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Abstract 

Aims and Objectives:  Determine the frequency of 

unruptured ectopic pregnancy in a tertiary care hos-

pital of Hail City, Saudi Arabia. 

Study Design:  It was an observational case series. 

Material and Method:  A total of 150 cases between 

15 – 44 years with history of amenorrhea (6 – 8 

weeks) and vaginal bleeding with or without lower 

abdominal pain, positive urine pregnancy test were 

enrolled in the study while heterotopic pregnancy, rup-

tured ectopic pregnancy and patients in first trimester 

with obstetric problem other than ectopic pregnancy 

were excluded from the study. All these cases were 

collected from Maternity and Children’s hospital Hail, 

Kingdom of Saudia Arabia during 2011 to 2014. 

Results:  In our study, 64.67% (n = 97) of the cases 

were between 15 – 30 years of age while 35.33% (n = 

53) were between 31 – 44 years, mean ± sd was calcu-

lated as 26.34 ± 2.67 years, frequency of unruptured 
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ectopic pregnancy was recorded in 14% of the cases. 

Conclusion:  The frequency of un-ruptured ectopic 

pregnancy is higher and TVS may be used for early 

detection of this morbidity. 

Key Words:  Ectopic pregnancy, unruptured, Trans-

vaginal sonography. 

 

 

Introduction 

Ectopic pregnancy is one of the severe life threatening 

situations during pregnancy and leads to maternal mor-

tality.1 In this pregnancy, a fertilized ovum is implan-

ted outside the uterus and mostly in tubes, while very 

few cases shown it in other organs e.g. abdomen, ova-

ries, cervix, spleen, omentum, cessarian section scar, 

and intramural.2 

 The incidence of this morbidity varies between 

0.25% to 1.13% in Saudi Arabia.1,3 Maternal mortali-

ties regarding pregnancy during first trimester is repor-

ted in 4 to 10% of all pregnancy relating mortalities.4 

 Every women of childbearing age presenting with 

un-explained abdominal pain other than amenorrhea 

and vaginal bleeding may be suspected with ectopic 

pregnancy.5 

 The exact etiology is not well documented but Pel-

vic infections, smoking, previous tubal surgery, genital 

infections, intra-uterine devices use, and endometriosis 

are considered as common risk factors.6 Women hav-

ing ectopic pregnancy become symptomatic within 12 

weeks of gestation, few cases remain undiagnosed and
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go beyond this gestational age.7 

 During the past decade, the morbidity and morta-

lity have significantly decreased due to effective diag-

nostic modalities e.g. transvaginal sonography (TVS)8 

but the rate of early pregnancy mortalities indicated in 

more than 70% of the cases.9 

 Usually, urinary test in clinical suspicious cases of 

ectopic pregnancy is performed and if the test is found 

positive, patients may be followed through TVS. It can 

detect gestational sac on early stage of pregnancy i.e. 4 

to 6 weeks from LMP.10 

 In our setup, daily, a huge number of women visit 

Gynaecology Outpatient Department relating to vari-

ous other gynaecological problems, among them un-

ruptured ectopic pregnancies are also presenting. This 

review was planned to document the frequency of un-

ruptured ectopic pregnancy which may be helpful to 

assess the burden of problem and to take measures for 

prevention of maternal morbidity and mortality rup-

tured ectopic pregnancy. 

 

 

Material and Methods 

A total of 150 cases between 15 – 44 years with his-

tory of amenorrhea (6 – 8 weeks) and vaginal bleeding 

with or without lower abdominal pain, positive urine 

pregnancy test were enrolled in the study while hetero-

topic pregnancy, ruptured ectopic pregnancy and pati-

ents in first trimester with obstetric problem other than 

ectopic pregnancy were excluded from the study. All 

these cases were collected from Maternity and Chil-

dren’s hospital Hail, Kingdom of Saudia Arabia during 

2011 to 2014. 

 A detailed information including patient name, 

age, gestational age, parity was recorded. Internal exa-

mination could facilitate tubal ruptured so it was not 

routinely performed. Urine for pregnancy test and 

transvaginal ultrasound was performed in all the pati-

ents. All the TVS examination was performed by same 

consultant radiologist having 5 year post fellowship 

experience. TVS was done by using 5 MHz frequency 

vaginal probe for improved resolution. Sections were 

taken in serial, longitudinal and transverse manner. 

Masses, if identified, were localized and defined, inter-

nal architecture were analyzed. On TVS following 

findings were noticed to assess the presence or abs-

ence of ectopic pregnancy like empty uterine cavity. 

with one of the following adnexal regions findings: 

 an inhomogeneous mass or blob sign adjacent to 

ovary 

 a mass with hyper-echoic ring around the ges-

tational sac or bagel sign 

 A gestational sac with a fetal pole with or without 

cardiac activity. 

 We recorded all these findings on a pre-designed 

proforma. 

 We used SPSS version 14 for statistical analysis of 

the data. The demographic variable like age was recor-

ded as simple descriptive statistics giving mean and 

standard deviation. Frequency and percentage was pre-

sented for un-ruptured ectopic pregnancy. 

 

 

Results 

All patients fulfilling the inclusion / exclusion criteria 

were enrolled to determine the frequency of unrup-

tured ectopic pregnancy in a tertiary care hospital of 

Hail City, Saudi Arabia. 

 In our study, 64.67% (n = 97) of the cases were 

between 15 – 30 years of age while 35.33% (n = 53) 

were between 31 – 44 years, mean ± sd was calculated 

as 26.34 ± 2.67 years. (Table 1) frequency of unrup-

tured ectopic pregnancy was recorded in 14% of the 

cases (Table 2). 

 

 
Table 1:  Age Distribution (n = 150). 
 

Age in Years No. of Cases Percentage 

15 – 30 97 64.67 

31 – 44 53 35.33 

Total 150 100 

Mean ± SD 26.34 ± 2.67 

 

 
Table 2: Frequency of Unruptured Ectopic Pregnancy (n = 

150). 
 

Un-ruptured No. of cases Percentage 

   Yes   21   14 

   No 129   86 

   Total 150 100 

 

 

Discussion 

Pregnancy related deaths are significantly higher in
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women with ectopic pregnancy in first trimester. 

Authors are of the view that early detection and mana-

gement of this morbidity may reduce the maternal 

mortality.11 

 In our study we evaluated the frequency of un-

ruptured ectopic pregnancy in patients coming to our 

hospital. 

 A significant proportion of our patients was recor-

ded between 15 – 30 years of age, similarly to Majhi 

AK and colleagues. 

 Diagnosis of un-ruptured ectopic pregnancies in 

developed countries ranges from 88% to 100%.12-14 

However, the frequency of unruptured ectopic preg-

nancy during past 3 decades was recorded between 

1.1% to 8.5% of the cases.15 

 Khaleeque F and colleagues16 conducted a study at 

Karachi analyzed the risk factors and assessed the 

results of management with respect to maternal morbi-

dity and mortality of ectopic pregnancy during the last 

three years and found un-ruptured cases of ectopic 

pregnancy in 6 out 39 i.e. (15.38%), these findings are 

consistent with our results. 

 Trans-vaginal sonography is helpful for identify-

ing the site of pregnancy and ectopic pregnancy before 

its rupture. This modality is highly reliabale.17 Con-

servative management of the disease is associated with 

life – threatening risk. Two RCTs are found who man-

aged these patients conservatively.18-19 Egarter et al. 

(1991)18 compared conservative management and local 

and systemic prostaglandins including 23 women with 

an unruptured ectopic pregnancy and a serum beta-

hCG concentration was recorded < 2,500 mIU/ml. 

This study revealed that conservative management was 

significantly lower chances of success than prosta-

glandin therapy. 

 In cases with stable hemodynamic and no fetal 

cardiac activity on TVS, use of methotraxate may be 

an effective treatment.20 A single – dose (50 mg/m2) or 

multiple-doses (1 mg/kg/day) of methotraxate may be 

used. In women administered with multiple – dose 

treatment, the maximum dose is repeated four times 

until the b-hCG level is decreased > 15%.20 In this 

method of treatment, the b-hCG level are checked with 

48 – hour intervals, and on the days without MTX, the 

patient is administered leucovorin with a dose of 0.1 

mg/kg/day.21 If the MTX is failed to reduce b-hCG 

level by the fourth dose, surgery should be preferred. 

Hemodynamic stability of the patients should be moni-

tored carefully during medical treatment. 

 We are of the view that early use of transvaginal 

ultrasonography may enable us to detect un-ruptured 

ectopic pregnancy and these patients may be managed 

with medical treatment. 
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