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1. Aim/Purpose of this Guideline 

1.1. All clinical staff working in the Women, Children and HIV Care Group to provide 
evidence based guidance in the management of pain and bleeding in early 
pregnancy. 

1.2. This version supersedes any previous versions of this document. 

Data Protection Act 2018 (UK General Data Protection Regulation – GDPR) 
Legislation. 

The Trust has a duty under the Data Protection Act 2018 and UK General Data Protection 
Regulations 2016/679 to ensure that there is a valid legal basis to process personal and 
sensitive data. The legal basis for processing must be identified and documented before 
the processing begins. In many cases we may need consent; this must be explicit, 
informed, and documented. We cannot rely on opt out, it must be opt in. 

Data Protection Act 2018 and UK General Data Protection Regulations 2016/679 is 
applicable to all staff; this includes those working as contractors and providers of services. 

For more information about your obligations under the Data Protection Act 2018 and UK 
General Data Protection Regulations 2016/679 please see the Information Use Framework 
Policy or contact the Information Governance Team.  

Royal Cornwall Hospital Trust rch-tr.infogov@nhs.net 
 

2. The Guidance 

2.1. The majority of women who experience pain and bleeding in early pregnancy 
can be managed on an outpatient basis and seen in the Early Pregnancy Unit 
(EPU) - see referral criteria and guideline below. 

All women should be offered an appointment and scan within 24 hours of 
presentation. 

If the woman is referred to the ward / seen in ED (Emergency Department) as an 
emergency, a full assessment must be made. 

All women have initial observations done:  

• Pulse. 

• Blood pressure. 

• Urine pregnancy test (if unable to pass urine and haemodynamically 
unstable, obtain a catheter specimen of urine) see RCHT Pregnancy 
Testing Protocol. 

2.2. Haemodynamically unstable: 

2.2.1. If a woman is haemodynamically unstable and you suspect a 
miscarriage (heavy bleeding with lower abdominal cramps): 

mailto:rch-tr.infogov@nhs.net
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• Basic resuscitation (ABC). 

• IV (intravenous) access (18-gauge cannula). 

• FBC (full blood count). 

• Group and cross match. 

• Speculum examination to exclude products of conception stuck at 
the cervical os (causing a vagal response) that can be removed 
and sent to histology with relevant documentation completed:  

▪ Written consent for sensitive disposal filed in notes (appendix 
3). 

▪ Specimen accompanied with signed cremation form 
(appendix 4). 

2.2.2. If a woman is haemodynamically unstable and you suspect an ectopic 
pregnancy (minimal bleeding and severe lower abdominal pain / acute 
abdomen):  

• Basic resuscitation (ABC). 

• IV access (18-gauge cannula). 

• FBC. 

• Group and cross match. 

• IV fluids. 

• Inform consultant on call. 

• Arrange immediate transfer to theatre for laparoscopy +/- 
laparotomy. 

2.3. Haemodynamically stable: 

If the woman is haemodynamically stable, a full assessment must be made to 
calculate gestation and assess symptoms: 

2.3.1. Minimum history taken: 

• First day of last menstrual period. 

• Cycle length and regularity. 

• Certainty of dates. 

• Date of first positive pregnancy test. 

• Symptoms this pregnancy (pain / bleeding) and quantify this. 
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• Current/ recent contraception methods. 

• Past obstetric history (especially history of previous miscarriages/ 
ectopics and how they were managed). 

• Past gynaecological history (history of infertility, PID (pelvic 
inflammatory disease), tubal/ pelvic surgery). 

2.3.2. Examination (document the name of chaperone): 

• Abdominal examination. 

• Speculum (document presence or absence of blood or pregnancy 
tissue, appearance of cervix, any dilatation of cervix). Remove any 
pregnancy tissue if seen and send to histopathology with relevant 
documentation (see appendix 3). 

• Bimanual examination *DO NOT do this if suspecting an ectopic 
pregnancy as you may cause rupture (document size of uterus, 
anteverted / retroverted, whether cervical os open or closed, 
presence or absence of adnexal masses, site of any tenderness). 

2.3.3. Investigations. 

• Bloods FBC. 

• Group and antibody screen. 

• Serum bHCG. 

• USS: this should only be performed by those trained in USS and 
assessed locally to be competent. If USS performed, they should 
be reported as per the format described in the early pregnancy unit 
guideline below and the guideline followed according to the 
diagnosis made. 

2.4. Management. 

All women presenting as an emergency with pain and/ or bleeding in early 
pregnancy should have an USS (ultrasound scan) to confirm pregnancy location 
and viability.  

If the woman has any risk factors for ectopic pregnancy (e.g., infertility, history of 
chlamydia, assisted reproduction, previous pelvic/ tubal surgery), she should 
NOT be sent home before a scan. 

2.4.1. Likely intrauterine pregnancy / miscarriage.    

If the woman is stable and your assessment is that she is likely to have 
an intrauterine pregnancy or a threatened or complete miscarriage, she 
can be managed as an outpatient. Discharge home with an appointment 
in the Early Pregnancy Unit (EPU) or Emergency Gynaecology Unit 
(EGU) within 48hours (if this is not possible, inform consultant on call). 
On the discharge letter in the comments section state she has ‘open 
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access’ to the ward should she have worsening symptoms before her 
scan appointment and write down the ward telephone numbers. Add to 
the ‘open access’ file on the gynaecology ward. 

2.4.2. Possible ectopic pregnancy. 

If your assessment is that you suspect an ectopic pregnancy (pain/ light 
bleeding/ normal sized uterus/ past history of ectopic pregnancy or other 
risk factors for ectopic) DO NOT send home until she’s had a scan. 
Admit to the ward and arrange an urgent USS (EPU/ EGU/ Main USS 
Department). If an USS is not available within 24 hours of admission, 
inform the consultant on call. 

2.5. Early Pregnancy Unit Guidelines. 

2.5.1. Booking.  

Direct booking via the online diary EPU / EGU DIARY. 

Following booking instructions via the PowerPoint presentation and 
Referral to the Emergency Gynaecology Unit and Early Pregnancy Unit 
Standard Operating Procedure.  

Call 01872 252686 in office hours and 01872 262090 outside of office 
hours for any help. 

Criteria: ALL of the following: 

• Haemodynamically stable. 

• Positive pregnancy test 

• <14/40 by LMP (last menstrual period).  

• History of pain and/ or bleeding. 

2.5.1.1. Women who fulfil the following criteria can also been seen 
in EPU: 

• Previous ectopic pregnancy. 

• History of recurrent miscarriage. 

• Previous molar pregnancy. 

2.5.1.2. Women attending EPU are informed: 

• To expect a transvaginal scan (no need to have a full 
bladder). 

• To bring a sample of urine (pot given at reception if they have 
not brought a sample).  

https://apps.powerapps.com/play/e/cff0e37f-56a6-e3f6-8230-787feba49ba3/a/945c607d-ce68-469e-9063-a5eec4a8c5b9?source=sharebutton&sourcetime=1725892328945
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Clinical/Gynaecology/ReferraltotheEmergencyGynaecologyUnitandEarlyPregnancyUnitStandardOperatingProcedure.pdf
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Clinical/Gynaecology/ReferraltotheEmergencyGynaecologyUnitandEarlyPregnancyUnitStandardOperatingProcedure.pdf
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2.5.2. Minimum history taken: 

• First day of last menstrual period. 

• Cycle length and regularity. 

• Certainty of dates. 

• Date of first positive pregnancy. 

• Symptoms this pregnancy (pain/ bleeding) and quantify this. 

• Current / recent contraception methods. 

• Past obstetric history (especially history of previous miscarriages/ 
ectopics and how they were managed). 

• Past gynaecological history (history of infertility, PID, tubal/ pelvic 
surgery). 

2.5.3. History of previous miscarriage. 

Offer vaginal micronised progesterone 400 mg twice daily (BD) to 
women with an intrauterine pregnancy confirmed by a scan, if they have 
vaginal bleeding and have previously had a miscarriage. 

Agreed protocol is 400mgs BD until 12/40 gestation then reduce to 
400mgs OD (once daily) until 14/40 then stop. 

Patient leaflet to be given to allow informed choice. 

2.5.4. USS. 

• ALL women who attend EPU should be scanned if they have a 
positive pregnancy test regardless of their dates. 

• If good history of a complete miscarriage or they have never 
actually had a positive pregnancy test or if in doubt, do a urine 
pregnancy test prior to scanning. If urine pregnancy test is 
negative, the woman should be scanned and discussed with EGU if 
clinically necessary. If there is any doubt as to whether the urine 
pregnancy test is accurate, arrange a serum bHCG. 

• TVS (transvaginal scan) is the first line mode of scanning if they 
are <8/40 gestation. TAS (transabdominal scan) can be performed 
if they are >8/40, have pelvic pathology like fibroids or an ovarian 
cyst or if a woman refuses a TVS (in this case inform her of the 
limitations of TAS). 

2.5.5. USS Images. 

A minimum set of images should be taken (and uploaded onto PACS 
(Picture Archiving and Communication System)) in order to demonstrate 
a thorough and complete examination to exclude co-existing pathology: 
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• Uterus longitudinal: join fundus to cervix with midline demonstrated 
throughout the cavity. 

• Image gestation sac within the cavity with a continuous midline in 
view. 

• Uterus transverse: image of cornua and endometrium. 

• Sac measured in three planes if no fetal pole to measure. 

• CRL (crown- rump length) measurement if fetal pole is evident. 

• Ovaries measured in three planes. 

• View of adnexa if unable to identify ovaries ideally with the fundus 
and iliac artery in view. 

• Image of POD (Pouch of Douglas) to demonstrate free fluid or 
absence of free fluid. 

• Image of cervix. 

2.5.6. USS Report. 

The USS should be reported on the Viewpoint system and then copied 
into CRIS (Clinical Record Interactive Search system) include the 
following: 

2.5.6.1. Uterus: 

• Anteverted/ retroverted/ axial. 

• Endometrial thickness in the absence of a gestation sac (and 
a description of this e.g., thin and/ or the presence of a 
midline echo (? ectopic pregnancy), homogenous and 
thickened (? early IUP (intrauterine pregnancy)), mixed 
echogenicity (? miscarriage and retained pregnancy tissue). 

• Sac: number present, measured in 3 planes and the ‘mean 
sac diameter’ (MSD) calculated if no fetal pole. 

• Sac site in the absence of yolk sac: eccentrically placed- likely 
gestation sac; midline- possible pseudo sac. 

• Yolk sac: presence/ absence.  

• Fetus: presence/ absence. 

• Fetal heart pulsations- presence/ absence. 

• Areas of haemorrhage around the sac (with corresponding 
measurements). 
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2.5.6.2. Adnexae. 

• Both ovaries should be visualised and measured in 3 planes. 

• Comments made on whether they look normal, and 
description of corpus luteum / cysts (with measurements) 
made. 

• Presence and description of any adnexal masses (particularly 
where there is an empty uterus). 

2.5.6.3. Pouch of Douglas. 

• Comments made upon whether there is any free fluid or not. 

• If present, maximum depth measured and its consistency 
described (e.g., areas of mixed echogenicity- clot/ blood or 
anechoic- e.g., cyst fluid). 

2.5.6.4. Pain. 

• If the woman has presented with pain, please comment on 
whether or not (and if so where) the woman experiences any 
pain during the TVS. 

2.5.7. Diagnosis. 

Based on the scan findings and history, a diagnosis must be selected 
(from the dropdown menu on Viewpoint). 

• Viable intrauterine pregnancy. 

• Intrauterine pregnancy uncertain viability. 

CRL <7mm with no obvious cardiac pulsations. 

• Early intrauterine pregnancy <6/40.  

Gestation sac and yolk sac only. 

• Non-viable intrauterine pregnancy. 

Fetal pole with crown rump length >/= 7mm and no cardiac 
pulsations * or no change on scans 7-10 days apart. 

• Anembryonic pregnancy.  

Gestation sac with MSD >/=25mm and no yolk sac * or no change 
on scans 7-10 days apart. 

• Ectopic pregnancy. 

Only select this diagnosis if a gestation sac and yolk sac +/- fetus 
are seen extrauterine, otherwise select ‘PUL possible ectopic’ 
whilst awaiting serum bHCG. 
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• Suspected molar pregnancy. 

• Pregnancy unknown location (PUL) likely miscarriage (serial 
bHCGs have been commenced). 

• Pregnancy unknown location (PUL) likely early intrauterine 
pregnancy (serial bHCGs have been commenced). 

• Pregnancy unknown location (PUL) possible ectopic 
pregnancy (serial bHCGs have been commenced). 

• Miscarriage of previously seen intrauterine pregnancy. 

* Before making the diagnosis of non-viable intrauterine pregnancy 
or anembryonic pregnancy on first scan, aim to seek a second 
opinion. Offer a repeat scan a minimum of 7 days later. 

N.B., we do NOT make the diagnosis of ‘complete miscarriage’ or 
‘retained products of conception’ (incomplete miscarriage) on a scan 
alone if a gestation sac hasn’t been previously confirmed on USS or 
histological proof of chorionic villi on tissue removed from the cervix. 
These women must be managed according to the PUL guideline with 
serial bHCGs. In the Confidential Enquiry into Maternal and Child Health 
2000-2002, 11 out of 17 deaths in early pregnancy were from ruptured 
ectopic pregnancy. One potentially avoidable death was a woman seen 
in a specialist centre with an empty uterus on USS. This was interpreted 
as a complete miscarriage. Death occurred 3 weeks later from a 
ruptured ectopic pregnancy. Serial hCG levels would have almost 
certainly established the diagnosis. 

If and when a miscarriage is confirmed, ensure a clear description of the 
endometrium is given. If endometrial thickness is >15mm the diagnosis 
of ‘incomplete miscarriage’ can be assumed and the woman can be 
warned to expect heavy bleeding and / or offered medical or surgical 
management. 

2.5.8. Management. 

2.5.8.1. Viable intrauterine pregnancy. 

Complete Viewpoint report and discharge woman. Advise her to 
book with community midwife if hasn’t already done so in order 
for her dating scan to be arranged. 

Ferrinject is not to be given in the first trimester as per Anaemia 
and iron deficiency: Diagnosis and Treatment throughout 
Pregnancy, Labour and Postpartum Period Clinical Guideline.  

2.5.8.2. Intrauterine pregnancy uncertain viability (CRL < 7mm with 
no obvious cardiac pulsations). 

Arrange a rescan in 7-10 days. Offer RCHT patient information 
leaflet number 971 entitled ‘unclear pregnancy scan / possible 
miscarriage’ if your assessment is that this is likely a failed 

http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Clinical/MidwiferyAndObstetrics/AnaemiaAndIronDeficiencyDiagnosisAndTreatmentThroughoutPregnancyLabourAndPostPartumPeriodClinicalGuideline.pdf
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Clinical/MidwiferyAndObstetrics/AnaemiaAndIronDeficiencyDiagnosisAndTreatmentThroughoutPregnancyLabourAndPostPartumPeriodClinicalGuideline.pdf
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Clinical/MidwiferyAndObstetrics/AnaemiaAndIronDeficiencyDiagnosisAndTreatmentThroughoutPregnancyLabourAndPostPartumPeriodClinicalGuideline.pdf
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/PatientInformation/Gynaecology/RCHT0971UnclearPregnancyScanPossibleMiscarriage.pdf
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/PatientInformation/Gynaecology/RCHT0971UnclearPregnancyScanPossibleMiscarriage.pdf
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pregnancy (from history). 

2.5.8.3. Early intrauterine pregnancy <6/40 (gestation sac and yolk 
sac only). 

Complete Viewpoint report and if no bleeding, discharge woman.  

If has experienced bleeding: offer a rescan in 2 weeks. 

Advise her to book with community midwife if has not already 
done so in order for her dating scan to be arranged. 

2.5.8.4. Non-viable intrauterine pregnancy (CRL >/=7mm and no 
cardiac pulsations, ideally checked by a second sonographer or 
no change on scans 7-10 days apart). 

Inform the woman in a sensitive manner. Counsel her as to her 
options of management (surgical, medical and expectant). Offer 
RCHT patient information leaflet 968 entitled ‘Early Pregnancy 
Assessment Unit’. Make appointment in EGU if chooses surgical 
/ medical management or is undecided. Offer follow up in 2 
weeks in EGU if she chooses expectant management and give 
RCHT patient information leaflet 989 ‘expectant management of 
your miscarriage’. Follow Management of Miscarriage Clinical 
Guideline. 

2.5.8.5. Anembryonic pregnancy (gestation sac with MSD >/=25mm 
and no yolk sac or no change on scans 7-10 days apart). 

Inform the woman in a sensitive manner. Counsel her as to her 
options of management (surgical, medical and expectant). Offer 
RCHT patient information leaflet 968 entitled ‘Early Pregnancy 
Assessment Unit’. Make appointment in EGU if chooses surgical 
/ medical management or is undecided. Offer follow up in 2 
weeks in EGU if she chooses expectant management and give 
RCHT patient information leaflet 989 ‘expectant management of 
your miscarriage’. Follow Management of Miscarriage Clinical 
Guideline. 

2.5.8.6. Ectopic pregnancy. 

Refer to EGU or gynaecology ward. Inform SHO and / or 
registrar on call. Follow Management of Ectopic Pregnancy 
Guideline.  

2.5.8.7. Suspected molar pregnancy. 

Refer to EGU or the Gynaecology Ward. Inform SHO (Senior 
House Officer) and/ or Registrar on call. Serum bHCG, FBC, 
and group and save to be taken. Follow surgical management of 
miscarriage guideline and arrange urgent histology. 

2.5.8.8. Pregnancy site uncertain. 

• Pregnancy site uncertain (PUL) likely miscarriage (serial 

http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/PatientInformation/MidwiferyAndObstetrics/RCHT0968EarlyPregnancyAssessmentUnitYourChoicesExplained.pdf
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/PatientInformation/MidwiferyAndObstetrics/RCHT0968EarlyPregnancyAssessmentUnitYourChoicesExplained.pdf
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/PatientInformation/MidwiferyAndObstetrics/RCHT0989ExpectantManagementOfMiscarriage.pdf
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/PatientInformation/MidwiferyAndObstetrics/RCHT0989ExpectantManagementOfMiscarriage.pdf
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Clinical/Gynaecology/ManagementOfMiscarriageClinicalGuideline.pdf
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Clinical/Gynaecology/ManagementOfMiscarriageClinicalGuideline.pdf
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/PatientInformation/MidwiferyAndObstetrics/RCHT0968EarlyPregnancyAssessmentUnitYourChoicesExplained.pdf
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/PatientInformation/MidwiferyAndObstetrics/RCHT0968EarlyPregnancyAssessmentUnitYourChoicesExplained.pdf
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/PatientInformation/MidwiferyAndObstetrics/RCHT0989ExpectantManagementOfMiscarriage.pdf
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/PatientInformation/MidwiferyAndObstetrics/RCHT0989ExpectantManagementOfMiscarriage.pdf
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Clinical/Gynaecology/ManagementOfMiscarriageClinicalGuideline.pdf
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Clinical/Gynaecology/ManagementOfMiscarriageClinicalGuideline.pdf
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bHCGs have been commenced). 

• Pregnancy site uncertain (PUL) likely early intrauterine 
pregnancy (serial bHCGs have been commenced). 

• Pregnancy site uncertain (PUL) possible ectopic 
pregnancy (serial bHCGs have been commenced). 

• Give RCHT patient information leaflet No. 988 entitled 
‘Pregnancy of Unknown Location’. 

• Follow Pregnancy of Unknown Location PUL Clinical 
Guideline. 

2.5.8.9. Miscarriage of previously seen intrauterine pregnancy. 

Inform the woman in a sensitive manner. If endometrial 
thickness is >15mm (the diagnosis of ‘incomplete miscarriage’ 
can be assumed and the woman can be warned to expect heavy 
bleeding and / or offered) delete this and put ‘consider offering’ 
medical or surgical management. If chooses expectant 
management, give RCHT patient information leaflet entitled: 
‘Miscarriage of a previously seen pregnancy’. Give urine 
pregnancy test (with instruction leaflet) and advice to perform 
one week after bleeding stops. 

2.5.9. General Principles of serum bHCG levels. 

Serum bHCG normally rise >63% every 48 hours in an ongoing 
intrauterine pregnancy. However, this rise can be seen in 15-20% of 
ectopic pregnancies. 

We would expect to see an intrauterine gestation sac on transvaginal 
scans where bHCGs >1500 IU/L. 

The diagnosis of miscarriage / failed intrauterine pregnancy is made on 
USS assessment, NOT on sub optimally rising bHCGs alone. 

2.5.10. Documentation to accompany any suspected pregnancy tissue 
sent to the laboratory. 

Any tissue sent to the laboratory that is suspected pregnancy tissue, 
must be accompanied by ‘a completed certificate of medical practitioner 
or midwife in respect of fetal remains’ – see appendix 4 following written 
consent from the patient that they agree to collective cremation of the 
tissue, or that they have agreed to other options for disposal as detailed 
in the patient information leaflet explaining other options. The nurse / 
midwife / doctor can countersign these forms.  

Reference: Ectopic pregnancy and miscarriage: diagnosis and initial 
management. NICE clinical guideline 126.  

http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/PatientInformation/MidwiferyAndObstetrics/RCHT0988PregnancyOfUnknownLocation.pdf
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Clinical/Gynaecology/PregnancyOfUnknownLocationClinicalGuideline.pdf
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Clinical/Gynaecology/PregnancyOfUnknownLocationClinicalGuideline.pdf
https://www.nice.org.uk/guidance/ng126
https://www.nice.org.uk/guidance/ng126
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3. Monitoring compliance and effectiveness  

Information 
Category 

Detail of process and methodology for monitoring compliance 

Element to be 
monitored 

Is the ‘Diagnosis on USS findings’ box completed on the Viewpoint 
database. 

Lead Sarah Eddy, Advanced Nurse Practitioner. 

Tool 
Viewpoint database- ad hoc monitoring of Viewpoint database as 
part of routine activity. 

Frequency At the monthly EGU and EPU MDT (Multidisciplinary Team). 

Reporting 
arrangements 

Monthly EGU / EPU MDT. 

Acting on 
recommendations 
and Lead(s) 

EGU and EPU MDT. 

Change in practice 
and lessons to be 
shared 

Required changes to practice will be identified and actioned within 
3 months. A lead member of the team will be identified to take each 
change forward where appropriate. Lessons will be shared with all 
the relevant stakeholders. 

4. Equality and Diversity  

4.1. This document complies with the Royal Cornwall Hospitals NHS Trust service 
Equality and Diversity statement which can be found in the Equality Diversity 
And Inclusion Policy or the Equality and Diversity website. 

4.2. Equality Impact Assessment 

The Initial Equality Impact Assessment Screening Form is at Appendix 2. 

 

https://doclibrary-rcht.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/HumanResources/EqualityDiversityAndInclusionPolicy.pdf
https://doclibrary-rcht.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/HumanResources/EqualityDiversityAndInclusionPolicy.pdf
http://intranet-rcht.cornwall.nhs.uk/shelf/equality-and-diversity/
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Appendix 1. Governance Information 

Information Category Detailed Information 

Document Title: 
Management of Pain and Bleeding in Early 
Pregnancy Clinical Guideline V3.1 

This document replaces (exact 
title of previous version): 

Management of Pain and Bleeding in Early 
Pregnancy Clinical Guideline V3.0 

Date Issued/Approved: August 2025 

Date Valid From: August 2025 

Date Valid To: October 2027 

Directorate / Department 
responsible (author/owner): 

Sarah Eddy, Advanced Nurse Practitioner 

Contact details: 01872 252686   

Brief summary of contents: 

All clinical staff working in the Women, Children and 
HIV Care Group to provide evidence-based 
guidance in the management of pain and bleeding in 
early pregnancy. 

Suggested Keywords: 
Early pregnancy, miscarriage, ectopic, pain, 
bleeding. 

Target Audience: 

RCHT:  Yes 

CFT: No 

CIOS ICB:  No 

Executive Director responsible 
for Policy: 

Chief Medical Officer 

Approval route for consultation 
and ratification: 

Gynaecology Business and Governance Meeting 

Manager confirming approval 
processes: 

Caroline Chappell 

Name of Governance Lead 
confirming consultation and 
ratification: 

Michael Cross 

Links to key external standards: 
Ectopic pregnancy and miscarriage: diagnosis and 
initial management. NICE clinical guideline 126 

Related Documents: 
Sensitive Disposal of Pre-24 Week Fetal Tissue 
Procedure (cornwall.nhs.uk) 

Training Need Identified? No 

https://www.nice.org.uk/guidance/ng126
https://www.nice.org.uk/guidance/ng126
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Clinical/MidwiferyAndObstetrics/SensitiveDisposalOfPre24WeekFetalTissueProcedure.pdf
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Clinical/MidwiferyAndObstetrics/SensitiveDisposalOfPre24WeekFetalTissueProcedure.pdf
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Information Category Detailed Information 

Publication Location (refer to 
Policy on Policies – Approvals 
and Ratification): 

Internet and Intranet 

Document Library Folder/Sub 
Folder: 

Clinical/ Gynaecology 

Version Control Table  

Date 
Version 
Number 

Summary of Changes 
Changes Made 
by 

June 2014 V1.0 Initial Issue. 
Lee Azancot, 
Data 
Administrator. 

May 2018 V1.1 
Addition of sensitive disposal and 
cremation documentation. 

Miss Lisa Verity, 
Consultant 
Obstetrics and 
Gynaecology. 

November 
2021 

V2.0 

Full review, minor amendments to sections 
and numbering updated: 

2.3.3. of previous version (now 2.2.3) 
deletion of instruction to ring lab. 

2.5.2. of previous version- section deleted. 

2.5.4. of previous version (now 2.4.3.) 
addition to second bullet point regarding 
need to scan if pregnancy test negative. 

2.5.6. of previous version, now 2.4.5. - 
addition to advise to copy to CRIS.  

2.5.8.3 of previous version, now 2.4.7.3.– 
addition to clarify if bleeding. 

2.5.8.9. of previous version, now 2.4.7.9. - 
addition re: diagnosis. 

2.5.9. of previous version, now 2.4.8. - 
slight change of wording from ‘this rise is’ 
to ‘this rise can be’. 

2.5.10. of previous version, now 2.4.9. -
addition re: a completed certificate. 

Miss Lisa Verity, 
Consultant 
Obstetrics and 
Gynaecology. 
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Date 
Version 
Number 

Summary of Changes 
Changes Made 
by 

August 
2022 

V2.1 
Information added - 2.4.3. History of 
previous miscarriage. 

Sarah Eddy, 
Advanced Nurse 
Practitioner, 
Emergency 
Gynaecology 
Unit/ Early 
Pregnancy Unit. 

September 
2024 

V3.0 
Direction of how to refer to the EPU and 
EGU via the online diary/ booking program. 

Sarah Eddy, 
Advanced Nurse 
Practitioner, 
Emergency 
Gynaecology 
Unit/ Early 
Pregnancy Unit. 

July 2025 V3.1 
Section 2.5.8.1. updated regarding 
contraindication of Ferrinject use in first 
trimester viable intrauterine pregnancies.  

Sarah Eddy, 
Advanced Nurse 
Practitioner, 
Emergency 
Gynaecology 
Unit/ Early 
Pregnancy Unit. 

All or part of this document can be released under the Freedom of Information Act 
2000. 

All Policies, Strategies and Operating Procedures, including Business Plans, are 
to be kept for the lifetime of the organisation plus 6 years. 

This document is only valid on the day of printing. 

Controlled Document. 

This document has been created following the Royal Cornwall Hospitals NHS Trust The 
Policy on Policies (Development and Management of Knowledge Procedural and Web 
Documents Policy). It should not be altered in any way without the express permission of 
the author or their Line Manager.  

https://doclibrary-rcht.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/HealthInformatics/CorporateAndHealthRecords/ThePolicyOnPoliciesDevelopmentAndManagementOfKnowledgeProceduralAndWebDocumentsPolicy.pdf
https://doclibrary-rcht.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/HealthInformatics/CorporateAndHealthRecords/ThePolicyOnPoliciesDevelopmentAndManagementOfKnowledgeProceduralAndWebDocumentsPolicy.pdf
https://doclibrary-rcht.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/HealthInformatics/CorporateAndHealthRecords/ThePolicyOnPoliciesDevelopmentAndManagementOfKnowledgeProceduralAndWebDocumentsPolicy.pdf
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Appendix 2. Equality Impact Assessment 

Section 1: Equality Impact Assessment (EIA) Form  

The EIA process allows the Trust to identify where a policy or service may have a negative 
impact on an individual or particular group of people. 

For guidance please refer to the Equality Impact Assessment Policy (available from the 
document library) or contact the Equality, Diversity, and Inclusion Team 
rcht.inclusion@nhs.net  

Information Category Detailed Information 

Name of the strategy / policy / proposal / 
service function to be assessed: 

Management of Pain and Bleeding in Early 
Pregnancy Clinical Guideline V3.1 

Directorate and service area: Gynaecology 

Is this a new or existing Policy? Existing 

Name of individual completing EIA 
(Should be completed by an individual with 
a good understanding of the Service/Policy): 

Sarah Eddy, Advanced Nurse Practitioner, 
Emergency Gynaecology Unit / Early 
Pregnancy Unit 

Contact details: 01872 252686   

 

Information Category Detailed Information 

1. Policy Aim - Who is the 
Policy aimed at? 

(The Policy is the 
Strategy, Policy, Proposal 
or Service Change to be 
assessed) 

All clinical staff working in the Women, Children and HIV 
Care Group to provide evidence-based guidance in the 
management of pain and bleeding in early pregnancy. 

2. Policy Objectives As above. 

3. Policy Intended 
Outcomes 

As above. 

4. How will you measure 
each outcome? 

See section 3, monitoring compliance and effectiveness. 

5. Who is intended to 
benefit from the policy? 

All obstetrics and gynaecology patients. 

6a. Who did you consult 
with? 

(Please select Yes or No 
for each category)  

• Workforce:  Yes 

• Patients/ visitors: No 

• Local groups/ system partners: No 

• External organisations: No 

• Other: No 

mailto:rcht.inclusion@nhs.net
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Information Category Detailed Information 

6b. Please list the 
individuals/groups who 
have been consulted 
about this policy. 

Please record specific names of individuals/ groups: 

Gynaecology Business and Governance Group.  

6c. What was the outcome 
of the consultation?  

Approved.  

6d. Have you used any of 
the following to assist 
your assessment? 

National or local statistics, audits, activity reports, 
process maps, complaints, staff, or patient surveys: 

No.  

 

7. The Impact 

Following consultation with key groups, has a negative impact been identified for any 
protected characteristic? Please note that a rationale is required for each one. 
 
Where a negative impact is identified without rationale, the key groups will need to be 
consulted again. 

 

Protected Characteristic (Yes or No) Rationale 

Age No  

Sex (male or female)  No  

Gender reassignment 
(Transgender, non-binary, 
gender fluid etc.) 

No  

Race No 

Any information provided should be in an 
accessible format for the parent/ carer/ 
patient’s needs- i.e., available in different 
languages if required/ access to an 
interpreter if required. 

Disability (e.g. physical or 
cognitive impairment, mental 
health, long term conditions 
etc.) 

No 

Those parent/ carer/ patients with any 
identified additional needs will be referred 
for additional support as appropriate- i.e. to 
the Liaison Team or for specialised 
equipment. 

Written information will be provided in a 
format to meet the family’s needs e.g., 
easy read, audio etc. 

Religion or belief No 
All staff should be aware of any beliefs that 
may impact on the decision to treat and 
should respond accordingly. 
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Protected Characteristic (Yes or No) Rationale 

Marriage and civil 
partnership 

No  

Pregnancy and maternity No  

Sexual orientation (e.g. gay, 
straight, bisexual, lesbian etc.) 

No  

A robust rationale must be in place for all protected characteristics. If a negative 
impact has been identified, please complete section 2. If no negative impact has been 
identified and if this is not a major service change, you can end the assessment here. 

I am confident that section 2 of this EIA does not need completing as there are no 
highlighted risks of negative impact occurring because of this policy. 

Name of person confirming result of initial impact assessment: Gynaecology Business and 
Governance Group.  

If a negative impact has been identified above OR this is a major service change, 
you will need to complete section 2 of the EIA form available here: 
Section 2. Full Equality Analysis 

  

http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/ChiefExecutive/Templates/Section2FullEqualityAnalysis.docx
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Appendix 3. Consent form for funeral arrangements after 
pregnancy loss (for less than 14 weeks gestation)(Appendix 4 
of Sensitive Disposal of Pre-24 Week Fetal Tissue Procedure) 

 

 

 

 

http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Clinical/MidwiferyAndObstetrics/SensitiveDisposalOfPre24WeekFetalTissueProcedure.pdf
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Appendix 4. Certificate of Medical Practitioner or Midwife in 
Respect of Fetal Remains (Appendix 5 of Sensitive Disposal of 
Pre-24 Week Fetal Tissue Procedure) 

 

http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Clinical/MidwiferyAndObstetrics/SensitiveDisposalOfPre24WeekFetalTissueProcedure.pdf
http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Clinical/MidwiferyAndObstetrics/SensitiveDisposalOfPre24WeekFetalTissueProcedure.pdf

