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Abstract 

Back ground: Ectopic pregnancy continues to be a life-threatening gynaecological emergency in our environment. 

Objective: This is to determine the epidemiology, risk factors, mode of presentation and management of cases, managed 
in this centre over a five years period. 

Materials and Methods: This is a retrospective study of cases of ectopic pregnancies managed in the gyneacological unit 
of UMTH Maiduguri from 1st January 2012 to 31st December 2016. 

Result: During the period, there were a total of 15,163 deliveries and 3,181 gynaecological admissions in the centre. 
One hundred and two patients had ectopic pregnancy accounting for 0.7% of all deliveries and 3.2% of all gynaecological 
admissions. Majority of the patient (47.0%) were between 25-29 years of age, 39.8% attended secondary education and 
94.0% were married. Most of the patient (68.7%) were Para 1 to 4. The duration of amenorrhoea ranged between 5-16 
weeks and 44.6% of the patient had a period of amenorrhoea of 7-9 weeks. The two most common risk factors in the 
review were previous abortion (37.3%) and pelvic inflammatory disease (27.7%) but 20.5% of patient did not have any 
identifiable risk factors. Lower abdominal pain (85.5%) was the commonest symptoms and lower abdominal 
tenderness (80.7%) was the commonest signs. In 67.1% of the patient, the implantation site was in the ampulla and 
59.8% of the patient had ruptured ectopic pregnancy. All the patients were managed by laparatomy and the 30.1% of 
the patient that were transfused, were given homologous blood. 

Conclusion: The rate of ectopic pregnancy in our centre is relatively low. Most of the patients presented with ruptured 
ectopic pregnancy, hence making tubal conservative treatment inapplicable. Emphasis should be on prevention of 
common risk factors in our environment, early detection and prompt intervention of ectopic pregnancies so as to give 
patients opportunities for tubal conservative treatment. 
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1. Introduction

Ectopic pregnancy is a leading cause of maternal morbidity and mortality in the first trimester of pregnancy in 
developing countries.1,2 Ectopic pregnancy is defined as implantation and development of fertilized ovum outside 
uterine cavity.3
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The incidence of ectopic pregnancy is rising while the mortality has been on the decline in the developed countries.3,4  
However, the incidence of ectopic pregnancy in our center had remained static 0.9 %.5,6 The increase in incidence  is 
associated with increase in pelvic inflammatory disease  (PID), advances in early diagnosis with the uses of trans-vaginal 
ultrasound scan (TVS),  serum beta human chorionic gonadotropin (hCG),and laparoscopy, of cases that otherwise 
would have resolved without causing any symptom.4,6 The reported incidence in Nigeria ranges between 0.9 % and 4.26 
%,2,6 1 in 24.4 deliveries in Ghana,8 2 % in U.S.A, 1.1 % in UK, 1.1-1.8 % in Europe and is reported to be rising.3,4 Most 
patient in developing countries usually present late with rupture variety, with the attendant heamo-peritoneum and its 
consequences.5,6,7 

More than 95 % of ectopic pregnancies occur in the fallopian tube.9 The other sites include; cervix < 1 %, caesarean scar 
< 1 %, ovaries <3.2 %, and abdominal cavity 1.3 %.9 Bilateral tubal pregnancy may still occur (1:200,000).8    Combined 
intrauterine and extra-uterine pregnancy (heterotopic pregnancy) occur though rare in spontaneous pregnancy 
(1:25000-30000) and 1:100 following assisted reproductive technology (ART)3,9,10. Several factors have been shown to 
increase the risk of ectopic pregnancy. These risk factors share  a similar mechanism of action and these include; loss of 
ciliary function of the tube, impaired muscular activity of the tube, tubal narrowing, crypt formation within the mucosa 
as a result of adhesion and peri-tubal adhesion with kinking of the tubes.9,10  It has been observed that pelvic 
inflammatory disease is the most common risk factor for ectopic pregnancy and treatment of the disease does not 
necessarily prevent tubal damage.10 The other reported  risk factors include tubal surgery, failed sterilization, failed 
intrauterine contraceptive device (IUCD), previous ectopic pregnancy, abortion, puerperal sepsis, congenital defect in 
the tube, multiple sexual partners, previous abdominal/pelvic surgeries, endometriosis, infertility and infertility 
treatment.10,11,12

In managing ectopic pregnancies, there is need for a high index of suspicion. Women of reproductive age presenting 
with amenorrhoea, abdominal pain, vaginal bleeding, and syncope should have pregnancy test performed. Those 
patients with positive pregnancy test should have a diagnostic work up to detect ectopic pregnancy. Ultrasound scan 
evaluation especially trans-vaginal scan is invaluable but where the result is equivocal, ancillary test should be done. 
These include quantitative estimation of beta hCG (doubling and or discriminating level), diagnostic uterine curettage 
and laparascopy.13 

The treatment of ectopic pregnancy is influenced by the clinical state of the patient, the site of the ectopic pregnancy, 
the reproductive wish of the patient and available facilities and technology.14,15 In majority of cases, surgery is the mode 
of treatment. The surgical treatment may either be an open laparatomy or laparoscopic depending on the surgeon’s 
skill, availability of equipment and clinical state of the patient.12,14,15 The surgical procedure may also be radical 
(Salpingectomy), or conservative (Salpingostomy) .14,15      Expectant and medical treatment may also be used but good 
patient selection is important.  In expectant management, the initial beta-hCG must be less than 1500 IU/L and should 
fall by at least 15% in the first 24 hours.3For medical treatment, the initial beta- hCG must be less than 3000IU/L with 
minimal or no symptoms, gestational sac less than 5 cm, no haemo-peritoneum and no evidence of cardiac activities. 
Single systemic methotrexate is usually employed.10,14 Other agents that can be used include actinomycin D, 
Prostaglandins etc. However, ultrasonographically or laparoscopically guided injection into the gestational sac can lead 
to resolution in asymptomatic patients with ectopic pregnancy.10,14,15 

A dilemma may arise when there is a properly and reliably diagnosed ectopic pregnancy with alive fetus. Nevertheless, 
the magnitude of complication of ruptured ectopic pregnancy are enormous, that delaying the treatment of a reliably 
diagnosed ectopic to a time of rupture or imminent rupture in other to justify not tampering with life may be considered 
unethical and illegal.1,16 

The objective of this study is to determine the epidemiology, risk factors, mode of presentation and management of 
cases, managed in this centre. This will be use to review the trend in our center and elsewhere. 

2. Materials and methods

This was a retrospective study of ectopic pregnancies at University of Maiduguri Teaching Hospital (UMTH), Maiduguri 
from 1st January 2012 to 31st December 2016. The gynaecology ward admissions, gynaecology emergency unit and 
theatre operation registers were used to obtain the identities of the patients. Their case files were retrieved from the 
record department. During the study period, 102 women were diagnosed with and operated for ectopic pregnancy. 
However, only 83 case folders were available with complete information for the study, giving a retrieval rate of 81%. 
Data collected were demographics, duration of amenorrhoea, risk factors for ectopic pregnancy, clinical profile, types 
of surgical treatment offered, findings at surgery and blood transfusion. All patients were managed by laparatomy and 
general anaesthesia with endotracheal intubation. Data were coded, entered and analyzed on IBM SPSS statistics for 
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windows, version 20.0. Armonk, NY: IBM Corp, 2012. and presented in simple frequencies and percentages. Similarly, 
data on the total gynaecology admissions and as well as deliveries during the period of study were retrieved from the 
statistics unit of the hospital. Ethical clearance was obtained from the hospital ethical committee. 

3. Results 

During the 5-year review period, there were a total of 15,163 deliveries, 3181 gynaecological admissions and 102 
ectopic pregnancies, giving an incidence of 0.7% (7/1000 deliveries) of ectopic pregnancy and 3.2% of gynaecological 
admissions. 

The socio-demographic characteristics of the patients are shown in the table 1 below. Their age ranged from 19-38 with 
mean age + SD of 27.9 + (3.9) years. The majority (n=39; 47.0%) were in the age group 25-29 years. Married women 
accounted for 78 (94.0%) and most of the patients (n=33; 39.8%) had secondary education as their highest education 
attainment. Greater numbers of the patients were house wife (n=61; 73.5%). Fifty-seven patients (68.7%) were Para 1-
4, 16 (19.3%) nulliparous and 10 (12.0%) grandmultiparous.  

Table 2 showed the duration of amenorrhoea in the study population and it ranged between 5-16 weeks with a mean 
of 8.4 + (1.2) weeks. Majority (n=37; 44.6%) of the patients were amenorrhoeic for 7-9 weeks. Only 2 (2.4%) patients 
had a period of amenorrhoea exceeding 12 weeks. 

The risk factors for ectopic pregnancy and the clinical profile of the patients are depicted in table 3. The two most 
common risk factors in the review were; previous abortions (n=31; 37.3%) and pelvic inflammatory disease (n=23; 
27.7%). However, 17 (20.5%) of the patients had no identifiable risk factors. Infertility and previous abdominal/pelvic 
surgeries accounted for 7(8.4%) each as a risk factor in this review. Lower abdominal pain (n=71; 85.5%) and vaginal 
bleeding (n=51; 61.4%) were the two most common presented symptoms.  

The two most common clinical signs were Lower abdominal tenderness (n=67; 80.7%) and cervical excitation 
tenderness (n=45; 54.2%). 

Table 4 showed intra-operative findings of cases managed in the study population. Majority of the patients had tubal 
ectopic pregnancies. In 55 (66.3%) of the patients, the site of implantation was at the ampulla, 2 (2.4%) each were found 
in cornua and ovaries and one patient had negative laparatomy.  Forty-nine (59.8%) of patients had ruptured ectopic 
pregnancies. Unruptured ectopic pregnancies accounted for 20 (24.4%), while slowly leaking were 13 (15.9%). The 
contra-lateral tube was grossly normal in 73 (91.3%) of the patients. In 22 (26.5%) of the patients, the amount of 
haemoperitonium seen was 500-1000mls, 12 (14.5%) was 1001-2000mls and only 6 (7.2%) was above 2000mls. 

The various management options were presented in table 5. Majority of the patients (n=77; 93.9%) had unilateral 
salpingectomy while 2(2.4%) of them had cornual resection. Twenty-five (30.1%) of the patient with ectopic gestation 
were transfused with blood. Twenty (80.0%) of patient transfused received 2-4 units of blood, 3(12.0%) received 5 
units of blood and 2(8%) received only 1 unit of blood. Twenty-two (26.5%) of the patients spent 6 days in the hospital, 
while 21 (25.3%) of patients spent 4 days in the hospital and only one patient spent more than 10 days. There was no 
maternal death recorded in the study population. 

Table 1 Demographic data of the study population 

AGE (YEARS) NUMBER PERCENTAGE (%) 

       ≤19                                              1 1.2 

      20-24                                          12 14.5 

      25-29                                          39 47.0 

      30-34                                          25 30.1 

      ≥35                                            6 7.2 

Total   83 100.0 

    Mean± SD=27.9 (±3.9)                           

PARITY   
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     0 16 19.3 

     1-4 57 68.7 

     ≥ 5                                            10 12.0 

Total 83 100.0 

Mean± SD=3.0± (1.5)             

Marital status   

    Married 78 94.0 

    Single 5 6.0 

Total 83 100.0 

Educational level   

    No formal education 12 14.4 

    Primary 21 25.3 

    Secondary 33 39.8 

    Tertiary 17 20.5 

Total 83 100.0 

Occupation   

    House wife 61 73.5 

    Civil servant 13 15.7 

    Student 5 6.0 

    Trader 4 4.8 

Total 83 100.0 

 

Table 2 Duration of Amenorrhea of the study population 

Duration (weeks) Number Percentage (%) 

4-6 19 22.9 

7-9 37 44.6 

10-12 25 30.1 

 >12   2 2.4 

Total 83 100 

Mean ±SD=8.4 ± (1.2)    

 

Table 3 Risk factors, mode of presentation, and clinical signs at presentation of the study population 

Risk factors Number Percentage (%) 

Previous abortions 31 37.3 

Pelvic inflammatory disease 23 27.7 

Infertility 7 8.4 
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Abdominal/pelvic surgery 7 8.4 

Multiple sexual partners 4 4.8 

Previous tubal surgery 2 2.4 

Previous ectopic pregnancy 1 1.2 

Nil 17 20.5 

Mode of presentation Number Percentage (%) 

Lower abdominal pain 71 85.5 

Vaginal bleeding 51 61.4 

Vomiting                                                        23 27.7 

Dizziness                                                 21 25.3 

Fainting                                       9 10.8 

Dysuria/frequency 4 4.8 

Fever                                                                  

Clinical signs Number Percentage (%) 

Lower abdominal tenderness                                  67 80.7 

Cervical excitation tenderness                              45 54.2 

Adnexal tenderness 26 31.3 

Full pouch of Douglas 24 28.9 

Adnexal mass 7 8.4 

 

Table 4 Intra-operative findings of the study population 

Implantation sites Number Percentage (%) 

   Ampulla 55 66.3 

   Isthmus 18 21.7 

   Fimbriae 5 6.0 

   Cornua 2 2.4 

   Ovaries 2 2.4 

  Negative finding 1  1.2  

  Total 83 100.0 

Condition of the gestation Number Percentage (%) 

     Ruptured 49 59.8 

     Unruptured 20 24.4 

     Slowly leaking 13 15.9  

     Total 82 100.0 

Contra-lateral tube Number Percentage (%) 

    Grossly normal 73 91.3 

    Grossly abnormal 7 8.7  
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     Total 80 100.0 

Haemoperitonium (mls) Number Percentage (%) 

   Nil 24 28.9 

   <500 19 22.9 

   500-1000 22 26.5 

   1001-2000 12 14.5 

   >2000 6 7.2 

   Total 83 100.0 

 

Table 5 Management of ectopic pregnancy in the study population 

 Surgical technique Number Percentage (%) 

    Salpingectomy 77 94.0 

    Salpingostomy 1 1.2 

    Salpingo-oophorectomy 1 1.2 

    Corneal resection 2 2.4 

    Oophorectomy 1 1.0 

    Total 82 100 

Units of blood transfused Number Percentage (%) 

       I 2 8 

       2 12 48 

       3 4 16 

       4 4 16 

       5 3 12 

       Total 25 100  

4. Discussion 

The incidence of ectopic pregnancy in this study was 0.7% (7/1000 deliveries) of total deliveries which was lower than 
0.9% from previous studies in this center,5,6  1.3% reported by Udigwe et al in Nnewi,1 1.5%  reported by Panti et al in 
Sokoto,38 4.26% reported by Yakasai et al in Kano,2 2.4% in Ghana,9 2 % in U.S.A, 1.1 % in UK, 1.1-1.8 % in Europe.3It is 
however higher than 0.6% by Arup Kumar et al in India.18What is responsible for this lower rate cannot be elucidated 
but the cultural norm of early marriage in this part of the country which will likely lead to less exposure to some of the 
risk factors for ectopic pregnancy could be a possibility. 

The peak age incidence was among women in the age group 25-29 years. This is similar to finding by Udeigwe et al1 and 
Panti et al38 in Nnewi and Sokoto respectively. This corresponds to the age of reproduction and peak sexual activity. Its 
preponderance in the first, second and third pregnancy is not surprising as this may be explainable by the fact that 
major risk factors of abortions and pelvic inflammatory disease precede the ectopic pregnancy in a cause-effect 
relationship. Majority of the patient in this study (94%) were married and most of them (73.5%) were also house wife. 
Greater number of them (39.8%) has secondary education as highest level of education attainment. This was similar to 
early study in this center.6  

Majority of the patients (44.6%) had amenorrhoea for 7-9 weeks representing the period required for the growing 
gestation to distend the tube and cause symptoms.6 The major risk factors of ectopic pregnancy identified in this study 



Magna Scientia Advanced Research and Reviews, 2025, 14(01), 091-099 

97 

were previous abortion and pelvic inflammatory disease. They are responsible for 65% of the risk factors in this study. 
These two factors may be suggestive of tubal damage as a final common pathway which was consistent with the 
previous finding in this center6 and findings in Nnewi, Enugu, Lagos and Sokoto. 1,5,17,38 Absence of a risk factor does not 
in any way exclude the occurrence of ectopic pregnancy.36 However, 20.5% of the patient in this study did not have any 
identifiable risk factor. 

The symptoms and clinical signs of ectopic pregnancy will vary depending on the stage of development of the ectopic 
pregnancy and the heamoperitoneum that has occurred.23The symptoms at presentation: abdominal pain, vaginal 
bleeding, vomiting, dizziness and syncopal attack were similar to findings in other studies.2,6,12,14,15,19 lower abdominal 
pain and vaginal bleeding were the commonest symptoms at presentation in this study. The clinical signs: lower 
abdominal tenderness, cervical excitation tenderness, adnexal tenderness, fullness in the pouch of Douglas and adnexal 
mass were also not different. However, lower abdominal tenderness and cervical excitation tenderness was found to be 
the common clinical signs responsible for 80.7% and 54.2% of cases respectively in this study. This was also the trend 
in other studies. 20,25    

Pregnancy test, abdominal paracentesis, culdocentesis, abdominal, and transvaginal ultra sound scan was used in 
evaluating the patients. Because of the nature of the patient state, two or three of these test were perform in addition to 
clinical features in making diagnosis in this review. This was similar to other study in developing countries.13,14,16,25      

Most of the patient had ampullary ectopic pregnancy which was consistent with studies from other centres.28,33,34  
Majority of the ectopic pregnancies in this review (59.8%) were ruptured at the time of presentation. This was similar 
to early study and finding from other studies22,33,34,38. The high level of rupture in developing countries was said to be 
due to late presentation and delay in the diagnosis because of socio-cultural reasons.6,29,38 Regrettably, 59.8% of cases 
who had ruptured ectopic pregnancy were not diagnosed before the appearance of the symptoms. This was similar to 
findings from other studies in developing countries where rupture at presentation occurred in 70-95% of ruptured 
ectopic pregnancy.20,23,26,29       The condition of contralateral tube was grossly normal in majority of the patients. This 
was similar to early study in this centre.6 Because of the high number of ruptured ectopic in our review, 71.1% of the 
patients had heamoperitoneum and majority of them (48.6%) lost more than 500mls of blood. This was similar to 
previous review in this centre.6  

Although surgery is the mainstay of management, expectant and medical therapy can be offered to a patient. However, 
due to the peculiarity in our environment where even the tertiary centers are not adequately equipped when compared 
with developed countries and also the nature of our patient in which majority of them had ruptured damaged tubes, 
salpingectomy by laparatomy remains the common management offered to patients. Majority of the patients in this 
review (93.9%) were managed by salpingectomy at laparatomy.  Those that had cornual ectopic pregnancies had 
cornual resection. One of the patients with ovarian ectopic pregnancies had oophorectomy while the other patient had 
salpingo-oophorectomy. Elsewhere in the developed world, minimal access (laparoscopic) surgery has become the 
preferred technique unless the woman is haemodynamically unstable.31,32 

All the patients that required blood transfusion where given homologous blood and no auto transfusion was done and 
this was similar to other studies.6 In developing countries where only HIV antibodies screening is performed to clear a 
blood for transfusion, there is possibility of transfusing a HIV positive blood from a patient in the window period. 

 No maternal death was recorded in this study which was similar to other studies.1,2,6,34 

5. Conclusion 

Ectopic pregnancy still remains a major gynaecological problem associated with considerable morbidity, although the 
trend is on the decline in our center. A high index of suspicion and use of modern diagnostic techniques will assist in 
early diagnosis, obviating the need for radical treatment. A high prevalence of pelvic inflammatory diseases and 
abortions resulted in high incidence of ectopic pregnancy in this study. Emphasis should be on prevention of common 
risk factors in our environment, early detection and prompt intervention of ectopic pregnancies so as to give patients 
opportunities for tubal conservative treatment.  
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