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arly pregnancy loss (EPL), or what is commonly
referred to as miscarriage, refers to a nonviable pregnancy
diagnosed before the end of the 13th week of gestation.
Bleeding in early pregnancy may be the first sign of EPL,
although up to 50% of pregnancies with bleeding in early
pregnancy go on to successful continuation culminating
in birth.! The loss of the pregnancy may be diagnosed by
the lack of a fetal heartbeat on ultrasound, falling serum
levels of B-hCG (beta-human chorionic gonadotropin),
vaginal bleeding, or passage of tissue. Women'’s health
nurse practitioners (WHNPs) must initially rule out the
possibility of an ectopic pregnancy prior to engaging in
any further activities to manage resolution of an EPL. Fol-
lowing the identification of an early intrauterine pregnan-
cy that will not successfully continue, WHNPs have several
options for addressing successful uterine evacuation.

Patient-centered early pregnancy
loss care

Patients experiencing early pregnancy loss may present
with a variety of concerns about the resolution of the
pregnancy. Especially when a pregnancy is desired, re-
sponding to the patient’s emotional wellbeing should be
a primary goal. Even when a pregnancy is unplanned or
unwelcome, the experience of a miscarriage can be emo-
tionally challenging. Ensuring adequate support for the
patient is paramount, meaning that sometimes waiting
to address the management of resolution of symptoms
becomes secondary to ensuring the patient’s emotional
wellbeing.?

Women's health nurse practitioners have the oppor-
tunity to use shared decision making about how best to
address the patient concerns related to the resolution
of the pregnancy because of the variety of approaches
available to support the evacuation of uterine contents.
Prior to engaging in any activity to assist with the com-
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pletion of the process of emptying the uterus, the needs
and desires of the patient should be considered.3
Following an initial assessment of the patient to de-
termine that they are hemodynamically stable and not
at risk for infection, the approach to next steps needs
to include a discussion with the patient to assess their
preferences related to their care. These preferences may
include a desire for privacy, fear of pain, need for expedi-
ency, economic considerations, previous experience with
induced abortion or miscarriage management, ability to
manage symptoms independently, and risk of complica-
tions.2 Each of these considerations will have an impact
on the best choice of early pregnancy loss management
for an individual patient. Multiple resources are available
to help guide the conversation with the patient about
what is the best approach to resolve the miscarriage.3

Approaches to early pregnancy

loss management

The three approaches to EPL management are: expectant
management, medication administration, and uterine
evacuation by aspiration, with and without dilatation
and curettage (D&C). Expectant management is watchful
waiting. Without any intervention, up to 80% of women
will naturally expel the products of conception within

8 weeks.! This may seem the most natural outcome for
some women and avoids the use of medication or surgi-
cal intervention. It allows the patient to maintain privacy
about their pregnancy and may not require any further
engagement with the healthcare system. Patients elect-
ing to follow expectant management need to be able to
monitor their symptoms for completion of the process,
as well as for infection, and to recognize that intervention
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may be required if uterine evacuation is not complete.

Uterine evacuation with aspiration with or without
D&C is what most patients associate with EPL manage-
ment. Uterine evacuation can be an inpatient or outpa-
tient procedure, and can afford the patient the comfort
of various methods of pain management including gen-
eral anesthesia. This approach requires greater access to
medical facilities and is the least cost-effective method,
but it requires the least amount of time from diagnosis to
resolution of symptoms.#

Medication management is a route to uterine evacu-
ation that can be provided within the context of primary
care provision, making it more widely accessible than
surgical management.> The use of mifepristone in con-
nection with misoprostol for miscarriage management
has expanded the effectiveness and accessibility of the
medication management regimen and provides anoth-
er option for patients who want to avoid the costs and
inconvenience of a surgical resolution, especially if it
is not readily available. The most important difference
between the two approaches, however, is related to the
management of pain. Patients should be counseled that
like expectant management, the use of medication to
effectuate the completion of the miscarriage process
will involve the experience of cramping and passage of
tissue. The uterine cramping that accompanies the pas-
sage of tissue can be very painful for some patients, and
visualizing the products of conception can be upsetting.
Although embryonic tissue in the first trimester is some-
what amorphous, it can still be startling and is usually
accompanied by blood clots, which some patients find
alarming.® Providing adequate access to pain relief is an
important consideration when initiating medical man-
agement.!

Medication management regimens
There are three different regimens for medication man-
agement of early pregnancy loss: misoprostol alone,
mifepristone and misoprostol, and methotrexate, which
is used in the management of ectopic pregnancies.”®

It is important to note that none of these medications
has been labeled for this use and patients need to be so
advised when they are being counseled. The use of miso-
prostol alone to resolve an early pregnancy loss has been
studied extensively since the 1990s and has been found
to be as effective as both expectant management and
surgical management, but it is often overlooked because
of the side effects. Misoprostol is a synthetic prostaglan-
din analogue and creates uterine contractions to cause
the contents of the uterus to be expelled. Misoprostol
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also may create a significant gastrointestinal response in
patients including nausea, diarrhea, and/or vomiting.'
Patients should be counseled about the potential for
these side effects, and offered antiemetics for relief if
they occur. Similarly, access to pain medication should be
addressed, with a preference for nonsteroidal analgesia
over opioids.’

There are three different routes of administration of
misoprostol alone: oral, sublingual, and vaginal. Vaginal
administration reduces the gastrointestinal side effects of
misoprostol, and although it does not peak until 4 hours
after administration, has no impact on the eventual out-
come. Oral and sublingual administration may act more
quickly, but both produce the same effect as vaginal ad-
ministration.”

The most efficacious dosage for misoprostol alone is
an initial dose of 800 ug, with a subsequent 800 ug dose
if there is no response after 4 hours.! Recent studies have
confirmed that initiating the process of managing early
pregnancy loss with a 200 mg dose of mifepristone taken
orally 24 hours prior to administration of misoprostol
may increase the efficacy of the medication manage-
ment approach, reducing the time to complete uterine
evacuation and decreasing the need for subsequent aspi-
ration for retained products of conception. Both of these
medications can be taken in the privacy of one’s home.8

Mifepristone is a progestin agonist and binds to pro-
gestin receptors. In viable pregnancies, it destabilizes the
implantation site, which is believed to be similar to the
mode of action in miscarriages. The use of mifepristone
is most widely connected to medication abortion, which
has limited its availability for miscarriage management
due to variations in abortion legislation across the United
States. The current package labeling does not include an
indication for miscarriage management, although efforts
are under way to address this by the US Food and Drug
Administration.'? As with methotrexate and misoprostol,
this represents an off-label use of these medications,
which has created uncertainty about using them for mis-
carriage management as states have begun enforcement
of antiabortion legislation that would limit their use.!!

Patient follow-up

Each of these approaches to managing EPL requires care-
ful patient follow-up, especially if heavy bleeding (> 2 su-
per sanitary pads/hr) or severe cramping and pain occur
without passage of tissue. Patients need to have access
to consultation 24 hours/7 days a week for support and
evaluation of concerns, as well as information related to
where to go for emergency care. With each medication
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regimen, passage of tissue may occur within 4 hours or
be delayed for up to 3 days.” Referral for aspiration may
be required in up to 15% of cases, so a source for this
kind of care needs to be identified before initiation of
incorporating medication management of EPL into out-
patient care. Ideally, patients should be seen 2 to 4 weeks
after passage of tissue to ensure appropriate involution
of the uterus, and if applicable, for ultrasound confirma-
tion of completion.! Quantitative B-hCG levels also may
be assessed to ensure that they continue to decrease,
with the most rapid decline by day 10 and an expected
return to 0 in 7 weeks.'?

Recent research to understand the importance of the
administration of Rho(D) immune globulin to Rh-nega-
tive women undergoing medication abortion has shed
light on the actual potential for isoimmunization follow-
ing termination of pregnancy in the first trimester. The
potential for exposure to fetal red blood cells following
EPL is well below the level that would require its adminis-
tration for the prevention of maternal isoimmunization.'3
The elimination of Rh testing and the storage of Rho(D)
immune globulin may make it more feasible to incorpo-
rate EPL management with medication in some settings.

The availability of medications that can be used for EPL
management, although off label, has increased the num-
ber of options that women have for care. For patients who
are not at risk for hemorrhage or infection, assessment of
the need for psychosocial support should be paramount,
after which WHNPs can determine the patient’s prefer-
ence for an appropriate management approach. Access
to a higher level of care, pain management, duration of
symptoms, need for privacy, cost, and past abortion or
miscarriage experiences may all be considerations when
discussing resolution of the EPL. Patients may be unfa-
miliar with their options, so clinicians should be ready to
answer questions and support their choices. m
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