“The following guidelines are designed to provide guidance to practicing clinicians regarding the
patients for Vaginal Bleeding in Early Pregnancy. These guidelines are not intended to supersede the
medical judgement of the attending provider.”

Vaginal Bleeding in Early Pregnancy
Effective December 21, 2017

Immediate OB/GYN referral:

e Bleeding similar to menses

e Cramping or mild to moderate abdominal/pelvic
pain

Send to ED:

e Soaking through a padin <1 hr or greater

e Severe abdominal pain

Initial outpatient laboratory evaluation for clinically stable non-urgent patient:
1. Quantitative serum beta-hCG
2. First trimester ultrasound, abdominal +/- transvaginal imaging

Intrauterine pregnancy present: No intrauterine pregnancy:
Gestational sac and yolk sac And
+/- fetal pole Cervix closed

Beta hCG < 3000 IU*

No adnexal mass

Clinically stable and no abdominal/pelvic pain
-DDX= Normal early IUP, abnormal IUP, complete
abortion, or ectopic pregnancy

-Repeat hCG in 2 days

-Urgent referral to OB/GYN for follow up until
location and viability of gestation established

Cardiac activity present:
Reassurance given

SAB risk< 5%

Routine referral to OB/GYN

. 2

Cardiac activity absent & Beta hCG — any level
CRL>7 mm

Missed abortion diagnosis
Urgent referral to OB/GYN

Adnexal mass on transvaginal US
Ectopic pregnancy highly likely
Immediate OB/GYN referral

Cardiac activity absent &
CRL<7 mm

Threatened Abortion @

Beta hCG >3000 IU

No adnexal mass

Ectopic until proven otherwise
Immediate OB/GYN referral

Follow up ultrasound in 10-14
days
Urgent referral to OB/GYN

*With hCG between 2000-3000IU there is a 2% chance there is a early
normal IUP developing. Once over 3000 the chance is < 0.5%.

Disclaimer: These referral guidelines have been generated by HHP specialists in collaboration with primary care physicians and are a work in
progress. They are provided as general guidance to practicing clinicians, may change with time, and are not intended to supersede the medical
judgment of the clinician.
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