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•The patient opts for this approach to
expedite the process 
•There are any signs of infection
•Trophoblastic disease is suspected
•The likelihood of haemorrhage is high 
•The patient has a medical condition that
warrants a surgical approach or her ability
to withstand haemorrhage is reduced. 

Standard practice for medical
management of miscarriage in the UK 
is to offer misoprostol, a synthetic
prostaglandin analogue, as a single dose
given vaginally or sublingually in an
inpatient or outpatient setting. 
Recently, a large randomised double-
blind, placebo-controlled trial, the
MifeMiso trial reported that a combined 
approach giving oral mifepristone 
(an antiprogesterone thought to
potentiate the effects of misoprostol) 
2 days before misoprostol for women
with a missed miscarriage, achieved
higher success rates and less need for
surgery.14 Side effects of these drugs
need to be considered, the most
common ones reported include nausea
and vomiting, diarrhoea, headache 
and fever.15,16

Success of non-surgical options is
high, however, the rates vary depending
on the type of miscarriage, length of
follow-up and presence of vaginal
bleeding. In women with an incomplete
miscarriage, the success rate is high,
around 80%, and there is no significant
difference between expectant and
medical management in the rate of
complete miscarriage or unplanned
surgical intervention.17 

For women who have a missed
miscarriage, medical management is
reported to be more effective (55-87%)
compared with expectant management  
(29-42%).18,1

During the counselling of women who
opt for these non-surgical options, it is
important to  explain to patients what to
expect. They need to have pain relief,
and antiemetics, at home and be made
aware that they need to seek medical
attention if heavy bleeding  persists,
significant pain is not relieved with
simple analgesia or if they are feeling
unwell with dizziness, fever or have any
other reasons for concern. It is
important to give patients written
information and signpost them to
available resources online (see Useful
information, p15). 

Early pregnancy units will follow up
these women and confirm resolution of
symptoms and clearance of hCG with 
a urine pregnancy test 2-3 weeks later
after the bleeding has stopped. 

If bleeding persists after 14 days, or
the test is still positive after resolution of

symptoms, or treatment has been
unsuccessful, patients should be
reassessed and further management
individualised. 

Surgical management of miscarriage
can be carried out under general
anaesthesia or in the outpatient setting
with local anaesthesia, availability and
indications vary between units.
Emergency or semi-elective evacuation
under general anaesthesia is the primary
treatment of choice for those women
who are bleeding heavily and are
haemodynamically unstable, have a
septic miscarriage, there is suspicion of a
molar pregnancy, if it is the patient’s
preference or there is a prolonged
pregnancy loss to procedure time. 

Manual vacuum aspiration under
ultrasound guidance and local
anaesthesia is becoming more
acceptable to patients and is recognised
to be an effective and safe way of
treating miscarriage while avoiding the
risks of general anaesthesia.19

Rhesus-negative women undergoing
any surgical procedure for miscarriage
should be given anti-D 250 IU
intramuscularly. This is usually arranged
by the hospital prior to discharge.20

Hysteroscopic resection of retained
products is considered as an alternative
surgical option, however there are no
randomised controlled trials.21 It can be
considered in some cases as an alternative
but this should be decided on an
individual case basis. It is mostly done
when surgical management has failed
and there is a small volume of localised
pregnancy tissue remaining and the time
from the end of pregnancy is significant. 

Products of conception retrieved
should be sent off to histopathology as
part of the management of women with
early pregnancy complications to help
confirm the diagnosis of a miscarriage
and rule out a molar pregnancy. 

In women who are eligible for
cytogenetictesting (such as women
having their third or more consecutive
loss), pregnancy products need to be
sent in a second container without
formalin. This should be recognised and
considered when counselling patients
for management.

POTENTIAL COMPLICATIONS
Potential complications of first trimester
miscarriage include:
•Severe haemorrhage and consequently
unplanned surgical intervention
• Infection and sepsis in 2-3% of cases22

• Incomplete miscarriage
•Psychological sequelae: 
A recent UK prospective cohort study23

found that 1 month after early
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First trimester miscarriage is common affecting up to one
in four pregnancies. While some women will experience
bleeding and pain, others have no symptoms and are
given the diagnosis at their 12-13 week booking scan. 
In 50-85% of cases the cause is due to a spontaneous
chromosomal abnormality, most commonly trisomy.

Vaginal bleeding in early pregnancy is common, non-specific
and does not always signify pregnancy loss. Nevertheless, it
is the most common sign of miscarriage and therefore a
cause for concern, more so when bleeding is heavier than a
normal period, lasts for more than 24 hours and is accompanied
by cramping abdominal pain. Clinical history and physical
examination should be undertaken to rule out other causes
of vaginal bleeding and to determine the urgency of referral.

NICE recommends expectant management in the primary
care setting for women at less than six weeks’ gestation
who have painless bleeding and no risk factors for an
ectopic pregnancy. Any pregnant woman with heavy
vaginal bleeding and signs of shock such as pallor,
tachycardia or hypotension should be transferred
immediately to the nearest emergency department.

It is important to ascertain if an ultrasound has already 
been performed and an ectopic pregnancy has been
excluded. If not, an urgent referral to an early pregnancy
unit should be made. However, if the woman has
significant pain, there is evidence of infection or the early
pregnancy unit  is closed, a referral to the gynaecology on
call team should be considered.

Women should be offered a choice of expectant, medical
or surgical management. NICE recommends expectant
management for 7-14 days first line for all women, but also
advises that other options should be explored for women
with: an increased risk of haemorrhage or its effects;
evidence of infection; a previous adverse and/or traumatic
experience associated with pregnancy or expectant
management is unacceptable to the woman. Medical
management involves administration of misoprostol, as a
single dose vaginally or sublingually. Women should be
advised to seek medical attention if heavy bleeding
persists, significant pain is not relieved with simple
analgesia, or they feel unwell with dizziness, fever or have
any other reasons for concern.

Many women suffer from psychological sequelae
including PTSD, anxiety and depression following
pregnancy loss. GPs should offer a follow-up appointment
to all women who have had a miscarriage to: discuss any
questions the woman has regarding her miscarriage;
assess the woman’s psychological wellbeing and offer
counselling if appropriate; ensure that all Rhesus-negative
women who have had a surgical procedure have received
anti-D immunoglobulin. If the woman has had three or
more miscarriages, a referral to the recurrent miscarriage
clinic should be made.


