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Evaluation and management of Vaginal Bleeding in pregnancy 

 

1. Definition or Key Clinical Information:  Vaginal bleeding occurs in 20%-40% of pregnancies in the first 

trimester. The bleeding may originate from the uterus, cervix, or vagina. Common causes in the first 

trimester may have no obvious cause, or be implantation bleeding, irritation of tissues, vaginal 

intercourse, infection, subchorionic hemorrhage, ectopic pregnancy, cervical polyps, hydatidiform mole, 

or early miscarriage. Vaginal bleeding in the second and third trimesters could be caused by cervical 

insufficiency, preterm labor, placenta issues, vaginal infection, cervical polyps, or vaginal trauma. It is 

important to evaluate the bleeding. Inquire about color, consistency, amount, is there any pain, recent 

intercourse, or trauma? The use of a doppler for FHT or ultrasound to assess the fetus and visualize the 

placenta can assist in diagnosing and management.  

2. Assessment  

i.  Risk Factors   Vaginal penetration, IVF or assisted pregnancy, vaginal infection, STI, history of 

SAB, trauma to the abdomen, implantation, hormone imbalance, invasive testing like CVS or 

amniocentesis, vaginal exam, placental complications, cervical insufficiency, preterm labor, 

vaginal infections, current IUD use, multiparous, advanced maternal age, uterine fibroids, prior 

ectopic pregnancy, hypertensive disorder, prior abruption, smoking, cocaine use. 

ii. Subjective Symptoms   Blood may contain clots, tissue or mucus, cramping, abdominal pain 

with or without pain in the neck or shoulder, foul odor of vaginal discharge, weakness, 

nausea/vomiting, pelvic pressure, pain with urination or urgency to void, decrease in fetal 

movement 

iii. Objective Signs   Pain during internal exam, cervical motion tenderness, irritation of vaginal 

or cervical tissues, absence of FHT or FM on doppler, fetoscope or ultrasound, CVAT pain, 

abdominal pain during exam,  

iv. Clinical Test Considerations    recommended to not do any invasive or internal exam unless 

differential diagnoses that include a contraindication for internal exam is ruled out. Speculum 

exam to visualize the cervix. First trimester: Ultrasound, doppler (after 10 weeks gestation), HCG 

levels, Coagulation studies if missed abortion suspected, Prothrombin time, Partial prothrombin 

time, Fibrinogen level, Platelets, speculum exam, Hematocrit and/or hemoglobin. Second 

trimester: Ultrasound, fetoscope or doppler. Speculum exam, assess cervical dilation, NST. CBC 

with auto diff, and Rh factor are recommended. If client is Rh-, discuss RhIg due to possible 

antibodies.  

3. Management plan   

i. Therapeutic measures to consider   Ultrasound for dx and assessment of fetal well-being.  

ii. Complementary measures to consider   Rest, hydration, fetal kick counts (in second half of 

pregnancy if comforting), pelvic rest, Herbs: chamomile, lemon balm, crampbark, black haw. 

Herbal tea of red raspberry leaf, false unicorn root, wild yam root and black haw. Supplements: 

Vitamin C, Vitamin E, Magnesium. Relaxation techniques. 

iii. Considerations for pregnancy, delivery and lactation   If client is Rh-, discuss Rhig and risks of 

antibody sensitization. Early pregnancy bleeding increases risk for later placental complications, 

including PTL, previa, abruption, PROM, and antepartum hemorrhage of unknown origin. 



MCU Practice Guideline Template  

v. Winter 2019 

 

iv. Client and family education   Vaginal bleeding in pregnancy can be normal. If it accompanies 

pain such as cramping or pain in the neck or shoulder, pelvic pressure, has a foul odor or 

increases in amount call your midwife.  

v. Follow-up   Client follow-up will be based on dx. Ultrasounds or lab work may be 

recommended to support a healthy pregnancy. RhIg for Rh negative clients administered within 

48-72h of the onset of bleeding. Use Kleihauer-Betke test to determine correct dosage. 

4. Indications for Consult, Collaboration or Referral   Referral to care provider immediately if suspected 

dx of: ectopic pregnancy, Significant bleeding - >1 pad per hour, or bleeding with clots, any vaginal 

bleeding in late 2nd or 3rd trimester, placenta abruption, placenta previa, vasa previa, cervical 

insufficiency, Hemodynamic instability, maternal stress, FHR abnormalities in second half of pregnancy 

or any other suspected emergency. Referral for further testing (MFM or Ultrasound) if suspected SAB, 

subchorionic hemorrhage, molar pregnancy, or uterine fibroids. Referral to care provider if STI or UTI is 

dx and prescription is indicated.    
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