
Recurrent Miscarriage (RM) 
 

A summary of causes, tests and treatment 

Information leaflet 

The aim of this leaflet is to explain what is currently known about the possible causes of Recurrent 
Miscarriage,the tests that may be offered to you and your partner, and the treatment available. 

What is recurrent miscarriage? 
A miscarriage is when you lose a pregnancy at some point in the first 23 weeks. When this 
happens three or more times doctors call this recurrent miscarriage. For women and their partners 
it is a very distressing problem. 

Around one woman in every 100 has recurrent miscarriages. This is about three times more than 
you would expect to happen just by chance, so it seems that for some women there must be a 
specific reason for their losses. For others, however, no underlying problem can be identified; their 
repeated miscarriages may be due to chance alone. 

 

What are my chances of success in my next pregnancy? 
Most couples who have had recurrent miscarriages still have a good chance of a successful birth 
in future. The older you are, the greater your risk of having further miscarriage.The more 
miscarriages you have had already,the more likely you will be to have another one.However,even 
at or above the age of 40 ,there is still a 50% chance of achieving a successful pregnancy. 

 

Table 1: Predicted probability of a successful pregnancy occurring subsequently following 
miscarriage: 

 



Age (years) 
Number of Miscarriages 

2 3 4 5 

20 
25 
30 
35 
40 
45 

92 
89 
84 
77 
69 
60 

90 
86 
80 
73 
64 
54 

88 
82 
76 
68 
58 
48 

85 
79 
71 
62 
52 
42 
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What will happen during my appointment? 
You and your partner will be initially seen in RM clinic by Mr Faraj who will take details of your 
medical history and request blood tests for you and your partner(if necessary).You will have the 
opportuinity to ask questions you may have.Results of investigations taken should be available 
within few weeks and you will be contacted with a follow up appointment.At this appointment,your 
own personal care plan for your next pregnancy will be devised.This may include a viability scan at 
7 weeks and sometimes medications.Supportive care from the beginning of your pregnancy will 
improve the chances of a successful outcome but both your partner and yourself may also need to 
modify your lifestyles 

Key points 

If you have had recurrent miscarriages, you may be offered blood tests and/or a pelvic ultrasound 
scan to try to identify the reason for them. 

Your doctors will not be able to tell you for sure what will happen if you become pregnant again. 

Why does it happen? 
Often, in spite of careful investigations, the reasons for recurrent miscarriages cannot be found. 

Approximately 50% of couples with a history of recurrent miscarriage will not have a cause 
identified even after detailed investigations have been performed 

However, if you and your partner feel able to keep trying, you still have a good chance of a 
successful birth in future. 

In summary, no news of an abnormal test result is usually good news. 

There are a number of things which may play a part in recurrent miscarriage. 

 



Your age and past pregnancies 

The older you are, the greater your risk of having a miscarriage. The more miscarriages you have 
had already, the more likely you will be to have another one. 

Genetic factors 

For around three to five in every 100 women who have recurrent miscarriages, they or their 
partner have an abnormality on one of their chromosomes (the genetic structures within our cells 
that contain our DNA and the features we inherit from our parents). Although such abnormalities 
may cause no problem for you or your partner, they may sometimes cause problems if passed on 
to your baby. 

Polycystic ovaries 

If you have polycystic ovaries your ovaries are slightly larger than normal ovaries and produce 
more small follicles than normal. This may be linked to an imbalance of hormones. Just under half 
of women with recurrent early miscarriages have polycystic ovaries; this is about twice the number 
of women in the general population. 

Having polycystic ovaries is not a direct cause of recurrent miscarriage and it does not mean that 
you are at any greater risk of further miscarriages. We are not sure what the link is. 

Many women with polycystic ovaries and recurrent miscarriage have high levels of a hormone 
called luteinising hormone (LH) in their blood. Reducing the level of LH before pregnancy, 
however, does not improve your chances of a successful birth. 

Hormones 

Follicle stimulating hormone (FSH) drives the ovary to recruit the follicles. Sadly some women with 
a history of pregnancy loss are also found to have high FSH levels because their ovaries have 
become prematurely menopausal. Although rare, this is obviously a very important problem to 
identify, which is why we arrange to check your FSH levels at an early stage of the investigations. 
If they are high we will arrange for you to be seen by our fertility specialists. 

Abnormalities in the embryo 

An embryo is a fertilised egg. An abnormality in the embryo is the most common reason for single 
miscarriages. However, the more miscarriages you have, the less likely this is to be the cause of 
them. 

Autoimmune factors 

Antibodies are substances produced in our blood in order to fight off infections. Around 15 in every 
100 women who have had recurrent miscarriages have particular antibodies, called 
antiphospholipid antibodies (aPL), in their blood; fewer than two in every 100 women with normal 
pregnancies have aPL antibodies. Some people produce antibodies that react against the body's 
own tissues; this is known as an autoimmune response and it is what happens to women who 
have aPL antibodies. If you have aPL antibodies and a history of recurrent miscarriage, your 
chances of a successful pregnancy may be only one in ten. 



There are other blood clotting conditions which are hereditary. These include Factor V Leiden, 
Prothrombin gene mutation, acquired activated protein C resistance, Protein C or S deficiency 
which are not only associated with recurrent miscarriages but increase the risk of thrombosis. 
Hence it is important to investigate thoroughly and offer appropriate treatment in pregnancy as 
well as prophylactic anti-thrombotic drugs during the postpartum period. 

Womb structure 

It is not clear how far major irregularities in the structure of your womb can affect the risk of 
recurrent miscarriages. Estimates of the number of women with recurrent miscarriage who also 
have these irregularities range from two out of 100 to as many as 37 out of 100. Women who have 
serious anatomical abnormalities and do not have treatment for them seem to be more likely to 
miscarry or give birth early. Minor variations in the structure of your womb do not cause 
miscarriages. 

Weak cervix 

In some women the entrance of the womb (the cervix) opens too early in the pregnancy and 
causes a miscarriage in the third to sixth month. This is known as having a weak (or ‘incompetent') 
cervix. It is overestimated as a cause of miscarriage because there is no really reliable test for it 
outside of pregnancy. 

It is most commonly diagnosed based on the medical history of a painless miscarriage and the 
elective insertion of a cervical suture is often recommended. 

Infections 

If a serious infection gets into your bloodstream it may lead to a miscarriage. 

it is unlikely to be the cause for recurrent early miscarriages. 

If you get a vaginal infection called bacterial vaginosis early in your pregnancy, it may increase the 
risk of having a miscarriage around the fourth to sixth month or of giving birth early. It is not clear, 
though, whether infections cause recurrent miscarriage; for this to happen, the bacteria or virus 
would need to be able to survive in your system without causing enough symptoms to be noticed. 
This rules out illnesses like measles, herpes, listeria, toxoplasmosis and cytomegalovirus (so you 
do not need to be tested for them if you have recurrent miscarriages). 

Blood conditions 

Certain inherited conditions mean that your blood may be more likely to clot than is usual. These 
conditions are known as thrombophilia. They do not, though, mean that a serious blood clot will 
inevitably develop. Although thrombophilia has been thought to play some part in miscarriage, we 
do not yet know enough about how or why that is. 

 

 

 

 



Alloimmune reaction 

Some people have suggested that some women miscarry because their immune system does not 
respond to the baby in the usual way. This is known as an alloimmune reaction. There is no clear 
evidence to support this theory. 

 

Diabetes and thyroid problems 

Diabetes or thyroid disorders can be factors in single miscarriages. They do not cause recurrent 
miscarriage, as long as they are treated and kept under control. 

What can be done? 
Supportive antenatal care 

Women who have supportive care from the beginning of a pregnancy have a better chance of a 
successful birth. There is some evidence that attending an early pregnancy clinic (if there is one in 
your area) can reduce the risk of further miscarriages. 

Screening for abnormalities in the structure of your womb 

You should be offered a pelvic ultrasound scan to check for and assess any abnormalities in the 
structure of your womb, so that they can be treated if necessary. 

Another method of screening using hysterosalpingography (an X-ray of the fallopian tubes using 
fluid injected through the entrance of the womb) has no advantages over pelvic ultrasound and 
causes more discomfort, so it is not always necessary. 

 Women with an abnormal baseline pelvic scan indicating a subseptated uterus, a history of 
high order recurrent miscarriages (≥ 5) or numerous previous surgical evacuation of the 
product of conception (ERPCs) will be offered further investigations such as a 
Hysteosalpingogram (HSG). You will be given a consultation to discuss the findings on your 
HSG and the potential benefit of undergoing further procedures such as a Hysteroscopy 
with or without surgical correction of uterine abnormalities such as a uterine septum. Both 
HSG and hysteroscopy are performed in the first half of the menstrual cycle. 

 If you do opt to have a hysteroscopy +/- surgical procedures, you will be admitted to the 
Day surgery unit. These procedures are normally performed under General anaesthesia. 

Screening for genetic problems 

You and your partner should be offered a blood test to check for chromosome abnormalities; the 
test is known as karyotyping. If either or both of you turn out to have an abnormality you should be 
offered the chance to see a specialist called a clinical geneticist. They will tell you what your 
chances are for future pregnancies and will explain what your choices are. This is known as 
genetic counselling. It can help you decide what you want to do for the future. 

If it seems likely that other members of your family could be affected by the same problem, they 
too may be offered genetic counselling. 

Screening for abnormalities in the embryo 



If you have a history of recurrent miscarriage and you lose your next baby, your doctors may 
suggest checking for abnormalities in the embryo or the placenta afterwards. They will do this by 
checking the chromosomes of the embryo through karyotyping, although it is not always possible 
to get a result. They may also examine the placenta through a microscope. The results of these 
tests may help them to identify and discuss with you your possible choices and treatment. 

 

Screening for vaginal infection 

If you have had miscarriages in the fourth to sixth month of pregnancy or if you have a history of 
going into labour prematurely, you may be offered tests (and treatment if necessary) for an 
infection known as bacterial vaginosis (BV). 

If you have BV, treatment with antibiotics may help to reduce the risks of losing your baby or of 
premature birth. There is not enough evidence to be sure that it makes any difference to the 
chances of a baby surviving. 

Treatment for aPL antibodies 

There is some evidence that if you have aPL antibodies and a history of recurrent miscarriages, 
treatment with low-dose aspirin tablets and low-dose heparin injections in the early part of your 
pregnancy may improve your chances of a live birth up to about seven in ten (compared to around 
four in ten if you take aspirin alone and just one in ten if you have no treatment). 

Even with treatment, you will have a risk of extra problems during pregnancy (including pre-
eclampsia, restriction in the baby's growth and premature birth). You should be carefully monitored 
so that you can be offered appropriate treatment for any problems that arise. 

Steroids (certain sorts of natural or synthetic hormones) have been used to treat aPL antibodies in 
recurrent miscarriage, but they do not seem to improve the chances of a successful delivery and 
they carry significant risks for you and your baby, compared with aspirin and heparin. 

Treatment for thrombophilia 

Although you may have a higher risk of miscarriage if you have an inherited tendency to blood 
clotting (thrombophilia), you may still have a healthy and successful pregnancy. At present there is 
no test available to identify whether you will miscarry if you have thrombophilia. You may, though, 
be offered treatment to reduce the risk of a blood clot. 

Tests and treatment for a weak cervix 

If you have a weak cervix, a serial cervical ultrasound scans during your pregnancy may indicate 
whether you are likely to miscarry. 

If you have a weak cervix you may be offered an operation to put a stitch in your cervix, to make 
sure it stays closed. It is usually done through the vagina, but occasionally it may be done through 
a ‘bikini line' cut in your abdomen, just above the line of the pubic hair. 

Although having a cervical stitch after the third month of pregnancy slightly lowers your risk of 
giving birth early, it has not been proved to improve the chances of your baby surviving. Because 



all operations involve some risk, your doctors should only suggest it if you and your baby are likely 
to benefit. They should discuss the risks and benefits with you. 

 

 

 

 

Hormone treatment 

It has been suggested that taking human chorionic gonadotrophin hormone early in pregnancy 
could help prevent a miscarriage. There is not yet enough evidence to prove whether this works. 

 

Natural Progesterone (Cyclogest) 

There is more emerging evidence that pregnancy may fail due to low progesterone support in 
early pregnancy (Luteal phase insufficiency).Hence there is an ongoing trial to prove that 
(PROMISE Trial). Cyclogest is a natural progesterone that may be used from early pregnancy up 
to 12 weeks in women with unexplained recurrent miscarriage with good results. That medication 
is still unlicensed but the evidence suggests it could work in high group of women. 

Immunotherapy 

Treatment to prevent or change the response of the immune system (known as immunotherapy) is 
not recommended for women with recurrent miscarriage. It has not been proven to work, does not 
improve the chances of a live birth and it may carry serious risks (including transfusion reaction, 
allergic shock and hepatitis). 

General 

 There is some evidence that women who smoke are at increased risk of miscarriage and 
this risk is related to the number of cigarettes smoked. 

 Similarly, alcohol consumption has been associated with an increased risk of miscarriage 
even in moderate amounts (3-5 units per week).  

 There have been studies linking caffeine intake to an increased miscarriage risk. This risk is 
dependent on the quantity of caffeine intake. The current advice is stop or reduce caffeine 
intake during pregnancy. 

 Drug intake such as cocaine or heroine confers an independent risk of pregnancy loss. 
 In a recent study, obesity (BMI ≥ 30 kg/m2) was shown to be an independent factor 

associated with a 73% increased risk of a further miscarriage in women with recurrent 
miscarriage. Obese women are advised to lose weight prior to conception to reduce their 
risk of a further miscarriage. 

 Advanced maternal age is known to be associated with an increased risk of chromosomal 
abnormalities such as Down’s syndrome. However there are many other chromosomal 
abnormalities that are incompatible with life and will result in first trimester miscarriage. The 



risk of chromosomal abnormalities increases gradually from age 35 and above but more 
dramatically at age 40 and above. 

 There is now some evidence suggesting that advanced paternal age increases the risk of 
miscarriage. 

All the above risks are usually associated with sporadic miscarriage rather than recurrent miscarriage. Therefore it is 
likely that your next pregnancy will be successful. However, it is important to follow the above advice and maintain a 
healthy lifestyle to reduce your risk of a further miscarriage. 

 Guidelines from the Department of Health suggest that all women planning a pregnancy 
should take 400 micrograms of Folic Acid before pregnancy until approximately 12 weeks 
gestation. This is to prevent defects such as spina bifida rather than miscarriage itself. If 
you are diabetic or have a previous history of neural tube defect, you would need to consult 
your GP for a higher dose of Folic Acid. 

 

 

What could it mean for me in future? 
Your doctors will not be able to tell you for sure what will happen if you become pregnant again. 
However, even if they have not found a definite reason for your miscarriages, you still have a good 
chance (three out of four) of a healthy birth. 

Other organisations 

These organisations offer support. 

The Miscarriage Association 

Clayton Hospital 

Northgate 

WAKEFIELD WF1 3JS 

Tel: 01924 200 799 

www.miscarriageassociation.org.uk 

Women's Health 

52 Featherstone Street 

LONDON EC1Y 8RT 

Tel: 0845 125 5254 

www.womenshealthlondon.org.uk 

This information is based on the Royal College of Obstetricians and Gynaecologists (RCOG) 
Guideline no 17’’ The investigation and Treatment of Couple with Recurrent Miscarriage’’,2003. 

http://www.miscarriageassociation.org.uk
http://www.womenshealthlondon.org.uk


Investigations 

Day 2 FSH/LH and Testesterone 

Chromosome analysis on both your self and your partner 

Lupus anticoagulants and Anticardiolipin antibodies (IgG &IgM)  

(if abnormal to be repeated in 6 weeks) 

Thrombophilia screen (factor V Leiden,Prothrombin gene mutation,acquired activated proten C 
resistance,Protein C and Protein S) 

Blood Group 

Rubella status 

Ultrasound scan of your uterus and ovaries 

 

 
Mr R Faraj (MRCOG) 

Consultant Obstetrician and Gynaecologist 
January 2015 
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