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Abstract:

Ectopic pregnancy remains a major gynecological emergency. Currently it remains a major
problem in contemporary gynecological practice and continues to be an important cause of
morbidity and mortality in women. Prevalence of ectopic pregnancy is 1-3% worldwide. The true
current incidence of ectopic pregnancy is difficult to estimate because many patients are treated
in an outpatient setting where events are not tracked and national surveillance data on ectopic
pregnancy have not been update. Nearly all ectopic pregnancies are implanted within the
fallopian. Ectopic implantation can also occur outside of the fallopian tube, within the cervix, ovary,
abdomen, uterine cornua, and cesarean scars. The classic triad of symptoms, amenorrhea,
abdominal pain, and abnormal bleeding varies greatly among individuals. Serial evaluation with
transvaginal ultrasonography, or serurn beta human chorionic gonadotrophin (hCG) level
measurement or both often is required to confirm the diagnosis. The most common complication
is rupture with internal bleeding which may lead to hypovolemic shock leads to death. So,a timely,
early diagnosis can help patients obtain better pregnancy out-comes. The decision for surgical
management or medical management of ectopic pregnancy should be guided by the initial
clinical, laboratory and radiologic data as well as patient informed choice based on a discussion of
the benefits and risks of each approach,
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Introduction

Ectopic pregnancy is a complication of pregnancy in
which the embryo attaches outside the uterus.! Ectopic
pregnancy is defined as any intra or extra uterine
pregnancy in which the fertilized ovum implants at an
aberrant site which is inconducive to its growth and
development.? Ectopic pregnancy is a common
diagnosis and implantation location varies. Although
97% of ectopics are implanted within the fallopian tube,
associated with commonly recognized risk factors,
ectopic implantation can occur in other pelvic and
abdominal locations that may not have such
predisposing risk factors. When ectopic pregnancy is
diagnosed early, before rupture, regardless of location,
conservative, fertility-sparing treatment options can be
successful in terminating the pregnancy. Predisposing
risk factors and treatment options can vary and can be
ectopic-location specific3* The classic triad of
symptoms, amenorrhea, abdominal pain, and abnormal
bleeding varies greatly among individuals and
ectopic  pregnancies

frequently are confused with other conditions such as
ovarian cyst, pelvic inflammatory disease and
spontaneous abortion.s It is the major cause of
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matemal mortality during the first trimester of
pregnancy which accounts for 10-15% of all maternal
deaths 8

Incidence

Prevalence of ectopic pregnancy is 1-3% worldwide.”
The incidence in the United States has increased greatly
in the last few decades from 4.5 per 1000 pregnancies in
1970 to an estimated 10.7 per 1000 pregnancies in
1992 810 |n multicentric case control study in india, the
incidence of ectopic pregnancy rate was 3.12 per 1000
pregnancies or 3.86 per 1000 live births." reported an
incidence of 2.46 per 1000 deliveries. It is also reported
incidence of 16 per 1000 deliveries, found an incidence
of 1:399 pregnancies in Mysore, India.’? In developing
countries, a majority of hospital based studies have
reported ectopic pregnancy case fatality rate of around
1-3%, 10 times higher than those reported in developed
countries.’? In Bangladesh it was found Incidence of
ectopic pregnancy in Bangladesh was 7.4/1000
deliveries.'* However, the true current incidence of
ectopic pregnancy is difficult to estimate because many
patients are treated in an outpatient setting where
events are not tracked and national surveillance data on
ectopic pregnancy have not been update,



Site of Ectopic Pregnancy

Nearly all ectopic pregnancies (97%) are implanted
within the fallopian tube, and a common factor for the
developrment of such ectopics is the presence of a
pathologic fallopian tube. Causes of such pathology
include genital tract infection caused by gonorrhea and
chlamydia, tubal surgery including tubal sterilization,
previous ectopic pregnancy, and in utero exposure to
diethylstilbestrol.'>% Tubal ectopic pregnancy within
the tubal ampulla, 70% of all ectopics, and fimbriae, 11%
of all ectopics.'” Ectopic implantation can also occur
outside of the fallopian tube, within the cervix, ovary,
abdomen, utetine cornua, and cesarean scars. These
extra tubal implantations may not be associated with
tubal pathology or the expected preexisting risk factors
for tubal ectopic implantation. Regardless of location,
however, when diagnosed early, before symptoms of
rupture, many ectopic pregnancies can be successfully
treated conservatively. Up to 12% of ectopics are
implanted within the isthmic, or proximal portion of the
fallopian tube,'®

It was found more than 96 percent of ectopic
pregnancy occur in the fallopian tubes. Only 4% cases
were non tubal pregnancy and most of the patients
presented with ruptured tubal pregnancy. Only in 19%
of cases tubes were found unruptured and 14% of cases
were diagnosed as to be tubal abortion. It was also
observed that the commonest site of location of the
ectopic pregnancy was in the ampulla of the fallopian
tube which is in comparison with others.'® The sites of
ectopic pregnancy were ampullary 529%, isthmic 32%,
interstitial 12%, rudimentary horn of a bicornute uterus
204,20

Risk factors

Ectopic pregnancy can occur at any time during the
child bearing age of the woman. It was also found
majority of cases were in 21-30 years age groups. The
range varies between 16-38 years. Similar findings were
found in india, Negeria and Pakistan.2223 |n different
studies found that 45% of their patients were between
25-35 years.24-26

Ectopic pregnancy is closely related with low parity.
Although about 11% of the patients were Nulli parous.
The peak incidence was among the patients with
para-1-2. The incidence is low among those who are
para>4. Similar studies found 82.9% were multiparas
and 17-20% were Primiparas. However, there was
conflicting result from studies by others. It was also
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showed there is increased risk of ectopic pregnancy in
primigravida. Risk of ectopic pregnancy amongst single
wormen and students than married wornen.27-30

Past history of menstrual regulation, infertility & past
history of ectopic pregnancy constitutes the main bulk
of the risk factors. Pelvic infection, history of abortion &
history of IUCD cases had middle risk factor. IUCD
prevents intrauterine pregnancy but not tubal or
ovarian pregnancy. History of any operation also had
some risks and abortion was the commonest risk
factor.31:32 Post abortal infection leads to tubal damage
and thus increases the chances of ectopic pregnancies.
Other risk factors included infertility, tubal surgery,
previous D&C, previous ectopic pregnancy,
appendicectomy, previous ectopic and use of OCPs.2?

Clinical Presentation

The commonest presenting complaints of a ectopic
were abdominal pain, amenorrhea and abnormal
vaginal bleeding.* Clinical sings included abdominal
tenderness, cervical excitation and adnexal
tenderness.?® The commonest presenting symptoms
were abdominal pain which was presents in 100%
cases, 76% with period of amenarrhoea and 50% with
per-vaginal bleeding3® In 95% cases presented with
abdominal pain, 65% with period of amenorrhoea and
07 9% cases with irregular per-vaginal bleeding. In 90%
of cases had history of amenorrhea, 87.5% reported
pain abdomen, bleeding per vagina encountered in
67.5%.37 The most frequent clinical presentation was
amenorrhea, abdominal pain followed by vaginal
bleeding and also shock (22%). It was found that 90%
cases had history of abdominal pain, 72% had H/O
amenorrhoea, 54% had vaginal bleeding, 34% had
syncopal attach. The most common physical sign was
abdominal tenderness present in 66% cases and
cervical excitation test in 46% cases.38

Diagnostic Evaluation

After taking a wvery careful history with particular
screening of the menstrual, obstetric and contraceptive
history, a through physical examination was performed
and ectopic pregnancy was diagnosed clinically in a
large number of cases. Currently, Doppler
ultrasongraphy is not considered to significantly
contribute to the diagnosis of ectopic pregnancy.3* The
minimum diagnostic evaluation of a suspected ectopic
pregnancy is a tranvaginal ultrasound evaluation and
confirmation of pregnancy. Serial evaluation



with transvaginal ultrasonography, or serum beta
human chorionic gonadotrophin  (hCG)  level
measurement or both often is required to confirm the
diagnosis.

Fatal Complications

The most common complication is rupture with
internal bleeding which may lead to hypovolemic
shock. Death from rupture is the leading cause of death
in the first trimester of the pregnancy.3* The incidence
of pelvic inflammatory disease has increased among
the young women. Infection following induced
abortion is the major cause of Pelvic inflammatory
disease and the risk of ectopic pregnancy 10 times
higher in areas with a high incidence of illegal
abortion3* Kumer et al3® found risks for ectopic
pregnancy are higher in women with damage to
fallopian tubes because of pelvic infections, pelvic

surgery or previous ectopic pregnancy and smokers.

Fatalities due to ectopic pregnancies generally are
associated with patient delay, failure to make an
accurate diagnosis or delayd or ineffective treatment.'?

Treatment Protocol

Medical management with methotrexate can be
considered for women with a confirmed or high clinical
suspicion of ectopic pregnancy who are
hemodynamically stable, who have an unruptured
mass, and who do not have absolute contraindications
to methotrexate administration?” These patients

generally also are ca ndidates for surgical management.

The decision for surgical management or medical
management of ectopic pregnancy should be guided
by the initial clinical, laboratory and radiologic data as
well as patient informed choice based on a discussion
of the benefits and risks of each approach. Khatun et
al2? showed in her study, the laparotomy was done all
patients. The ectopic tubal pregnancy was ruptured or
grossly damaged in most of the cases. Among them
salpingectomy with or without contralateral tubectomy
was (B8%) done. Only in 5 cases
salpingo-oophorectomy was performed. One case was
done excision of the cornu of the uterus, Jesmin et al3®
found 93%, Kulsum et al?2 919, Perveen et al?8 86%
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patients undergone salpingectomny. The most comman
surgeries performed by Yeasmin et al'® were
partial/total salpingectomy, salpingo-oophorectomy
and salpingostomy. Conservative surgery is superior to
radical surgery at preserving fertility. Islam et al2! done
unilateral salpingectomy (58%), salpingectomy with
contralateral tubectomy 18% cases,
salpingo-oophorectomy in 8% cases, resection of
bicornuate uterus and total abdeminal hysterectomy
was done in 4% cases.

in

Conclusion

Abdominal pain and amenorrhea are the most
consistent features of ectopic pregnancy. Rupture
ectopic pregnancy is the most serious gynaecological
emergency due to internal haemorrhage, shock and
sepsis which leads to maternal morbidity and mortality.
Emphasizes the early diagnosis by clinical suspicion,
better investigation which also modify the mode of
treatment. Prompt conservative surgical or medical
management which will not only help in reducing
maternal mortality and morbidity rates but which also
helps to preservation the tube and future fertility.
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