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Dear Mr Findlay  
 
NHS Greater Glasgow and Clyde Annual Review Meeting, 2 October 2017  
 
Thank you for your letter of 4th October 2017 in relation to the Question and Answer session held 
during the Board’s Annual Review meeting on 2nd October 2017 and the concerns raised about 
arrangements for miscarriages and premature babies being separated from their mothers.    
 
Within NHS Greater Glasgow and Clyde (NHSGGC) the management of miscarriage follows the 
guidance set out in NICE Clinical Guideline 154 on Ectopic Pregnancy and Miscarriage (2012) 
https://www.nice.org.uk/Guidance/CG154 
 
Early Pregnancy Assessment Service (EPAS) 
 
The aim of the EPAS model in NHSGGC is to improve and streamline care for women with an early 
pregnancy problem. It offers care and review of any pregnant women less than 16 weeks gestation 
with vaginal bleeding and/or pain. Referral to the EPAS is via General Practitioners, Midwives, A&E 
departments or other health care professionals. 
 
EPAS is delivered by Midwives and Nurses Monday – Friday 9:00 am – 5:00 pm on acute hospital 
sites in NHSGGC and on Saturday and Sunday 9:00 am – 5:00 pm on either the Queen Elizabeth 
University Hospital or the Princess Royal Maternity Unit at the Glasgow Royal Infirmary site.  At 
weekends, out of hour emergency presentations is managed through A&E Departments with the 
support of on call or on site gynaecologists.  The supporting Medical on call (gynaecology) service 
is available 24 hours a day. 
 
Where a non-continuing pregnancy is diagnosed the nurse or midwife within EPAS will give the 
woman an explanation of what has occurred and provide her with the appropriate written information 
leaflet. If the miscarriage is complete, a miscarriage support group (SCIM) leaflet will be given and 
the woman will be allowed home with the appropriate advice. If the miscarriage is incomplete, the 
options for management will be discussed and supported by patient information leaflets. If the patient 
has pressing medical needs, they will be managed as an emergency. 
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On all three sites, Glasgow Royal Infirmary, Queen Elizabeth University Hospital and Royal 
Alexandra Hospital, women experiencing an incomplete miscarriage are offered the full range of 
treatment options that include: 
 

 Expectant 
 Medical 
 Surgical under General Anaesthetic (GA) or Local Anaesthetic. Currently local anaesthetic 

is only offered to women attending Queen Elizabeth University Hospital and Glasgow Royal 
Infirmary sites 

 Women presenting at Vale of Leven or Inverclyde Royal Hospital will be offered the full 
range of treatment options but may have to travel to the Royal Alexandra Hospital for the 
surgical procedure. 

 
If the woman wishes to await events (expectant management), they will be provided with a written 
information leaflet of what to expect. The expectant management group are self-selected through 
the informed consent process and, as such, a number will re-present as emergencies because they 
will have variable clinical courses.  They are given information to manage this (as described) along 
with advice on when and how to contact the service if their condition worsens.  Women choosing 
medical management will be offered an admission date to an inpatient site within seven days.  
 
It may take two to three weeks to diagnose a non-continuing pregnancy and the date to wait for 
treatment, is calculated from the confirmation of pregnancy loss and confirmation from the women 
on her chosen treatment method. Occasionally women will opt for expectant management and after 
a period of time, for example two weeks and nothing has happened will opt for an intervention which 
will make the process longer but this is where patient choice needs to be considered.  
 
The current standard within NHSGGC is that women experiencing a miscarriage who choose 
surgical management are offered this within a two week timeframe and attend hospital as day case 
patients.  However, the current position is that surgical management under GA in Glasgow is 
coordinated by a ‘central booking’ administrator and this allows women to be offered a treatment 
date within seven days of diagnosis of loss in one of the three sites (Stobhill Ambulatory Care 
Hospital (ACH), Gartnavel Hospital and the Victoria ACH) offering gynaecology day surgery in 
Glasgow. Women in Clyde also have their evacuation date within seven days, at their local site (Vale 
of Leven Hospital, Inverclyde Royal Hospital and  Royal Alexandra Hospital) if possible or an 
alternative site if required.  
 
Women choosing surgical management under local anaesthetic (manual vacuum aspiration, MVA) 
are given a date at Stobhill ACH within seven days. 
 
For clarification and as stated above, some women’s episode of care will be delivered over a longer 
period of time.  In some cases surgical intervention is not advised and in cases in which there is a 
concern that there is, or a risk of, local infection of the implantation site “wound” (where the 
pregnancy was present) the management may include antibiotics and review only if bleeding recurs 
or persists.  
 
During 2016/17 a total of 445 surgical evacuations under GA were undertaken across NHSGGC. In 
the first five months of 2017/18, a total of 177 surgical evacuations under GA were undertaken. We 
do not unfortunately have figures which demonstrate the average treatment time.  
 
With regard to MVA procedures, in 2016/17 a total of 148 procedures were undertaken with 51 
procedures being undertaking in the first five months of 2017/18.   
 
Surgical procedures under GA are booked within seven days. To facilitate this, women may be 
offered the procedure on a different site to where they were seen. Despite this, if a slot is not available 
within seven days the day surgery and inpatient lists are reviewed and availability created by moving 
other cases as part of our escalation process.  
 



 
We do not have data on women requiring emergency treatment whilst waiting for their elective 
procedure however with the short wait to treatment the number requiring emergency admission is 
small.  
 
We are aware of one woman whose elective surgical treatment was outside this timescale and the 
Board apologised to her for the delay. 
 
There is a range of support across all NHSGGC units with all women given patient information 
leaflets (some samples attached). These leaflets include information regarding third sector support 
and how they can access this. One of the main ones is the Scottish Care and Information on 
Miscarriage association (SCIM). The SCIM have miscarriage support counselors who hold a diploma 
in person centered counseling, have personal experience of miscarriage and have been specially 
trained in miscarriage counseling. 
 
Staff are also available to support women in early pregnancy with the information they require to 
make decisions about treatment but do not provide a counselling service. Counselling services can 
also be accessed via the woman’s GP. 
 
Availability of Neonatal Cots  
 
NHSGGC has robust nursing workforce plans in place to maximise cot capacity. Nurse vacancies 
are actively recruited to and strategies to retain staff are well established. Our turnover of nurse 
staffing at 8% is favourable to other comparable units across UK and internationally. Good skill mix 
between registered and non-registered nurses is in place. We also monitor activity trends across our 
units and look to roster nurse staffing accordingly. Close and effective relationships with the Board’s 
nurse bank system are in place and work well for the specialty. There is also close working 
relationships between our three units and with the Royal Hospital for Children (RHC) where staff will 
be deployed flexibly according to need. We also have very close working relationships with other 
units regionally and nationally to ensure repatriation of babies to their local unit (when clinically 
appropriate) is efficiently carried out. On the rare occasion when a baby is born out with their local 
unit, whether in NHSGGC or outside the Board, we have local management systems in place 
monitored daily to ensure that the baby is repatriated back as a matter of priority. Again this will only 
be carried out when clinically appropriate. There are excellent relationships and close working 
practices in place between neonatal and maternity services as well as specialist children services 
such as neonatal surgery, ENT and cardiology (pertinent in particular to the RHC Neonatal Intensive 
Care). Above all, our aim is to ensure best possible outcome for mother and baby.  
 
The recently published review of Maternity and Neonatal services in Scotland, entitled "The Best 
Start - A Five Year Forward Plan" made a number of recommendations in relation to a new model 
of neonatal care throughout Scotland  with a firm emphasis on family centred care and keeping 
mother and baby together. In order to implement the revised model of care, NHSGGC, along with 
the other NHS Boards, will be working with the implementation team to ensure the recommendations 
are addressed in order to further improve our maternity and neonatal services.  
 
Kind Regards 
 
Yours sincerely 
 
 
 
 
 
 
John Brown CBE  
Chairman  
NHS Greater Glasgow and Clyde  
 



Your miscarriage



Your feelings 
There is no right way to feel after
miscarriage. While some women
recover quickly, others take a long
time. Some cope well at the time but
find the pain of their loss hits them
later.

You have lost a baby, so you will
probably feel sad and may need time
to grieve. That pain will lessen in time,
although the memory of your loss may
stay with you always.

Everyone’s feelings are different, but
many women experience some of
these:

• Shock

• Feeling numb

• Sadness and crying

• A sense of loss

• Feeling ‘empty’

• Depression

• Anger

• Guilt

• Feelings of failure 

• Feeling isolated and lonely

• Taking little interest in everyday life

• Finding it difficult to concentrate

• Feeling tired all the time

• Sleeping too much or too little

• Having no interest in sex

• Talking about the miscarriage all the
time…

• … or finding it too painful to 
discuss

• Finding it painful to see pregnant 
women, babies or anything to do 
with motherhood

• Acceptance – a feeling that ‘these 
things happen’.
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Miscarriage can be a very distressing experience. Apart from
the emotional upset, you have to cope with the physical
trauma of the miscarriage. And you have to face the loss of all
the pregnancy meant to you as your body returns to normal*.

* We have written this leaflet as if we are talking to the woman who has miscarried.
We hope it will also be helpful for her partner, family or friends.

In the scan room, 
I expected to see 
our baby kicking 
and waving. Instead
there was nothing.
We’re completely
devastated.

“

“



We’ve been through so
much together. I wouldn’t
wish miscarriage on
anybody, but it did bring
us closer together.

“ “
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You may have some of these feelings
for the first time some time after the
miscarriage. Or they may come back
later – perhaps around the time the
baby is due or on the anniversary of
the miscarriage.

It may help to talk about your feelings
with your partner, your family and
your friends. You may also find it
helpful to talk to other women who
have had miscarriages. The Miscarriage
Association can put you in touch with
such women; we can also help by
giving you support and information
(see page 10). 

You may find it helpful to read our
leaflet Your feelings after miscarriage.

I work in a hospital
so see pregnant
women and tiny
babies all the time
and it's heart-
breaking. I get so
jealous and think,
why not me?

“

“



Your partner, family
and friends 

What about my partner?  

Apart from grieving for the baby, your
partner may feel upset about your
pain and distress. You may be able to
help each other and even feel closer
as a result. 

But grief can put a strain on even the
best relationships. Your partner may
not know how to react. And just when
you need each other most it may be
difficult to say or do the right things.

Some partners focus on ‘being strong’;
but they can end up feeling lonely and
isolated. Some hide their feelings so
well that they seem not to care at all
(see our leaflet ‘Partners Too’).

Some couples don’t share the same
feelings about a miscarriage. If you are
much more upset, your partner may
struggle to understand why you aren’t
getting ‘back to normal’. This can lead
to tension and rows at what is already
a difficult time.

Perhaps your partner is unsympathetic
about the loss; or you don’t have a
partner. Your relationship might have
broken down, perhaps because of the
pregnancy or the miscarriage; and this
can feel like a double loss. 

These situations can leave you feeling
very lonely and you may need
additional support (see page 10).

What do I tell my children? 

Children often notice when something
is wrong, especially if a parent is upset.
You may want to tell them something
about what has happened, especially if
they knew you were pregnant.

The book Goodbye Baby is specially
written to help young children talk
about miscarriage1. You may also find it
helpful to read our leaflet Talking to
children about pregnancy loss. 

What about other relatives
and friends? 

Many people find other people’s
sadness hard to cope with and talk
about.

Your parents and your partner’s
parents may be mourning the loss of
their grandchild and worrying about
you at the same time. 

Family and friends may say the wrong
things even if they mean well. 
Some will avoid talking about your
miscarriage altogether. Others may try
to cheer you up in the hope that you
will get back to normal more quickly.

Sadly, some people will just not
understand what your loss means to
you. They may think it’s ‘for the best’
perhaps because of your age or
personal circumstances.  This can be
very upsetting and you may need
support from others who understand.  

4

People say ‘Well at least it wasn’t a proper baby’, which
is just an awful thing to say – it was still my baby.“

“
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Treatment and recovery 
There are different types of
miscarriage. Sometimes the uterus
(womb) empties itself completely. But
sometimes the baby dies and is not
miscarried, or some pregnancy tissue
is left behind. 

If this happens, your doctor may
suggest a minor operation to remove
the remains of your pregnancy. Or you
may be offered treatment with pills to
start or complete the miscarriage. Or
you may decide to wait for the
miscarriage to happen naturally. 

It might help to read our leaflet
Management of miscarriage.

When will the pain and
bleeding stop? 

There is no hard and fast rule. It can
depend on how late in the pregnancy
the miscarriage happened and how it
was managed.

If you had an operation you may bleed
on and off for up to two weeks. You
may also have cramping pains during
this time.

If you had a natural miscarriage, or
pills to help the process along, you
might have quite bad cramping pains as
well as heavy bleeding and clots.

The bleeding and pain should gradually
ease off. If they get worse, or you have
a vaginal discharge that looks or smells
bad, or if you have a high temperature,
you should contact your doctor. These
can be signs of infection and if so, you
will need treatment.

While bleeding continues, you can
reduce the risk of infection by using
pads rather than tampons, and avoiding
sex. During this time, it’s fine to bath
or shower but best not to go
swimming.

You are likely to get your next period
4-6 weeks after the miscarriage. It may
be heavier than usual. You can still get
pregnant beforehand; so if your period
hasn’t arrived after six weeks, it might
be a good idea to have a pregnancy
test.

When I was told I
had lost the baby 
I just wanted it to
be all over as soon
as possible. 
I was booked in
immediately and had
the op the following
day. I recovered
physically within a
couple of weeks.

“

“
I was told it would be like a heavy period with
cramps and may go on longer than usual. In fact I
was shocked by the amount of bleeding and I also
needed strong pain-killers.

“ “



Why do I feel so tired? 

Having a miscarriage can be physically
and emotionally exhausting. You may
feel unwell for a week or more,
especially if you are bleeding heavily;
and you may need to rest and sleep
more than usual.

Eating foods rich in iron can help;
some examples are red meat, eggs,
sardines, spinach and cereals like
Weetabix®.   

When can I go back to work? 

Again, there are no hard and fast rules.
Some people take longer to recover
than others and need more time off
work. 

You might find it hard to face people
and harder still to concentrate on
work. Or you may gain comfort from
the routine of work and the support
of your colleagues.

Our leaflet Miscarriage and the
workplace may be of help to you and
your employer.

What else do I need to
know? 

After a late miscarriage, your breasts
may stay larger for several days. They
may also leak milk, which can be very
upsetting.

A well-supporting bra may make you
feel more comfortable. If your breasts
are painful, a mild painkiller like
paracetamol should help. You may want
to get advice from your GP or
midwife.

6

After three days, my milk
came in. That reminded
me even more of my lost
baby.

“ “
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Causes of miscarriage 

Why did it happen to me? 

Miscarriage is common, affecting about
one in every four pregnancies. But
doctors don’t usually know exactly
why it happened; and this can be hard
to accept.

It may help to know that it’s very
unlikely that anything you did – or
failed to do – caused your miscarriage.

Could I have stopped it? 

Almost certainly not. If you miscarry in
the first three or four months, staying
in bed might slow the bleeding but
can’t save the pregnancy. The fact is
that once a miscarriage starts it is
almost impossible to stop.

What are the main causes? 

The known causes of miscarriage
include:

Genetic
This is when the baby doesn’t develop
normally from the start and can’t
survive. This is the cause of more than
half of early miscarriages.

Hormonal
Women with very irregular periods
may find it harder to get pregnant;
when they do get pregnant they are
more likely to miscarry.

Blood-clotting problems
Problems in the vessels that supply the
placenta with blood can lead to
miscarriage. 

Infection
Minor infections like coughs and colds
are harmless. But very high fevers and
some illnesses may cause miscarriage.

Anatomical

• If your cervix (the bottom of the 
uterus) is weak, it may start to 
open too early and cause a 
miscarriage;

• If your uterus has an irregular shape
there may not be enough room for 
the baby to grow;

• Large fibroids (harmless growths in 
the uterus) can lead to miscarriage 
in later pregnancy.

For more information it may be
helpful to read our leaflet Why me?

What about ectopic and
molar pregnancies? 

Ectopic pregnancy is when the
fertilised egg starts to grow in the
wrong place, usually one of the
fallopian tubes.

Molar pregnancy (also called
‘hydatidiform mole’) is a rare problem
that can happen when an abnormal
fertilised egg starts to grow in the
uterus. The cells that should become
the placenta grow too quickly and
leave no room for a baby to develop.

For more information, see our leaflets
Ectopic pregnancy and Molar pregnancy.
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Remembering your
baby 
Many people want to do something
special to remember their baby or
help them say goodbye. You may want
to find out what your hospital can
offer.

Can we have a memento of
the baby? 

If the miscarriage was early but you
had a scan first, you may be able to get
the scan picture.

After a late miscarriage (from about
15 weeks), staff in the hospital may
offer to take photos of the baby and
hand or footprints. If you can’t face
these at the time, they can keep them
in case you want them later. 

Some hospitals offer a memorial
certificate or card after a miscarriage.

Can we know the baby’s sex? 

This is sometimes possible, but usually
only after late miscarriages. Sometimes
tests after recurrent miscarriage may
show whether the last baby was a boy
or a girl.

What about a blessing for
the baby? 

You may be able to get the hospital
chaplain to hold a short service or say
a prayer for your baby. Or you could
ask a representative of your own faith.
Some hospitals arrange regular
services of remembrance for babies
who have miscarried or died.

What else can we do? 

You may find some of these ideas
helpful:

• Ask whether the hospital has a 
book of remembrance, where your 
baby’s details can be recorded;

• Find out whether there is a local 
garden of remembrance, where you
could arrange a personal memorial;

• Plant flowers or a tree in memory 
of your baby;

• Make a donation to a favourite 
charity;

• Write a letter or poem to your 
baby;

• Write a message to add to our 
virtual forget-me-not meadow. (at 
www.miscarriageassociation.org.uk)

I am having a service
at the hospital
chapel today to
name and bless my
baby. Only time will
help with the pain,
but I am glad to be
getting the chance
to say goodbye.

“

“
We never knew
whether our baby
was a boy or a girl,
so we chose the
name ‘Lee’. It helps,
somehow.

“ “
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Looking to the future 

What about follow-up
treatment? 

You may be offered a follow-up
appointment at the hospital. If not, you
may want to see your GP, midwife or
health visitor about any questions or
worries.

Some areas offer pre-pregnancy
counselling for people who want to
talk about future pregnancies.

How long should we wait
before trying again? 

The usual advice is to wait until after
your first period. This makes it easier
to work out the date of conception.

Your doctor may advise you to wait
for longer if you’ve had particular
problems or are waiting for tests.

If you do get pregnant in that first
cycle, that’s not going to make you
more likely to miscarry. There is even
some evidence that conceiving in the
first six months after a miscarriage
actually lowers your risk of
miscarriage next time.2

So when’s the best time? 

It’s when you and your partner feel
ready, both physically and emotionally.
Some women find that being pregnant
again helps them to recover from the
miscarriage. Others need more time.

What about contraception? 

It’s possible to get pregnant before
your first period. So if you want to
wait, it’s worth talking about
contraception with your GP or family
planning clinic.

How should I prepare for
the next pregnancy? 

Try to take care of yourself with a
healthy diet and lifestyle. For more
detail, see our leaflet Thinking about
another pregnancy.

What are the chances that
I’ll have another
miscarriage? 

After one miscarriage most women go
on to have a normal pregnancy. Even
after several miscarriages you still have
a good chance of having a baby next
time.

How can I cope with the
fear of miscarrying again? 

Pregnancy after miscarriage can be a
very anxious time. You may want to
think about getting extra support in
your next pregnancy to help you
through.

Your GP or Early Pregnancy Unit may
offer you an early scan next time.
Some women find this helpful, but
others feel it would make them more
anxious.  

Sharing your feelings and fears with
other people might help. You could try
your partner, a trusted friend or your
GP. Or you could contact the
Miscarriage Association and/or use our
internet support forum (see page 10). 
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How the Miscarriage
Association can help 
Miscarriage can be a distressing
experience but it doesn’t have to be a
lonely one. 

The Miscarriage Association can offer
support, help and information. You can
call our helpline, email or write to us. 

We can also put you in touch with
others who have been through similar
losses. We have a network of
volunteer telephone contacts across
the UK. 

These aren’t medical experts or
professional counsellors; they are
women – and some men – who have
been through miscarriage, ectopic
pregnancy or molar pregnancy
themselves. 

We may also be able to refer you to a
miscarriage support group in your
area. Here you can talk about your
experiences and feelings in an
atmosphere of understanding and
care.

If your nearest contact is not listed in
the white box below, do get in touch
with us and we will try to help. 

You can also register for on-line help
through our internet support forum,
accessed through our website.

If you need to speak to someone
urgently at any time, the Samaritans
offer 24-hour telephone support on
08457 90 90 90.

With the right
support and with
time, things did get
better. I’ll never
forget my losses but
I’m learning to live
with what happened
and accept it.  

“

“
Need to talk to someone who understands?

Call our support line on 01924 200799. Monday to Friday, 9am-4pm

Or email info@miscarriageassociation.org.uk

References
1 Goodbye Baby, by Gillian Griffiths, published by
St Andrew Press, May 2010, ISBN:978-0-7152-
0940-0
2 Love E, Bhattacharya S, Smith NC,
Bhattacharya S. Effect of interpregnancy interval on
outcomes of pregnancy after miscarriage:
retrospective analysis of hospital episode statistics in
Scotland. BMJ 2010; 341:c3967
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More information from the Miscarriage Association

The publications listed below can be ordered by post; almost all of them can also
be downloaded free of charge from our website.  

Item Cost 

• Basic information pack: £6.00 (free 
with membership)

Your miscarriage (this leaflet)
Your feelings after miscarriage
Why me?
Thinking about another pregnancy

• Other leaflets £3.00 each
Ectopic pregnancy
Molar pregnancy (hydatidiform mole)
Management of miscarriage: your options
Recurrent miscarriage
Pregnancy loss and infertility
Late miscarriage: second trimester loss
Partners Too
Antiphospholipid syndrome (APS) and pregnancy loss
Miscarriage and the workplace: a guide for employers
When the trying stops (after pregnancy loss)
Someone you know (a leaflet for family and friends)

• Leaflets in pdf format £2.00 each
Blighted ovum 
About the cervical stitch
Talking to children about miscarriage
Anti-D fact sheet (for women with Rhesus negative blood type)
Your miscarriage: a leaflet for a range of D/deaf people
Your miscarriage: an illustrated leaflet with simple text
We are sorry that you have had a miscarriage – 
bilingual leaflet in English and: 
Arabic/Bangla/Gujerati/Polish/Punjabi/Turkish/Urdu

• Miscarriage Association merchandise
MA logo trolley key-ring £3.50
MA logo cotton T-shirts: S, M, L, XL £8.00

Prices include postage and packing



Why you may like to
join the Miscarriage
Association   

The Miscarriage Association provides
information and support for anyone
affected by miscarriage, ectopic
pregnancy or molar pregnancy. We
work with the media to raise public
awareness of miscarriage. And we
work with health professionals to
promote good care for women and
their partners.

Anyone who supports these aims can
join the Miscarriage Association. 
As a member you can:

• Become part of a community of 
people with similar experiences;

• Receive our members’ newsletter 
and a free basic information pack;

• Be part of our vital work. You can 
become a volunteer, supporting 
others and/or helping us plan for 
the future. And your membership 
fee will help support our work.

I want to thank the
Miscarriage
Association for
being there for me.
The newsletters
have been like a
lifeline, and it was
through reading
those personal
accounts that I
plucked up the
courage to go to
the local support
group.

“

“

Gift Aid – making your
money go further

Membership fees are a
vital source of income

for the Miscarriage Association. If you are
a UK taxpayer, you can increase the value
of your subscription to the M.A. by up to
25% at no cost to you – just tick the Gift
Aid box on the application form overleaf.

To qualify for Gift Aid, you must pay an
amount of income tax or capital gains tax
that is at least equal to the amount that
we and any other charities you donate to
will claim on your membership fee or
donations in that tax year. If you stop
paying UK tax, you should let us know.



Application for Membership

Date: __________________   *delete where applicable

I/we* would like to join The Miscarriage Association1

Name:  

Address:

County: 

Postcode: Tel: 

e-mail: 

I/we enclose a cheque/postal order* for £ _________ for membership fees for one year.

or

I/we wish to pay my/our membership of £ _________ by Visa/Access/Mastercard*:

Card no: ___________________________ Expiry date: _______  Issue No: _______ 

Fees: Individual/couple (UK) £20
Individual/couple (UK), unwaged/on benefit £5
Individual/couple (abroad, incl. Eire) £25
M.A. Support Group (registration only) Free
M.A. Support Group (1–5 newsletters) £22.50
Other support groups and organisations £30

Send your application form and payment to the Miscarriage Association, 17 Wentworth
Terrace, Wakefield WF1 3QW. Cheques and postal orders should be crossed 
a/c payee only and made payable to The Miscarriage Association.

Please send me details about paying my membership by Banker’s Order �

I would like my membership fee and any donations I make to be
considered as Gift Aid donations until I notify you otherwise �

1The Miscarriage Association is a registered charity and a company limited by guarantee. Should the company be wound up, 
I promise to pay the sum of £1 towards its debts if asked to do so.



© The Miscarriage Association 2014
Registered Charity Number 1076829 (England & Wales) SC039790 (Scotland) 
A company limited by guarantee, number 3779123
Registered in England and Wales

YMis/07/14

The Miscarriage Association
17 Wentworth Terrace
Wakefield WF1 3QW
Telephone: 01924 200799
e-mail: info@miscarriageassociation.org.uk
www.miscarriageassociation.org.uk



Management of
miscarriage:
your options
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Need to talk to someone who understands?

Call our support line on 01924 200799. Monday to Friday, 9am-4pm

Or email info@miscarriageassociation.org.uk
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What this leaflet is about 
In some miscarriages the uterus
(womb) empties itself completely. 
But in others an ultrasound scan
shows that the baby has died or not
developed but has not been
miscarried. This leaflet describes the
different ways these kinds of
miscarriages can be managed. It also
explains some of the medical language
you might hear or read.

Understanding the
medical language 
Doctors have different ways of
describing miscarriages where the
uterus does not empty itself
completely. The main terms used are:

Missed miscarriage 
(also called ‘delayed’ or
‘silent’ miscarriage)

This is where the baby has died or
failed to develop but is still in your
uterus.You might have had no idea
that anything was wrong until a
routine scan.You may still feel
pregnant and have a positive pregnancy
test.

Blighted ovum 
(also called ‘early embryo
loss’ or ‘missed’ or ‘delayed’
miscarriage)

This is where an ultrasound scan
shows a pregnancy sac with nothing
inside. This is usually because the
fertilised egg hasn’t developed
normally so the pregnancy sac grows
but the baby doesn’t. Sometimes the
baby stops developing at such an early
stage that it is absorbed back into the
surrounding tissue. As with a missed
miscarriage, you may still feel pregnant.

Incomplete miscarriage

This is where some but not all of the
pregnancy tissue is miscarried.You may
still have pain and heavy bleeding.

If you’re reading this leaflet, you are probably dealing with
a miscarriage right now – or supporting someone else
through the process. You may be facing difficult choices at a
difficult and distressing time; or you may be trying to find
out more about what has happened already.

Whatever your situation, we hope you will find this leaflet helpful.

We have separate leaflets on the management of ectopic and molar pregnancy
(see page 15).
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I was told I had a missed miscarriage and was then
sent home to think about the various options. 
I went to see my GP who was very helpful and
explained that the choice was mine and all options
were right.

“ “

Methods of
management
In all the situations described above, a
full miscarriage will happen naturally in
time and some women choose this
option. But the process can be speeded
up, or ‘managed’ by medical treatment
(drugs) or surgery (an operation). 
If you choose to have one of these
treatments, you may be asked to wait
for a week or more for a second scan
to make sure the pregnancy has ended
before treatment begins.

Ideally you should be able to choose
what treatment to have and be given
information to guide your decision. 
You may find it easy or difficult to
make a decision depending on your
situation. Unless you need emergency
treatment, you should be given time to
choose the right way forward for you.  

It may help to know that research
1

comparing natural, medical and surgical
management found that:

• the risks of infection or other harm
are very small with all three 
methods;

• your chances of having a healthy 
pregnancy next time are equally 
good whichever method you 
choose;

• women cope better when given 
clear information, good support and
a choice of management methods.

We hope the information that follows
will help you to understand the
different options better and make it
easier to decide.



Natural management
(also called ‘expectant’ or
‘conservative’ management):
letting nature take its
course

Some women prefer to wait and let
the miscarriage happen naturally.
Doctors often recommend this,
especially in the first eight or nine
weeks of pregnancy. National (NICE)
guidance2 also states that natural
management should be the first
method to consider. However, your
choice will be important in deciding
the best and safest option for you. 

What happens?

This can vary a lot depending on the
size of the pregnancy and the findings
of the ultrasound scan. It can take
anything from days to weeks before
the miscarriage begins. Once it does,
you are likely to have strong period-
like cramps and bleeding. The bleeding
may go on for 2-3 weeks; or the small
pregnancy sac in the womb may be
reabsorbed without much bleeding at
all. It can be very difficult to predict
exactly what will happen and when. 

You will probably be asked to visit or
contact the hospital over the next few
weeks.You may be offered a scan to
check whether the uterus has emptied. 

Or you may be asked to do a
pregnancy test at home and come back
only if it is still positive after 2-3 weeks.
At this point you may be offered
medical or surgical management. 

Does it hurt?

Most women have period-like cramps
that can be extremely painful, especially
when the pregnancy tissue is being
pushed out.This is because the uterus
is tightly squeezing to push its contents
out, much like it does in labour. 

You are also likely to bleed very
heavily and pass clots. These can be as
big as the palm of your hand.You may
see the pregnancy sac, which might
look different from what you
expected.You may – especially after 10
weeks – see an intact fetus that looks
like a tiny baby. The hospital team
should prepare you for what to expect
and advise you about pain relief.
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I had small cramps, which I had been having for
some time and then severe period cramps. The pain
was uncomfortable but in my experience you soon
forget that and in the scheme of what has happened
to you, it is not the worst thing.

“ “
I decided to wait for
things to happen
naturally as I wanted
to keep control of
what was happening
to me, as much as
you can...

“

“



What are the risks? 

Infection

This affects about 1 woman in every
100, so some hospitals give antibiotics
routinely to prevent it. Signs include:

• a raised temperature and flu-like 
symptoms

• vaginal discharge that looks or 
smells bad

• abdominal pain that gets worse 
rather than better 

• bleeding that gets heavier rather 
than lighter. 

Treatment is with antibiotics.You may
need an operation to remove any
remaining pregnancy tissue. 

You will probably be advised to use
pads rather than tampons for the
bleeding and not to have sex until it
has stopped.

Haemorrhage 
(extremely heavy bleeding)

About 2 in 100 women have bleeding
bad enough to need a blood
transfusion. Some of them need
emergency surgery to stop the
bleeding. If you are bleeding very
heavily – or feel otherwise unwell or
unable to cope – it may be best to
contact the hospital where you were
treated or your nearest Accident &
Emergency Department.

Retained tissue 

Sometimes a natural miscarriage
doesn’t complete itself properly –
even after a few weeks – and some
pregnancy tissue remains in the uterus.
You may need an operation to remove
it. 

In rare cases, pregnancy tissue gets
stuck in the cervix (neck of the
uterus1) and needs to be removed
during a vaginal examination. This can
be very painful and distressing. 

1 The cervix is a cone-shaped passageway, about an inch long, that connects the vagina and the uterus
(womb). It is normally closed, but dilates (opens) during labour. It may also dilate naturally during
miscarriage.

cervix

ovary ovary

uterus (womb)

fallopian tubes
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What are the benefits?

The main benefit is avoiding hospital
treatment.You may want your
miscarriage to be as natural as
possible and to be fully aware of what
is happening.You may also find it easier
to say goodbye to the pregnancy if you
see the tissue and maybe the fetus as
it passes.You may still want advice,
though, on what to do with the
remains of your baby (see After the
miscarriage on page 14).

If you choose natural management, it
may help to know that you can change
your mind at any stage and ask to have
medical or surgical management. 

And the disadvantages?

• You may find it difficult not knowing
when or where the miscarriage 
might happen. This can take anything
from days to weeks.You may worry
about starting to bleed heavily in 
public when you are least prepared 
– although wearing sanitary pads as 
a precaution can help; 

• You may be anxious about how you
will cope with pain and bleeding, 
especially if you are not within easy 
reach of a hospital;

• You may be frightened about seeing
the remains of your baby;

• You may find it upsetting or 
inconvenient to have follow-up 
scans or blood tests to check on 
progress – although some women 
find this reassuring;

• You might be too upset to wait for 
the miscarriage to happen naturally 
once you know your baby has died. 

Be prepared

If you decide to manage the
miscarriage naturally, being prepared
with sanitary pads, pain-killers and
emergency contact numbers can help
you cope with what happens.You may
want to make sure you have people on
hand to support you.  

After my second
missed miscarriage 
I opted to let nature
take its course. 

It took two weeks
until I had a
miscarriage and
although those
weeks were very
difficult, I found that
I managed to accept
the situation much
quicker than
previously. I also
found my body got
back to normal in a
much shorter period
of time.

“

“
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Medical management
This means treatment with pills and/or
vaginal tablets (pessaries) to start or
speed up the process of a missed or
incomplete miscarriage. Not all
hospitals offer this option and it isn’t
suitable for women with some health
problems, including severe asthma or
anaemia. 

What happens?

The exact form of treatment your
hospital offers will vary according to
local practice and your type of
miscarriage. And you may be treated
as an in-patient or out-patient – again,
this differs from hospital to hospital.

You may start with tablets to help
break down the lining of the uterus,
then be asked to come back two days
later for the next stage of treatment. 
A small number of women miscarry
after the first stage. 

The 2012 NICE guidance recommends
that the first stage tablets may not be
necessary, so you may go straight on
to the second stage:  tablets or
pessaries to make your uterus
contract and push out the pregnancy
tissue. These are usually inserted into
the vagina.  You may have this
treatment in hospital or be given the
medication to use at home.  

The medication may make you feel
sick and can cause diarrhoea and 
flu-like symptoms.

You may need more than one dose of
this medication before the miscarriage
happens. If you are taking it at home
you should also be given pain relief,
along with emergency contact
numbers to use in case of problems.

Your first period after the miscarriage
may be heavier than usual.

Does it hurt?

Most women have period-like cramps
that can be extremely painful,
especially when the pregnancy tissue
is being pushed out. This is because
the uterus is tightly squeezing to push
its contents out, much like it does in
labour.You are also likely to bleed very
heavily – more than with a normal
period – and pass clots. These can be
as big as the palm of your hand.You
may need to use extra-absorbent pads,
possibly even more than one.

You may see the pregnancy sac, which
might look different from what you
expected.You may – especially after 10
weeks – see an intact fetus that looks
like a tiny baby. 

The hospital team should prepare you
for what to expect. They should make
sure you have strong pain relief. They
may offer anti-sickness medication too.



What are the risks?

Infection affects about 1-4 women in
every 100. Haemorrhage affects about
2 in 100 – the same as for natural
miscarriage (see page 6).

Medical management is effective in 
80-90 per cent of cases. If it is not, or
if you have an infection, you may be
advised to have surgical management
to complete the miscarriage.

What are the benefits?

The main benefit is avoiding an
operation and the anaesthetic (general
or local) that goes with it. 

Some women see medical
management as more natural than
having an operation, but more
controllable than waiting for nature to
take its course.

As with natural management, you may
prefer to be fully aware of what is
happening, to see the pregnancy tissue
and maybe the fetus.

And the disadvantages?

• You may find the process painful 
and frightening, although good 
information about what to expect 
can help;

• You may be anxious about how you
will cope with pain and bleeding, 
especially if you are not in hospital 
at the time;

• You may be frightened about seeing
the remains of your baby;

• Bleeding can continue for up to 
three weeks after the treatment 
and you may need several follow-up
scans to check on progress;

• Some women end up having an 
operation anyway.
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I was told it would be like a heavy period with
cramps and may go on longer than usual. Because I
had never had a miscarriage before, I did not know
what to expect. I was unable to cope with the pain
and needed strong pain-killers.

“ “
I felt I needed to go
through the process
to get closure. I was
lucky not to
experience too much
pain although I was
regularly offered
pain relief. The
hospital gave me a
side room and my
husband stayed with
me throughout.

“

“
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Surgical management of
miscarriage: SMM  
This is an operation to remove the
pregnancy tissue. It is usually done
under general anaesthetic which puts
you to sleep. But in some hospitals it
can also be done under local
anaesthetic, when you stay awake.

SMM under general
anaesthetic
This used to be called called ERPC or
ERPoC, which stands for Evacuation of
Retained Products of Conception.  You
might hear it called it a D & C, which
means dilatation and curettage; but
that is a slightly different procedure,
usually carried out for women with
period problems. Both of these terms
are still used occasionally. 

What happens?

The cervix (neck of the uterus) is
dilated (stretched) gradually. This is
usually done under anaesthetic but
you might be given pills or vaginal
pessaries before the operation to
soften the cervix. A narrow suction
tube is then inserted into the uterus
to remove the remaining pregnancy
tissue. This takes about 5-10 minutes. 

A sample of the tissue removed is
usually sent to the pathology
department to check that it is normal
pregnancy tissue. It is not usually
tested further unless you are having
investigations after recurrent
miscarriage.

Does it hurt?

If you are given tablets or vaginal
pessaries before the operation, you
may have cramping pain and perhaps
some bleeding as the cervix opens.
Having a general anaesthetic means
you will not feel anything during the
operation itself; and there are no cuts
or stitches. 

You may have some abdominal cramps
(like strong period pain) when you
wake up and for a few days afterwards. 

You may bleed for up to 2-3 weeks
after the operation. Bleeding may stop
and start but should gradually tail off. If
it stays heavy, gets heavier than a
period or makes you worried, it is
best to contact your GP or the
hospital. 

I only bled for a
short time after 
the operation
(about 4-5 days like
a period). I only had
mild aching and
soreness the next
morning.

“

“



What are the risks?

• About 2-3 women in every hundred
get an infection. For signs of 
infection and treatment, see under 
‘natural miscarriage’, on page 6;

• Rarely – less than 1 in 200 cases – 
the operation can perforate (tear) 
the uterus; damage to other organs 
is rarer still;

• Haemorrhage (extremely heavy 
bleeding) and scarring (adhesions) 
on the lining of the uterus are also 
rare – less than 1 in 200;

• Very occasionally some pregnancy 
tissue remains in the uterus and a 
second operation is needed to 
remove it;

• Very rarely, the general anaesthetic 
can cause a severe allergic reaction 
(about 1 in 10,000 cases) or even 
death (fewer than 1 in 100,000 
cases);

• Very rarely (less than 1 in 30,000 
cases) it can result in a 
hysterectomy; this would only be if 
there is uncontrollable bleeding or 
severe damage to the uterus.

What are the benefits?

With surgical management you know
when the miscarriage will happen and
can plan around that. With a general
anaesthetic you won’t be aware of
what’s going on.

It may be a relief when the miscarriage
is ‘over and done with’ and you can
move on.

And the disadvantages?

Some women are frightened of
anaesthetics, surgery and staying in
hospital. Some prefer to let nature
take its course and to remain aware of
the miscarriage process. 

The anaesthetic might make you feel
groggy or unwell for a few days. 

Some women refuse surgery because
they worry that the diagnosis might be
wrong and their baby is still alive. If
this is your concern, don’t be afraid to
ask for another scan just to be sure.
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When I was told I had lost the baby I just wanted it
to be all over as soon as possible. I was booked in
immediately and had the op the following day. I was
treated with great kindness and informed all the
way along of what would be happening. I recovered
physically within a couple of weeks.

“ “
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SMM under local
anaesthetic 
This is also sometimes called MVA,
which stands for Manual Vacuum
Aspiration. It may be carried out in a
hospital ward, a day surgery unit or an
out-patient clinic.

What happens?

You may be given tablets or vaginal
pessaries before the operation to
soften the cervix, along with pain relief.
A local anaesthetic is injected into your
cervix, or the cervix may be numbed
with a gel and the cervix is then dilated
(stretched) gradually. A narrow suction
tube is then inserted into the uterus to
remove the remaining pregnancy tissue.
You will be offered further pain relief
during the procedure and may have a
scan afterwards.

This all takes about 10 minutes.
Afterwards you will probably be
advised to wait for an hour or two to
make sure you are well enough to go
home.  

As with SMM under general
anaesthetic, a sample of the tissue
removed may be tested afterwards to
check that it is normal pregnancy
tissue. 

Does it hurt?

If you are given tablets or vaginal
pessaries before the operation, you
might feel pain as the cervix opens.
Most women have cramps (like strong
period pains) as the pregnancy remains
are removed. But you will be given
painkillers and/or nitrous oxide (‘gas
and air’) if necessary and the pain
probably won’t last long. 

You may have some light vaginal
bleeding afterwards. If it becomes
heavy, it is best to contact the team
that treated you.

Are there any risks?  

These are mostly the same as for
SMM under general anaesthetic. There
is a very small risk of having a reaction
to the local anaesthetic. 

I had the surgery done under local anaesthetic
(just with gas and air). It was painful, but very
quick. The actual removal took less than 5 minutes
and just happened on the ward. Within an hour I
walked home with my husband (though I am sure
they expect you to be driven home), bleeding only
a little bit and in no pain (just feeling empty).

“

“



I was worried about whether the
MVA would be painful, but the
consultant talked to me all the way
through, which was very reassuring.
It only hurt for a few minutes and 
I felt in control of the pain and what
was going on.  The pain and bleeding
stopped very quickly afterwards and
the next morning I felt fine.

“

“

What are the benefits?

As with SMM with general anaesthetic,
you will know when the miscarriage
will happen and may then feel you can
move on. The procedure is quick and
you will recover more quickly than
from a general anaesthetic. 

You may actually prefer to be awake
and aware of what is happening.

And the disadvantages?

Some women prefer not to be aware
of the process of miscarrying. And you
may worry about coping with pain or
anxiety.
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After the miscarriage

In hospital

When a baby dies before 24 weeks of
pregnancy, there is no legal
requirement to have a burial or
cremation. Even so, most hospitals
have sensitive disposal policies and
your baby may be buried or cremated,
perhaps along with the remains of
other miscarried babies. Some
hospitals treat the remains of an early
loss as clinical waste, which is sent for
incineration, but this is changing.

If you want to find out about what
happens at your hospital, you could
ask a nurse or midwife on the ward or
unit where you are or were cared for.
The hospital chaplain, the hospital
bereavement service or the PALS
(Patient Advice and Liaison) officer
may be able to provide further
information or advice.

Even if you miscarry in hospital, you
may want to make your own
arrangements for burying or cremating
the remains of your baby.You can do
this through a funeral director or
carry out your own burial at home. 

There are a few things to think about
and you may want to contact the
Miscarriage Association for further
information.

At home

If you miscarry at home or
somewhere else outside a hospital,
you are most likely to pass the
remains of the pregnancy into the
toilet. Actually this can happen in
hospital too.You may look at what has
come away and see a pregnancy sac
and/or, the fetus – or something you
think might be the fetus.You may want
to simply flush the toilet – many
people do that automatically – or you
may prefer to remove the remains for
a closer look. That’s natural too.

You may decide to bury the remains at
home, in the garden or in a planter
with flowers or a shrub. Or you may
prefer to arrange burial in a local
cemetery.You may want your GP or
hospital to look at the remains. Be
aware, though, that while they may be
able to confirm you have passed
pregnancy tissue, they probably won’t
be able to carry out any tests on it.

If you have any questions about what
to do or would just like to talk it
through, you are welcome to contact
the Miscarriage Association.

It wasn’t what I’d intended, but a friend said 
“Just think about your baby being swept through
the system and then floating out to sea, bobbing
about under the stars.” I found that really
comforting.

“ “
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Summary
There are several ways of managing a
miscarriage. Each has its pros and cons.
But the good news is that the risks
associated with all of them are low;
and your chances of having a healthy
pregnancy in future are equally good
whichever you choose.

Each method is different and affects
people differently. This can make it
hard to choose between them –
especially when you wish you didn’t
have to choose at all. 

We hope that this leaflet provides the
information to help you make
decisions at what may be a difficult
and distressing time.

Useful reading 
Leaflets from the Miscarriage
Association, especially:

Ectopic pregnancy

Molar pregnancy (hydatidiform mole)

Patient information from the National
Institute of Health and Clinical Care
(NICE), available online at
http://publications.nice.org.uk/ectopic-
pregnancy-and-miscarriage-in-early-
pregnancy-ifp154  
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writing this leaflet go to Mr Kim
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shared their thoughts and experiences
with us.

The Miscarriage Association is a registered charity with a telephone helpline, an
online support forum and a range of helpful leaflets on pregnancy loss.

The one thing all
these methods have 
in common is that
they are all unhappy
experiences to go
through. But if you
feel informed with the
correct information
then at least you have
some control of a
situation where you
feel horribly out of
control.

“

“
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