Recognise, and initiate management of: spontaneous miscarriage; ectopic pregnancy; trophoblastic disease; abruptio placentae; placenta praeva; unclassified antepartal haemorrhage

Miscarriage

Definition:  

· The loss of pregnancy before 24 weeks.

· There are a number of types of miscarriage:

· Threatened:  This is when there is PV bleeding (remember no pain) before 24 weeks gestation, the os is closed and a viable intrauterine pregnacy is seen on USS

· Inevitable:  This is when there has been/is imminent loss of the products of conception through an open cervix.  An inevitable miscarriage can be incomplete (products have not completely been lost) or complete (all the products of conception have been expelled from the uterus).

· Missed miscarriage:  This is when there is loss of the pregnancy with the os closed and complete retention of products of conception.

Aetiology (incidence/age/sex/geography)/Risk Factors:

· Miscarriage is the most common complication of pregnancy and affects 1 in 4 women.  
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Causes of miscarriage include:

a) Maternal factors:

· Increasing maternal age 

· Chromosomal balanced translocations

· Maternal illness e.g. poorly-controlled DM, HTN, thyroid or renal disease

· Infection e.g. TORCH (see right)

· Uterine abnormalities e.g. uterine septum, submucous fibroids.  These are more associated with second trimester (12-24 week) miscarriage

· Cervical incompetence (again more associated with second trimester miscarriage)

· Antiphospholipid antibodies (associated with second trimester miscarriage)

b) Paternal factors 

· Chromosomal translocations.

c) Fetal factors

· Chromosomal abnormalities.  This is accounts for 50-60% of early miscarriages

· Structural abnormalities e.g. neural tube defects

d) Iatrogenic e.g. CVS/amniocentesis

e) Idiopathic

Clinical Features (SSx/Hx&Ex):
· Presents with PV bleeding ± abdominal pain.
· Threatened miscarriage: PV bleeding only + closed os and a uterus size appropriate to gestational dates.

· Inevitable miscarriage;  Bilateral cramping abdominal pain + bleeding, with the cervix open and a uterine size appropriate to gestational dates.

· Missed miscarriage: PV bleeding only (minimal brown bleeding) + a closed cervical os and a uterus which is small for gestational age.  

Investigations:

The cause of miscarriage is not investigated until miscarriages are recurrent (3+ consecutive).  The main investigation in suspected miscarriage is USS to see if there is a viable IUP/retained products.  In threatened miscarriage there is a viable IUP, in inevitable miscarriage there may be retained products (if incomplete), no IUP (if complete) or if really early a FH may still be seen.  In missed miscarriage, there is an IUP but no fetal heart. 

Management:

General

· ABC as blood loss and cervical shock can occur in miscarriage.
· Psychological support.  All women who have suffered a miscarriage should be advised that:

· There is nothing that could have been done to stop the miscarriage and it is nothing that she has done wrong.

· That miscarriage is common and that many women who have a miscarriage go on to have a healthy pregnancy

· Physically there is no reason why she can not try to get pregnant again ASAP, but mentally perhaps she and her partner need to time to come to terms with what has happened.  

· The next period should occur in about one months time (or sooner/later depending on her cycle) and that if not she should seek a pregnancy test.

· She should be given the given the contact number for a local support group and told to come back if features of endometritis occur (fever, lower abdominal pain, change in bleeding (smelly or heavy).

Expectant

· Most women expel the products of conception within two weeks of bleeding starting.
· If this option is selected, then analgesia should be given for pain relief.
Medical

· Mifepristone (200mg) can be given. This softens the cervix and the women is also given misoprostol (800mg) vaginally 48 hours later and advised to remain in hospital for a few hours whilst products are passed (usually takes up to 6 hours).  
Surgical

· Indications for evacuation of retained products of conception (ERPC) include:

· Patient request

· Molar pregnancy

· Retained products

· Heavy vaginal bleeding

· ERPC can be performed under general anesthesia. The cervix is dilated and suction is used to remove the products.  They are then sent for histology.  Complications include:

· General: Hemorrhage, infection and risk of GA

· Specific: Uterine perforation and incomplete evacuation leading to further bleeding or infection (endometritis).

· Anti-D should be given to all women >12 weeks gestation who are Rhesus –ve, anyone having a ERPC who is rhesus –ve and all women who have had an ectopic pregnancy.

Complications of Miscarriage:

· Haemorrhage (immediate or several days/weeks later due to retained placental tissue)

· Infection (Gram –ve gut bacteria)

· Disseminated intravascular coagulation (DIC)

· Rhesus sensitization if anti-D not given appropriately

· Psychological e.g. depression

· Increased likelihood of subsequent spontaneous abortion

Placental abruption
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Definition:  

· This is when the placenta becomes prematurely separated from the uterine sidewall.  As the sinuses are torn blood leaks out and dissects under placenta to further separate it from the uterine wall.

· Placental abruption can be concealed (20% of cases), where the haemorrhage remains within the uterus or revealed (80%), where blood tracks between membranes and uterus to be lost through the vagina.

Aetiology (incidence/age/sex/geography)/Risk Factors:

· Incidence is about 1% of pregnancies.

· Most placental abruption have no obvious cause, but risk factors include:

· Increased maternal age

· Previous placenta abruption 

· Multiparous

· Multiple pregnancy

· Uterine abnormalities (e.g. fibroids)

· Smoking

· Abdominal trauma
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Maternal HTN

· ECV

Clinical Features (SSx/Hx&Ex):
HPC

· Abdominal pain

· PV Bleed (unreliable as 1/3rd will be a concealed haemorrhage
· Uterine contractions
· Placental abruption can present at any gestational age. 
· The amount of blood lost can vary from a few spots to several pints and unlike in placenta praevia the actual blood seen may not equal what was lost (as some/all may be retained retroplacentally- see pic right).
· Ask about symptoms of PET such as headache, dizziness, blurred vision and epigastric pain.
Examination

· BP and pulse for ?hypotension (shock)

· Check BP and urine for signs of PET.

· Tense and tender uterus on palpation.  This is due to tonic contraction of the uterus due to the extension of bleeding in to the myometrium and is known as Couvelaire’s uterus.

· Only do a speculum and vaginal examination if placenta praevia has been excluded.

Comparison of placenta praevia and abruption:

	
	Placenta Praevia
	Placental abruption

	Pain
	Painless
	Painful (constant abdo pain / contractions)

	Blood loss
	In proportion to vaginal loss
	May be greater than vaginal loss

	Uterus
	Soft, non-tender
	Tense, tender

	Fetal presentation
	May be malpresentation
	Normal presentation

	Risk factors
	Increased maternal age

Previous placenta praevia

Previous abortion

Previous LSCS
Multiparous

Multiple pregnancy

Uterine abnormalities (e.g. fibroids)

Smoking
	Increased maternal age

Previous placenta abruption 

Maternal HTN

ECV
Multiparous

Multiple pregnancy

Uterine abnormalities (e.g. fibroids)

Smoking

Abdominal trauma


Investigations/Diagnosis:

Bloods

· FBC 

· G&S/XM if heavy bleeding

· Rhesus status

· U+E’s 

· Clotting (?DIC)

Urinalysis

· Dipstick for protein

Fetal monitoring

· CTG 

Imaging

· USS not really helpful as <2% of abruptions are detected on USS (as >300ml are needed retro-placentally to been seen).  Diagnosis is therefore made mainly on clinical grounds.

Management:

· Depends on the severity of the bleed

· Don’t forget ABC and if bleed is large:

· Wide bore cannula for i/v access

· CVP line

· Urinary catheter

· Analgesia 

· Fluids

· CTG

· In severe placental abruption, the fetus may be dead already, but if not, delivery by LCSC may be needed.

· In mild episodes, with no fetal or maternal compromise, expectant management with admission to hospital, bed rest and i/v access.  

Complications:

· Maternal complications: 

· Clotting disorder

· DIC

· Maternal death (from haemorrhage, cardiac failure, renal failure).  This occurs in 0.5-5% of cases.

· Increased risk of PPH 

· Increased risk of recurrent placental abruption in future pregnancies (10% after one abruption, 25% after two abruptions)

· Neonatal complications:

· Foetal distress

· Foetal death

· Increased risk of congenital abnormalities

· IUGR

Placenta praevia


Definition:  

· Placenta covering the ostium after 20 weeks - When part or the entire placenta is in the lower uterine segment.

· The 20 week landmark is important as an apparently serious condition may become less severe with uterine enlargement later in pregnancy.

· Placenta praevia can be classified on USS as (European classification):

· Grade I = The lower edge of the placenta is in the lower uterine segment and is near to (within 2cm), but not covering the internal os.

· Grade II = The lower edge of the placenta reaches the internal os, but does not cross it

· Grade III = Placenta partially covers the internal os

· Grade IV = Placenta completely covers the internal os.  

· Grade I and II are also known as minor placenta praevia and grades III and IV as major placenta praevia.  

Aetiology (incidence/age/sex/geography)/Risk Factors:

· Incidence is about 0.5-1% of pregnancies.

· Risk factors include:

· Increased maternal age

· Previous placenta praevia

· Previous abortion

· Previous LSCS

· Multiparous

· Multiple pregnancy

· Uterine abnormalities (e.g. fibroids)

· Smoking

Clinical Features (SSx/Hx&Ex):
HPC

· Most cases present >30weeks gestation with recurrent episode of painless bright red vaginal bleeding (bleeding is maternal)

· The amount of blood lost varies from a few spots to several pints

Examination

· Relaxed non-tender uterus on palpation.

· There may be fetal malpresentation or non-engagement of the presenting part due to the low-lying placenta.

· DO NOT do a speculum of vaginal examination as this may provoke massive haemorhage.

Investigations/Diagnosis:

Bloods

· FBC 

· G&S/XM if heavy bleeding

· Rhesus status

· U+E’s 

· LFT’s

Fetal monitoring

· CTG 

Imaging

· Most low lying placentas are picked up at the 20 week anomaly scan.  A further scan is then done in the third trimester to diagnose placenta praevia, as many low lying placentas will move away from the cervical os as the lower segment enlarges.  Only 5% of low lying placentas seen in the second trimester remains at term.  

· With any episodes of APH, repeated transvaginal USS can be performed to assess the position of the placenta.

Management:

· Depends on the severity of the bleed

· Don’t forget ABC and if bleed is large:

· Wide bore cannula for i/v access

· CVP line

· Urinary catheter

· Fluids

· CTG

· Immediate delivery by LSCS may be needed if maternal or fetal compromise.

· However, most episodes are not life threatening and in the absence of fetal distress or maternal compromise, expectant management can be undertaken.

· This involves admission to hospital, bed rest, CTG monitoring and if Rhesus –ve, anti-D should be given. 

· LSCS is usually undertaken at 37+weeks, but vaginal delivery is not absolutely contraindicated if minor placenta praevia and the fetal head passes below the leading edge of the placenta.

Complications:

· Maternal complications: 

· Increased risk of PPH (as the lower segment can not retract as well after delivery of the placenta).

· Placenta accreta (abnormal adherence of the placenta to the uterine wall), which further increases the risk of PPH.

· Risk of recurrence in future pregnancies (4-8%) 

· Neonatal complications:

· Preterm birth

· Malpresentation

Ectopic pregnancy

Definition:  

· Any pregnancy that implants outside the uterine cavity.

· Common sites include:

· Ovary

· Fallopian tubes (accounts for 95%): Fimbrial, ampullary (most common), isthmic and corneal.

· Cervix

· Broad ligament

· Abdomen

Aetiology (incidence/age/sex/geography)/Risk Factors:

· Incidence is about 20/1000 conceptions (i.e. 2%) and is rising due to the increasing incidence of PID and the increasing use of IVF.

· Risk factors include:

· Factors which make implantation more likely to occur in the wrong place:

· POP

· IUCD (N.B. absolute risk is ( by IUCD due to contraceptive effect but if pregnanct does occur then an ectopic is more likely)

· IVF

· Factors which damage the fallopian tubes and ciliary lining

· Tubal surgery (sterilization, previous ectopic)

· Previous pelvic surgery/peritonitis (adhesions)

· PID

· Endometriosis

Clinical Features (SSx/Hx&Ex):
HPC

· Most cases present in a subacute fashion with PV bleeding and unilateral abdominal pain (typically in the iliac fossa) +/- dyspareunia, diarrhea and shoulder-tip pain.

· 25% present with acute abdomen/collapse

· Suspect in any abdo pain in a female of reproductive age

Examination

· The most common finding on examination is tenderness on abdominal examination +/- adnexal mass and cervical excitation.
Investigations:

Bloods

· FBC 

· G&S

· Serial (-HCG (in ectopic pregnancy, there is not the expected doubling every 48 hours)

Imaging

· If no evidence of IUP think ectopic (but be aware if this is very early pregnancy, you will also have an ‘empty uterus’, which is why checking the LMP is important.  Remember, the diagnosis of ectopic is a combination of clinical features, hCG and USS and is often presumptive as USS is NOT a good way of detecting ectopics.

· Rarely laparoscopy may be needed to diagnose an ectopic pregnancy

Management:
· Don’t forget ABC as in a minor number of cases, they can present acutely and shocked

· Also don’t forget psychological support

Medical

· In selected cases, IM MTX (50mg/m2) can be used to treat ectopic pregnancy.  Criteria to receive MTX include:

· Haemodynamically stable

· No signs of active bleeding or haemoperitoneum

· Mass is <3.5/4cm in diameter

· No fetal heart is detected

· (-HCG <1500IU/L (varies between centres)

· Patient can return for follow up care

· Follow up includes serial (-HCG to ensure treatment is successful

· Main side-effects are nausea and vomiting, 

· Complications of MTX include failure to treat ectopic leading to rupture or haemorrhage.

Surgical treatment

· There are a number of surgical techniques, which can be done at laparoscopy or laparotomy.  These include:

· Complete or  partial salpingectomy

· Salpingotomy/salipingostomy (remove the ectopic, but leave the tube and let it heal)

· Complications include:

· General: Infection, haemorhage, PE/DVT and risk of anaesthesia

· Specific (e.g. for laparoscopy): Perforation of bladder/bowel

Prognosis:

· Recurrent ectopic pregnancies are a risk and tend to be higher after conservative surgery (12%) than medical management.

· Fertility will be decreased by having a salpingectomy.

APH (ante-partum haemorrhage)

Presenting Complaint:  Bleeding in the second or third trimester. There is no requirement for a minimum amount of haemorrhage – any blood is suffiocient.

Definition: APH is vaginal bleeding after 24 weeks gestation up until labour.  It has an incidence of 3%.

Differential diagnosis:

· Placental problems (50%):

· Placenta praevia

· Placental abruption

· Vasa praevia (This is a rare cause of APH where the fetal blood vessels run in the membranes below the presenting part of the fetus, so that when there is ROM, the vessels rupture and fetal blood is lost vaginally).

· Lower genital tract:

· Cervical ectropion

· Cervical polyp

· Cervical cancer

· Cervicitis

· Vaginitis

· Vulval varicosities

· Show to mark the onset of labour
· Unknown (50%)

Management in an unknown cause:

· Consider quantity of blood loss (may not be representative of real loss in abruption)

· Consider mothers general health

· Consider babies health

· Conservative management / admission as seems appropriate

Features of the History:

HPC

· Onset: When did it start?  Did anything precipitate it (e.g. sex in cervical lesions, RTA in placental abruption)

· Character:  How much blood?  What colour was it?  Was there any mucus with it (think of a show)?   

· Associated symptoms:  the key symptom is pain as PV bleeding + Abdominal pain in second / third think placental abruption.  Ask about fetal movements and symptoms of hypovoaemia (faintness on standing, poor urine output, palpitation, dizziness).

Past gynaecological History

· Cervical smears

Key Features on Examination:

General

· Well vs ill

· Pallor

· Signs of shock

Abdominal examination

· Tense and tenderness (think abruption)

· Contractions

· Palpation of fetal lie, presentation and engagement.

· Auscultation of fetal heart

Gynaecological examination

· External examination: Any vaginal bleeding?

· Speculum and vaginal examination: Only perform once placenta praevia is excluded otherwise this can provoke further hemorrhage

Investigations:

Bloods

· FBC

· G&S/XM.

· Rhesus status

· U+E’s

· LFT’s

Imaging

· Transvaginal USS to check for placental position/assess any placenta praevia

Fetal monitoring

CTG (also will detect any contractions)

Recognise pre-eclampsia

Clinical Features (SSx/Hx&Ex):
HPC

· Can be asymptomatic

· If symptomatic, symptoms include:

· Headache

· Visual disturbance (flashing lights)

· RUQ/epigastric pain (due to liver capsule swelling)

· Facial swelling

· Rarely the first presentation is with fitting

Examination

General:

· High BP

· Facial oedema ± hand oedema

· Confusion (severe PET)

· Hyperreflexia and clonus 

· Papilloedema

Abdominal examination

· SFD uterine size/fundal symphysis height.

Investigations/Diagnosis

BP: >160/110mmHg on 2 occasions, 4 hours apart
Bloods

· FBC - low platelets
· U+E’s - raised creatinine
· LFT’s - raised ALT/AST, deranged clotting factors

· Clotting screen

Urinalysis

· Dipstick for protein 

· 24hour urine for protein - raised >300mg/24hours

Imaging
· USS to check for fetal growth  (PET causes IUGR). 

Initiate investigation of gestational hypertension

Bloods

· FBC

· U+E’s

· LFT’s

· Clotting screen

These would be largely normal in essential/pregnancy-related HTN, but not in pre-eclampsia (low platelets, raised urea and creatinine, raised ALT,AST and bilirubin)

Urinalysis

· Dipstick for protein (also for WBC, nitrites and blood) +/- MSU

· Proteinuria + HTN = PET 

Imaging

· USS to check for fetal growth (PET causes IUGR).

Other

· Consider looking for other causes of HTN e.g. renal artery stenosid, Cushing’s syndrome, phaeochromocytoma.

Explain the consequences of pre-eclampsia

Complications/Natural History:

· Maternal:

· Maternal death

· CNS: Eclampsia and CVA

· Lungs: Pulmonary oedema and ARDS

· Liver: Liver rupture/failure

· Renal: Oligouria (<500ml/24hrs) and renal failure

· HELLP (Haemolysis, Elevated liver enzymes, low platelets). This is a syndrome which can occur in severe PET.

· DIC

· Feto-placental

· Fetal death

· IUGR

· Oligohydramnios

· Premature delivery

· Placental abruption

· The complications of pre-eclampsia usually resolve after delivery.  

· There is no risk of chronic HTN, but there is an increased risk of PET in subsequent pregnancies and also increased risk of obstetric complications (like placental abruption, IUGR) in subsequent pregnancy.

Eclampsia:

· This is defined as 1 or more generalized seizures or coma in the setting of pre-eclampsia and in the absence of any other neurological condition.  

· The seizures are tonic-clonic in nature and are self-limiting

· Management involves:

· Place the woman in the recovery position

· Secure the airway

· Treat the fit with magnesium sulphate
· Continue magnesium suphate as prophylaxis against further fits and use iv hydralazine to reduce BP.

· CTG to assess baby.

· Once mum and baby stable, deliver.

Outline to a patient the management of pre-eclampsia and gestational hypertension

Management:

· Delivery is the only cure, so a balance between maternal and fetal risks must be obtained.  
· Until delivery is an option, management consists of:

· Treating the HTN (to prevent CVA and to protect fetal health). This is done using methyldopa, with CCB’s and labetalol used as common second line agents.  Hydalazine is used IV to control severe bp.  ACEI are contraindicated in pregnancy and diuretics are not used.

· Monitor maternal well-being.  This involves hospital admission, monitoring symptoms, BP/24 hour urine and regular bloods (FBC, LFT’s U+E’s, clotting).

· Monitor fetal wellbeing.  This involves serial USS for growth, Doppler USS to assess placental flow and CTG monitoring. Steroids may be required if preterm labour.  

· Consider dexamethasone if fetal delivery is probable in the near future

· Consider bed rest to maximize the time to delivery – remember heparin + TEDS for mum.

· If fitting: Magnesium sulphate is the anticonvulsant of choice (as opposed to diazepam) for eclamptic fits.

Definition:
This is a multisystem disorder involving the epithelium that is specific to pregnancy and the pueriperium and is characterized by the clinical triad of HTN, oedema and proteinuria (secondary to renal dysfunction).

Aetiology (incidence/age/sex/geography)/Risk Factors:

· Affects 2% of all pregnancies

· Is a significant cause of maternal morbidity and mortality 

· Significant cause of neonatal morbidity and mortality, largely because it leads to preterm labour and also causes IUGR. 

· Risk factors include:

· Increased maternal age

· African-America/African race

· Multiple pregnancy

· Previous PET

· FH of PET

· Primiparous

· Obesity

· Essential HTN

· Chronic renal disease

· DM

· Collagen vascular disease

Pathogenesis:
· Not fully understood yet.

· What is known is that problem is fundamentally poor placental perfusion.  It is thought this poor placental perfusion may either be due to a problem with trophoblast implantation and/or due to maternal microvascular disease, but whatever the cause, the blueprint for pre-eclampsia is set early in pregnancy.

· The lack of placental perfusion leads to the release of vasoconstrictors such as thromboxane, a relative lack of vasodilators such as prostacyclin and women with PET sem to be more sensitive to vasoconstrictors in general.

· This creates a high pressure system and in the placenta this damages the endothelium to cause microthrombi of trophoblastic tissue, which in turn leads to increased coagulation and also precipitate end-organ damage.

· This end organ damage includes:

· CVS: High TPR leads eventually to LVF, which in turn causes pulmonary oedema and ARDS.

· Kidneys: There is swelling of glomerular endothelial cells which blocks the capillaries and leads to leakiness of the kidneys which manifests as proteinuria and reduced renal function

· Liver:  Fibrin deposits accumulate in the liver and this causes hepatocellular damage, which can result in DIC.  The liver becomes distended and sub-capsular hemorrhage can also occur. 

· Increased cerebral vascular resistance leads to visual disturbance, headache, eclampsia and increased risk of CVA. 

· Placenta: High resistance and poor perfusion leads to oligohydramnios and IUGR.

T oxoplasmosis


O ther, which refers to syphilis and HIV infection principally, but may also refer to gonorrhoea and varicella


R ubella


C ytomegalovirus


H erpes / hepatitis





PV Bleed in the first trimester:


Ectopic (shock, abdo pain, bleed)


Miscarriage 


Molar preg. (nausea, PET, bleed)











