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Be able to evaluate causes of 1
st

trimester bleeding

Define and manage Pregnancy of Unknown Location

Be familiar with Ultrasound diagnosis of Early 

Pregnancy Loss

Offer options for Early Pregnancy Loss management

Be able to diagnose ectopic pregnancy

Familiarize yourself with your resources!

AFP 1
st

trimester bleeding

 RHAP website



Approximately 25% of pregnant people will 

experience 1
st

trimester bleeding



 Is it vaginal? 

 Hemorrhoids, UTI, etc

 Structural 

 Cervical polyp

 Vaginal trauma

 Infections

 Candidiasis, STDs

 Subchorionic hemorrhage

 Normal pregnancy

 Ectopic Pregnancy

 Completed AB

 Threatened AB

 Missed AB

 Incomplete Abortion

 Anembryonic Pregnancy

 Pregnancy of Unknown Location 

(PUL)







TigerText from OB Triage:

“You have a patient in triage, 26 

yo G2P0 at ~10 wks with vaginal 

bleeding”

What do you want to know?



LMP – puts her at 10w2d but is unsure, has had 

irregular periods

 Is desired

Bright red blood x 2 days, enough to fill 1 pad over a 

few hours today

No pelvic pain

BP 110/80, HR 90, Temp 36.5

Scant blood at os on speculum exam

What next? 





Do not need to wait for Beta HCG

Often only diagnostic approach needed

What if MCH Attending not credentialed?

- MCH Back up/Fellow if available

- DI US

- OB team can supervise you



What’s your 

diagnosis? 

https://youtu.be/vj7in1XkEKw




What’s your 

diagnosis?





Beta HCG in triage 11,432

2 days later Beta HCG 16,334

Patient seen in FP US Clinic 13 days later

Has had ongoing spotting, no cramping

What now? 



No embryo

YS 10.3mm 

in diameter









This is not your fault/nothing you did to cause this

Miscarriage is the way our bodies naturally deal with 

pregnancies that won’t progress normally (ie: 

chromosomal abnormalities)

Validate ANY feelings (loss, grief, guilt, relief, joy)

No timeline for recovery – give permission to grieve

No need to delay trying to get pregnant again

Work up for early pregnancy loss usually not 

indicated until >3 losses



Medication

Mifepristone* 
+ 

Misoprostol

Procedure

Manual vacuum 
aspiration (MVA)

Watchful Waiting

Expectant

* Mifepristone is not always available.  With mifepristone, the success rate is 84% overall.  
With only misoprostol, the success rate is 67% overall.  



Group N
Complete 

Day 7

Complete  

Day 14

Success 

Day 49

Incomplete 221 117 (53%) 185 (84%) 201 (91%)

Fetal demise 138 41  (30%) 81  (59%) 105 (76%)

Anembryonic 92 23  (25%) 48  (52%) 61 (66%)

TOTAL 451 181 (40%) 314 (70%) 367 (81%)

Luise C, et al. BMJ 2002; 324(7342):873-5.



 Mifepristone 200mg oral and 

Misoprostol 800mg buccal 24hrs 

later

 UNM SOP for Early Pregnancy Loss

 84% effective vs 67% without 

Mifepristone

 9% vs 23% getting aspiration procedure 

without Mifepristone







OB Triage pages the next day…

30 yo G3P1011 at 8 wks by LMP, 

spotting and pelvic pain

You confirm she’s stable and catch a 

baby before going over to triage

The RN’s have been able to draw labs 

and results are back



Rh +

Beta HCG 1800

Hct 30

Next steps?



What is your 

diagnosis?

Could this be a 

viable pregnancy?



Gestational 

sac alone 

DOES NOT 

rule out 

Ectopic 

pregnancy!

!



Free fluid 

= not 

good



Beta HCG 1800

What is your diagnosis?





+Beta HCG and no intrauterine pregnancy seen on 

Ultrasound

Consider DI US to help r/o ectopic

 Management depends on desired or undesired 

pregnancy

UNM SOP for PUL



 If undesired

 MVA to r/o ectopic/confirm intrauterine is an option

 An HCG should drop 50% in 24-48hrs

 Tissue is sent to pathology



Desired pregnancy

Beta HCG 1800

DI US shows no obvious ectopic

Add her the Beta Book

Message the MCH Fellow

48hrs later her beta HCG is …

2000





 Will often take more than 1 US to diagnosis ectopic

 Ectopics have been identified with βhCG at levels < 100 and > 50,000

 A single βhCG cannot confirm diagnosis

 No single pattern to diagnose women with EP – may have a normal rise. 

Kirk Human Reproduction Update 2014;20:250-261

Lozeau AFP 205;72:1707-1714



 Methotrexate

 Surgery 

 Expectant management

Consult MCH Fellow (or OB if 

patient unstable)



Call from clinic patient

Heavy vaginal bleeding (2 pads per hour) x 2 hours

Positive pregnancy test last week, 7wk 3 days by sure 

LMP

G1P0 

Smoker, history of pelvic inflammatory disease

What do you advise? 



Blood pressure 90/50, HR 120

Beta HCG 4000

HCT 28

Sterile speculum exam with POC 

at os

Diagnosis?

Management?



48hrs later beta HCG 1500

Bleeding is lighter than a period



 Determining cause of 1
st

trimester bleeding almost always 

requires serial Beta HCG and Ultrasounds

 Hemodynamically stable women with PUL can be managed 

conservatively

 Early pregnancy loss can be managed expectantly, with 

medication or with a procedure

 You need at minimum a yolk sac to diagnosis an intrauterine 

pregnancy, cannot rule out ectopic with only a gestational sac


