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Aims and Objectives of Study: To compare the diagnostic accuracy of clinical and ultrasound evaluation in first trimester
abortions and assess the impact of ultrasound on patient management.

Study Design: Non-interventional comparative study conducted on 100 patients, s elected on simple r andom b asis from
Gynae Outpatient Department. Study place: Department of Obstetrics & Gynaecology, Allama Igbal Medical College and
Jinnah Hospital, Lahore Materials and Methods: All the patients with symptoms of first trimester abortion were evaluated
clinically and by ultrasound to formulate a diagnostic and management plan. Main Outcome Measures: Both Modalities
were compared for diagnostic accuracy, positive and negative correlation in different types of abortions. Results: 34% of
the patients were at 10weeks of gestation, 28% were unsure of dates, 17% were at 11 weeks of gestation, 13% of the
patients were at 9weeks of gestation, 5% were at 6weeks while 3% were at 7weeks of gestation. Clinical diagnosis was

made in 42% of cases; in 39%

definite diagnosis was possible with combined clinical and ultrasound evaluation while in

19% no diagnosis was established with either modality .In 89% of the cases the diagnosis was made on single ultrasound
scan, while 11% required a repeat scan. Correlation between two modalities was present in 81% of the cases. P ositive
correlation was obtained in 59% and negative correlation was seen in 22% . The correlation was not possible in 19% of
cases. Conclusion: Ultrasonography is an essential tool in diagnosis of early pregnancy failures especially where clinical

evaluation is inconclusive.
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Miscarriage 1s the most common complication of
pregnancy with an overall incidence of approximately 15—
20% among clinically recognized pregnancies.” 2. When
early pregnancy loss occurs it can be due to a number of
embryonic and maternal factors.

Ultrasound brought a new dimension to obstetrics
and gynaecological diagnosis. Its use is widespread. It is
safe, dependable, simple, non-invasive, cost effective and
results are readily available If undertaken at an
appropriate time and by well-trained staff, it can provide
accurate knowledge about gestational age, fetal growth and
fetal normality™,

With the advent of sensitive home pregnancy test, the
carly pregnancy diagnosis is now within the reach ofthe
patients. Ultrasonographic examination can detect a viable
pregnancy as early as 5 weeks of gestation,
Ultrasonographic examination in the first trimester should
preferably be performed with the transvaginal imaging',

In most cases sonographic criteria alone can
distinguish viable from non-viable gestation at a single
examination however, ultrasound findings are unreliable at
3-4 weeks of gestation and may need reappraisal after 3-4
days”.

In this study clinical evaluation was compared with
ultrasonographic findings in the diagnosis of first trimester
spontaneous miscarriages. We studied the impact of
ultraﬁsfnography on the final diagnosis and management
plan™,

Patients and methods

One hundred patients with history of symptoms of
spontaneous first trimester abortion (<13 weeks) were
selected from gynae outpatient department at random. All
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'the patients underwent clinical as well as ultrasound
evaluation for the diagnosis and management. Both
modalities were compared for diagnostic accuracy,
positive and negative correlation in different types of
abortions. The patients with induced and/or septic abortion
and in whom pregnancy was not confirmed wére excluded
from the study.

Information regarding age, parity, menstrual history
and previous miscarriages was collected on a pre-designed
proforma.  After general, physical and  systemic
examination, all the patients underwent pelvic
examination. The Sonologist made evaluation In the
emergency department by transabdominal as well as
transvaginal scans. In doubtful cases a repeat scan was
advised after 3-4 days. Serial scans were performed in few
for follow-up. In each patient, correlation was established
between the two modalities of diagnosis. If the same
diagnosis was obtained by two methods, it was considered
to be positive correlation and if different diagnosis was
obtained, it was considered to be a negative correlation.

Results
The patients selected for the s tudy were between the a ge
group of 17-40 years with mean age of 26.6 years. The
mean duration of marriage was 6 years. The parity of the
patients was from nulliparous to eight. Patients with
previous history of miscarriages were also included (range
0-7) (Table I).

72% of the patients were sure about their dates and
28% were unsure. 34% of the patients were at 10weeks of
gestation, 17% at 11weeks, 13% at 9 weeks of gestation,
5% at 6 weeks and 3% at 7 weeks of gestation (Figure I).



Main presenting symptoms were as in table IL
Abdominal pain in 36%, vaginal discharge in 5% and
discharge with spotting 33%.

Diagnosis was, made in 42% of cases by clinical
- evaluation alone. In 39% of cases definite diagnosis was
possible with both modalities, while in 19% of the cases no
diagnosis was made. In 89% of the cases the diagnosis
was made on single ultrasound scan and in 11% of the
cases repeat scan was needed after a week to make a
certain diagnosis (Figure II).

Correlation between two modalities was present in
81% of the cases. Positive correlation was obtained in 59%
of cases and negative correlation was seen in 22% of cases
. The correlation was not possible in 19% of cases as
shown (Figure III).

Discussion

This was a comparative study between clinical- and
ultrasound findings in the first trimester. This study proved
the supremacy of ultrasound in different forms of - early
pregnancy failures. This is consistent with the study of
Berkowitz RI. and Rana S conducted at Churchill
Livingston***71%!7,

Clinical evaluation nevertheless should always
precede ultrasound. This will not only act as a guide for
the sonologist but also exclude unnecessary scans and
wastage of resources. S imilar suggestions, for the role of
ultrasound in diagnosis of abnormal early pregnancy were
given, by Longley™*' %

The clinicians should apply their clinical judgmentl7
but there is a high rate of inaccyracy in diagnosing
threatened, missed and incomplete abortions™>*'.
Ultrasound has an established role in the detection of
gestational sac as early as 4-5Sweeks of gestation with
BhCG level of 1000-2000 mIU and in diagnosis regardiglg

early-threatened miscarriages and inevitable abortions to
establish the viability of pregnancy to prevent delay in the
management™' '’

If fetal v iability is not c onfirmed in the gestational
sac, the diagnosis rests between a pregnancy of earlier
gestation or blighted o vum. Itis not possible ona single
scan to differentiate between the two unless fetal cardiac
activity is picked”"'. Ultrasound by skilled sonologists can
provide accurate knowledge about gestational age, fetal
growth and condition and also fetal normality. When fetal
cardiac activity is recognized, there are 98% of chances of
satisfactory continuation of that pregnancy. Chances of
abortion after 8 weeks of gestation are minimal if the
beating fetal heart is seen on ultrasound ">,

Correlation between clinical and ultrasound diagnosis
is different in different types of abortions. In our study,
positive correlation was seen in 59% of the cases and
negative correlation was seen in 22% of the cases and
correlation was not possible in 19% of the cases, mainly
because of inconclusive clinical and first ultrasound
examination where we found repeat scan as a valuable
adjunct to the clinical examination in diagnosis of
abortions. This is consistent with the multiple studies
conducted by Kurtz AB and Mansur MM,

Conclusion

Ultrasound is considered to be a necessary modality to
diagnose most of the early pregnancy failures. Although,
the implication of clinical judgment cannot be overlooked,
however ultrasound seems mandatory in certain situations
where clinical evaluation is inconclusive. When the details
regarding gestational age, fetal growth and fetal normality
are required , ultrasonography should be advised.

Table I Characteristics of the Study Population

continuation of pregnancy and its long-term management. Features Range Mean
For early pregnancy diagnosis, vaginal ultrasound is Age (years) 17-40 26.6
considered superior to abdominal approach, especially Married (year) 04-22 06.2
where diagnosis is difficult. In most cases, transvaginal Parity 0-08 02.1
sonography alone can distinguish viable from non-viable Abortion 0-07 00.3
empty gestational sac at a single scan. We suggest that (previous)
transvaginal ultrasound should be preferred in cases of
Table II Clinical Features (Symptoms) Analysis
Symptoms Total Brown Spotting Mild Moderate PAIN
%o Discharge Bleeding Bleeding
Amenorrhoae 100 - - - - = -
Vaginal bleeding severity 80 05% 33% 36% 6% - -
Lower abdominal pain 36 - - - - 22%  09%  05%
Fever 04 - - - - - -
Miscellaneous * 03 - - - - - -

* Nausea, vomiting increased frequency of Maturation and disappearance of previous Sympioms
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Figure I Weeks of Gestation
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Figure 11 Clinical Evaluation verses Ultrasound Evaluation

1004

50+

0.8

O Appropriate Diagnosis
B Definite Diagnosis

[0 Not Diagnosed

Figure I1l Correlation Between Two Modalities
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