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 is encountered commonly in clinical practice.

 Obstetricians and gynecologists should offer 
the full range of therapeutic options to 
patients, 

 including expectant, medical, and surgical 
management
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Guidelines for Transvaginal Ultrasonographic Diagnosis of 
Pregnancy Failure in a Woman with an Intrauterine Pregnancy 

of Uncertain Viability.



 Accepted treatment options include :

 expectant management, 

 medical treatment, or

 surgical evacuation. 

 Although these options differ significantly in 
process, 

 all have been shown to be reasonably effective 
and accepted by patients. 



 In women 

 without medical complications 

 Or  symptoms requiring urgent surgical 
evacuation, 

 treatment plans can safely accommodate 
patient preferences.



 There is no evidence that any 
approach results in different long-
term outcomes. 

 Patients should be counseled 
about the risks and benefits of 
each option.



 Because of a lack of safety studies of 
expectant management in the second 
trimester and concerns about 
hemorrhage:

 expectant management generally 
should be limited to gestations within 
the first trimester. 



 With adequate time (up to 8 weeks), 

 is successful in achieving complete 
expulsion in approximately 80% of women. 

 may be more effective in symptomatic 
women (tissue passage or ultrasound 
findings consistent with incomplete 
expulsion) than in asymptomatic women. 



 studies that included women with 
incomplete early pregnancy loss

 tend to report higher success rates 
than those that included only women 
with missed or anembryonic
pregnancy loss.



 may experience moderate -to -heavy bleeding 
and cramping.

 Educational materials instructing the patient 
on when and who to call for excessive bleeding

 prescriptions for pain medications should be 
provided. 

 to counsel patients that surgery may be needed 
if complete expulsion is not achieved. 



 ultrasound criteria; 

 patients- reported symptoms,

 or both

 to confirm complete passage of 
gestational tissue. 



 there is no consensus in the literature, 

 commonly used criterion for complete 
expulsion of pregnancy tissue is:

 the absence of a gestational sac

 and an endometrial thickness of less 
than 30 mm. 



 there is no evidence that morbidity is 
increased in asymptomatic women with a 
thicker endometrial measurement .

 Surgical intervention is not required in 
asymptomatic women with a thickened 
endometrial strip after treatment for early 
pregnancy loss. 



 use of ultrasound examination for any diagnostic 
purpose other than documenting the absence of 
the gestational sac is not recommended. 

 Other follow-up approaches , such as 

 standardized follow-up phone calls, 

 urine pregnancy tests, or 

 serial serum β-Hcg, 

 may be useful, specially for women with limited 
access to follow-up ultrasound examination.



 For patients who are interested in

 shortening the time to complete expulsion

 to avoid surgical evacuation, 

 treatment with misoprostol, a PG E1 analogue, is 
useful. 

 As long as the woman is a candidate for expectant or 
medical management (eg, without infection, 
hemorrhage, severe anemia, or bleeding disorders), 
there are few contraindications to misoprostol
besides allergy to the medication. 



 Misoprostol has been studied 
extensively in early pregnancy loss and 

it reliably :

 reduces the need for uterine curettage 
by up to 60% and 

 shortens the time to completion 
compared with placebo. 



 comparing vaginal 400 µg of misoprostol with 
800 µg of misoprostol :

 higher dose may:

 shorten the interval to completion 

 and reduced the need for a second dose,

 success rates were comparable (83.2% VS 87.8%), 

 fewer adverse effects among women who 
received the lower dose.



 most studies suggest :

 larger dose is more effective than a smaller 
dose, 

 vaginal or sublingual misoprostol is more 
effective than oral, 

 sublingual route is associated with more
cases of diarrhea. 



 The largest RCT conducted in the 
United States :

 complete expulsion by day 3 in 71% 
of women with 1ST trimester 
pregnancy loss after one dose of 800 
µg of vaginal misoprostol.



 The success rate was increased to 84% after a 
second dose of 800 µg of vaginal misoprostol. 

 in patients for whom medical management of 
early pregnancy loss is indicated, 

 initial treatment using 800 µg of vaginal 
misoprostol generally is recommended, 

 with a repeat dose as needed 



The recommended initial dose of misoprostol is

800 µg vaginally. 

 One repeat dose as needed, no earlier than 3 hours 
after the first dose and typically within 7 days if 
there is no response to the first dose.

 pain medications should be provided.

 un-sensitized Rh(D) negative :

 should receive Rh(D)-immune globulin within 72
hours of the first misoprostol administration.



 document the complete passage of tissue:

 ultrasound, within 7–14 days.

 Serial β-Hcg may be used where 
ultrasonography is unavailable. 

 Patient-reported symptoms 

 also should be considered when determining 
whether complete expulsion has occurred.



 If misoprostol fails:

 the patient may opt for:

 expectant management, for a time determined 
by the woman and her obstetrician, 

 or suction curettage.



 addition of mifepristone (a progesterone 
receptor antagonist) to misoprostol: 

 insufficient evidence to conclude that this 
regimen is superior to misoprostol alone. 

 the benefit of adding mifepristone is unclear

 and that its addition brings increased cost, 

 routine use of mifepristone in the treatment of 
early pregnancy loss is not recommended.



 among women with incomplete pregnancy loss :

 addition of misoprostol does not result in higher 
rates of complete evacuation over expectant 
management.

 at this time, there is insufficient evidence to 
support or refute the use of misoprostol among 
women with incomplete pregnancy loss.



 should be counseled :

 provided information on when to call regarding 
bleeding, and

 given prescriptions for pain medications. 

 should emphasize that the woman is likely to 
have bleeding that is heavier than menses (and 
potentially accompanied by severe cramping). 



 The woman should understand how much 
bleeding is considered too much. 

 An easy reference :

 soaking of two maxi pads per hour for 2 
consecutive hours. 

 to call her obstetrician if she experiences this 
level of bleeding. 



 to counsel patients that surgery may be needed if 
medical management does not achieve complete 
expulsion.

 confirmation of complete expulsion by: 
ultrasound, 

 serial serum β-hCG where ultrasonography is 
unavailable. 

 Patient- reported symptoms also should be 
considered.



 has long been the traditional approach.

 Women with:

 hemorrhage, 

 hemodynamic instability, 

 or signs of infection 

 should be treated urgently with surgical
uterine evacuation. 



 Surgical evacuation is preferable in other 
situations, including :

 the presence of medical co-morbidities such as 
severe anemia, bleeding disorders, or 
cardiovascular disease. 

 Many women prefer surgical evacuation to 
expectant or medical treatment because it 
provides more immediate completion of the 
process with less follow-up.



 In the past, uterine evacuation often was 
performed with sharp curettage alone. 

 studies show that the use of suction curettage is 
superior to the use of sharp curettage alone. 

 the routine use of sharp curettage along with 
suction curettage in the first trimester does not 
provide any additional benefit as long as the 
obstetrician  is confident that the uterus is empty.



 Suction curettage can be performed in an office 
setting with an electric vacuum source or manual 
vacuum aspirator, under local anesthesia with or 
without the addition of sedation. 

 Surgical management in the office setting offers 
significant cost savings .

 Patients often choose management in the office 
setting for its convenience and scheduling 
availability.



 expectant, medical, and surgical management :

 all result in:

 complete evacuation of pregnancy tissue in 
most patients,

 and serious complications are rare. 



 As a primary approach, surgical evacuation results in 
faster and more predictable complete evacuation   
(success  rate is 99%) . 

 success rates after medical management of 
anembryonic gestations (81%) was lower than with 
embryonic or fetal death (88%) or incomplete or 
inevitable early pregnancy loss (93%). 

 only active bleeding and nulliparity were strong 
predictors of success. 

 Therefore, medical management is a reasonable
option for any pregnancy failure type.



 serious complications are:

 rare and 

 comparable across treatment types. 

 Clinically important intrauterine adhesion formation
is a rare after surgical evacuation. 

 Hemorrhage and infection can occur with all of the 
treatment approaches. 



 Misoprostol : 

 more likely to have a decrease in Hb levels 
greater than or equal to 3 g/dL than vacuum 
aspiration. 

 rates of hemorrhage-related hospitalization 
with or without transfusion are similar 
between treatment approaches (0.5–1%). 



 Pelvic infection can occur after any type of early 
pregnancy loss treatment. 

 infection rates appeared lower among those 
undergoing expectant management than among 
those undergoing surgical evacuation

 the overall rates of infection is low (1–2%). 

 Because neither approach is clearly superior:

 patient preference should guide choice of 
intervention.



 The risk of infection after suction curettage for 
missed early pregnancy loss should be similar to 
that after suction curettage for induced abortion. 

 antibiotic prophylaxis should be considered for 
patients with early pregnancy loss. 

 The use of a single preoperative dose of 
doxycycline is recommended to prevent infection 
after surgical management



 a single 200-mg dose of doxycycline 1 hour before 
surgical management to prevent postoperative 
infection. 

 The use of antibiotics based only on the diagnosis of 
incomplete early pregnancy loss has not been found 
to reduce infectious complications as long as unsafe 
induced abortion is not suspected. 

 The benefit of antibiotic prophylaxis for the medical 
management of early pregnancy loss is unknown.



 surgical management in an operating room is 
more costly than expectant or medical 
management.

 surgical management in an office setting can be 
more effective and less costly than medical 
management when performed without general 
anesthesia and in circumstances in which 
numerous office visits are likely or there is a low 
chance of success with medical management or 
expectant management. 



 the cost-effectiveness of medical and 
expectant management are 
inconsistent.

 medical management with 
misoprostol was the most cost-
effective intervention. 



 There are no quality data to support 
delaying conception after early pregnancy 
loss to prevent subsequent early 
pregnancy loss or other pregnancy 
complications.

 no benefit to delayed conception after 
early pregnancy loss. 



 Abstaining from vaginal intercourse 
for 1–2 weeks after complete passage 
of pregnancy tissue generally is 
recommended:

 to reduce the risk of infection,

 but this is not an evidence- based 
recommendation.



 initiate hormonal contraception use immediately 
after completion of early pregnancy loss. 

 no contraindications to the placement of an  IUD 
immediately after surgical treatment of early 
pregnancy loss as long as septic abortion is not 
suspected. 

 The expulsion rate with immediate IUD insertion 
after suction curettage in the first trimester is not 
different than placement 2–6 weeks post- operatively 



 unsensitized Rh(D) negative :

 50 µg of Rh(D)-immune globulin immediately
after surgical management or within 72 hours of 
the diagnosis of early pregnancy loss with 
planned medical management or expectant 
management in the 1ST trimester. 

 to use 300- µg dose if the 50- µg dose is 
unavailable.



 No workup generally is 
recommended

 until after the second consecutive 
clinical early pregnancy loss. 



 Maternal or fetal chromosomal 
analyses or testing for inherited  
thrombophilias

 are not recommended routinely after 
one early pregnancy loss. 



 Although thrombophilias commonly are 
thought of as causes of early pregnancy loss, 

 only antiphospholipid syndrome 
consistently has been shown associated with 
early pregnancy loss. 

 the use of anticoagulants, aspirin, or both 
 has not been shown to reduce the risk of 

early pregnancy loss in women with 
thrombophilias except in women with 
antiphospholipid syndrome.



 There are no effective interventions to prevent early 
pregnancy loss. 

 Therapies that have historically been recommended, 
such as

 pelvic rest, 
 vitamins, 
 uterine relaxants, and 
 administration of β-hCG,

 have not been proved to prevent early pregnancy 
loss. 

 Likewise, bed rest should not be recommended for 
the prevention of early pregnancy loss. 



 no effect of prophylactic progesterone 
administration (oral, IM, or vaginal) in the 
prevention of early pregnancy loss. 

 For threatened early pregnancy loss, the use of 
progestins is controversial, and conclusive 
evidence supporting their use is lacking. 

 Women who have experienced at least three prior
pregnancy losses, however, may benefit from 
progesterone therapy in the first trimester.



 based on good and consistent scientific evidence 
(Level A):

 In patients for whom medical management of early 
pregnancy loss is indicated, 

 initial treatment using 800 µG of vaginal misoprostol
generally is recommended, with a repeat dose as 
needed.

 The use of anticoagulants, aspirin, or both has not 
been shown to reduce the risk of early pregnancy 
loss in women with thrombophilias except in 
women with antiphospholipid syndrome.



 based on limited or inconsistent scientific 
evidence (Level B):

 Ultrasonography, is the preferred modality to 
verify the presence of a viable intrauterine 
gestation.

 Surgical intervention is not required in 
asymptomatic women with a thickened 
endometrial stripe after treatment for early 
pregnancy loss.



 based on limited or inconsistent scientific evidence 
(Level B):

 routine use of sharp curettage along with suction 
curettage in the 1st trimester does not provide any 
additional benefit as long as the obstetrician is 
confident that the uterus is empty.



 unsensitized Rh(D) negative :

 50 µg of Rh(D)-immune globulin 

 immediately after surgical management of early 
pregnancy loss or 

 within 72 hours of the diagnosis of early 
pregnancy loss with planned medical 
management or expectant management in the 
first trimester. 

 use 300- µg dose if the 50- µg dose is unavailable.



 based primarily on consensus and expert opinion 
(Level C):

 Accepted treatment options for early pregnancy loss 
include expectant management, medical treatment, 
or surgical evacuation. 

 In women without medical complications or 
symptoms requiring urgent surgical evacuation, 
treatment plans can safely accommodate patient 
treatment preferences.

 The use of a single preoperative dose of doxycy-
cline is recommended to prevent infection after 
surgical management of early pregnancy loss.




