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INTRODUCTION 

First trimester bleeding per vaginum is a matter of great 

concern to a large group of obstetric population. About 

half of these will end in miscarriage within 20 weeks of 

gestation and those women who remain pregnant have an 

increased risk of developing other complications later in 

pregnancy.1-3 Bleeding can be in the form of spotting, 

light or heavy bleeding. Spotting is bleeding reported by 

the patient as scant or traces of blood or visualized by 

clinician as scant or no blood in vagina and at the cervix. 

Light bleeding is reported by the patient as like a 

‘menses’. It is visualized by the clinician as a small 

amount of blood in vagina or at the cervix. Heavy 

bleeding is reported by the patient as more than a 

‘menses’. It is visualized as a moderate to heavy amount 

of blood in vagina or at the cervix. Various causes of first 

trimester vaginal bleeding includes obstetric and non-

obstetric causes. Obstetrics causes include abortion, 

ectopic, gestational trophoblastic disease and non-

obstetric causes include cervical erosion, polyp, 

malignancy, ruptured varicose vein. Ultrasound is the 

primary imaging modality in evaluation of patients 

resenting with bleeding in first trimester of pregnancy. It 

is a safe and non-invasive diagnostic technique, which 

helps in timely diagnosis of bleeding per vaginum in first 

trimester. With the advent of endo-vaginal 

ultrasonography, a developing fetus can be detected 
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within five weeks of conception. Moreover, the obstetric 

literature indicates that visualizing an intrauterine 

pregnancy (IUP) with fetal heart beat has a significant 

predictive value. Patients with first-trimester 

complications whose ultrasonographic findings reveal an 

IUP with detectable cardiac motion, or a LIUP (live IUP) 

have a 90% or higher chance of delivering a live infant.4 

With the advent of improved technology and higher-

resolution endo-vaginal probes, fetal heart movement can 

now be detected two to three weeks earlier than 

previously possible with a transabdominal approach.5 

Bleeding during pregnancy can cause maternal anxiety 

and emerging evidence suggests that it may be associated 

with poor fetal and maternal outcomes.6-8 Early weeks (4-

12 weeks) pregnancy is the period of organogenesis. 

Various factors may disturb the pregnancy during this 

period, which has subsequent effect on obstetric outcome. 

Patients with vaginal bleeding, light or heavy are more 

likely to experience spontaneous loss before 24 weeks of 

gestation (odds ratio 2.5 and 4.2 respectively) and 

caesarean delivery (OR 1.1 and 1.4 respectively). Light 

bleeding subjects are more likely to have pre-eclampsia 

(OR 1.5), preterm delivery (OR 1.3) and placental 

abruption (OR 1.6). Heavy vaginal bleeding subjects are 

more likely to have intrauterine growth restriction (OR 

2.6), preterm delivery (OR 3), preterm premature rupture 

of membranes (OR 3.2) and placental abruption (OR 

3.6).6 First trimester vaginal bleeding is an independent 

risk factor for adverse obstetric outcome that is directly 

proportional to the amount of bleeding.6 Local hemostatic 

factors in the uterus during implantation, decidualization 

and early pregnancy, for example, tissue factor expressed 

in cytotrophoblasts 9 and systemic factors in the women 

during the ongoing pregnancy seem to play distinct roles 

in a successful pregnancy.10 Dysfunction of any of these 

factors could lead to an adverse outcome.11 Both of these 

seem to be involved in development of placental 

abruption and preeclampsia.9 It is hypothesized that first 

trimester bleeding may indicate an underlying placental 

dysfunction which manifest later in pregnancy causing 

adverse pregnancy outcome such as increased risk of 

preeclampsia, preterm delivery, preterm prelabour rupture 

of membranes, placental abruption, intrauterine growth 

restriction.6 Impaired invasion of cytotrophoblasts and re-

modeling of spiral arteries in early placentation have been 

demonstrated in pregnancies ending in miscarriage and 

also those pregnancies complicated by preterm delivery, 

PROM, placental abruption.12,13 An other model centers 

on the actual bleeding in placental bed. An iron deposit 

may provoke a production of excessive oxidative stress, 

which has been linked to preterm delivery, PROM and 

preeclampsia. Subchorionic hematoma can result in a 

nidus which may become infected and cause preterm 

rupture of membranes and preterm delivery.14 Also, 

decidual bleeding will generate excess amount of 

thrombin which is a uterotonic agent and may cause 

preterm labour during late pregnancies and spontaneous 

abortion during early weeks of gestation.15 As bleeding 

may be an early marker of placental dysfunction, few 

studies have evaluated the association between bleeding 

and development of preeclampsia in later pregnancy. It 

was found that 40% increased risk of preeclampsia in 

women with light bleeding during first trimester in 

comparison to women without bleeding, whereas women 

with heavy bleeding did not have elevated risk.6 

The present observational, one-year study was conducted 

in the department of obstetrics and gynaecology, SMGS 

Hospital, Government Medical College, Jammu, Jammu 

and Kashmir, India to find out various maternal outcomes 

in women with first trimester bleeding.  

METHODS 

This prospective observational study was conducted on 

pregnant women attending SMGS Hospital, Government 

Medical College, Jammu, Jammu and Kashmir, India 

both on OPD basis as well as admitted in wards on two 

days in a week i.e. Wednesday and Saturday from 

November 2016 to October 2017 after approval from 

Hospital Ethical Committee. 200 pregnant women 

fulfilling inclusion criteria were enrolled into the study. 

Inclusion criteria  

• Amenorrhea of ≤ 3 months 

• Positive pregnancy test  

• Bleeding per vaginum. 

Exclusion criteria 

• All patients with more than 12 completed weeks of 

pregnancy 

• Patient with missed, incomplete and complete 

abortion 

• Local causes of bleeding like vaginal tear, cervical 

tear, cervical lesions like erosion, ectropion, polyp, 

myoma, infection and malignancy 

• Diabetes, hypertension, cardiovascular diseases, 

hepatic diseases and hematological disorders.  

All the women presenting with vaginal bleeding during 

the first trimester were enrolled into the study after taking 

written informed consent. A detailed obstetrical and 

medical history taken. A structured proforma was 

prepared. Detailed history was taken regarding the age of 

pregnancy at the time of bleeding, amount, duration of 

bleeding, number of episodes and associated pain. Then 

thorough examination was done including general 

physical, systemic and obstetric examination. Routine 

antenatal investigations were done. Ultrasound for fetal 

viability and placental localization was done. Patients 

with spotting or light bleeding were followed on OPD 

basis. Patients with heavy bleeding were admitted in 

hospital. After taking a written informed consent, patients 

were kept under surveillance until delivery and 

consequences of pregnancy was evaluated by close 

observation on the process of pregnancy. Sonography 

will be performed every 8-10-week interval. The women 



Bala N et al. Int J Reprod Contracept Obstet Gynecol. 2020 May;9(5):2104-2112 

International Journal of Reproduction, Contraception, Obstetrics and Gynecology                                     Volume 9 · Issue 5    Page 2106 

visited every monthly in first 7 months of pregnancy, 

twice monthly in 8th month and weekly in the last month 

of pregnancy. All women were evaluated for outcomes 

including abortion, termination, ectopic pregnancy, molar 

pregnancy at the end of first trimester. Those who 

continue their pregnancy were followed till delivery and 

early postpartum period. Maternal outcomes included 

mode of delivery, PROM, PPROM, preterm delivery, 

APH, hypertensive disorders of pregnancy, anemia, PPH, 

eclampsia and maternal death. 

Statistical analysis 

The data was analysed using computer software 

Microsoft Excel and SPSS version 21.0 for Windows. 

Data reported as mean±SD deviation and proportions as 

deemed appropriate for quantitative and qualitative 

variables respectively. The qualitative data was compared 

using Fisher’s exact test. A p-value of <0.05 was 

considered as statistically significance. All p-values 

reported were two-tailed.   

RESULTS 

A total of 200 pregnant women in the age group of 20 to 

40 years with bleeding per vaginum in first trimester 

attending OPD or inpatients in the department of 

obstetrics and gynaecology, SMGS Hospital, 

Government Medical College, Jammu, Jammu and 

Kashmir, India were enrolled in this one-year 

observational study. Out of these, 51 (25.50%) patients 

were excluded from maternal outcome analysis as all of 

them had either missed, incomplete, complete abortions, 

molar or ectopic pregnancy.  

The observations made at the culmination of the study are 

as follows; 

Most patients were in the age group of 26-30 years 

(58.50%), followed by 31-35 years (22.50) and 21-25 

years (16.50%). Least number of patients were in the age 

group of 36-40 years (1.50%) and <20 years (1%). Mean 

age of the patients was 28.66 with a range of 20 to 40 

years (Table 1). 

Table 1: Distribution of patients according to           

age (n=200). 

Age group (in years) 
Number of 

patients 
Percentage 

<20 2 1.00% 

21-25 33 16.50% 

26-30 117 58.50% 

31-35 45 22.50% 

36-40 3 1.50% 

Total 200 100.00% 

Mean age in years ± Standard 

deviation (Range) 
28.66±3.48 (20-40) 

Table 2: Distribution of patients according to place of 

residence (n=200). 

Place of residence Number of patients Percentage 

Urban 88 44.00% 

Rural 112 56.00% 

Total 200 100.00% 

Most of the patients enrolled were from rural areas (56%) 

as compared to urban areas (44%) (Table 2). 

Table 3: Distribution of patients according to 

occupation (n=200). 

Occupation Number of patients Percentage 

Housewives 170 85.00% 

Employees 28 14.00% 

Students 2 1.00% 

Total 200 100.00% 

Majority of patients were housewives (85%), followed by 

employees (14%) and students (1%) (Table 3). 

Table 4: Distribution of patients according to            

literacy (n=200). 

Literacy Number of patients Percentage 

Literate 182 91.00% 

Illiterate 18 9.00% 

Total 200 100.00% 

Majority of patients were literate (91%), rest (9%) were 

illiterate (Table 4). 

Table 5: Distribution of patients according to            

parity (n=200). 

Parity Number of patients Percentage 

Primigravida 84 42.00% 

Gravida 2 60 30.00% 

Gravida 3 37 18.50% 

Gravida 4 and 5 19 9.50% 

Total 200 100.00% 

A total 42% were primigravida, 30% gravida 2, 18.50% 

gravida 3 and 9.50 gravida 4 and 5. Thus, 58% patients 

were multigravida (Table 5).  

A total of 52 (26%) out of 200 patients with first 

trimester bleeding had previous history of abortion. 

Majority of gravida 4 and 5 patients (78.95%) had 

previous history of abortion, followed by gravida 3 

patients (56.76%) and gravida 2 patients (26.67%) (Table 

6). 

Majority of patients (61%) presented with spotting, 

followed by light bleeding (29%) and heavy bleeding 

(10%) (Table 7). 
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Table 6: Multigravida patients with previous history 

of abortion (n=116). 

No. of 

abortion 

Gravida 2 (n=60) 

No. (%) 

Gravida 3 (n=37) 

No. (%) 

One 16 (26.67%) 18 (48.65%) 

Two - 3 (8.11%) 

Three - - 

Four - - 

Total 16 (26.67%) 21 (56.76%) 

Table 7: Distribution of patients according to type of 

bleeding (n=200). 

Type of bleeding 
Number of 

patients 
Percentage 

Spotting 122 61.00% 

Light 58 29.00% 

Heavy 20 10.00% 

Total 200 100.00% 

Table 8: Distribution of patients according to 

gestational age at bleeding (n=200). 

Gestational age at 

bleeding (weeks) 

Number of 

patients 
Percentage 

<6 69 34.50% 

8 97 48.50% 

10 34 17.00% 

Total 200 100.00% 

Mean gestational age at 

bleeding±SD (Range) 

7.62±1.44 (3-10) 

weeks 

Gestational age at bleeding was 8 weeks in 48.50% 

patients, <6 weeks in 34.50% patients and 10 weeks in 

17% patients. Mean gestational age at bleeding was 7.62 

with a range of 3 to 10 weeks (Table 8). 

Table 9: Distribution of patients according to 

associated pain (n=200). 

Associated pain Number of patients Percentage 

Yes 32 16.00% 

No 168 84.00% 

Total 200 100.00% 

Associated pain with first trimester bleeding was present 

in 16% patients, while remaining 84% experienced no 

pain with bleeding (Table 9). 

Table 10: Distribution of patients according to 

duration of bleeding (n=200). 

Duration of 

bleeding (days) 
Number of patients Percentage 

<5 169 84.50% 

>5 31 15.50% 

Total 200 100.00% 

Majority of patients (84.50%) had duration of bleeding 

<5 days, while duration of bleeding >5 days was present 

in 15.50% patients. Two patients had duration of bleeding 

of 14 and 15 days respectively (Table 10). 

Table 11: Distribution of patients according to 

number of episodes of bleeding (n=200). 

Number of episodes 

of bleeding 

Number of 

patients 
Percentage 

One 149 74.50% 

Two 47 23.50% 

Three 4 2.00% 

Total 200 100.00% 

Majority of patients (74.50%) presented with one episode 

of bleeding, followed by two episodes (23.50%) and three 

episodes (2%) of bleeding (Table 11). 

Table 12: Distribution of patients according to history 

of threatened abortion in previous pregnancy (n=200). 

H/o threatened 

abortion in previous 

pregnancy 

Number of 

patients 
Percentage 

Yes 18 9.00% 

No 182 91.00% 

Total 200 100.00% 

History of threatened abortion in previous pregnancy was 

present in 9% patients, remaining 91% had no history of 

threatened abortion in previous pregnancy (Table 12). 

Table 13: Distribution of patients according to 

haemoglobin (n=200). 

Haemoglobin level 

(gm/dL) 

Number of 

patients 
Percentage 

<10 104 52.00% 

>10 96 48.00% 

Total 200 100.00% 

Mean Hb±SD (Range) 9.66±0.91 (6-11.2) gm/dL 

Table 14: Distribution of maternal outcome in the 

cases who continued pregnancy (n=149). 

Maternal outcome 
Number 

of patients 
Percentage 

No complications 89 59.73% 

PROM 21 14.09% 

Oligohydramnios 10 6.71% 

Placenta previa 8 5.37% 

PPH 8 4.03% 

PPROM 6 2.68% 

Preeclampsia 3 2.01% 

Gestational hypertension 2 1.34% 

Abruption 1 0.67% 

Post-datism 1 0.67% 
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Anaemia was present in 52% patients, while 48% patients 

had normal haemoglobin. Mean haemoglobin level was 

9.66 with a range of 6 to 11.2 gm/dL (Table 13). 

Maternal outcome included PROM (14.09%), 

oligohydramnios (6.71%), placenta previa (5.37%), PPH 

(4.03%), PPROM (2.68%), preeclampsia (2.01%), 

gestational hypertension (1.34%), abruption and post-

datism (0.67% each) (Table 14). 

Gestational age at delivery was 28-31 weeks in 2.01% 

patients, 32-36 weeks in 19.46% and 37-40 weeks in 

78.53% patients. Mean gestational age at delivery was 

37.35 with a range of 28 to 40 weeks (Table 15). 

Table 15: Distribution of patients according to 

gestational age at delivery (n=149). 

Gestational age at 

delivery (weeks) 

Number of 

patients 
Percentage 

28-31 3 2.01% 

32-36 29 19.46% 

37-40 117 78.53% 

Total 149 100.00% 

Mean GA at delivery 

±SD (Range) 
37.35±1.92 (28-40) weeks 

Table 16: Distribution of patients according to mode 

of delivery (n=149). 

Mode of delivery Number of patients Percentage 

Vaginal delivery 95 63.76% 

LSCS 54 36.24% 

Total 149 100.00% 

Normal vaginal delivery, including one induced, was 

carried out in 63.76% patients, while lower segment 

caesarean section was carried out in 36.24% patients due 

to different indications (Table 16). 

Table 17: Distribution of LSCS cases according to 

indications (n=54). 

LSCS complications 
Number 

of patients 
Percentage 

Fetal distress 17 31.48% 

Previous LSCS 11 20.37% 

Ante-partum haemorrhage 

(APH) 
9 18.52% 

MSAF 4 7.41% 

Breech presentation 3 5.55% 

Failed induction 3 5.55% 

Severe oligohydramnios 3 5.55% 

Severe preeclampsia 1 1.85% 

Non-progression of labour 1 1.85% 

CPD 1 1.85% 

Total 54 100.00% 

LSCS was carried out due to fetal distress in 31.48% 

patients, previous LSCS in 20.37% patients, due to APH 

in 18.52% patients and due to MSAF in 7.41% patients. 

LSCS due to breech presentation, failed induction and 

severe oligohydramnios was carried out in 5.55% patients 

each, while due to severe preeclampsia, non-progression 

of labour and CPD in 1.85% patients each (Table 17). 

Table 18: Relationship of type of bleeding with 

maternal outcome (n=149). 

Maternal outcome 

Type of bleeding 

Spotting 

(n=98) 

No. (%) 

Light/heavy 

(n=51) 

No. (%) 

PROM 18 (18.37%) 3 (5.88%) 

Oligohydramnios 7 (7.14%) 3 (5.88%) 

Placenta previa 1 (1.02%) 7 (13.72%) 

PPROM 0 (0.00%) 6 (11.76%) 

PPH 5 (5.10%) 3(5.88%) 

Preeclampsia 0 (0.00%) 3(5.88%) 

Gestational hypertension 0 (0.00%) 2 (3.92%) 

Abruption 1 (1.02%) 0 (0.00%) 

Postdatism 1 (1.02%) 0 (0.00%) 

Maternal outcome like PROM was significantly more in 

spotting (18.37%) as compared to light/heavy bleeding 

patients (5.88%), while placenta previa (13.72%), 

PPROM (11.76%), hypertensive disorders of pregnancy 

(9.80%) were significantly more in light/heavy patients as 

compared to those of spotting patients. Other maternal 

outcomes were comparable in patients with spotting and 

in patients with light/heavy bleeding (Table 18). 

Table 19: Relationship of type of bleeding with 

gestational age at delivery (n=149). 

Gestational 

age at 

delivery 

(weeks) 

Type of bleeding Statistical 

inference 

(Fisher’s 

exact test) 

Spotting 

(n=98) 

No. (%) 

Light/heavy 

(n=51) 

No. (%) 

28-36 10 (10.20%) 22 (43.14%) p<0.0001; 

significant 37-40 88 (89.80%) 29 (56.86%) 

Table 20: Relationship of type of bleeding with mode 

of delivery (n=149). 

Mode of 

delivery 

Type of bleeding Statistical 

inference 

(Fisher’s exact 

test) 

Spotting 

(n=98) 

No. (%) 

Light/heavy 

(n=51) 

No. (%) 

LSCS 36 (36.73%) 18 (35.29%) 
p=1.00; not 

significant 
Vaginal 

delivery 
62 (63.27%) 33 (64.71%) 

Gestational age of 28 to 36 weeks at delivery was 

observed in 10.20% patients with spotting as compared to 

43.14% patients with light/heavy bleeding. For 
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gestational age of 37 to 40 weeks at delivery, more 

patients (89.80%) presented with spotting as compared to 

light/heavy bleeding (56.86%). The difference between 

gestational age at delivery groups was significant 

(p<0.0001) (Table 19). 

Mode of delivery in patients with spotting and in patients 

with light/heavy bleeding was similar. There was 

statistically no significant difference (p=1.00) (Table 20). 

DISCUSSION 

First trimester bleeding is a common occurrence. It has 

been estimated to occur in 15-25% of all pregnant 

women. Uterine bleed in early pregnancy represents a 

definite threat to developing embryo and constitutes a 

source of anxiety to both the patient and clinician. First 

trimester bleeding is not only associated with miscarriage 

but also with various adverse pregnancy outcomes like 

PROM, PPROM, APH, preterm delivery. Most of studies 

conducted in India agree that adverse pregnancy outcome 

is associated with first trimester bleeding.  

Maternal characteristics 

In this study, majority of patients (75 %) were in age 

group of 21-30 years, 24% were above 30 years are and 

1% were below 20 years. In study conducted by Dwivedi 

S, 67.6% were in age group of 21-30years and 12.7% 

were above 30 years.16  

The mean age in our study was 28.6±3.48 years. This is 

in accordance with the study of Perera BH et al, mean 

maternal age was 28.8±9.2 years.17 

In this study, 42% of patients were primigravida and 58% 

were multigravida. The results were in accordance with 

the study conducted by Patel NG et al, who found that 

majority of patients (66%) were multigravida.18 

Similarly, study conducted by Patel S et al, and Hasan R 

et al, reported that multigravida was 66% and 66.1% 

respectively.19 

In this study 52% of patients had history of abortion. In 

study conducted by Patel NG et al, and Williams et al, 

40% and 43.5% had history of abortion respectively.18,20 

In this study, history of threatened abortion was present 

in 9% of patients. In study conducted by Amirkhani Z et 

al, found that history of threatened abortion was present 

in 33.3% of cases.21 However, study conducted by Kouk 

LJ et al, found that 16.5% of cases had history of 

threatened abortion.22 

Bleeding characteristics 

In this study, majority (65.5%) of patients presented at 8 

to 10 weeks and 34.5% of patients presented at ≤6 weeks. 

This is in accordance with study conducted by Jasoliya J 

and Bhatia S, majority (93%) presented at 6 to 12 weeks 

and < 6 weeks were only 7%.23  

In this study, majority of patients had spotting (61%), 

light bleeding (29%) followed by heavy bleeding (10 %). 

In study conducted by Rai P et al, 70% had spotting, 20% 

had moderate bleeding followed by heavy bleeding 

(10%).24 This is in accordance with the study of Patel NG 

et al, majority (68%) had spotting, 22% had moderate 

bleeding followed by heavy bleeding (10%).18 

Maternal outcomes 

Premature rupture of membranes 

In this study, incidence of PROM is 14.09% and PPROM 

is 2.68%. In study conducted by Sarmalkar MS et al, 

incidence of PROM is 11% and PPROM is 3%.25 In 

study conducted by Dwivedi S et al, incidence of both is 

9.5 %.16 

Antepartum hemorrhage 

In this study, incidence of placenta previa is 5.37% and 

abruption is seen in only 1 patient. In study conducted by 

Sarmalkar MS et al, incidence of placenta previa was 2% 

and abruption was seen in only 1 patient out of 100 

patients.25 Similarly, Yakistiran B et al, reported only 1 

abruption in study of 493 patients with first trimester 

bleeding.26 

In study conducted by Mulik V et al, APH was seen in 

6.8% of cases.27 In study conducted by Wijesiriwardana 

A et al, he found increased prevalence of placenta previa 

in study population but difference is not statistically 

significant. He also found no correlation between 

abruption and first trimester bleeding.7 Similarly Johns J 

et al, had found no association between abruption and 

first trimester bleeding.14 

Postpartum hemorrhage 

In this study, PPH was found in 4.03% of patients. In 

study conducted by Dwivedi S et al, PPH was found in 

5.6% of cases.16 In study conducted by Sarmalkar MS et 

al, and Patel NG et al, PPH was found in 7% and 6.2% of 

cases respectively.18,25 

Hypertensive disorders of pregnancy 

In this study, incidence of preeclampsia was 2.01% and 

that of gestational hypertension was 1.34%. In this study, 

no case of eclampsia was found. Dwivedi S et al, 

conducted a study on 284 patients with first trimester 

bleeding in which he found hypertensive disorders of 

pregnancy in 6.69% of patients.16 In study conducted by 

Davari-Tanha F et al, hypertensive disorders of 

pregnancy was found in 4.6% of patients.28 In study 

conducted by Lykke JA et al, gestational hypertension 

was found in 0.9% and preeclampsia was found in 5.2% 

of cases.29 However, Weiss JL et al, and Bahad M et al, in 

their study found no association between first trimester 

bleeding and hypertensive disorders of pregnancy.6,30 
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Other outcomes 

In this study, oligohydraminos was found in 6.71% of 

patients and postdated in only 0.67%. In study conducted 

by Dwivedi S et al, postdated pregnancy was 1.76%.16 In 

study conducted by Sarmalkar MS et al, oligohydraminos 

was found in 1% of patients.25 In study conducted by 

Guruvare S et al, found that oligohydraminos was present 

in 19.4% of cases.31  

In this study, anemia was present in 52% of patients. In 

study conducted by Davari - Tanha F et al, anemia was 

present in 30.8%.28 In study conducted by Patel NG et al, 

incidence of anemia was 29%.18 

Delivery characteristics 

In this study, 74.5% continued pregnancy in which 

preterm delivery occurred in 21.5% and full-term 

delivery occurred in 78.5% of patients. In study 

conducted by Barik S et al, 65.95% of cases continued 

pregnancy in which 77.7% delivered full term and 22.3% 

delivered preterm.32 In study conducted by Patel S et al, 

64% continued pregnancy of which 77.2% delivered full 

term and 22.8% delivered preterm.19  

The mean gestational age at delivery in this study is 

37.35±1.92 weeks. This is in concordance with the study 

of Perera BH et al, where mean gestational age was 

38.43±2.01 weeks.17 In study conducted by Dwivedi S et 

al, mean gestational age was 36.12 weeks.16  

Mode of delivery 

In this study, vaginal delivery was carried out in 63.76% 

and LSCS was carried out in 36.24% of patients. The 

most common indication of LSCS was fetal distress 

(13%). This is in concordance with the study of Kamble 

PD et al, in which vaginal delivery was 68.7% and LSCS 

was 31.3%.33 Similarly, in study conducted by Patel NG 

et al, vaginal delivery was 59.5% and LSCS was 40.5% 

and most common indication of LSCS was fetal distress 

(60%).18 In study conducted by Sarmalkar MS et al, rate 

of LSCS was 38% and most common indication was fetal 

distress (17%).25 

In study conducted by Weiss JL et al, and 

Wijesiriwardana A et al, showed increased prevalence of 

caesarean section among women with first trimester 

bleeding.6,7 In meta-analysis done by Sarastwat L et al, 

demonstrated that first trimester bleeding has no effect on 

rout of delivery.3 

Relationship between adverse pregnancy outcomes and 

amount of bleeding  

In this study, it was found that preterm delivery, PPROM, 

placenta previa were present more significantly in women 

with light or heavy vaginal bleeding as compared to 

spotting. However, hypertensive disorders of pregnancy 

were seen in patients with light bleeding only. PROM 

was seen more significantly in patients with spotting. In 

study conducted by Bahad M et al, found that increased 

risks of preeclampsia and preterm delivery were observed 

in patients with light bleeding. He also reported that 

increased risk of preterm delivery and PPROM were 

observed in patients with heavy bleeding.30 

Khanam M et al, reported that first trimester bleeding is 

an independent risk factor for adverse obstetric outcome 

that is directly proportional to amount of bleeding.34 

Similarly, in accordance with our study, Weiss JL et al, 

had reported that there was no association between 

gestational hypertension and first trimester bleeding but 

patients with light bleeding were statistically more likely 

to have preeclampsia.6 

Weiss JL et al, have reported that light bleeding subjects 

were more likely to have preeclampsia, preterm delivery 

and abruption. He also reported that heavy bleeding 

subjects were more likely to have preterm delivery, 

PPROM and placental abruption.6 

CONCLUSION 

Conclusion drawn was that pregnant women with first 

trimester bleeding are at increased risk for spontaneous 

loss and adverse pregnancy outcomes. Knowledge of 

these risks may help the obstetricians to manage these 

cases vigorously in the antepartum period and do timely 

interventions as needed. One should make a choice of 

management which can provide sensitive and complete 

care to women and this important time keeping in mind 

our goal of “Healthy Mother and Healthy Baby”. 
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