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these non-surgical options and
occasionally, a second dose or
laparoscopy is required. 

IMPROVING OUTCOMES
A pregnancy loss has a significant
psychological impact. A recent large
study of women with early pregnancy
loss (miscarriage or ectopic pregnancy)
reported that nearly a third of women
can suffer post-traumatic stress and a
quarter experience moderate to severe
anxiety a month after the event.22

Support and counselling are
imperative and should include leaflets,
web addresses and helpline numbers. 
A follow-up appointment should be
offered to all women after an early
pregnancy loss5 and referral to a
specialist should be offered to those
with significant symptoms. Box 2, p18,
outlines other steps that can be taken to
try to improve patient outcomes. 

CONCLUSION
Abdominal pain and vaginal bleeding
are common symptoms in early
pregnancy. Most women with ectopic
pregnancy present subacutely with »

•The tubal ectopic pregnancy
measures < 35 mm (with no fetal cardiac
activity or signs of rupture) 
•The woman is willing to return for
regular follow-up 
•Beta-hCG: < 5,000 IU/L for medical
management; < 1,000 IU/L (or possibly
up to 1,500 IU/L) for expectant
management 

Methotrexate is teratogenic and
consequently an intrauterine pregnancy
needs to be completely ruled out and
contraception advised for three months
thereafter. In clinical practice, this option
is offered only after a confirmed ectopic
is seen on a scan and an intrauterine
pregnancy has been ruled out. In many
cases, an hCG in 48 hours is required to
rule out a possible intrauterine
pregnancy. Normal liver and renal
function need to be established prior to
starting medical treatment. 

Surgical intervention or a second dose
may be required should the hCG plateau
or increase, if pain worsens or there are
any signs of intra-abdominal bleeding. 

Evidence of hCG clearance is needed
both in medical and expectant
management to monitor success of
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tissue, estimated to occur in up to 20%
of these patients; they should have
serum hCG measurements weekly until
the result is negative. It is therefore
recommended that salpingotomy
should only be considered in women
with evidence of contralateral tubal
pathology in an attempt to improve the
fertility rate in this group of women.20

Rhesus-negative women undergoing a
surgical procedure for ectopic
pregnancy should be given anti-D 250 IU
intramuscularly which is usually arranged
by the hospital prior to discharge.

Non-surgical management
Non-surgical management of tubal
ectopic pregnancy includes medical
treatment with systemic methotrexate,
which is a folic acid antagonist that acts
by inhibiting cell proliferation, or
expectant management which has a
reported success rate of 70% in those
with a low hCG.21

NICE recommends these options
should be considered in the following
circumstances:
•The woman is clinically stable         
•There is no significant pain
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