EARLY PREGNANCY LOSS

· General Concepts
· Other common terms: miscarriage, spontaneous abortion
· Early pregnancy loss (EPL) is the preferred term 
· Definition: a non-viable intrauterine pregnancy with either an empty gestational sac (GS) or a GS containing an embryo or fetus without cardiac activity within the first 12 6/7 weeks of gestation. 
· Occurs in about 10 % of clinically recognized pregnancies
· 80 % of EPL occurs within the first trimester
· 50 % of all cases are due to fetal chromosomal abnormalities
· Risk factors: advanced maternal age (> 35), prior EPL
· Frequency by age: 
· 20-30 y/o—9-17%
· 35 y/o – 20%
· 40 y/o – 40%
· 45 y/o – 80%
· Important to distinguish between a normal gestation, ectopic pregnancy, and a molar pregnancy
· There are no effective interventions to prevent EPL.  Bedrest should not be recommended to prevent early pregnancy loss. 
· Diagnostic criteria of pregnancy failure: (*)
· Crown-rump length (CRL) of 7 mm or greater and no fetal heartbeat
· Mean GS diameter of 25 mm or greater and no embryo
· Absence of an embryo with a heartbeat 2 weeks or more after a scan that showed a GS without a yolk sac (YS)
· Absence of an embryo with a heartbeat 11 days or more after a scan that showed a GS with a YS
· Criteria suspicious, but NOT diagnostic of pregnancy failure: (*)
· CRL of < 7 mm and no fetal heartbeat
· Mean GS diameter of 16-24 mm and no embryo
· Absence of an embryo with a heartbeat 7-13 days after a scan that showed a GS without a YS
· Absence of an embryo with a heartbeat 7-10 days after a scan that showed a GS with a YS
· Absence of an embryo for 6 weeks or longer after the LMP
· Empty amnion—amnion seen adjacent to the YS, with no visible embryo
· Enlarged YS > 7 mm
· Small GS in relation to the size of the embryo-- < 5mm difference between the mean GS diameter and CRL
· Follow up TV u/s in 7-10 days to assess for pregnancy viability is recommended
· Management options once EPL is confirmed
· Expectant Management
· More appropriate for earlier GA as the risk of hemorrhage increased with GA
· Complete expulsion rate reported up to 80 % in women given adequate time (up to 8 weeks)
· Counseling needed for expected amount of bleeding/cramping, when to return (soaking > 2 maxi pads/hr for 2 consecutive hours), and need for subsequent D & C
· Rx for pain medication/anti-emetics as needed
· Common criteria used to assess for complete expulsion of pregnancy tissue—absence of a GS on u/s and an endometrial stripe (EMS) thickness of < 30 mm.
· However, there is no evidence that morbidity is increased in asymptomatic women with an EMS that is > 30 mm.
· The use of U/s exam for any diagnostic purpose other that documenting the absence of a GS is NOT recommended. 
· Serial beta-hCGs may be used as an adjunct, especially if u/s is not readily available.
· Medical Management
· Consider for women without infection, hemorrhage, severe anemia, or a bleeding disorder who wish to avoid surgery.
· In women with incomplete tissue passage (incomplete abortion), the addition of misoprostol does not clearly result in higher rates of complete evacuation when compared to expectant management. 
· Regimen
· Misoprostol 800 mcg vaginally with one repeat dose as needed if no response to 1st dose—repeat dose should be no earlier than 3 hours after the initial dose, but within 7 days)
· Mifepristone 200 mg orally 24 hours before misoprostol, if available. 
· Rhogam if indicated
· F/u ultrasound in 7-14 days +/- serial beta hCG if u/s not available
· Counseling on expected bleeding, cramping, & when to seek medical attention as well as Rx for pain management. 
· Surgical Management
· Suction D & C
· Needed for women who present with hemorrhage, hemodynamic instability, signs of infections, or contraindications to medical or expectant management. 
· Offers more immediate completion of the process and less follow up
· Follow up counseling after EPL
· Pelvic rest for 1-2 weeks
· No data to support delaying future pregnancy attempts



Reference: ACOG Practice Bulletin # 200 “Early Pregnancy Loss” 

*Criteria from the Society of Radiologists in Ultrasound Multispecialty Consensus Conference on Early First Trimester Diagnosis of Miscarriage and Exclusion of a Viable Intrauterine Pregnancy, October 2012.



