
PREGNANCY LOSS RESEARCH GROUP

BACKGROUND

OBJECTIVES

METHODS 

RESULTS (INSERT TABLE/ IMAGE HERE)  

PREGNANCY OUTCOMES FOLLOWING RECURRENT FIRST TRIMESTER MISCARRIAGE: A RETROSPECTIVE COHORT STUDY

Laura Linehan,1-3  Indra San Campillo Lazaro, 1-3 Marita Hennessy,1-3 Caragh Flannery,1-3 Keelin O'Donoghue,1-3 

1P re g n a n c y  L o s s  Re s e a rc h  G ro u p ,  D e p a r t m e n t  o f  O b ste t r i c s  a n d  Gy n a e co l o g y,  U n i ve rs i t y  C o l l e ge  C o r k ,  C o r k ,  T 1 2  D C 4 A ,  I re l a n d ;  
2 I N FA N T  Re s e a rc h  C e nt re ,  U n i ve rs i t y  C o l l e ge  C o r k ,  C o r k ,  T 1 2  D C 4 A ,  I re l a n d ;

3C o l l e ge  o f  M e d i c i n e  a n d  H e a l t h ,  U n i ve rs i t y  C o l l e ge  C o r k ,  C o r k ,  T 1 2  E K D O,  I re l a n d ; .

ACKNOWLEDGEMENTS

CONCLUSION 

The RCOG define recurrent miscarriage (RM) as three or

more consecutive first-trimester miscarriages. RM affects

approximately 1% of women and is a recognised risk

factor for subsequent adverse pregnancy outcomes

including preterm birth, perinatal death and secondary

infertility.

The objective of this study was to establish the live birth,

miscarriage and other adverse pregnancy outcomes

rates following RM in our local population so as to

improve patient management and counselling.

Design: A retrospective cohort study was undertaken.

Methods: Women attending the pregnancy loss clinic at a

tertiary university hospital in the Republic of Ireland over

a 12-year period (2008-2020), with a confirmed diagnosis

of primary or secondary first-trimester RM were eligible

for inclusion.

Women with non-consecutive first trimester miscarriages

or ectopic pregnancy were excluded. Epidemiological and

clinical information was gathered from paper and

electronic medical records. Data were analysed using

SPSS (Version 27).

RESULTS

Investigations Results

Investigative Findings:

12% anti-nuclear antibodies 
(89/742)

8%  abnormal thyroid function tests 
(60/742)

4.7%  carriers of the Factor V Leiden 
gene mutation 

(35/737)

1.5% anti-cardiolipin antibodies 

(11/733)

2% carriers of a Prothrombin gene 
mutation(7/343) 

1% elevated HbA1c levels 

(7/742)

Fetal Karyotyping: 
141 pregnancies analysed, 

111 abnormal results 
(78%;111/141).

Most common  trisomies
T16 (17/111; 15%) 
T21 (14/111;13%)

T22 (14/111; 13%).

Parental Karyotyping
Testing 697 sets of parents identified 

28 balanced translocations 

(4%; 28/697).

Our findings confirm RM occurs more 

frequently in women aged >35.

Aneuploidy remains a leading cause 

of miscarriage. 

In addition to older age, smoking and 

parental balanced translocations 

were associated with a reduced 

likelihood of further pregnancy. 

Other investigations and treatments 

were not associated with pregnancy 

outcome, thus supportive care should 

be prioritised. 

The substantial rates of prescribed 

medications and infertility in women 

with RM merit further exploration.
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CONCLUSION

Of 748 women that met the inclusion criteria, 332

(44%) had primary RM, 416 (56%) had secondary RM.

The median age was 36 (range 19-47) years with 12%

aged <29 and 64% of women aged ≥35.

142 (19%) had a history of infertility with 43 (5.7%)

having attended for ART.

Prescribed pharmacological treatments are outlined

in fig1.

573 women had a subsequent pregnancy (76.6%);

outcomes are outlined in fig 2.

Including successive pregnancies over the study

period, the cumulative live birth rate was 62%

(466/748), falling to 44% in women aged >40 and 54%

in women with infertility.
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Fig 2. Prescribed medications %
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Women aged 35-39 were 2.3 times more likely to have a livebirth than
no further pregnancy (RRR 2.29 (95% CI 1.51-5.30)).

Women aged 30-34 were more likely to have a livebirth (RRR 3.74 (95%
CI 1.80-7.79)) or a miscarriage (RRR 2.31 (95% CI 1.07-4.96)) than no
further pregnancy.

Smokers were less likely to have a livebirth (RRR 0.37 (95% CI 0.20-0.69))
or a miscarriage (RRR 0.45 (95% CI 0.22-0.90)) than no further
pregnancy.

Couples with an abnormal parental karyotype were less likely to have a
miscarriage than no further pregnancy (RRR 0.09 (95% CI 0.01-0.79)).
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Fig 1. Pregnancy Outcomes


