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Your next patient is Sarah, 26 years
old. She is eight weeks pregnant with
her first pregnancy, a planned preg-
nancy. She has had pelvic cramps for
24 hours and light vaginal bleeding
this morning.

Miscarriage is defined as spontane-
ous loss of a pregnancy before 20
weeks gestation, but most miscar-
riages occur in the first trimester of
pregnancy. Up to 20% of identified
pregnancies result in miscarriage.'
Whether it is a planned or unplanned
pregnancy, miscarriage is usually a
very stressful experience for those
involved, particularly for the preg-
nant woman.

Assessment of bleeding in early
pregnancy
Bleeding in early pregnancy is com-
mon and the differential diagnoses
are extensive (see Box 1). A full his-
tory and examination, along with ap-
propriate investigations, is important
to comprehensively assess any
woman presenting with vaginal
bleeding early in pregnancy.
Quantitative serum beta human
chorionic gonadotrophin (HCG) and

Box 1. Differential diagnoses of bleeding in
early pregnancy
Idiopathic bleeding in a viable pregnancy
Miscarriage
Ectopic pregnancy
Molar pregnancy

Cervical or vaginal abnormality, e.g. in-
fection, polyp, trauma, malignancy
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pelvic ultrasound scan are the most

useful investigations in primary care
to determine if the pregnancy is in-
tra-uterine or ectopic, and if the preg-
nancy is viable. In a normal pregnancy
beta HCG doubles every two to three
days through to its maximum level at
nine to 10 weeks gestation. The HCG
level then drops but will remain el-
evated throughout the pregnancy (see
Figure 1). If the pregnancy is not vi-
able the HCG level will plateau or fall.

It can take up to three to four weeks

for the HCG to drop to non-pregnant
levels after a pregnancy, depending

on the gestation reached. If the beta

HCG is low for gestational age, sus-
pect pending miscarriage or ectopic

pregnancy. If the beta HCG is exces-
sively high, suspect molar pregnancy.
However, the dating of the pregnancy
could be wrong.

A transvaginal ultrasound scan
can reliably detect products of con-
ception, viable or non-viable, in the
uterus.? However, it is not so reli-
able at detecting an ectopic preg-
nancy. In a normal pregnancy the
foetal heart beat should be seen on
transvaginal ultrasound by six to
seven weeks’ gestation. It should also
be detectable when the intra-uterine
gestational sac is 2cm diameter and
the Crown Rump Length (CRL) of the
embryo is 5mm. The beta HCG should
be 1800 to 3500IU by the time that
the gestational sac is seen.

Sometimes the pregnancy is of
‘unknown location’, where the preg-
nancy test is positive but there is no
sign of the pregnancy on ultrasound
scan. Good follow-up with serial HCG
and ultrasound scans is important
until the pregnancy is located and

Figure 1. Mean serum HCG concentrations throughout normal pregnancy?
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appropriate management is arranged.
If ectopic pregnancy cannot be ruled
out, consider referral to hospital for
further assessment, especially if the
woman has pelvic pain. Molar preg-
nancy should also be considered in
the differential diagnoses.

Serum progesterone levels can
also be useful in assessing viability
of a pregnancy, but it is not com-
monly used in a primary care set-
ting. A progesterone level greater
than 25ng/ml suggests a normal
pregnancy, but a level less than 5ng/
ml is associated with a poor preg-
nancy outcome.

Miscarriage

Confronting the possible loss of a

pregnancy, and then the management
of that miscarriage, can be very dif-
ficult for a woman and her partner.
For most it is a very emotive time of
loss and grief, and they need good
support from family and friends, and
from medical staff. Many hospitals
have an early pregnancy assessment
service, providing a supportive en-
vironment for assessment of possi-
ble complications of early pregnancy,
and follow through. However, GPs

and other primary care providers,

particularly in rural areas and pro-
vincial towns, can undertake much
of the assessment and follow through
of early pregnancy loss as long as

they can access test-

such as scanning for assessment of
nuchal translucency, or when symp-
toms of pregnancy have ceased. The
ultrasound scan may show an empty
gestational sac (previously called a
blighted ovum) through to an intact
foetus with no foetal heartbeat, which
is often smaller than the dating of
the pregnancy would suggest.

A complete miscarriage can only
be diagnosed if the uterus is empty
and an ectopic pregnancy has been
ruled out on pelvic ultrasound scan,
unless the products of conception
passed vaginally have been clearly
identified.

Pelvic ultrasound scan can detect
a molar pregnancy but a partial mole
may not be so easily detected on a
scan. Any products of conception
passed should be collected, if possi-
ble, for histological assessment.

Management of miscarriage

Immediate surgical evacuation of the
uterus used to be routine for all
women presenting with a spontane-
ous miscarriage because of concern
about infection and coagulation
problems from persistent retained
products of conception.* Now expect-
ant management, surgical manage-
ment and, in many centres, medical
management, are available. Women
need to be counselled well about
management options. Women have
higher acceptance

ing for serial serum
beta HCG, pelvic ul-
trasound scanning,
and 24-hour acute
care in case of se-
vere bleeding.

The types of mis-
carriage are: threat-

Women have higher
acceptance of the
procedure if they have
the option to choose the
course of management

of the procedure if
they have the option
to choose the course
of management.>®
Expectant man-
agement involves
informing the
woman well about

ened miscarriage,
inevitable miscarriage, incomplete
miscarriage, complete miscarriage,
missed miscarriage, septic miscar-
riage, and recurrent miscarriage. The
presentation, investigations, manage-
ment, and risks and side effects of
these are listed in Table 1.

A missed miscarriage is usually
diagnosed by routine ultrasound

her miscarriage,
what to expect (pain, bleeding, pass-
ing tissue) when she miscarries spon-
taneously, how to access acute care
if she develops very heavy vaginal
bleeding or severe pain, and to ar-
range follow-up. The woman will usu-
ally have serial HCGs and ultrasound
scans as required. She needs to know
that a surgical evacuation is recom-
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mended if spontaneous miscarriage
does not occur, usually within two
weeks. There is concern about infec-
tion risk if products of conception
are retained for a prolonged period.*
Molar pregnancy must be considered
if the HCG levels plateau or rise in
this follow-up period.

Surgical management is by aspi-
ration curettage or dilatation and
curettage (D&C).

Medical management involves
treatment with vaginal or oral pros-
taglandin, usually misoprostol. This
stimulates uterine contractions to
expel the products of conception,
which usually occurs within a few
hours. Follow-up is required over 24
to 48 hours and surgical evacuation
is usually offered if spontaneous mis-
carriage has not occurred within that
time. The woman should be well
counselled about what to expect
(pain, bleeding, passing tissue) when
she passes the products of concep-
tion, how to access acute care if she
develops very heavy vaginal bleed-
ing or severe pain. Medical manage-
ment can cause more pain and heavier
bleeding than the other options.”
Further follow-up should be ar-
ranged as for expectant management,
to ensure complete evacuation of
products of conception and to rule
out molar pregnancy. The anti-
progesterone abortifacient, mifep-
ristone, can also be included in the
medical management regime.

The rate of success and possible
risks and side effects of the manage-
ment options can vary with the dif-
ferent types of miscarriage (see Ta-
ble 1). Expectant management is as ef-
fective as surgical management of
spontaneous miscarriage when the
possible risks and side effects of each
method are considered.® Medical man-
agement offers little advantage over
expectant management for incomplete
or inevitable miscarriage, except that
the products of conception may be
passed more quickly. However medi-
cal management does have a higher
success rate than expectant manage-
ment for missed miscarriage.”’
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Table 1. Assessment and management of the different categories of miscarriage

Threatened | Vaginal bleeding Serial HCGs: Weekly monitoring until Possible risk of pre-term labour,
miscarriage | + increasing bleeding settles. Bed rest often | intra-uterine growth retardation
Pelvic pain advised - little proven benefit™ | (IUGR), oligohydramios
Ultrasound scan:
Cervical os closed viable fetus
Inevitable Vaginal bleeding Serial HCGs: Expectant: 82 to 96% Expectant: Higher risk of pelvic
miscarriage plateau or drops success within two weeks''® pain, heavy PV bleeding.
Pelvic pain Surgical evacuation required if
Ultrasound scan: Medical: No significant treatment not successful
Cervical os open Non-viable pregnancy, | additional benefit over
products of conception | expectant management® Medical: Products of conception
in utero expelled more quickly but more
Surgical: Recommended if pain and bleeding than
e.g. haemorrhage, severe pain expectant management
Surgical: Possible higher
infection rate, risk of cervical
trauma, uterine perforation®"
Incomplete | Vaginal bleeding Serial HCGs: Expectant: 82 to 96% Expectant: Higher risk of pelvic
miscarriage plateau or drops success within two weeks'*'® pain, heavy PV bleeding.
Pelvic pain Surgical evacuation required
Ultrasound: Medical: No significant if treatment not successful
Cervical os open, Some products of additional benefit over
some products of conception in utero expectant management® Medical: Products of conception
conception may be expelled more quickly but more
identified vaginally Surgical: Recommended if pain and bleeding than
e.g. haemorrhage, severe pain expectant management
Surgical: Possible higher
infection rate, risk of cervical
trauma, uterine perforation®"
Complete Cervix open Serial HCGs: Expectant: If diagnosis is Routine follow-up
miscarriage Plateau or drops certain, only expectant
All products of management is required
conception expelled Ultrasound:
No products of
Histological conception in utero;
assessment of these no ectopic pregnancy
if possible
Missed Sometimes vaginal Serial HCGs: Expectant: 16 to 76% Expectant: Greater chance
miscarriage | bleeding plateau or drops success rate'” that not successful. Women need
to be prepared for possible
Loss of pregnancy Ultrasound: Medical: Up to 80% surgical evacuation
symptoms Non-viable pregnancy | success rate’
in utero Medical: Products of conception
Usually no pelvic pain Surgical: 100% success rate expelled more reliably but more
Has not been expelled pain and bleeding than
Cervical os closed expectant management
Surgical: Possible higher
infection rate
Septic Miscarriage Antibiotics Septicaemia
miscarriage | complicated by Prompt surgical evacuation
intrauterine infection
Recurrent Three or more Refer for specialist assessment
miscarriage | miscarriages
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Figure 2. Diagnosis of bleeding in early pregnancy

A woman who is less than 20 weeks pregnant

presents with vaginal bleeding

l l Is she haemodynamically stable?
No Yes
l Is there peritonism or other concerns about ectopic pregnancy?

Resuscitate if required

!

Refer to hospital <« Yes

Yes

Is the pregnancy intra-uterine or ectopic?

Treat appropriately

Transvaginal pelvic ultrasound scan
Serial beta HCGs

l l l

Ectopic pregnancy Uterine pregnancy Site of pregnancy uncertain

Refer to hospital Is the pregnancy viable?

If gestation <10 weeks & Beta HCG plateaus or drops Beta HCG equivocal
Serum beta HCG doubles AND AND
Every 2 to 3 days Ultrasound shows nonviable Ultrasound uncertain
AND pregnancy
Pelvic ultrasound shows
Viable foetus l
Consider miscarriage Follow up carefully. Serial HCG
management (see Table 1) and ultrasound scanning as
Pregnancy viable L required until site and viability
of pregnancy is known.

(Rule out molar pregnancy)

Could this be an
Is the pregnancy viable? ectopic pregnancy?
No

No Yes Yes
Continue pregnancy Consider referral to
hospital for further
assessment
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Women may have more pro-
longed vaginal bleeding and pelvic
pain with expectant management and
medical management, than with sur-
gical management, and, if the prod-
ucts of conception are not passed, the
woman will then need surgical in-
tervention. Surgical management
may have a higher risk of infec-
tion,*'° though evidence on this is
variable."

Blood group and antibodies
should be determined when a woman
presents with bleeding in early preg-
nancy. Anti-D should be given to an
Rh-ve woman who is having a spon-
taneous miscarriage to prevent Rhe-

sus iso-immunisation, particularly if
the pregnancy is more than 12 weeks
gestation, if the woman has heavy
bleeding, or the miscarriage is man-
aged surgically or medically. Man-
agement of Rhesus negative women
who are miscarrying is currently

under review.'>"?

Coping with a miscarriage

Most women, and their partners, will
go through a grieving process after
a miscarriage. They may experience
anxiety and depression, and feel guilt
about the miscarriage, that they may
in some way have caused it. This can
be particularly difficult if it was a

first pregnancy, a wanted pregnancy
or after fertility treatment. The woman
and the couple need time to grieve,

and to be supported in that. They

should be reassured that the miscar-
riage was not their fault, that it is

very common and usually without a
known cause. They may also be con-
cerned that they may have difficulty
getting pregnant again, or may be

fearful of the risk of miscarriage with
a subsequent pregnancy. Counselling
may help in working through this

difficult time.'®"

Competing interests

None declared.

References

1.

10.

11.

12.

13.

14.

15.

206

Everett C. Incidence and outcome of bleeding before the 20th
week of pregnancy: prospective study from general practice.
BMJ 1997; 315:32-34.

Wong SF, Lam MH, Ho LC. Transvaginal sonography in the
detection of retained products of conception after first trimester
spontaneous abortion. J Clin Ultrasound 2002; 30:428-32.
http://www.ectopic.org.uk/medical_information/
guidelines_for_management.htm.

Scroggins KM, Smucker WD, Krishen AE. Spontaneous preg-
nancy loss: evaluation, management and followup counselling.
Prim Care 2000; 27:153-67.

Wieringa-de Waard M, Bindels P, Vos J, et al. Patient preferences
for expectant management vs surgical evacuation in first trimester
uncomplicated miscarriage. J Clin Epidemiol 2004; 57:167-73.
Henshaw RC, Naji SA, Russell IT, et al. Comparison of medical
abortion with surgical vacuum aspiration: women'’s preferences
and acceptability of treatment. BMJ 1993; 307:714-17.

Wood SL, Brain PH. Medical management of missed abortion: a
randomized clinical trial [correction published in Obstet Gynecol
2002;100:175]. Obstet Gynecol 2002; 99:563-6.

Nanda K, Peloggia A, Grimes D et al. Expectant care versus
surgical treatment for miscarriage. Cochrane Database of Sys-
tematic Reviews 2006, Issue 2. Art. No.: CD003518. DOI:10.1002/
14651858.CD003518.pub2.

Nielsen S, Mahlin M, Platz-Christensen J. Randomised trial com-
paring expectant with medical management for first trimester
miscarriages. Br J Obstet Gynaecol 1999; 106:804-07.

Shelley, J, Healy D, Grover S. A randomized trial of surgical,
medical and expectant management of first trimester spontane-
ous miscarriage. Aust NZ J Obstet Gynaecol 2005; 45:122-27.
Trinder J, Brocklehurst P, Porter R, et al. Management of mis-
carriage: expectant, medical or surgical? Results of randomised
controlled trial (miscarriage treatment (MIST) trial). BMJ 2006;
332;1235-40.

RCOG Green-top guideline No 25 October 2006. www.rcog.org.uk/
resources/Public/pdf/green_top_25_management_epl.pdf.

Fung Kee Fung K, Eason E, Crane J, et al. Prevention of Rh
alloimmunisation. J Obstet Gynaecol Can 2003; 25:765-73.
Everett C, Ashurst H, Chlamers I. Reported management of threat-
ened miscarriage by general practitioners in Wessex. BMJ 1987;
295:583-86.

Geyman JP, Oliver LM, Sullivan SD. Expectant, medical or sur-
gical treatment of spontaneous abortion in first trimester of preg-
nancy? A pooled quantitative literature evaluation. J Am Board
Fam Pract 1999; 12:55-64.

) Volume 35 Number 3, June 2008

16.

17.

18.

19.

Graziosis G, Mol B, Ankum W, Bruinse H. Management of early
pregnancy loss. Int J Gynecol Obstet 2004; 86:337-46.
Jurkovic D, Ross JA, Nicolaides KH. Expectant management of
missed miscarriage. Br J Obstet Gynaecol 1998; 105:670-1.
Neugebauer R, Kline J, O’Connor P, et al. Determinants of de-
pressive symptoms in the early weeks after miscarriage. Am J
Public Health 1992; 82:1332-9.

Thapar AK, Thapar A. psychological sequelae of miscarriage: a
controlled study using the general health questionnaire and the
hospital anxiety and depression scale. Br J Gen Pract 1992; 42:94-6.




