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Should Rhogam Be Given Before 12 Weeks? Vi

* Fetal RBC exposure is far below levels required to cause sensitization

* Forgoing Rhlg reduces cost and barriers
* Aligns with ACOG, WHO, RCOG, SOGC, SFP, NAF, and NICE guidelines

* SMFM recommends that RhD testing and Rhlg be offered for
spontaneous and induced abortion <12 weeks

e ... butonlyin care settings where such testing is logistically and financially
feasible and does not hinder access to abortion care

* Shared decision-making is essential

@ Horvath, et al., Contraception, 2022
Clinical Practice Update, Obstet. Gynecol., 2024

SMFM Statement, Am. J. Obstet. Gynecol., 2024




Updated First-Trimester Ultrasound Lexicon

e Early Pregnancy Loss (EPL) e “Cardiac activity” replaces
replaces “pregnancy failure” “heartbeat / heart motion”
e Supported modifiers: * Reflects accurate embryologic
e concerning for development
e diagnostic of * Avoid:
* in progress e live
* Incomplete * living
 completed * viable

* nonviable

Rodgers, et al., Radiology, 2024




Updated First-Trimester Ultrasound Lexicon

* Updated definitions of pregnancy
location IUP s

No evidence of
e Intrauterine pregnancy (IUP):
implantation in a normal intrauterine
location

* Ectopic pregnancy (EP): any abnormal
implantation site—includes C-section
scar, cervix, intramural, interstitial,
ovarian, abdominal

* Pregnancy of Unknown Location
(PUL) precise use

Applies only when no probable or
definite IUP or EP is seen

* Empty sac = “probable
GS/pregnancy” rather than PUL

@ Rodgers, et al., Radiology, 2024

(probable or definite) IUP or EP

ncy; PUL = pregnancy of unkno opic pregnancy; YS = yolk sac

Intradecidual sign Double decidual sac sign




Reevaluating Diagnostic Criteria for EPL

Table 1
A data-driven approach that uses evidence-based criteria to support transparent shared decision-making and expedited management of early pregnancy loss using measurement

) Evi d e n Ce S u p p O rts criteria by initial ultrasound
. . . . Diagnostic criteria Specificity % (95% CI)
e a rl | e I" d efl n |t I Ve Crown rump length measurement  Crown rump length > 5.5 mm and no embryonic cardiac activity i (92.3 - 99.1), n = 809

. . Crown rump length > 6.2 mm and no embryonic cardiac activity (§6.6 - 100), n = 110[9]
d I a g n O S I S Crown rump length > 7 mm and no embryonic cardiac activity gciety of Radiologists in Ultrasound criteria[3]
Mean sac diameter Mean sac diameter 16 mm and no yolk sac or embryo 96.7 (94.3 - 98.1), n = 352(9]|
Mean sac diameter 18 mm and no yolk sac or embryo ﬁ 9 (97.2 - 99.6), n = 360(9]

[ Yet t h e S R U Mean sac diameter > 21 mm and no yolk sac or embryo (99.0 - 100), n = 364/9]

Mean sac diameter > 18 mm and > 70 days since certain last menstrual period 100 (99.6 - 100), n = 907(9]
with no embryo

re CO m m e n d S Mean sac diameter = 25 mm and no embryo Society of Radiologists in Ultrasound criteria[3]
higher thresholds

(e M S D > 2 5 A data-driven approach that uses evidence-based criteria to support transparent shared decision-making and expedited management of early pregnancy loss using time-based
L] g L] ’ —

ultrasound criteria

Index ultrasound finding Days between Follow up ultrasound finding Specificity % (95% CI)
I I ” I l) and 14—d ay ultrasound
o Embryo with no embryonic cardiac activity >7 Absence of embryonic cardiac activity 100 (96.5 - 100), n = 103
| nte rva IS regardless of crown rump length

Mean sac diameter = 12 mm (with or without >7 Absence of embryonic cardiac activity 100 (97.6 - 100), n = 150

yolk sac)
Mean sac diameter < 12 mm (with or without > Absence of embryonic cardiac activity and mean 100 (99.2 - 100), n = 478
yolk sac) sac diameter has not doubled
Gestational sac present (without a yolk sac) Absence of embryonic cardiac activity Society of Radiologists in
Ultrasound Criteria

Gestational sac present (with a yolk sac) Absence of embryonic cardiac activity Society of Radiologists in
Ultrasound Criteria

&

Doubilet, et al., N. Engl. J. Med., 2013
Chen, et al., Contraception, 2025



Reevaluating Diagnostic Criteria for EPL

* Patient history, serial hCG,
goals > earlier, safe diagnosis

e Earlier diagnosis reduces: “We call to revise the current guidelines from
e emotional burden the Soqety qf .Radlo/oglst.“s, anq recommend
. _ including clinical data with evidence-based
* prolonged bleeding/pain sonographic criteria to support the expedited
* unplanned emergency visits management of early pregnancy loss”
* delays in attempting
conception

Chen, et al., Contraception, 2025




Manage Early Pregnancy Loss with 03
Mifepristone + Misoprostol For Everyone

* Mifepristone dramatically improves success

 Complete expulsion with 1 dose misoprostol:
* 67% with misoprostol alone
* 84% with mifepristone pretreatment

* No reliable clinical phenotype for misoprostol-alone success

* Previously proposed predictors do not hold

* Early bleeding, nulliparity, EPL type, GA, cervical os status did not predict
success in this trial

* Clinical Take-Home = Mifepristone pretreatment should be
considered standard of care for medical management of EPL

Sonalkar, et al., Am. J. Obstet. Gynecol., 2020



Prioritizing Pregnancy Desiredness in PUL

1. Assess pregnancy desiredness Nonjudgmental assessment of
at initial encounter: pregnancy desire:
e Crucial information  Tell me abqut your |n|t|a.| .thoughts
, after receiving your positive
* Should be explored with pregnancy test. What are your
nonjudgmental, open-ended feelings about the pregnancy
guestions now?
* May change over time « Were you planning for this

pregnancy?

* |f this is @ normal pregnancy, is it
a pregnancy you wish to
continue?

@ Flynn, et al., Obstet. Gynecol., 2020




Prioritizing Pregnancy Desiredness in PUL

2. For undesired pregnancies, offer active
management:

e Diagnostic uterine aspiration (preferred)

* MTX

* Diagnostic laparoscopy

* Mife/miso (when early IUP is likely)

Early intervention - reduces anxiety, avoids
prolonged monitoring, mitigates risks of
rupture or emergent intervention

Flynn, et al., Obstet. Gynecol., 2020




Prioritizing Pregnancy Desiredness in PUL

3. For desired or uncertain pregnancies,
use careful conservative management
 Serial hCG, repeat US when indicated,
ectopic precautions
* Guidance:

* Rise 233% in 48 hr - more likely normal;
continue monitoring

* Fall >50% -> resolving; can space out > > __
fO”OW'Up R until undetectable

* Fall <50% or rise <33% — abnormal; consider

Repeat hCG at
48 hours

ultrasonogram

active management onoa hoG
>2,500-3,500
miU/mL

%JJ Flynn, et al., Obstet. Gynecol., 2020




ACT or NOT: Management of Persisting PUL

* Stable patients with persisting PUL

* “Persisting” defined as

* No IUP or EP is visualized by TVUS

* Plateau or abnormal increase of serial hCG measurements
e 255 patients randomized 1:1:1 to:

* Expectant management (n=86)

e Uterine evacuation - methotrexate if needed (n=87)

* Empirical methotrexate (2-dose protocol) (n=82)

* Primary outcome = successful resolution without changing strategy

Barnhart, et al., JAMA, 2021




ACT or NOT: Management of Persisting PUL

* Active management is superior to expectant management
e 51.5% vs 36.0% successful resolution of pregnancy (95% Cl 2.8-28.1)
* Junscheduled surgeries (12.7% vs 26.7%)
 Junscheduled MTX (15.5% vs 46.5%)

* Empiric MTX is noninferior to uterine evacuation
e Success: 54.9% (empiric MTX) vs 48.3% (uterine evacuation)

e Uterine evacuation shortened time to resolution by ~6 days compared with
MTX in as-treated analysis

Barnhart, et al., JAMA, 2021




ACT or NOT: Management of Persisting PUL

* Clinical Take-Home

e Active management more reliably resolves persisting PUL than expectant
management, with fewer unscheduled interventions

* Empiric MTX is reasonable alternative to uterine evacuation when diagnosis is
uncertain and close follow-up is possible

Barnhart, et al., JAMA, 2021




Expectant Management For Carefully Selected Patients
With Tubal Ectopic Pregnancy

 Who i al candidate?
Who is a potential candidate
* H dy ically stabl
e m O n a m I Ca Sta e Low | ) Are all of the following criteria met? - )
ow hCG level (<1000 mIU/ml) hCG level <5000 miU/ml Patient prefers expedited treatment

Size of tubal mass <4 cm
No fetal cardiac activity
No evidenc

* No signs of rupture
* Reliable follow-up R

* Low/declining hCG

 Small adnexal mass
* No fetal cardiac activity —

Evidence of disease in contralateral tube,
and patient desires future fertility

[% Schreiber and Sonalkar, N. Engl. J. Med., 2025

Jurkovic, et al., Ultrasound Obstet. Gynecol., 2017
Mavrelos, et al., BMC Womens Health, 2015




Expectant Management For Carefully Selected Patients
With Tubal Ectopic Pregnancy

* Monitoring & when to abandon expectant care
* Check hCG every 2—-7 days until negative

* Rising or plateauing values, new/worsening pain, or hemodynamic changes -
switch to intervention (MTX or surgery)

Schreiber and Sonalkar, N. Engl. J. Med., 2025
Jurkovic, et al., Ultrasound Obstet. Gynecol., 2017
Mavrelos, et al., BMC Womens Health, 2015



Expectant Management For Carefully Selected Patients
With Tubal Ectopic Pregnancy

* Counseling on time to resolution
* Median hCG resolution ~18-20 days from peak/initial
visit
* 90th—95th percentile up to ~5-7 weeks
e Higher starting hCG and slower early decline = longer
course

e US resolution may lag behind hCG negativity (rarely
>3 months)

@ Schreiber and Sonalkar, N. Engl. J. Med., 2025
Jurkovic, et al., Ultrasound Obstet. Gynecol., 2017

Mavrelos, et al., BMC Womens Health, 2015




Evaluating Positive hCG in Nonpregnant
Patients Without Malignancy

* Positive hCG results can lead to
delays in care, unnecessary
imaging, procedures, and even
chemotherapy when
misinterpreted

* If IUP, ectopic pregnancy, and
GTD have been ruled out -
evaluate for alternative
etiologies per algorithm

g ACOG Clinical Consensus #11, Obstet. Gynecol., 2026
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Evaluating Positive

NCG In Nonpregnant

Patients Without Malignancy

* Consider heterophilic
antibodies

* Paired urine + serum hCG (most
common)

* Serial dilution (lack of linearity =
assay interference by
heterophilic antibodies)

* Preabsorption of heterophile
antibodies

. Re?eat a serum assay using a
different platform

 Measure FSH: FSH >40 IU/L +
low stable hCG - pituitary
source

Positive Serum
hCG

Perform urine
hCG test

Negative Positive

Non-
Renal Disease trophoblastic
disease

Heterophilic
antibodies

Familial hCG

X n h
Exogenous hCG syndrome

ACOG Clinical Consensus #11, Obstet. Gynecol., 2026



The Early Preghancy Assessment
Clinic (EPAC) model

NN
SN A 7

y -
"
N % Y >
- > R ‘- s -

: \ A
s o All 2 A
S |

il
i

|
l
.'
i

\J University of Colorado
: Anschutz Medical Campus




Common Early Pregnancy Care Scenario

A 26-year-old G1PO, about 5 weeks
from her last menstrual period, reaches
out to your clinic for advice after
experiencing 3 days of spotting and mild
left-sided pelvic cramping, with a
positive pregnancy test at home.

What would this patient’s experience be
at your institution?

&




Current Landscape of Early Pregnancy Care in
the United States

e Gap prior to initiation of prenatal care at 8-10 weeks GA - patients
seek care in a variety of settings

 VVaginal bleeding in early pregnancy accounts for ~500K ED visits
annually

* Highest ED utilization in marginalized populations

* EPL care in ED — patients have longer time to resolution and more
provider teams involved

@ Miller, et al., Obstet. Gynecol., 2019




What Matters to Patients?

Across 8 dimensions of patient-centered care,
patients valued:

e Being treated as experiencing a significant life event (most reported)
e Clear, understandable information

e Compassionate staff who acknowledge distress and grief

e Partner/friend involvement

e Privacy and physical comfort

e Continuity, such as follow-up after loss

van den Berg, et al., Hum. Reprod. Update, 2018




What Matters to Patients?

Targets for improvement (as reported problematic by
50-85% of patients):

e Clear information on etiology of EPL

e Staff proactively discussing patient distress

e Informing patients of pregnancy loss with partner/friend present
e Follow-up phone calls after loss

van den Berg, et al., Hum. Reprod. Update, 2018




EPACs Improve Patient Experiences with EPL

Differences by setting Common values across patients

ED patients reported: Diagnostic clarity

e Confusion about diagnosis

e Multiple handoffs, long waits

e Mixed or insensitive provider Compassion & individualized attention
communication

Timely resolution

Ambulatory patients reported:

e Streamlined care
e Clear counseling and options

@ e Provider empathy and individualized care

Miller, et al., Obstet. Gynecol., 2019




EPAC/PEAC Model

* Dedicated clinic or unit to provide
high-quality, multidisciplinary patient
care in early pregnhancy from +UPT to
initiation of prenatal care

e Standardized, evidence-based care
algorithms for diagnosis

* Management through a patient-
centered and pregnancy
desiredness lens




History of EPAC model

* Developed in the 1990s in the UK

e UK's Associated of EPUs: >200
units at NHS hospitals with
standardized algorithms for
diagnosis/management

ohttps://aepu.org.uk/
* Adopted in Canada in the 2000s

@ Bigrigg and Read, BMJ, 1991

Shorter, et al., Contraception 2021



https://aepu.org.uk/
https://aepu.org.uk/

EPAC addresses systemic challenges

: ED diversion
Access point S cost
Timely access Standardized Clarity of for :
: ; : savings and
to care management diagnosis unestablished )
: improved
patients . .
efficiency

Increased
emotional
support



Diagnoses managed in EPAC




Services Provided in EPAC

* Point of care ultrasound * Contraception

e Uterine aspiration (clinic or OR) * Genetic testing of POCs

* Medication management of EPL * Grief support

* Methotrexate administration * Connection to prenatal care
* Options counseling * Referral to subspeciality care

e Abortion care (MFM, REI, Genetics, Psychiatry)
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EPAC at the University of Colorado

Current
e 5 days a week

* 1 outpatient location in East
Denver

* 5 physicians, 1 NP, 3 RNs
 Referrals from Ob/Gyn, primary
care, and ED (~75 monthly)

* Template with 45 min appts -
virtual or in-person

e Maintain the “beta list”

Gy

Started in July 2024
* 2 half day clinic sessions/week
* 5 days a week referral coverage




Building an EPAC

e Care
coordinator(s)

e Provider
Staffing

e Referral
processes

e Grief support

e OR scheduling

e List
management

Endovaginal
sonography
Ultrasound
interpretation

Uterine

aspiration
Sedation

e Sonography
(POC vs
sonographer)

e Phlebotomy

Mifepristone
Misoprostol
Methotrexate
Rhogam
Lorazepam
Midazolam
Fentanyl




Protocol development

ed by dir

Management of Symptomatic PUL

pro 06
with biveding or cramping In early pregnancy should have an u

9 every pationt

e Standardize care

east the minimal
ed declin

S e regarding diagnosis and

Increase in Human

S | SR R e Build clinical consensus

Table 2. Overall Minien

Early pregnancy bleeding o . : - » S . IIIaIIa elllent
0C Jevel 0. D 7P .30%of normal pregnancies will have bleeding | Y e .
Nonjudgmental assessment of
pregnancy desire:

tial thoughts af

e Prioritize desiredness

Quick calculation of 2-day change in hCt
tp

e s * Incorporate patient values
e R * Time to resolution
* Risk acceptance vs aversion

villior no float
e, send to path and
order hCG in 24-48 hrs
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Take-home Message

* EPAC improves quality, reduces costs, and generates revenue
* Standardized, evidence-based, rapidly accessible care
* Longer visits, high complexity, high proportion of new
patients, office procedures, POC US
e A care coordinator is invaluable

* Consistently positive feedback from patients (continuity,
access, support)

e Consider the boundaries of this role and “back-up”

e Build a strong team
* Recurring meetings and system for collaboration
» Referral review, beta list management, complex cases
* Emotionally taxing, elevated risk of burn-out




Resources to start an EPAC

* You're not alone!

* Many EPAC clinics have started in
the US

* PENN invites anyone interested in
starting a clinic to reach out:
https://peace.med.upenn.edu

* Society of Family Planning EPAC
Special Interest Group

* Please email us!
e cara.clure@cuanschutz.edu
* mark.wilcox@cuanschutz.edu

* nancy.fang@cuanschutz.edu
e keisha.indenbaum-
bates@cuanschutz.edu

&
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https://www.miscarriagemanagement.org/
https://picck.org/
https://www.bedsider.org/
https://www.bedsider.org/
https://peace.med.upenn.edu/
https://www.reproductiveaccess.org/
https://www.innovating-education.org/
https://www.acog.org/
https://www.nice.org.uk/guidance/qs69
https://www.nice.org.uk/guidance/qs69

References

1. ACOG Clinical Consensus No. 11: Management of Positive Human Chorio nic Gonadotro pin Test Results in Nonpregnant Patients
Without Gynecologic Malignancy. Obstet Gynecol. 2026;147(2):e32—e8. doi: 10.1097/A0G.0000000000006155. PubMed PMID:
41538809.

2. Tellum T, Naftalin J. The paradox of early pregnancy care: Overtreatment amid systemic neglect. Acta Obstet Gynecol Scand.
2025;104(12):2206-9. Epub 20251117. doi: 10.1111/a0gs.70097. PubMed P MID: 41249885; PubMed Central PMCID: PMC12668805.

3. Schreiber CA, Sonalkar S. Tubal Ectopic Pregnancy. N EnglJ Med. 2025;392(8):798-805. doi: 10.1056/NE)Mcp2402787. PubMed PMID:

39970398.

4. Nippita S, Cansino C, Goldberg AB, Qasba N, White K, Goyal V, et al. Society of Family Planning Clinical Recommendation:
Management of undesired pregnancy of unknown location and abortion at less than 42 days of gestation. Contraception. 2025:110865.
Epub 20250322. doi: 10.1016/j.contraception.2025.110865. PubMed PMID: 40122324,

5. ChenJ, Roe AH, Mokkarala S, Schreiber CA, Sonalkar S. A reevaluation of the diagnostic criteria for early pregnancy loss.
Contraception. 2025:111312. Epub 20251120. doi: 10.1016/j.contraception.2025.111312. PubMed PMID: 41274334,

6. Society for Maternal-Fetal Medicine. Electronic address pso, Prabhu M, Louis JM, Kuller JA, Committee SP. Society for Maternal-Fetal
Medicine Statement: RhD immune globulin after spontaneous or induced abortion at less than 12 weeks of gestation. Am J Obstet
Gynecol. 2024;230(5):B2-B5. Epub 20240228. doi: 10.1016/j.ajog.2024.02.288. PubMed PMID: 38417536.

7. Rodgers SK, Horrow MM, Doubilet PM, Frates MC, Kennedy A, Andreotti R, et al. A Lexicon for First-Trimester US:Society of
Radiol ogists in Ultrasound Consensus Conference Recommendations. Radiology. 2024;312(2):e240122. doi: 10.1148/radiol.240122.
PubMed PMID: 39189906; PubMed Central PMCID: PMC11366677.

8. Freeman N, Warland J, Cheney K, Bradfield Z. Midwives' and registered nurses' role and scope of practice in acute early pregnancy
care services: a scoping review. JBI Evid Synth. 2024;22(10):2090-129. Epub 20241001. doi: 10.11124/JBIES-23-00483. PubMed PMID:
38769931; PubMed Central PMCID: PMC11462904.

9. ACOG Clinical Practice Update: Rh D Immune Globulin Ad ministration After Abortion or Pregnancy Loss at Less Than 12 Weeks of
Gestation. Obstet Gynecol. 2024;144(6):e140—e3. Epub 20240910. doi: 10.1097/A0G.0000000000005733. PubMed PMID: 39255498.

10. Horvath S, Goyal V, Traxler S, Prager S. Society of Family Planning committee consensus on Rh testingin early pregnancy.
Contraception. 2022;114:1-5. Epub 20220721. doi: 10.1016/j.contraception.2022.07.002. PubMed PMID: 35872236.

11.Shorter JM, Pymar H, Prager S, McAllister A, Schreiber CA. Early pregnancy care in North America: A proposal for high-value care
that can level health disparities. Contraception. 2021;104(2):128-31. Epub 20210422. doi: 10.1016/j.contraception.2021.04.015.
PubMed PMID: 33894252.

12. Hall JA, Silverio SA, Barrett G, Memtsa M, Goodhart V, Bender-Atik R, et al. Women's experiences of early pregnancy assessment
unit services: a qualitative investigation. BJOG. 2021;128(13):2116-25. Epub 20210907. doi: 10.1111/1471-0528.16866. PubMed PMID:
34407281; PubMed Central PMCID: PM(C9292489.

13. Barnhart KT, Hansen KR, Stephenson MD, Usadi R, Steiner AZ, Cedars M, et al. Effect of an Active vs Expectant Management

Strategy on Successful Resolution of Pregnancy Among Patients With a Persisting Pregnancy of Unknown Location: The ACT or NOT
Randomized Clinical Trial. JAMA. 2021;326(5):390-400. doi: 10.1001/jama.2021.10767. PubMed PMID: 34342619; PubMed Central
PMCID: PMC8335579.

14. Sonalkar S, Koelper N, Creinin MD, Atrio JM, Sammel MD, McAllister A, et al. Management of early pregnancy loss with mifepristone
and misoprostol: clinical predictors of treatment success from a randomized trial. Am J Obstet Gynecol. 2020;223(4):551 e1-e7. Epub
20200417. doi: 10.1016/j.ajog.2020.04.006. PubMed PMID: 32305259; PubMed Central PMCID: PMC7529708.

15.Horvath S, Tsao P, Huang ZY, Zhao L, Du Y, Sammel MD, et al. The concentration of fetal red blood cells in first-trimester pregnant
women undergoing uterine aspiration is below the calculated threshold for Rh sensitization. Contraception. 2020;102(1):1-6. Epub
20200303. doi: 10.1016/j.contraception.2020.02.011. PubMed PMID: 32135125; PubMed Central PMCID: PMC7272297.

16. Flynn AN, Schreiber CA, Roe A, Shorter JM, Frarey A, BarnhartK, et al. Prioritizing Desiredness in Pregnancy of Unknown Location:
An Algorithm for Patient-Centered Care. Obstet Gynecol. 2020;136(5):1001-5. doi: 10.1097/A0G.0000000000004124. PubMed PMID:
33030869; PubMed Central PMCID: PMC10302370.

17. Miller CA, Roe AH, McAllister A, Meisel ZF, Koelper N, Schreiber CA. Patient Experiences With Miscarriage Management in the
Emergency and Ambulatory Settings. Obstet Gynecol. 2019;134(6):1285-92. doi: 10.1097/A0G.0000000000003571. PubMed PMID:
31764740; PubMed Central PMCID: PMC6882532.

18.Clement EG, Horvath S, McAllister A, Koelper NC, Sammel MD, Schreiber CA. The Language of First-Trimester Nonviable Pregnancy:
Patient-Reported Preferences and Clarity. Obstet Gynecol. 2019;133(1):149-54. doi: 10.1097/A0G.0000000000002997. PubMed PMID:
30531561; PubMed Central PMCID: PMC10302403.

19.van den Berg MMJ, Dancet EAF, Erlikh T, van der Veen F, Goddijn M, Hajenius PJ. Patient-centered early pregnancy care: a
systematic review of quantitative and qualitative studies on the perspectives of women and their partners. Hum Reprod Update.
2018;24(1):106-18. doi: 10.1093/humupd/dmx030. PubMed PMID: 29040571.

20.Jurkovic D, Memtsa M, Sawyer E, Donaldson AN, Jamil A, Schramm K, et al. Single-dose systemic methotrexate vs expectant
management for treatment of tubal ectopic pregnancy: a placebo-controlled randomized trial. Ultrasound Obstet Gynecol.
2017;49(2):171-6. Epub 20170106. doi: 10.1002,7u0g.17329. PubMed PMID: 27731538,

21. Mavrelos D, Memtsa M, Helmy S, Derdelis G, Jauniaux E, Jurkovic D. beta-hCG resolution times during expectant management of
tubal ectopic pregnancies. BMC Womens Health. 2015;15:43. Epub 20150521. doi: 10.1186/512905-015-0200-7. PubMed PMID:
25994203; PubMed Central PMCID: PMC4443555.

22. Doubilet PM, Benson CB, Bourne T, Blaivas M, Society of Radiologists in Ultrasound Multispecialty Panel on Early First Trimester
Diagnosis of M, Exclusion of a Viable Intrauterine P, et al. Diagnostic criteria for nonviable pregnancy earlyin the first trimester. N EnglJ
Med. 2013;369(15):1443-51. doi: 10.1056/NE)IMra1302417. PubMed PMID: 24106937.

23.Bigrigg MA, Read MD. Management of women referred to early pregnancy assessment unit: care and cost effectiveness. BMJ.
1991;302(6776):577-9. doi: 10.1136/bm|.302.6776.577. PubMed PMID: 1902383; PubMed Central PMCID: PMC1669428.






	Slide 1
	Slide 2
	Slide 3: Objectives
	Slide 4
	Slide 5: Should Rhogam Be Given Before 12 Weeks?
	Slide 6: Updated First-Trimester Ultrasound Lexicon
	Slide 7: Updated First-Trimester Ultrasound Lexicon
	Slide 8: Reevaluating Diagnostic Criteria for EPL
	Slide 9: Reevaluating Diagnostic Criteria for EPL
	Slide 10: Manage Early Pregnancy Loss with Mifepristone + Misoprostol For Everyone
	Slide 11: Prioritizing Pregnancy Desiredness in PUL
	Slide 12: Prioritizing Pregnancy Desiredness in PUL
	Slide 13: Prioritizing Pregnancy Desiredness in PUL
	Slide 14: ACT or NOT: Management of Persisting PUL
	Slide 15: ACT or NOT: Management of Persisting PUL
	Slide 16: ACT or NOT: Management of Persisting PUL
	Slide 17: Expectant Management For Carefully Selected Patients With Tubal Ectopic Pregnancy
	Slide 18: Expectant Management For Carefully Selected Patients With Tubal Ectopic Pregnancy
	Slide 19: Expectant Management For Carefully Selected Patients With Tubal Ectopic Pregnancy
	Slide 20: Evaluating Positive hCG in Nonpregnant Patients Without Malignancy
	Slide 21: Evaluating Positive hCG in Nonpregnant Patients Without Malignancy
	Slide 22
	Slide 23: Common Early Pregnancy Care Scenario
	Slide 24: Current Landscape of Early Pregnancy Care in the United States
	Slide 25: What Matters to Patients?
	Slide 26: What Matters to Patients?
	Slide 27: EPACs Improve Patient Experiences with EPL
	Slide 28: EPAC/PEAC Model
	Slide 29: History of EPAC model
	Slide 30: EPAC addresses systemic challenges
	Slide 31: Diagnoses managed in EPAC
	Slide 32: Services Provided in EPAC
	Slide 33
	Slide 34: EPAC at the University of Colorado
	Slide 35: Building an EPAC
	Slide 36: Protocol development 
	Slide 37: Take-home Message
	Slide 38: Resources to start an EPAC
	Slide 39
	Slide 40: References
	Slide 41

