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Discuss management  
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It is not possible to 
confirm viability if: 
No visible heartbeat 
and CRL < 7.0mm:  

 If TV scan: repeat 
scan  at least 7 
days later 

 If TA scan or 
patient is stable: 
repeat 14 days 
later 

MSD < 25mm on TV 
scan with no visible 
fetal pole: 
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minimum of 7 days 
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 If patient is stable 
in early pregnancy: 
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least 14 days later 
to make diagnosis 

  
 

No visible heartbeat 
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  If TV scan: repeat 
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days later 

  
MSD ≥25mm on TV 
scan with no visible 
fetal pole: 

 Repeat scan 

minimum of 7 days 
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CRL ≥32mm on TA 
scan with no fetal 
heart beat: 

 Second 

independent scan 
on the same day or 
less than 7 days 
later is acceptable 

 If scan performed 

by a qualified fetal 
medicine 
consultant it will be 
at their discretion 
whether a second 
confirmatory scan 
is required. 
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1.  Introduction 
 

 Early miscarriage is when a woman loses her pregnancy in the first three months (i.e. up to 12 
 completed weeks of pregnancy), and may be accompanied by vaginal bleeding and pain.  
 Following a positive pregnancy test, there is around a one in five (20%) risk of having a 
 miscarriage in the first three months.  Most miscarriages occur as one-off (sporadic) events and 
 there is a good chance of having a successful pregnancy in the future. 
 
2.  Purpose 
 

 To provide guidance on the management options available for women with a diagnosis of 
 first trimester miscarriage. 

 To define the management options available to women with early pregnancy loss. 

 To ensure women are appropriately counselled regarding the advantages and 
 disadvantages of each type of treatment. 

 To ensure women receive adequate support following a diagnosis of early 
 pregnancy loss. 

 

3.  Abbreviations 
 

CRL - Crown-Rump Length  
ED - Emergency Department 
FMU  -  Fetal medicine unit* 
GAU - Gynaecology Assessment Unit 
Hb - Haemoglobin 
MSD - Mean [gestational] Sac Diameter 
NICE  - National Institute for Health and Care Excellence 
POC - Products of Conception 
PUL - Pregnancy of Unknown Location 
PR - Per Rectum 
PV - Per Vaginum 
RPOC - Retained Products of Conception 
STI - Sexually Transmitted Infection 
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TA scan -  Transabdominal scan 
 

TV scan -  Transvaginal scan 
 
*A fetal medicine consultant is someone who has completed subspecialty training or an advanced 
training module in fetal medicine or completed a diploma in fetal medicine.  

 
4.  Documentation 
 

 Ensure all records are maintained and findings recorded in health records and on relevant 
 clinical systems 
 

5. Diagnosis and Definitions 
 

Diagnosis of miscarriage follows assessment and investigations (transvaginal or transabdominal 
ultrasound scan, and hCG as outlined in the algorithms). A TV scan is usually offered to women up 
to 10 weeks gestation and TA scan may be more appropriate after 10 weeks gestation or if a TV 
scan is contraindicated. In particular, if there is any suspicion of ectopic pregnancy this must be 
excluded first (see Guideline Ectopic/PUL (E1)).  Care should be taken to  avoid outdated 
terminology when describing miscarriage; current acceptable terms are outlined below:  

 
Complete miscarriage  Bleeding associated with passage of entire products of conception.  

 Endometrial thickness <15mm on ultrasound scan. 
 

Threatened miscarriage     Confirmed intrauterine pregnancy associated with vaginal   
     bleeding. 

 

Incomplete miscarriage  Bleeding associated with passage of some products of conception, 
 retained products seen on ultrasound scan. 

 

 Delayed, silent 
 or missed miscarriage  Absent fetal pole on ultrasound scan (anembryonic) or 
 or early fetal demise  presence of non-viable fetus on ultrasound scan. 
 
6.  Implementing the guideline 
 

 For women referred to hospital, miscarriage has been shown to be best managed within a 
 dedicated outpatient setting (RDH: Gynaecology Assessment Unit (GAU); QHB: Early Pregnancy 
Assessment Unit (EPAU) 

 

Women experiencing bleeding and/or pain in early pregnancy (i.e. up to and including 12+6 weeks 
gestation) should be referred to GAU/EPAU for assessment to confirm viability and rule out an 
ectopic pregnancy.  Women who are haemodynamically unstable, or in whom there is significant 
concern about the degree of pain or bleeding, should be referred directly to A&E. 

 

GAU/EPAU is essentially a nurse–led appointment service with ultrasounds scans arranged if 
clinically appropriate.   

 Ultrasound scans are offered over 6 weeks gestation for those presenting with vaginal  
 bleeding only.  This timing is chosen to ensure the presence of fetal heartbeat is  
 likely to be detected, for a more conclusive and reassuring scan.   
o In the presence of pain and bleeding, especially unilateral pain, women are seen at the next 

available scan appointment.   
o Women can self-refer with the above symptoms.  If they have had a previous ectopic 

pregnancy, molar pregnancy, or recurrent miscarriage, then they will be offered an 
appointment from 6 weeks gestation for an assessment.  

 Possibility of pelvic infection, including chlamydia and other STIs, should be considered 
 and appropriate vaginal/cervical swabs obtained especially in at risk women.   

 

 If the scan demonstrates an intra-uterine pregnancy with a fetal heartbeat, the woman should be 

 advised to contact the midwife for routine antenatal care. If she is considering a termination of 

 pregnancy: if at location RDH please arrange an appointment in the Pregnancy Advisory Clinic; if 
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at location QHB refer to the GP.  She should be given an information leaflet and contact number 

for GAU/EPAU and told to seek advice if bleeding becomes significantly heavier.  
 

 If the scan does not identify any intrauterine gestation see Ectopic/PUL guidelines (E1) 
 
7. Diagnosis 
 

a) Ultrasound Scan 
When performing an ultrasound scan to determine the viability of an intrauterine pregnancy, first 
scan the uterus and adnexae to locate and confirm the presence of a gestation sac, identify the 
presence or absence of a yolk sac, fetal pole and cardiac activity, measure crown-rump length or 
mean sac diameter to establish gestational age. Routinely the mean gestational sac diameter is 
only measured when a fetal pole is not visible. 

Repeat Scan – one scan may not be sufficient to make a diagnosis of viability or a miscarriage. 
Usually more time is needed. The repeat scan should be carried out at least 7 days later if TV scan 
and 14 days later if the initial scan was a TA scan or the patient is stable.  

 
 Repeat Scan Criteria 

o If there is NO visible fetal heartbeat and the crown-rump length (CRL) is less than 7.0 mm 
 on transvaginal ultrasound scan, a repeat scan a minimum of 7 days later will be required.  
 Further scans may be needed before a diagnosis can be made.   

 

o If the mean gestational sac diameter (MSD) is less than 25.0 mm on a transvaginal 
ultrasound scan and there is NO visible fetal pole, a repeat scan a minimum of 7 days later 
will be required. In early pregnancies where the patient is stable a rescan at least 14 days 
later should be considered in order to make a diagnosis.  

  

o If the CRL is ≥7.0 mm and NO visible fetal heartbeat is seen on transvaginal ultrasound 
scan, a repeat scan is required at least 7 days later. 

 

o If there is NO visible fetal pole with MSD of 25.0 mm or more on a transvaginal ultrasound  
o scan, a repeat scan is required at least 7 days later.  

 

o If the CRL is ≥32mm and NO visible heartbeat is seen on transabdominal scan, a second 
independent scan on the same day or less than 7 days later is acceptable as at this size 
the fetal heart structure can be clearly visualised. If this scan is performed by a qualified 
fetal medicine consultant, it will be at their discretion whether a second confirmatory scan is 
required. 

 

o Fetal viability does not need to be confirmed in order to offer a termination of pregnancy. 
 

o If patients request a second independent scan on the day or less than 7 days later, which is 
not in accordance with the local trust protocol and these patients must be reviewed by a 
consultant who should counsel them about the implications of a possible on going viable 
pregnancy and clearly document the reason for deviating from the local trust guideline.  

 

o If patients present with initial or repeat scans from other hospitals or care providers, they 
should be advised that we would recommend the initial scan and a repeat scan at least 7 
days later are performed at our hospital trust before confirming the diagnosis of a 
miscarriage as per local trust guidance.  

 

o All patients should be informed that within the 7 days they may experience bleeding and 
abdominal pain at home and possibly miscarry. In these cases they should contact their 
local GAU/EPAU unit. Patients with a VTE score of ≥2 will need to be given a prescription 
for 7 days of enoxaparin.  

 
 Other findings 

o Where there is no evidence of a gestation sac, or it does not appear to have a decidual 
 reaction, pregnancy of unknown location (PUL) must be considered.   
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o A negative pregnancy test will confirm if the women is no longer pregnant in which case no 
 further action needs to be taken.  If the pregnancy test is positive consult Ectopic/PUL 
 guidelines (E1).  

 
b) Serology 

 

 The following blood test investigations need to be carried out: 

 The requirement for full blood count and group & save should be assessed (e.g. moderate 
 bleeding, needing surgery, suspected anaemia, from 13+0 weeks gestation, etc). 

 If Rhesus negative, need for Anti-D – see Section 12.  

 In case of suspected ectopic pregnancy or pregnancy of unknown location also carry out 
 serum hCG and follow Ectopic/PUL guidelines (E1).  

 
 Once a diagnosis has been reached considering ultrasound findings, the following options are  

available: 
 
 
 
 

                                        
        
 
       

 
 
     
 
          

 
 

 
 
 
 
 
 
 * When diagnosing complete miscarriage on ultrasound scan, in the absence of a previous scan 
 confirming an intrauterine pregnancy, always be aware of the possibility of a pregnancy of 
 unknown location.  Advise these women to return for follow-up (for example, hCG levels, 
 ultrasound scan) until a definitive diagnosis is obtained.  
 
8.  Threatened miscarriage 

Advise a woman with a confirmed intrauterine pregnancy with a fetal heartbeat who presents with 
vaginal bleeding, but has no history of previous miscarriage, that: 

 if her bleeding gets worse, or persists beyond 14 days, she should return for further   
       assessment. 

 if the bleeding stops, she should start or continue routine antenatal care.  

o  Offer vaginal micronised progesterone 400 mg twice daily to women with an 

intrauterine pregnancy confirmed by a scan, if they have vaginal bleeding and have 

previously had a miscarriage.  

 If a fetal heartbeat is confirmed, continue progesterone until 16 completed weeks of 
pregnancy. 

 
 

Complete 
miscarriage below 
13+0weeks. 

Fetal loss from 

13+0 weeks 

See 2nd trimester loss 
management 

Fetal loss below 13+0 weeks – missed 
miscarriage, incomplete miscarriage, 

RPOC 

Surgical 
management, 

with antibiotics if 
infection 

suspected. 

Consider expectant, 
medical, or surgical 

management (ERPC/ 
MVA) 

If bleeding, unstable, 
suspected sepsis, 

or suspected molar 
pregnancy 

 

Otherwise 

No further action 
(consider ectopic 
pregnancy)*. 
Repeat pregnancy 
test in 2 weeks. 
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9.  Expectant Management 
 

 Use expectant management for 7 to 14 days as the first-line management strategy for women 
 with a confirmed diagnosis of miscarriage.  Explore management options other than expectant 
 management if:  
 

 the woman is at increased risk of haemorrhage (for example, she is in the late first 
 trimester) or  

 she has previous adverse and/or traumatic experience associated with pregnancy (for 
 example, stillbirth, miscarriage or antepartum haemorrhage) or  

 she is at increased risk from the effects of haemorrhage (for example, if she has 
 coagulopathy or is unable to have a blood transfusion) or  

 there is evidence of infection.  
  

 Offer medical management to women with a confirmed diagnosis of miscarriage if expectant 
 management is not acceptable to the woman. 
 

 Counselling:   

 Reduces risk of requiring general anaesthesia. 

 Reduces risk of infection compared with surgical evacuation. 

 Small possibility that surgical evacuation will be required if there is heavy bleeding or if the 
 uterus fails to empty. 

 It may take several weeks for the pregnancy to miscarry and they may expect some 
 bleeding and pain. 

 

 Implementation:  
 Contact telephone numbers should be given to the woman along with written and oral information 
 about what to expect throughout the process and advice on pain relief.  
 

Resolution of bleeding and pain indicate that the miscarriage has completed during 14 days of 
expectant management, advise the woman to take a urine pregnancy test after 3 weeks, and to 
contact the Gynaecology Assessment Unit or Ward 209 at RDH and EPAU or ward 30 at QHB if 
positive.  

 

Offer an assessment and possible repeat scan if after the period of expectant management, the 
bleeding and pain:  

 

 have not started (suggesting that the process of miscarriage has not begun) or  

 are persisting and/or increasing (suggesting incomplete miscarriage).  
 

 Discuss all treatment options (continued expectant management, medical management and 
 surgical management) with the woman to allow her to make an informed choice.  
 

 Review the condition of a woman who opts for continued expectant management of 
 miscarriage at a minimum of 14 days after the first follow-up appointment.   
 
10. Medical Management 
 

 Medical management has been shown to reduce complication rates compared to surgical 
 management but has not been shown to have medical advantages over expectant management.  
 Medical management may be undertaken in hospital or at home if the woman prefers and meets 
 the requirements. 
 

 Indications:    

 Incomplete or missed miscarriage. 
 

 Contra-indications:  

 Heavy vaginal bleeding 

 Unstable observations 

 Anaemia (Hb <109g/L) 

 Pyrexia >37.5C) 

 Systemic steroid dependent asthma 
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 Suspected molar pregnancy 

 Suspected sepsis. 
 

 Cautions: 

 Multiple pregnancy 

 If the woman is at increased risk of haemorrhage (e.g. anti-coagulant therapy or bleeding 
 disorder) 

 She is at increased risk from the effects of haemorrhage (e.g. if she is unable to have a 
 blood transfusion) 

 Other relevant medical problems including cardiac disease, hypertension, long-term 
 steroids, adrenal failure, diabetes, hepatic or renal impairment 

 Smokes more than 20/day and/or over 40 years of age 

 Inadequate home support 
 
Counselling:    

 Reduces risk of requiring general anaesthesia 

 Reduces risk of infection compared with surgical evacuation 

 Small possibility that surgical evacuation will be required if there is heavy bleeding or if the 
 uterus fails to empty 

 

 Plan: 
 

 Check for any allergies to medication or latex rubber.  Written informed consent to be obtained. 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 All women undergoing medical management should be given 24-hour phone contact details.  

An ultrasound scan may be offered after a few days if there is ongoing bleeding to check for 
retained fetal tissue.   

 A home urine pregnancy test is advised after 3 weeks.   
 
 

If incomplete 
miscarriage 

Missed miscarriage – 
may be treated as an 
outpatient up to 9+6 
weeks, from 10+0 
weeks should be 

offered inpatient care.  

 

 Upto 9+6 weeks outpatient management can be offered: 

800mcg misoprostol (vaginal, oral or sublingual) 

 From 10+0 inpatient management is recommended: 200mg mifepristone 

(oral) to be given in hospital and patient advised to return 48 hours later for 

inpatient admission for 800mcg misoprostol (vaginal, oral, sublingual). If 

undelivered, a further 800mcg misoprostol can be given after 3 hours (max 

2 doses). If the patient is already bleeding, mifepristone may be omitted. If a 

patient requests admission before 48 hours this may be allowed to facilitate 

timely admission and treatment.  

 Pulse, blood pressure and temperature should be recorded hourly 

 All vaginal blood loss passed whilst in hospital should be inspected by 

staff and products identified should be sent for sensitive disposal 

 Anti-emetics and analgesia should be given as required 

 If bleeding and pain not started within 12 hours of the last dose of 

misoprostol, discuss with registrar regarding further management 

Misoprostol 800 micrograms PV 
then discharge home 
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11.  Surgical Management (under 12+6 week size) 
 

 Surgical management is an effective way to empty the uterus.  However the complication 
 rate is higher with this option than with expectant or medical management.  It has been 
 suggested that where there are <15 mm products within the uterus, surgical management is 
 not necessary – discuss with on call registrar.  
 

 Where clinically appropriate, offer women undergoing a miscarriage a choice of: 

 Manual vacuum aspiration under local anaesthetic in an outpatient or clinic setting (see  
  MVA clinical guidelines) or 

 Surgical management in a theatre under general anaesthetic 
 

 Indications:  
 Excessive bleeding 

 Unstable observations 

 Suspected sepsis 

 Patient choice. 
 

 Contra-indications:  
 Where there are contra-indications to general anaesthesia. 
 

 Counselling:   

 Effective and quick treatment. 
 Risks of uterine perforation (with the possibility of laparoscopy/laparotomy), infection, 
 cervical tear and retained products of conception. 

 

 Will need anti-D if Rh negative- see Section 12. 
 

 Plan:    
 Check for any allergies to medication or latex rubber. 
 Oral and written informed consent to be obtained.  (PIL Appendix A) 
 Cervical priming with misoprostol should be given to all women without an open cervix, except if 
 hydatidiform mole is suspected.  This should be with misoprostol 400 micrograms PV, given 2 
 hours before theatre.   

 Antibiotic prophylaxis as per antibiotics guideline: Click here for full antibiotics in gynaecology 
guidance 

  
11.1 Manual Vacuum Aspiration 
 Manual vacuum aspiration may be a suitable choice for the surgical management to empty 
 the uterus in case of pregnancies up to 9+6 weeks gestation.  See MVA clinical guideline. 
 

12.  Sensitive Disposal 
 

 All the products of conception (medical and surgical) will be sent for sensitive disposal.  Written 
 consent is required (see consent form appendix B) 
 
13.  Histopathological Examination 
 

 Most patients will NOT require histopathological examination of products of conception (PoC); 
 additionally, cytogenetic analysis of the PoC is no longer a required investigation for recurrent 
 miscarriage. 
 

 Histopathological examination up to 12+6 gestation is to be performed in select instances, e.g.: 
 

 any clinical / biochemical / ultrasound suspicion of molar pregnancy 

 if the doctor is seeking confirmation of an intra-uterine pregnancy 

 If there is concern regarding the (small) amount of RPOC aspirated at surgical evacuation 

 in cases where RPOC are suspected post medical or surgical management of miscarriage 

 if deemed necessary following discussion with the consultant gynaecologist on call. 
 
 

https://derby.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=2175&query_desc=kw%2Cwrdl%3A%20gynaecology%20infections
https://derby.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=2175&query_desc=kw%2Cwrdl%3A%20gynaecology%20infections
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14.  Anti D Prophylaxis 
 

 Click here for full guidance on Anti D administration in pregnancy 
 
15.  Follow up 
 

 All women should be offered follow up if they wish and information on further support agencies, 
 e.g. The Miscarriage Association, given. 
 
16.  Recurrent Miscarriage 
 

 If the woman has suffered 3 miscarriages (at least 2 of which are consecutive) and wishes further 
 assessment, she should be advised to see her general practitioner for referral to the recurrent 
 miscarriage clinic. 
 
17.  Diagnosing retained products of conception post treatment of miscarriage (or following 
 termination of pregnancy or caesarean section) 
 

 It is important to remember that the diagnosis of RPOC is a clinical one.  A history of prolonged 
 bleeding and/or pain combined with an open internal cervical os, and an enlarged, tender uterus 
 are key diagnostic features.  The pregnancy test can remain positive for several weeks after a 
 miscarriage / TOP and is not diagnostic of RPOC.   
 

 Typical ultrasound findings suggestive of RPOC are a thickened, heterogeneous mass within the 
 uterine cavity.  Sometimes Doppler ultrasound can demonstrate blood flow whereas retained blood 
 clots will not demonstrate any blood flow.  
 

 Several studies have shown that there is no absolute cut-off for endometrial thickness that predicts 
 the need for intervention.  Thus, while ultrasound can support a diagnosis, it is based primarily on 
 clinical signs and symptoms.  It is important to treat the patient and not the ultrasound scan 
 findings.   
 

If the diagnosis of retained products of conception is made, the management options include 
expectant management, medical management or surgical management.  However, if a woman is 
unstable or bleeding is brisk, urgent surgical evacuation is indicated.   

 

 Women choosing expectant or medical management of RPoC, must be counselled on the signs 
 and symptoms to report urgently.  Further follow-up to assess the outcome with either expectant or 
 medical management is necessary.   
 
18.  Monitoring Compliance and Effectiveness 
 

 As per agreed Business Unit audit forward programme 
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https://derby.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=344
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