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INTRODUCTION
Ectopic pregnancy is one of the commonest acute obstetrical 
emergencies and a life-threatening condition. It is one of the leading 
causes of maternal mortality and morbidity in the rst trimester, with a 

1,2rise in incidence in the last decade . Ectopic pregnancy is an abnormal 
form of pregnancy, where the foetus develops at a site outside the normal 
uterine cavity. Commonly referred to as “the great masquerader”, it is 
frequently misdiagnosed. It presents with classic triad of amenorrhea, 
abdominal pain and vaginal bleeding. The importance of early diagnosis 
lies in the fact that the women can be offered a conservative line of 
management which can have a benecial effect on her reproductive 
outcome. Accurate diagnosis can be made by evaluation with different 
diagnostic modalities and keeping a high index of suspicion on clinical 
presentation. This study aimed to study the clinical presentations and 
maternal outcomes of ectopic pregnancies.

MATERIAL AND METHODS
A prospective and retrospective observational longitudinal study was 
carried out in the department of Obstetrics and Gynaecology of 
Pravara Rural Hospital (PRH), Loni – a tertiary care teaching hospital 
in Western Maharashtra from 1st October 2019 to 30th September 
2021. All women who were diagnosed and treated for ectopic 
pregnancy were included as study subjects. Women who were not 
willing to participate in the study were excluded. Pertinent data was 
collected using a pre-validated and pre-tested study tool from all study 
subjects.

Sources of data collection were hospital records like antenatal record, 
admission -discharge register, anaesthesia register, operation theatre 
register, indoor case le, treatment register, maternal death register. 
Information on outcome variables like gravidity, contraceptive history, 
history of infertility, past surgery on fallopian tubes or uterus, use of 
articial reproductive technique, pelvic inammatory disease, 
duration of pregnancy, site of ectopic pregnancy, side of ectopic, 
symptoms, signs, condition at the time of admission, beta HCG levels, 
ultrasonography ndings, intraoperative ndings, complications, 
modality of treatment, type of surgery, need for blood transfusion, need 
for intensive care treatment, duration of hospitalization, maternal 
outcome, were collected in a structured pre-tested and pre-validated 
proforma.

RESULTS
In this study, 80 patients who presented to PRH, Loni and were 
diagnosed as ectopic pregnancy were studied. Table 1 summarizes the 
clinical presentations of the patients. 80 cases (100%) presented with 
amenorrhoea, 72 patients (90%) had pain in abdomen, 34(42.50%) had 

bleeding per vagina and 15(18.75%) had vomiting, 4 patients (5%) 
presented with syncope and 1 patient (1.25%) with giddiness. Table 2 
depicts the types of ectopic pregnancies at the time of presentation. 
77.50% (62 cases) of ectopic pregnancies were ruptured, 18.75% (15 
cases) were unruptured and 3.75% (3 cases) were tubal abortions. On 
admission, 30 patients (37.50%) had haemoglobin level more than 
10gm%, 27 patients (33.75%) had haemoglobin level between 9-
10gm%, 20 (25%) had 6-8gm% and 3 (3.75%) had haemoglobin levels 
less than 6gm%. 98.75% (79) of ectopic pregnancies in our study 
required surgical intervention and only 1.25% (1 case) were managed 
medically. Table 3 summarizes the type of surgical intervention 
required for the patients. 60 (75%) of ectopic pregnancies required 
laparotomy and 19 (23.75%) were operated laparoscopically. 
Salpingectomy was the common treatment modality in our study, 
despite recent trend of conservative surgical and medical management. 
This was mainly because a majority of cases presented late to the 
hospital after the ectopic pregnancy was ruptured. Out of 80 cases, 
6.25% (5 patients) went into haemorrhagic shock, 1.25% (1 patient) 
developed ARDS and 1.25% (1 patient) had pulmonary oedema 
requiring ICU admission, as depicted in Table 4. 100% of patients with 
ectopic pregnancies were stable at discharge.

Table 1- Distribution of cases as per clinical presentation

Table 2- Distribution of cases as per type of ectopic

Table 3- Distribution of cases as per mode of surgical management
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ABSTRACT
BACKGROUND: To study the clinical presentation and outcome of ectopic pregnancies. METHODS: A retrospective-prospective observational 
longitudinal study was carried out in cases of ectopic pregnancies at tertiary care referral hospital in Maharashtra.Data of symptoms of amenorrhoea, 
pain abdomen, vomiting at time of arrival was recorded.  Maternal outcome in the form of intervention, morbidity, mortality, need for admission to 
intensive care unit, condition at discharge was observed and analysed.  100% patients presented with amenorrhoea, 90% with pain RESULTS:
abdomen, 42.5% with vomiting. 98.75% cases were surgically managed, 75% of which were laparotomy, 77.50% (62 cases) of ectopic pregnancies 
were ruptured, 18.75% (15 cases) were unruptured and 3.75% (3 cases) were tubal abortions. There was no maternal mortality. CONCLUSION: 
Ectopic pregnancy, although can be diagnosed early, continues to remain one of the leading life-threatening obstetric emergencies.
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Sr. No Clinical Presentations No (%)

1 Amenorrhea 80 (100%)

2 Pain in abdomen 72 (90.00%)

3 Bleeding per vaginum 34 (42.50%)

4 Vomiting 15 (18.75%)

5 Syncope 04 (05.00%)

6 Giddiness 01 (01.25%)

7 Any other 02 (2.5%)

Sr. No Type of ectopic No (%)

1 Ruptured 62 (77.5%)

2 Un-ruptured 15 (18.75%)

3 Tubal abortion 3 (3.75%)

Sr. No Mode of surgical management No (%)

1 Laparoscopy 19 (23.75%)

2 Laparotomy 60 (75.00%)

3 Combined 00

4 Any other 00
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Table 4- Distribution of cases as per complications

DISCUSSION
The classical triad of ectopic pregnancy includes amenorrhoea, pain in 
abdomen and PV bleeding. In the present study 100% of women had 
amenorrhoea. Similar ndings were seen in study done by Patel M et 

3al  in which amenorrhoea was seen in 100% of cases and in a study 
4conducted by Swami M B in 2015  (100%). This is comparable to study 

5done by Prassanna B in which 96% of patients had similar complaint . 
Similar results are found in study done by Swami M B in which 

497.05% of cases had amenorrhoea . 93.1% of patients had amenorrhea 
6in study conducted by Tahmina et al .

In present study, 90% of patients had history of pain in abdomen which 
3is comparable to study done by Patel M  (90%). Gaddagi R A found 

7thus symptom in 89.2% of cases . Chate M T reported pain as a 
8symptom in 80.6% of patients . Ninty seven percent of cases reported 

9pain in abdomen as symptom in a study done by A Helvacioglu , L C 
10 11 12Gilstrap , S A Alsuleiman , D A Kallenberger et al .

In present study, 42.5% had bleeding per vaginum which is 
13comparable to study done by Behera A et al (43.2%) . Fifty one 

14percent of cases had vaginal bleeding in study done by A U oransaye . 
7Gaddagi et al reported spotting per vaginum in 43.2% of cases .

19% percent cases had vomiting in the present study, which was 
4comparable to study conducted by Swami M B et al  in which it was 

514.7%. Prasaana B et al reported nausea and vomiting in 8% of cases .

In present study, 77.5% of ectopic pregnancies were ruptured, 18.75% 
15were unruptured and 3.75% were tubal abortions. In Ara A et al  study 

the incidence of tubal rupture (72.4%), unruptured ectopic (10.5%) 
was found to be same as in present study. In a study conducted by 

4Swami M B , incidence of ruptured ectopic was found to be 79.41%. 
11This is also similar to study done by S A Alsuleiman (78.2%) . Similar 

8ndings are seen in study done by Chate M T in 2017 . In a study 
16conducted by Parmar S  the incidence of unruptured ectopic (57.53%) 

was found more than ruptured ectopic pregnancies (38.5%) which is 
conicting to the present study.

In present study, 53.8% of patients had haemoglobin levels >10gm/dl, 
18.8% had haemoglobin levels in between 9-10gm/dl, 19% had in 
between 6-8gm/dl, 3.8% had haemoglobin <6gm/dl at the time of 
admission. This is similar to study done by Swami M B in which 

438.23% were found with normal haemoglobin, 61.76% were anemic . 
Prasaana B et al reported HB% <7gm% in 28% of patients and 72% of 

5patients had HB% > 7 gm% .

In the present study 98.75% of cases were surgically managed, 
laparotomy being the most common method of surgery (75% of cases), 
1.25% of cases received medical management with injection 
methotrexate, which can be compared to study done by Susheela T L et 

17al in which medical management was done in 2% of cases . Twenty 
four percent of cases were treated by laparoscopy. This is similar to 
study done by Patel M et al in which laparotomy was the main 

3 13treatment of choice . In a study done by Behera A et al  all cases were 
surgically managed, salpingectomy by laparotomy being the most 
common mode. Most studies reported a similarly high rate of surgical 

18,19management . Canis M et al in their study concluded that the surgical 
treatment should be given if patient is hemodynamically unstable, beta 
HCG is >10,000miu/ml, the ectopic diameter is >4cm, if there is 
contraindication to medical management and if the patient may not be 

20followed up adequately after surgery .  

Laparoscopy and medical therapy have now emerged as the widely 
used therapeutic modalities with greater success in terms of shorter 

21hospital stay and conservation of fertility . However, choice depends 
upon early identication of ectopic pregnancy and hemodynamic 

22condition of patient .

In present study, ICU admission was seen in 6.25% of cases due to 
haemorrhagic shock and 1.25% of cases admitted to ICU due to 

15pulmonary oedema. In a study conducted by Ara A et al  14.5% cases 

required ICU admission, 11.2.7% of cases needed ICU due to 
7transfusion related lung injury in study by Gaddagi R A .

Ectopic pregnancy accounts for 3.5-7.1% of maternal mortality in 
23,24India . Mostly death in ectopic pregnancy results from sudden 

massive haemorrhage. No maternal mortality was seen in the present 
11study, which is consistent with study done by S A Alsuleiman . Similar 

25ndings were consistent in studies of A Abbas and H Akram . Behera A 
13et al reported mortality rate of 3.2% in their study

CONCLUSION
Ectopic pregnancy is the leading cause of maternal mortality and 
morbidity in rst trimester of pregnancy, with rising incidence. A high 
index of suspicion is required for its early diagnosis to allow for a 
conservative approach to management and avoid complications. One 
should be vigilant to rule out ectopic pregnancy in all patients of 
reproductive age group presenting with pain in abdomen, bleeding per 
vaginum with or without amenorrhea. With the classic ndings in USG 
of empty uterus, uid in pouch of Douglas along with positive UPT, the 
diagnosis of ectopic pregnancy can be made accurately. There is need 
of awareness and education among women of reproductive age group 
regarding risk factors and early warning symptoms of ectopic 
pregnancy.

Early diagnosis with USG and timely intervention will help in 
reducing morbidities like need for blood transfusions, exposure to 
anaesthesia, laparotomy, consequences on future fertility and to 
improve the future reproductive outcome.
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Sr. No Complications No (%)

1 Hemorrhagic Shock 05 (06.25%)

2 ARDS 01 (01.25%)

3 Pulmonary oedema 01 (01.25%)

4 Any other 00
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