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The Investigation andTreatment of Couples with Recurrent
First-trimester and Second-trimester Miscarriage

This is the third edition of this guideline,which was first published in 1998 and then in 2003 under the
title The Investigation and Treatment of Couples with Recurrent Miscarriage.

1. Purpose and scope

The purpose of this guideline is to provide guidance on the investigation and treatment of couples with
three or more first-trimester miscarriages, or one or more second-trimester miscarriages.

2. Background and introduction

Miscarriage is defined as the spontaneous loss of pregnancy before the fetus reaches viability.The term
therefore includes all pregnancy losses from the time of conception until 24 weeks of gestation. It should
be noted that advances in neonatal care have resulted in a small number of babies surviving birth before
24 weeks of gestation.

Recurrent miscarriage,defined as the loss of three or more consecutive pregnancies,affects 1% of couples
trying to conceive.1 It has been estimated that 1–2% of second-trimester pregnancies miscarry before 24
weeks of gestation.2

3. Identification and assessment of evidence

The Cochrane Library and Cochrane Register of ControlledTrials were searched for relevant randomised
controlled trials, systematic reviews and meta-analyses.A search of Medline from 1966 to 2010 was also
carried out.The date of the last search was November 2010. In addition, relevant conference proceedings
and abstracts were searched.

The databases were searched using the relevant MeSH terms including all sub-headings.This was combined
with a keyword search using ‘human’,‘female’,‘pregnancy’,‘abortion’,‘miscarriage’,‘habitual’,‘recurrent’,
‘randomised controlled trials’ and ‘meta-analysis’.

The definitions of the types of evidence used in this guideline originate from the Scottish Intercollegiate
Guidelines Network (SIGN) grading scheme.Where possible,recommendations are based on,and explicitly
linked to, the evidence that supports them.Areas lacking evidence are highlighted and annotated as ‘good
practice points.’

4. Risk factors for recurrent miscarriage

What are the causes of recurrent first trimester miscarriage and second trimester miscarriage?

4.1 Epidemiological factors

Maternal age and number of previous miscarriages are two independent risk factors for a further
miscarriage.3,4 Advancing maternal age is associated with a decline in both the number and quality of the
remaining oocytes.A large prospective register linkage study3 reported the age-related risk of miscarriage
in recognised pregnancies to be: 12–19 years, 13%; 20–24 years, 11%; 25–29 years, 12%; 30–34 years, 15%;
35–39 years,25%;40–44 years,51%;and ≥45 years,93%.Advanced paternal age has also been identified as
a risk factor for miscarriage.The risk of miscarriage is highest among couples where the woman is ≥35
years of age and the man ≥40 years of age.5
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Previous reproductive history is an independent predictor of future pregnancy outcome.The risk of a
further miscarriage increases after each successive pregnancy loss,reaching approximately 40% after three
consecutive pregnancy losses, and the prognosis worsens with increasing maternal age.3,4 A previous live
birth does not preclude a woman developing recurrent miscarriage.6

The evidence on the effect of environmental risk factors is based mainly on data studying women with
sporadic rather than recurrent miscarriage. The results are conflicting and biased by difficulties in
controlling for confounding factors and the inaccuracy of data on exposure and the measurement of toxin
dose.Maternal cigarette smoking and caffeine consumption have been associated with an increased risk
of spontaneous miscarriage in a dose-dependent manner. However, current evidence is insufficient to
confirm this association.7–9 Heavy alcohol consumption is toxic to the embryo and the fetus.Even moderate
consumption of five or more units per week may increase the risk of sporadic miscarriage.10Working with
or using video display terminals does not increase the risk of miscarriage.11The evidence on the effect of
anaesthetic gases for theatre workers is conflicting.12,13

Recent retrospective studies have reported that obesity increases the risk of both sporadic and recurrent
miscarriage.14–16

4.2 Antiphospholipid syndrome

Antiphospholipid syndrome is the most important treatable cause of recurrent miscarriage.Antiphos-
pholipid syndrome refers to the association between antiphospholipid antibodies – lupus anticoagulant,
anticardiolipin antibodies and anti-B2 glycoprotein-I antibodies – and adverse pregnancy outcome or
vascular thrombosis.17,18

Adverse pregnancy outcomes include:

� three or more consecutive miscarriages before 10 weeks of gestation
� one or more morphologically normal fetal losses after the 10th week of gestation
� one or more preterm births before the 34th week of gestation owing to placental disease.

The mechanisms by which antiphospholipid antibodies cause pregnancy morbidity include inhibition of
trophoblastic function and differentiation,19–23 activation of complement pathways at the maternal–fetal
interface resulting in a local inflammatory response24 and, in later pregnancy, thrombosis of the uteropla-
cental vasculature.25–27 In vitro studies have shown that the effect of antiphospholipid antibodies on
trophoblast function28,29 and complement activation30 is reversed by heparin.

Antiphospholipid antibodies are present in 15% of women with recurrent miscarriage.31 By comparison,
the prevalence of antiphospholipid antibodies in women with a low-risk obstetric history is less than
2%.32,33 In women with recurrent miscarriage associated with antiphospholipid antibodies, the live birth
rate in pregnancies with no pharmacological intervention has been reported to be as low as 10%.34

4.3 Genetic factors

4.3.1 Parental chromosomal rearrangements

In approximately 2–5% of couples with recurrent miscarriage, one of the partners carries a balanced
structural chromosomal anomaly:most commonly a balanced reciprocal or Robertsonian translocation.35–38

Although carriers of a balanced translocation are usually phenotypically normal, their pregnancies are at
increased risk of miscarriage and may result in a live birth with multiple congenital malformation and/or
mental disability secondary to an unbalanced chromosomal arrangement. The risk of miscarriage is
influenced by the size and the genetic content of the rearranged chromosomal segments.



4.3.2 Embryonic chromosomal abnormalities

In couples with recurrent miscarriage, chromosomal abnormalities of the embryo account for 30–57% of
further miscarriages.39,40The risk of miscarriage resulting from chromosomal abnormalities of the embryo
increases with advancing maternal age.However, it is important to note that as the number of miscarriages
increases, the risk of euploid pregnancy loss increases.40,41

4.4 Anatomical factors

4.4.1 Congenital uterine malformations

The exact contribution that congenital uterine anomalies make to recurrent miscarriage remains unclear
since the prevalence and reproductive implications of uterine anomalies in the general population are
unknown.The reported prevalence of uterine anomalies in recurrent miscarriage populations ranges
between 1.8% and 37.6%.42,43This variability reflects the differences in the criteria and techniques used for
diagnosis and the fact that available studies have included women with two, three or more miscarriages
in both the first and second trimester of pregnancy.The prevalence of uterine malformations appears to
be higher in women with second-trimester miscarriages compared with women who suffer first-trimester
miscarriages, but this may be related to the cervical weakness that is frequently associated with uterine
malformation.44 It has been reported that women with arcuate uteri tend to miscarry more in the second
trimester while women with septate uteri are more likely to miscarry in the first trimester.45

A retrospective review of reproductive performance in women with untreated uterine anomalies has
suggested that these women experience high rates of miscarriage and preterm delivery, with a term
delivery rate of only 50%.42 However, retrospective studies are biased by patient selection and, until well
controlled prospective data become available, the role of uterine anomalies in recurrent miscarriage will
remain debatable.

4.4.2 Cervical weakness

Cervical weakness is a recognised cause of second-trimester miscarriage, but the true incidence is
unknown, since the diagnosis is essentially a clinical one.There is currently no satisfactory objective test
that can identify women with cervical weakness in the non-pregnant state.The diagnosis is usually based
on a history of second-trimester miscarriage preceded by spontaneous rupture of membranes or painless
cervical dilatation.

4.5 Endocrine factors

Systemic maternal endocrine disorders such as diabetes mellitus and thyroid disease have been associated
with miscarriage.Women with diabetes who have high haemoglobin A1c levels in the first trimester are
at risk of miscarriage and fetal malformation.46 However, well-controlled diabetes mellitus is not a risk
factor for recurrent miscarriage,nor is treated thyroid dysfunction.47,48The prevalence of diabetes mellitus
and thyroid dysfunction in women who suffer recurrent miscarriage is similar to that reported in the
general population.49,50

Anti-thyroid antibodies have been linked to recurrent miscarriage. However, one case–control
study51 from 1998 has reported that women with recurrent miscarriages are no more likely than
women without recurrent miscarriage to have circulating thyroid antibodies. A single
prospective study52 has shown that the presence of thyroid antibodies in euthyroid women
with a history of recurrent miscarriage does not affect future pregnancy outcome.

Polycystic ovary syndrome (PCOS) has been linked to an increased risk of miscarriage but the exact
mechanism remains unclear. Polycystic ovarian morphology, elevated serum luteinising hormone levels or
elevated serum testosterone levels, although markers of PCOS, do not predict an increased risk of future
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pregnancy loss among ovulatory women with a history of recurrent miscarriage who conceive sponta-
neously.53 The increased risk of miscarriage in women with PCOS has been recently attributed to insulin
resistance,hyperinsulinaemia and hyperandrogenaemia.The prevalence of insulin resistance is increased in
women with recurrent miscarriage compared with matched fertile controls.54 An elevated free androgen
index appears to be a prognostic factor for a subsequent miscarriage in womenwith recurrent miscarriage.55

4.6 Immune factors

There is no clear evidence to support the hypothesis of human leucocyte antigen incompatibility between
couples,the absence of maternal leucocytotoxic antibodies or the absence of maternal blocking antibodies.
Hence, they should not be offered routinely in the investigation of couples with recurrent miscarriage.

Natural killer (NK) cells are found in peripheral blood and the uterine mucosa.Peripheral blood NK cells
are phenotypically and functionally different from uterine NK (uNK) cells.56There is no clear evidence that
altered peripheral blood NK cells are related to recurrent miscarriage.57,58Therefore, testing for peripheral
blood NK cells as a surrogate marker of the events at the maternal–fetal interface is inappropriate and
should not be offered routinely in the investigation of couples with recurrent miscarriage.

It has been suggested that uNK cells may play a role in trophoblastic invasion and angiogenesis in addition
to being an important component of the local maternal immune response to pathogens.59 It should be
noted that the largest study60 examining the relationship between uNK cell numbers and future pregnancy
outcome reported that raised uNK cell numbers in women with recurrent miscarriage was not associated
with an increased risk of miscarriage.This remains a research field and testing for uNK cells should not be
offered routinely in the investigation of recurrent miscarriage.

Cytokines are immune molecules that control both immune and other cells. Cytokine responses are
generally characterised either asT-helper-1 (Th-1) type,with production of the pro-inflammatory cytokines
interleukin 2, interferon and tumour necrosis factor alpha (TNF ), or as T-helper-2 (Th-2) type, with
production of the anti-inflammatory cytokines interleukins 4,6 and 10. It has been suggested that normal
pregnancy might be the result of a predominantlyTh-2 cytokine response,whereas women with recurrent
miscarriage have a bias towards mounting aTh-1 cytokine response.

A meta-analysis61 concluded that the available data are not consistent with more than modest
associations between cytokine polymorphisms and recurrent miscarriage. Further research is
required to assess the contribution that disordered cytokines make to recurrent miscarriage
before routine cytokine tests can be introduced to clinical practice.

4.7 Infective agents

Any severe infection that leads to bacteraemia or viraemia can cause sporadic miscarriage.The
role of infection in recurrent miscarriage is unclear. For an infective agent to be implicated in
the aetiology of repeated pregnancy loss, it must be capable of persisting in the genital tract and
avoiding detection,or must cause insufficient symptoms to disturb the woman.Toxoplasmosis,
rubella, cytomegalovirus, herpes and listeria infections do not fulfil these criteria and routine
TORCH screening should be abandoned.62

The presence of bacterial vaginosis in the first trimester of pregnancy has been reported as a risk factor
for second-trimester miscarriage and preterm delivery,63,64 but the evidence for an association with first-
trimester miscarriage is inconsistent.65,66 A randomised placebo-controlled trial67 reported that treatment
of bacterial vaginosis early in the second trimester with oral clindamycin significantly reduces the
incidence of second-trimester miscarriage and preterm birth in the general population.There are no
published data to assess the role of antibiotic therapy in women with a previous second-trimester
miscarriage.

© Royal College of Obstetricians and Gynaecologists5 of 18RCOG Green-top Guideline No. 17

Evidence
level 2++

Evidence
level 3



4.8 Inherited thrombophilic defects

Both inherited and acquired thrombophilias, including activated protein C resistance (most commonly
due to factorV Leiden mutation),deficiencies of protein C/S and antithrombin III,hyperhomocysteinaemia
and prothrombin gene mutation, are established causes of systemic thrombosis. In addition, inherited
thrombophilias have been implicated as a possible cause in recurrent miscarriage and late pregnancy
complications with the presumed mechanism being thrombosis of the uteroplacental circulation.

A meta-analysis68 of pooled data from 31 retrospective studies suggested that the magnitude of
the association between inherited thrombophilias and fetal loss varies according to type of fetal
loss and type of thrombophilia.The association between thrombophilia and late pregnancy loss
has been consistently stronger than for early pregnancy loss.In this meta-analysis, factorV Leiden
was associated with recurrent first-trimester fetal loss (OR 2.01, 95% CI 1.13–3.58), recurrent
fetal loss after 22 weeks (OR 7.83, 95% CI 2.83–21.67) and non-recurrent fetal loss after 19
weeks (OR 3.26,95% CI 1.82–5.83).Activated protein C resistance was associated with recurrent
first-trimester fetal loss (OR 3.48,95% CI 1.58–7.69).Prothrombin gene mutation was associated
with recurrent first-trimester fetal loss (OR 2.32, 95% CI 1.12–4.79), recurrent fetal loss before
25 weeks (OR 2.56, 95% CI 1.04–6.29) and late non-recurrent fetal loss (OR 2.3, 95% CI 1.09–
4.87).Protein S deficiency was associated with recurrent fetal loss (OR 14,95% CI 0.99–218) and
non-recurrent fetal loss after 22 weeks (OR 7.39,95% CI 1.28–42.83).Methylenetetrahydrofolate
mutation and protein C and antithrombin deficiencies were not associated with fetal loss.
However, since protein C and antithrombin III deficiencies are rare, the number of women
included in the study was too small to show any difference in pregnancy outcome.

Similarly, another meta-analysis69 of 16 case–control studies reported that carriers of factor V
Leiden or prothrombin gene mutation have double the risk of experiencing recurrent
miscarriage compared with women without these thrombophilic mutations.

Prospective data on the outcome of untreated pregnancies in women with hereditary
thrombophilias are scarce. One small study70 of six hereditary thrombophilias reported no
adverse effects on the live birth rate of women with recurrent miscarriage. By contrast, two
small prospective studies71,72 reported an increased risk of miscarriage in untreated pregnancies
for women with recurrent miscarriage who carry the factorV Leiden mutation compared with
those with a normal factor V genotype.

5. What are the recommended investigations of couples with recurrent first-trimester
miscarriage and second-trimester miscarriage?

Women with recurrent first-trimester and second-trimester miscarriage should be
looked after by a health professional with the necessary skills and expertise. Where
available, this might be within a recurrent miscarriage clinic.

The loss of pregnancy at any stage can be a devastating experience and particular sensitivity is required
in assessing and counselling couples with recurrent miscarriage.Ideally,the couple should be seen together
at a dedicated recurrent miscarriage clinic and given accurate information to facilitate decision making
about future pregnancies.Clearly written patient leaflets are recommended to provide written information
that the couple can take home.

5.1 Antiphospholipid antibodies

All women with recurrent first-trimester miscarriage and all women with one or
more second-trimester miscarriage should be screened before pregnancy for
antiphospholipid antibodies.
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To diagnose antiphospholipid syndrome it is mandatory that the woman has two positive tests at least 12
weeks apart for either lupus anticoagulant or anticardiolipin antibodies of immunoglobulin G and/or
immunoglobulin M class present in a medium or high titre over 40 g/l or ml/l,or above the 99th percentile).

In the detection of lupus anticoagulant, the dilute Russell’s viper venom time test together with a platelet
neutralisation procedure is more sensitive and specific than either the activated partial thromboplastin time
test or the kaolin clotting time test.31Anticardiolipin antibodies are detected using a standardised enzyme-
linked immunosorbent assay.

The detection of antiphospholipid antibodies is subject to considerable inter-laboratory variation.73 This
is a result of temporal fluctuation of antiphospholipid antibody titres in individual women, transient
positivity secondary to infections, suboptimal sample collection and preparation and lack of standardi-
sation of laboratory tests for their detection.

5.2 Karyotyping

Cytogenetic analysis should be performed on products of conception of the third and
subsequent consecutive miscarriage(s).

Parental peripheral blood karyotyping of both partners should be performed in
couples with recurrent miscarriage where testing of products of conception reports
an unbalanced structural chromosomal abnormality.

Knowledge of the karyotype of the products of conception allows an informed prognosis for a
future pregnancy outcome to be given.While a sporadic fetal chromosome abnormality is the
most common cause of any single miscarriage, the risk of miscarriage as a result of fetal
aneuploidy decreases with an increasing number of pregnancy losses.41 If the karyotype of the
miscarried pregnancy is abnormal, there is a better prognosis for the next pregnancy.39

A Dutch study38 reported that couples with balanced translocations have a low risk (0.8%) of
pregnancies with an unbalanced karyotype surviving into the second trimester and that their
chance of having a healthy child is 83%.A recent retrospective UK audit74 of four UK centres over
periods of 5–30 years reported that balanced translocations were found in 1.9% (406 of 20 432)
of parents with recurrent miscarriage,but only four unbalanced translocations were found after
referral for prenatal diagnosis because of balanced parental translocation ascertained for
recurrent miscarriage.At an estimated cost of £3–4 million (the total cost of karyotyping 20 432
individuals calculated at £160–200 per karyotype), the data suggest that routine karyotyping of
couples with recurrent miscarriage cannot be justified. Selective parental karyotyping may be
more appropriate when an unbalanced chromosome abnormality is identified in the products
of conception.

5.3 Anatomical factors

All women with recurrent first-trimester miscarriage and all women with one or
more second-trimester miscarriages should have a pelvic ultrasound to assess uterine
anatomy.

Suspected uterine anomalies may require further investigations to confirm the
diagnosis, using hysteroscopy, laparoscopy or three-dimensional pelvic ultrasound.
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A review75 of studies comparing the diagnostic accuracy of various imaging modalities has
reported that two-dimensional ultrasound scanning and/or hysterosalpingography can be used
as an initial screening test. Combined hysteroscopy and laparoscopy and possibly three-
dimensional ultrasound scanning should be used for definitive diagnosis.The value of magnetic
resonance imaging scanning remains undetermined.

5.4 Thrombophilias

Women with second-trimester miscarriage should be screened for inherited
thrombophilias including factor V Leiden, factor II (prothrombin) gene mutation and
protein S.

A meta-analysis68 of retrospective studies has reported a strong association between second-
trimester miscarriage and inherited thrombophilias: factor V Leiden, factor II (prothrombin)
gene mutation and protein S deficiency.

6. Treatment options for recurrent miscarriage

6.1 What are the treatment options for recurrent first trimester and second trimester miscarriage?

Women with recurrent miscarriage should be offered referral to a specialist clinic.

6.2 Antiphospholipid syndrome

Pregnant women with antiphospholipid syndrome should be considered for
treatment with low-dose aspirin plus heparin to prevent further miscarriage.

A meta-analysis76 of randomised controlled trials examined the outcomes of various treatments
– including aspirin, steroids, intravenous globulin and heparin – given to improve pregnancy
outcome of women with recurrent miscarriage associated with antiphospholipid antibodies.
This meta-analysis reported that the only treatment or treatment combination that leads to a
significant increase in the live birth rate among women with antiphospholipid syndrome is
aspirin plus unfractionated heparin. This treatment combination significantly reduces the
miscarriage rate by 54% (aspirin plus unfractionated heparin compared with aspirin alone: RR
0.46, 95% CI 0.29–0.71).

Two small prospective studies77,78 reported no difference in efficacy and safety between unfra-
ctionated heparin and low-molecular-weight heparin when combined with aspirin in the
treatment of women with recurrent miscarriage associated with antiphospholipid antibodies.

The value of heparin has been questioned in two studies.79,80 However, there were methodological
weaknesses in both demographic and laboratory entry criteria and time of randomisation.

There are no adverse fetal outcomes reported in the meta-analysis of randomised controlled
trials of low-dose aspirin for the prevention of pre-eclampsia in pregnancy.81 Heparin does not
cross the placenta and hence there is no potential to cause fetal haemorrhage or teratogenicity.
Heparin can,however,be associated with maternal complications including bleeding,hypersen-
sitivity reactions,heparin-induced thrombocytopenia and,when used long term,osteopenia and
vertebral fractures.Two prospective studies82,83 have shown that the loss of bone mineral density
at the lumbar spine associated with low-dose long-term heparin therapy is similar to that which
occurs physiologically during normal pregnancy.
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Low-molecular-weight heparin is as safe as unfractionated heparin and has potential advantages during
pregnancy, since it causes less heparin-induced thrombocytopenia, can be administered once daily and is
associated with a lower risk of heparin-induced osteoporosis.84

Pregnancies associated with antiphospholipid antibodies treated with aspirin and heparin
remain at high risk of complications during all three trimesters.Although aspirin plus heparin
treatment substantially improves the live birth rate of women with recurrent miscarriage
associated with antiphospholipid antibodies, these pregnancies remain at high risk of compli-
cations during all three trimesters, including repeated miscarriage, pre-eclampsia, fetal growth
restriction and preterm birth;85,86 this necessitates careful antenatal surveillance.

Neither corticosteroids nor intravenous immunoglobulin therapy improve the live
birth rate of women with recurrent miscarriage associated with antiphospholipid
antibodies compared with other treatment modalities; their use may provoke
significant maternal and fetal morbidity.

A meta-analysis76 of randomised controlled trials reported that treating women who suffer
recurrent miscarriage associated with antiphospholipid antibodies with corticosteroids during
pregnancy does not improve the live birth rate compared with aspirin or aspirin plus heparin
(prednisone and aspirin compared with placebo or aspirin alone:RR 0.85,95% CI 0.53–1.36;and
compared with heparin and aspirin: RR 1.17, 95% CI 0.47–2.93). Steroid therapy is associated
with significant maternal and fetal morbidity.

A randomised controlled trial87 reported that women with recurrent miscarriage associated
with antiphospholipid antibodies treated with low-molecular-weight heparin plus aspirin had
a higher rate of live births than those treated with intravenous immunoglobulin (RR 2.28, 95%
CI 0.81–6.4).Similarly,another randomised controlled trial88 reported that low-molecular-weight
heparin plus aspirin resulted in a higher live birth rate than intravenous immunoglobulin in the
treatment of women with recurrent miscarriage associated with antiphospholipid antibodies
(OR 1.80, 95% CI 1.14–2.84).

6.2 Genetic factors

The finding of an abnormal parental karyotype should prompt referral to a clinical
geneticist.

Genetic counselling offers the couple a prognosis for the risk of future pregnancies with an unbalanced
chromosome complement and the opportunity for familial chromosome studies.

Reproductive options in couples with chromosomal rearrangements include proceeding to a further
natural pregnancy with or without a prenatal diagnosis test, gamete donation and adoption.

Preimplantation genetic diagnosis has been proposed as a treatment option for translocation
carriers.89,90 Since preimplantation genetic diagnosis necessitates that the couple undergo in
vitro fertilisation to produce embryos, couples with proven fertility need to be aware of the
financial cost as well as implantation and live birth rates per cycle following in vitro fertili-
sation/preimplantation genetic diagnosis.Furthermore,they should be informed that they have
a higher (50–70%) chance of a healthy live birth in future untreated pregnancies following
natural conception37,38,91 than is currently achieved after preimplantation genetic diagnosis/in
vitro fertilisation (approximately 30%).92
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Preimplantation genetic screening with in vitro fertilisation treatment in women with
unexplained recurrent miscarriage does not improve live birth rates.

Preimplantation genetic screening in conjunction with in vitro fertilisation has been advocated
as a treatment option for women with recurrent miscarriage,the rationale being that the identi-
fication and transfer of what are thought to be genetically normal embryos will lead to a live
birth.The live birth rate of women with unexplained recurrent miscarriage who conceive
naturally is significantly higher than currently achieved after preimplantation genetic
screening/in vitro fertilisation (20–30%).92–95

6.3 Anatomical factors

6.3.1 Congenital uterine malformations

There is insufficient evidence to assess the effect of uterine septum resection in
womenwith recurrent miscarriage and uterine septum to prevent further miscarriage.

There are no published randomised trials assessing the benefits of surgical correction of uterine
abnormalities on pregnancy outcome.Open uterine surgery has never been assessed in prospective trials
but is associated with postoperative infertility and carries a significant risk of uterine scar rupture during
pregnancy.96 These complications are less likely to occur after transcervical hysteroscopic resection of
uterine septae; experience from case series appears promising.97 However, before a clear judgement can
be made, this procedure must be evaluated in a prospective controlled trial.

6.3.2 Cervical weakness and cervical cerclage

Cervical cerclage is associated with potential hazards related to the surgery and the
risk of stimulating uterine contractions and hence should be considered only in
women who are likely to benefit.

Women with a history of second-trimester miscarriage and suspected cervical
weakness who have not undergone a history-indicated cerclage may be offered serial
cervical sonographic surveillance.

In women with a singleton pregnancy and a history of one second-trimester
miscarriage attributable to cervical factors, an ultrasound-indicated cerclage should
be offered if a cervical length of 25 mm or less is detected by transvaginal scan before
24 weeks of gestation.

The role of cervical cerclage in the prevention of preterm birth has been examined in a recently published
RCOG Green-top Guideline.98A Cochrane review99 of four randomised controlled trials found no conclusive
evidence that prophylactic cerclage reduces the risk of pregnancy loss and preterm delivery in women at
risk of preterm birth or mid-trimester loss owing to cervical factors. Furthermore, the procedure was
associated with a high risk of minor morbidity but no serious morbidity.A small reduction in deliveries
before 33 weeks of gestation was noted in the largest trial.100 The benefit was most marked in women
with three or more second-trimester miscarriages or preterm births. However, there was no significant
improvement in perinatal survival.

A short cervical length on transvaginal ultrasound during pregnancy may be useful in predicting
preterm birth in some cases of suspected cervical weakness.A meta-analysis101 of individual
patient-level data from four randomised controlled trials reported that in a subgroup analysis of
women with singleton pregnancies, a short cervix (less than 25 mm) and previous second-
trimester miscarriage, cerclage may reduce the incidence of preterm birth before 35 weeks of
gestation (RR 0.57, 95% CI 0.33–99).
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Transabdominal cerclage has been advocated as a treatment for second-trimester miscarriage and the
prevention of early preterm labour in selected women with a previous failed transvaginal cerclage and/or
a very short and scarred cervix.102–104 In the absence of any control groups, the reported improvement in
pregnancy outcome is difficult to assess.A systematic review105 compared abdominal with vaginal cerclage
in women with failed vaginal cerclage in a previous pregnancy.This review concluded that abdominal
cerclage may be associated with a lower risk of perinatal death or delivery before 24 weeks of gestation
and a higher risk of serious operative complications.Whether to perform transabdominal cerclage before
pregnancy or during pregnancy remains uncertain.106

6.4 Endocrine factors

There is insufficient evidence to evaluate the effect of progesterone supplementation
in pregnancy to prevent a miscarriage in women with recurrent miscarriage.

Progesterone is necessary for successful implantation and the maintenance of pregnancy.This
benefit of progesterone could be explained by its immmunomodulatory actions in inducing a
pregnancy-protective shift from pro-inflammatoryTh-1 cytokine responses to a more favourable
anti-inflammatoryTh-2 cytokine response.107 A meta-analysis108 to assess progesterone support
for pregnancy showed that it did not reduce the sporadic miscarriage rate. However, in a
subgroup analysis of trials involving women with recurrent miscarriage,progesterone treatment
offered a statistically significant decrease in miscarriage rate compared with placebo or no
treatment (OR 0.38, 95% CI 0.2–0.7). However, this meta-analysis was based on three small
controlled studies, none of which detected a significant improvement in pregnancy outcome.
A large multicentre study (PROMISE,http://www.medscinet.net/promise) is currently under
way to assess the benefit of progesterone supplementation in women with unexplained
recurrent miscarriage.

There is insufficient evidence to evaluate the effect of human chorionic gonado-
trophin supplementation in pregnancy to prevent a miscarriage in women with
recurrent miscarriage.

A multicentre placebo-controlled study of human chorionic gonadotrophin supplementation
in early pregnancy failed to show any benefit in pregnancy outcome.109 However,another small
placebo-controlled study stated that the benefit of human chorionic gonadotrophin is confined
to a small subgroup (n = 23) of women with recurrent miscarriage and oligomenorrhoea.110

Human chorionic gonadotrophin supplementation in early pregnancy should be used only in
the context of randomised controlled trials.

Suppression of high luteinising hormone levels among ovulatory women with
recurrent miscarriage and polycystic ovaries does not improve the live birth rate.

Luteinising hormone hypersecretion, a frequent feature of PCOS, has been reported as a risk
factor for early pregnancy loss.A randomised controlled trial111 has shown that prepregnancy
pituitary suppression of luteinising hormone among ovulatory women with recurrent
miscarriage and polycystic ovaries who hypersecrete luteinising hormone does not improve
the live birth rate. Furthermore, the outcome of pregnancy without pituitary suppression is
similar to that of women without raised luteinising hormone.

There is insufficient evidence to evaluate the effect of metformin supplementation in
pregnancy to prevent a miscarriage in women with recurrent miscarriage.
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The increased risk of miscarriage in women with PCOS has been attributed to insulin resistance
and hyperinsulinaemia. However, a meta-analysis112 of 17 randomised controlled trials of
metformin, an insulin-sensitising agent, in women with PCOS and infertility showed that
metformin has no effect on the sporadic miscarriage risk when administered prepregnancy.

Uncontrolled small studies113 have shown that use of metformin during pregnancy is associated with a
reduction in the miscarriage rate in women with recurrent miscarriage and PCOS.However, there are no
randomised controlled trials to assess the role of metformin in women with recurrent miscarriage.

6.5 Immunotherapy

Paternal cell immunisation, third-party donor leucocytes, trophoblast membranes
and intravenous immunoglobulin in women with previous unexplained recurrent
miscarriage does not improve the live birth rate.

A Cochrane systematic review114 has shown that the use of various forms of immunotherapy,
including paternal cell immunisation,third-party donor leucocytes, trophoblast membranes and
intravenous immunoglobulin, in women with unexplained recurrent miscarriage provides no
significant beneficial effect over placebo in preventing further miscarriage. A 2010 meta-
analysis115 confirmed this conclusion with respect to intravenous immunoglobulin. Moreover,
immunotherapy is expensive and has potentially serious adverse effects including transfusion
reaction, anaphylactic shock and hepatitis.The use of immunotherapy should no longer be
offered to women with unexplained recurrent miscarriage.

There are no published data on the use of anti-TNF agents to improve pregnancy outcome in women with
recurrent miscarriage. Furthermore, anti-TNF agents could potentially cause serious morbidity including
lymphoma,granulomatous disease such as tuberculosis,demyelinating disease,congestive heart failure and
syndromes similar to systemic lupus erythematosus.

Immune treatments should not be offered routinely to women with recurrent miscarriage outside formal
research studies.

6.6 Inherited thrombophilias

There is insufficient evidence to evaluate the effect of heparin in pregnancy to
prevent a miscarriage in women with recurrent first-trimester miscarriage associated
with inherited thrombophilia.

Heparin therapy during pregnancy may improve the live birth rate of women with
second-trimester miscarriage associated with inherited thrombophilias.

Women with known heritable thrombophilia are at an increased risk of venous thromboembolism. See
RCOG Green-top Guideline No. 37a:Reducing the risk of thrombosis and embolism during pregnancy
and the puerperium.116

The efficacy of thromboprophylaxis during pregnancy in women with recurrent first-trimester
miscarriage who have inherited thrombophilias,but who are otherwise asymptomatic,has not
been assessed in prospective randomised controlled trials.Cohort studies117–119 have suggested
that heparin therapy may improve the live birth rate for these women.
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One prospective randomised trial120 demonstrated the efficacy of the low-molecular-weight
heparin enoxaparin for the treatment of women with a history of a single late miscarriage after
10 weeks of gestation who carry the factor V Leiden or prothrombin gene mutation or have
protein S deficiency.The live birth rate of women treated with enoxaparin was 86% compared
with 29% in women taking low-dose aspirin alone (OR 15.5, 95% CI 7–34).

6.7 Unexplained recurrent miscarriage

Women with unexplained recurrent miscarriage have an excellent prognosis for
future pregnancy outcome without pharmacological intervention if offered support-
ive care alone in the setting of a dedicated early pregnancy assessment unit.

A significant proportion of cases of recurrent miscarriage remain unexplained despite detailed
investigation. These women can be reassured that the prognosis for a successful future
pregnancy with supportive care alone is in the region of 75%.6,121 However, the prognosis
worsens with increasing maternal age and the number of previous miscarriages.The value of
psychological support in improving pregnancy outcome has not been tested in the form of a
randomised controlled trial. However, data from several non-randomised studies6,121,122 have
suggested that attendance at a dedicated early pregnancy clinic has a beneficial effect,although
the mechanism is unclear.

Aspirin alone or in combination with heparin is being prescribed for women with unexplained
recurrent miscarriage,with the aim of improving pregnancy outcome.Two recent randomised
controlled trials reported that neither of these interventions improves the live birth rate among
women with unexplained recurrent miscarriage.123,124 However, it should be noted that both
studies included a significant number of women with only two previous miscarriages (40% and
57% of the study population, respectively).

These data suggest that the use of empirical treatment in women with unexplained recurrent miscarriage
is unnecessary and should be resisted. Furthermore, clinical evaluation of future treatments for recurrent
miscarriage should be performed only in the context of randomised trials of sufficient power to determine
efficacy.

7. Suggested audit topics

� Correct assessment and investigations of couples with recurrent miscarriage.
� Pregnancy outcome of women with recurrent miscarriage.

8. Future research

� The role of uterine NK cells and cytokines in recurrent miscarriage.
� The role of uterine septum resection in women with recurrent miscarriage and septate uterus.
� Thromboprophylaxis in women with thrombophilia and recurrent first-trimester miscarriage.
� Progesterone treatment in women with unexplained recurrent miscarriage.
� Metformin treatment in women with recurrent miscarriage and insulin resistance.

© Royal College of Obstetricians and Gynaecologists13 of 18RCOG Green-top Guideline No. 17

Evidence
level 1+

B

Evidence
level 1+

Evidence
level 2+



1. Stirrat GM.Recurrent miscarriage.Lancet 1990;336:673–5.
2. Wyatt PR,OwolabiT,Meier C,HuangT.Age-specific risk of

fetal loss observed in a second trimester serum screening
population.Am J Obstet Gynecol 2005;192:240–6

3. NyboAndersonAM,Wohlfahrt J, Christens P,Olsen J,Melbye
M.Maternal age and fetal loss: population based register
linkage study.BMJ 2000;320:1708–12.

4. Regan L,Braude PR,Trembath PL. Influence of past
reproductive performance on risk of spontaneous abortion.
BMJ 1989;299:541–5.

5. de la Rochebrochard E,Thonneau P. Paternal age and
maternal age are risk factors for miscarriage; results of a
multicentre European study.Hum Reprod 2002;17:1649–56.

6. Clifford K,Rai R,Regan L. Future pregnancy outcome in
unexplained recurrent first trimester miscarriage.Hum
Reprod 1997;12:387–9.

7. Lindbohm ML, Sallmén M,Taskinen H.Effects of exposure to
environmental tobacco smoke on reproductive health.
Scand JWork Environ Health 2002;28 Suppl 2:84–96.

8. RaschV.Cigarette, alcohol, and caffeine consumption: risk
factors for spontaneous abortion.Acta Obstet Gynecol
Scand 2003;82:182–8.

9. Peck JD, LevitonA,Cowan LD.A review of the epidemiologic
evidence concerning the reproductive health effects of
caffeine consumption: a 2000–2009 update.Food Chem
Toxicol 2010;48:2549–76.

10. Kesmodel U,Wisborg K,Olsen SF,HenriksenTB, Secher NJ.
Moderate alcohol intake in pregnancy and the risk of
spontaneous abortion.Alcohol Alcohol 2002;37:87–92.

11. Marcus M,McChesney R,GoldenA, Landrigan P.Video display
terminals and miscarriage. J Am MedWomens Assoc
2000;55:84–8, 105.

12. Shuhaiber S,Koren G.Occupational exposure to inhaled
anaesthetic. Is it a concern for pregnant women? Can Fam
Physician 2000;46:2391–2.

13. McGregor DG.Occupational exposure to trace
concentrations of waste anesthetic gases.Mayo Clin Proc
2000;75:273–7.

14. Lashen H, Fear K, Sturdee DW.Obesity is associated with
increased risk of first trimester and recurrent miscarriage:
matched case–control study.Hum Reprod 2004;19:1644–6.

15. Metwally M,Ong KJ, LedgerWL, Li TC.Does high body mass
index increase the risk of miscarriage after spontaneous and
assisted conception? A meta-analysis of the evidence.Fertil
Steril 2008;90:714–26.

16. Metwally M, Saravelos SH, LedgerWL, Li TC.Body mass index
and risk of miscarriage in women with recurrent
miscarriage.Fertil Steril 2010;94:290–5.

17. WilsonWA,Gharavi AE,KoikeT, Lockshin MD,Branch DW,
Piette JC, et al. International consensus statement on
preliminary classification criteria for definite
antiphospholipid syndrome: report of an international
workshop.Arthritis Rheum 1999;42:1309–11.

18. Miyakis S, Lockshin MD,AtsumiT,Branch DW,Brey RL,
Cervera R, et al. International consensus statement on an
update of the classification criteria for definite
antiphospholipid syndrome (APS). J Thromb Haemost
2006;4:295–306.

19. LydenTW,Vogt E,NgAK, Johnson PM,Rote NS.Monoclonal
antiphospholipid antibody reactivity against human
placental trophoblast. J Reprod Immunol 1992;22:1–14.

20. Di Simon N,De Carolis S, LanzoneA,Ronsisvalle E,Giannice
R,CarusoA. In vitro effect of antiphospholipid
antibody-containing sera on basal and gonadotrophin
releasing hormone-dependent human chorionic
gonadotrophin release by cultured trophoblast cells.
Placenta 1995;16:75–83.

21. Sthoeger ZM,Mozes E,Tartakovsky B.Anti-cardiolipin
antibodies induce pregnancy failure by impairing embryonic
implantation.Proc Natl Acad Sci U S A 1993;90:6464–7.

22. Katsuragawa H,Kanzaki H, InoueT,HiranoT,Mori T,Rote NS.
Monoclonal antibody against phosphatidylserine inhibits in
vitro human trophoblastic hormone production and
invasion.Biol Reprod 1997;56:50–8.

23. Bose P,Black S,Kadyrov M,Weissenborn U,Neulen J, Regan L,
et al.Heparin and aspirin attenuate placental apoptosis in
vitro: implications for early pregnancy failure.Am J Obstet
Gynecol 2005;192:23–30.

24. Salmon JE,Girardi G,Holers VM.Activation of complement
mediates antiphospholipid antibody-induced pregnancy loss.
Lupus 2003;12:535–8.

25. DeWolf F,Carreras LO,Moerman P,Vermylen J,VanAsscheA,
Renaer M.Decidual vasculopathy and extensive placental
infarction in a patient with repeated thromboembolic
accidents, recurrent fetal loss, and a lupus anticoagulant.Am
J Obstet Gynecol 1982;142:829–34.

26. Out HJ,Kooijman CD,Bruinse HW,Derksen RH.
Histopathological findings in placentae from patients with
intra-uterine fetal death and anti-phospholipid antibodies.
Eur J Obstet Gynecol Reprod Biol 1991;41:179–86.

27. PeacemanAM,Rehnberg KA.The effect of immunoglobulin
G fractions from patients with lupus anticoagulant on
placental prostacyclin and thromboxane production.Am J
Obstet Gynecol 1993;169:1403–6.

28. Bose P,Black S,Kadyrov M,Bartz C, ShlebakA,Regan L, et al.
Adverse effects of lupus anticoagulant positive blood sera on
placental viability can be prevented by heparin in vitro.Am J
Obstet Gynecol 2004;191:2125–31.

29. Quenby S,Mountfield S,Cartwright JE,Whitley GS,Vince G.
Effects of low-molecular-weight and unfractionated heparin
on trophoblast function.Obstet Gynecol 2004;104:354–61.

30. Girardi G,Redecha P, Salmon JE.Heparin prevents
antiphospholipid antibody-induced fetal loss by inhibiting
complement activation.Nat Med 2004;10:1222–6.

31. Rai RS,Regan L,Clifford K,PickeringW,Dave M,Mackie I, et
al.Antiphospholipid antibodies and beta-2-glycoprotein-I in
500 women with recurrent miscarriage: results of a
comprehensive screening approach.Hum Reprod
1995;10:2001–5.

32. Lockwood CJ,Romero R, Feinberg RF,Clyne LP,Coster B,
Hobbins JC.The prevalence and biologic significance of
lupus anticoagulant and anticardiolipin antibodies in a
general obstetric population.Am J Obstet Gynecol
1989;161:369–73.

33. Pattison NS,Chamley LW,McKay EJ, Liggins GC,ButlerWS.
Antiphospholipid antibodies in pregnancy:prevalence and
clinical association.Br J Obstet Gynaecol 1993;100:909–13.

34. Rai RS,Clifford K,Cohen H,Regan L.High prospective fetal
loss rate in untreated pregnancies of women with recurrent
miscarriage and antiphospholipid antibodies.Hum Reprod
1995;10:3301–4.

35. de Braekeleer M,DaoTN.Cytogenetic studies in couples
experiencing repeated pregnancy losses.Hum Reprod
1990;5:519–28.

36. Clifford K,Rai R,Watson H,Regan L.An informative protocol
for the investigation of recurrent miscarriage: preliminary
experience of 500 consecutive cases.Hum Reprod
1994;9:1328–32.

37. Stephenson MD, Sierra S.Reproductive outcomes in
recurrent pregnancy loss associated with a parental carrier
of a structural chromosome rearrangement.Hum Reprod
2006;21:1076–82.

38. Franssen MT,Korevaar JC, van der Veen F, Leschot NJ, Bossuyt
PM,Goddijn M.Reproductive outcome after chromosome
analysis in couples with two or more miscarriages: index
[corrected]-control study.BMJ 2006;332:759–63. Erratum in:
BMJ 2006; 332:1012.

39. Carp H,Toder V,AviramA,Daniely M,Mashiach S, Barkai G.
Karyotype of the abortus in recurrent miscarriage.Fertil
Steril 2001;75:678–82.

40. Stephenson MD,Awartani KA,RobinsonWP.Cytogenetic
analysis of miscarriages from couples with recurrent
miscarriage: a case–control study.Hum Reprod
2002;17:446–51.

41. Ogasawara M,Aoki K,Okada S, Suzumori K. Embryonic
karyotype of abortuses in relation to the number of previous
miscarriages.Fertil Steril 2000;73:300–4.

RCOG Green-top Guideline No. 17 14 of 18 © Royal College of Obstetricians and Gynaecologists

References



42. Grimbizis GF,Camus M,Tarlatzis BC,Bontis JN,Devroey P.
Clinical implications of uterine malformations and
hysteroscopic treatment results.Hum Reprod Update
2001;7:161–74.

43. Salim R,Regan L,Woelfer B,Backos M, Jurkovic D.A
comparative study of the morphology of congenital uterine
anomalies in women with and without a history of recurrent
first trimester miscarriage.Hum Reprod 2003;18:162–6.

44. Acién P. Incidence of Müllerian defects in fertile and infertile
women.Hum Reprod 1997;12:1372–6.

45. Woelfer B, Salim R,Banerjee S, Elson J, Regan L, Jurkovic D.
Reproductive outcomes in women with congenital uterine
anomalies detected by three-dimensional ultrasound
screening.Obstet Gynecol 2001;98:1099–103.

46. Hanson U,Persson B,Thunell S. Relationship between
haemoglobin A1C in early type 1 (insulin-dependent)
diabetic pregnancy and the occurrence of spontaneous
abortion and fetal malformation in Sweden.Diabetologia
1990;33:100–4.

47. Mills JL, Simpson JL,Driscoll SG, Jovanovic-Peterson L,Van
Allen M,Aarons JH, et al. Incidence of spontaneous abortion
among normal women and insulin-dependent diabetic
women whose pregnancies were identified within 21 days
of conception.N Engl J Med 1988;319:1617–23.

48. Abalovich M,Gutierrez S,Alcaraz G,Maccallini G,Garcia A,
Levalle O.Overt and subclinical hypothyroidism
complicating pregnancy.Thyroid 2002;12:63–8.

49. Bussen S, Sütterlin M, SteckT. Endocrine abnormalities
during the follicular phase in women with recurrent
spontaneous abortion.Hum Reprod 1999;14:18–20.

50. Li TC, Spuijbroek MD,Tuckerman E,Anstie B, Loxley M, Laird
S. Endocrinological and endometrial factors in recurrent
miscarriage.BJOG 2000;107:1471–9.

51. Esplin MS,Branch DW,Silver R, Stagnaro-GreenA.Thyroid
autoantibodies are not associated with recurrent pregnancy
loss.Am J Obstet Gynecol 1998;179:1583–6.

52. Rushworth FH,Backos M,Rai R,Chilcott IT, Baxter N,Regan
L. Prospective pregnancy outcome in untreated recurrent
miscarriers with thyroid autoantibodies.Hum Reprod
2000;15:1637–9.

53. Rai R, Backos M,Rushworth F,Regan L. Polycystic ovaries and
recurrent miscarriage – a reappraisal.Hum Reprod
2000;15:612–5.

54. Craig LB,Ke RW,KuttehWH. Increased prevalence of insulin
resistance in women with a history of recurrent pregnancy
loss.Fertil Steril 2002;78:487–90.

55. Cocksedge KA, Saravelos SH,Wang Q,Tuckerman E, Laird SM,
Li TC.Does free androgen index predict subsequent
pregnancy outcome in women with recurrent miscarriage?
Hum Reprod 2008;23:797–802.

56. Moffett A,Regan L,Braude P.Natural killer cells,miscarriage,
and infertility.BMJ 2004;329:1283–5.

57. WoldAS,Arici A.Natural killer cells and reproductive failure.
Curr Opin Obstet Gynecol 2005;17:237–41.

58. Rai R, Sacks G,Trew G.Natural killer cells and reproductive
failure – theory, practice and prejudice.Hum Reprod
2005;20:1123–6.

59. Le Bouteiller P, Piccinni MP.Human NK cells in pregnant
uterus:why there? Am J Reprod Immunol 2008;59:401–6.

60. Tuckerman E, Laird SM,PrakashA, Li TC.Prognostic value of
the measurement of uterine natural killer cells in the
endometrium of women with recurrent miscarriage.Hum
Reprod 2007;22:2208–13.

61. Bombell S,McGuireW.Cytokine polymorphisms in women
with recurrent pregnancy loss:meta-analysis.Aust N Z J
Obstet Gynaecol 2008;48:147–54.

62. Regan L, Jivraj S. Infection and pregnancy loss. In:MacLean
AB,Regan L,Carrington D, editors. Infection and
pregnancy. London:RCOG Press; 2001.p. 291–304.

63. Hay PE, Lamont RF,Taylor-Robinson D,Morgan DJ, Ison C,
Pearson J.Abnormal bacterial colonisation of the genital tract
and subsequent preterm delivery and late miscarriage.BMJ
1994;308:295–8.

64. Leitich H,Kiss H.Asymptomatic bacterial vaginosis and
intermediate flora as risk factors for adverse pregnancy
outcome. Best Pract Res Clin Obstet Gynaecol
2007;21:375–90.

65. Llahi-Camp JM,Rai R, Ison C,Regan L,Taylor-Robinson D.
Association of bacterial vaginosis with a history of second
trimester miscarriage.Hum Reprod 1996;11:1575–8.

66. Ralph SG,RutherfordAJ,Wilson JD. Influence of bacterial
vaginosis on conception and miscarriage in the first
trimester: cohort study.BMJ 1999;319:220–3.

67. UgwumaduA,Manyonda I, Reid F,Hay P. Effect of early oral
clindamycin on late miscarriage and preterm delivery in
asymptomatic women with abnormal vaginal flora and
bacterial vaginosis: a randomised controlled trial.Lancet
2003;361:983–8.

68. Rey E,Kahn SR,David M, Shrier I.Thrombophilic disorders
and fetal loss: a meta-analysis.Lancet 2003;361:901–8.

69. Kovalevsky G,Gracia CR,Berlin JA, Sammel MD,Barnhart KT.
Evaluation of the association between hereditary
thrombophilias and recurrent pregnancy loss: a
meta-analysis.Arch Intern Med 2004;164:558–63.

70. Carp H,Dolitzky M,Tur-Kaspa I, Inbal A.Hereditary
thrombophilias are not associated with a decreased live
birth rate in women with recurrent miscarriage.Fertil Steril
2002;78:58–62.

71. Rai R, Backos M,Elgaddal S, ShlebakA,Regan L. Factor V
Leiden and recurrent miscarriage – prospective outcome of
untreated pregnancies.Hum Reprod 2002;17:442–5.

72. Jivraj S,Makris M, Saravelos S, Li TC.Pregnancy outcome in
women with factor V Leiden and recurrent miscarriage.
BJOG 2009;116:995–8.

73. Robert JM,Macara LM,Chalmers EA, Smith GC. Inter-assay
variation in antiphospholipid antibody testing.BJOG
2002;109:348–9.

74. Barber JC,Cockwell AE,Grant E,Williams S,Dunn R,Ogilvie
CM. Is karyotyping couples experiencing recurrent
miscarriage worth the cost? BJOG 2010;117:885–8.

75. Saravelos SH,Cocksedge KA, Li TC.Prevalence and diagnosis
of congenital uterine anomalies in women with reproductive
failure: a critical appraisal.Hum Reprod Update
2008;14:415–29.

76. Empson M,Lassere M,Craig J, Scott J. Prevention of recurrent
miscarriage for women with antiphospholipid antibody or
lupus anticoagulant.Cochrane Database Syst Rev
2005;(2):CD002859.

77. Noble LS,KuttehWH,Lashey N, Franklin RD,Herrada J.
Antiphospholipid antibodies associated with recurrent
pregnancy loss: prospective,multicenter, controlled pilot
study comparing treatment with low-molecular-weight
heparin versus unfractionated heparin.Fertil Steril
2005;83:684–90.

78. Stephenson MD,Ballem PJ,Tsang P, Purkiss S, Ensworth S,
Houlihan E, et al.Treatment of antiphospholipid antibody
syndrome (APS) in pregnancy: a randomized pilot trial
comparing low molecular weight heparin to unfractionated
heparin. J Obstet Gynaecol Can 2004;26:729–34.

79. Farquharson RG,Quenby S,Greaves M.Antiphospholipid
syndrome in pregnancy: a randomized, controlled trial of
treatment. Obstet Gynecol 2002;100:408–13.

80. Laskin CA, Spitzer KA,Clark CA,Crowther MR,Ginsberg JS,
Hawker GA, et al. Low molecular weight heparin and aspirin
for recurrent pregnancy loss: results from the randomized,
controlled HepASATrial. J Rheumatol 2009;36:279–87.

81. Duley L,Henderson-Smart DJ,Meher S,King JF.Antiplatelet
agents for preventing pre-eclampsia and its complications.
Cochrane Database Syst Rev 2007;(2):CD004659.

82. Backos M,Rai R,Thomas E,Murphy M,Doré C,Regan L.Bone
density changes in pregnant women treated with heparin: a
prospective, longitudinal study.Hum Reprod
1999;14:2876–80.

83. Carlin AJ, Farquharson RG,Quenby SM,Topping J, FraserWD.
Prospective observational study of bone mineral density
during pregnancy: low molecular weight heparin versus
control.Hum Reprod 2004;19:1211–4.

© Royal College of Obstetricians and Gynaecologists15 of 18RCOG Green-top Guideline No. 17



84. Greer IA,Nelson-Piercy C. Low-molecular-weight heparins
for thromboprophylaxis and treatment of venous
thromboembolism in pregnancy: a systematic review of
safety and efficacy.Blood 2005;106:401–7.

85. Backos M,Rai R,Baxter N,Chilcott IT,Cohen H,Regan L.
Pregnancy complications in women with recurrent
miscarriage associated with antiphospholipid antibodies
treated with low dose aspirin and heparin.Br J Obstet
Gynaecol 1999;106:102–7.

86. Branch DW,Silver RM,Blackwell JL, Reading JC, Scott JR.
Outcome of treated pregnancies in women with
antiphospholipid syndrome: an update of the Utah
experience.Obstet Gynecol 1992;80:614–20.

97. Triolo G, Ferrante A,Ciccia F,Accardo-PalumboA,PerinoA,
Castelli A, et al. Randomized study of subcutaneous low
molecular weight heparin plus aspirin versus intravenous
immunoglobulin in the treatment of recurrent fetal loss
associated with antiphospholipid antibodies.Arthritis
Rheum 2003;48:728–31.

88. Dendrinos S, Sakkas E,Makrakis E. Low-molecular-weight
heparin versus intravenous immunoglobulin for recurrent
abortion associated with antiphospholipid antibody
syndrome. Int J Gynaecol Obstet 2009;104:223–5.

89. Ogilvie CM,Braude P, Scriven PN. Successful pregnancy
outcomes after preimplantation genetic diagnosis (PGD) for
carriers of chromosome translocations.Hum Fertil (Camb)
2001;4:168–71.

90. Scriven PN, Flinter FA,Braude PR,Ogilvie CM.Robertsonian
translocations – reproductive risks and indications for
preimplantation genetic diagnosis.Hum Reprod
2001;16:2267–73.

91. Regan L,Rai R, Backos M,El Gaddal S. Recurrent miscarriage
and parental karyotype abnormalities: prevalence and future
pregnancy outcome.Abstracts of the 17thAnnual Meeting of
the ESHRE, Lausanne, Switzerland 2001.Hum Reprod
2001;16 Suppl 1:177–8.

92. Lalioti MD.Can preimplantation genetic diagnosis overcome
recurrent pregnancy failure? Curr Opin Obstet Gynecol
2008;20:199–204.

93. Platteau P, Staessen C,Michiels A,Van SteirteghemA, Liebaers
I,Devroey P. Preimplantation genetic diagnosis for
aneuploidy screening in patients with unexplained recurrent
miscarriages.Fertil Steril 2005;83:393–7.

94. Munné S,Chen S, Fischer J,Colls P, Zheng X, Stevens J, et al.
Preimplantation genetic diagnosis reduces pregnancy loss in
women aged 35 years and older with a history of recurrent
miscarriages.Fertil Steril 2005;84:331–5.

95. Garrisi JG,Colls P, Ferry KM,Zheng X,Garrisi MG,Munné S.
Effect of infertility,maternal age, and number of previous
miscarriages on the outcome of preimplantation genetic
diagnosis for idiopathic recurrent pregnancy loss.Fertil
Steril 2009;92:288–95.

96. Jacobsen LJ,DeCherneyA.Results of conventional and
hysteroscopic surgery.Hum Reprod 1997;12:1376–81.

97. Homer HA, Li TC,Cooke ID.The septate uterus: a review of
management and reproductive outcome.Fertil Steril
2000;73:1–14.

98. Royal College of Obstetricians and Gynaecologists.Cervical
cerclage.Green-top Guideline No. 60. London:RCOG;2011.

99. Drakeley AJ, Roberts D,Alfirevic Z.Cervical cerclage for
prevention of preterm delivery:meta-analysis of randomized
trials.Obstet Gynecol 2003;102:621–7. Erratum in:Obstet
Gynecol 2004;103:201.

100. Final report of the Medical Research Council/Royal College
of Obstetricians and Gynaecologists multicentre randomised
trial of cervical cerclage.MRC/RCOGWorking Party on
Cervical Cerclage.Br J Obstet Gynaecol 1993;100:516–23.

101. Berghella V,OdiboAO,To MS,Rust OA,Althuisius SM.
Cerclage for short cervix on ultrasonography:meta-analysis
of trials using individual patient-level data.Obstet Gynecol
2005;106:181–9.

102. Gibb DM, Salaria DA.Transabdominal cervicoisthmic cerclage
in the management of recurrent second trimester
miscarriage and preterm delivery.Br J Obstet Gynaecol
1995;102:802–6.

103. Anthony GS,Walker RG,CameronAD,Price JL,Walker JJ,
Calder AA.Transabdominal cervico-isthmic cerclage in the
management of cervical incompetence.Eur J Obstet
Gynecol Reprod Biol 1997;72:127–30.

104. Debbs RH,DeLaVega GA,Pearson S, Sehdev H,Marchiano D,
Ludmir J.Transabdominal cerclage after comprehensive
evaluation of women with previous unsuccessful
transvaginal cerclage. Am J Obstet Gynecol
2007;197:317.e1–4.

105. Zaveri V,Aghajafari F,Amankwah K,Hannah M.Abdominal
versus vaginal cerclage after a failed transvaginal cerclage: a
systematic review.Am J Obstet Gynecol 2002;187:868–72.

106. Thuesen LL,Diness BR, Langhoff-Roos J. Pre-pregnancy
transabdominal cerclage.Acta Obstet Gynecol Scand
2009;88:483–6.

107. Raghupathy R,Al-Mutawa E,Al-Azemi M,Makhseed M,Azizieh
F, Szekeres-Bartho J. Progesterone-induced blocking factor
(PIBF) modulates cytokine production by lymphocytes from
women with recurrent miscarriage or preterm delivery. J
Reprod Immunol 2009;80:91–9.

108. Haas DM,Ramsey PS. Progestogen for preventing
miscarriage.Cochrane Database Syst Rev
2008;(2):CD003511.

109. Harrison RF.Human chorionic gonadotrophin (hCG) in the
management of recurrent abortion; results of a multi-centre
placebo-controlled study.Eur J Obstet Gynecol Reprod Biol
1992;47:175–9.

110. Quenby S, Farquharson RG.Human chorionic gonadotropin
supplementation in recurring pregnancy loss: a controlled
trial.Fertil Steril 1994;62:708–10.

111. Clifford K,Rai R,Watson H, Franks S,Regan L.Does
suppressing luteinising hormone secretion reduce the
miscarriage rate? Results of a randomised controlled trial.
BMJ 1996;312:1508–11.

112. Palomba S, FalboA,Orio F Jr, Zullo F. Effect of
preconceptional metformin on abortion risk in polycystic
ovary syndrome: a systematic review and meta-analysis of
randomized controlled trials.Fertil Steril 2009;92:1646–58.

113. Jakubowicz DJ, Iuorno MJ, Jakubowicz S,Roberts KA,Nestler
JE. Effects of metformin on early pregnancy loss in the
polycystic ovary syndrome. J Clin Endocrinol Metab
2002;87:524–9.

114. PorterTF, LaCoursiereY, Scott JR. Immunotherapy for
recurrent miscarriage.Cochrane Database Syst Rev
2006;(2):CD000112.

115. Stephenson MD,KuttehWH,Purkiss S, Librach C, Schultz P,
Houlihan E, et al. Intravenous immunoglobulin and
idiopathic secondary recurrent miscarriage: a multicentered
randomized placebo-controlled trial.Hum Reprod
2010;25:2203–9.

116. Royal College of Obstetricians and Gynaecologists.Reducing
the risk of thrombosis and embolism during pregnancy
and the puerperium.Green-top Guideline No. 37a. London:
RCOG;2009
[http://www.rcog.org.uk/womens-health/clinical-guidance/r
educing-risk-of-thrombosis-greentop37a].

117. Carp H,Dolitzky M, Inbal A.Thromboprophylaxis improves
the live birth rate in women with consecutive recurrent
miscarriages and hereditary thrombophilia. J Thromb
Haemost 2003;1:433–8.

118. Brenner B,Hoffman R,Carp H,Dulitsky M,Younis J;
LIVE-ENOX Investigators. Efficacy and safety of two doses of
enoxaparin in women with thrombophilia and recurrent
pregnancy loss: the LIVE-ENOX study. J Thromb Haemost
2005;3:227–9.

119. Ogueh O,Chen MF, Spurll G,BenjaminA.Outcome of
pregnancy in women with hereditary thrombophilia. Int J
Gynaecol Obstet 2001;74:247–53.

120. Gris JC,Mercier E,Quéré I, Lavigne-Lissalde G,
Cochery-Nouvellon E,Hoffet M, et al. Low-molecular weight
heparin versus low-dose aspirin in women with one fetal
loss and constitutional thrombophilic disorder.Blood
2004;103:3695–9.

121. Brigham SA,Conlon C, Farquharson RG.A longitudinal study
of pregnancy outcome following idiopathic recurrent
miscarriage.Hum Reprod 1999;14:2868–71.

RCOG Green-top Guideline No. 17 16 of 18 © Royal College of Obstetricians and Gynaecologists



122. Liddell HS, Pattison NS,ZanderigoA.Recurrent miscarriage –
outcome after supportive care in early pregnancy.Aust N Z J
Obstet Gynaecol 1991;31:320–2.

123. Kaandorp SP,Goddijn M, van der Post JA,Hutten BA,
Verhoeve HR,Hamulyák K, et al.Aspirin plus heparin or
aspirin alone in women with recurrent miscarriage.N Engl J
Med 2010;362:1586–96.

124. Clark P,Walker ID, Langhorne P,Crichton L,ThomsonA,
Greaves M, et al.; Scottish Pregnancy Intervention Study
(SPIN) collaborators. SPIN (Scottish Pregnancy Intervention)
study: a multicenter, randomized controlled trial of
low-molecular-weight heparin and low-dose aspirin in
women with recurrent miscarriage.Blood 2010;115:4162–7.

© Royal College of Obstetricians and Gynaecologists17 of 18RCOG Green-top Guideline No. 17

Appendix

Grades of recommendations

At least one meta-analysis, systematic review or
randomised controlled trial rated as 1++ and
directly applicable to the target population;or

A systematic review of randomised controlled
trials or a body of evidence consisting
principally of studies rated as 1+ directly
applicable to the target population and
demonstrating overall consistency of results

A body of evidence including studies rated as
2++ directly applicable to the target
population, and demonstrating overall
consistency of results; or

Extrapolated evidence from studies rated as
1++ or 1+

A body of evidence including studies rated as
2+ directly applicable to the target population
and demonstrating overall consistency of
results; or

Extrapolated evidence from studies rated as
2++

Evidence level 3 or 4;or

Extrapolated evidence from studies rated as 2+

Good practice point

Recommended best practice based on the
clinical experience of the guideline
development group

Classification of evidence levels

1++ High-quality meta-analyses, systematic
reviews of randomised controlled trials
or randomised controlled trials with a
very low risk of bias

1+ Well-conducted meta-analyses, systematic
reviews of randomised controlled trials
or randomised controlled trials with a
low risk of bias

1– Meta-analyses, systematic reviews of
randomised controlled trials or
randomised controlled trials with a high
risk of bias

2++ High-quality systematic reviews of case–
control or cohort studies or high-quality
case–control or cohort studies with a
very low risk of confounding,bias or
chance and a high probability that the
relationship is causal

2+ Well-conducted case–control or cohort
studies with a low risk of confounding,
bias or chance and a moderate
probability that the relationship is causal

2- Case–control or cohort studies with a
high risk of confounding,bias or chance
and a significant risk that the relationship
is not causal

3 Non-analytical studies, e.g. case reports,
case series

4 Expert opinion

�

C

D

B

A
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DISCLAIMER

The British Society of Gynaecological Endoscopists produces guidelines as an educational aid to good clinical practice.
They present recognised methods and techniques of clinical practice,based on published evidence, for consideration by
gynaecologists and other relevant health professionals.The ultimate judgement regarding a particular clinical procedure
or treatment plan must be made by the doctor or other attendant in the light of clinical data presented by the patient
and the diagnostic and treatment options available.This means that BSGE guidelines are unlike protocols or guidelines
issued by employers,not being intended to be prescriptive directions defining a single course of management.Departure
from the local prescriptive protocols or guidelines should be fully documented in the patient’s case notes at the time the
relevant decision is taken.
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