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Abstract

surgical treatment (dilatation & curettage) of 1st trimester pregnancy missed

miscarriage.
Aim of study: to determine the successfulness & safety of 2 weeks expectant
management for 1st trimester pregnancy missed miscarriage.
Patients & methods: in this study was selected early pregnancy missed miscarriage, pregnant
women <8weeks & pregnant women from 8-12 weeks.
150 cases of missed miscarriage were collected but only 128 women agreed for expectant
management after counseling. Which they are randomly selected managed expectantly over
7-14 days periods.
Results: The results were found that the expectant management being successful in 65.6%
(84/128) cases while being unsuccessful in 34.4% (44/128). 128 patients of this study
attended follow-up to the karballa maternity hospital and were triaged by assessments of
symptoms.
80 Of the patients <8 weeks the success rate was 100%, which is statistically highly
significant =0.001 while 48 of patients 8-12 weeks success rate only 8.3% (4/48) while not
success
91.7% (40/44)
Discussion: Expectant management of 1st trimester missed miscarriage has been found now
days to be a good alternative to other methods for treatment of missed miscarriage.
It is safe, effective with good success rate which is 65.6% which is statistically highly
significant. P=0.001
Conclusion: Expectant management appears to be sufficiently successful, safe and effective
to be offered as an option for women with 1 trimester missed miscarriage.
Keyword: expectant management, missed abortion, treatment options.

B ackground: the expectant management has been considered possible alternative to

annually. ©

Introduction

Abortion was a common problem in our
community. It defined by WHO as
spontaneous expulsion embryo or fetus
weighing 500 g or less. ¢

Miscarriage was about 50 000 inpatient
admissions in the United Kingdom

maternal mortality was rare after abortion
particularly in the first trimester 4.
Complete passageway of the intrauterine
content with close cervix is called complete
abortion. @ While incomplete abortion
occurred when part of uterine content was
remained intrauterine.® -
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The exact cause of abortion in the first
trimester was not well known but there
were many risk factors like age, mostly old
women; women with increase or decrease
weight; hormonal disturbance like high
level of cortisol in stress for example, and
decrease progesterone level.®)

Other endocrine diseases like diabetes,
thyroid disease, infection and
hypercoagula-bility states are considered
risk factors. ©

In the two-thirds of cases in which an
embryo is found, approximately 50 percent
are due to congenital abnormality,
dysmorphic, stunted, or too macerated for
examination . Abnormal embryos may
result from chromosomal abnormalities or
exposure to teratogens. spontaneous
abortions in which 41 percent had
chromosomal abnormalities ©).

The clinical presentation of abortion is
present with bleeding or absent of fetal
heart or as abnormal fetal size than
expectant ©,

There was no single predictor factor for
abortion, although ultrasound finding can
some time predict pregnancy that not reach
viability. Fetal cardiac activity was
important finding of ultrasound after 5-6
weeks of gestation, if present, the risk of
abortion decreases to half percent (3% to
6%. 10

small a gestational sac, an abnormal- yolk
sac may predict pregnancy loss before time
of presentation of cardiac activity *9
surgical treatment like dilatation and
curettage was the common way of
treatment. It had some risk like infection,
bleeding and perforation (:213)

Many studies @4 compared between
medical and expectant treatment.

the first-line management method for
abortion was Expectant management for
one to two weeks. Unless the women had
risk factors like ante partum haemorrhage
in previous pregnancy which may affect
type of management. ®

women should be adviced that the
expactant management might be take up to
one month. About half of women change to

surgical option after one week. 7
Materials and Methods

This prospective longitudinal study has
been conducted in Kerbala maternity
hospital from October 2013 to October
2014 and data randomly selected over a
period of 12 months.

150 cases of missed miscarriage
werecollected but only 128 women agreed
for expectant management after counseling.
In this study, the diagnosis of missed
miscarriage based on the ultrasound finding
and pregnancy test then the calculation of
gestation made by ultrasound
measurements and from last menstrual
period. plasma fibrinogen level & plate let
count also did for all patients, the results for
all were normal, all of them were. The
expectant period was calculated from time
of diagnosis on ultrasound
hemodynamically stable but they are
presented with mild vaginal bleeding.

In this study the patient were advised to do
abdominal U/S to confirm further the
diagnosis of complete miscarriage within
two weeks the time duration of fallow up
from time of expected abortion.

The result of expectant management was
assessed clinically by decrease vaginal
blood loss and by trans abdominal U/S
revealed empty uterine cavity after two
weeks.

Results

In this study was found that 28/128 of
woman are 15-25 years, 67/128 between
26-35 years, 33/128 between 36-45 years as
is shown in figure (1).

whereas 19 were primiparous,109 were
multiparous as shown in figure (2). in this
study revealed that 67% of (80/128)
pregnancies were< 8 weeks of gestation,
wherare 33% of (44/128) pregnancies were
between 8-12 weeks as shown in figure (3).
128/150 women choose  expectant
management about 85.3%. of the total
Patients .

2456

Karbala J. Med. VVol.9, No.2, Dec, 2016



The Success Rate of Expectant Management.. ..

Maysaloon Adnan Abd-Alrazzaq

The results were found that the expectant
management being successful in 65.6%
(84/128) cases while being unsuccessful in
34.4% (44/128). 128 patients of this study
attended follow-up to the karballa
maternity hospital and were triaged by
assessments of symptoms as shown in
figure (2). which is statistically significant
P=0.001 80 of the patients < 8 weeks the
success rate was 100%, which is
statistically highly significant p=0.001as
shown in figure (3). while 48 of patients 8-
12 weeks success rate only 8.3% (4/48)
while not success 91.7%(40/44) as shown
in figure (3). Age group 15-25 vyears
success rate was 32.1% (9/28) while not
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success group about 67.9% (19/28) as
shown in figure (1).

Age group 26-35 years success rate was
85.1% (57/67), while not sucess was group
14.9% (10/67) as shown in figure (1). Age
group 36-45 years success rate was 54.5%
(18/33), while not success group was 45.5%
(15/33) as shown in figure (1).

In primigravida success rate was 10.5%
(2/19) while not success was 89.5% (17/19)
as shown in figure (3). In multigravida
success rate was 75.2% (82/109) while not
success was 24.8% (27/109), which is
statistically significant P=0.001 as shown
in figure (3)

success

not success

26-35
AGE GROUPS

Figure 1. age * treatment Crosstabulation

2457

Karbala J. Med. Vol.9, No.2, Dec, 2016



The Success Rate of Expectant Management.. ..

Maysaloon Adnan Abd-Alrazzaq

success not success

no. of patients
o ~ @® o
s 8 8 8 2 8 3 S °

o

multi

Figure 2. Gravida treatment crossbulation
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< 8 weeks

succes

not succes

8-12 weeks

Figure 3. Gestational age* treatment Cross tabulation

Discussion

Expectant management of 1st trimester
missed miscarriage has been found now
days to be a good alternative to other

methods for treatment of missed
miscarriage. It is safe, effective with good
success rate which is 65.6% as shown in
figure (2)

It is safe because it is good alternative
treatment to medical & surgical methods

2458

Karbala J. Med. Vol.9, No.2, Dec, 2016



The Success Rate of Expectant Management.. ..

Maysaloon Adnan Abd-Alrazzaq

which are used for treatment of missed
miscarriage because these 2 methods
carrying high risk of incomplete abortion
this for medical method 181920 while with
surgical method there are high risks of
infection,  perforation &  asherman
syndrome®V)

The success rate of 2 weeks expectant
management in this study is statistically
highly significant because more longer time
is given more rate of passing products of
consumption in missed miscarriage 2,

In this study was shown variable success
rate range with 32.1%, 54.5to 85.1% While
J. S. Bagratee & V. Khullar showed
variable success rate with expectant
management with 25 to 85% @3, This
different may be related to our Iraqi
population and the time given for
spontaneous expulsion. In this study was
shown that the total success rate of 2 weeks
expectant  management of  missed
miscarriage is 65.6% while P. Schwarzler et
al reported success rate of 62 % @4, This
difference in 2 studies may be related to the
difference in the population.

In this study was found that the success rate
was 100% by expectant management (80)
patients who are < 8weeks of gestation
SPeter  Schwérzler 13 &  Des
Holdenlshowed that the patient in
expectant management Group. The
difference may be related to the time being
given to the patients enter in expectant
management of missed miscarriage. in this
study was found that the success rate was
85.1% missed miscarriage by expectant
method in age group 26-35 years. While
Casikar & T. Bignardi found success rate
35% for missed miscarriage.®

This difference may be related to
differences in age group has been taken.

In this study is shown the success rate of
expectant  management  65.6% s
statistically highly significant this is due to
longer time given the more chance of
spontaneous  complete  passage  of
consumption A review by Butler showed
that the expectant management may
sometime take up to 2- 6 weeks the success

rate is 65-75% 7). Expectant management
can be continued Up to two months @®. In
this study was found that about 85.3% of
patients choose expectant management. 38
to 75 % choose expectant management. °-
31, This due to the time given to allow
period for spontaneous expulsion in
addition to that the effective counseling
about the safety of expectant management
had been play a role in increase the number
of patient with missed miscarriage to
choose this kind of management. In this
study the success rate has variable but
generally higher ranging from 8.3-100%.
While other studies show that the
expectant management had less success
rate than other methods G134, This may be
due to time given, the more time the more
chance of complete spontaneous expulsion.
In this study was found that expectant
management was100%success rate in<§
weeks missed miscarriage which was not
found in other studies. While the success
rate of expectant management in 8-12
weeks of gestation is 8.5%.

These results may give an idea that there
may be a relationship between the
gestational age & the successfulness of the
expectant management, as early gestational
age as more success rate. This due to that
the  expectant managementis  more
successful in multiparous women than
primiparous women who are with a success
rate of 10.5%.

This is may be due to relation between the
gravidity & the success rate which has been
not found in other studies. It was need
further studies to know the relationships
between these variables.

Conclusion

Expectant management appears to be
sufficiently safe, effective & successful to
be offered as an option for women with 1%
trimester missed miscarriage.
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