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Managing Early Pregnancy Loss with Mifepristone + Misoprostol 
September 23, 2025 

Ashlyn Brown, MD; Jessica Dalby, MD; Elisabeth Adsit, CNM; Lee Dresang, MD 
 

Provided by the University of Wisconsin–Madison Interprofessional Continuing Education Partnership (ICEP) 
 
Intended Audience: 
MD/DO, RN, APRN, Physician Assistants, Certified Nurse Midwives, Students 
 
Objectives: 

1. Counsel patients on mifepristone and misoprostol for early pregnancy loss  
2. Utilize the resources presented to deliver patient-centered EPL management with medications 
3. Summarize access to medications for miscarriage management, including facilitators and barriers 
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Welcome!
We will get started shortly.

Feel free to share your name, specialty/role, and practice location in the chat.



Accreditation Information
Accreditation Statement

In support of improving patient care, the University of Wisconsin–Madison ICEP is jointly 
accredited by the Accreditation Council for Continuing Medical Education (ACCME), the 
Accreditation Council for Pharmacy Education (ACPE), and the American Nurses 
Credentialing Center (ANCC) to provide continuing education for the healthcare team.
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American Nurses Credentialing Center (ANCC)

The University of Wisconsin–Madison ICEP designates this live activity for a maximum of 1 ANCC contact hour.

Continuing Education Units

The University of Wisconsin–Madison ICEP, as a member of the University Professional & Continuing Education Association (UPCEA),
authorizes this program for 0.1 continuing education units (CEUs) or 1 hour.
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education (CE). In addition, speakers, presenters and authors must disclose any 
planned discussion of unlabeled/unapproved uses of drugs or devices during their 
presentation. For this accredited continuing education activity, all relevant financial 
relationships have been mitigated and detailed disclosures are listed below.

* Ineligible companies are those whose primary business is producing, marketing, selling, re-selling, or 
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Attendance
• For attendance purposes please text the code YEGHAM to 608-260-7097
• Please text for attendance, even if you are not claiming continuing education credit.

Continuing Ed Credit
To receive continuing education credit:
1. Log your attendance (as above) 

• Create an ICEP account if you don’t already have one.

2. Fill out the session evaluation form to receive credit – REQUIRED for credit.
• A link to the evaluation will be sent after you text the code.

**Continuing Education Units 

with the Midwifery Education 

Accreditation Council are 

coming!
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Friendly Reminders
• Video appreciated

• Use chat function to ask questions or raise hand if able 

• Mute microphone when not speaking 

• Maintain confidentiality, no PHI

• Didactic will be recorded

• Mission is to empower those working in rural settings

• Our diversity of perspectives, specialties, practice scopes are our strength

• "Coming together is a beginning. Keeping together is progress. 
Working together is success." - Henry Ford  



Announcements
• Next Month - October 28

Evidence-Based Induction Methods

 Merritt McLean, MD – OBGYN

 Medical Director of Inpatient Obstetrics

 Kaiser Permanente - San Francisco
 Technology Lead for Inpatient OBGYN, OBGYN Hospitalist

• Looking for a case for October 28!
• Reach out to Jenny White if interested at jennifer.white@fammed.wisc.edu 

mailto:jennifer.white@fammed.wisc.edu


Interested in sharing a case? 
Email jennifer.white@fammed.wisc.edu

• Slide template shared, 10 min for details of case 

• Priority to cases from rural and resource-limited settings

• No PHI

• Include on CV as a state presentation

mailto:jenny.white@fammed.wisc.edu


Rural OB Case 
Presentation

Beth Adsit, CNM

Reedsburg Area Medical Center

Lee Dresang, MD, Professor

University of Wisconsin Department of Family Medicine and Community Health

September 23, 2025



Disclosures & Disclaimers
• No Disclosures

• PATIENT RELATIONSHIP DISCLAIMER 
• PLEASE NOTE that Project ECHO® case consultations do not create or 

otherwise establish a provider-patient relationship between any clinician and 
any patient whose case is being presented in a Project ECHO® setting.



Case Introduction
• 31yo G1P0@39w6d by 1st trimester US induced because of pre-eclampsia 

based on mild range elevated BP and creatinine 1.16. Synthetic osmotic 
cervical dilator x5 and 50ug misoprostol placed night prior.

• Points for discussion:
• Care for patients with high-risk conditions wanting minimal interventions
• Co-management CNM/FMOB with surgical skills
• Retained placenta>>manual extraction
• PPH management in patient with hypertensive disorder and asthma
• Worsening pre-eclampsia labs in rural setting
• Prevention and treatment of endometritis



Obstetrical/Prenatal History:

• Followed in midwife clinic

• Declined GBS

• Declined Tdap

• Declined fetal doppler at prenatal 
visit

• Planned no IV and no AMTSL 
unless necessary

Past Medical History:

• H/O abnormal paps

• LEEP in 11/2019 – CIN III with pos 
margins

• Normal pap 11/23 and 1/25



Social History
• No tobacco, alcohol or illicit drug use



Prenatal History
• 1/2025  Elevated BP noted

• Normal blood pressures other prenatal visits

• 7/29/25 – 38w2d BP 144/80; sent to L+D; labs normal (platelets 118K; 
Cr 1.02); no symptoms; repeat BP 125/80; Sent home

• 8/5/2025 – 39w2d BP 150/82; sent to L+D; labs normal (platelets 
128K; Cr 1.03; AST 41); no symptoms; Repeat 136/91; Refused 
induction

• 8/8/2025 – 39w5d creatinine 1.16. Patient agrees to induction; cervix 
1.5/50%/-2



Timeline/L&D details:
• CNM management (Beth) with FMOB surgical backup (Lee)

• Discussion of Magnesium as creatinine of >1.1 is severe feature per ACOG 

• Patient not agreeable to IV or magnesium; agrees to lab recheck before 
epidural at 8pm (platelets 165K; cr 0.94; AST 44)

• Nipple stimulation with breast pump for augmentation

• 6-7cm at 11am

• AROM clear and 8cm at 6:30pm

• 8-9cm at 12pm



Timeline/L&D details:
• One severe range pressure in labor with normal repeat 10 minutes 

later

• Complete at 23:19

• Delivery at 1:20am; APGARs 8,9

• 17 minutes after delivery, Beth, CNM could feel cord avulsing and 
called Lee, FMOB to room. Lee agreed and continued very gentle 
traction and fundal massage/Brandt maneuver. Patient who had 
refused oxytocin until that point, agreed with oxytocin. At approx. 
40min, cord did avulse. Anesthesia called to dose up epidural. OR crew 
called in (not needed). 2 large bore IV. 



Timeline/L&D details:
• 2g IV cefoxitin; DIC labs ordered

• Long non-sterile waterbirth glove under sterile glove/gown. Placenta 
removed in 2 pieces. ”Boggy” uterus. Bimanual massage. Max dose 
oxytocin, IV TXA, carboprost 0.25mg IM despite asthma history with patient 
consent (did not result in exacerbation), miso 800mg PR. Fundus firm. 
Bedside US to confirm nothing remaining. 2nd deg perineal lac repair.

• Bleeding minimal at this point. QBL 1100. Maternal HR 130s so agreed to 
transfusion 1U PRBCs. HR responded. H/H 13.3/38.9 at admission and 
11.1/33.5 morning of discharge, day after delivery and transfusion.



Timeline/L&D details:
• Postpartum EPIC sepsis alert due to WBC 23K, elevated HR and RR 24.

• Postpartum temp 101.7; likely due to transfusion but blood cultures drawn and 
ampicillin/sulbactam 3g IV every 6 hours ordered; Defervesced by 5 hours after delivery.

• Postpartum partum normotensive; no HA; platelets 150K>>103K>>96K>>97K; Creatinine 
1.10>>1.02>>1.09>>0.86; AST 51 (72 is 2x upper limit normal)>> 49K>>52K>>48K.

• DC home approx. 36 hours after delivery; Blood cultures neg. No fever>24 hours. Not 
home on antibiotics. 

• Sent home on home BP monitoring program. 

• Pt and baby doing well at 2 week FU appt. 

• 6 week FU appt 9/22.



Key learning points: 
• It can be challenging to manage high risk conditions for patients 

wanting minimal interventions

• CNM/FMOB collaboration worked well!

• Manual extraction of placenta is valuable skill especially in rural area

• OK to give carboprost in patient with asthma if necessary, though 
could cause asthma exacerbation

• Pre-eclampsia labs can worsen postpartum

• Give antibiotics with manual extraction; treat for endometritis if 
postpartum fever



Systems Issues/Area for 
Improvement:

• Working with patients who don’t 
want interventions

• Manual extraction of placenta 
important skill especially in rural 
hospital; develop training model; 
could use in ALSO

Interdisciplinary/interprofessional 
team successes or areas for 
improvement:

• CNM/FMOB collaboration worked 
well!

• Great teamwork overall

• OR crew activated but not needed





Open Discussion
• Care for patients with high-risk conditions wanting minimal 

interventions

• Co-management CNM/FMOB with surgical skills

• Retained placenta>>manual extraction

• PPH management in patient with hypertensive disorder and asthma

• Worsening pre-eclampsia labs in rural setting

• Prevention and treatment of endometritis



Managing Early Pregnancy 
Loss with Mifepristone + 
Misoprostol

Ashlyn Brown, MD and Jess Dalby, MD

University of Wisconsin – Department of Family Medicine and Community Health

ashlyn.brown@fammed.wisc.edu

jessica.dalby@fammed.wisc.edu

9/23/25



Disclosures
• We will be discussing off-label use of medications, specifically 

mifepristone and misoprostol



Objectives
• Counsel patients on mifepristone and misoprostol for early pregnancy 

loss

• Utilize the resources presented to deliver patient-centered EPL 
management with medications

• Summarize access to medications for miscarriage management, 
including facilitators and barriers



Guiding Case
• 28yo G3P1011 presents to clinic after 2 ER visits for vaginal bleeding 

after positive pregnancy test. She reports that she is about 7 weeks 
pregnant. She does not want to be pregnant and before the vaginal 
bleeding started, she had already sourced medication abortion pills 
online. 



Guiding Case
• Initial ER visit: 

•  ~7wks GA by LMP, TVUS has 
12mm gestational sac, yolk 
sac, no embryo

• bHCG 12,376

• Told this is suspicious for EPL, 
advised to fu w repeat TVUS in 
11 days 



Polling Question
• How comfortable are you diagnosing EPL on US? 

• Very comfortable

• Somewhat comfortable
• Somewhat uncomfortable
• Very uncomfortable



BetaHCG Guiding Criteria for EPL
The following minimum rates of increase of BhCG are expected over 
48 hours:
• 49% for an initial BhCG level of less than 1,500 mIU/mL 
• 40% for an initial BhCG level of 1,500–3,000 mIU/mL
• 33% for an initial BhCG level of greater than 3000 mIU/ml



Reference: Doubilet, Peter M., et al. "Diagnostic criteria for nonviable 
pregnancy early in the first trimester." New England Journal of 
Medicine 369.15 (2013): 1443-1451.



Guiding Case
Second ER visit, 4 days later:

• TVUS w CRL 2.2mm 
(5w5d), cardiac activity 
94 bpm

• bHCG 15,897 (28% 
rise).

• Told she is likely having 
a miscarriage



Case
- Patient shares she got pills online before the vaginal bleeding 

started as this was an undesired pregnancy. 
- She wants to know if she should wait it out or just take the pills.
- She’s tired of having bleeding and cramping
- She’s feeling frustrated about the unclear diagnosis 



Management Options 
- Expectant 
- Medications (Mifepristone and Misoprostol) 
- Procedural (uterine aspiration)



Success Rates 
with Medication 
Management

• Medical management can be 
done with misoprostol alone 
or with the combination of 
mifepristone followed by 
misoprostol 24 hours later.

• Combo decreases risk of 
needing D&C for retained 
POC (18% vs 25%)

• Combo does NOT decrease 
risk of needing emergency 
D&C

Success 

Rate (expulsion 

of gestational 

sac)

Expectant

(Day 7)

Misoprostol

Alone

(Day 2)

Mifepristone

and

Misoprostol

(Day 2)

All EPL 40% 56-67% 71-84%

Embryonic

demise
30% 68% 85%

Anembryonic 25% 65% 80%



Polling Question
• Do you offer medications for EPL management in your outpatient 

clinic?  
• Yes, mife + miso 

• Yes, miso only 

• No

• Facilitators and barriers open discussion



Medication Regimen
Mifepristone + Misoprostol
- Mifepristone 200mg, one dose 

orally 
- Misoprostol 800 mcg 24 hours 

later
- Vaginal or buccal (consider 

buccal if heavy bleeding)
- Repeat in 24 hours if no 

bleeding occurs 

Misoprostol Only
- Misoprostol 800 mcg every 3 

hours, at least two doses
- If still no tissue passage, repeat



Prescribing Mifepristone in Clinic
REMS Requirements: 

• Provider Agreement Form on file with dispensing 
company*

• Review and sign the Patient Agreement Form 

• Provide the patient with a copy of the Patient 
Agreement Form and Medication Guide.

• Place the signed Patient Agreement Form in the 
patient's medical record.

• Record the serial number from each package of 
mifepristone in each patient's record.

• Report any deaths to the Mifepristone Sponsor that 
provided the mifepristone, identifying the patient by a 
non-identifiable reference and the serial number from 
each package of mifepristone.

https://www.earlyoptionpill.com/wp-content/uploads/2023/01/DAN_Presc_Agreement_1.2023.pdf
https://www.earlyoptionpill.com/wp-content/uploads/2023/01/DAN_Presc_Agreement_1.2023.pdf
https://www.earlyoptionpill.com/wp-content/uploads/2023/01/DAN_Presc_Agreement_1.2023.pdf


Prescribing Mifepristone in Clinic
- Someone to be responsible for clinic stocking 

- At UW: patient takes mifepristone in presence of provider*​

- A plan for when medication doesn’t work (office aspiration or OB referral)

- Patient handouts – multiple languages at reproductiveaccess.org

- Danco/GenBioPro distributor consent form (also available in multiple languages)

• Clinical guidelines - available at reproductiveaccess.org

Pros: all done within the clinic, easy to re-stock with other in clinic dispensed meds (ie depo, toradol, etc.)

Cons: No flexibility for patient

https://www.reproductiveaccess.org/wp-content/uploads/2014/12/med_mngmt_of_miscarriage_miso_protocol.pdf
https://www.reproductiveaccess.org/wp-content/uploads/2014/12/med_mngmt_of_miscarriage_miso_protocol.pdf


Pharmacy Dispensing 

• Jan 2023 – FDA changed in person dispensing requirement to allow REMS 
certified pharmacies to prescribe mifepristone from a certified prescriber. 

• Currently, we are unaware of any pharmacies in Wisconsin currently doing 
this because of the WI statutes that dictate in person dispensing for 
induced abortion. However, there is no explicit language about early 
pregnancy loss.



Online Clinic and Pharmacy Options



Return to Case
• Patient ordered pills from Cambridge Reproductive Health 

Alliance

• Reviewed findings so far, pregnancy possibilities 

• She opted to take the pills 



Patient Instructions
• Bleeding

• Should start within 24 hours of misoprostol dose 

• Expulsion of tissue within 6-8 hours 

• Nausea/Diarrhea/Chills 

• Tissue disposition planning

• Prescribe ondansetron, ibuprofen, chux, tissue collection supplies.



Patient Instructions
• Seek care if: 

• Fever (note: low grade fever is common with miso) *

• If saturating 2 pads/hour for 2 hours in a row, seek care 

• Alert provider if: 

• No bleeding/tissue passage after medications 

• Still feel pregnant (nausea/vomiting, breast tenderness)



Case
• Patient calls, notes she 

has been having heavy 
bleeding and cramping. 
She took the 
misoprostol at 4pm, 
now woke up at 11pm 
with bleeding through 
pad and onto chux. 



Case
• You have her put in a new pad, take 800mg of ibuprofen, and call 

you in 30 minutes if she soaks through the pad or in 1 hour 
regardless. 

• She calls 1 hour later to share she passed some tissue on the 
toilet and is feeling improved. 



Follow Up 
• Confirm complete passage of tissue 

• HCG level on day of mifepristone admin and 7 days later
• 80% drop ensures completion, if less than 80% TVUS needed

• TVUS 7-14 days 
• Is there still a gestational sac?  Are there concerning symptoms?

• Endometrial thickness does not predict retained POC

• Mood check-in, emotional support as needed

• Planning for repeat pregnancy/contraception



Additional Resources
• Repro Legal Helpline*

• M+A Hotline

• Plan C Pills 

• I Need An A

• Reproductive Access.org
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