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The Clinical Analysis of Non-operation Treatment on
Continued Tubal Pregnancy after Peritoneoscope Treatment

DUAN Yuan - yuan
(The People’s Hospital of Dali Bai Autonomous Prefecture, Dali Yunnan 671000, China)

[ Abstract] Objective To explore the treatment and prevention of continued tubal pregnancy after the
peritoneoscope treatment. Method We retrospectively analysed the clinical data of 12 patients with continued tubal
pregnancy after the peritoneoscope treatment, and took mifepristone 50 mg bid and methotrexate 50 mg/m? for the
patients. Result 12 patients with continued tubal pregnancy after the peritoneoscope treatment were all cured and

discharged in 7-20 days after medicine treatment. Conclusion The non—operation treatment of continued tubal

pregnancy after the peritoneoscope treatment is safe and effective.

[ Key words] Tubal pregnancy; Peritoneoscope; The Non operation treatment; Clinical analysis

SR (ectopic pregnancy , EP) S/ Fl
ARIEZ — , SRS BRI TR 10
%, P IARIASET 0 FRRNZ —. AR
W E NS R R R AN TSR, SRR
H SR B BN 2, AT R R IR
NFPAREE HaE . EmIERTIRIT R, Ak
UGS AT T REAR SR A S, FRUCR AR I,
SRS, TS B 4T IR (persistent
ectopic pregnancg, PEP). JKEEIM AR E BT 2011
6 AITIRIF R IOFHEESE T AR, B KRB A
R IR o8 22 M8 Vs B30T 1 120 191 i DA 4 R j 3 R
Ja LY 12 4] PEP BFZIA A HTANTT .

1 ZREFE

1.1 —fEEN

2010 4F 6 F & 2012 4 6 H 84718 B2 iA7 1
120 I8, RETH LG RAER . 41E . THCG,
IR A 2 R W2 WSO R, AR
18 ~46 %, ZMFH] 30 ~ 87 d, fEEiATEA KL
W3 i A 9%, THCG A 357 ~ 67 850 mIU/L, %
TR 2 A WS A IRy 1 ~6
em, AUHPNULIRZE KR s # S B, ZEkE ]
L0 ~4em B, BHEHESRITEKESIRYT. 120
B TP BEAE A 7 B R S 45 1] (37.5%)
FRFTRIE AR 32 4, BANEFARE 761, 17
G TR FIBE A 6 . 120 8 E1TIE SR A
REGIL W NE TR YRH 94 1), i~ mi 78 4,
M 16 15 PumdE PRy~ 18 4, [a] Bk 4r

MEB®A] Boot (1976~), &, mBRBMA, BEest, TR, FEAFERBRE A SISE T



12 1]

Botot. e R SHG T IS F S I R A ARG Y 133

U 8 . Mg EHEEIA/N . THCG FHEAKF-551T
HIGYETF AR ZARSFYETFAR. 15 IR PIBRA 20
(B X DN RS, AT IREIE > 5 em (AN
LR ZE KGO 5h & THCG > 5 000 mIU/L) , {#5F
FARIBIT L 100 B, Hod i op A& L& U BUIR AR
96 71|, FrUNE it EA 4 .
1.2 SR

BEARIG 1dEE HCG, & THE MK <
50% . RJi 3d I <20%i AR5 2 i FFE < 10%,
#4124 PEP.
1.3 BJ7

124 PEP Jg 3 B 7 83 AL MTX 50 mg/m?
+ KAE A 50 mg, Bid TR, sh& WL R E
THCG, 5dJ5# THCG TP <20%, T HEHIK
WL MTX 50 mg/m?

2 &R

FHUM N R = B 248 18 s B35 97 19 120 1] j
R 12 B, ARIGZ NN HCG #1112 A 52kt 4 oy
BIEUR, T MTX 50 mg/m? {ILAF 1 ~ 3 ¥R + KR Al i
50 mg Bid, ¥ TARJG 7~20d E4 HCG [EZEIEH,
MERTE A, MR I, BB, KREITF
ARIGITF, B AE T 100.00% , 95% CL 73.54% ~
100.00%

3 e

PEP J& i IR A IR OR ST T AR 08 DI R
RAEBHAEAR—, RATE 3% ~20%. THRFAL
R B FH B 2, HAER, BRI A
BB R B 2. IR O A R 1k
FARIBITIE T HIEFARIGIT, TR Ry 4 0948 4T ik
HA AT EREFH RS TRV EIGIT S 1!,
TRCBE SRAT I I 5 i B A DR ST M AR T R A
Wz, BEGERSTFTFARGE SR AE THCG, AR
3d HCG F % <20% AR J5 2 & HCG TR < 10%),
B 2% e 3% O & 4= PEP. HRiI& M5 £ PEP
W& A SRR B -HCG K. f=&mfE . A
HINFARE RN R, A, RIFEEE TR
PR 2 F RS K OKAIE w55 DIAHOC.  PEP B L
TRURE R Ry 5207 AR R R P MR YT 5 H BT IR RO
KGR TIERR, PEDRRm. 46 R
AR, WA LT TBA K R (o 55 M B 45 e 24
B, BERETEWAFE N, RN K2
BFA L . MKk SRR, R ERIARAIE K A A A

NE5 AL YRAHIR].  Spandorfer 2555 &5 AR 5 &
ARJG 1 d HCG T >77% T I MR8, < 50%
LT B ML T L.

KIMN R EERE12 4] PEP $ 5T 1 ARG
JrERE, Ho AT 8 6 (66.67%) BEfEAF A,
FARAA] WLAENE I A REAAAE, 6 B2t a2
35~40d (50%) , fbnaERunst EA 4 FF 2 )
KA PEP (50%) . HILA] WARSFIETF ARG B¥F
ARG | R TR L AT O i T
FEARFTE, RIGW 5 K& PEPT. KR & Fi B A
MTX A FORHRITH N ik, 7 ikfifE, I
FITRRE, RN/, ATOREA A EIIRES. LEHTON
TR SF M TF AR5 ol BB N R 25 Y wi s
1RYT PEP.  OKAE FI R A BHLr 22 55 22 1 52 1A 25 A LA
KB RIEER I, oL B AR, WA
SIEARIRAE, FECRAET:, MTX i@ 520 DNA
WA ORGSR A MG A, RO, BRI
HLURIE . Wi . Wi e FFAR; —HARM 2
BRSO R R E . IRIRRR ST,

MTX 8D, BRI KRBV, SrRedikd. &
45056 PEP ROJEA (1) R R IET AR

HI HCG ACFESR A, RTT 3 d 4h FIROKEE A
Ml 50 mg, Bid, AHJEEE S MTX 20 mg SR f5
24 h A B EE LA MTX 50 mg/m?; (2) HyR4g
PRpPE TR B E AR S H O AR K 3R Il 50 mg,
Bid; (3) ARJ5 1dE#A HCG, #THmEmifEMg <
50%% , REIUIE MTX 50 mg/m?;  (4) Hbpessk
PEUIF U OS8R FE MR AT e R, B iEdRal
SUSHRGS;  (5) VIBRIHT NG AT IR 200 &
FhrALShEEW T8 ;  (6) REERHTLL
5% H1 BB E Mok A8 I A7 A R A e 2l 45k
. (7)) RJEM™E W HCG 2B s, e R
W25 T OKAE R A 2 IR YY. (8) RJF 74d
U 5 TR B A HOG K. R W 0 iy B 455 4
PRSI TFAR HCG WA R ARSS 7d, W™ 4%
Bt h CG IEHM, IS &SR,

MR B AR FARIGIT RN A I IR 4 . AR,
AR PEP, BT ALY, NRIFRINHE A
PRI A 2 RS, KR B e
Peo BIERHIL TR SR ARG . A RN FKAE ]
fili] e 28 B MRS B i PEP AURIOR 2 2, DR STk
FARGIFEEY K, RIS &N hee,
— H kA PEP Al FIRAT FARIGYT, M TR
W4T BRAE FRAE 2%, T3 T8 NGRS, mlfE
1 PEP (iS4 M.



134 B BE Bl R 2 2R 4R %33 4%

[5%8 3Ciik]

(1] VLEEA, BPOY iy, 5. S P A I R S AR <7 T
AR GG T ARG e Hr (0], SEm ™
Rl ,2008,24(7) : 427 - 428.

(2] Rz, LIPE. ORI B RSP TR S 1
e SAERA KR LT]. P EBAISMAE,
2009,9(10):889 - 891.

(3] IRZE, %, VLR, R RO S TR S5 ek
SR AR R b U] PR,
2006, 12(05): 484 - 486.

(5] XURGRR. S MR 7 i O SR O I I B fsr TR v
BRI B 25941,2012,9(10):89 - 90.

[6] SPANDORFER S D,SAWIN S W,BENJIAMIN I, et al. P-
oatoperative day serum human chorionic gonadotropic level
as a predictor of persistent ectopic pregnancy after
conservative surgical management [J]. Fertil Steril,
1997,68(6):430 - 434.

(7] BRedy, B BN, SR RO T AR Rk
PESEOLAE YR A AR G R b7 (1], T EAZ 4

2008,23(14):1927 - 1 928.

(8] BURZE. FEIEMS A KA wl A Y7 i U1 4T YR4811]
G IR Ay AT (], S A BF 487 ,2011,27(8):633 -
634.

(9] ARmZ:. Fpgetk SO iR BiAErsE T ).
[E2%,2011,20(3):98 - 99.

[10] M. MEMEE T SO0 R ¥ 00 4 T A A IR R AN
Y], A ERMAISME4R R, 2008, 8(8): 729 - 730.
(11] B, i, 0. IS T o i iR <P
R e S B3 AT i B R T S 5 S S5 7 2 0 P8R T

[J]. FEBasME4E,2010,10(3):232 - 234.

[12] XBPE VP M8, 55, IR 55T i B0 U1 - BUR AR J%
Tk ATy (7). EMEISME A, 2012,12(4):
328 - 330,336.

[13] TR, a2 A s ek U0 A& iR VI T AR v i
r“FFJ&XHcFéHEUJﬁEB s (1] hE AN,
2011,17(11):1 147 - 1 150, 1 154.

[14] T, OKIAERIER S B S MERS T Bl R S0Pk S AR 4R 4%
[J]. EAFHREE,2011,22(4):233 - 234,

(2012 - 08 - 14 Weka)

SRS

(355 116 T0)

[3] SHAH HN,KAUSIK VB,HEGDE S S, et al. Tubeless pe—
reutaneous nephrolithotomy: a prospective feasibility study
and review of previous reports [J]. BJU Int,2005,96(6):
879 — 883.

[4] AL-BA ADANIT H,AL-KOHLANY K M, AL-ADIMI A,
et al. Tubeless percutaneous neprolithotomy: the new gold
standard[J ]. Int Urol Nephrol ,2008,40(3): 603 — 608.

(5] XA a2 EBRa AR ] $
I B2 iz, 2005, 7(8) : 1 024 - 1.025.

[6] GOLIJANIN D,KATZ R, VERSTANDIG A et al. The su-
pracostal percutaneous nephrostomy for treatment of

staghorn and complex kidney stones [J]. J Endourol,
1998,12:403 - 405.

[7] PEARLE M S,PIERCE H L,MILLER G L,et al. Optimal
method of urgent decompression of the collecting system for
obstruction and infection due to ureteral calculi [J]. J
Urol, 1998,160(4):1 260 - 1 264.

[8] CROOKT J,LOCKYER C R,KEOGHANE S R, et al. To—
tally tubeless percutaneous nephrolithotomy [J]. J En-
dourol ,2008,22(2):267 - 272.

[9] WINFIELD H N,WEYMA P,CLAYMAN R V. Percuta—
neous nephrostolithotomy : Complications of premature
nephrostomy tube removal [J]. J Urol ,1986,136:77 —
79.

(2012 - 10 - 15 Wieka)



