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Results: Consensus reached that the study site performs well at
addressing physical complications of early pregnancy, but could
improve on patient flow, follow up, and emotional care. Important
investigations were identified.
Consensus varied regarding the use of transvaginal ultrasound, timing
of formal ultrasound, necessity and timing of obstetrician
consultation, follow up practitioner, and safety of discharge for
various patient presentations.
Consensus around the management of confirmed early pregnancy
loss was reached for some but not all questions. A specialist led EPLC
was identified as the most ideal and feasible option for most patient
presentations, but barriers to implementation include lack of funding,
space, staffing, resources, and uncertain patient volumes. Possible
alternatives to an EPLC were identified.

Methods: A literature review was conducted to produce a survey 
distributed in a modified Delphi process with three rounds. Clinicians 
from the emergency, obstetrics and gynecology, family medicine, and 
radiology departments were involved. 

Background: Complications in early pregnancy are common and have 
many possible consequences. In southern New Brunswick, Canada, 
there is no early pregnancy loss clinic (EPLC) and patient experiences 
can be varied. This study aimed to obtain consensus on the best 
approach to patients with early pregnancy complications in a single 
tertiary care emergency department in southern New Brunswick, 
Canada. 

Conclusion: Consensus was reached on many 
components required for improving care for 
early pregnancy complications; valuable in 
developing a standard protocol for early 
pregnancy complications in southern New 
Brunswick. 
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Question Consensus No consensus 
Current management Well done

- Managing physical complications 
- POCUS
- Excluding ectopic pregnancy
- US availability 
- Seeing patients in timely manner
Could improve
- Time patients spend waiting
- Emotional support
- Follow up 
- Standardized approach 

Preferred Triage scores Unstable (hemodynamic compromise or adnexal pain)—level 
2
Stable –level 4 

Initial approach Unstable
- ABCs
- Serum beta HCG
- CBC
- Type and screen 
- POCUS
- Early obstetrician-gynecologist consultation
Stable
- Serum beta HCG
- CBC
- Type and screen 
- POCUS
- Fluids (PO)
- Arranging formal US 
- Early obstetrics consultation is NOT necessary 

Speculum and bimanual exam - Should only be performed in stable patients if active 
bleeding/hemorrhage is suspected

- Exam should be performed in all unstable patients 

- Role of this exam in stable patients with pregnancy of 
unknown location 

Rhogam - Not required for Rh negative patients who present with 
abdominal pain alone (not needing if no bleeding)

- All Rh negative patients should receive an injection and 
should not be limited to those with confirmed pregnancy 
loss

- No consensus reached on if it is safe to omit in patients 
with an Rh negative partner who are sure of paternity

Stable, POCUS showing unknown location - Formal US within 24 hours 
- Safe to discharge home 

Stable, formal US showing unknown location - Serial beat HCGs q48 hours
- Repeat US in 7-14 days unless beta HCG >2000-3000 or 

condition worsens, then earlier US performed to assess 
for ectopic pregnancy

Stable, POCUS showing IUP of uncertain viability - Safe to discharge home 
- Formal US within 3 days 

Stable, formal US showing IUP of uncertain viability - Serial beat HCGs q48 hours
- Repeat US in 7-14 days unless beta HCG >2000-3000 or 

condition worsens, then earlier US 
In those discharged home to await further investigations - No consensus reached on who should follow the results 

(primary prenatal care provider if already seen in current 
pregnancy, ED department, family physician, obstetrician-
gynecology service)

ED TVUS - Consensus not reached on if the study site has a high 
enough volume for clinicians to maintain skill 

- Consensus not reached on if transabdominal POCUS is 
indeterminate if the ED clinician TVUS, OB clinician TVUS 
(if trained), or formal radiology US should be arranged

Patients presenting to family physician - if unstable should be referred to ED to and the 
obstetrician gynecologist notified 

- if stable okay for family MD to arrange outpatient labs 
and US 

- formal US should occur within 3-5 business days 
Consultation of on call obstetrician-gynecologist - all patients with ectopic pregnancy should be referred to 

the on call obstetrician-gynecologist
- NOT all patients with early pregnancy complications need 

a same day assessment by an obstetrician-gynecologist
- NOT necessary for all patients with confirmed pregnancy 

loss 
- Should occur if patient desires misoprostol or surgical 

management of confirmed pregnancy loss 

Misoprostol - It is safe for family physicians to manage early pregnancy 
loss expectantly or with misoprostol

- No consensus reached on if it is safe/appropriate for ED 
clinicians to prescribe misoprostol. IF they do, it was 
agreed a NON ED clinician should follow up patients 

Community support - The study site does not have adequate community 
support for patients with early pregnancy complications 

- A community program would be valuable

Patient follow up - There is enough volume in the study site to sustain an 
EPLC

- Specialist run EPLC is the ideal model for physical and 
emotional management of patients with early pregnancy 
complications  

- Specialist run EPLC is most feasible option to arrange 
follow up for patients presenting after business hours 

- Specialist run EPLC is most ideal for those patients 
without a family physician

- It is not feasible to automatically refer patients to the on-
call obstetrician gynecologist or family physician when 
they present with early pregnancy complications 
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