy(open) 64 64 

Unilateral salpingo-oophorectomy (open) 8 8 

Salpingectomy with contralateral tubal ligation (open) 13 13 

Salpingo-oophorectomy with contralateral tubectomy (open) 6 9 

Medical Management 9 9 
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