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Summary
This thesis consists of a literature review, a research report and a critical
appraisal of the process of research. A fifth of pregnancies end in
miscarriage, and anxiety and depression are observed for several months
after the event. Workers have attempted to discover predictive factors of
emotional adjustment, but have found conflicting results. Grief has been
identified as a common feature following miscarriage, but the traumatic nature
of the miscarriage experience has largely been ignored. Despite the
recognised psychological impact, there is no routine follow-up care for
women following early miscarriage. Anecdotal evidence suggests beneficial
effects, but no controlled intervention studies have yet been carried out. Such
a study, therefore, was conducted, and is described in the research report.
Anxiety, depression, intrusion and avoidance levels were assessed at one
week and four months post-miscarriage. Half the women also received a
session of psychological debriefing at two weeks post-miscarriage, an
intervention chosen to take account of the whole experience of miscarriage.
Intrusion and avoidance scores were initially as high as those of post-trauma
victims, but had significantly decreased by four months. Although depression
was not detected, anxiety was significantly higher than community sample
estimates at both time points, and psychological debriefing did not influence
emotional adaptation. A variety of hypotheses to explain these results are
discussed. Outcome scores at one week significantly predicted outcome at
four months. Thus, early assessment would be important in determining
which women should be offered intervention. Finally, in the critique section of
the thesis, the origins of the project, timescale and progress, and aids and

barriers to progress are discussed.
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LITERATURE REVIEW

Miscarriage:
The psychological impact on women

and their emotional needs



Abstract
This review reports on the psychological impact of miscarriage on women,
predictors of emotional adjustment, typical features influencing psychological
morbidity, emotional support, and suggests possibilities for future research. A
high proportion of pregnancies end in miscarriage, and the experience leads
to a number of emotional consequences which may last for several months.
Depression has been observed post-miscarriage, but the results on anxiety
are more varied. Some have explored the focus of anxiety and depression,
and attempted to discover what factors predict psychological adjustment, but
results are inconclusive. In addressing the reasons for psychological
morbidity, grief has been identified as a common feature. Early pregnancy
loss is now considered to be a form of bereavement, which may be more
complicated than other forms of bereavement. The process of miscarriage
itself may also be seen as a traumatic experience, although few researchers
have commented on this aspect. Despite the recognised psychological
impact, there is a general dissatisfaction with many aspects of professional
emotional care, and there is no routine follow-up. There have been no
controlled intervention studies with women who miscarry during early
pregnancy, although anecdotal evidence suggests beneficial effects. Such
studies have concentrated mainly on the experience of loss. It is suggested
that future research should consider the whole experience of miscarriage,
especially in light of the growing interest into the consequences of traumatic
events. An intervention derived from this research has been suggested as a
possible strategy for facilitating emotional adjustment in women, and

preventing longer term negative responses, following miscarriage.



It has been reported that miscarriage is the most common complication
of pregnancy (Smith, 1988). Usually, figures between 12 and 24 per cent
have been given for clinically recognised pregnancies which end in
miscarriage (Alberman, 1988; Beer, Quebbeman & Semprini, 1987; Friedman
& Cohen, 1982; Friedman & Gath, 1989; Huisjes, 1984; Kline, Stein & Susser,
1989; Menning, 1982; Smith, 1988), with most of these miscarriages
occurring within the first three months of pregnancy (Alberman, 1988;
Friedman & Cohen, 1982; Huisjes, 1984; Menning, 1982). Oakley,
McPherson & Roberts (1984) predicted that up to 80 per cent of all
conceptions end in miscarriage.

This review will report on the psychological impact of miscarriage,
predictor variables of distress post-miscarriage and typical features which
may account for psychological morbidity following miscarriage. It will then
focus on the short-falls of psychological follow-up support, and suggestions
for future intervention. Although it is recognised that miscarriage may impact
on significant others, the review will only consider the effect on women who

experience the miscarriage.

Psychological impact
Miscarriage may be seen as an everyday occurrence to hospital staff, but it is
a highly significant event for the woman who miscarries (cf. Cecil, 1994;
Moulder, 1994). Despite this, it is not until recently that studies have reported
on the psychological impact of such an event, particularly early miscarriage.
One of the first studies investigating emotional responses to
miscarriage was by Simon, Rothman, Goff & Senturia (1969), who reported
that over a third of women interviewed experienced feelings of depression

and showed grief reactions, which subsided by afew days. However, this



was a retrospective study with interviews taking place between one and
seven years after miscarriage.

Seibel & Graves (1980) used a self-report adjective checklist with
women awaiting a dilatation and curettage operation (D&C) and found that
53.7 per cent showed symptoms of depression, 51.2 per cent - anxiety, 41.5
per cent - hostility and 44.1 per cent - unhappiness. Hamilton (1989) reported
similar results when women were interviewed in hospital prior to discharge:
76 per cent - depression, 57 per cent - irritability, 93 per cent - tearfulness, 38
per cent - sleeping difficulties, and 26 per cent - loss of appetite.

One of the first systematic studies on the emotional consequences
following miscarriage was provided by Friedman & Gath (1989), who used a
standardised psychiatric measure, the Present State Examination (PSE;
Wing, Cooper & Sartorius, 1974) to assess psychiatric “caseness”. They
found that 48 per cent met the criteria for depressive symptoms and disorder
at four weeks post-miscarriage. This figure is four times greater than that
found in community samples, which is reported to be between 10 and 12 per
cent (Gath, Osborn, Bungay, lles, Day, Bond & Passingham, 1987; Surtees,
Dean, Ingram, Kreitman, Miller & Sashidharan, 1983; Wing, 1976).

Similar results, to Friedman & Gath (1989), were found by Prettyman,
Cordle & Cook (1993), using the Hospital Anxiety and Depression Scale
(HADS; Zigmond & Snaith, 1983), at one, six and 12 weeks after miscarriage,
but their predominant response was anxiety. At one week post-miscarriage,
41 per cent of women were considered “cases” as defined by anxiety
symptoms, with 22 per cent having significant depressive symptoms. By week
six, significant anxiety cases were reduced to 18 per cent, but rose again to
32 per cent by Week 12. Depression dropped to 8 per cent and 6 per cent at

weeks six and 12 respectively, a figure no higher than the general population.



It was speculated (Prettyman et al., 1993) that the rise in anxiety cases
at 12 weeks may be as a result of the woman having her first period, and a full
realisation that she is no longer pregnant, or a time when the woman, and her
partner, may be making decisions as to whether or not to try to conceive
again, since medical advice is often to wait three months. Depressive
symptoms may also have a later peak, possibly at the time, for example, when
the baby should have been due (Hayton, 1988).

Robinson, Stirtzinger, Stewart & Ralevski (1994) found that women'’s
depressive scores were elevated at three months post-miscarriage, had
dropped to normal levels at six months, but were again above the cut-off point
for “caseness” one year after miscarriage.

Two year follow-up data for women with early miscarriage (Cordle &
Prettyman, 1994) showed that 68 per cent were still upset by thoughts of
miscarriage, and in 64 per cent of women, their miscarriage had affected
decisions regarding subsequent pregnancies. Friedman & Gath (1989) found
that at four weeks post-miscarriage, 18 per cent of women feared further
miscarriage and were uncertain as to whether they would attempt to conceive
again.

In a Northern Ireland study, Cecil & Leslie (1993) used the Stait-Trait
Anxiety Inventory (STAI; Spielberger, 1983) to assess the psychological
impact after early miscarriage. Women were assessed whilst in hospital, and
at two to three weeks, three months and six months post-miscarriage. They
found an initial increase in anxiety immediately post-miscarriage, which fell
rapidly, and reported that only a few women remained distressed at six
months post-miscarriage. However, there was a substantial reduction in
sample size over time, which makes generalisation of the results difficuit.

Thapar & Thapar (1992) used the General Health Questionnaire (GHQ;
Goldberg & Hillier, 1979) and the HAD scale to assess psychological



morbidity at 24 hours and six weeks after D&C operation following
miscarriage. Kumar & Robson (1984) have suggested that early pregnancy is
a time of increased vulnerability to depression. Thus, Thapar and Thapar
used an antenatal control group. They found elevated levels of anxiety at 24
hours and six weeks post-miscarriage, with more somatic symptoms in the
miscarriage group at six weeks. Results for depression were less clear, since
depressive symptoms were elevated as assessed by the GHQ but not the
HADS.

Neugebauer, Kline, O’Connor, Shrout, Johnson, Skodol, Wicks &
Susser (1992a) assessed psychological morbidity, using the Center for
Epidemiologic Studies - Depression scale (CES-D; Radloff, 1977), at two
weeks, six weeks and six months post-miscarriage, and compared results
with both antenatal controls and community samples. At two weeks after
miscarriage, women were 3.4 times more likely to show depressive symptoms
than pregnant women and four times more likely than community controls.
For women who had their initial interview at six weeks or six months post-
miscarriage, depression rates were still three times that of the community
sample. However, if women were re-interviewed at six weeks or six months,
there were no elevated symptom levels.

In summary, the experience of miscarriage leads to emotional
consequences, such as anxiety and depression, which may last for a number

of months post-miscarriage.

Predictor variables of distress
Some workers have attempted to identify factors which affect emotional
adjustment to miscarriage. These include looking at demographic, life history,

obstetric, miscarriage process, and support factors.



Demographic variables One factor investigated is the effect of age on
psychological adaptation after miscarriage. Dyregrov & Matthiesen (1987b)
found that in women who had lost a baby, either stillbirth, neonatal death or
following Sudden Infant Death Syndrome (SIDS), there was an increase in
anxiety with increasing age. However, the majority of studies investigating
this factor have found no differences in psychological morbidity between
younger and older women after pregnancy loss (Friedman & Gath, 1989;
Garel, Blondel, Lelong, Papin, Bonenfant & Kaminski, 1992; LaRoche,
Lalinec-Michaud, Engelsmann, Fuller, Copp, McQuade-Soldatos & Azima,
1984; Neugebauer et al., 1992b; Nicol, Tomkins, Campbell & Syme, 1986;
Prettyman et al.,, 1993; Thapar & Thapar, 1992; Toedter, Lasker & Alhadeff,
1988).

Similarly, contradictory findings exist with the effect of marital status.
Friedman & Gath (1989) found that psychiatric ‘cases’ after miscarriage were
more often unmarried. Prettyman et al. (1993) and Thapar & Thapar (1992),
however, found no relationship of marital status with anxiety or depression.
No associations have been found between emotional adaptation after
miscarriage and occupational status (Prettyman et al., 1993) or social class
(Thapar & Thapar, 1992).

Many workers have addressed the influence of parity status on
psychological consequences after miscarriage. It is often assumed that if
women have children, then they will be less emotionally distressed, and Reed
(1984; 1989) found that emotional support from nursing staff decreases with
increased parity.

A higher rate of psychological morbidity, in women with no children,
has been documented (Graham, Thompson, Estrada & Yonekura, 1987;
Neugebauer et al., 1992b; Thapar & Thapar, 1992; Toedter et al., 1988;
Tunaley, Slade & Duncan, 1993), and Neugebauer et al. (1992b) even found



that having several children seems to protect against depression, possibly
due to indirectly providing social support. However, results are again
inconclusive since some have found no association of parity status on
emotional adjustment (Friedman & Gath, 1989; Garel et al., 1992; Jackman,

McGee & Turner, 1991; Prettyman et al., 1993).

General life history factors Friedman & Gath (1989) found that women
who were considered as psychiatric ‘cases’ scored higher on neuroticism
measures (emotionality) on the Eysenck Personality Inventory (EPI; Eysenck
& Eysenck, 1975). As might be expected, there has been found to be an
association between psychiatric history and increased psychological
morbidity following miscarriage (Friedman & Gath, 1989; Prettyman et al.,
1993). Toedter et al. (1988) found that a greater number of mental health
problems during pregnancy is associated with higher grief scores. Garel et al.
(1992) has suggested that deaths in one’s personal history may be important

for emotional adjustment.

Factors relating to the pregnancy Investigations of factors relating to
the pregnancy have shown conflicting results. Whilst some have found that
when the baby is planned, there is an increased likelihood of reports of
unhappiness, depression or anxiety (e.g. Simon et al., 1969), other studies
using standardised measures have found no such association (Friedman &
Gath, 1989; Jackman et al., 1991). Furthermore, Prettyman et al. (1993) and
Thapar & Thapar (1992) have found that anxiety levels are higher in women
whose pregnancies were unplanned. This may be due to ambivalence and
guilt issues.

If a baby is unplanned, it does not necessarily mean that it is unwanted.

Garel et al. (1992) found decreased levels of depression immediately post-



miscarriage if the pregnancy was undesired, but not at three months post.
Neugebauer et al. (1992b) found that women losing wanted and unwanted
pregnancies were equally depressed, as has been reported by others
(Graham et al., 1987, Seibel & Graves, 1980). However, in the Neugebauer
et al. (1992b) study, the loss of a wanted child produced increases in
depression compared to pregnant controls, whereas there was no increase in
symptom levels of women with an unwanted pregnancy compared to the
pregnant control group. This was due to women with an unwanted pregnancy
already having increased symptom levels, and having a miscarriage did not
affect this level.

It might be expected that pregnancy characteristics, such as gestational
stage, might influence psychological adjustment to miscarriage. However, a
number of studies have shown no association of gestational stage with
psychological morbidity (Friedman & Gath, 1989; Jackman et al.,, 1991,
Leppert & Pahlka, 1984; Neugebauer et al., 1992a; Nicol et al., 1986;
Peppers & Knapp, 1980; Prettyman et al,, 1993; Tunaley et al., 1993). On the
other hand, Thapar & Thapar (1992) found that, compared to antenatal
controls, women who miscarried at less than 16 weeks gestation had
elevated depression scores, which was not true of those who miscarried at 16
weeks or later. In this study, a very low number of women in the sample
miscarried at 16 weeks or more, making interpretation of the resulits difficult.

Neugebauer et al. (1992b) found that although women who miscarried
in early and later pregnancy were equally depressed compared to pregnant
women of similar gestational stages, women with a late loss showed a greater
rise in depressive symptoms than those with earlier loss. Garel et al. (1992)
reported an increased chance of depressive episode within three months of
those who miscarried at fourteen weeks and above, and Theut, Pedersen,

Zaslow, Cain, Rabinovich & Morihisa (1989) and Toedter et al. (1988) found
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increased psychological morbidity in women experiencing a stillbirth or
neonatal death, versus earlier miscarriage.

It is believed that maternal attachment with the child progresses as
pregnancy advances, and the impact of the loss corresponds to the strength
of the attachment. Others hold the view that bonding occurs at a very early
stage in pregnancy (Herz, 1983; Lumley, 1980; Stirtzinger & Robinson, 1989).
It has also been pointed out that comparisons between early and later
miscarriage, and losses such as neonatal death, are compounded by the
different procedures, such as delivery and support associated with the

different types of pregnancy loss (cf. Moulder, 1994; Slade, 1994).

Reproductive history variables The examination of reproductive history
factors provides no clear conclusions as to whether or not previous
miscarriage, to the one investigated, affects emotional adjustment. Friedman
& Gath (1989) and Thapar & Thapar (1992) found that women who had had a
previous miscarriage showed higher symptom levels than those who had not.
Likewise, Peppers & Knapp (1980) found increased psychological morbidity
in women who had had a previous miscarriage, although there were some
methodological problems with this study.

The majority of studies reported, however, have found no association
with prior miscarriage (Clarke-Smith & Borgers, 1988; Garel et al.,, 1992;
Jackman et al., 1991; LaRoche et al., 1984; Neugebauer et al., 1992b; Nicol
et al., 1986; Toedter et al., 1988) or previous therapeutic abortion (Friedman &
Gath, 1989). Conway (1992) found that women with recurrent miscarriage
may show less emotional distress. This study has been criticised due to a
sampling bias and retrospective methodology. However, it would be

expected that after several miscarriages, a woman may predict further ones,
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and the predictability of an event may lead it to being less stressful (Foa,
Zinberg & Rothbaum, 1992).

It might be assumed that greater psychological morbidity is associated
with a history of infertility (cf. Slade, 1994). Garel et al. (1992) found a greater
risk of depression immediately post-miscarriage, but there was no increased
likelihood of a depressive episode in the subsequent three months. Friedman
& Gath (1989) found no impact of infertility on emotional adaptation at one

month post-miscarriage.

Factors relating to the process of miscarriage and care The study
of the effect of the process of miscarriage and associated health care on
emotional adjustment has been lacking. Jackman et al. (1991) assessed the
impact of onset of miscarriage (sudden or gradual) on emotional distress, but
found no association. In the same study, Jackman et al. (1991) reported that
care received from health professionals may influence emotional reactions
and adjustment subsequent to pregnancy loss.

Murray & Callan (1988) observed that the women who were less
depressed after perinatal death were more satisfied with the level of support
they received from hospital staff, and Garel et al. (1992) found low satisfaction
with medical care to be a significant predictor of a depressive episode within
three months of miscarriage. Friedman (1989) found no association of GP /
hospital care with psychological morbidity at one month post-miscarriage, but
methodological problems necessitate cautious interpretation.

Professional care following discharge from hospital is not routinely
provided, and no controlled follow-up intervention studies have been reported
to date. However, evidence exists which suggests that psychological follow-
up has a positive effect on emotional adjustment. Forrest, Standish & Baum

(1982), in a study where counselling was provided for women following
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perinatal death, found that at six months after the death, the rate of psychiatric
disorder was a quarter of that of women who did not receive the intervention.

Hamilton (1989) found that when a follow-up clinic was arranged, 74
per cent of women who had had a miscarriage attended, and that all found
the contact helpful. Similarly, Turner, Flannelly, Wingfield, Rasmussen, Ryan,
Cullen, Maguire & Stronge (1991) found 79 per cent of women attended
follow-up appointments. Jackman et al. (1991) reported that women, who
were allowed to discuss their feelings at a hospital follow-up appointment,
showed better emotional adjustment subsequently. The results of these
studies, however, must be interpreted with caution, since there were no
appropriate controls.

A study by Neugebauer et al. (1992a) revealed particularly interesting
results. Women who were interviewed by telephone at two weeks post-
miscarriage showed lower levels of depressive symptoms at six weeks and
six months post-miscarriage, versus those who were not interviewed at two
weeks. It is believed that the emotional adaptation was due to unintended
therapeutic and test effects of the interviews, which allowed the women to
discuss the pregnancy, circumstances of the miscarriage, and the
psychological after-effects. This possibly resembled grief counselling (Forrest

et al, 1982; Leppert & Pahika, 1984).

Non-professional support Finally, Garel et al. (1992) have suggested
that social support may be important in the emotional adaptation to
miscarriage. A number of studies have shown lack of support from partner,
family and friends to be a risk factor for psychological morbidity following
miscarriage and other traumatic events (Dyregrov & Matthiesen, 1987a,

1987b; Feeley & Gottlieb, 1988; Forrest et al., 1982; Kirkley-Best & Kellner,
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1982; Sarason & Sarason, 1982; Seitz & Warrick, 1874, Woodward, Pope,
Robson & Hagan, 1985).

Overall, resuits from studies, which have taken into account predictor
variables of psychological morbidity post-miscarriage, have been
inconclusive. Agreement has been found only for psychiatric history, and
professional and non-professional support. Slade (1994) has commented
that many of these factors contribute little to the understanding of the personal
meaning of the experience, and Tunaley et al. (1993) have pointed out that it
is necessary to consider the cognitive mediators which influence the
psychological adaptation to miscarriage. Cognitive theories state that it is
individuals' perceptions of events and their concomitant thoughts, rather than

the actual events, which determine the emotional consequences (Scherer,

1984).

Cognitive factors Only three studies have considered the experience of
miscarriage from a cognitive perspective. Madden (1988) found that whilst
self-blame was not associated with depression, blame of the partner did
predict depression, and belief in a physical cause was associated with
decreased anxiety in the Tunaley et al. (1993) study. Increased depression
(Madden, 1988) and anxiety (Tunaley et al.,, 1993) were found in women who
perceived that they had control over the outcome of future pregnancies.
Having arrived at one's own explanation as to the cause of the miscarriage,
with a general reappraisal of values, was associated with lower levels of
intrusive thoughts (Tunaley et al., 1993). Finally, Hutti (1992) found that more
intense grief reactions were experienced by women who perceived their
pregnancy and baby to be real, whose miscarriage experience and care was
widely different to what they expected and wanted, and who perceived

themselves to be unable to reduce the difference.
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physical and emotional symptoms which develop are considered to be
normal, and are adaptive responses (Coelho, Hamburg & Adams, 1974;
Selye, 1973).

It is believed that following a traumatic event, people work through an
experience of powerlessness, disruption, and very intense emotions (Bard &
Sangrey, 1980; Horowitz, 1976; Parkes, 1986). Following shock, disbelief
and bewilderment, the process of adaptation is characterised by an
alternation between intrusion and denial,.before integration of the event into
the individual’s life (e.g. Horowitz, 1976).

Denial relates to an intrapsychic process where people deny the
implications of the event in order to prevent themselves from being exposed
to intense emotions. Pecple may also avcid certain s'tuations, avoid talking
about the incident, and feel emotionally numb, whilst being aware of the
numbness. Intrusion is the intrusive re-experiencing of feelings and ideas
related to the experience, which may manifest as nightmares, startle
reactions, ‘pangs’ of emotion, preoccupation with the event and the wish to
repeatedly go over the evert. Denial and intrusion do not always alternate,
but may occur simultanecusly on different levels. For example, in one
situation, the person may trivialise the event, but in situations that resemble
the original, the person may seem overwhelmed with emotion.

Denial is considered a functional mechanism in that it prevents people
from becoming overwhelmed by emotions. It may be used to regulate or
*dose” the amount of emotional pain that is bearable (Shuchter & Zisook,
1993). however, complete denial and suppression of feelings may lead to
increased chances of poor health outcome (Pennebaker, 1582; Pennebaker,
Colder & Sharp, 1990), and disorders such as post-traumatic stress disorder
(PTSD; cf. McFarlane, 1991) appearing in the long-run. Intermittent intrusion

therefore functions to prevent this, and leads to a revision of the expectations
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and ideas of the individual - an integration and working through of the
experience (cf. Brom & Kleber, 1989).

Recently, the beneficial effects of a form of crisis intervention, called
psychological debriefing (or critical incident stress debriefing) have been
reported (cf. Dyregrov, 1989; Mitchell, 1983). It was originally developed for
use with groups of emergency workers (Mitchell, 1983), and was arranged as
a meeting with the purpose to integrate profound personal experiences on a
cognitive and emotional level, thus aiming to prevent the development of
adverse reactions.

It is an organised approach which works through a series of stages,
including discussion of thoughts and expectations, sensory impressions and
emotional reactions to the traumatic event (cf. Dyregrov, 1989; Mitchell, 1983).
This format has also been used in other situations, such as for survivors of
disasters, bystanders at suicides, and in situations where there have been
tragic deaths of children. The process can be used at an individual, as well
as at a group, level.

It is emphasised that psychological debriefing accelerates the recovery
of normal people experiencing normal reactions to abnormal events. Itis a
simple procedure. However, its value should not be underestimated, since it
has enormous potential in alleviating overwhelming emotional feelings and

potentially dangerous physical symptoms (Mitchell, 1983).

Future directions

This review has identified the importance of the experience of miscarriage,
but also the need for much future research. There are many contradictory
findings, particularly when trying to predict emotional adjustment to

miscarriage. It is necessary to accomplish more reliability between the
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different studies, and this may be achieved by the use of standardised
assessment instruments and methodologies.

It is recognised that grief is a typical feature following miscarriage, but
the impact of the process of the miscarriage has been neglected in the
research literature. This warrants further investigation. In addition, despite
the recognition of the distressing nature of having a miscarriage, little work
has been accorded to the investigation of the effects of certain aspects of
care. In particular, psychological follow-up support and research into this
area have been grossly lacking. ‘

To date, there have been no controlled intervention studies with
women who miscarry during early pregnancy, although anecdotal evidence
suggests beneficial effects. Such studies have concentrated mainly on the
experience of loss and associated feelings, and none reported have looked at
the process of miscarriage.

In recent years, there has been growing interest into the consequences
of traumatic events. In light of the recent recognition of the traumatic nature of
the experience of miscarriage, it would seem sensible to investigate
intervention strategies, which would aim to consider the whole experience of
miscarriage. A form of crisis intervention, psychological debriefing, has been
recently described for trauma victims, and it may prove useful in enabling

women to adjust emotionally following miscarriage.
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Abstract
About a fifth of pregnancies end in miscarriage, leading to emotional
consequences, such as anxiety and depression, which may last for a number
of months. Despite this, women are not routinely provided with follow-up
care. Anecdotal evidence shows that emotional follow-up has positive effects
on psychological morbidity, but this is the first controlled intervention study
with women following early miscarriage. Thirty-nine women, who had a
miscarriage within the first trimester of pregnancy, were assessed, using the
HADS and IES, at one week and four months post-miscarriage. Half the
women also received a session of psychological debriefing, by a female
psychologist, at two weeks. Intrusion and avoidance scores were initially as
high as those of post-trauma victims, but had significantly decreased by four
months. Depression was not detected at any time point. Anxiety was
significantly higher than community sample estimates at both one week and
four months following miscarriage. It is speculated that high anxiety at four
months represents a peak, due to women planning future pregnancies.
Psychological debriefing did not influence emotional adaptation, and it is
hypothesised that unintended therapeutic effects of questionnaire completion
at one week led to the control group effectively receiving follow-up support. It
is also speculated that some women, but not others, benefited from
psychological debriefing. Outcome scores at one week significantly predicted
outcome at four months, suggesting that early assessment would be important
in determining which women should be offered intervention. No-one
perceived the psychologist to be part of the hospital follow-up service, but
psychological debriefing was perceived to be helpful, and fulfilled some of the
information and opportunity to talk needs of the women. Implications for

future research are considered.
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Introduction

Between 12 and 24 per cent of clinically recognised pregnancies end in
miscarriage, with most of these occurring in the first trimester (Alberman,
1988; Beer, Quebbeman & Semprini, 1987; Friedman & Cohen, 1982;
Friedman & Gath, 1989; Huisjes, 1984; Kline, Stein & Susser, 1989; Menning,
1982; Smith, 1988). It is seen by many women as an adverse life event or
significant life crisis (Bright, 1987; Cecil, 1994; Hall, Beresford & Quinones,
1987; Leppert & Pahlka, 1984; Moulder, 1994, Seibel & Graves, 1980;
Stirtzinger & Robinson, 1989). Despite this, only recently have studies
reported on the psychological impact of miscarriage.

One of the first studies (Simon, Rothbaum, Goff & Senturia, 1969)
showed that over a third of women following miscarriage experienced
depression and grief. Later studies reported higher figures, and found anxiety
and somatic symptoms in addition to depression (Hamilton, 1989; Seibel &
Graves, 1980). Friedman & Gath (1989) provided one of the first systematic
studies on the emotional consequences of miscarriage using standardised
psychiatric measures. They found that nearly half of women met the criteria
for depressive symptoms, which is four times higher than that found in
community samples (e.g. Surtees, 1990).

A number of studies, using other standardised assessments, have
examined the time course of psychological morbidity post-miscarriage. For
example, Prettyman, Cordle & Cook (1993) and Robinson, Stirtzinger,
Stewart & Ralevski (1994) found symptoms still present three months after
miscarriage, although others have found normal levels by three months (Cecil
& Leslie, 1993). Neugebauer, Kline, O’Connor, Shrout, Johnson, Skodol,
Wicks & Susser (1992a) reported depression rates to be three times higher
than those of community samples at six months after miscarriage. This result

was not replicated by Robinson et al. (1994), although they found that
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“caseness” for depression was evident in many women at one year after
miscarriage. Finally, Cordle & Prettyman (1994) found that 68 per cent of
women were still upset by thoughts of miscarriage two years after the event.

Although there are some discrepancies in the results between stud es,
this may have been due to methodological differences. Nevertheless, it is
evident that the experience of miscarriage leads to emotional consequences
such as anxiety and depression, which may last for a number of months after
the event.

Some workers have attempted to identify factors which affect emotional
adjustment to pregnancy loss. However, conflicting results have been found
for demographic factors such as age (e.g. Dyregrov & Matthiesen, 1987b;
Friedman & Gath, 1989; Garel, Blondel, Lelong, Papin, Bonenfant & Kaminski,
1992; Neugebauer et al,, 1992b; Prettyman et al,, 1993; Toedter, Lasker &
Alhadeff, 1988), marital status (e.g. Friedman & Gath, 1889; Prettyman et al.,
1993; Thapar & Thapar, 1992), and parity status (e.g. Friedman & Gath, 1989;
Garel et al,, 1992; Graham, Thompson, Estrada & Yonekura, 1287; Jackman,
McGee & Turner, 1991; Neugebauer et al., 1992b; Prettyman et al., 1993;
Tunaley, Slade & Duncan, 19¢3).

Similarly, for factors relating to the pregnancy, findings are not
unequivocal. Agreement has not been found for whether or not the
pregnancy is planned (Friedman & Gath, 1989; Jackman et al., 1991;
Prettyman et al., 1993; Simon et al., 1969; Thapar & Thapar, 1992) or wanted
(Garel et al., 1992; Graham et al., 1987; Neugebauer et al, 1992b; Seibel &
Graves, 1980), or the effects of gestational stage (Friedman & Gath, 1989;
Garel et al.,, 1992; Jackman et al., 1991; Leppert & Pahlka, 1984; Neugebauer
et al, 1992a; 1992b; Nicol, Tomkins, Campbell & Syme, 1986; Peppers &
Knapp, 1980; Prettyman et al, 1993; Thapar & Thapar, 1992; Theut,
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Pedersen, Zaslow, Cain, Rabinovich & Morihisa, 1989; Toedter et al., 1988;
Tunaley et al., 1993) on emotional adjustment.

The examination of reproductive history variables also provides no
clear conclusions as to whether or not previous miscarriage (Clarke-Smith &
Borgers, 1988; Conway, 1992; Friedman & Gath, 1989; Garel et al., 1992,
Jackman et al., 1991; LaRoche, Lalinec-Michaud, Engelsmann, Fuller, Copp,
McQuade-Soldatos & Azima, 1984; Neugebauer et al, 1992b; Nicol et al.,
1986; Peppers & Knapp, 1980; Thapar & Thapar, 1992; Toedter et al., 1988)
or infertility (Friedman & Gath, 1989; Garel et al., 1992) affect adjustment to
miscarriage. However, there does seem to be a positive association between
psychiatric history and psychological morbidity post-miscarriage (Friedman &
Gath, 1989; Prettyman et al., 1993; Toedter et al., 1988).

There have been few studies which have investigated the effect, on
emotional adjustment, of factors relating to the process of miscarriage and
health care. However, there appears to be a tendency towards better
adjustment with higher satisfaction with health care (Garel et al., 1992;
Jackman et al,, 1991; Murray & Callan, 1988). Professional care following
discharge from hospital is not routinely provided, but evidence suggests that
psychological follow-up may have a positive effect on emotional adjustment
(Forrest, Standish & Baum, 1982; Hamilton, 1989; Jackman et al., 1991,
Turner, Flannelly, Wingfield, Rasmussen, Ryan, Cullen, Maguire & Stronge,
1991).

One particularly interesting study (Neugebauer et al., 1992a) found that
a telephone interview at two weeks post-miscarriage significantly reduced
depression rates in women at six weeks and six months after the event.
Finally, it seems to be generally agreed that non-professional support is also

important for emotional adaptation following miscarriage and other traumatic
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events (Dyregrov & Matthiesen, 1987a; 1987b; Feeley & Gottlieb, 1988; Garel
et al, 1992, Woodward, Pope, Robson & Hagan, 1985).

Finally, some workers have considered cognitions, and factors such as
blame, control and other perceptions about the self, miscarriage and process,
have been associated with anxiety, depression and grief (cf. Hutti, 1992;
Madden, 1988; Tunaley et al., 1993).

Many studies have described grief as a typical feature following
miscarriage (e.g. Cecil & Leslie, 1993; Friedman, 1989; Friedman & Gath,
1989, Lasker & Toedter, 1991; Moulder, 1990; 1994; Prettyman et al., 1993;
Theut et al.,, 1989, Toedter et al., 1988), and early miscarriage is now being
viewed as “perinatal bereavement” (lles, 1989). The experience of
miscarriage may also be a very physically traumatic event (Bright, 1987,
Neugebauer et al.,, 1992a; Prettyman et al., 1993; Slade, 1994), but this
aspect has tended to be neglected in the research literature. Miscarriage may
involve considerable and sudden pain, loss of blood, rapid hospitalisation
and an operation.

In addition, women who miscarry may be subject to inadequate or
inappropriate care and support, and there appears to be a general
dissatisfaction with many aspects of management and care (Campbell, 1988;
Cecil, 1994; Friedman & Gath, 1989; Hamilton, 1989; Helstrom & Victor, 1987;
Jackman et al,, 1991; Moohan, Ashe & Cecil, 1994, Moulder, 1990; Prettyman
& Cordle, 1992).

Thus, despite the distressing nature of miscarriage, there appears to be
inadequate attention and support for these women (e.g. Robinson et al.,
1994). In particular, no routine follow-up care is provided, despite the studies
showing that it is needed (Cecil, 1994, Friedman, 1989; Friedman & Gath,
1989; Hamilton, 1989; Helstrom & Victor, 1987; Knapp & Peppers, 1979;
Neugebauer et al., 1992a; Thapar & Thapar, 1992).
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Women are dissatisfied with follow-up care or want more (e.g. Cecll,
1994; Helstrom & Victor, 1987; Slade & Wills, 1993), and many seek it
through their GPs (Friedman, 1989; Moulder, 1990). Anecdotal evidence
shows that follow-up intervention has a positive effect on psychological
morbidity (see above). However to date, there has been no reported
controlled intervention studies with women following early miscarriage.

Of those studies where intervention is provided, there has been a
tendency to concentrate on the loss encountered and associated feelings,
and no studies have aimed for follow-up intervention to include discussion of
the process of miscarriage, despite the fact that it is possible that some of the
symptoms following misc