
Recurrent 

Miscarriage 
 
 

 

By  

Dr. Afraa Mahjoob Al-Naddawi  



Learning Objectives:  

 

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

1) Define recurrent miscarriage.  

2) Describe major causes of recurrent miscarriage.  

3) List investigations for recurrent miscarriage 

evaluation.  



Recurrent miscarriage:  

The loss of 3 or more consecutive pregnancies before viability.  

 

Three or more losses affect 1-2% of women of reproductive age.  

 

Despite extensive investigations of women with 3 or more 

miscarriages, the cause of recurrent miscarriages remains 

unknown in the majority of cases.  

 

The lost pregnancies can be: 

 

• First trimester:  

1) Biochemical   0-6 weeks 

2) Empty gestational sac 4-10 weeks 

3) Fetal    6-12 weeks  

 

• Second trimester  



Aetiological and associated factors:  

 

1) Unknown cause.  

 

2) Advanced maternal age: because with increasing maternal 

age, there is a decline in both the number and quality of the 

remaining oocyte.  

       12-19 years  13% 

 20-24 years 11% 

 25-29 years 12% 

 30-34 years 15% 

 35-39 years 25% 

 40-44 years 51% 

 45 and more  93% 

 

3) Being both underweight and obese has been associated with        

recurrent miscarriages.   



4) Structural genetic factors:  

a) Parental chromosomal abnormalities are found in about 

2% of women with recurrent pregnancy loss, with the most 

common being a balanced reciprocal translocation. 

b) Fetal chromosomal abnormality 

 

 

5) Anatomical factors: 

a) Congenital uterine anomaly: septated, bicornuate or 

arcuate uterus, in the general population it is about 6.7%, 

in women with recurrent miscarriages it is 16.7%.  

b) Cervical weakness: contributing factor to second trimester 

miscarriage.  

c) Acquired uterine anomaly such as fibroids or intrauterine 

adhesions (Asherman’s syndrome).   

  



6) Prothrombotic factors:  

 

a) Antiphospholipid syndrome: has a prevalence of 15% in 

women with first trimester recurrent miscarriage. 

  

b) Congenital thrombophilia 

Some thrombophilias like factor V leiden mutation, activated 

protein C resistance, prothrombin gene G 20210 A mutation 

and protein S deficiency have been significantly associated 

with recurrent miscarriage. 

  

 



7) Endocrinological factors:  

 

a. Polycystic ovarian syndrome: the possible mechanisms are 

hyperandrogenism and insulin resistance.  

b. Abnormalities of glucose metabolism (DM) and thyroid 

disorders: when they are not well treated.  

 

8) Immunological factors:  

 

 Abnormal immunological maternal response to semi-allogenic 

fetus, since the fetal survival is dependent on suppression of 

maternal response.  

 

There is suggested role for natural killer cells, and for antithyroid 

antibodies in women with normal thyroid function test.  



Management:  

 

A. History taking: to review the number of miscarriages, their 

type, gestational age, age of the female.  

 

 Past obstetrical and past gynecological history (previous 

 D&C, cone biopsy).  

  

 Medical and drug history.  



B. Investigations:  

 

1. Parental karyotype, karyotype of products of conception.  

 

2. Lupus anticoagulant, anticardiolipin antibodies.  

 

3. Screen for thrombophilias, thyroid disease when suspected.  

 

4. Pelvic US to assess ovarian and uterus appearance.  

 

5. Hysterosalpingography and hysteroscopy for suspected 

anomalies, Asherman’s syndrome (Hysteroscope also has 

therapeutic role).  

 

6. Cervical length during pregnancy by transvaginal US to 

assess for cervical incompetence.  
 



C. Treatment:  

 

1. Psychological support, with tender care.  

 

2. Treatment would be directed to the cause if found for 

example:  

 

- Aspirin and heparin for antiphospholipid syndrome.  

- Treatment for diabetes and thyroid disease.  

- Weight reduction in obese female with PCOS.  

- IVF with PGD in cases of subfertility with recurrent 

miscarriages.  

- Uterine abnormalities: metroplasty for congenital 

abnormalities, myomectomy for fibroids, hysteroscopic 

resection of adhesions in Asherman’s syndrome, when proved 

cervical incompetence can benefit from cerclage.  

 



Cervical incompetence:  

 

Causes:  

1. Congenital  

2. Trauma from vigorous D&C 

3. Trauma from cone biopsy  

 

Presentation: 

Rapid, painless cervical dilatation classically in second or early 

third trimester with gradually decreasing gestational age.  

 

Treatment:  

After exclusion of other causes of recurrent miscarriage.  

TVU scan during pregnancy to assess the cervical canal length.  

Cervical cerclage can be offered at 12-14 weeks of gestation.   



Types of cerclage:  

 

1. Transvaginal cerclage:  

a) Shrodkar cerclage: high level, need bladder dissection.  

b) Mcdonald’s: low level without bladder dissection.  

 

 

2. Transabdominal cerclage:  

Offered to females with previous failed transvaginal cerclage 

and/or very shorter scarred cervix.  
 



Contraindications to cerclage:  

1. Infection 

2. Labour  

3. Ruptured membrane 

4. Bleeding 
 

Complications:  

1. Anaesthetic risk 

2. Bleeding 

3. Infection 

4. Rupture of membranes 

 

Time of removal: 

At 37 weeks, or any time when labor starts or rupture membranes 

occur.  

Removal does not require GA.  
 



When do we give anti-D for miscarriage as part of management ? 

 

Anti-D is required in the following circumstances for non sensitized 

Rh- negative women.  

 

1) Spontaneous miscarriage at 12 weeks and beyond.  

2) Miscarriage at any gestational age where there has been 

intervention (medical or surgical) or if spontaneous where the 

bleeding is heavy or repeated.  

 

 



Thank you  


