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ectopic pregnancy, which is difficult to
distinguish clinically from a miscarriage
and should always be considered in any
woman with a positive pregnancy test
and symptoms of pain and bleeding.

Where bleeding has been very 
heavy or prolonged there may be
haemodynamicinstability and maternal
collapse. Pregnancy tissue passing
through the cervix may cause a
vasovagal response referred to as
cervical shock, which manifests as
bradycardia and collapse. In these
circumstances, vaginal speculum
examination is essential to facilitate
removal of the tissue from the cervix,
simply grasp the products with sponge
holding forceps and gently tease the
tissue out.

If intrauterine infection develops,
historically referred to as septic
miscarriage, then initial presentation
may be with lower abdominal pain,
pyrexia and an offensive vaginal
discharge. In the most recent triennial
confidential enquiry into maternal death
Saving Mothers’ Lives 2006-2008septic
miscarriage was responsible for two
deaths.6 This report highlighted that
once established, genital tract sepsis
can be fulminating with rapid
deterioration into septic shock and
multi-organ failure. Prompt recognition,
investigation and treatment are

essential to prevent serious morbidity
and mortality, see table 1, above.6

In an emergency situation, call 999
and administer penicillin V if the
patient is not allergic. The ambulance
will carry ergometrine which in the
event of heavy bleeding can be given
intramuscularly to encourage uterine
contraction and reduce blood loss. 

ASSESSMENT
While the diagnosis of miscarriage
based on history taking and physical
examination alone is inaccurate,7
clinical assessment does allow
effective triage to be undertaken and
appropriate follow-up arranged.
Traditional practice classified miscarriage
according to the history and findings
on speculum examination: threatened,
inevitable or complete. However,
transvaginal ultrasound scan has
become readily available and should
be considered the standard test to
assess viability of the pregnancy.1

An estimation of the gestation of the
pregnancy should be attempted
based on the woman’s recollection of
her last menstrual period, and the
pregnancy should be confirmed with 
a urine test. Pregnancy tests should be
classified as positive or negative, and
not as faintly positive based on the
clarity of the second line. 

Commercial quantitative tests are
available, estimating the gestation of
the pregnancy, but these do not have 
a clinical application. 

Risk factors for ectopic pregnancy
should be identified, see table 2 above,
bearing in mind that a third of women
will have no known risk factors.8

Basic observations of pulse, blood
pressure, temperature and respiratory
rate identify those women who are
unstable. Assessment of the amount
of vaginal bleeding experienced is best
made in the context of time taken to
saturate a sanitary pad. Changing a

pad soaked with blood and clots more
than once an hour is an indication of
heavy bleeding that requires
immediate referral.

Abdominal, pelvic and vaginal
examinations should be carried out to
look for tenderness and the presence
of cervical motion tenderness. 
The presence of pregnancy tissue in
the cervix on speculum examination
confirms a miscarriage in progress.

REFERRAL
Figure 2, opposite, shows which
patients should be referred and where.
Women can be advised that the early
pregnancy service assessment will
routinely use transvaginal ultrasound
scanning in the initial assessment of
the pregnancy. If this method of
imaging is not acceptable to the
woman, a transabdominal scan can be
performed but this is less accurate and
may result in a delayed diagnosis of
pregnancy complications.

Following confirmation of a viable
intrauterine pregnancy, symptoms
may resolve. However, if the
symptoms worsen, or persist beyond
14 days, a repeat referral should be
made to the early pregnancy unit for
further assessment.9

If a pregnancy is at 12 weeks’
gestation or beyond and the woman is
rhesus negative, she will require anti-D
prophylaxis if there are symptoms of
bleeding.

Table 1

Recognition of sepsis (Adapted from Saving Mothers’ Lives. Reviewing
maternal deaths to make motherhood safer: 2006-2008)

The following red flag symptoms and signs should prompt urgent referral to
hospital for assessment:
•Pyrexia > 380C (or hypothermia)
•Tachycardia > 100 bpm
•Tachypnoea > 20/min
•Abdominal or chest pain
•Diarrhoea and/or vomiting
•Vaginal discharge
•Uterine tenderness
•Generally unwell, distressed, anxious or panicked

Table 2

Risk factors for ectopic pregnancy

•Previous ectopic pregnancy
•Previous tubal surgery
•History of pelvic inflammatory
disease
•Current intrauterine contraceptive
device
• IVF treatment
•Smoking

‘Genital tract
sepsis can 
be fulminating 
with rapid
deterioration into
septic shock and
multi-organ failure’

‘Transvaginal
ultrasound 
scan should be
considered the
standard test to
assess viability
of the pregnancy’


