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• A	medical abortion	in	the	very	early	period	of	
pregnancy	=	Women seeking for	abortion	:

àBefore 32		days
àHCG	level <	1500		UI/l
àNo	visible	gestational sac	on	US
=	Medical abortion	in	setting	of	pregnancy of	
unknown location	

à Before the	date	of	expected menstruation	:														
« ultra »	early abortion	



What is the	problem ?
• Rapid access to	abortion	services	+	no	mandatory
legal waiting period (ex:	France)

• Providers	refuse	medical abortion	because of	the	
unknown location	of	the	pregnancy :														
àthe	fear of	ectopic pregnancy (EP)	

• Negative consequences for	women +++	:
- Repeated visits and/or	HCG	and/or	US																							
à cost ,	confidentiality

- Denying the	right	to	women to	access to	
immediate abortion																																																									
à introducing a	« waiting period for	medical
reasons »





1)	Ectopic pregnancy is an	exceptional event

• The	ectopic pregnancy rate	in	the	general population	is
approximately 20	per	1000	pregnancies

• However,	ectopic pregnancy rates	in	studies of	women who
seek abortion	are	consistently lower.

• A	study of	surgical abortion	in	U.S.	women with
pregnancies less than 6	weeks of	gestation	found the	
ectopic pregnancy rate	to	be 5.9	per	1000	pregnancies

• The	largest study of	medical abortion	patients	published
involved 16,369	womenwith pregnancies of	49	days of	
gestation	or	less,	21	of	whomwere excluded from the	
analysis because of	an	ectopic pregnancy,	yielding an	
ectopic pregnancy rate	of	1.3	per	1000	pregnancies

*	Edwards	 J,	Creinin MD.	Surgical abortion	 for	gestations	of	less than 6	weeks.	Curr Probl Obstet Gynecol Fertil 1997;20:11– 9
*	Ulmann A,	Silvestre	L,	Chemama L,	Rezvani	Y,	Renault	M,	Aguillaume CJ,	et	al.	Medical termination of	early pregnancy with
mifepristone (RU	486)	 followed by	a	prostaglandin analogue.	Study in	16,369	 women.	Acta	Obstet Gynecol Scand 1992;71:278–83



• Planned Parenthood Health Centers
• 2009	– 2010
• Medical abortion	until 63	days
• Antibioprophylaxis
• 233	805	medical abortions
• Undiagnosed Ectopic Pregnancy:																																						
à7		per	100	000																																																																
à1	death (	Mortality 0.4	pour	100	000)



2)	There	is no	recommandation	to	screen for	EP	
or	to	make a	mandatory ultrasound in	MA

• No recommandation	to	screen for	EP	in	all	pregnant
women,	especially in	women who want to	have	a	child

• No direct	evidence	that	routine	ultrasound	improves	
either	the	safety	or	efficacy	of	abortion	procedures	

• No randomised control	trials	have	been	undertaken	
comparing	the	outcome	of	abortions	with	and	without	
routine	preprocedureultrasound

• No	indications	suggesting	that	the	use	of	mifepristone to	
terminate	pregnancy	is	harmful	to	a	patient	who	has	an	
existing	ectopic	pregnancy

• Ultrasound	can	falsely	conclude	that	the	pregnancy	is	
located	inside	the	utérus missing	the	diagnosis	of	EP
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3)	Early medical abortion	is the	best	way to	
make the	diagnosis of	early ectopic pregnancy !	

• Clinical events are	differents

• The	curve of	HCG	evolution are	very different
beetwen an	EP	and	a	medical abortion	with
successful expulsion	of	the	pregnancy

• Benefits in	case	of	EP	:	medical management	 ,	
conservative	treatment avoiding surgery
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Recommandations	
Published studies













• Published	evidence	on	MA	in	women	with	PUL	is	
minimal	(2		small	studies		with	800	mcg	
misoprostol	vaginal	or	buccal)

• Both	studies	used	serum	HCG	follow-up	and	
considered	a	decrease	of	50%	by	the	first	follow-
up	visit	to	exclude	an	ongoing	pregnancy	or	EP

• In	these	studies,	all	EPs	were	detected
• Success	rates	were	91%	to	93%	







Alternatives	

• Methotrexate	 	can	be	used	for	MA	as	well	as	
for	treatment	of	EP

• Some	providers	have	suggested	it	for	women	
with	no	gestational	sac	on	ultrasound	and	no	
evidence	of	EP	as	this	regimen	could	manage	
both

• For	very	early	pregnancies,	early	surgical	
abortion	is	also	a	viable	alternative,	as	it	may	
provide	trophoblastic	tissue,	providing	
exclusion	of	EP.	



So	in	practice	…



Evaluate risk factors of	ectopic pregnancy

• Previous ectopic pregnancy
• Previous fallopian tubal surgery
• Pregnancy after M.A.P
• Tubal ligation
• IUD	
• Previous PID
• Pain
• Bleeding



Inform	women	about	symptoms	
that	require	emergency	consultation

• Pain	and	bleeding	exist	in	medical	abortion	but	also	
in	the	EP but pain	characteristics	are	generally	not	
the	same

• Symptoms of	internal bleeding
- Dizziness,	loss	of	consciousness,	 sudden	tiredness
- Tachycardia
- Breathlessness
- Headaches
- Thirst



Early follow up	by	determination of	HCG	level

• Day	7	after mifepristone or	sooner

• A	decrease of	80	%	of		HCG	is expected on	
day 7	(or	50%	on	Day	4	?)

• First	determination of	HCG	on	Day	1	is needed

• Otherwise EP	should be ruled out



Conclusion

• Very or	ultra	early medical abortion	can be
provided safely as	long	as	:

àRisk factors of	EP	are	eliminated
àClear informations	on	the	risk of	complicated
EP	are	given

à Exclude women at risk to	be lost in	follow up
à Early follow up	by	HCG	determination on	day 7



Take home	message

Concerns	about	ectopic	pregnancy	should	not	
be	an	obstacle	to	very	early	medical	abortion		
with	appropriate	recruitment	screening	and	
procedure	supervision


