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ABSTRACT 
Objective: To adjudge the prevalence of distinct presentations in ectopic pregnancy. 
Research Design: Descriptive cross-sectional. 
Place and Duration of Study: Emergency Labour Ward Department of Obstetrics & Gynecology, Nishtar 

Hospital Multan from 1.07.2017 to 31.12.2017. 
Methodology: Ninety five patients having positive pregnancy tests and uterine cavity with no intrauterine 

gestational sac on ultrasound were included. Clinical presentation like amenorrhea, vaginal bleeding, acute 
abdomen, shock or asymptomatic were assessed. 
Results: Amenorrhea observed in 73(76.8%) women, vaginal bleeding was seen in 32 (33.7%) women, 88 

(92.6%) patients presented with acute abdomen and vitals instability was seen in 8 (8.4%) patients and 6(6.3%) 
patients were without symptoms. 
Conclusion: The two most common clinical presentations in patients included in study were amenorrhea and 

acute abdomen. Thorough evaluation of the patients with sub-acute or chronic presentation should be adopted to 
diagnose the cases of ectopic pregnancy.  
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INTRODUCTION 
Ectopic pregnancy is the implantation of fertilized ovum 
outside the endometrial cavity of uterus. The ampullary 
portion of fallopian tube is the most common site where 
95% of the ectopic pregnancy occurs.1 The other less 
common sites are ovary, cervix, cornua of uterus and 
abdominal cavity.2 Ectopic pregnancy needs to be excluded 
when a woman presents with early pregnancy problem of 
bleeding. The bleeding is mainly uterine in origin and 
results from withdrawal of hormones as pregnancy dies. 
The bleeding may be heavy like a normal menstrual period. 
Confidential Enquiry of Maternal and Child Health for 
2003–2005, documented that ten maternal expiries were 
because of ectopic pregnancy.3 The frequency of ectopic 
pregnancy have increased from 0.5% 30 years ago to 1-2% 
today, which may be attributed to pelvic inflammatory 
disease or IUCD use.4 In IVF and ICSI the incidence can 
increase up to 3-5%.5 
 Ectopic pregnancy is a grievous condition and can 
lead to death in early gestation.6 In Pakistan, it has been 
reported to increase from 1:112 to 1:130.7 Signs and 
symptoms of ectopic pregnancy can be deceiving and 
doubt is increased if patient’s pregnancy test is positive.8 
Early symptoms may be minimal or absent. Patients usually 
present between 5-8 weeks of gestation after missing their 
periods.9 The main symptoms of ectopic pregnancy are  
abdominal pain, pelvic pain (92%),(82%) presenting with 
missing periods and bleeding per vaginum (76%).7,8 
Patients with ruptured ectopic usually present with shock 
(14%).10,11 
 Tubal pregnancy has a wide range of pattern of 
presentation, which may be acute, sub-acute or chronic. 
Early pregnancy symptoms, including amenorrhea, nausea, 
breast fullness, fatigue and heavy cramping may be the 
initial presentation.12 Tubal pregnancy may be confused 
with other conditions like torsion of ovarian cyst, threatened 

abortion and other causes of acute abdomen. All women of 
child bearing age group with missed periods, having acute 
abdominal pain with or without vaginal bleeding, should be 
regarded as having ectopic pregnancy until and unless 
proved otherwise.13 
 Frequently available abdominal/transvaginal 
ultrasound and serum hCG (β-hCG) levels at  presentation 
has lead to an early diagnosis and intervention before tubal 
disturbance.14 Ectopic Pregnancy is usually diagnosed by 
non-invasive methods, i.e. by sensitive hCG levels in urine 
and serum, and high resolution transvaginal sonography 
(TVS), which have been integrated in reliable diagnostic 
algorithms. These algorithms, in combination with 
increased awareness and knowledge of risk factors among 
both doctors and patients, have enabled an early and 
precise diagnosis of this displaced pregnancy.15,16 
 Clinical presentations of ectopic pregnancy are not 
specific.17 The classical historic triad for ectopic pregnancy 
is that of amenorrhea, abdominal pain and vaginal 
bleeding. This combination is observed in 65-70% of 
patients. Uterine size is normal on bimanual examination 
and closed cervical os, in 71% of ectopic pregnancy 
patients. Transvaginal ultrasound has become the 
investigation of choice for the diagnosis of ectopic 
pregnancy along with quantitative evaluation of serum beta 
hCG level. After missing the periods in 5-6 weeks, with a 
corresponding serum hCG level of 2000 iu/l, the sensitivity 
of  TVS increases.18 In few cases, dilatation and curettage, 
for the presence or absence of products of conception be 
done to differentiate between an ectopic pregnancy and a 
miscarriage.19 Once the likelihood of a abortion is 
eliminated, therapeutic or operative measures for entopic 
pregnancy are outlined.20 To maximize the reproductive 
potential minimal treatment related morbidity is 
recommended.21 
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MATERIALS AND METHODS 
This study was conducted in Department of Obstetrics & 
Gynecology, Nishtar Hospital Multan from 1st July 2017 to 
31st December 2017. Ninety five patients with amenorrhea, 
tested positive for pregnancy and with no evidence of 
uterine pregnancy on ultrasound were enrolled. All women 
of reproductive age between 15-45 years, irrespective of 
parity, meeting the inclusion criteria were included. All 
patients with bleeding disorders, taking any anticoagulants, 
medical illness e.g. diabetes, hypertension, liver disease 
and hemodynamically unstable patients due to causes 
other than ectopic pregnancy were excluded. Age, parity 
and period of amenorrhea were confirmed by history. On 
history and examination main presenting features like 
missing periods, bleeding per vaginum, vitally unstable and 
generalized or lower abdominal pain were noted. Data was 
surveyed by applying statistics program (IBM- SPSS-20). 
 

RESULTS 
Forty seven women out of total were in their first 
pregnancy, 35 (36.8%) patients were with two or more 
children, and 13(13.7) were grand multigravida. In 
general5.83±1.32 weeks was the period of amenorrhea on 
presentation (Table1). 
 Seventy three (76.8%) women had missed their 
periods, bleeding per vaginum was observed in 32 (33.7%) 
patients, tenderness in lower abdomen in 88 (92.6%) 
patients and 8 (8.4%) were vitally unstable on presentation, 
respectively. Asymptomatic patients were only six (6.3%) 
[Table 2]. 
 
Table 1: Demographics of patients 

Variable No. % 

Age (years) 26.83±7.32 

Gravida 

Primigravida 47 49.5 

Multigravida 35 36.8 

Grand multigravida 13 13.7 

Gestational age (weeks) 5.83±1.32 

 
Table2: Distribution of patients by symptoms at presentation 

Variable No. % 

Amenorrhea 73 76.8 

Acute abdomen 88 92.6 

Shock  8 8.4 

Asymptomatic/accidental  6 6.3 

Vaginal bleeding 32 33.7 

 

DISCUSSION 
In early pregnancy problems ectopic pregnancy is still a 
major reason of morbidity and mortality, prompt diagnosis 
of the problem is required. In this study an attempt has 
been made to find out the diversity in symptoms and signs 
of ectopic pregnancy. Ninety five patients with ectopic 
pregnancy were entered for analysis. The review of results 
showed that tender abdomen was the most prevalent 
presentation (92.6%), then missing periods i.e. amenorrhea 
(76.8%) followed by bleeding per vaginum (33.7%). Shock 
was not uncommon and observed in (8.4%) while 6.3% 
were diagnosed incidentally. 
 In the present study, most of patients were in age 
group of 15-30 years (76.8%) it corresponds with the study 

by Ali et al22, showing that 199 patients included in the 
study were between 27.9±6.3 years. This average age is 
also established by Shahab et al23 who observed that, most 
of the patients (62.5%) with ectopic pregnancy included in 
their study were of 20-30 years of age. 
 Most of the patients (49.5%) in our study were 
pregnant for the first time, while grand multi-gravida was 
only 13.7%. This suggests that ectopic pregnancy is more 
prevalent in primigravida as implied in study by Ali et al22, 
the mean parity was 4.9±2.6. The study by Constantin23, 
showed45% of women were nulliparous, and only 7%were 
grand multipara, which reveals that the risk of ectopic 
pregnancy drops with rising parity. 
 76.8% patients enrolled in study presented with 
amenorrhea, which is parallel with the study by 
Constantin23 and Imran et al11 in which amenorrhea was 
present in 75% and 82% patients respectively. However, 
Hassan et al24, observed amenorrhea in 51.6% cases only. 
Overdue of dates or missing periods is one of the 
consistent presentations of ectopic pregnancy, as observed 
in some other studies as well. 
 Hassan et al24 described vaginal bleeding in 25.7% 
patients of their study population, corresponding with our 
study showing it in almost one third (33.7%) of the patients. 
However, Constantin23 observed vaginal bleeding in 45% 
patients. So, different studies documented a considerable 
variance in frequency of bleeding per vaginum as 
presenting complaint in ectopic pregnancy. 
 In study by Constantin23 and Imran et al11 showed 
presentation with lower abdominal pain in 92.5% of 
patients, which correlates with abdominal pain observation 
in 92.6% patients on presentation in our study. Hassan et 
al24 observed abdominal pain in 70.9% patients. 
 8.4% of patients were vitally unstable and were in a 
state of shock on presentation which shows difference with 
other studies like, Constantin23 study showed shock in 25% 
patients. While Imran et al11, documented vitals instability in 
18% patients. In our study cause of viewing of lower 
frequency of shock was that we conducted the study at 
tertiary care unit, where we receive the patients before 
getting vitally unstable.24 

 Ectopic pregnancy is notoriously hard to diagnose or 
exclude, based on history and examination alone, as 10 
percent of patients with ectopic pregnancy have a 
completely normal examination on presentation.25 The 
predominance of tender abdomen and amenorrhea was 
seen in most of the patients. Ruptured ectopic pregnancy 
may be possible in patients presenting with extremely low 
beta hCG level, one should maintain a high suspicion of 
ectopic pregnancy in an appropriate clinical context i.e. 
young female with peritoneal signs or syncope, despite a 
negative urine pregnancy test.26 
 

CONCLUSION 
Thorough evaluation of the patients with sub-acute or 
chronic presentation should be adopted to diagnose the 
cases of ectopic pregnancy. However, other symptoms like 
shock with intra-abdominal bleeding, spotting per vaginum 
or even patients without symptoms may also be present. 
So, the treating doctor should suspect ectopic pregnancy 
while handling with such symptoms until and unless proved 
otherwise. 
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