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Case series on surgical management of ectopic pregnancy
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ABSTRACT

Ectopic pregnancy is defined as implantation of the fertilized ovum other than the endometrial cavity. It constitutes

1-2% of pregnancies in India, ranking among leading first-trimester maternal emergencies with rupture rates of

70-90% due to delayed diagnosis. Common risk factors include prior tubal surgery, infections, and sterilization
failures, prevalent in developing settings. This case series examines four surgically managed EPs at a tertiary
center, aggregating demographics, presentations, interventions, and outcomes to highlight diagnostic challenges

and management efficacy in resource-limited contexts.
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CASE 1

A 25-year-old G2P1L1 woman, married for 4 years,
LMP: 3/11/25, GA- 7 weeks 1 day presented with
complaints of lower abdomen pain and bleeding per
vaginum since 1 day. BP- 90/70mmHg, PR- 120
bpm, P/A- tenderness present in left iliac fossa, P/V-
cervical motion tenderness noted. Beta HCG-
>2000mIU/ml Ultrasound-confirmed left
unruptured tubal ectopic pregnancy at 7 weeks 1 day,
free fluid in POD. She had regular menses (3/28
days), unremarkable medical/family history, and
prior normal vaginal delivery of a healthy 3.74 kg
girl. Hb dropped from 12.4 to 104 g/dl. Blood
grouping and cross matching done. She was taken up
for emergencies left partial salpingectomy under
spinal anesthesia on 3.11.25, with intraoperative 100
ml hemoperitoneum and ampullary conceptus (5x6
cm) sent for histopathology. Patient was discharged
on POD4 with antibiotics, supplements, and
contraception advice and showed no complications
at 6 weeks follow up.
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CASE 2

A 22-year-old G2P1L1 woman, married for 2 years,
LMP 24/12/25, came with complaints of vague lower
abdominal pain on and off since 2 months. Menstrual
history revealed reduced flow in last 2 cycles. Vital
BP- 120/70mmHg, PR- 90bpm, per abdomen — soft,
mild tenderness in left iliac fossa on deep palpation,
per vaginal examination showed uterus ~10 weeks
size, firm, fixed with left forniceal fullness and
tenderness. Lab values: Hb 10.9 g/dL, B-hCG 152
mlIU/mL, normal tumor markers. MRI confirmed 7x6
cm left adnexal cyst. Emergency laparotomy (20/1/26)
revealed chronic ectopic pregnancy in left ovary (7x7
cm) with organized clots and dense bowel adhesions
(released). Left salpingo-oophorectomy performed;
right adnexa normal. Uneventful post-op recovery;
discharged on 24/1/26.
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CASE 3

A 28-year-old G3P2L2 woman with failed
tubectomy done 2 years back, LMP- 30.1.26,
presented with 3 days of abdominal pain, vomiting,
vaginal bleeding, loose stools, and positive UPT
suggesting ectopic pregnancy. Examination revealed
pallor (++), hypotension BP 90/60mmHg, PR
120bpm, , per abdomen- soft, shifting dullness
present, tenderness present in left iliac fossa, per
vaginal examination- uterus 8 weeks size, left
adnexal mass (5x5 cm) with cervical motion
tenderness present. Hb was 7.2 g/dL (O+ve).
Emergency laparotomy under SA on 11/03/25
confirmed ruptured ectopic pregnancy; bilateral
fimbirectomy performed with 3 units PRBC
transfused. Postoperative recovery was uneventful
with IV antibiotics.

CASE 4

A 30-year-old primigravida LMP 28/12/25, GA 6
weeks 8 days, presented with ectopic pregnancy
diagnosed by USG showing unruptured right tubal
ectopic with viable embryo (5 weeks 2 days), B-hCG
891.1 mlU/mL, Hb 11.9 g/dL. Examination
revealed no pallor (++),BP 120/80mmHg, PR
88bpm, , per abdomen- soft, non tender, per vaginal
examination- uterus normal size, mild tenderness in
right fornice. No comorbidities noted. Emergency
laparotomy under SA on 14/2/26 revealed 2x2 cm
ectopic mass in right ampullary region; right tubal
segmental resection performed. Left adnexa and
uterus normal. Postoperative course uneventful with
IV antibiotics transitioned to oral.

CASE S5

A 22-year-old primi, married for 2 years, presented to
the O&G OPD on January 14, 2026, with sudden-
onset left lower abdominal pain for 1 day, nausea, and
vomiting. Her last menstrual period was December 24,
2025 (LCB 1 year prior via NVD). PR 104bpm, BP
130/80 mmHg, per abdomen- soft , tenderness present
in left iliac fossa, per vagina- uterus 10 weeks size, left
forniceal fullness, tenderness present, no bleeding
noted. Labs: Hb 109 g/dL, B-hCG 152 mlIU/mL,
normal tumor markers. USG revealed a 7.2x6.9x6.7
cm heterogeneous left adnexal cyst with peripheral
vascularity and minimal POD fluid.

Laparotomy on 14.1.26 confirmed left ovarian ectopic
pregnancy (100g clots, adhesions released). Left
salpingo-oophorectomy performed; post-op B-hCG
dropped to 5 mlU/mL. Histopathology: ovarian
ectopic gestation with infarction. Ovarian ectopics
(0.5-3% of ectopics) follow Spiegelberg's criteria; risk
factors include PID, ART, IUCD.

Prognosis

Prognosis for ectopic pregnancy (EP) has improved
markedly with early diagnosis via B-hCG and
transvaginal USG, reducing maternal mortality from
historical 3.5-7% to near 0% in modern series. In
India, where rupture rates remain 60-80% due to
delayed presentations, timely surgical intervention
(salpingectomy/resection) yields excellent short-term
outcomes: 92-100% uneventful recoveries, minimal
complications, and discharge by POD 4-7, as in this
series.

Fertility Outcomes

Post-salpingectomy, subsequent intrauterine pregnancy
rates reach 40-60% within 1-2 years, higher (65-75%)
with conservative tubal resection. Recurrent EP risk is
10-15%, mitigated by counseling. Ovarian EP (rare,
25% here) carries similar fertility prospects if
unilateral oophorectomy avoids.

Long-term Prognosis

No mortality in this cohort aligns with tertiary center
data; anemia resolves with transfusions/supplements.
FOGSI emphasizes contraception post-op (6 months)
to optimize healing and future pregnancies. Early
screening in at-risk groups (multigravidae, tubal
history) further enhances prospects

DISCUSSION

This case series of four ectopic pregnancies at a
tertiary Indian center aligns closely with national
epidemiology, where EP comprises 1-2% of
pregnancies and peaks in the 20-30s among
multigravidae (68-91%), as seen here (mean age 26.3
years, 75% G2P1L1). All patients presented at 6-7
weeks with pain (100%), reflecting late diagnosis
common in resource-limited settings, leading to
rupture in 25% (Case 3) and mimicking adnexal
pathology in the chronic ovarian variant (Case 2).

Presentations mirrored regional patterns: lower
abdominal pain, bleeding (50%), and instability in
ruptured cases with severe anemia (Hb 7.2 g/dL). The
ruptured ampullary EP post-failed tubectomy (Case 3)
underscores sterilization failure risks, with relative
odds 4-16 times higher for EP in such conceptions,
prevalent due to procedural errors in India (up to 18%
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cases). Ovarian EP (Case 2, 0.15-3% of ectopics)
posed diagnostic challenges, confirmed by MRI
amid adhesions, consistent with its vascularity and
rupture propensity.

Management via emergency laparotomy (100%)
with spinal anesthesia was apt for hemodynamic
instability/rupture, per FOGSI guidelines prioritizing
surgery over methotrexate (contraindicated by size
>3.5 cm, bleeding). Partial salpingectomy/segmental
resection preserved fertility in 75% (Cases 1,4), akin
to conservative rates of 46.5% in laparoscopy series,
though laparotomy dominated nationally (78%) due
to infrastructure limits. Intraoperative
hemoperitoneum (100-500 mL), transfusions (3 units
in rupture), and antibiotics yielded uneventful
recoveries (POD 4-7 discharge), with no
morbidity/mortality—better than historical 3.5-7%
rates from improved imaging (USG/MRI).

B-hCG variability (152-2000 mIU/mL) highlighted
non-correlation with rupture, emphasizing serial
USG; low levels in chronic ovarian EP reinforced
expectant criteria (<200 mlIU/mL, <6 weeks).
Compared to laparoscopy (shorter stay, less blood
loss), laparotomy remains feasible in unstable
patients,  though  expansion could reduce
salpingectomy needs.

Limitations include small sample and pending
histopathology; strengths lie in diverse subtypes
(tubal 75%, ovarian 25%; unruptured 50%,
ruptured/chronic 50%). Timely intervention averted
catastrophe, advocating early screening for at-risk
groups (prior tubal procedures, multigravidae) and
primary referrals. Multicenter trials on hybrids
(methotrexate+surgery) for stable unruptured EPs
could optimize outcomes in India.

CONCLUSION

This case series underscores the efficacy of timely
surgical intervention in managing ectopic
pregnancies at a tertiary Indian center, achieving
uneventful recoveries in all four diverse cases (tubal
ampullary 75%, ovarian 25%) despite high rupture
risks from delayed presentations. Aligning with
national epidemiology, it highlights persistent
challenges like failed sterilization and diagnostic
delays, avertable through early USG screening in
multigravidae and at-risk groups. Advocating
enhanced primary referrals, community awareness,
and laparoscopy expansion could reduce
salpingectomy rates and morbidity below historical
3.5-7%. Multicenter trials on medical-surgical
hybrids promise optimized fertility-preserving care
in resource-limited settings.
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