
 

 

SUBCHORIONIC HAEMAORRHAGE IN FIRST TRIMESTER 

AND ITS EFFECTS ON PREGNANCY OUTCOME   

 

Abstract 

Background: Subchorionic haemorrhage which may or may not be associated with vaginal 

bleeding is definitely of concern as it predisposes to adverse pregnancy outcomes. This study is 

done with a aim to find how subchorionic haemorrhage affects pregnancy outcome.  

Methodology: The study was carried out from January 2020 till July 2020. 57 antenatal women 

with singleton viable  pregnancy from 6 weeks to 12 weeks gestation  having subchorionic 

haemorrhage on USG with or without bleeding were included in the study after informed 

consent. High risk pregnancies with any medical disorder were excluded. Size of Subchorionic 

haemorrhage was described as percentage involvement of gestational sac. Patient were closely 

followed for outcome as miscarriage, preterm delivery, abruption , intrauterine fetal death , 

IUGR or term delivery. 

Conclusion.: 52.63% of the patients were less than 30 years of age , 57.89% of the patients were 

primipara and 42.10 % were multipara. 24.56% of females had previous abortion, 14.03 %, 

suffered an abortion. Maximum 5 patients with miscarriage had large subchorionic haemarrhage  

with  more than 50 % gestational sac. Intra uterine fetal demise occurred in only one patient with 

size of subchorionic haematoma between 26%-50%.  6 patients experienced preterm delivery 

before 37 weeks .Term delivery was seen in 42 patients and maximum 19 patients had SCH 

11%-25% of Gsac. Though the outcome is variable , size of SCH definitely affects the outcome. 
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Introduction : 

First trimester scan reports the incidence of subchorionic haematoma as between 0.46%- 39.5%.  

There is wide range for its incidence, but the clinical outcomes are conflicting. (1,2,3). A 

subchorionic hematoma is the pooling of  blood between the chorion and the endometrium which 

may happen spontaneously and is generally associated with vaginal bleeding. Many studies have 

been inconclusive in finding any relation between subchorionic haemorhage and adverse 

pregnancy outcomes like preterm labour, abruption of placenta, abortions and intrauterine fetal 

demise or death.(4,5  )  There is still controversy regarding  how subchorionic haemorrhage is 

responsible for adverse pregnancy outcomes. One proposed theory is perfusion of  the 

intervillous space prematurely to deal with oxidative stress. (6). The presence of haematoma can 

have mechanical pressure effects , dysfunctional angiogenesis and creation of  weakened area 

attributing to adverse pregnancy outcome. (7) Generally, we cannot spot any cause for a 

subchorionic clot, pre-existing medical conditions, autoimmune diseases, and immunological 

factors have been associated with intrauterine hematoma, but the etiology of this condition is still 

unknown. (8 ) It was also reported in various studies (9, 10) that relation between the volume of 

the hematoma and complications of pregnancy, particularly in relation to spontaneous abortion, 

is controversial. 



 

 

Therefore this study was carried out to study the effect of subchorionic haemorrhage in first 

trimester  and its pregnancy outcome 

Materials and methods: 

This was an observational study carried over period of 6 months at Shalini tai Meghe hospital 

Wanadongiri Nagpur. The study was carried out on 57 antenatal patients between 6 to 12 weeks 

of gestation who presented with or without per vaginal bleeding/ spotting and had subchorionic 

haematoma on ultrasonography. Informed consent were taken from the patients for the study. 

Inclusion criteria. 

Singleton pregnancy between 6 to 12 weeks gestation 

Viable fetus. 

Low risk pregnancy 

Exclusion criteria 

Multiple pregnancy 

Non viable fetus 

High risk pregnancy ( preeclampsia,  anaemia,  bad obstetrics history, GDM, infertility 

conception) 

Medical disorders ( Diabete Mellitus, Sickle Cell disease,  Thalasemia, epilepsy, etc) 

      Patients with subchorionic haematoma were followed every weekly till first trimester  or till 

haematoma resolves, later on  follow up was monthly . Patients were prescribed oral 

progesterone and folic acid tablets. At each visit examination and sonography was done. Patient 

was followed till delivery . if patient suffered abortion or IUFD, details were recorded. Bed rest 

and avoidance of coitus was advised. Decision of admission was taken depending upon patients 

clinical condition. Basic data of patients were noted like Age, BMI, gestational age, parity , 

previous abortions . Size of Subchorionic haematoma was measured as percentage fraction of 

gestational sac – 10% or less, 11% to 25%, 26 %to 50 % and more than 50% .Outcome 

parameters were measured as  abortion, intrauterine fetal demise, preterm delivery (delivery 

before 37 competed weeks), term delivery, fetal growth restriction .  

Results: 

Table 1 : Baseline characteristics 

 NUMBER  PERCENTAGE 

AGE 

<30 YEARS 30 52.63% 

>30 YEARS 27 47.36% 

PARITY 

PRIMIPARA 33 57.89% 



 

 

MULTIPARA 24 42.10% 

PEVIOUS ABORTIONS 14 24.56% 

PREV IUFD 2 3.50% 

 

More than half of the study population were less than 30 years of age i. e 52.63%. and 47.36% of 

the study subjects were more than 30 years of age. 57.89% of the patients were primipara and 

42.10 % were multipara. 24.56% of females had previous abortion, which included both first 

trimester as well as second trimester abortions. 2 of the patients had previous intra uterine fetal 

demise. One patients gave history of  meconium stained liquour as the cause of the IUFD . Other 

patient gave no details regarding IUFD. 

TABLE 2 

SIZE OF SUBCHORIONIC HAEMATOMA AS PERCENTAGE FRACTION OF 

GESTATIONAL SAC 

SIZE OF SCH NUMBER OF PATIENTS PERCENTAGE 

<10% 13 22.80% 

11%-25% 23 40.35% 

26%-50% 15 26.31% 

>50% 6 10.52% 

 

Maximum number of patients , 40.35%, had  subchorionic haematoma occupying 11% - 25% of 

the gestational sac followed by 26.31%  of patients with subchorionic haematoma occupying 

26%-50% of the G sac. 22.80% of the women has small SCH , occupying less than 10% of the 

gestational sac. Large subchorionic haematoma occupying more than 50 % of the gestational sac 

was seen in 10.52% of the females. 

TABLE 3  RELATION BETWEEN SIZE OF  SCH AND PREGNANCY OUTCOME 

SCH SIZE                    OUTCOME PARAMETERS 

(% fraction of G 

sac) 

MISCARRIAGE 

(n= 8), 14.03% 

IUFD 

(n=1, 1,7%) 

PRETERM 

DELIVERY 

(n=6, 10.52%) 

TERM 

DELIVERY 

(n=42,73.68%) 

<10 % 1 - 1 11 

11%- 25% 1 - 2 19 

26%-50% 1 1 2 11 

>50 % 5 - 1 - 

 

8 patients , i.e 14.03 %, suffered an abortion. Maximum 5 patients with miscarriage had large 

subchorionic haemarrhage  with  more than 50 % gestational sac. One patient with SCH <10 % 

of G sac, and other with SCH occupying 11%-25% of G sac had threatened abortion.  Both  were 

advised best rest and started on progesterone support , but could not continue the pregnancy and 

had complete abortion. Similarly only 1  patient with SCH 26%- 50% of  Gsac had abortion at 14 

weeks of gestation. 



 

 

Intra uterine fetal demise occurred in only one patient with size of subchorionic haematoma 

between 26%-50%.  6 patients experienced preterm delivery before 37 weeks.  1each with SCH 

<10% and SCH  >50 %. 2 patients had SCH between 11%-25% and 2 patients with preterm 

delivery had SCH between 26%-50%. 

Term delivery was seen in 42 patients . 11 patients each with SCH <10 % and  26%-50%. 19 

patients with SCH 11%-25% had delivery at term gestation. 

TABLE 4 RELATION BETWEEN SIZE OF SCH AND PLACENTAL ABRUTION AND 

FETAL GROWTH  RESTRICTION 

SCH SIZE  PLACENTAL ABRUPTION FETAL GROWTH   

RESTRICTION 

(% fraction of G sac) N=2 ( 3.5%) N=8 (14.03%) 

<10 % - 2 

11%- 25% 1 2 

26%-50% - 4 

>50 % 1 - 

 

Placental abruption was seen in 2 patients, one with SCH between 11%-25% and other with SCH 

>50%. Fetal growth restriction was seen in 8 patients. 2 patients had SCH <10 % and 2 with 

SCH 11%-25%. Maximum 4 patients had IUGR with SCH between 26%-50%. 

 

DISCUSSION 

The results obtained from the present study revealed that the presence of SCH in patients with 

threatened abortion is an important factor for the continuation of pregnancy. The presence of 

SCH in patients with threatened abortion increases the risk of miscarriage. Maximum patients 

definitely achieved term delivery but , the chances of preterm delivery and intrauterine growth 

restriction were also more. Many observational studies revealed a significant correlation between 

large haematomas and adverse outcome of pregnancy (11,12 ).  On the other hand, some of them 

failed to demonstrate this association  (13). 

Abortions was seen in 14.03 % of patients, which is less than the study done by E. o¨ zkaya, et 

al(14) where  25.6%  miscarriages were observed in first trimester . In this study maximum 

patients 52.63%  had age <30 years , which is similar to the study done by Shayesta Rahi et.al. 

(15) which had 32% of patient with age between 26 – 30 years. 

The size of the haematoma can be the factor affecting the miscarriage rate.  In our study  term 

delivery was achieved in 73.68% patients and preterm delivery in 8.77 % patients , comparable 

to study done by O¨ zkaya, et al.(14) . A number of studies on complications during pregnancy 

were reported (16-19). Some interesting studies on pregnancy related complications were 

reviewed(20-23).  

As per our study, none of the patient with SCH >50% could reach term gestation. Maximum 

patients who had preterm delivery had SCH 11%-50%  and delivered between 34 and 37 weeks. 

One patient with SCH > 50% delivered at 30 weeks gestation due to placental  abruption. 



 

 

Intrauterine fetal demise was seen in 1 patient with SCH 26%-50% . The result is similar to study 

done by Shayna M. Norman et al(24)  where it was 1.3 %. The cause for intra uterine fetal 

demise can be multifactorial but the size of SCH in this patient was more i.e 26%-50% of Gsac. 

Intra uterine growth restriction was found in 14.03% of patients and maximum were between 

SCH 26%-50%, similar to study done by O¨zkaya, et al (18.6%).  

Conclusion:  

Subchorionic haemorrhage definitely adversely impacts the pregnancy outcome but multiple 

underlying  factors are also underplay. Study on larger sample is needed to study in depth the 

subchorionic haemorhage and its effects. 
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