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Learning Objectives:  

 

By the end of this lecture, you will be able to: 

1. Define miscarriage.  

2. List causes of first trimester and second trimester 

miscarriage.  

3. Compare between the various options for 

management of miscarriage.  

 

 



Miscarriage:  

Pregnancy that ends spontaneously before the fetus has 

reached a viable gestational age for example in UK  24 

weeks, so at or before it miscarriage and after that (still 

birth).  
 

 Miscarriage is the most common complication of 

pregnancy.  

 Incidence is 10-20% in clinically recognizable pregnancy.  

 There is shift from the term (abortion) which is firmly 

associated with therapeutic abortion. 



Causes of miscarriage:  
 

A. Causes of 1st trimester miscarriage:  

1. Chromosomal abnormalities: the frequency is 50-70%.  

- Trisomies: 68% mainly 16, 21, 22.  

- Triploidies: 17.1%.  

- Monosomy 9.8%, Turner’s syndrome XO.  

They increase with maternal age.  

2. Maternal disease: DM, thyroid disease. 

3. Drugs: methotrexate, some antiepileptics.  

4. Uterine abnormalities: role of fibroid is unclear but they may 

be implicated.  

5. Infection: varicella, rubella, other viral infections.  



B. Causes of 2nd trimester miscarriage:  

1.Cervical causes: like cervical injury from cone biopsy or llETZ, 

these can lead to cervical incompetence.  

2.Infection, can occur with or without rupture membrane and it can 

be local to the genital tract or generalized.  

3.Uterine abnormalities: congenital anomalies like uterine septae, 

bicornuate uterus or the presence of big uterine fibroid.  

4.Thrombophilias: can be congenital or acquired e.g. 

antiphospholipid syndrome.  

5.Chromosomal abnormality: may not be apparent till the second 

trimester.  



Types of miscarriage:  

Clinically miscarriage can be classified into types based on the 

presentation and investigation findings:  
 

1. Threatened miscarriage.  

2. Incomplete miscarriage.  

3. Complete miscarriage.  

4. Missed miscarriage.  

5. inevitable miscarriage.  

6. Recurrent miscarriage.  



General approach:  

 

1. History:  LMP  

- Symptoms: pain, bleeding, symptoms of early pregnancy.  

- Past obstetrical and past gynecological history.  

- Medications and chemical use.  

- Past medical history.  

 

2. Examination: General and vital signs 

 - Abdomen:  Uterus size 

   Distension 

   Soft or not (acute abdomen) 

   Mass (fibroid, ovarian mass) 

 - Vaginal examination:  

   Speculum for local causes 

   Is the cervix opened or not?  

   Conceptional products     



Investigations:  

 

1) U/S: the ultrasound landmarks visible are (from the LMP):  

Week 5: visible gestational sac 

Week 6: visible yolk sac  

Week 6: visible embryo 

Week 7: visible amnion  

 

(but there is large window for inaccuracy due to variation in 

cycle length, delayed ovulation, inaccurate call of LMP) 



2) Serum β hCG:  

 a. confirm pregnancy presence.  

 b. help in management of pregnancy of unknown location.  

(Normally it rises at least 66% in 48 hours) 
 

3) Serum progesterone: help in determining the outcome of 

pregnancy of unknown location.  

 < 20 nmol/L …….suggest a non-viable pregnancy 

 20-60 nmol/L……is equivocal 

 > 60 nmol/L……..a viable pregnancy, so we need to 

        determine its location 
 

D. DX: Ectopic pregnancy, trophoblastic disease.  



Management options:  

Depends on the patient presentation, gestational age and type of 

miscarriage, patient preference.  

 

A. Expectant management:  

-   Needs vitally stable patient.  

- Patient should understand that she needs follow up with the 

risk of bleeding and the need of urgent intervention. 

    success rate is 75-85% 

- The benefit is to avoid general anaesthesia and surgical 

intervention.  



B. Surgical management: 

    (evacuation of retained products of conception):  

Using suction evacuation or sharp curettage:  

• High success rate 95-100% 

• Complications include:  

1. Risk of RPOC + infection 3-5% 

2. Risk of perforation 0.5% 

3. Risk of haemorrhage  

4. Asherman’s syndrome: intrauterine adhesions  

 

 



C. Medical management:  
 

By using antiprogesteron (mifepriston), to sensitize the uterus to 

utertonic drugs (ex. Misoprostol, Gemeprost)  

 

Success rate is 72-93%  

 



1. Threatened miscarriage:  
 

Signs & symptoms:  

vaginal bleeding, associated with pain of varying severity.  

No cervical os dilatation.     

 

Prognosis: 

Bleeding may stop spontaneously, may recur, or may continue.  

 

US shows gestational sac which correlate in its size with gestational 

age, and it is intrauterine with yolk sac ± fetal pole + cardiac activity. 

Subchorionic haemorrhage may be seen.  

 

Treatment:  

Psychological support  

- Clinical surveillance by US if needed. 

- Role of bed rest and use of progesterone is controversial, 

because currently there is no evidence support their use in 

treatment or prevention of miscarriage. 



2. Incomplete miscarriage:  
 

Signs & symptoms:  

Bleeding ± pain. 

Cervical os is opened ± products at the os.  
 

US: 

Retained products of conception.  
 

Treatment:  

Admit, discuss options.  

Surgical:  

Expectant + medical if the patient is stable and can commit to 

follow up. 



3. Complete miscarriage:  

 

Signs & symptoms:  

Minimal bleeding ± pain.  

Cervical os is closed. 

 

US: 

Empty uterus or it shows the appearance of < 15mm in diameter 

of retained tissue. 

 

Treatment:  

Reassurance 

β hCG if ectopic is not ruled out  



4. Inevitable miscarriage:  

 

Signs & symptoms:  

Bleeding ± pain. 

Cervical os is opened. 

 

US:  

Shows intrauterine pregnancy (gestational sac with yolk sac ± 

fetal pole ± cardiac activity).  

 

Treatment:  

Loss of pregnancy is inevitable, so admission and discussion of 

the options.  

  

 



5. Missed miscarriage:(early fetal demise) (anembryonic pregnancy)  
 

Signs & symptoms:  

• Bleeding ± pain, or discovered by US.  

• Cervical os is closed.  

• Cessation of symptoms of pregnancy 

 
US: fetus with CRL > 6 mm but no fetal heart motion is detected.  

       OR gestational sac diameter > 20mm but it is empty 

 
Treatment:  

• If not sure of gestational age and no bleeding, you may re-scan in 

7-10 days to check viability.  

• If confirmed we can offer the patient the options of expectant, 

medical and surgical management.  

• Cervical priming before surgery here, increases the success rate 

and decreases the pressure needed to dilate the cervix and 

decrease risk of perforation.  



6. Septic miscarriage:  

 

A miscarriage associated with uterine infection which could occur 

during , just before or after miscarriage.  

 

The infection can result from chlamydia, attempted abortion using 

infected tools, following incomplete miscarriage.  

 

Signs & symptoms:  

Fever, chills, abdominal pain, prolonged vaginal bleeding, foul 

smell vaginal discharge.  

Septic shock (low BP, low temperature), tachycardia and fever.  

Acute abdomen (signs of peritonitis) 

Cervical os can be opened, with cervical motion tenderness 

(excitation).  



Complications:  

• Septic shock  

• Renal failure, multiple organ failure  

• DIC 

• Death  

 

Investigations:  

• Full blood count 

• Clotting study 

• Blood group & cross match for compatibility 

• RFT, LFT  

• Abdominal X-ray to rule out uterine perforation (gas under 

diaphragm) 

• US to rule out retained products of conception  

 



Management: 
 

 Hospitalization.  

 Supportive measures like fluid replacement, paracetamol for 

fever, blood transfusion etc.  

 IV antibiotics covering (gram +ve and gram –ve bacteria and 

anaerobes) e.g. 3rd generation cephalosporins + 

metronidazole. 

 Evacuation of retained products of conception.  

 Hysterectomy may be needed if infection not responding to 

treatment, or abcess formation with visceral injury.  



Thank you  


