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ABSTRACT
A significant proportion of women experience bleeding in early pregnancy resulting in considerable distress. Early pregnancy unit (EPAU)
should promote the sensitive and efficient management of women with early pregnancy problems and we believe this is best achieved by
the establishment of a dedicated unit with dedicated staff. This paper outlines the experience of setting up an early pregnancy unit in a busy
obstetrical unit.
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INTRODUCTION

METHODS

Miscarriage is the most common complication of pregnancy,
affecting 12 to 15% of all recognized pregnancies and a
substantially greater proportion (up to 40%) of biochemical
pregnancies. 1 It is now recognized that a much greater
proportion of women experience bleeding in the first trimester
and this requires prompt diagnosis and treatment in order to
alleviate anxiety.2 This large proportion of pregnant women
were traditionally admitted at all times of day and night for
observation followed the next day with an ultrasound
examination. Discharge or operative management follows
leading to a lack of satisfaction and a scattered service.3 The
gold standard would be a timely effective and reassuring service
that can be audited in the form of an early pregnancy unit
(EPAU).
An EPAU should promote the sensitive and efficient
management of women with early pregnancy problems and we
believe this is best achieved by the establishment of a dedicated
unit with dedicated staff.
Being a busy hospital with over 14000 deliveries a year,
the administration saw fit to start a new unit for early pregnancy
assessment unit (EPAU). This was in line with the
recommendation of the Royal College of Obstetricians to
establish such units since 2006.4,5 In this paper, we wished to
quantify the early pregnancy assessment service after a year of
running.
We established our unit early in 2009 with a dedicated area
and dedicated staff. The staff include two nurses and a specialist
doctor managing the unit with the help of other trained
physicians, as well as a clerical staff. The area is divided into a
waiting area and an examination room. The unit runs five days
a week, from 8 am to 3 pm. It receives patients from the
emergency room, general practice and private clinics. The
criteria for admission included a positive pregnancy test with
amenorrhea up to 20 weeks.

Patients attending the unit during the period between January
and March 2010 were seen by specialists trained by the
fellowship program in obstetric and gynaecological ultrasound
at Hamad Medical Corporation. They filled in a specially
formulated questionnaire that was approved by the research
and ethics committee about each visit. A total of 450 such forms
were filled and the data were analyzed. All cases were taken
until the study number was completed.

RESULTS
The unit has got pretty busy during 2009 with an average of
340 patients a month, a third of which are reviews, i.e. repeat
visits.
During our study period, the vast majority of the patients
were Arabs, both Qatari and non-Qatari (Fig. 1). The large
majority of patients were referred by the accident and emergency
as detailed in Figure 2. Vaginal bleeding was by far the
commonest presentation (Fig. 3). Seven percent had ever used
contraception. Among these, the intrauterine contraceptive
device and the combined pill were by far the commonest
contraceptive methods used (Fig. 4).
Sixteen patients had a previous ectopic (4%) which is in
line with international figures of countries with a relatively low
sexually transmitted disease incidence.

DISCUSSION
Bleeding in early pregnancy generates an enormous amount of
anxiety for the patients. Prior to the introduction of the EPAU,
women were admitted at all hours of the day and night by tired
and junior doctors. They waited several hours in the hospital
bed for a viability scan and fasted for prolonged periods prior
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Fig. 1: The number of patients attending by nationality

Fig. 2: The area from which the patients were referred to the EPAU

Fig. 3: The presenting complaint of patients at the EPAU

to surgery. Many women are often able to describe in detail
very negative experiences surrounding miscarriage and they
are often antagonistic to the medical and nursing staff involved
in their care.6
In response to the dissatisfaction expressed by women about
their care, there has been a rise in the number of hospitals
offering an EPAU.
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This is not an isolated situation in obstetrics as there has been
a move toward day care in many specialties.7,8 The practice appears
to reduce costs and maximizes the use of resources. Day care
management of common conditions in obstetrics and gynecology
has also increased, e.g. colposcopy and outpatient hysteroscopy.9
The majority of patients can be assessed, monitored and
treated without admission to hospital and this is the goal of
an EPAU. Other authors noted that the early pregnancy
assessment unit improved the quality of care and also produced
considerable savings in financial and staff resources.10,11
With the development of urine and serum testing, pregnancy
could be confirmed from as early as a missed period. It was not
until the late 1970s that real-time ultrasound and transvaginal
probes allowed accurate diagnosis in early pregnancy.
Transvaginal ultrasound can visualize an intrauterine sac when
the serum beta-hCG level reaches 750 IU/l—around five weeks’
gestation. Fetal heart pulsation can be seen by six weeks,
although identification with an abdominal transducer will be
on average one week later.
Women, who were unwell, bleeding heavily or who had
questionable adnexae with a positive pregnancy test (pregnancy
of unknown location) were admitted through the usual channels
and not asked to wait for an appointment on the unit. There will
always be a proportion of women who are frightened by the
loss or who are socially or geographically isolated and preferred
admission.
The nationality of clients reflected the general population
currently living in the country. The source of referral was mainly
the emergency department which is in line with the policy of
the unit whereby self-referrals have to be seen first at the
emergency (Fig. 3). This practice multiplies the workload and
it may be time to review it. Changing this to self-referral system
would reduce a large volume of work at the emergency
department.
When looking at the administration of the unit, we may note
that when reviewing a year long practice in 2009, there were
peaks and troughs periods as described in the figure (Fig. 5).
This needs to be taken in consideration when organizing staffing.
Authors around the world help in management of such a unit
by publishing their experiences.12
Bleeding, which in the majority of cases meant spotting,
was the main reason for presenting. The majority had a second
more powerful reason of needing reassurance (Figs 6 and 7).13
Here, it is necessary to point out that in our population, a huge
emphasis is put on reproduction. This is reflected in that 90%
of these patients knew their exact last menstrual period and
only 7% have ever used contraception.
We strongly believe that the establishment of the EPAU
has positively affected the practice in our hospital. Other units
noted that there is a strong demand and need for this service for
couples who experience a miscarriage.14 To prove this, we
compared admissions to the hospital during the year prior to its
start and the year after. We must note that the hospital deliveries
have increased from 14000 in 2007 to 15000 in 2009 (Table 1).
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Fig. 4: The types of contraception ever used in the patients
attending at the EPAU

Fig. 7: The type of ultrasound performed on the patients during the
study period at the EPAU

Table 1: A comparison of hospital admissions in the years 2007
and 2009, due to early pregnancy complications, showing the
significant decrease in hospital admissions

Fig. 5: The total number of visits to the EPAU in 2009

Diagnoses

% of total
deliveries
in 2007

% of total
deliveries
in 2009

Change (%)

Missed
Ectopic
Spontaneous misc
Threatened misc

5.06
2.14
6.81
1.45

3.66
1.88
6.61
0.84

<28
<12
<3
<43

The patient number is increasing which may necessitate
running the clinic 7 days a week. The staff particularly the
nursing have changed a number of times which each time was
to the detriment of the service as it reduced the continuity of
care for follow-up patients. The referrals are mainly from the
emergency department which needs to change to self-referral
to help reduce unnecessary visits to the emergency department.

CONCLUSION

Fig. 6: The gestational age at presentation to the EPAU

We noted that the unit has almost halved the admissions for
threatened miscarriage while reducing by one-third admissions
in cases of ectopic pregnancy, having supported the practice of
noninterventional management. This is in line with the findings
of Hoo et al.15
Management of missed abortion also benefits from having
patients managed in an EPAU.16

A significant proportion of women experience bleeding in early
pregnancy resulting in considerable distress. They deserve
access to a system where they can find out rapidly whether the
pregnancy is continuing. One way of achieving this is by the
introduction of EPAUs, so that they are cared for by specialist
staff who aim to provide optimum care for any individual woman
and her family. Such a system is attractive to managers as there
is no great cost implication in comparison to the benefits and
cost reduction due to reduced admissions.
The new service has clearly positively affected the provision
of service at our hospital and we would recommend any busy
hospital having such a unit.
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