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ABSTRACT
 

Background: The DSM-IV outlines a panic attack as a distinct period of intense fear or discomfort which is 
accompanied by a minimum of 4 out of 13 listed somatic or cognitive symptoms. This is often associated with 
a sense of impending doom and the urge to escape which may leave ones psychological and physical 
functioning impaired. These are all signs of several Anxiety disorders. The aim of the study is to investigate the 
incidence of Panic attacks amongst patients presenting to an Emergency Department in a tertiary care 
hospital of Karachi, Pakistan.

Methods: This cross-sectional study was conducted at the Emergency Department, Ziauddin University Hospi-
tal Clifton. Patients included in the study were those who had no previous co-morbid or psychiatric disorders 
except for Panic attacks, and who displayed a minimum of four signs for a Panic attack according to the 
DSM -4 criteria of Panic attacks. Patients included in the study were between the ages of 15-50 years. The 
total sample size fitting the aforementioned requirements came to 1506 patients.

Results: The prevalence of Panic attacks amongst patients in the Emergency Department was an astonish-
ing 9.49%. Division according to sex demonstrated a female predominance at 62.9% while males made up 
37.1% of the total. The age group which was most effected was 30-34 years of age. Variation with relevance 
to time of day displayed that 44.8% of cases presented in the night time followed by evening and morning.

Conclusion: It is evident that Panic attacks are a common finding amongst patients in an Emergency 
Department, be it due to new onset Panic Disorder, social phobias or other causes .Keeping the prevalence 
of mental disorders in mind, specifically Anxiety Disorders of which Panic attacks are a subset, further 
research into the causes, immediate and comparatively effective treatment needs to be done as well as 
emphasis on accurate diagnosis at the primary care level.
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INTRODUCTION 

Panic attacks are associated with several condi-
tions which are grouped under the banner of 
anxiety disorders. Anxiety is defined as a condition 
when a patient is nervous, insecure and fearful of 
an imagined or realistic event which is yet to occur. 
This often leaves one’s psychological and physical 
functioning impaired1.The DSM-IV delineates a 
panic attack as a distinct period of intense fear or 
discomfort, which is accompanied by a minimum of 
4 out of 13 somatic or cognitive symptoms. These 
attacks are sudden in onset and peak rapidly within 
a few minutes. They are frequently accompanied 

by a sense of looming danger or impending doom 
and the urge to escape2.

Anxiety disorders are common throughout the 
world3 and were found to be the 6thleading cause 
of disability in terms of Years of life lived with disabili-
ty in high income as well as low and middle income 
countries 4. Anxiety disorders makeup for a notewor-
thy proportion of the global burden of disease and 
are predicted to becomethe second most 
common cause of disability by 20205. Panic attacks 
not meeting the complete diagnostic criteria for 
panic disorder  have considerable social morbidity 
attached to them, and have been shown to lead to 

an impairment in perceived physical as well as 
emotional health, occupational and financial func-
tioning, increased use of  emergency departments, 
and psychoactive drugs. Patients with isolated 
panic attacks are halfway in severity between 
those suffering from panic disorder and those suffer-
ing from other documented psychiatric disorders6. 
Panic attacks and their affiliation with ongoing and 
future Anxiety, Depressive, and Substance Use Disor-
ders, cannot exclusively be accounted for by the 
variations in gender and neuroticism7, and there is a 
high conditional probability that those with panic 
attacks will develop other forms of mental disorders 
in the future 8.Particularly panic attacks which occur 
after the age of 18 years are highly associated with 
the development of multimorbidity of mental disor-
ders 8. It has been suggested that panic attacks are 
highly indicative of a psychopathology that is far 
more severe apart from only panic disorder and 
agoraphobia8. Timely detection and treatment of 

panic attacks may lead to a reduction in the risk of 
developing major depression 9.

Anxiety disorders are of significant importance as 
these diseases give rise to economic consequences 
as well11 especially where approximately 39% of the 
population lives below the poverty line12. Thus there 
is a need to execute a nation wide study to deduce 
the extent of anxiety disorders, to aid policy devel-
opment to face this eclipsed predicament in the 
near feature or else a struggling economy like 
Pakistan will not be able to sustain the burden of 
these disorders.

The objective of this research is to calculate the 
incidence of Panic attacks in patients presenting to 
the emergency department of Ziauddin Hospital 
Clifton and also deduce any relationships with age, 
sex and times of the day or week.
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METHODS

INTRODUCTION 

Ectopic pregnancy is one in which the fertilized egg 
becomes implanted at sites other than normal 
uterine cavity that are not conductive to further 
growth and development. It is the most common 
life-threatening emergency in early pregnancy. It 
results in significant morbidity and leads to fetal loss. 
Other than that, it is also associated with repeat 
ectopic gestation and impairment of subsequent 
fertility1. It is getting a greater importance because 
of its increasing incidence and its impact on women 
fertility. The rate of ectopic pregnancy is 11 per 1000 
pregnancies with maternal mortality of 0.2 per 1000 
estimated ectopic pregnancies2. Incidence varies 
from country to country and within the same 
geographical region depending on risk factors in 
the population concerned. It is a global problem 
that has risen in incidence during the last 30 years in 

the whole world2. Ectopic pregnancy in our environ-
ment is very peculiar as 80% of patients approach 
late with rupture as compared globally3, 4. Therefore 
in managing ectopic pregnancy there is a need for 
high index of suspicion5. As ectopic pregnancy has 
variable presentations from asymptomatic to 
life-threatening condition, the aim of the study was 
to determine the clinical profile of patients present-
ing with ectopic pregnancy and to determine risk 
factors, to make recommendations on interventions 
to reduce the incidence of this life threatening 
condition.

METHODS

This study includes an analysis of different cases of 
ectopic pregnancies admitted in tertiary care 
Hospitals in Karachi over a period of 3 years from 
July 2013 to July 2016 after obtaining ethical com-

mittee clearance from the hospital authorities. 
Source of data included all women in reproductive 
age group (20-40) with an ectopic pregnancy. 
Proformas were filled with the variables which 
included age, parity, marital status, risk factors, and 
history of D&C, PID, Pelvic surgery, previous ectopic 
pregnancy, subfertility and presenting symptoms. 
Along with these vital parameters, abdominal and 
bimanual examination was noted. Diagnosis was 
made with the help of serum B-HCG, ultrasonogra-
phy and/or laparoscopy. Findings on exploration 
were recorded like site of ectopic pregnancy and 
amount of blood loss. The data was analyzed, 
calculated and presented in tables.

INCLUSION CRITERIA: The women who were diag-
nosed as ectopic pregnancy who were in the repro-
ductive age group (20-40) years,
EXCLUSION CRITERIA: None

RESULTS

In the present study conducted over a period of 3 
years the total gynecology admissions were 3113 
and the total number of ectopic pregnancies were 
76. This gives us a frequency ectopic pregnancy of 
2.4% of total deliveries. In the study, 76.31% of 
patients belonged to age group of 20 to 30 years 
(Table 1).

Table 1: Age-wise Distribution of Ectopic Pregnancy

The incidence of ectopic pregnancy was highest in 
primigravidae (38.15%) and decreased with 
increase parity (Table 2). 
                               
Table 2: Parity wise Distribution of Ectopic              
Pregnancy

On the basis of our study, 40 women (52.63%) were 
identified with a previous history of infertility and 
18.42% have had a history of D&C previously. 15.78% 
of the women presented with the previous history of 
PID and 13.15 % presented with the previous history 
of ectopic pregnancy. None of the patient present-
ed to us with the history of pelvic surgery. (Table 3)

Table 3: Distribution of Cases on the Basis of Risk 
Factor

During the period under study, tubal pregnancy 
was found to be in 89.47% women where 69.73% 
were ruptured and 19.73% were not ruptured. 3.94% 
presented with cornual pregnancy and 2.63% preg-
nancies in the rudimentary horn while the remaining 
1.31% in the cervix and 1.31 % in ovary. All these 
were managed surgically being the mainstay of the 
treatment (Table 4). During our study, we witnessed 
an 8-week alive pregnancy in cornua of uterus, 
where feticide was done by KCl via 
ultrasound-guided technique in order to conserve 
the tube.

Table 4: Site and Acuity of Ectopic Pregnancy

DISCUSSION

Ectopic pregnancy, if ruptured is a devastating 
gynecological catastrophe. Gynecological admis-
sions (n=3113) were analyzed over 3 years. 
Incidence of ectopic pregnancy has been increas-
ing worldwide with a fourfold increase in its 
incidence from 4.5 to 16.18 per 1000 pregnancies or 
1 in 250 pregnancies. Most common age group 
involved was 20-25years for ectopic pregnancy as 
reported by various studies 7-8.  Multiple lines of 
evidence suggest Udigwe et al.2010 8, Etuknwa et 
al.2012 9 and Panti A et al.201210  reported that 
majority of cases occurred in 26-30 years of age on 
the contrary S.Y. Chew et al.1979 11 observed that 
maximum cases of ectopic pregnancy occurred 
commonly over the age of 30. In our study, tubal 
pregnancy (89.47%) was the commonest ectopic 
pregnancy as mentioned on other studies. 14-17.The 
current incidence of ectopic pregnancy is difficult 
to estimate from the available data due to 
increased inpatient hospital treatment of ectopic 
pregnancy18. It is more common in the first and 
second pregnancies. It is not surprising as this may 
be explainable by the fact that major risk factors of 
previous miscarriages precede the ectopic preg-

nancy. Most of the time there is no predisposing 
factor leading to ectopic pregnancy remains 
unidentified because investigations to do so are not 
available. About 69.7% of the patients present with 
ruptured ectopic pregnancy with none of them 
diagnosed before the appearance of symptoms. 
This is similar to the findings from the developing 
countries where 70-95% of cases are ruptured at 
presentation. The treatment options in ectopic 
pregnancy are:
-Surgical Treatment
-Medical Treatment
-Expectant Management
-Surgically administered medical treatment
In developing countries like Nigeria, where the 
majority of patients are presented after rupture, 
emergency surgical interventions remain the main-
stay of treatment18. Newer techniques especially 
recent advances in laparoscopic surgery have 
brought in an era of conservative surgical manage-
ment. Current diagnostic procedures in developed 
countries such as transvaginal sonography, laparos-
copy and serum B HCG assay are existent in our 
center.

CONCLUSION

In conclusion, ectopic pregnancy still remains a 
major gynecological problem associated with 
appreciable mortality and morbidity. A high index 
of suspicion and use of modern diagnostic tech-
niques will assist in early diagnosis obviating the 
need for radical treatment. Our study shows how 
common is its incidence with such variable presen-
tations. Poverty, ignorance, late presentation, 
non-availability of modern diagnostic tools is a 
bane of insignificant improvement in detection and 
prompt treatment of ectopic pregnancy in devel-
oping nations. Prevention should be aimed. Educa-
tion intended to improve knowledge on family plan-
ning methods would help in reducing the incidence 
of ectopic pregnancy by reducing the prevalence 
of PID and unwanted pregnancies. Early transvagi-
nal ultrasound should be offered to all women at 
early trimester for early diagnosis and possible medi-
cal treatment.
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INCIDENCE OF PANIC ATTACKS IN PATIENTS PRESENTING TO THE EMERGENCY DEPARTMENT OF A TERTIARY CARE HOSPITAL IN KARACHI, PAKISTAN

A discrete period of intense fear or discomfort, in which four (or more) of the following
symptoms developed abruptly and reached a peak within 10 minutes.

1. Palpitations, pounding heart, or accelerated heart rare
2. Sweating

3. Trembling or shaking

4. Sensations of shortness of breath

5. Feeing of choking

6. Chest pain or discomfort

7. Nausea or abdominal distress

8. Feeling dizzy, unsteady, lightheaded, or faint

9. De realization (feeling or unreality) or depersonalization (being detached from oneself)

10. Fear of losing control

11. Fear of dying

12. Paresthesias (numbness or tingling sensations)

13. Chills or hot flushes
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INTRODUCTION 

Panic attacks are associated with several condi-
tions which are grouped under the banner of 
anxiety disorders. Anxiety is defined as a condition 
when a patient is nervous, insecure and fearful of 
an imagined or realistic event which is yet to occur. 
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world3 and were found to be the 6thleading cause 
of disability in terms of Years of life lived with disabili-
ty in high income as well as low and middle income 
countries 4. Anxiety disorders makeup for a notewor-
thy proportion of the global burden of disease and 
are predicted to becomethe second most 
common cause of disability by 20205. Panic attacks 
not meeting the complete diagnostic criteria for 
panic disorder  have considerable social morbidity 
attached to them, and have been shown to lead to 

an impairment in perceived physical as well as 
emotional health, occupational and financial func-
tioning, increased use of  emergency departments, 
and psychoactive drugs. Patients with isolated 
panic attacks are halfway in severity between 
those suffering from panic disorder and those suffer-
ing from other documented psychiatric disorders6. 
Panic attacks and their affiliation with ongoing and 
future Anxiety, Depressive, and Substance Use Disor-
ders, cannot exclusively be accounted for by the 
variations in gender and neuroticism7, and there is a 
high conditional probability that those with panic 
attacks will develop other forms of mental disorders 
in the future 8.Particularly panic attacks which occur 
after the age of 18 years are highly associated with 
the development of multimorbidity of mental disor-
ders 8. It has been suggested that panic attacks are 
highly indicative of a psychopathology that is far 
more severe apart from only panic disorder and 
agoraphobia8. Timely detection and treatment of 

panic attacks may lead to a reduction in the risk of 
developing major depression 9.

Anxiety disorders are of significant importance as 
these diseases give rise to economic consequences 
as well11 especially where approximately 39% of the 
population lives below the poverty line12. Thus there 
is a need to execute a nation wide study to deduce 
the extent of anxiety disorders, to aid policy devel-
opment to face this eclipsed predicament in the 
near feature or else a struggling economy like 
Pakistan will not be able to sustain the burden of 
these disorders.

The objective of this research is to calculate the 
incidence of Panic attacks in patients presenting to 
the emergency department of Ziauddin Hospital 
Clifton and also deduce any relationships with age, 
sex and times of the day or week.

This is a cross sectional study, duration of the study 
was one month from 1st May 2016- 31st May 2016. 
Patients included in the study were the ones who 
had no co-morbid, and were previously not diag-
nosed with any psychiatric disorder. Patients with a 
minimum of four signs for a panic attack according 
to the DSM-4 criteria of Panic attacks were consid-
ered 15. Patients included in the study were between 
the ages of 15-50 years. Exclusion criteria for this 
study was those who had a known comorbid such 
as hypertension, coronary artery disease, diabetes, 
patients younger than 15 years age and patients 
older than 50 years of age, Patients with a history of 
substance abuse and alcoholism were also exclud-
ed from the study. A total of 3766 patients present-
ed to the emergency department during the time 
period of the study, their medical records were 
carefully reviewed of these 1506 patients within the 
reference age group that was set to 15-50 years. 
Out of 1506 patients, 143 patients were selected for 
the study as they did not have a medical condition 
after examination and investigation. 143 patient 
charts were again reviewed thoroughly to see if 
they met the DSM IV criteria for panic attacks. Data 
analysis was done on SPSS version 20.

Results

A total of 3766 patients visited the Emergency 
Department during the time period of the study and 
1506 were taken as the sample since they ranged 
between ages 15-50, which was our target age 
range. Out of the 1506 patients that fit the age 
criteria for this study, 143 were found to present with 
their first documented panic attack. This demar-
cates the incidence of Panic attacks specifically 
amongst the patients presenting to the Emergency 
Department as 9.49%.

 Out of the total study participants, 90 (62.9%) were 
women while 53 (37.1 %) were men who presented 
with a panic attack. This gave rise to a female to 
male ratio of 1.7:1.In our study, the age group which 
was most affected was reported to be from 30-34, 
constituting 24.5% (n=35)of the total, closely 

followed by ages 20-24 accounting for 17.5 %(n=25) 
of all cases.

Table 1 Distribution according to sex

Table 2 Age group distribution

A factor which has not been taken into account 
before is the presentation of patients with relevance 
to the time of the day and the day of the week. We 
saw that the most likely time for anxiety/ panic to 
manifest itself enough to bring a sufferer to the 
Emergency Department is the night time. Around 
44.8% of cases presented at night time followed by 
32.2% during the evening and 23.1% in the morning. 
Also weekends brought in more cases as compared 
to weekdays. 

INTRODUCTION 

Ectopic pregnancy is one in which the fertilized egg 
becomes implanted at sites other than normal 
uterine cavity that are not conductive to further 
growth and development. It is the most common 
life-threatening emergency in early pregnancy. It 
results in significant morbidity and leads to fetal loss. 
Other than that, it is also associated with repeat 
ectopic gestation and impairment of subsequent 
fertility1. It is getting a greater importance because 
of its increasing incidence and its impact on women 
fertility. The rate of ectopic pregnancy is 11 per 1000 
pregnancies with maternal mortality of 0.2 per 1000 
estimated ectopic pregnancies2. Incidence varies 
from country to country and within the same 
geographical region depending on risk factors in 
the population concerned. It is a global problem 
that has risen in incidence during the last 30 years in 

the whole world2. Ectopic pregnancy in our environ-
ment is very peculiar as 80% of patients approach 
late with rupture as compared globally3, 4. Therefore 
in managing ectopic pregnancy there is a need for 
high index of suspicion5. As ectopic pregnancy has 
variable presentations from asymptomatic to 
life-threatening condition, the aim of the study was 
to determine the clinical profile of patients present-
ing with ectopic pregnancy and to determine risk 
factors, to make recommendations on interventions 
to reduce the incidence of this life threatening 
condition.

METHODS

This study includes an analysis of different cases of 
ectopic pregnancies admitted in tertiary care 
Hospitals in Karachi over a period of 3 years from 
July 2013 to July 2016 after obtaining ethical com-

mittee clearance from the hospital authorities. 
Source of data included all women in reproductive 
age group (20-40) with an ectopic pregnancy. 
Proformas were filled with the variables which 
included age, parity, marital status, risk factors, and 
history of D&C, PID, Pelvic surgery, previous ectopic 
pregnancy, subfertility and presenting symptoms. 
Along with these vital parameters, abdominal and 
bimanual examination was noted. Diagnosis was 
made with the help of serum B-HCG, ultrasonogra-
phy and/or laparoscopy. Findings on exploration 
were recorded like site of ectopic pregnancy and 
amount of blood loss. The data was analyzed, 
calculated and presented in tables.

INCLUSION CRITERIA: The women who were diag-
nosed as ectopic pregnancy who were in the repro-
ductive age group (20-40) years,
EXCLUSION CRITERIA: None

RESULTS

In the present study conducted over a period of 3 
years the total gynecology admissions were 3113 
and the total number of ectopic pregnancies were 
76. This gives us a frequency ectopic pregnancy of 
2.4% of total deliveries. In the study, 76.31% of 
patients belonged to age group of 20 to 30 years 
(Table 1).

Table 1: Age-wise Distribution of Ectopic Pregnancy

The incidence of ectopic pregnancy was highest in 
primigravidae (38.15%) and decreased with 
increase parity (Table 2). 
                               
Table 2: Parity wise Distribution of Ectopic              
Pregnancy

On the basis of our study, 40 women (52.63%) were 
identified with a previous history of infertility and 
18.42% have had a history of D&C previously. 15.78% 
of the women presented with the previous history of 
PID and 13.15 % presented with the previous history 
of ectopic pregnancy. None of the patient present-
ed to us with the history of pelvic surgery. (Table 3)

Table 3: Distribution of Cases on the Basis of Risk 
Factor

During the period under study, tubal pregnancy 
was found to be in 89.47% women where 69.73% 
were ruptured and 19.73% were not ruptured. 3.94% 
presented with cornual pregnancy and 2.63% preg-
nancies in the rudimentary horn while the remaining 
1.31% in the cervix and 1.31 % in ovary. All these 
were managed surgically being the mainstay of the 
treatment (Table 4). During our study, we witnessed 
an 8-week alive pregnancy in cornua of uterus, 
where feticide was done by KCl via 
ultrasound-guided technique in order to conserve 
the tube.

Table 4: Site and Acuity of Ectopic Pregnancy

DISCUSSION

Ectopic pregnancy, if ruptured is a devastating 
gynecological catastrophe. Gynecological admis-
sions (n=3113) were analyzed over 3 years. 
Incidence of ectopic pregnancy has been increas-
ing worldwide with a fourfold increase in its 
incidence from 4.5 to 16.18 per 1000 pregnancies or 
1 in 250 pregnancies. Most common age group 
involved was 20-25years for ectopic pregnancy as 
reported by various studies 7-8.  Multiple lines of 
evidence suggest Udigwe et al.2010 8, Etuknwa et 
al.2012 9 and Panti A et al.201210  reported that 
majority of cases occurred in 26-30 years of age on 
the contrary S.Y. Chew et al.1979 11 observed that 
maximum cases of ectopic pregnancy occurred 
commonly over the age of 30. In our study, tubal 
pregnancy (89.47%) was the commonest ectopic 
pregnancy as mentioned on other studies. 14-17.The 
current incidence of ectopic pregnancy is difficult 
to estimate from the available data due to 
increased inpatient hospital treatment of ectopic 
pregnancy18. It is more common in the first and 
second pregnancies. It is not surprising as this may 
be explainable by the fact that major risk factors of 
previous miscarriages precede the ectopic preg-

nancy. Most of the time there is no predisposing 
factor leading to ectopic pregnancy remains 
unidentified because investigations to do so are not 
available. About 69.7% of the patients present with 
ruptured ectopic pregnancy with none of them 
diagnosed before the appearance of symptoms. 
This is similar to the findings from the developing 
countries where 70-95% of cases are ruptured at 
presentation. The treatment options in ectopic 
pregnancy are:
-Surgical Treatment
-Medical Treatment
-Expectant Management
-Surgically administered medical treatment
In developing countries like Nigeria, where the 
majority of patients are presented after rupture, 
emergency surgical interventions remain the main-
stay of treatment18. Newer techniques especially 
recent advances in laparoscopic surgery have 
brought in an era of conservative surgical manage-
ment. Current diagnostic procedures in developed 
countries such as transvaginal sonography, laparos-
copy and serum B HCG assay are existent in our 
center.

CONCLUSION

In conclusion, ectopic pregnancy still remains a 
major gynecological problem associated with 
appreciable mortality and morbidity. A high index 
of suspicion and use of modern diagnostic tech-
niques will assist in early diagnosis obviating the 
need for radical treatment. Our study shows how 
common is its incidence with such variable presen-
tations. Poverty, ignorance, late presentation, 
non-availability of modern diagnostic tools is a 
bane of insignificant improvement in detection and 
prompt treatment of ectopic pregnancy in devel-
oping nations. Prevention should be aimed. Educa-
tion intended to improve knowledge on family plan-
ning methods would help in reducing the incidence 
of ectopic pregnancy by reducing the prevalence 
of PID and unwanted pregnancies. Early transvagi-
nal ultrasound should be offered to all women at 
early trimester for early diagnosis and possible medi-
cal treatment.
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INTRODUCTION 

Panic attacks are associated with several condi-
tions which are grouped under the banner of 
anxiety disorders. Anxiety is defined as a condition 
when a patient is nervous, insecure and fearful of 
an imagined or realistic event which is yet to occur. 
This often leaves one’s psychological and physical 
functioning impaired1.The DSM-IV delineates a 
panic attack as a distinct period of intense fear or 
discomfort, which is accompanied by a minimum of 
4 out of 13 somatic or cognitive symptoms. These 
attacks are sudden in onset and peak rapidly within 
a few minutes. They are frequently accompanied 

by a sense of looming danger or impending doom 
and the urge to escape2.

Anxiety disorders are common throughout the 
world3 and were found to be the 6thleading cause 
of disability in terms of Years of life lived with disabili-
ty in high income as well as low and middle income 
countries 4. Anxiety disorders makeup for a notewor-
thy proportion of the global burden of disease and 
are predicted to becomethe second most 
common cause of disability by 20205. Panic attacks 
not meeting the complete diagnostic criteria for 
panic disorder  have considerable social morbidity 
attached to them, and have been shown to lead to 

an impairment in perceived physical as well as 
emotional health, occupational and financial func-
tioning, increased use of  emergency departments, 
and psychoactive drugs. Patients with isolated 
panic attacks are halfway in severity between 
those suffering from panic disorder and those suffer-
ing from other documented psychiatric disorders6. 
Panic attacks and their affiliation with ongoing and 
future Anxiety, Depressive, and Substance Use Disor-
ders, cannot exclusively be accounted for by the 
variations in gender and neuroticism7, and there is a 
high conditional probability that those with panic 
attacks will develop other forms of mental disorders 
in the future 8.Particularly panic attacks which occur 
after the age of 18 years are highly associated with 
the development of multimorbidity of mental disor-
ders 8. It has been suggested that panic attacks are 
highly indicative of a psychopathology that is far 
more severe apart from only panic disorder and 
agoraphobia8. Timely detection and treatment of 

panic attacks may lead to a reduction in the risk of 
developing major depression 9.

Anxiety disorders are of significant importance as 
these diseases give rise to economic consequences 
as well11 especially where approximately 39% of the 
population lives below the poverty line12. Thus there 
is a need to execute a nation wide study to deduce 
the extent of anxiety disorders, to aid policy devel-
opment to face this eclipsed predicament in the 
near feature or else a struggling economy like 
Pakistan will not be able to sustain the burden of 
these disorders.

The objective of this research is to calculate the 
incidence of Panic attacks in patients presenting to 
the emergency department of Ziauddin Hospital 
Clifton and also deduce any relationships with age, 
sex and times of the day or week.

Table 3 Distribution according to Time of                   
presentation

Table 4 Distribution according to Time of the week

Discussion

The prevalence of psychiatric disorders in general 
practice globally has been estimated to  range 
from 25-75%17.The WHO conducted a cross cultural 
study spanning 14 countries including Brazil, Chile, 
Italy, Japan, Turkey, India,China, Netherlands, 
Greece, France, Nigeria,Germany, UK and the USA 
which demonstrated that despite a considerable 
variation in the prevalence of mental disorders 
across these nations, a significant proportion 
(around 24%) of all the patients at a primary care 
facility had a mental disorder. Amongst the most 
common diagnoses at these facilities were depres-
sion, anxiety and substance abuse disorders. These 
were either present alone or accompanied by a 
physical disorder. This study revealed that when it 
comes to the prevalence of psychiatric morbidity, 
there is no substantial difference between a devel-
oping and a developed country 17.

Anxiety is akin to a modern plague which is reach-
ing pandemic proportions and panic disorder is 
categorized beneath the title of anxiety disorders. 
Anxiety disorders are known to affect around 14% to 
25% of the general population 18, 19 and are associat-
ed with varying levels of social, occupational, and 
physical impairment20.These mental disorders can 
be as painful for the sufferer as chronic physical 
disease 21.A magnitude of patients suffering from 
anxiety disorders seek help via the primary care 
facilities22,23 and mostly present with generalized 
anxiety disorder, panic disorder, and posttraumatic 
stress disorder. When it comes to panic anxiety 
specifically, the secretion of the adrenaline leads to 
bodily changes like palpitations, sweating, trem-
bling and headache. Someone with social or panic 
anxiety gets alerted by these symptoms and gets 
further frightened, leading to a vicious cycle. This 
reinforces the importance of appropriate diagnosis 
and treatment at the primary care levels since most 
physicians will encounter mental disorders at that 
level and then based on their judgment, will have to 

treat or further refer to a Psychiatrist/Psychotherapist 
as needed.

In Pakistan, the average total prevalence of 
depression and anxiety which has previously been 
established on samples from the public is 33.62%, 
along with a point prevalence of 45.5% for females 
and 21.7% for males25, which concurs with our 
findings of a higher rate of panic attacks as a form 
of anxiety amongst women. In the study partici-
pants, 62.9 %( n=90) of patients were women while 
men made up 37.1 %( n=53).This gave rise to a 
female to male ratio of 1.7:1.Another pilot study 
carried out in Karachi reported that 39.4% of 
women surveyed had anxiety compared to 23.3% 
of males26.In our study, the age group which was 
most affected was reported to be ages 30-34, a 
trend which was also observed in a study in Qatar, 
showing that anxiety disorders were more prevalent 
among women than in men and that the young 
population spanning ages 18-34 years was most 
affected with mental disorders27. The finding of an 
increased number of cases in the midlife is in 
concordance with the epidemiological findings in 
the western countries28, 29.

Previous studies have delineated the socio-demo-
graphic factors linked with anxiety within a popula-
tion as: a low level of education, the current marital 
status (widowed, separated or divorced), being a 
housewife and the age factor (middle age) 25, 30. 
Anxiety disorders have been reported to be present 
to a greater degree amongst women 30, 31, and this 
can be attributed to the psychosocial risk factors for 
anxiety and depression which are rooted in our 
surroundings. Some of these are linked to an early 
marriage, hostile/restrictive in-laws, being financially 
dependent on males, and lack of an intimate and 
trusting relationship with their spouse. It has also 
been seen that despite the pre-existent socioeco-
nomic adversity which increases the risk for anxiety 
and depressive disorders in Pakistan, a compassion-
ate support from family and friends may protect 
against development of the above mentioned 
disorders25.

According to our study, the incidence of Panic 
attacks specifically amongst the patients present-
ing to the Emergency Department was 9.49% .Few 
previous studies have shown that the prevalence of 
anxiety ranges between 7%-50% in various cities of 
Pakistan14, 15. Meanwhile from India, the prevalence 
of anxiety amongst patients presenting at primary 
care centers ranges from 21% to 57%32 which is 
similar to the wide, fluctuating range observed 
previously in Pakistan.

 A factor which has not been taken into account 
before is the presentation of patients with relevance 
to the time of the day and the day of the week. Our 
study has brought into consideration and demon-
strated that the most likely time for anxiety/ panic to 

manifest itself enough to bring a sufferer to the 
Emergency Department is the night time. Also 
weekends bring in more cases as compared to 
weekdays. It can be conjectured that since night 
time is when people over think or obsess most on the 
trials and tribulations of their life, it might precipitate 
a panic attack .the higher incidence on the week-
ends may be attributed to the day when families 
are generally at home together and get involved in 
fights or financial worries may lead to a higher level 
of anxiety. Further detailed studies need to be done 
to take this variable into account and find any 
worthwhile links.

Conclusion

It is evident that Panic attacks are a common 
finding amongst patients in an Emergency Depart-
ment; it is due to situational triggers or a specific 
Anxiety disorder. Keeping the prevalence of Anxiety 
Disorders and mental disorders overall in mind, it is 
quite apparent that mental health care should 
have an increased allocation when it comes to the 
national health budget, which in itself is fixed at a 
miniscule 2% of the GNP. The focus on mental health 
care should be proportionate to the prevalence of 
mental disorders in our nation, and an exceedingly 
efficient and prompt primary care system should be 
developed whereby psychiatric problems are 
recognized, treated and referred further to the 
specialists. The policy for mental health care should 
be integrated with the primary health care system 
as it is here that most patients present with their 
symptoms and in patients with other ongoing illness-
es the diagnosis of a concurrent mental disorder 
can be made at the primary level. Community level 
socio therapeutic focus groups and preventive/ 
supportive interventions also merit our focus as in 
the long run they may reduce the prevalence of 
anxiety disorders. 
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INTRODUCTION 

Ectopic pregnancy is one in which the fertilized egg 
becomes implanted at sites other than normal 
uterine cavity that are not conductive to further 
growth and development. It is the most common 
life-threatening emergency in early pregnancy. It 
results in significant morbidity and leads to fetal loss. 
Other than that, it is also associated with repeat 
ectopic gestation and impairment of subsequent 
fertility1. It is getting a greater importance because 
of its increasing incidence and its impact on women 
fertility. The rate of ectopic pregnancy is 11 per 1000 
pregnancies with maternal mortality of 0.2 per 1000 
estimated ectopic pregnancies2. Incidence varies 
from country to country and within the same 
geographical region depending on risk factors in 
the population concerned. It is a global problem 
that has risen in incidence during the last 30 years in 

the whole world2. Ectopic pregnancy in our environ-
ment is very peculiar as 80% of patients approach 
late with rupture as compared globally3, 4. Therefore 
in managing ectopic pregnancy there is a need for 
high index of suspicion5. As ectopic pregnancy has 
variable presentations from asymptomatic to 
life-threatening condition, the aim of the study was 
to determine the clinical profile of patients present-
ing with ectopic pregnancy and to determine risk 
factors, to make recommendations on interventions 
to reduce the incidence of this life threatening 
condition.

METHODS

This study includes an analysis of different cases of 
ectopic pregnancies admitted in tertiary care 
Hospitals in Karachi over a period of 3 years from 
July 2013 to July 2016 after obtaining ethical com-

mittee clearance from the hospital authorities. 
Source of data included all women in reproductive 
age group (20-40) with an ectopic pregnancy. 
Proformas were filled with the variables which 
included age, parity, marital status, risk factors, and 
history of D&C, PID, Pelvic surgery, previous ectopic 
pregnancy, subfertility and presenting symptoms. 
Along with these vital parameters, abdominal and 
bimanual examination was noted. Diagnosis was 
made with the help of serum B-HCG, ultrasonogra-
phy and/or laparoscopy. Findings on exploration 
were recorded like site of ectopic pregnancy and 
amount of blood loss. The data was analyzed, 
calculated and presented in tables.

INCLUSION CRITERIA: The women who were diag-
nosed as ectopic pregnancy who were in the repro-
ductive age group (20-40) years,
EXCLUSION CRITERIA: None

RESULTS

In the present study conducted over a period of 3 
years the total gynecology admissions were 3113 
and the total number of ectopic pregnancies were 
76. This gives us a frequency ectopic pregnancy of 
2.4% of total deliveries. In the study, 76.31% of 
patients belonged to age group of 20 to 30 years 
(Table 1).

Table 1: Age-wise Distribution of Ectopic Pregnancy

The incidence of ectopic pregnancy was highest in 
primigravidae (38.15%) and decreased with 
increase parity (Table 2). 
                               
Table 2: Parity wise Distribution of Ectopic              
Pregnancy

On the basis of our study, 40 women (52.63%) were 
identified with a previous history of infertility and 
18.42% have had a history of D&C previously. 15.78% 
of the women presented with the previous history of 
PID and 13.15 % presented with the previous history 
of ectopic pregnancy. None of the patient present-
ed to us with the history of pelvic surgery. (Table 3)

Table 3: Distribution of Cases on the Basis of Risk 
Factor

During the period under study, tubal pregnancy 
was found to be in 89.47% women where 69.73% 
were ruptured and 19.73% were not ruptured. 3.94% 
presented with cornual pregnancy and 2.63% preg-
nancies in the rudimentary horn while the remaining 
1.31% in the cervix and 1.31 % in ovary. All these 
were managed surgically being the mainstay of the 
treatment (Table 4). During our study, we witnessed 
an 8-week alive pregnancy in cornua of uterus, 
where feticide was done by KCl via 
ultrasound-guided technique in order to conserve 
the tube.

Table 4: Site and Acuity of Ectopic Pregnancy

DISCUSSION

Ectopic pregnancy, if ruptured is a devastating 
gynecological catastrophe. Gynecological admis-
sions (n=3113) were analyzed over 3 years. 
Incidence of ectopic pregnancy has been increas-
ing worldwide with a fourfold increase in its 
incidence from 4.5 to 16.18 per 1000 pregnancies or 
1 in 250 pregnancies. Most common age group 
involved was 20-25years for ectopic pregnancy as 
reported by various studies 7-8.  Multiple lines of 
evidence suggest Udigwe et al.2010 8, Etuknwa et 
al.2012 9 and Panti A et al.201210  reported that 
majority of cases occurred in 26-30 years of age on 
the contrary S.Y. Chew et al.1979 11 observed that 
maximum cases of ectopic pregnancy occurred 
commonly over the age of 30. In our study, tubal 
pregnancy (89.47%) was the commonest ectopic 
pregnancy as mentioned on other studies. 14-17.The 
current incidence of ectopic pregnancy is difficult 
to estimate from the available data due to 
increased inpatient hospital treatment of ectopic 
pregnancy18. It is more common in the first and 
second pregnancies. It is not surprising as this may 
be explainable by the fact that major risk factors of 
previous miscarriages precede the ectopic preg-

nancy. Most of the time there is no predisposing 
factor leading to ectopic pregnancy remains 
unidentified because investigations to do so are not 
available. About 69.7% of the patients present with 
ruptured ectopic pregnancy with none of them 
diagnosed before the appearance of symptoms. 
This is similar to the findings from the developing 
countries where 70-95% of cases are ruptured at 
presentation. The treatment options in ectopic 
pregnancy are:
-Surgical Treatment
-Medical Treatment
-Expectant Management
-Surgically administered medical treatment
In developing countries like Nigeria, where the 
majority of patients are presented after rupture, 
emergency surgical interventions remain the main-
stay of treatment18. Newer techniques especially 
recent advances in laparoscopic surgery have 
brought in an era of conservative surgical manage-
ment. Current diagnostic procedures in developed 
countries such as transvaginal sonography, laparos-
copy and serum B HCG assay are existent in our 
center.

CONCLUSION

In conclusion, ectopic pregnancy still remains a 
major gynecological problem associated with 
appreciable mortality and morbidity. A high index 
of suspicion and use of modern diagnostic tech-
niques will assist in early diagnosis obviating the 
need for radical treatment. Our study shows how 
common is its incidence with such variable presen-
tations. Poverty, ignorance, late presentation, 
non-availability of modern diagnostic tools is a 
bane of insignificant improvement in detection and 
prompt treatment of ectopic pregnancy in devel-
oping nations. Prevention should be aimed. Educa-
tion intended to improve knowledge on family plan-
ning methods would help in reducing the incidence 
of ectopic pregnancy by reducing the prevalence 
of PID and unwanted pregnancies. Early transvagi-
nal ultrasound should be offered to all women at 
early trimester for early diagnosis and possible medi-
cal treatment.
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INCIDENCE OF PANIC ATTACKS IN PATIENTS PRESENTING TO THE EMERGENCY DEPARTMENT OF A TERTIARY CARE HOSPITAL IN KARACHI, PAKISTAN

Time of day

Morning 33

46

64

143

23.1

32.2

44.8

100.0

Evening

Night

Total

Frequency Percentage

Time of the week

Weekend

Weekday

Total

53

90

143

37.1

62.9

100.0

Frequency Percentage
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INTRODUCTION 

Panic attacks are associated with several condi-
tions which are grouped under the banner of 
anxiety disorders. Anxiety is defined as a condition 
when a patient is nervous, insecure and fearful of 
an imagined or realistic event which is yet to occur. 
This often leaves one’s psychological and physical 
functioning impaired1.The DSM-IV delineates a 
panic attack as a distinct period of intense fear or 
discomfort, which is accompanied by a minimum of 
4 out of 13 somatic or cognitive symptoms. These 
attacks are sudden in onset and peak rapidly within 
a few minutes. They are frequently accompanied 

by a sense of looming danger or impending doom 
and the urge to escape2.

Anxiety disorders are common throughout the 
world3 and were found to be the 6thleading cause 
of disability in terms of Years of life lived with disabili-
ty in high income as well as low and middle income 
countries 4. Anxiety disorders makeup for a notewor-
thy proportion of the global burden of disease and 
are predicted to becomethe second most 
common cause of disability by 20205. Panic attacks 
not meeting the complete diagnostic criteria for 
panic disorder  have considerable social morbidity 
attached to them, and have been shown to lead to 

an impairment in perceived physical as well as 
emotional health, occupational and financial func-
tioning, increased use of  emergency departments, 
and psychoactive drugs. Patients with isolated 
panic attacks are halfway in severity between 
those suffering from panic disorder and those suffer-
ing from other documented psychiatric disorders6. 
Panic attacks and their affiliation with ongoing and 
future Anxiety, Depressive, and Substance Use Disor-
ders, cannot exclusively be accounted for by the 
variations in gender and neuroticism7, and there is a 
high conditional probability that those with panic 
attacks will develop other forms of mental disorders 
in the future 8.Particularly panic attacks which occur 
after the age of 18 years are highly associated with 
the development of multimorbidity of mental disor-
ders 8. It has been suggested that panic attacks are 
highly indicative of a psychopathology that is far 
more severe apart from only panic disorder and 
agoraphobia8. Timely detection and treatment of 

panic attacks may lead to a reduction in the risk of 
developing major depression 9.

Anxiety disorders are of significant importance as 
these diseases give rise to economic consequences 
as well11 especially where approximately 39% of the 
population lives below the poverty line12. Thus there 
is a need to execute a nation wide study to deduce 
the extent of anxiety disorders, to aid policy devel-
opment to face this eclipsed predicament in the 
near feature or else a struggling economy like 
Pakistan will not be able to sustain the burden of 
these disorders.

The objective of this research is to calculate the 
incidence of Panic attacks in patients presenting to 
the emergency department of Ziauddin Hospital 
Clifton and also deduce any relationships with age, 
sex and times of the day or week.

Table 3 Distribution according to Time of                   
presentation

Table 4 Distribution according to Time of the week

Discussion

The prevalence of psychiatric disorders in general 
practice globally has been estimated to  range 
from 25-75%17.The WHO conducted a cross cultural 
study spanning 14 countries including Brazil, Chile, 
Italy, Japan, Turkey, India,China, Netherlands, 
Greece, France, Nigeria,Germany, UK and the USA 
which demonstrated that despite a considerable 
variation in the prevalence of mental disorders 
across these nations, a significant proportion 
(around 24%) of all the patients at a primary care 
facility had a mental disorder. Amongst the most 
common diagnoses at these facilities were depres-
sion, anxiety and substance abuse disorders. These 
were either present alone or accompanied by a 
physical disorder. This study revealed that when it 
comes to the prevalence of psychiatric morbidity, 
there is no substantial difference between a devel-
oping and a developed country 17.

Anxiety is akin to a modern plague which is reach-
ing pandemic proportions and panic disorder is 
categorized beneath the title of anxiety disorders. 
Anxiety disorders are known to affect around 14% to 
25% of the general population 18, 19 and are associat-
ed with varying levels of social, occupational, and 
physical impairment20.These mental disorders can 
be as painful for the sufferer as chronic physical 
disease 21.A magnitude of patients suffering from 
anxiety disorders seek help via the primary care 
facilities22,23 and mostly present with generalized 
anxiety disorder, panic disorder, and posttraumatic 
stress disorder. When it comes to panic anxiety 
specifically, the secretion of the adrenaline leads to 
bodily changes like palpitations, sweating, trem-
bling and headache. Someone with social or panic 
anxiety gets alerted by these symptoms and gets 
further frightened, leading to a vicious cycle. This 
reinforces the importance of appropriate diagnosis 
and treatment at the primary care levels since most 
physicians will encounter mental disorders at that 
level and then based on their judgment, will have to 

treat or further refer to a Psychiatrist/Psychotherapist 
as needed.

In Pakistan, the average total prevalence of 
depression and anxiety which has previously been 
established on samples from the public is 33.62%, 
along with a point prevalence of 45.5% for females 
and 21.7% for males25, which concurs with our 
findings of a higher rate of panic attacks as a form 
of anxiety amongst women. In the study partici-
pants, 62.9 %( n=90) of patients were women while 
men made up 37.1 %( n=53).This gave rise to a 
female to male ratio of 1.7:1.Another pilot study 
carried out in Karachi reported that 39.4% of 
women surveyed had anxiety compared to 23.3% 
of males26.In our study, the age group which was 
most affected was reported to be ages 30-34, a 
trend which was also observed in a study in Qatar, 
showing that anxiety disorders were more prevalent 
among women than in men and that the young 
population spanning ages 18-34 years was most 
affected with mental disorders27. The finding of an 
increased number of cases in the midlife is in 
concordance with the epidemiological findings in 
the western countries28, 29.

Previous studies have delineated the socio-demo-
graphic factors linked with anxiety within a popula-
tion as: a low level of education, the current marital 
status (widowed, separated or divorced), being a 
housewife and the age factor (middle age) 25, 30. 
Anxiety disorders have been reported to be present 
to a greater degree amongst women 30, 31, and this 
can be attributed to the psychosocial risk factors for 
anxiety and depression which are rooted in our 
surroundings. Some of these are linked to an early 
marriage, hostile/restrictive in-laws, being financially 
dependent on males, and lack of an intimate and 
trusting relationship with their spouse. It has also 
been seen that despite the pre-existent socioeco-
nomic adversity which increases the risk for anxiety 
and depressive disorders in Pakistan, a compassion-
ate support from family and friends may protect 
against development of the above mentioned 
disorders25.

According to our study, the incidence of Panic 
attacks specifically amongst the patients present-
ing to the Emergency Department was 9.49% .Few 
previous studies have shown that the prevalence of 
anxiety ranges between 7%-50% in various cities of 
Pakistan14, 15. Meanwhile from India, the prevalence 
of anxiety amongst patients presenting at primary 
care centers ranges from 21% to 57%32 which is 
similar to the wide, fluctuating range observed 
previously in Pakistan.

 A factor which has not been taken into account 
before is the presentation of patients with relevance 
to the time of the day and the day of the week. Our 
study has brought into consideration and demon-
strated that the most likely time for anxiety/ panic to 

manifest itself enough to bring a sufferer to the 
Emergency Department is the night time. Also 
weekends bring in more cases as compared to 
weekdays. It can be conjectured that since night 
time is when people over think or obsess most on the 
trials and tribulations of their life, it might precipitate 
a panic attack .the higher incidence on the week-
ends may be attributed to the day when families 
are generally at home together and get involved in 
fights or financial worries may lead to a higher level 
of anxiety. Further detailed studies need to be done 
to take this variable into account and find any 
worthwhile links.

Conclusion

It is evident that Panic attacks are a common 
finding amongst patients in an Emergency Depart-
ment; it is due to situational triggers or a specific 
Anxiety disorder. Keeping the prevalence of Anxiety 
Disorders and mental disorders overall in mind, it is 
quite apparent that mental health care should 
have an increased allocation when it comes to the 
national health budget, which in itself is fixed at a 
miniscule 2% of the GNP. The focus on mental health 
care should be proportionate to the prevalence of 
mental disorders in our nation, and an exceedingly 
efficient and prompt primary care system should be 
developed whereby psychiatric problems are 
recognized, treated and referred further to the 
specialists. The policy for mental health care should 
be integrated with the primary health care system 
as it is here that most patients present with their 
symptoms and in patients with other ongoing illness-
es the diagnosis of a concurrent mental disorder 
can be made at the primary level. Community level 
socio therapeutic focus groups and preventive/ 
supportive interventions also merit our focus as in 
the long run they may reduce the prevalence of 
anxiety disorders. 
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INTRODUCTION 

Ectopic pregnancy is one in which the fertilized egg 
becomes implanted at sites other than normal 
uterine cavity that are not conductive to further 
growth and development. It is the most common 
life-threatening emergency in early pregnancy. It 
results in significant morbidity and leads to fetal loss. 
Other than that, it is also associated with repeat 
ectopic gestation and impairment of subsequent 
fertility1. It is getting a greater importance because 
of its increasing incidence and its impact on women 
fertility. The rate of ectopic pregnancy is 11 per 1000 
pregnancies with maternal mortality of 0.2 per 1000 
estimated ectopic pregnancies2. Incidence varies 
from country to country and within the same 
geographical region depending on risk factors in 
the population concerned. It is a global problem 
that has risen in incidence during the last 30 years in 

the whole world2. Ectopic pregnancy in our environ-
ment is very peculiar as 80% of patients approach 
late with rupture as compared globally3, 4. Therefore 
in managing ectopic pregnancy there is a need for 
high index of suspicion5. As ectopic pregnancy has 
variable presentations from asymptomatic to 
life-threatening condition, the aim of the study was 
to determine the clinical profile of patients present-
ing with ectopic pregnancy and to determine risk 
factors, to make recommendations on interventions 
to reduce the incidence of this life threatening 
condition.

METHODS

This study includes an analysis of different cases of 
ectopic pregnancies admitted in tertiary care 
Hospitals in Karachi over a period of 3 years from 
July 2013 to July 2016 after obtaining ethical com-

mittee clearance from the hospital authorities. 
Source of data included all women in reproductive 
age group (20-40) with an ectopic pregnancy. 
Proformas were filled with the variables which 
included age, parity, marital status, risk factors, and 
history of D&C, PID, Pelvic surgery, previous ectopic 
pregnancy, subfertility and presenting symptoms. 
Along with these vital parameters, abdominal and 
bimanual examination was noted. Diagnosis was 
made with the help of serum B-HCG, ultrasonogra-
phy and/or laparoscopy. Findings on exploration 
were recorded like site of ectopic pregnancy and 
amount of blood loss. The data was analyzed, 
calculated and presented in tables.

INCLUSION CRITERIA: The women who were diag-
nosed as ectopic pregnancy who were in the repro-
ductive age group (20-40) years,
EXCLUSION CRITERIA: None

RESULTS

In the present study conducted over a period of 3 
years the total gynecology admissions were 3113 
and the total number of ectopic pregnancies were 
76. This gives us a frequency ectopic pregnancy of 
2.4% of total deliveries. In the study, 76.31% of 
patients belonged to age group of 20 to 30 years 
(Table 1).

Table 1: Age-wise Distribution of Ectopic Pregnancy

The incidence of ectopic pregnancy was highest in 
primigravidae (38.15%) and decreased with 
increase parity (Table 2). 
                               
Table 2: Parity wise Distribution of Ectopic              
Pregnancy

On the basis of our study, 40 women (52.63%) were 
identified with a previous history of infertility and 
18.42% have had a history of D&C previously. 15.78% 
of the women presented with the previous history of 
PID and 13.15 % presented with the previous history 
of ectopic pregnancy. None of the patient present-
ed to us with the history of pelvic surgery. (Table 3)

Table 3: Distribution of Cases on the Basis of Risk 
Factor

During the period under study, tubal pregnancy 
was found to be in 89.47% women where 69.73% 
were ruptured and 19.73% were not ruptured. 3.94% 
presented with cornual pregnancy and 2.63% preg-
nancies in the rudimentary horn while the remaining 
1.31% in the cervix and 1.31 % in ovary. All these 
were managed surgically being the mainstay of the 
treatment (Table 4). During our study, we witnessed 
an 8-week alive pregnancy in cornua of uterus, 
where feticide was done by KCl via 
ultrasound-guided technique in order to conserve 
the tube.

Table 4: Site and Acuity of Ectopic Pregnancy

DISCUSSION

Ectopic pregnancy, if ruptured is a devastating 
gynecological catastrophe. Gynecological admis-
sions (n=3113) were analyzed over 3 years. 
Incidence of ectopic pregnancy has been increas-
ing worldwide with a fourfold increase in its 
incidence from 4.5 to 16.18 per 1000 pregnancies or 
1 in 250 pregnancies. Most common age group 
involved was 20-25years for ectopic pregnancy as 
reported by various studies 7-8.  Multiple lines of 
evidence suggest Udigwe et al.2010 8, Etuknwa et 
al.2012 9 and Panti A et al.201210  reported that 
majority of cases occurred in 26-30 years of age on 
the contrary S.Y. Chew et al.1979 11 observed that 
maximum cases of ectopic pregnancy occurred 
commonly over the age of 30. In our study, tubal 
pregnancy (89.47%) was the commonest ectopic 
pregnancy as mentioned on other studies. 14-17.The 
current incidence of ectopic pregnancy is difficult 
to estimate from the available data due to 
increased inpatient hospital treatment of ectopic 
pregnancy18. It is more common in the first and 
second pregnancies. It is not surprising as this may 
be explainable by the fact that major risk factors of 
previous miscarriages precede the ectopic preg-

nancy. Most of the time there is no predisposing 
factor leading to ectopic pregnancy remains 
unidentified because investigations to do so are not 
available. About 69.7% of the patients present with 
ruptured ectopic pregnancy with none of them 
diagnosed before the appearance of symptoms. 
This is similar to the findings from the developing 
countries where 70-95% of cases are ruptured at 
presentation. The treatment options in ectopic 
pregnancy are:
-Surgical Treatment
-Medical Treatment
-Expectant Management
-Surgically administered medical treatment
In developing countries like Nigeria, where the 
majority of patients are presented after rupture, 
emergency surgical interventions remain the main-
stay of treatment18. Newer techniques especially 
recent advances in laparoscopic surgery have 
brought in an era of conservative surgical manage-
ment. Current diagnostic procedures in developed 
countries such as transvaginal sonography, laparos-
copy and serum B HCG assay are existent in our 
center.

CONCLUSION

In conclusion, ectopic pregnancy still remains a 
major gynecological problem associated with 
appreciable mortality and morbidity. A high index 
of suspicion and use of modern diagnostic tech-
niques will assist in early diagnosis obviating the 
need for radical treatment. Our study shows how 
common is its incidence with such variable presen-
tations. Poverty, ignorance, late presentation, 
non-availability of modern diagnostic tools is a 
bane of insignificant improvement in detection and 
prompt treatment of ectopic pregnancy in devel-
oping nations. Prevention should be aimed. Educa-
tion intended to improve knowledge on family plan-
ning methods would help in reducing the incidence 
of ectopic pregnancy by reducing the prevalence 
of PID and unwanted pregnancies. Early transvagi-
nal ultrasound should be offered to all women at 
early trimester for early diagnosis and possible medi-
cal treatment.
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INTRODUCTION 

Panic attacks are associated with several condi-
tions which are grouped under the banner of 
anxiety disorders. Anxiety is defined as a condition 
when a patient is nervous, insecure and fearful of 
an imagined or realistic event which is yet to occur. 
This often leaves one’s psychological and physical 
functioning impaired1.The DSM-IV delineates a 
panic attack as a distinct period of intense fear or 
discomfort, which is accompanied by a minimum of 
4 out of 13 somatic or cognitive symptoms. These 
attacks are sudden in onset and peak rapidly within 
a few minutes. They are frequently accompanied 

by a sense of looming danger or impending doom 
and the urge to escape2.

Anxiety disorders are common throughout the 
world3 and were found to be the 6thleading cause 
of disability in terms of Years of life lived with disabili-
ty in high income as well as low and middle income 
countries 4. Anxiety disorders makeup for a notewor-
thy proportion of the global burden of disease and 
are predicted to becomethe second most 
common cause of disability by 20205. Panic attacks 
not meeting the complete diagnostic criteria for 
panic disorder  have considerable social morbidity 
attached to them, and have been shown to lead to 

an impairment in perceived physical as well as 
emotional health, occupational and financial func-
tioning, increased use of  emergency departments, 
and psychoactive drugs. Patients with isolated 
panic attacks are halfway in severity between 
those suffering from panic disorder and those suffer-
ing from other documented psychiatric disorders6. 
Panic attacks and their affiliation with ongoing and 
future Anxiety, Depressive, and Substance Use Disor-
ders, cannot exclusively be accounted for by the 
variations in gender and neuroticism7, and there is a 
high conditional probability that those with panic 
attacks will develop other forms of mental disorders 
in the future 8.Particularly panic attacks which occur 
after the age of 18 years are highly associated with 
the development of multimorbidity of mental disor-
ders 8. It has been suggested that panic attacks are 
highly indicative of a psychopathology that is far 
more severe apart from only panic disorder and 
agoraphobia8. Timely detection and treatment of 

panic attacks may lead to a reduction in the risk of 
developing major depression 9.

Anxiety disorders are of significant importance as 
these diseases give rise to economic consequences 
as well11 especially where approximately 39% of the 
population lives below the poverty line12. Thus there 
is a need to execute a nation wide study to deduce 
the extent of anxiety disorders, to aid policy devel-
opment to face this eclipsed predicament in the 
near feature or else a struggling economy like 
Pakistan will not be able to sustain the burden of 
these disorders.

The objective of this research is to calculate the 
incidence of Panic attacks in patients presenting to 
the emergency department of Ziauddin Hospital 
Clifton and also deduce any relationships with age, 
sex and times of the day or week.

Table 3 Distribution according to Time of                   
presentation

Table 4 Distribution according to Time of the week

Discussion

The prevalence of psychiatric disorders in general 
practice globally has been estimated to  range 
from 25-75%17.The WHO conducted a cross cultural 
study spanning 14 countries including Brazil, Chile, 
Italy, Japan, Turkey, India,China, Netherlands, 
Greece, France, Nigeria,Germany, UK and the USA 
which demonstrated that despite a considerable 
variation in the prevalence of mental disorders 
across these nations, a significant proportion 
(around 24%) of all the patients at a primary care 
facility had a mental disorder. Amongst the most 
common diagnoses at these facilities were depres-
sion, anxiety and substance abuse disorders. These 
were either present alone or accompanied by a 
physical disorder. This study revealed that when it 
comes to the prevalence of psychiatric morbidity, 
there is no substantial difference between a devel-
oping and a developed country 17.

Anxiety is akin to a modern plague which is reach-
ing pandemic proportions and panic disorder is 
categorized beneath the title of anxiety disorders. 
Anxiety disorders are known to affect around 14% to 
25% of the general population 18, 19 and are associat-
ed with varying levels of social, occupational, and 
physical impairment20.These mental disorders can 
be as painful for the sufferer as chronic physical 
disease 21.A magnitude of patients suffering from 
anxiety disorders seek help via the primary care 
facilities22,23 and mostly present with generalized 
anxiety disorder, panic disorder, and posttraumatic 
stress disorder. When it comes to panic anxiety 
specifically, the secretion of the adrenaline leads to 
bodily changes like palpitations, sweating, trem-
bling and headache. Someone with social or panic 
anxiety gets alerted by these symptoms and gets 
further frightened, leading to a vicious cycle. This 
reinforces the importance of appropriate diagnosis 
and treatment at the primary care levels since most 
physicians will encounter mental disorders at that 
level and then based on their judgment, will have to 

treat or further refer to a Psychiatrist/Psychotherapist 
as needed.

In Pakistan, the average total prevalence of 
depression and anxiety which has previously been 
established on samples from the public is 33.62%, 
along with a point prevalence of 45.5% for females 
and 21.7% for males25, which concurs with our 
findings of a higher rate of panic attacks as a form 
of anxiety amongst women. In the study partici-
pants, 62.9 %( n=90) of patients were women while 
men made up 37.1 %( n=53).This gave rise to a 
female to male ratio of 1.7:1.Another pilot study 
carried out in Karachi reported that 39.4% of 
women surveyed had anxiety compared to 23.3% 
of males26.In our study, the age group which was 
most affected was reported to be ages 30-34, a 
trend which was also observed in a study in Qatar, 
showing that anxiety disorders were more prevalent 
among women than in men and that the young 
population spanning ages 18-34 years was most 
affected with mental disorders27. The finding of an 
increased number of cases in the midlife is in 
concordance with the epidemiological findings in 
the western countries28, 29.

Previous studies have delineated the socio-demo-
graphic factors linked with anxiety within a popula-
tion as: a low level of education, the current marital 
status (widowed, separated or divorced), being a 
housewife and the age factor (middle age) 25, 30. 
Anxiety disorders have been reported to be present 
to a greater degree amongst women 30, 31, and this 
can be attributed to the psychosocial risk factors for 
anxiety and depression which are rooted in our 
surroundings. Some of these are linked to an early 
marriage, hostile/restrictive in-laws, being financially 
dependent on males, and lack of an intimate and 
trusting relationship with their spouse. It has also 
been seen that despite the pre-existent socioeco-
nomic adversity which increases the risk for anxiety 
and depressive disorders in Pakistan, a compassion-
ate support from family and friends may protect 
against development of the above mentioned 
disorders25.

According to our study, the incidence of Panic 
attacks specifically amongst the patients present-
ing to the Emergency Department was 9.49% .Few 
previous studies have shown that the prevalence of 
anxiety ranges between 7%-50% in various cities of 
Pakistan14, 15. Meanwhile from India, the prevalence 
of anxiety amongst patients presenting at primary 
care centers ranges from 21% to 57%32 which is 
similar to the wide, fluctuating range observed 
previously in Pakistan.

 A factor which has not been taken into account 
before is the presentation of patients with relevance 
to the time of the day and the day of the week. Our 
study has brought into consideration and demon-
strated that the most likely time for anxiety/ panic to 

manifest itself enough to bring a sufferer to the 
Emergency Department is the night time. Also 
weekends bring in more cases as compared to 
weekdays. It can be conjectured that since night 
time is when people over think or obsess most on the 
trials and tribulations of their life, it might precipitate 
a panic attack .the higher incidence on the week-
ends may be attributed to the day when families 
are generally at home together and get involved in 
fights or financial worries may lead to a higher level 
of anxiety. Further detailed studies need to be done 
to take this variable into account and find any 
worthwhile links.

Conclusion

It is evident that Panic attacks are a common 
finding amongst patients in an Emergency Depart-
ment; it is due to situational triggers or a specific 
Anxiety disorder. Keeping the prevalence of Anxiety 
Disorders and mental disorders overall in mind, it is 
quite apparent that mental health care should 
have an increased allocation when it comes to the 
national health budget, which in itself is fixed at a 
miniscule 2% of the GNP. The focus on mental health 
care should be proportionate to the prevalence of 
mental disorders in our nation, and an exceedingly 
efficient and prompt primary care system should be 
developed whereby psychiatric problems are 
recognized, treated and referred further to the 
specialists. The policy for mental health care should 
be integrated with the primary health care system 
as it is here that most patients present with their 
symptoms and in patients with other ongoing illness-
es the diagnosis of a concurrent mental disorder 
can be made at the primary level. Community level 
socio therapeutic focus groups and preventive/ 
supportive interventions also merit our focus as in 
the long run they may reduce the prevalence of 
anxiety disorders. 

References

1. Khan H, Kalia S, Itrat A, Khan A, Kamal M, Khan 
MA . Prevalence and demographics of anxiety 
disorders: a snapshot from a community health 
center in Pakistan. Ann Gen Psychiatry. 2007; 6:30.
2. Pull CB, Damsa C. Pharmacotherapy of panic 
disorder. Neuropsychiatric Dis Treat. 2008 
;4(4):779-95
3. Institute of Medicine: Neurological, Psychiatric, 
and Developmental Disorders: Meeting the Chal-
lenge in the Developing World. Washington, DC, 
National Academy Press; 2001.
4. Baxter AJ, Vos T, Scott KM, Ferrari AJ, Whiteford 
HA. The global burden of anxiety disorders in 
2010.Psychol Med. 2014; 44(11):2363-74. 
5. Murray C, Lopez A. The global burden of diseases: 
a comprehensive assessment of mortality and 
disability from diseases, injuries and risk factors in 
1990 and projected to 2020. Boston:Harvard School 
of Public Health,WHO and World Bank, 1996.

6. Klerman GL, Weissman MM, Ouellette R, Johnson 
J, Greenwald S. Panic Attacks in the CommunitySo-
cial Morbidity and Health Care Utilization. JAMA. 
1991; 265(6):742-746. 
7. Baillie, A.J. & Rapee, R.M. Soc Psychiat Epidemiol. 
2005;40: 240. 
8. Reed V1, Wittchen HU. DSM-IV panic attacks and 
panic disorder in a community sample of adoles-
cents and young adults: how specific are panic 
attacks? J Psychiatr Res. 1998; 32(6):335-45.
9. Goodwin R1, Olfson M. Treatment of panic attack 
and risk of major depressive disorder in the commu-
nity. Am J Psychiatry. 2001; 158(7):1146-8.
10. Population Division, Department of Economic 
and Social Affairs, United Nations Secretariat. 
U.N.The world at six billion (ESA/P/WP.154). Part 
2—Table 5-8. New York: UN,1999: 12-22. 
11. Desjarlis R, Eisenberg L, Good B, Kleinman A. 
World mental health: problems and priorities in 
low-income countries. Oxford: Oxford University 
Press, 1995.
12. Gadit AA: Mental health in Pakistan: where do 
we stand? J Pak Med Assoc2006, 56(5):198-199.
13. Niaz U, Hassan S, Husain H, Siddiqui SS: A 
cross-sectional study of the frequency of psychiatric 
morbidity in affluent urban population of Karachi. 
Pak J Med Sci 2004, 20:337-344.8. 
14. Ali BS, Rahbar MH, Naeem S, Tareen AL, Gul A, 
Samad L: Prevalence of and factors associated with 
anxiety and depression among women in a lower 
middle class semi-urban community of Karachi, 
Pakistan. J Pak Med Assoc2002, 52(11):513-517
15. Craske MG, Kircanski K, Epstein A, Wittchen HU, 
Pine DS, Lewis-Fernández R, Hinton D; DSM V 
Anxiety; OC Spectrum; Posttraumatic and Dissocia-
tive Disorder Work GroupPanic disorder: a review of 
DSM-IV panic disorder and proposals for DSM-V. 
Depress Anxiety. 2010; 27(2):93-112. 
16. Üstün TB, Sartorius N. Mental illness in general 
healthcare: an international study. Chichester, John 
Wiley &Sons on behalf of the World Health Organi-
zation 1995;323-34
17. Chavira DA, Stein MB, Bailey K, Stein MT. Child 
anxiety in primary care: Prevalent but untreated. 
Depress Anxiety. 2004; 20: 155–64.
18. Stein MB, Sherbourne CD, Craske MG, 
Means-Christensen A, Bystritsky A, Katon W, et al. 
Quality of care for primary care patients with 
anxiety disorders. Am J Psychiatry. 2004; 161: 2230–7. 
19. Leon AC, Portera L, Weissman MM. The social 
costs of anxiety disorders. Br J Psychiatry Suppl. 1995; 
27: 19–22. 
20. Ormel J, VonKorff M, Ustun TB, Pini S, Korten A, 
Oldehinkel T. Common mental disorders and disabil-
ity across cultures: Results from the WHO collabora-
tive study on psychological problems in general 
health care. JAMA. 1994; 272:1741–8. 
21. Harman JS, Rollman BL, Hanusa BH, Lenze EJ, 
Shear MK. Physician office visits of adults for anxiety 
disorders in the United States, 1985-1998. J Gen 
Intern Med. 2002;17:165–72
22. Young AS, Klap R, Sherbourne CD, Wells KB. The 

quality of care for depressive and anxiety disorders 
in the United States.ArchGen Psychiatry. 2001; 
58:55–61. 
23. Stein MB. Attending to anxiety disorders in prima-
ry care.JClin Psychiatry. 2003; 64 (suppl 15):35–9. 
24. Mirza I, Jenkins R: Risk factors, prevalence, and 
treatment of anxiety and depressive disorders in 
Pakistan: systematic review. Bmj. 2004, 328 (7443): 
794-10.
25. Khan M.S, Ahmed M.U, Adnan M, Khan M.A, 
Bawany F. Frequency of generalized anxiety disor-
der and associated factors in an urban settlement 
of Karachi.J Pak Med Assoc. 2013;63(11):1451-5
26. Ghuloum S, Bener A, Abou-Saleh MT. Prevalence 
of mental disorders in adult population attending 
primary health care setting in Qatari population.1       
J Pak Med Assoc. 2011;61(3):216-21
27. Wittchen HU. Generalized anxiety disorder: prev-
alence, burden, and cost to society.J.Depress 
Anxiety. 2002; 16(4):162-71.
28. Olfson M, Shea S, Feder A, Fuentes M, Nomura Y, 
Gameroff M, Weissman MM. Prevalence of anxiety, 

depression, and substance use disorders in an 
urban general medicine practice. J.ArchFam Med 
2000; 9: 876-83
29. Rabbani F, Raja FF. The minds of mothers: mater-
nal mental health in an urban squatter settlement of 
Karachi. J Pak Med Assoc 2000; 50: 306-12. 
30. Kessler RC, Beglund P, Demler O, Jin R, Merikan-
ga KR, Walters EE. Lifetime prevalence and age 
onset distributions of DSM-IV disorders in the Nation-
al Co-morbidity Survey Replication, J. Arch Gen 
Psychiatry 2005; 62: 593-602.
31. Wonderlich SA, Mitchell JE, Eating disorders and 
comorbidity, empirical, conceptual and clinical 
implications. Psychopharmacology Bull 1997; 33: 
381-90.
32. Institute of Medicine, Committee on Nervous 
System Disorders in Developing Countries. Neurolog-
ical, Psychiatric, and Developmental Disorders: 
Meeting the Challenge in the Developing World. 
Washington, DC: National Academy Press; 2001.

INTRODUCTION 

Ectopic pregnancy is one in which the fertilized egg 
becomes implanted at sites other than normal 
uterine cavity that are not conductive to further 
growth and development. It is the most common 
life-threatening emergency in early pregnancy. It 
results in significant morbidity and leads to fetal loss. 
Other than that, it is also associated with repeat 
ectopic gestation and impairment of subsequent 
fertility1. It is getting a greater importance because 
of its increasing incidence and its impact on women 
fertility. The rate of ectopic pregnancy is 11 per 1000 
pregnancies with maternal mortality of 0.2 per 1000 
estimated ectopic pregnancies2. Incidence varies 
from country to country and within the same 
geographical region depending on risk factors in 
the population concerned. It is a global problem 
that has risen in incidence during the last 30 years in 

the whole world2. Ectopic pregnancy in our environ-
ment is very peculiar as 80% of patients approach 
late with rupture as compared globally3, 4. Therefore 
in managing ectopic pregnancy there is a need for 
high index of suspicion5. As ectopic pregnancy has 
variable presentations from asymptomatic to 
life-threatening condition, the aim of the study was 
to determine the clinical profile of patients present-
ing with ectopic pregnancy and to determine risk 
factors, to make recommendations on interventions 
to reduce the incidence of this life threatening 
condition.

METHODS

This study includes an analysis of different cases of 
ectopic pregnancies admitted in tertiary care 
Hospitals in Karachi over a period of 3 years from 
July 2013 to July 2016 after obtaining ethical com-

mittee clearance from the hospital authorities. 
Source of data included all women in reproductive 
age group (20-40) with an ectopic pregnancy. 
Proformas were filled with the variables which 
included age, parity, marital status, risk factors, and 
history of D&C, PID, Pelvic surgery, previous ectopic 
pregnancy, subfertility and presenting symptoms. 
Along with these vital parameters, abdominal and 
bimanual examination was noted. Diagnosis was 
made with the help of serum B-HCG, ultrasonogra-
phy and/or laparoscopy. Findings on exploration 
were recorded like site of ectopic pregnancy and 
amount of blood loss. The data was analyzed, 
calculated and presented in tables.

INCLUSION CRITERIA: The women who were diag-
nosed as ectopic pregnancy who were in the repro-
ductive age group (20-40) years,
EXCLUSION CRITERIA: None

RESULTS

In the present study conducted over a period of 3 
years the total gynecology admissions were 3113 
and the total number of ectopic pregnancies were 
76. This gives us a frequency ectopic pregnancy of 
2.4% of total deliveries. In the study, 76.31% of 
patients belonged to age group of 20 to 30 years 
(Table 1).

Table 1: Age-wise Distribution of Ectopic Pregnancy

The incidence of ectopic pregnancy was highest in 
primigravidae (38.15%) and decreased with 
increase parity (Table 2). 
                               
Table 2: Parity wise Distribution of Ectopic              
Pregnancy

On the basis of our study, 40 women (52.63%) were 
identified with a previous history of infertility and 
18.42% have had a history of D&C previously. 15.78% 
of the women presented with the previous history of 
PID and 13.15 % presented with the previous history 
of ectopic pregnancy. None of the patient present-
ed to us with the history of pelvic surgery. (Table 3)

Table 3: Distribution of Cases on the Basis of Risk 
Factor

During the period under study, tubal pregnancy 
was found to be in 89.47% women where 69.73% 
were ruptured and 19.73% were not ruptured. 3.94% 
presented with cornual pregnancy and 2.63% preg-
nancies in the rudimentary horn while the remaining 
1.31% in the cervix and 1.31 % in ovary. All these 
were managed surgically being the mainstay of the 
treatment (Table 4). During our study, we witnessed 
an 8-week alive pregnancy in cornua of uterus, 
where feticide was done by KCl via 
ultrasound-guided technique in order to conserve 
the tube.

Table 4: Site and Acuity of Ectopic Pregnancy

DISCUSSION

Ectopic pregnancy, if ruptured is a devastating 
gynecological catastrophe. Gynecological admis-
sions (n=3113) were analyzed over 3 years. 
Incidence of ectopic pregnancy has been increas-
ing worldwide with a fourfold increase in its 
incidence from 4.5 to 16.18 per 1000 pregnancies or 
1 in 250 pregnancies. Most common age group 
involved was 20-25years for ectopic pregnancy as 
reported by various studies 7-8.  Multiple lines of 
evidence suggest Udigwe et al.2010 8, Etuknwa et 
al.2012 9 and Panti A et al.201210  reported that 
majority of cases occurred in 26-30 years of age on 
the contrary S.Y. Chew et al.1979 11 observed that 
maximum cases of ectopic pregnancy occurred 
commonly over the age of 30. In our study, tubal 
pregnancy (89.47%) was the commonest ectopic 
pregnancy as mentioned on other studies. 14-17.The 
current incidence of ectopic pregnancy is difficult 
to estimate from the available data due to 
increased inpatient hospital treatment of ectopic 
pregnancy18. It is more common in the first and 
second pregnancies. It is not surprising as this may 
be explainable by the fact that major risk factors of 
previous miscarriages precede the ectopic preg-

nancy. Most of the time there is no predisposing 
factor leading to ectopic pregnancy remains 
unidentified because investigations to do so are not 
available. About 69.7% of the patients present with 
ruptured ectopic pregnancy with none of them 
diagnosed before the appearance of symptoms. 
This is similar to the findings from the developing 
countries where 70-95% of cases are ruptured at 
presentation. The treatment options in ectopic 
pregnancy are:
-Surgical Treatment
-Medical Treatment
-Expectant Management
-Surgically administered medical treatment
In developing countries like Nigeria, where the 
majority of patients are presented after rupture, 
emergency surgical interventions remain the main-
stay of treatment18. Newer techniques especially 
recent advances in laparoscopic surgery have 
brought in an era of conservative surgical manage-
ment. Current diagnostic procedures in developed 
countries such as transvaginal sonography, laparos-
copy and serum B HCG assay are existent in our 
center.

CONCLUSION

In conclusion, ectopic pregnancy still remains a 
major gynecological problem associated with 
appreciable mortality and morbidity. A high index 
of suspicion and use of modern diagnostic tech-
niques will assist in early diagnosis obviating the 
need for radical treatment. Our study shows how 
common is its incidence with such variable presen-
tations. Poverty, ignorance, late presentation, 
non-availability of modern diagnostic tools is a 
bane of insignificant improvement in detection and 
prompt treatment of ectopic pregnancy in devel-
oping nations. Prevention should be aimed. Educa-
tion intended to improve knowledge on family plan-
ning methods would help in reducing the incidence 
of ectopic pregnancy by reducing the prevalence 
of PID and unwanted pregnancies. Early transvagi-
nal ultrasound should be offered to all women at 
early trimester for early diagnosis and possible medi-
cal treatment.
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