Journal of Current and Advance Medical Research
January 2025, Vol. 12, No. 1, pp. 37-43 {)

http://www.banglajol.info/index.php/JCAMR ek
ISSN (Print) 2313-447X

ISSN (Online) 2413-323X

NLM Catalog ID 101673828

DOI: https://doi.org/10.3329/jcamr.v12i1.91550

. . . OPEN aAccsss
Original Article

Clinical Profiles, Risk Factors and Management Qutcomes of Ectopic
Pregnancy attended at a Tertiary Care Hospital in Bangladesh

Mosammad Tanbir Nahar Shamima!, Sheuly Begum?, Tahmina Khanum?, Monowara Begum®*,
Mohammad Ahsan Habibur Rahman®

IAssistant Professor, Department of Obstetrics & Gynaecology, Enam Medical College Hospital, Savar, Dhaka, Bangladesh;
2Professor and Head, Department of Obstetrics & Gynaecology, Enam Medical College Hospital, Savar, Dhaka, Bangladesh;
3Associate Professor, Department of Obstetrics & Gynaecology, Enam Medical College Hospital, Savar, Dhaka, Bangladesh;
4Assistant Professor, Department of Obstetrics & Gynaecology, Enam Medical College Hospital, Savar, Dhaka, Bangladesh;
SAssistant Professor, Department of Cardiac Anaesthesia, Ibrahim Cardiac Hospital & Research Institute, Dhaka, Bangladesh

Abstract

Background: Ectopic pregnancy is a potentially life-threatening condition in which the fertilized ovum
implants outside the uterine cavity. Early identification of risk factors and prompt management are
essential to prevent complications and preserve fertility. Objective: The main objective of the study was
to evaluate the risk factors, and management outcomes of ectopic pregnancy. Methodology: A
prospective descriptive study was conducted in Department of Obstetrics & Gynaecology, Enam Medical
College Hospital, Dhaka, from July 2023 to December 2023. Fifty ectopic pregnancies were included,
while patients with acute abdomen due to tumors, infections, or cysts were excluded. Diagnosis was
based on history, clinical examination, laboratory investigations, ultrasonography, and confirmed by
laparotomy or laparoscopy. Data on demographics, parity, clinical features, risk factors, diagnostic tests,
and management were collected using a structured questionnaire and analyzed using SPSS version 25.
Results: The majority were aged 26-30 years (34%), followed by 21-25 years (28%). Amenorrhea was
the most frequent symptom (98%), followed by vaginal bleeding (92%) and abdominal pain (90%), while
fainting attacks were rare (6%). Most women were multiparous (58%), and the majority of pregnancies
were spontaneous. The most common risk factors were previous cesarean section (40%), history of
infertility (26%), and history of abortion (26%). Surgical management was performed in 84% of cases,
and medical management in 16%. B-hCG testing was significantly associated with medical management
(62.5% vs. 14.3% in surgical cases, p=0.003), and amenorrhea was significantly more common in
surgically managed patients (p=0.021). No significant associations were found between management type
and abdominal pain, vaginal bleeding, or fainting attack. Conclusion: Ectopic pregnancy predominantly
affects multiparous women of reproductive age, with previous cesarean section, infertility, and abortion
as major risk factors, highlighting the importance of early recognition, appropriate use of f-hCG for
patient selection, and timely medical or surgical intervention to reduce morbidity and improve clinical
outcomes. [Journal of Current and Advance Medical Research, January 2025;12(1):37-43]
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Introduction

Ectopic pregnancy refers to a pregnancy that occurs
outside the uterine cavity. The term "ectopic"
originates from the Greek word meaning "out of
place" or "displaced." It is a critical medical
emergency that poses a significant risk to a patient's
life. The condition is particularly concerning due to
its potential for causing mortality and reducing
future fertility'2. Over recent decades, the incidence
of ectopic pregnancies has risen dramatically,
approaching levels comparable to an epidemic. It is
now recognized as one of the most common acute
abdominal emergencies®™.

The majority of ectopic pregnancies occur in the
fallopian tube (95.0% to 98.0% of cases), with
specific locations including the ampullary region
(55.0%), isthmic region (25.0%), fimbrial region
(17.0%), and interstitial region (2.0%). Ectopic
pregnancies can also develop in other sites such as
the uterine cornua (22.5%), ovary, cervix, and
abdominal cavity>*. They are more frequently
observed on the right side. Although rare, ectopic
pregnancies can occur alongside an intrauterine
pregnancy, a condition known as heterotopic
pregnancy. This condition can occur at any time
from menarche to menopause, with studies
indicating that 75.0% of cases occur in women aged
20 to 30 years*’.

Several factors contribute to the increased risk of
ectopic pregnancy. A significant rise in incidence is
closely linked to the higher rates of pelvic
inflammatory disease (PID), with the risk of tubal
damage escalating after multiple episodes of PID. A
history of prior ectopic pregnancy increases the risk
by 7 to 13 times. Other risk factors include previous
tubal surgery, conception following tubal ligation,
the use of fertility drugs or assisted reproductive
technology (4-fold increase), and the use of
intrauterine  devices (3.0% to 4.0% risk).
Additionally, smoking, sexually transmitted
diseases (STDs), and maternal age between 35 to 44
years are associated with a 3- to 4-fold increased
risk!-38,

Diagnosis of ectopic pregnancy involves physical
examination, transvaginal ultrasound, serum HCG
measurement, and diagnostic laparoscopy. Physical
findings may appear normal before a rupture
occurs. In cases of ruptured ectopic pregnancy,
symptoms can include hypotension and tachycardia
due to hypovolemia, with sudden pallor being a key
indicator. Abdominal examination may reveal
tenderness, a slightly enlarged uterus, and shifting
dullness. Cervical movement tenderness may be
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detected during a per vaginal (P/V) examination.
HCG measurement is central to both diagnosis and
management, as the HCG level typically doubles by
more than 66.0% over 48 hours in intrauterine
pregnancies. However, in about 15.0% of ectopic
pregnancies, the HCG rise can exceed 66.0% over
48 hours, while in 15.0% of normal pregnancies, it
may be less than 66.0% cases'*’.

Transvaginal ultrasound is a key diagnostic tool for
identifying ectopic pregnancies. The most specific
signs include an empty uterus, the presence of an
adnexal mass, hemoperitoneum, and visualization
of a gestational sac, fetal pole, or cardiac activity
within the adnexa'~”’. Transvaginal sonography can
detect an adnexal ring in 38.0% of cases, while
transabdominal sonography can identify it in 22.0%
of cases'*8,

The treatment options for ectopic pregnancy include
expectant management, medical treatment, and
surgical intervention. Expectant management is
appropriate only for asymptomatic women
diagnosed with ectopic pregnancy via ultrasound,
who present with decreasing hCG levels below
1000 IU/L and less than 100 mL of fluid in the
pouch of Douglas>>®. Unruptured ectopic
pregnancies can be managed through surgery,
medication, or careful observation. However,
surgical intervention is often necessary in most
cases due to the risk of life-threatening
intraperitoneal  hemorrhage®”!*!".  Given that
ectopic pregnancy poses a significant health
concern for women of reproductive age, this study
aimed to evaluate the risk factors, clinical
presentation, and management strategies for ectopic
pregnancy.

Methodology

Study Settings and Population: This prospective
descriptive study was conducted in Department of
Obstetrics & Gynaecology, Enam Medical College
Hospital, Dhaka, from January 2023 to June 2023.
Clinically suspicious of ectopic pregnancy cases
were included. A total of 50 samples were included
in the study. Clinically suspicious of ectopic
pregnancy were included. Acute abdomen due to
tumour, infection and cyst were excluded.

Study Procedure: Patients were diagnosed from
history, clinical examination, and laboratory
investigation. A pregnancy test and ultrasonography
were performed in most cases to support the clinical
diagnosis. Haemoglobin estimation and blood
grouping were done in all cases. Finally,
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laparotomy was done to confirm the diagnosis and
manage the case. Histopathological confirmation
was done in some cases.

Clinical Examination: The clinical variables
recorded in the study included patient demographics
such as age and parity, clinical presentation
including abdominal pain, amenorrhea, and
abnormal vaginal bleeding, as well as physical
examination findings like adnexal tenderness and
mass. Risk factors such as a history of pelvic
inflammatory disease, previous abortions, prior
surgeries, use of intrauterine contraceptive devices,
infertility treatments, and previous ectopic
pregnancies were also noted. Diagnostic findings
included results from wurine pregnancy tests,
ultrasound scans, and culdocentesis.

Management Profiles: The management of ectopic
pregnancies primarily involved surgical
interventions, with a minority of cases receiving
medical treatment. @ The predominant surgical
procedure performed was salpingectomy and
salpingo-oophorectomy. The choice between these
surgical options depended on intraoperative
findings and the extent of damage caused by the
ectopic pregnancy. Medical management was
considered for select patients presenting early with
unruptured  ectopic  pregnancies and stable
hemodynamic status.

Follow Up and Outcomes Measures: The study
does not explicitly detail the follow-up period or the
specific variables recorded during follow-up.
However, it reports that no maternal mortality
occurred in this series. Follow-up periods and
outcome measures have varied. Patients for a
specific duration to monitor variables such as the
resolution of B-hCG levels, time taken for complete
B-hCG resolution, and any adverse effects or
complications arising from the treatment modality
employed. Additionally, a study on the safety and
efficacy of methotrexate in unruptured ectopic
pregnancies observed patients until complete [-
hCG resolution. In the absence of specific follow-
up details from the Bangladeshi study, it is
reasonable to infer that standard postoperative
follow-up protocols were employed, focusing on
monitoring for complications, ensuring the
resolution of B-hCG levels, and assessing the
overall recovery and reproductive health of the
patients. The outcome measures were the incidence
of ruptured ectopic, the need of blood transfusion in
the ruptured cases and mortality. The patients were
monitored and the details were recorded till the time
of discharge from the hospital or death. No further
follow-up of the patients was done after discharge.
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Statistical Analysis: Data were collected using a
structured questionnaire, which encompassed all
relevant variables. The questionnaire was finalized
after pre-testing and obtaining informed consent
from eligible patients. Patient details were gathered
from medical histories, admission records, and
physical examinations, and any complications were
assessed. The data were analyzed using the
Statistical Package for the Social Sciences (SPSS)
for Windows version 25.

Ethical Consideration: All procedures of the
present study were carried out in accordance with
the principles for human investigations (i.e.,
Helsinki Declaration 2013) and also with the ethical
guidelines of the Institutional research ethics.
Formal ethics approval was granted by the local
ethics committee. Participants in the study were
informed about the procedure and purpose of the
study and confidentiality of information provided.
All participants consented willingly to be a part of
the study during the data collection periods. All
data were collected anonymously and were
analyzed using the coding system.

Results

The majority of the study participants (34.0%) were
aged between 26 to 30 years, followed by 28.0% in
the 21 to 25 years age group. Only 2.0% were
between 41 to 45 years, indicating that most ectopic
pregnancies occurred in women of reproductive
age, particularly in their late twenties. Regarding
parity, two-thirds (66.0%) of the subjects were
multiparous, while 34.0% were nulliparous. The
majority of ectopic pregnancies (72.0%) occurred at
a gestational age of 6 to 7 weeks, followed by
20.0% between 8 to 9 weeks, suggesting that most
cases were diagnosed early in pregnancy (Table 1).

Table 1: Sociodemographic Characteristics of
the Study Subject (n=50)

Characteristics Frequency Percent
Age Group

e <20 Years 6 12.0
e 21to25 Years 14 28.0
e 26to30 Years 17 34.0
e 31to035 Years 8 16.0
e 361040 Years 3 6.0
e 41 to45 Years 2 2.0
Parity

e Nulliparous 17 34.0
e Multiparous 33 66.0
Gestational age
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Characteristics Frequency Percent Variables Frequency Percent
® 6to 7 weeks 36 72.0 Management
e 8 t0 9 weeks 10 10.0 Medical 5 10.0
e 10 to 11 weeks 3 6.0 Surgical 45 90.0
o >12 weeks 1 2.0 Mode of Delivery
Normal delivery 10 30.3
Infertility and previous abortion were the most C/S 23 69.7

common risk factors, each accounting for 22% of
cases. Emergency contraceptive pill use was noted
in 18%, while pelvic inflammatory disease (PID)
was reported in 10%. Previous history of ectopic
pregnancy was found in 8% of cases, and both oral
contraceptive failure and tubal ligation contributed
4% each. A small proportion (2%) conceived
through assisted reproductive techniques (ART),
and 10% had no identifiable risk factors (Table 2).

Table 2: Risk Factor of Ectopic Pregnancy
among the Study Population (n=50)

Risk factors Frequency Percent
PID 5 10.0
P/H/O Ectopic 4 8.0
Pregnancy

Infertility 11 22.0
Abortion 11 22.0
Emergency pill 9 18.0
OCP Failure 2 4.0
Tubal Ligation 2 4.0
ART 1 2.0
No risk 5 10.0

P/H/O = Previous History of, PID = Pelvic Inflammatory
Disease; OCP = Oral Contraceptive Pill; ART= Artificial
Reproductive Technology

Most conceptions (80.0%) were spontaneous,
whereas 20.0% were induced, indicating that
ectopic pregnancy was more prevalent among those
with natural conception. Surgical management was
the predominant treatment modality (90.0%), with
only 10% managed medically. most patients
presented with conditions requiring surgical
intervention. Among 33 multiparous participants,
69.7% had a history of cesarean section (C/S), and
30.3% had delivered normally, indicating a higher
prevalence of ectopic pregnancy among women
with previous C/S deliveries (Table 3).

Table 3: Conception, Management of ectopic
pregnancy and Previous mode of delivery among
multiparous patient of the study subject (n=50)

Variables Frequency Percent
Conception
Spontaneous 40 80.0
Induced 10 20.0
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There was a significant association between -hCG
testing and mode of management (p=0.001). B-hCG
testing was performed in all medically managed
cases (100%) but only in 24.4% of surgically
managed cases. This suggests that B-hCG testing
played a critical role in selecting candidates for
medical management (Table 4).

Table 4: Management of ectopic pregnancy and
B-hCG test

BHCG Medical Surgical | P value
Performed | 5(100.0%) | 11(24.4%)
0 (V)
Not 0(0.0%) | 34(75.6%) 0.001
performed
Total 5 45
Discussion

Ectopic pregnancy occurs when a fertilized egg
implants outside the uterine cavity. It is a significant
contributor to maternal morbidity and mortality>>%,
The incidence of ectopic pregnancy varies widely
across the globe and is on the rise worldwide*"?.

This study shows the most participants (34.0%)
were aged 26 to 30 years, followed by 28.0% in the
21 to 25 age group, showing that ectopic pregnancy
commonly occurs in women of peak reproductive
age. The low incidence (2.0%) among women aged
41 to 45 years may be due to declining fertility with
age. The predominance of younger women could
also relate to early marriage and childbearing,
which increase exposure to risk factors such as
pelvic infections or previous abortions. These
findings align with those of Verma et al'® who
noted that most women (46.4%) were aged 21 to 30
years. Similarly, Chundakkadan et al' reported that
55.8% of patients fell within the 26 to 30 years age
group. Nalini et al'? found that 60.0% of
participants were aged 20 to 30 years. Additionally,
Mandal et al® noted that the largest proportion of
patients (72.0%) were between 21 and 30 years old,
while Behera et al'® reported that 54.8% were in the
same age group. Nethra et al'* also found that the
majority of women (63.0%) were aged 21 to 30
years.
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In the present study, most of the women with
ectopic pregnancy were multiparous (66.0%) and
nulliparous women (34.0%). The higher occurrence
among multiparous women suggests that repeated
pregnancies may increase the likelihood of tubal
damage or infections, predisposing them to ectopic
implantation. However, the notable proportion of
nulliparous women indicates that ectopic pregnancy
can also occur in women without prior pregnancies,
possibly due to other risk factors such as pelvic
inflammatory disease, previous pelvic surgery, or
contraceptive use. These findings are consistent
with previous studies reporting a greater risk among
multiparous women but emphasizing that ectopic
pregnancy can affect women across all parity
groups! 1516,

In the present study, infertility and previous
abortion were identified as the most common risk
factors for ectopic pregnancy, each accounting for
22.0% of cases. Similarly, a history of abortion may
predispose women to ectopic implantation through
post-abortal infections and subsequent tubal
damage. Emergency contraceptive pill use was
observed in 18.0% of the participants. Pelvic
inflammatory disease (PID) was found in 10.0% of
cases, reflecting its well-established role in causing
tubal scarring and obstruction. A previous history of
ectopic pregnancy was observed in 8.0% of cases,
reinforcing the known risk of recurrence due to
residual tubal damage. Both oral contraceptive
failure and tubal ligation were reported in 4.0% of
participants. A small proportion (2.0%) conceived
through assisted reproductive techniques (ART),
supporting evidence that ART-related hormonal and
mechanical factors can predispose to ectopic
gestation. Interestingly, 10.0% of women had no
identifiable risk factors. These findings align with
those of other studies®”*!7!8, Similarly, Banu et al®
reported that 28.6% of patients had a history of
induced abortion, while 22.9% of cases had pelvic
inflammatory disease as risk factors for ectopic
pregnancy.

Ranji et al® highlighted that infections following
induced abortions are a major cause of pelvic
inflammatory disease (PID) in Asia, with the risk of
ectopic pregnancy being 10 times higher in regions
with a high incidence of illegal abortions and 6
times higher after clinical salpingitis!®. Several
case-control studies have also shown a strong link
between ectopic pregnancy and infections like
Chlamydia trachomatis and gonococcal infections®.
However, in our study, patients were not screened
for these infections. Bouyer et al' in a large
population-based case-control study in France,
found that 1.1% of cases had a history of previous
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ectopic pregnancy, indicating that a prior ectopic
pregnancy is a risk factor for recurrence.

Sanjay et al who found that 47.5% of cases had
pelvic inflammatory disease, 22.5% had a history of
being treated for infertility, and 10.0% had endured
some tubal surgery, while 5.0% had a history of
ectopic pregnancies®’. In contrast, Nath et al*! found
miscarriage and previous history of ectopic
pregnancy the most common factor. In another
study of 31 cases of ectopic pregnancy the most
prevalent risk factors was a history of abortion at
29.0%, followed by the history of tubal surgery,
infertility and PID at 9.6% cases, 3.2% cases and
3.2% cases respectively?.

In the present study, the majority of patients with
ectopic pregnancy (90.0%) were managed
surgically, while only 10.0% received medical
management. The predominance of surgical
intervention suggests that most cases were
diagnosed at an advanced stage or presented with
complications such as tubal rupture or
hemoperitoneum, necessitating immediate operative
treatment. Medical management, typically with
methotrexate, was limited to a small proportion of
stable patients diagnosed early. This reflects the
importance of timely detection and proper selection
criteria for conservative therapy. Similar findings
have been reported in other studies®'"'7, where
surgical management remains the mainstay of

treatment, especially in settings with delayed
presentation or limited resources for early
diagnosis.  Another  study  Monohar  and

Ramanujam?*® reported preference for medical
management (38.0%), medical failures necessitating
surgical intervention (30.0%) and surgical
management employed in 32.0% cases.

In this study, among multiparous women, the
majority (69.7%) had a history of cesarean section,
while 30.3% had previous normal vaginal
deliveries. Similar findings have been reported in
previous studies, where a higher incidence of
ectopic pregnancy was observed among women
with a history of cesarean delivery compared to
those with normal vaginal births*"?.

In this study, a statistically significant association
was observed between B-hCG testing and the type
of management (p=0.001). B-hCG testing was
performed more frequently in medically managed
cases (100.0%) than in surgically managed cases
(24.4%), highlighting its role in guiding
conservative treatment. This aligns with clinical
practice, where serial B-hCG measurements help
monitor early, stable ectopic pregnancies suitable
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for medical therapy>®!'""!5. Ahmed et al'! reported
that management of EP is tailored to the patient’s
clinical stability and includes expectant, medical,
and surgical approaches. Expectant management is
suitable for stable patients with low and declining
B-hCG levels and small, non-viable ectopic
pregnancies, requiring close monitoring. Medical
treatment with methotrexate, a drug that inhibits
rapidly dividing cells, is effective for early and
uncomplicated cases, particularly when B-hCG
levels are below 1500 IU/L.

These findings highlight the importance of early
detection and careful assessment of risk factors in
the management of ectopic pregnancy. The
significant association between B-hCG testing and
medical management underscores the value of
timely biochemical evaluation for selecting patients
suitable for conservative therapy. While surgical
intervention remains the mainstay for most cases,
especially those presenting with complications,
medical management can be effective when applied
to carefully selected, stable patients. Understanding
the demographic profile, clinical presentation, and
associated risk factors can aid clinicians in prompt
diagnosis, tailored management, and ultimately in
reducing morbidity and preserving fertility.

Conclusion

Ectopic pregnancy remains an important obstetric
emergency, occurring most frequently among
multiparous women in their peak reproductive years
and commonly associated with infertility, previous
abortion, cesarean section, emergency contraceptive
use, and pelvic inflammatory disease. Although the
majority of patients required surgical management,
serum B-hCG played a pivotal role in identifying
suitable candidates for medical treatment. Early
identification of high-risk women, prompt
diagnosis, and  appropriate  individualized
management are essential to minimize maternal
morbidity, reduce the need for intensive care, and
improve overall clinical outcomes.
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