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ABSTRACT
Objective: The present study was conducted to know the various histopathological changes in the fallopian tubes with ectopic gestation and its 
correlation with various predisposing factors.
Material & Methods: The present study includes 100 resected specimens of fallopian tubes/tubal mass with a clinical diagnosis of ectopic tubal 
gestation received in the Department of Pathology, Geetanjali Medical College and Hospital, Udaipur (Raj.) in a 2 year period from December 
2015 to December 2017.
Results: Most of the women were of age group 21-30 (56%). Most women presented in less than 8 weeks gestation (78%). Right side fallopian tube 
was involved in 64% of cases and left side in 36% of cases. 79% cases presented with ruptured pregnancy. 27% patients had history of using an 
intrauterine contraceptive device (IUCD). Histopathologically, majority ectopics were in ampul¬la (73%) followed by fimbria (16%), interstitium 
(8%) and isthmus (3%).  Chronic salpingitis was found in 62% of cases, SIN in 12% of cases and acute salpingitis in 8% of cases.
Conclusion: Histopathological examination of resected fallopian tubal ectopic can provide us information about etiopathogenesis of ectopic 
pregnancy which can be used to prevent further ectopic pregnancy and thereby benefitting public health.
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Introduction
Ectopic Pregnancy is a pregnancy implanted outside the cavity of the 
uterus. It is well recognised as a life-threatening emergency in early 
pregnancy. The incidence of ectopic pregnancy has been increasing 
worldwide. The incidence of ectopic pregnancy in developed countries 
is about 19.7/1000 pregnancies [1] and that in India is 3.12/1000 
pregnancies [2].

It is an important cause of maternal morbidity and mortality especially 
in developing countries, where the majority of patients present late 
with rupture and hemodynamic compromise [3].

The early diagnosis and treatment of this condition over the past two 
decades have allowed a definitive medical management of unruptured 
ectopic pregnancy even before there were clinical symptoms in these 
high risk women.[4,5].The possible contributing factors for increase in 
ectopic pregnancy incidence are pelvic inflammatory disease (PID), 
ovulation inducing drugs, previous abdominal-pelvic surgeries and 
intra-uterine contraceptive device use.[6]

During the last decade the incidence of rupture of pregnancy has 
declined. This declined is due to quantitative human chorionic 
gonadotropin measurements, minimally invasive surgeries, and 
transvaginal ultrasonography (USG).[7] Early diagnosis reduces the 
risk of tubal rupture and allows more conservative medical treatments 
to be employed.[8]

The most common site for ectopic pregnancy is fallopian tubes 
(90–95), majority occur in the ampullary or isthmic portions of the 
fallopian tubes.[9] About 2-3% occurs as interstitial ectopic 
pregnancies (arising in the part of the tube which goes through the 
endometrial cavity). Other sites are cervical, fimbrial, ovarian and 
peritoneal sites, as well as previous caesarean section scars.

The aim of present study is to assess the histopathological changes in 
the fallopian tube associated with ectopic pregnancy.

Material and Methods:
The present study includes 100 resected specimens of fallopian 
tubes/tubal mass with a clinical diagnosis of ectopic tubal gestation 
received in the Department of Pathology, Geetanjali Medical College 
and Hospital, Udaipur (Raj.) in a 2 year period from December 2015 to 
December 2017.

Specimens were fixed in 10% formalin and processed routinely. 
Paraffin blocks were made and 4–6 micron sections were taken. These 

slides were stained with hematoxylin and eosin stain.

The pathological findings were correlated with clinical data from the 
case files like age distribution, parity, associated medical conditions, 
previous pregnancies and history of surgical procedures.

Results:
A total of 100 specimens of fallopian tubes with ectopic gestation were 
included in present study. Age of the patients ranges from 18 to 50. 
Most of the women were of age group 21-30 (56%). Most of the 
women were multigravidae, maximum cases seen in gravi¬da2. 
Primigravida women with ectopic pregnancy were just 11% of all the 
cases.

Most women presented in less than 8 weeks gestation (78%).
Right side fallopian tube was involved in 64% of cases and left side in 
36% of cases.

Most of the cases presented with ruptured pregnancy (79%).
27% patients had history of using an intrauterine contraceptive device 
(IUCD) at one or other time.8 % cases were having IUCD-in-situ at the 
time of presentation in the hospital. 8% cases had previous history of 
ectopic pregnancy. 12% cases had previous history of abortions and 
medical termination of pregnancy (MTP). 19% cases had history of 
lower segment caesarean section (LSCS) in their previous 
pregnancies.

Histopathologically, majority ectopics were in ampul¬la (73%) 
followed by fimbria (16%), interstitium (8%) and isthmus (3%). 

On histopathological examination, acute salpingitis was found in 8% 
of cases. Chronic salpingitis was seen 62% of cases. SIN (salpingitis 
isthmic nodosa) was seen in 12% of cases.

Two cases showed granulomatous inflammation which was confirmed 
as tubercular salpingitis and was positive in AFB staining. 
Calcification was found in 7% of cases. 11% cases had sclerotic 
vessels.

Discussion:
Ectopic Pregnancy is a pregnancy implanted outside the cavity of the 
uterus. It can occur in fallopian tubes, ovary, and abdominal cavity. The 
most common site is the fallopian tube (90–95%).[10]

Incidence of ectopic pregnancy has increased over the last few 
decades. This may be due to a number of factors such as increased 
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frequency of tubal infections, increase in number of tubal surgeries and 
increased use of intrauterine contraceptive devices. The incidence of 
ectopic pregnancy in present study was 0.87%. it is in consistent with 
most studies from developing countries where incidence ranged from 
0.56-1.5% [3,11–16].

Most of the women in present study were of age group 21-30 years 
(56%) and maximum incidence occurred between parity 2 and 4 
ranging from parity 0-4. This was consistent with various studies done 
in the past.[17-19]

Most women in present study presented in less than 8 week of 
gestation. Murray et al [20] showed common gestational age at 
diagnosis to be 6 to 10 weeks.

Previous studies had shown higher occurrence of ectopic pregnancies 
in right fallopian tube.[21-23] Findings in the present study were in 
concordance with the same (64%).

In present study, 79% of patients presented with ruptured pregnancy. 
Majhi et al [24] in the study had 72% cases presenting as rup¬tured 
ectopic. That is why ectopic pregnancy is considered as life threatening 
emergency condition. The wall of the fallopian tube becomes thinned 
out due to the invasion of trophoblastic cells and chorionic villi, which 
in turn is due to the limited ability of the endosalpingeal stroma to 
undergo decidualization. Unruptured ectopics are seen as irregular 
sausage-like dilatations of the tube, with a bluish discoloration caused 
by hematosalpinx. Ectopic tubal pregnancy is the most common cause 
of hematosalpinx.

27% cases of present studies had the history of use of IUCD at one or 
other time. The incidence of ectopic pregnancy was quoted in relation 
to the use of intrauterine devices by various authors.[25,26]

Histopathologically, commonest site of ectopic pregnancy in present 
study was ampulla (73%) followed by fimbria (16%) consistent with 
previous studies. Dahiya et al [27] estimated 79% cases in ampullary 
region and 16% in fimbria.

In present study, chronic salpingitis was seen in 62% of cases followed 
by SIN in 12% of cases, acute salpingitis in 8% cases and tubercular 
salpingitis in 2 % cases. The risk of ectopic is known to increase 7-fold 
after an episode of acute salpingitis. The incidence of chronic 
salpingitis in fallopian tubal pregnancy has been variable 
(29–88%).[28,29]. Previous studies suggested variable incidence of 
SIN in ectopic pregnancy [30,31]. These findings suggest that there is a 
indicative contribution of inflamma¬tion in causation of ectopic 
pregnancy.

Conclusion:
Histopathological examination of resected fallopian tubal ectopic can 
provide us information about etiopathogenesis of ectopic pregnancy. 
Inflammatory diseases secondary to postpartum or postabortal or use 
of IUCD can lead to ectopic pregnancy. With increased knowledge and 
experience, early diagnosis and prevention of pelvic inflammation can 
prevent ectopic pregnancy thereby benefitting public health.

Conflict of interest:
No conflicts of interest exist for these authors. No relevant financial 
relationship exists between the authors and procedures or products 
used in this manuscript.

REFERENCES
1. Kamwendo F, Forslin L, Bodin L, Danielsson D. Epidemiology of ectopic pregnancy 

during a 28 year period and the role of pelvic inflammatory disease. Sex Transm Infect 
2000;76:28-32.

2. Mufti S, Rather S, Mufti S, Rangrez RA, Wasiqa, Khalida. Ectopic pregnancy: An 
analysis of 114 cases. JK Pract 2012;17:20-3.

3. Panti A, Ikechukwu NE, lukman OO, Yakubu A, Egondu SC, Tanko BA. Ectopic 
pregnancy at Usmanu Danfodiyo University Teaching Hospital Sokoto: a ten year 
review. Ann Niger Med. 2012;6(2):87-91. 

4. Stovall TG, Ling FW, Buster JE. Outpatient chemotherapy of unruptured ectopic 
pregnancy. Fertil Steril. 1989;51:435-8. 

5. Stovall TG, Ling FW, Gray LA, Carson SA, Buster JE. Methotrexate treatment of 
unruptured ectopic pregnancy: A report of 100 cases. Obstet Gynecol 1991;77:749-53. 

6. Pisarska MD, Carson SA, Buster JE. Ectopic pregnancy. Lancet. 1998;351:1115-20. 
7. Timmerman D. Predictive models for the early diagnosis of ectopic pregnancy. Verh K 

Acad Geneeskd Belg. 2004;66:155-171. 
8. Barnhart KT. Clinical practice. Ectopic pregnancy. N Engl J Med. 2009;361:379-87. 
9. Howkins and Bourne Shaw's Text book of Gynecology, 12th Ed. Publishers B.I. 

Churchil Livingstone Pvt Ltd. 
10. Wheeler JE. Diseases of the fallopian tube. In: Kurman RJ, editor. Blaustein’s Pathology 

of the Female Genital Tract. 5th ed. New York: Springer; 2002. p. 617-48.

11. Pregnancy in a rural setup: A two year survey. Natl J Med Res. 2014;4(1):37–39. 
12. Khaleeque F, Siddiqui RI, Jafarey SN. Ectopic pregnancies: A three year study. J-Pak 

Med Assoc. 2001;51(7):240–42.
13.  Udigwe GO, Umeononihu OS, Mbachu II. Ectopic pregnancy: a 5 year review of cases 

at nnamdiazikiwe university teaching hospital (NAUTH) Nnewi. Niger Med J. 
2010;51(4):160.

14.  Igwegbe A, Eleje G, Okpala B. An appraisal of the management of ectopic pregnancy in 
a nigerian tertiary hospital. Ann Med Health Sci Res. 2013;3(2):166–70. 

15. Shetty S, Shetty A. A clinical Study of Ectopic Pregnancies in a Tertiary care hospital of 
Mangalore, India. Innov J Med Health Sci [Internet]. 2014 [cited 2015 Oct 12];4(1). 
Available from: http://innovativejournal.in/index.php/ijmhs/article/view/600.

16. Baria D, Thaker R, Patel M, Shah S, Shah P, Jani S. Analysis of ectopic pregnancy at a 
tertiary care hospital: one year study. Int J Reprod Contracept Obstet Gynecol. 
2013;2(4):621.

17. Jophy R, Thomas A, Mhaskar A. Ectopic pregnancy-5 year experience. J Obstet Gynecol 
India. 2012;52(2):55-8.

18.  Eastman NJ, Hellman LM. Williams Obstetrics. 12 ed. Appleton-Century-Crofts, New 
York, 1961:373-95,437-50.

19. ICMR task free project. Multicentric case control study of ectopic pregnancy in India. J 
Obstet Gynaecol India. 1990;40:425.

20.  Heather Murray, Hanadi Baakdah, Trevor Bardell, Togas Tulan¬di. Diagnosis and 
treatment of ectopic pregnancy. CMAJ.2005 Oct11; vol173:no8: 905-12.

21. Wheeler JE. Diseases of the fallopian tube. In: Kurman RJ, editor. Blaustein’s Pathology 
of the Female Genital Tract. 5th ed. New York: Springer; 2002. p. 617-48.

22. Breen JL. A 21 year survey of 654 ectopic pregnancies. Am J Obstet Gynecol 
1970;106:1004-19.

23. Brenner PF, Roy S, Mishell DR Jr. Ectopic pregnancy. A study of 300 consecutive 
surgically treated cases. JAMA 1980;243:673-6.

24. Majhi AK, Roy N, Karmakar KS, Banerjee PK. Ectopic preg¬nancy – an analysis of 180 
cases. J Indian Med Assoc.2007 Jun;105(6): 308, 310, 312.

25. Marchbanks PA, Annegers JF, Coulam CB, Strathy JH, Kurland LT. Risk factors for 
ectopic pregnancy: a population-based study. JAMA. 1988;259(12):1823-7. 

26. Devi S. J Obstet Gynecol India. 2000;50(2):69-74. 
27. Dahiya N, Singh S, Kalra R, Sen R, Kumar S. Histopatho¬logical changes associated 

with ectopic tubal pregnancy. IJPSR,2011;Vol.2(4): 929-933.
28. Green LK, Kott ML. Histopathologic findings in ectopic tubal pregnancy. Int J Gynecol 

Pathol 1989;8:255-62.
29. Kutluay L, Vicdan K, Turan C, Batioglu S, Oguz S, Gökmen O. Tubal histopathology in 

ectopic pregnancies. Eur J Obstet Gynecol Reprod Biol 1994;57:91-4.
30. Homm RJ, Holtz G, Garvin AJ. Isthmic ectopic pregnancy and salpingitis isthmica 

nodosa. The American fertility soci¬ety.1987;48: 756-60.
31. Dubuisson JB, Aubriot FX, Cardone V, Vaucher-Lavenu MC. Tubal causes of ectopic 

pregnancy. Fertil steril 1986; 46: 970-2.

30 International Journal of Scientific Research

PRINT ISSN No 2277 - 8179 


