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Abstract

Background: An ectopic pregnancy occurs outside the 
uterine cavity and represents a life-threatening health prob-
lem for mothers, constituting 1.2-1.4% of all reported preg-
nancies and causing an increasing proportion of maternal 
deaths and miscarriage rates.

Main body: The purpose of this article is to focus on an 
Ectopic pregnancy; causes, risks, the relationship between 
IUD; intrauterine devices, and Ectopic pregnancy, and we 
highlight the treatment of ectopic pregnancy in the end.

Conclusions: IUD use can lead to ectopic pregnancy, the 
risk of complications from an ectopic pregnancy increases 
if diagnosis or treatment is delayed, or if the condition has 
never been diagnosed; such as infertility, mortality in early 
pregnancy, Damage to fallopian tubes, and subsequent ec-
topic pregnancy. 

Background

A migratory pregnancy is the implantation of an embryo out-
side the uterine tube [1]. It presents as a considerable major 
health issue for women in their childbearing age [2]. An ectopic 
pregnancy is diagnosed in the first trimester when the preg-
nancy is 6 to 10 weeks old [3]. The frequency of occurrence of 
ectopic pregnancy has increased more than six times during 25 
years [4]. Most common site of implantation of the fertilized 
ovum is the posterior wall of the uterus [5]. Almost more than 
95% of ectopic pregnancies occur inside of the fallopian tube. 
70% of these tubal ectopic pregnancies occur in the ampulla, 
more than 12% in the isthmus, and almost 11% in fimbria. How-

ever ectopic pregnancies can also occur if the fertilized ovum is 
implanted outside the fallopian tube which, occurs in approxi-
mately 4% of the cases. When this happens, the fertilized ovum 
is implanted in the ovary (rarest), cervix, abdomen, and cesar-
ean delivery scar [6,7,8]. On the other hand, almost 60 million 
women use intrauterine devices (IUD) across the globe [9]. IUD 
is defined as an object that is deposited inside the uterus for 
the sole purpose of averting the fertilization of the ovum [10].

The Intrauterine Devices work by prompting the inflamma-
tory reactions that interrupt the normal working mechanism of 
the myometrium and endometrium which alters the optimum 
conditions and microenvironment of the uterine cavity required 
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for the fertilization of the ovum and thereby also prevents the 
implantation in the myometrium [11]. IUDs are classified into 
two major types i.e.: hormonal IUDs and copper IUDs [12]. 
The copper releasing IUD is a better option for women since it 
can be utilized for almost 10 years as compared to short-lived 
hormonal-based contraceptives [13]. Advancement in Medical 
Technology and use of laparoscopy, ultrasound, and beta-hCG 
pregnancy testing has led to an increase in diagnosed ectopic 
pregnancies which helps in management before damage to ma-
ternal health. [14]. There is a spike in the number of cases of 
ectopic pregnancies after the insertion of intrauterine devices 
[15]. The relationship is positive between the risk of ectopic 
pregnancy and intrauterine devices. A study reported that out 
of 711 subjects studied for ectopic pregnancy,70 were found to 
be associated with intrauterine device usage, which in the dura-
tion of nine years consisted 10% of all the ectopic pregnancies 
[16].

Main Text

Causes of Ectopic pregnancy

The spike in increasing cases of ectopic pregnancies is be-
lieved to be associated with multiple factors. The intrauterine 
device can also be a cause of infection by bringing bacteria from 
exogenous sources [17]. Ectopic pregnancy accounts for most 
of the deaths reported of pregnant women in the first trimes-
ter [18]. The reasons for the occurrence of migratory pregnancy 
are still not completely clear, but some confirmed reasons will 
be reviewed. Since the 1970s, migratory pregnancies began to 
rise, the cause of the increase in cases was searched, and ac-
cording to studies, the use of an intrauterine device (IUD) was 
one of the reasons and that pregnant women who use the IUD 
have higher odds ratios for ectopic pregnancy [3]. Meta-anal-
ysis was done during the period between 1977 to 1994 using 
Medline search. The analysis calculated the odds ratios of ec-
topic pregnancy and uses of intrauterine devices. For compari-
son between the current usage of intrauterine devices of the 
pregnant control group, it was found that there was an increase 
in the risk of ectopic pregnancy. (OR:10.63,95℅CI:7.66-14.74). 
Secondly, when cases were compared with the no pregnant 
control group, it was deduced that there was no such risk im-
posed ectopic pregnancy (OR:1.06,95℅ CI:1.23-1.59). Whereas 
utilization of intrauterine devices (IUD) in the past can increase 
the risk of pregnancy mildly (OR:1.40,95℅ CI:1.23-1.59). There-
fore, the current usage of intrauterine devices (IUD) does not 
increase the chances of ectopic pregnancy. But, pregnancy with 
an IUD installed comes out as ectopic pregnancy more regularly. 
Past usage of IUD before pregnancy might slightly increase the 
likelihood of ectopic pregnancy [19].

The most major and common cause of ectopic pregnancy is 
considered to be a pelvic inflammatory disease [20]. Pelvic in-
flammatory disease is firmly related to sexually transmitted dis-
eases, but PID can also have endogenous sources. Usage of IUD 
and procedures used for abortions can also cause pelvic inflam-
matory disease [15]. It is reported that the probability of ecto-
pic pregnancy is 1.6 times higher in IUD users as compared to 
subjects who do not use IUD. The incidence of ectopic pregnan-
cy was considerably higher in women who were never pregnant 
before versus those who had previous pregnancies [21]. Infec-
tions due to sexually transmitted diseases can also increase the 
risk of ectopic pregnancy by 9-fold [22]. Chlamydia Trachomatis 
infection and endometriosis can also induce ectopic pregnancy 
[23]. The spike in increasing cases of ectopic pregnancies is be-
lieved to be associated with multiple factors. The intrauterine 

device can also be a cause of infection by bringing bacteria from 
exogenous sources [24]. A positive relation was found between 
infertility and ectopic pregnancy thus infertility also increases 
the risk of ectopic pregnancy [25]. In an ectopic pregnancy, the 
Containment of the embryo inside the fallopian tube is hypoth-
esized due to lack of smooth muscle contractions and changes 
in the micro environment of the tube [26]. Moreover, maternal 
smoking can also increase the incidence of ectopic pregnancy, 
due to the interaction of tobacco with the oviduct. [27]. It is also 
being reported that using artificial methods for conception I.e 
in vitro fertilization can also increase the risk by 2.5-5 times as 
compared to natural methods used for conception [28].

The relationship between IUD and Ectopic pregnancy

A study on the distribution site of EP, in which most of the 
sites were ampulla and isthmic with no cervical pregnancies. 
In multivariate analysis, the main factor associated with the EP 
site was the current use of IUD, with more frequent distal ecto-
pic pregnancies [29]. In both IUDs that are LNG-IUS and Copper 
IUD, the rate of contraception failure was low. But the LNG IUS 
has a significantly low risk of ectopic pregnancy, as compared 
to copper IUDs. In Twenty-one ectopic pregnancies seven LNG 
IUS and fourteen copper IUD [30]. Ectopic pregnancy is not as-
sociated with the current use of Intrauterine devices. An ecto-
pic pregnancy is more often with IUD than a pregnancy without 
IUD. Previous use of IUD can be related to and causing EP [19]. 
Among all failures of contraception, the ratio for ectopic preg-
nancies was higher in users of LNG IUS as compared to copper 
IUD. But the overall risk of contraceptive failure in LNG IUS users 
is very low so the risk for ectopic pregnancies was much lower 
in LNG IUS users than in copper IUD users [31].

In a comparison study for the users of plastic and copper IU 
devices, the rates of ectopic pregnancies were lower for the us-
ers of plastic IUD than the copper IUD in most of the cases [32]. 
The use of IUDs can be associated with pelvic inflammatory dis-
eases (PID) and Neisseria or Chlamydia infection which can be 
in turn a cause of ectopic pregnancy [33]. Ectopic pregnancy 
and Chlamydia trachomatis infection were found to be strongly 
associated. So, If IUDs are causing this infection. It can be re-
lated to ectopic pregnancy [34].  In a study it was found that 
contraceptives use can minimize the risk for ectopic as well as 
intrauterine pregnancy; however, if the method of contracep-
tive fails, it has more chances to cause ectopic pregnancy than 
those who don’t use contraceptive methods. and especially the 
women with current use of LNG-IUS and IU devices. Past use of 
IUD was associated with more EP risk, even if the device had 
been removed [35]. A comparison between the occurrence of 
ectopic pregnancy and IUD use duration shows a decrease in an 
ectopic pregnancy with the increase in IUD use duration [36].

The levonorgestrel-releasing intrauterine device (LNG-IUD) 
use can protect from pelvic inflammatory disease and ectopic 
pregnancies as compared to other copper or plastic IUD. The 
overall pearl Index in LNG-IUD use for ectopic pregnancy is 0.02 
per hundred women [37]. In one of the studies, researchers 
concluded that in IUD users, the cumulative rate of a year for 
intrauterine pregnancies was 87% and was 86% for deliveries 
with no ectopic pregnancy recurrence; however, for IUD non-
users, the cumulative rate of two years ectopic pregnancy recur-
rence was 28% [38]. The ratio of ectopic pregnancies are very 
much low in IUD users than those in women who are not using 
any contraception method; But, about one of twenty pregnan-
cies in IUD user is ectopic pregnancy. And IUDs do not protect 
women from sexually transmitted diseases and often can lead 
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to very heavy menstrual bleeding [39]. So women having sexu-
ally transmitted infections like Chlamydia have an increased risk 
of ectopic pregnancy [40].

The prevalence of ectopic pregnancy has increased signifi-
cantly over the past few years. While studying ectopic pregnan-
cies in IUD and Non-IUD users, it was observed that the preva-
lence of ectopic pregnancies was increasing in both IUD users 
and non-users. But, the ratio for ectopic pregnancies in IUD us-
ers was found to be significantly higher than IUD non-users. Ex-
amination via ultrasonography indicates that the ectopic preg-
nancy in IUD users is related to IUD disposition in the uterine 
cavity [41]. A study explaining the relative risk of previous IUD 
users as compared to women who never used an IU device sig-
nifies 1.4 times more risk of developing ectopic pregnancy than 
a woman who is a nonuser of IUD. It can be said that IUD use is 
not directly related to ectopic pregnancy, But IUD use can lead 
to ectopic pregnancy [42].

Risks of an Ectopic pregnancy

According to some studies, an ectopic pregnancy is indicated 
to cause permanent infertility in 20-60% of cases, mortality in 
early pregnancy [43]. Damage to fallopian tubes, and subse-
quent ectopic pregnancy [44]. hemorrhage from ectopic preg-
nancy is the leading cause of pregnancy-related death in the 
first trimester of pregnancy [45] and is related to approximately 
10% Of all pregnancy-related deaths with a pregnancy-related 
mortality rate of 31.9 deaths per 100,000 pregnancies [46]. Ac-
cording to a study in Denmark, it says: we found that daughters 
of mothers with a history of ectopic pregnancy had 50% more 
likely to have an ectopic pregnancy and 30% more likely to expe-
rience an induced miscarriage [47,48]. There were 102 deaths 
from an early ectopic pregnancy that were reviewed from 1950 
to 1974 by the Michigan Maternal Mortality Commission [49]. 
The risk of complications from an ectopic pregnancy increases if 
diagnosis or treatment is delayed, or if the condition has never 
been diagnosed.

A woman who has an ectopic pregnancy and does not re-
ceive a diagnosis or treatment in the first months is more likely 
to have severe internal bleeding. This could lead to dangerous 
results, in terms of psychological aspect: grief will lead to preg-
nancy loss and anxiety about a future pregnancy, which increas-
es the mother’s depression [50].

Management and treatment of ectopic pregnancy 

The management of ectopic pregnancy in the fallopian tube 
depends on  the  stability  of  the  patient, the  availability of re-
sources, and the future  fertility. In general, medical manage-
ment is preferred for an early ectopic pregnancy, and surgery is 
reserved for unstable patients, uncertain diagnosis, and failed 
medical therapy [50]. Expectant management criteria include 
asymptomatic and have no evidence of rupture or hemody-
namic instability, objective evidence of resolution, such as de-
clining (B-hCG), must be fully complain and be willing to accept 
the potential risk of tubal rupture, gestation is 4cm or less in 
its greatest dimension, absence of fetal heart motion, b-hCG 
level <1,000 mIU [51]. Management of ectopic can be medical 
or surgical, Medical treatment is preferable because the costs 
are lower, with otherwise similar outcomes. Methotrexate, this 
folate antagonist attacks rapidly proliferating tissues including 
trophoblastic villi [52]. Criteria for methotrexate include The 
patient must be hemodynamically stable, the patient must be 
reliable, complainant, and able to return for follow-up care, 

no evidence of tubal rupture, the size of the gestation should 
not exceed 4cm at greatest dimension (or exceed 3.5 cm with 
cardiac activity), Absence of fetal cardiac activity on ultra-sono-
graphic findings, B-hCG level less than 5000 mlU/ml, no history 
of folic supplementation. Single dose 1 mg/kg is 90% success-
ful [53]. The Best predictor of success of medical therapy is the 
initial B-hCG level. Obtain repeat B-hCG levels 4 days and 7 days 
after the methotrexate injection. An initial increase in B-hCG 
levels often occurs by the third day and is not cause for alarm. A 
decline in B-hCG levels of at least 15% from days 4 to 7 post in-
jection indicates a successful medical response. Failure of medi-
cal treatment is defined when B-HCG level increases, plateaus, 
or fails to decrease adequately by 15% from days 4 to 7 post 
injection. At this time, surgical intervention may be warranted. 
A repeat single dose of methotrexate can also be a viable option 
[52]. Contraindications to MTX: Documented hypersensitivity 
to methotrexate, breastfeeding, immunodeficiency, alcoholism. 
[54] Adverse effects due to MTX is nausea, stomatitis and vomit-
ing [55]. Treatment effect of methotrexate is the increasing in 
abdominal pain (occurring in up to two thirds of patients [56].

Salpingectomy and Salpingectomy laparoscopy is the rec-
ommended approach in most cases, laparotomy is usually re-
served for patients who are hemodynamically unstable or for 
patients with corneal ectopic pregnancies. [57], it also is a pre-
ferred method for surgeons inexperienced in laparoscopy and 
in patients in whom a laparoscopic approach is difficult (e.g. 
secondary to the presence of multiple dense adhesions, obe-
sity, or massive hemoperitoneum) [58], linear salpingectomy 
along the anti-mesenteric border to remove the products of 
conception is the procedure of choice for ectopic pregnancies 
in the ampulla portion of the tube [52]. Total salpingectomy is 
the procedure of choice in a patient who has completed child-
bearing and no longer desires fertility, in a patient with a history 
of an ectopic pregnancy in the same tube, or in a patient with 
severely damaged tubes [58].

Conclusions

Ectopic pregnancy is the most common cause of death in 
women during the first trimester, at approximately 10% of the 
total. The reasons for the occurrence of ectopic pregnancy are 
still not completely clear, but some confirmed reasons will be re-
viewed and the major risk factors of ectopic pregnancy include 
maternal age, low parity, low gravidity, pelvic inflammatory dis-
ease, sexually transmitted diseases, prior tubal surgery, history 
of infertility, intrauterine contraceptive device use, smoking and 
previous ectopic pregnancy. Ectopic pregnancy is not associated 
with the current use of Intrauterine devices, we can be said that 
IUD use is not directly related to ectopic pregnancy, But IUD 
use can lead to ectopic pregnancy. The risk of complications 
from an ectopic pregnancy increases if diagnosis or treatment 
is delayed, or if the condition has never been diagnosed; such 
as infertility, mortality in early pregnancy. 

Ethics approval and consent to participate: Not applicable

Consent for publication: Not applicable

Availability of data and material: Not applicable

Competing interests: The authors declare that they have no 
competing interests. 

Funding: None



4

MedDocs Publishers

Annals of Obstetrics and Gynecology

References

1.	 Chavkin W. The rise in ectopic pregnancy--exploration of possi-
ble reasons. International journal of gynaecology and obstetrics: 
the official organ of the International Federation of Gynaecology 
and Obstetrics. 1982; 20: 341–350. 

2.	 Xiong X, Buekens P,Wollast E. IUD use and the risk of ectopic 
pregnancy: a meta-analysis of case-control studies. Contracep-
tion. 1995; 52: 23-34.

3.	 Skjeldestad FE. How effectively do copper intrauterine devices 
prevent ectopic pregnancy?.Actaobstetricia et gynecologica 
Scandinavica. 1997; 76: 684-690.

4.	 Coste J, Job-Spira N, Aublet-Cuvelier B, Germain E, Glowaczower 
E, et al. Incidence of ectopic pregnancy. First results of a popu-
lation-based register in France. Human Reproduction. 1994; 9: 
742-745.

5.	 Yun XQ. [Relationship between ectopic pregnancy and IUD]. 
Shengzhi Yu Biyun. 1991; 11: 66-7. 

6.	 Heinemann K, Reed S, Moehner S, Do Minh T. Comparative con-
traceptive effectiveness of levonorgestrel-releasing and copper 
intrauterine devices: The European Active Surveillance Study for 
Intrauterine Devices. Contraception. 2015; 91: 280–283. 

7.	 Li C, Zhao WH, Meng CX, Ping H, Qin GJ., et al. Contraceptive use 
and the risk of ectopic pregnancy: A multi-center case-control 
study. PLoS ONE. 2014; 9. 

8.	 Perkins KM, Boulet SL, Kissin DM, Jamieson DJ. National ART 
Surveillance (NASS) Group. (2015). Risk of ectopic pregnancy 
associated with assisted reproductive technology in the United 
States, 2001–2011. Obstetrics and gynecology. 125; 70.‏

9.	 Hendriks E, Rosenberg R, Prine L. Ectopic pregnancy: diagnosis 
and management. American family physician. 2020; 101: 599-
606.

10.	 Lozeau AM, Potter B. Diagnosis and management of ectopic 
pregnancy. American family physician. 2005; 72: 1707-1714.

11.	 Moini A, Hosseini R, Jahangiri N, Shiva M, Akhoond MR. Risk 
factors for ectopic pregnancy: A case–control study. Journal of 
research in medical sciences: the official journal of Isfahan Uni-
versity of Medical Sciences. 2014; 19: 844.

12.	  Su RW, Fazleabas AT. Implantation and establishment of preg-
nancy in human and nonhuman primates. Regulation of Implan-
tation and Establishment of Pregnancy in Mammals. 2015; 189-
213.

13.	 Carr RJ, Evans P. Ectopic pregnancy. Primary care. 2000; 27: 169–
183. 

14.	 Kirk E, Bottomley C, Bourne T. Diagnosing ectopic pregnancy and 
current concepts in the management of pregnancy of unknown 
location. Human reproduction update. 2014; 20: 250–261. 

15.	 Alkatout I, Honemeyer U, Strauss A, Tinelli A, Malvasi A, et al. 
Clinical diagnosis and treatment of ectopic pregnancy. Obstetri-
cal & gynecological survey. 2013; 68: 571–581. 

16.	 Audain L, Brown WE, Smith DM, Clark JF. Cocaine use as a risk 
factor for abdominal pregnancy. J Natl Med Assoc. 1998; 90: 
277-83. 

17.	 Burkman RT. Intrauterine devices. Current opinion in obstetrics 
& gynecology. 1991; 3: 482–485.

18.	 Snowden R. Why an international IUD standard is not possible. 
IPPF medical bulletin. 1982; 16: 2–4.

19.	 Hsia JK, Creinin MD. Intrauterine Contraception. Seminars in re-
productive medicine. 2016; 34: 175–182. 

20.	 Johnson BA. Insertion and removal of intrauterine devices. 
American family physician. 2005; 71: 95–102.

23. 	 Bouyer J, Coste J, Fernandez H, Pouly JL, Job-Spira N. Sites of 
ectopic pregnancy: A 10 year population-based study of 1800 
cases. Human Reproduction. 2002; 17: 3224–3230. 

24. 	 Luukkainen T, Toivonen J. Levonorgestrel-releasing IUD as a 
method of contraception with therapeutic properties. Contra-
ception. 1995.

25. Bernoux A, Job-Spira N, Germai, E, Coste J, Bouyer J. Fertility out-
come after ectopic pregnancy and use of an intrauterine device 
at the time of the index ectopic pregnancy. Human Reproduc-
tion. 2000; 15: 1173–1177. 

26. Intrauterine devices: An effective alternative to oral hormonal con-
traception. Prescrire International. 2009.

27. Ge CX, Liu, MM. Sheng zhiyu bi yun = Reproduction and contracep-
tion. 1992; 12: 53–56.

28. Sivin I. D.I.U. et grossesseectopique [IUDs and ectopic pregnancy]. 
Contraception, fertilite, sexualite. 1983; 11: 1287–1294. 

 29.	 Ortiz ME, Croxatto HB, Bardin CW. Mechanisms of action of in-
trauterine devices. Obstetrical & gynecological survey. 1996; 51: 
S42–S51. 

30.	 Yun XQ. Sheng zhiyu bi yun = Reproduction and contraception. 
1991; 11: 66–67

31.	 Weström L. Incidence, prevalence, and trends of acute pelvic in-
flammatory disease and its consequences in industrialized coun-
tries. American journal of obstetrics and gynecology. 1980; 138: 
880–892.

32.	 DeCherney AH, Jones EE. Ectopic pregnancy. Clinical obstetrics 
and gynecology. 1985; 28: 365–374. 

33.	 Malhotra N, Chaudhury RR. Current status of intrauterine devic-
es. II. Intrauterine devices and pelvic inflammatory disease and 
ectopic pregnancy. Obstetrical & gynecological survey. 1982; 37: 
1–8. 

34.	 Yun XQ. Sheng zhiyu bi yun = Reproduction and contraception. 
1991; 11: 66–67.

35.	 Bouyer J, Coste J, Shojaei T, Pouly JL, Fernandez H, et al. Risk fac-
tors for ectopic pregnancy: a comprehensive analysis based on a 
large case-control, population-based study in France. American 
journal of epidemiology. 2003; 157: 185–194.

36.	 Shaw JL, Oliver E, Lee KF, Entrican G, Jabbour HN, et al. Cotinine 
exposure increases Fallopian tube PROKR1 expression via nico-
tinic AChRalpha-7: a potential mechanism explaining the link 
between smoking and tubal ectopic pregnancy. The American 
journal of pathology. 2010; 177: 2509–2515. 

37.	 Dekeyser-Boccara J, Milliez J. Tabac et grossesse extra-utérine: 
y a-t-il un lien de causalité? [Smoking and ectopic pregnancy: 
is there a causal relationship?]. Journal de gynecologie, obstet-
rique et biologie de la reproduction. 2005; 34: 119–3S123.

38.	 Anorlu RI, Oluwole A, Abudu OO, Adebajo S. Risk factors for 
ectopic pregnancy in Lagos, Nigeria. Acta obstetricia et gyneco-
logica Scandinavica. 2005; 84: 184–188. 

39.	 Lin S, Yang R, Chi H, Lian Y, Wang J, et al. Increased incidence 
of ectopic pregnancy after in vitro fertilization in women with 
decreased ovarian reserve. Oncotarget. 2017; 8: 14570–14575. 



5

MedDocs Publishers

Annals of Obstetrics and Gynecology

40. 	 Karadağ C, Çalışkan E. Ectopic Pregnancy Risk with Assisted Re-
productive Technology. Current Obstetrics and Gynecology Re-
ports. 2020; 1-5.‏

41. 	 Wall-Wieler E, Robakis TK, Lyell DJ, Masarwa R, Platt RW, et al. 
Benzodiazepine use before conception and risk of ectopic preg-
nancy. Human Reproduction. 2020; 35: 1685-1692.

42. 	 Kårhus LL, Egerup P, Skovlund CW, Lidegaard Ø. Impact of ec-
topic pregnancy for reproductive prognosis in next generation. 
Acta obstetricia et gynecologica Scandinavica. 2017; 93: 416-
419.

43. 	 Lund Kårhus L, Egerup P, Wessel Skovlund C, Lidegaard Ø. Long-
term reproductive outcomes in women whose first pregnancy 
is ectopic: a national controlled follow-up study. Human Repro-
duction. 2013; 28: 241-246.‏

44. 	 Schneider J, Berger CJ, Cattell CRAIG. Maternal mortality due to 
ectopic pregnancy. A review of 102 deaths. Obstetrics and gyne-
cology. 1977; 49: 557-561.

45. 	 Ganacharya S, Bhattoa HP, Batár I. Ectopic pregnancy among 
non-medicated and copper-containing intrauterine device us-
ers: A 10-year follow-up. European Journal of Obstetrics and 
Gynecology and Reproductive Biology. 2003; 111: 78–82. 

46. 	 Faúndes A, Telles E, Cristofoletti ML, Faúndes D, Castro S, et al. 
The risk of inadvertent intrauterine device insertion in women 
carriers of endocervical Chlamydia trachomatis. Contraception. 
1998; 58: 105–109. 

47. 	 Rana P, Kazmi I, Singh R, Afzal M, Al-Abbasi FA, et al. Ectopic 
pregnancy: a review. Archives of gynecology and obstetrics. 
‏.747-757 :288 ;2013

48. 	 Mpiima DP, Wasswa Salongo G, Lugobe H, Ssemujju A, Mum-
bereMulisya O, Masinda A, Twizerimana H, Ngonzi, J. Associa-
tion between Prior Chlamydia trachomatis Infection and Ectopic 
Pregnancy at a Tertiary Care Hospital in South Western Uganda. 
Obstetrics and gynecology international. 2018; 4827353.

49. 	 Hacker NF, Gambone JC, Hobel CJ. Hacker & Moore’s essentials 
of obstetrics and gynecology. Elsevier Health Sciences. 2015.

50. 	 Sakala E, gynecology.sbmu.ac.ir › uplo...PDF USMLE Step 2 CK 
Lecture Notes 2016. [online] Available at: 2016.

51. 	 Shao R, Wang X, Wang W, Stener-Victorin E, Mallard C, et al. 
From mice to women and back again: causalities and clues for 
Chlamydia-induced tubal ectopic pregnancy. Fertility and steril-
ity. 2012; 98: 1175–1185.

52.	 Elito Júnior J, Araujo Júnior E. Medical Treatment for Ectopic 
Pregnancy during the COVID-19 Pandemic. RevistaBrasileira de 
Ginecologia e Obstetrícia. 2020; 42: 849-850.‏

53. 	 Monga A, Dobbs SP. Gynaecology by ten teachers. CRC Press.‏ 
2011.

54. 	 Alkatout I, Honemeyer U, Strauss A, Tinelli A, Malvasi A, et al. 
Clinical diagnosis and treatment of ectopic pregnancy. Obstetri-
cal & gynecological survey. 2013; 68: 571-581.‏

55. 	 Murray H, Baakdah H, Bardell T, Tulandi T. Diagnosis and treat-
ment of ectopic pregnancy. Cmaj. 2005; 173: 905-912.‏

56. 	 Khani B, Behnamfar F, Taghiyar L. Which protocol is better for 
treatment of ectopic pregnancy by methotrexate? Single-dose 
or multiple-dose. Advanced Biomedical Research. 2020; 9.‏

57. 	 Hoover KW, Tao G, Kent CK. Trends in the diagnosis and treat-
ment of ectopic pregnancy in the United States. Obstetrics & 
Gynecology. 2010; 115: 495-502.‏

58. 	 Bruhat MA, Manhes H, Mage G, Pouly JL. Treatment of ectopic 
pregnancy by means of laparoscopy. Fertility and Sterility. 1980; 
33: 411-414.


