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=Abstract=

Nonsurgical Management of the Unmptured Tubal Pregnancy
mth Methotmxate

CXK. Lim, M.D., S.K. Yang, M.D,, H.C. Rhy, M.D,,
W.P. Hong, M.D., J.1. Kim, M.D., S.D. Yoon, M.D.
Department of Obstetrics and Gynecology, School of Medicine, Kesmyung University

Nonsurgical management of the unruptured tubal pregnancy with methotrexate is sug-

gested as an alternative to surgery in the management of early unruptured tubal prégnancy.

"Entry criteria required that the ectopic focus be tubal pregnanpy, no greater than 18 mm in
diameter by USG, no active bleeding and no abnormal fluid collection in Cul de sac.

The diagnosis was established in all three cases by sonography, serum beta-subunit of
human chorionic gonadotropin.

Three unruptured tubal pregnancies were treated with four doses methotrexate (1.0 mg/
kg/day) followed by four doses of citrovorum factor (0.1 mg/kg/day). The treatment was
based upon the level of beta-hCG, size of gestational sac on follow up USG, improvement
of clinical symptoms with MTX/CF given to subjects.

In all three subjects, the ectopic pregnancies were resoluted without further surgical in-
tervention. Our experience suggests that the nonsurgical conservative management of the
methotrexate may become a new, effective & safe treatment modality for the unruptured

tubal pregnancy.
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#2% 8% hCG ¥ ¥F beta-hCG, 257 T2
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3 2&FABon, HAYE citrovorum facotr: -
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Teble 1. Methotrexate and citrovorum factor rescue
protocol
Day Time Therapy
1 8AM CBC, platelete count, SGOT
4.PM MTX, 1.0 mg/kg*
2 4PM CF, 0.1 mg/kg
8 PM CBC, platelete count, SGOT
4PM MTX, 1.0 mg/kg*
4 4PM CF, 0.1 mg/kg
8 PM CBC, platelete count, SGOT
4 PM MTX, 1.0 mg/kg*
6 4PM CF, 0.1 mg/kg
7 8 PM CBC, platelete count, SGOT
4 PM MTX, 1.0 mg/kg*
8 4PM CF, 0.1 mg/kg

*MTX and CF were given intramuscularly
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Tebts 2. Clinical data obtained from 3 patients with tubal pregnancies treated with MTX/CF |

Subject .- I I H Average
Age ) 25 (Primi) - 28 (Primi)) 31 (Muki.) 28
Gestittional ige (week) 8/1 (57 days) 7/2 (51 days) /3 (52 days) 53.3 days
Initial beta-hCE (MIU/mI) 314.56 37921.00 18800.00 119011.85
Size of sac b¥ USG (rhm) 7 ' 18 18 144
History of eétopit pregnancy - + +

Side of ectopid pregnancy Right Left Right

Resolution time * Not checkable 67 days Not checkable

Cortplication of ' -
methotrexate.
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A2 Agde sEgHeze MTX, prostagl-
andin, RU484 KCL, trichosanthin, hypertonic

Fig. 1. Hysterosslpingogram of subject II
(131 days after treatment).
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o A3 FAo]l glod, ¥4 2 #Wuto] HHHE )
g4 dagAl 3dd tE 4312 methotrexate(l
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