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> First trimester bleeding, most common 

causes-

> Miscarriage

> Gestational trophoblastic disease

> Ectopic pregnancy



Early pregnancy bleeding/ loss

> These cases could include threatened, 

missed and incomplete miscarriages.

> Common presentations in EPU and ED.

> Incidence- Post-implantation biochemical 

pregnancy loss up-to 30%

> Clinically recognized pregnancy loss 

10%-20%.

> Recurrent pregnancy loss 1%-2%.



> Ultrasound diagnosis

> should only be considered if the mean 

gestation sac diameter is ≥25 mm (with 

no obvious yolk sac), or

> if fetal pole with crown–rump length is ≥7 

mm (the latter without evidence of fetal 

heart activity). 

> These measurements should be taken 

transvaginally in all cases; where there is 

doubt, or at the request of the woman, a 

repeat scan should be performed at an 

interval of at least 1 week to confirm the 

fetal loss.



Causes

> chromosomal abnormalities – this is 

the single largest cause of sporadic 

miscarriage, accounting for 50% of all 

cases

> fetal malformations – other than those 

caused by a chromosomal anomaly

> placental abnormalities

> infection – several organisms have been 

associated with miscarriage 

(e.g. Listeria, Toxoplasmosis, herpes 

varicella zoster and malaria [Plasmodium 

falciparum])



> maternal factors:

> multiple pregnancy, advanced maternal 

age (extremes of age)

> stress (including the number of stressful 

or traumatic events)

> previous termination

> previous miscarriage

> Infertility, assisted conception

> regular or high alcohol consumption

> chronic illnesses, thyroid disorders, 

uncontrolled diabetes

> trauma

> radiotherapy and chemotherapy

> uterine malformations/fibroids



Management

> Expectant

> Medical

> Surgical



Anti D prophylaxis

> Confirmed miscarriage

> Anti-D immunoglobulin should be given to 

all non-sensitised Rh-negative women 

who miscarry after 12 weeks of gestation, 

whether the miscarriage is complete or 

incomplete, and to those who miscarry 

below 12 weeks of gestation when the 

uterus is evacuated. (either surgically or 

medically). The dose should be 250 IU. 

625 IU for multiple pregnancy.



> Threatened miscarriage

> Anti-D should be given to all 

nonsensitised Rh-negative women with 

threatened miscarriage after 12 weeks of 

gestation. Routine administration of anti-

D is not required below 12 weeks of 

gestation when the fetus is viable, unless 

the bleeding is heavy or recurrent.



> Ectopic pregnancy

> All Rh negative women with ectopic 

pregnancies, whether managed surgically 

or medically, should be given anti-D. The 

recommended dose before 20 weeks of 

pregnancy is 250 IU



> Ectopic pregnancy





> Tubal pregnancy

> Approximately 98% of ectopic 

pregnancies.

> The implantation may be within the 

fimbrial end (5%), ampullary section 

(80%), isthmus (12%), or interstitial part 

of the tube.

> Interstitial pregnancy

> Approximately 1–2% of ectopic 

pregnancies implant in the interstitial part 

of the tube – that part of the tube which 

traverses the myometrium. 















> Cornual pregnancy

> This is a rare situation where implantation 

has occurred in a rudimentary horn of a 

bicornuate uterus. The term is NOT 

synonymous with interstitial pregnancy.

> Ovarian ectopic pregnancy

> Implantation within the ovary is again very 

rare. An intrauterine contraceptive device 

and fertility treatments are associated risk 

factors. Laparoscopy with ovarian 

sparing, or medical management are the 

treatments of choice.



> Heterotopic pregnancy

> This is the development of an intrauterine 

pregnancy and an ectopic pregnancy 

simultaneously. Fertility treatments are 

almost universally associated with 

heterotopic pregnancies.

> Scar pregnancy

> is a form of ectopic pregnancy that is 

implanted within fibrous tissue 

surrounding the previous caesarean scar. 

It’s a life-threatening condition because of 

the occurrence of abnormally adherent 

placenta with subsequent heavy bleeding 

and the high risk of uterine rupture with 

related morbidity and mortality.



> Cervical ectopic pregnancy

> Here the pregnancy is implanted within 

the cervical canal. Cervical pregnancies 

are rare, accounting for less than 1% of 

all ectopic gestations.

> The following ultrasound criteria may be 

used for the diagnosis of cervical ectopic 

pregnancy:

> an empty uterus

> a barrel-shaped cervix

> a gestational sac present below the level 

of the internal cervical os

> the absence of the ‘sliding sign’

> and blood flow around the gestational sac 

using colour Doppler.



> Incidence

> 11/1000

> Prevalence 6-16% amongst women 

attending ED for 1st trimester pregnancy 

complications such as pain, bleeding.



Assessment & Diagnosis

> Risk factors- tubal damage due to PID or 

previous surgery, IVF, smoking.

> Initial assessment to evaluate 

haemodynamic status.

> Transvaginal ultrasound is the diagnostic 

tool of choice



TV Ultrasound

> TV scan can identify most intrauterine 

pregnancies at serum βhcg level of 1000 

IU/L.

> High sensitivity & specificity.

> Adnexal mass separate to ovary, 

complex/ homogeneous- 50-60% of 

cases, most common feature.

> Free fluid in pelvis/ haemoperitoneum.

> Gestational sac with or without fetal pole 

in adnexal region.



Serial serum β hcg 

measurement-

> Level rises by 66% or more every 48 hrs 

in early viable intrauterine pregnancy.

> Inappropriately rising or plateauing levels 

warrant further assessment.



> β-hCG levels are therefore useful for:

> establishing whether the pregnancy is 

advanced enough to expect to identify its 

location with ultrasound.

> deciding whether the pregnancy is 

progressing, irrespective of its location,

> identifying the most appropriate 

management option if an ectopic 

pregnancy is identified.



Management

> Conservative/Expectant management-

clinically stable women with initial serum 

β hcg level of < 1500IU/L and declining.

> Level of b-HCG at initial diagnosis and 

rate of decline are good predictors of 

success.

> Reported success rates range from 57-

100%, are dependent on case selection.



Medical management

> Methotrexate- folic acid antagonist.

> Success rate 80-92% in appropriately 

selected cases.

> Most widely used method- IM single dose 

50mg/m2 body surface area.

> Serum β hcg follow up till non pregnant 

level, 2nd dose if the drop is < 15% at the 

end of 1st week.



Single-dose protocol for 

intramuscular methotrexate

> Day Therapy

> 1 Serum b-hCG, U&E, LFTs, FBC, blood 

group, 

> intramuscular methotrexate 50mg/m2

> 4- Serum b-hCG

> 7-Serum b-hCG

> If b-hCG decrease less than 15% days 

4–7, for repeat TVS & methotrexate 50 

mg/m2 if still fulfils criteria for medical 

management.

> If b-hCG decrease greater than 15% 

days 4–7, for repeat b-hCG weekly until 

non pregnant levels.



> NICE recommends that methotrexate should be 

the first-line management for women who are able 

to return for follow-up and who have:

> no significant pain

> an unruptured ectopic pregnancy with a mass 

smaller than 35 mm with no visible heartbeat

> a serum b-hCG between 1500 and 5000 iu/l

> no intrauterine pregnancy (as confirmed on 

ultrasound scan).

> Methotrexate also has a role in non tubal ectopic 

pregnancies.

> Contraception for 3 months post methotrexate 

treatment.



Surgical management

> Laparoscopy is gold standard, can miss 

very early, small ectopic pregnancies.

> Salpingectomy in the presence of healthy 

contralateral tube.

> Salpingotomy –In women with a history of 

fertility-reducing factors (previous ectopic 

pregnancy, contralateral tubal damage, 

previous abdominal surgery, previous 

pelvic inflammatory disease)

> Salpingotomy increases risk of persistent 

trophoblast.



> Non tubal ectopic pregnancies

> Management is individualised and 

depends on the location.

> Methotrexate as well as surgical 

management can be chosen. 



Further management & follow up

> Anti D prophylaxis- all non sensitised Rh-

D –ve women managed surgically.

> In future pregnancies, women should be 

advised to attend for assessment soon 

after 6 weeks of gestation to exclude 

recurrent ectopic pregnancy.

> Risk of recurrence 18.5%.



> Spectrum of disorders

> Spectrum of disorders

> Abnormal proliferation of trophoblasts

> Progressive malignant potential

> Most common presentation is a positive 

pregnancy test, irregular bleeding and 

abnormal ultrasound findings.

Gestational trophoblastic disease



Incidence

> Varies geographically

> Asian countries-7 to 10 times >>North 

America/Europe

> Highest-Taiwan 1:120

> Varies at extreme ages, ages < 15 yrs, 

1:500, ages > 50 yrs 1:8



Types

> Complete 

> Partial

> PSTT

> Choriocarcinoma



Complete vs partial mole

Complete Partial

Fetal or embryonic tissue Absent Present

karyotype 46XX (90 %-
paternal )
46 XY
(Mitochondrial 
DNA-
Maternal)

Triploidy-90-
95 %
Remaining-
diploidy



Clinical features

> Vaginal bleeding

> Excessive enlargement of uterus-50 %

> S/O Early PE

> Hyperemesis

> S/O hyperthyroidism(human molar 

thyrotropin,high HcG)

> Theca lutein cysts>6 cms diam-20 to 30 

% Spon regression 8-12 weeks after 

evacuation

> Trophoblastic embolisation



Investigations

> Quantitative B-HcG

> Complete blood exam

> Ultrasound

> Xray chest



Ultrasound 

> Complete Mole:

> Echogenic mass with cystic spaces

> No fetal pole,except with twin preg

> Partial Mole:

> Appearance like missed abortion

> Placenta large with number of cystic 

spaces

> Sac deformed

> Fetus if 

present,IUGR,Triploidy,anomalies













> Partial molar singleton pregnancy or a 

molar pregnancy with a viable twin.

> Increased risk of early fetal loss in viable 

twin-- 40%

> Preterm birth 36%

> Risk of preeclampsia upto 20%

> No increase in  the need of 

chemotherapy.

> Prenatal invasive testing for fetal 

karyotype if pregnancy is continued.



Ultrasound

> Persistent trophoblastic disease

> focal echogenic myometrial nodules

> Anechoic lesions from 

necrosis/hemorrhage

> Doppler:high velocity,low impedence

> PSV->50-100 m/s

> RI<0.5



WHO Prognostic scoring index
Prognostic 
factors

0 1 2 4

Age < or = 39 > 39

Antecedent 
pregnancy

Complete 
mole

m/c Term

Interval 4 4-6 7-12 12

Hcg level 1000 iu 1000-
10,000 iu

10,000-
100,000 iu

> 100,000 
iu

Largest 
tumour

3-5 cm 5cm or >

Site of mets Spleen, 
Kidneys

GIT Brain, Liver

No of mets 1-4 4-8 8 or >

Prior 
chemo

Single 
agent

combination



Prognosis

> Total score less than or = 4--- low risk

> 5-7--- mid risk

> >8--- high risk



Management 

> Surgical evacuation with sharp curettage

> Prophylactic chemoRx controversial

> Beneficial in reducing PTN in high-risk 

cases

> No significance in pts with low risk



Natural history 

> 85 % spontaneous resolution following 

evacuation

> PTN-Invasive mole in 15 %

> Metastatic disease-4%

> Common sites for mets-lungs 

80%,Vagina 30%,Brain,liver 10%

> Increased incidence of mets-

> High B-HcG pre-evacuation

> Large ut size

> Large theca lutein cysts

> Age>40



Hormonal follow-up

> RANZCOG Guidance: 

> Weekly quantitative HcG until 3 

consecutive normal levels. No further 

testing for partial mole.

> Monthly for 6 months till normal for 

complete mole.
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Follow-up
> Normal mean disappearance time of HcG

> Benign moles- 7-14 wks

> By 6 wks, levels decrease beyond 95th 

centile in 50 % cases

> By 14 wks,over 90 % PTN can be 

detected

> HcG positive after 6 mths

> Expectant management if levels are 

falling.



Contraception

> For 6 months, after –ve B-HcG following 

spont resolution 

> For 1yr after –ve B-HcG following chemo 

for PTN

> Contraceptives-

> OCPs,Injectable hormonal or barrier



Persistent disease management

> Need for  further treatment—

> Serial B-HcG levels plateau for 3-4 wks or

> HcG levels increase progressively after 

previous lower levels



Persistent disease management

> Diagnostic evaluation of PTN:

> History

> Examination

> Serum beta HcG

> LFT

> Renal function

> Xray chest

> CT abd,chest, pelvis,head,

> U/S abd,pelvis



> Stage 1-

> Initial-single agent chemo-Methotrexate

> Hysterectomy with adjuvant chemoRx

> Persistent-combination chemoRx-MAC



> Stage II and III-

> Low risk-initial-single agent-Methotrexate 

or ActinomycinD.

> Resistant-combination-MAC.

> High risk-initial-combination-MAC.

> Resistant-combination-EMACO

> Hysterectomy to control uterine 

hemorrhage and reduce tumour burden.



> Stage IV-

> Initial -combination chemoRx

> Brain-whole head irradiation-3000 CGY

> Liver-resection/ irradiation

> Resistant-second line chemoRx EMACO

> Followup-

> HcG weekly until normal x 3

> Monthly till normal x 24

> Contraception for 24 consecutive months 

of normal HcG levels 



> HcG regression curve serves as guide for 

further Rx.

> Second course if HcG plateaus for 3 

consecutive weeks or re-elevates.

> HcG does not decline by 1 log within 18 

days after completing first course 

> Additional dose given after 3 consecutive 

normal HcG levels to reduce risk of 

relapse.



Mortality/morbidity

> Low risk malignant non-mets /mets 

disease almost 100 % cure with 

chemoRx.

> High risk mets disease 75 % cure.

> Late recurrence after remission <1 %.



Recurrence risk

> 1-2 % after one complete molar 

pregnancy.

> 20 % after 2 molar pregnancies.

> Choriocarcinoma-

> 50 % preceded by molar pregnancy.

> 25 % by miscarriage.

> 25 % by full term.



Pregnancy following GTN

> Early first trimester US 

> Histopath of placenta

> Serum beta HcG- 6 weeks & 10 weeks 

after completion of pregnancy.



Pregnancy after complete mole

> 69 % percent full term live births 

> 7.5 % premature deliveries

> 0.5 % stillbirths

> 16.5 % first trim spontaneous m/c

> 4 % major/minor anomalies



Pregnancy after PTN

> 70 % full term live births

> 4 % premature 

> 1.6 % still births

> 15.5 % first trimester spontaneous m/c

> 2 % major/minor anomalies



Antepartum hemorrhage

> APH- Bleeding from genital tract after 

20/40 and prior to onset of labour.

> Incidence between 2%- 5%.

> Major cause of perinatal and maternal 

morbidity/mortality.

> Up to 1/5th of all preterm births associated 

with APH



> Difficulties identified in management-

> Delays in recognising the severity of the 

bleeding, 

> Underestimation of the blood loss 

> Delays in commencing fluid resuscitation

> Delays in gaining senior obstetric 

assistance  

> Uncertainty in knowing how to access 

blood products rapidly.

> Suboptimal management often results in 

poor outcomes.



> Most common causes for major life 

threatening APH

> Placenta previa

> Placental abruption

> Uterine rupture

> Placenta accreta spectrum

> Vasa previa

> Less serious conditions-

> Marginal placental bleeds

> Show

> Cervical ectropion



Placenta previa

> More likely related to conditions existing 

prior to pregnancy.

> Risk factors

> 1) Previous placenta previa OR 9.7

> 2) Previous LSCS- 1x previous OR 2.2

> 2x previous OR 4.1, 3x previous OR 22.4

> 3) Deficient endometrium- uterine scar, 

endometritis, MROP, TOP, D&C, 

submucous fibroid



> 4) Multiple pregnancy

> 5) Multiparity

> 6) Advanced maternal age (> 40 years)

> 7) Smoking 

> 8) Assisted conception



Placenta previa

> Clinical features-

> Incidental finding on US

> Painless vaginal bleeding

> Fetal malpresentation



> Management-

> Expectant – To achieve fetal maturity if 

clinically stable.

> In patient for moderate to large APH.

> Should be managed in a tertiary unit

> Valid group and hold

> Rh anti D prophylaxis with bleeding 

episodes where indicated

> Optimise Hb, serum ferritin levels

> US for growth



> Timing of birth-

> Elective LSCS by 36 weeks for placenta 

previa with recurrent episodes of APH

> Elective LSCS at 37 weeks for 

uncomplicated cases

> To be performed by a  senior obstetrician 

and a senior anesthetist

> Ready access to blood products



Placental abruption
> More likely to be related to conditions that 

develop during pregnancy

> Predisposing risk factors-

> Previous abruption, recurrence 4.4% after 

1previous affected pregnancy, 19-25% 

with 2 previous 

> Other factors- preeclampsia, FGR, non-

vertex presentations, polyhydramnios, 

advanced maternal age, multiparity, ART, 

intra uterine infection, PROM, abdominal 

trauma (includes DV), smoking, drug 

use(cocaine, amphetamines), weak 

association with maternal thrombophilias, 

1st trimester bleeding



> Clinical features-

> APH with continuous severe abdominal 

pain. Bleeding may sometimes be 

concealed

> Hard tense uterus on palpation

> Abnormal CTG

> May be in established labour

> Diagnosis is often clinical.

> Ultrasound unreliable- sensitivity is poor 

24%, thus fails to detect 3/4th of the cases

> Specificity is high 96%



> Conservative management in small cases 

such as preterm with small APH and no 

maternal or fetal compromise.

> Acute obstetric emergency.

> Expedite birth- vaginal/ CS

> Senior obstetric and anesthetic 

involvement in management is 

recommended.



Complications of APH

Maternal Fetal

Anemia Hypoxia

Infection SGA, FGR

Shock Prematurity

Renal tubular necrosis IUFD

Consumptive coagulopathy

PPH

Psychological sequelae

Prolonged hospital stay

Complications of massive 
transfusion



Placenta accreta spectrum

> Risk factors-

> Previous accreta

> Previous CS, risk increases with number 

of previous CS and presence of placenta 

previa.

> Risk after  1 CS- 3%

> 2 CS- 11%

> 3 CS- 40%

> 4 CS- 61%

> 5 or > 67%



> Other risk factors-

> Surgical trauma to endometrium-

repeated curettage, myomectomy, MROP, 

post partum endometritis

> IVF

> Advanced maternal age, > 35 years 

without previous CS increases aOR by 

1.30 for 1 year increase in age.



> Diagnosis-

> Ideally should be antenatally to plan 

management.

> High index of suspicion with major factors

> 1/3rd are diagnosed only intra operatively

> Expert US has high sensitivity and 

specificity 

> MRI can complement US, especially for 

posterior placenta , depth of lateral 

invasion.



Management

> Placenta accreta spectrum carries high 

maternal morbidity and mortality.

> Should be managed by a specialist MDT 

with experience in managing these 

conditions.

> Timing of birth preferably elective around 

35- 36 weeks to balance fetal maturity 

and avoid emergency surgery.

> Caesarean  hysterectomy is preferred 

option.

> Fertility preserving options need careful 

counselling and follow up























Uterine rupture

> Risk factors-

> Previous uterine surgery- CS, 

myomectomy, uterine perforation at 

previous gynecological surgery

> Multiparity

> Trauma

> Use of oxytocin/ PG in women with 

uterine scar

> Risk of rupture on unscarred uterus 

2/10,000, mainly with multiparity



> Clinical features-

> Sudden onset of constant sharp pain

> Peritonism and tenesmus

> Abnormal or pathological CTG

> High presenting part, unreachable 

presenting part or loss of station of the 

presenting

> Bleeding – intra-abdominal and / or 

vaginal 

> Hypovolaemic shock

> Haematuria (suggests bladder 

involvement)

> Contractions may stop



> Rupture is associated with-

> Significant maternal bleeding

> Fetal compromise or death

> Needs immediate caesarean delivery with 

either repair or hysterectomy.

> Senior obstetrician and anesthetist should 

be involved early in the management.



Vasa Previa
> Fetal vessels run through placental 

membranes, within 2 cm from internal os

> Type1- vessels connected to 

velamentous cord

> Type 2- vessels connect  the placenta 

with succenturiate lobe

> Incidence 1:1200- 5000

> Likely to rupture in labour or after ARM

> High fetal mortality



> Risk factors-

> IVF, velamentous cord insertion, 

succenturiate lobe, multiple pregnancy

> US has high sensitivity and specificity in 

diagnosing vasa previa.

> Antenatal diagnosis and planned CS 

reduces perinatal mortality considerably.

> Expert opinion recommend in hospital 

admission from 30-32 weeks.

> Elective CS from 34-36 weeks











> Non- obstetric causes of APH

> Cervical bleeding- polyps, ectropion, 

malignancy

> Vaginal bleeding- trauma, tumour

> Vulval bleeding- varicosities, tumour, 

condylomata, trauma

> Non genital tract bleeding- hematuria, 

rectal bleeding.

> Assessment-

> Local examination

> Speculum examination

> Biopsy

> Colposcopy





> THANK YOU


