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The Psychiatric Consequences of Spontaneous Abortion
TREVOR FRIEDMAN and DENNIS GATH

Sixty-sevenwomenwere interviewedfourweeksafter spontaneousabortion.As determined
by the PresentState Examination,32 of these women were psychiatriccases. This rate is
four times higherthan in the generalpopulationof women. In each casethe diagnosiswas
depressivedisorder,a findingconfirmedby scoreson three depressionratingscales.Many
womenshowedtypicalfeaturesof grief. Depressivesymptomswere significantlyassociated
with a historyof previousspontaneousabortion, and less so with childlessness.

Spontaneous abortion is common, occurring in
about one pregnancy in five, but there have been few
studies of the psychological consequences. Those there
are have generally suggested that emotional symptoms
are frequent after spontaneous abortion (Simon et al,
Corney & Horton, 1974; Seibel & Graves, 1980;
Leppert & Pahika, 1984; Oakley et a!, 1984; Wall
Haas, 1985). However, the findings have been difficult
to evaluatebecausenone of the studiesusedstandardised
measures to assess psychiatric symptoms, and some
obtained information only by postal inquiry (Oakley
et a!,1984)or by telephone(Leppert& Pahlka,
1984). In some studies the inquiry was made years
after the abortion, and several studies were based on
samples that were small or atypical (Simon et a!,
1969; Seibel & Graves, 1980; Leppert & Pahika,
1984; Oakley et a!, 1984; Wall-Haas, 1985).

This paper reports a study in which standardised
psychiatric measures were used to examine a
representative sample of women four weeks after
spontaneous abortion.

Methods

The subjectswerea consecutiveseriesof womenwho had
been admitted to hospital in Oxford for complete or
threatened abortion treated by evacuation of the uterus.
Shortly before discharge from hospital, the women were
seen by a research psychiatrist (TF) who told them about
the study and its purpose. A few days later, the women
received a letter from the research team offering an
appointment for interview four weeks after leaving hospital.
Interviewswereheldmainlyatthewomen'slocalhealth

centres, and occasionally at a local hospital. The interview
began with a semistructured inquiry about: previous
medical, obstetric and psychiatric history; attitudes towards
the indexpregnancy;the circumstancesof theabortion;care
and informationreceived;feelingsexperiencedon discharge
from hospital; reactions of the husband and other people;
further contacts with the medical profession; and plans for
futurepregnancies.

Next, the interviewerassessedthe patient's mental state
using the Present State Examination (PSE; Wing et a!,

1974), the Montgomeryâ€”Asberg Depression Rating Scale
(MADRS; Montgomery & Asberg, 1979), and the Hamilton
Rating Scale for Depression(Hamilton, 1967).

Finally, the women completed four self-ratedscales: the
Beck Depression Inventory (BDI; Beck, 1967); the Eysenck
Personality Questionnaire (EPQ; Eysenck & Eysenck,
1975); the Maudsley Marital Questionnaire (MMQ; Crowe,
1978);and the Modified Social Adjustment Scale (SAS-M;
Cooper et al, 1982). The latter measures overall social
functioning, and functioning in areas such as job, housework,
social and leisure activities, marriage, and family.

Analysisof data
Associations of psychiatric disorder with other variables
(psychological, social, and obstetric) were examined by
comparison of groups using Mann-Whitney U tests for
continuous variables (for example, total scores on the PSE
and neuroticism scores on the EPQ) and using the x2 test
for categorical variables such as â€˜¿�caseness'.

Results

Characteristics of the sample

Of 80womenapproached, 67 attended for interview.The
13women who refused were similar to the attenders in social
class and obstetric history; five of them (38%) were singleas
against nine (13%) of the 67 attenders (x@=3.14; d.f. = 1;
NS).

The averageageof the interviewedwomenwas29years
(range 17â€”42)and of their partners 32years (range2lâ€”50).In
social class, the women resembled women ofcomparableage
from thegeneral population of Oxfordshire. Sixty-onewomen
had their spontaneous abortions in the first trimester of
pregnancy, and the remaining sixearly in the secondtrimester.

Of the 67 interviewedwomen, 46 gave no history of
previous spontaneous abortion; half of this subgroup (23
women) were childless. Of the 21 women who did give a
history of previous spontaneous abortion, 15 reportedone
previous abortion, three reported two, two reported four,
and one reported five. Six of these 21 women had no
children. In the full sample of 67 women, 13gave histories
of therapeutic abortions.
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cantly associated with PSE case status (x@= 4.2; d.f. =1;
P<0.05). Many of these women were distressed by thoughts
that they might have caused the miscarriage in some way,
typically by physical overactivity.

Twenty-four women had feelings of still being pregnant,
and had to keep reminding themselves that they were no
longer pregnant. Some women believed there had been a
mistake in diagnosis and that they were still pregnant or
had been carrying twins and lost only one of them. These
thoughts of continuing pregnancy were comforting rather
than distressing.

Forty-one of the women were distressed by seeing other
people's young babies, and 45 by seeing pregnant women.
These women found it difficult to reconcile feelings of
jealousy with not wishing to harbour bad feelings.

Among women who reported a previous spontaneous
abortion, many described a recurrence of the same
emotions, particularly sadness, as experienced previously.

Contact with doctors

In the four weekssinceleavinghospital, 46 of the women
had consulted their general practitioner. Over half these
women did so for emotional distress (12 with complaints
of low mood, anxiety and difficulty in sleeping, and the
rest with concerns about the reasons for the miscarriage).

Social functioning

Relationships with partner

On the MMQ (on which higher scores indicate worse
adjustment), the overall mean score was 1.0 (s.d. 0.5) for
PSE non-cases, and 1.7 (s.d. 0.9) for PSE cases (Mann
Whitney U test, P<0.Ol).

On direct inquiry, of the 63 women with partners, 31
reported their relationship as better since the abortion, 9
as worse, and 23 as unchanged. Twenty-five of the women
described their partners as â€˜¿�veryupset' after the abortion;
they believed this distress was more often evoked by the
woman's physical experience than by the loss of the
pregnancy. Fifty-one women reported received a great
amount of support from their partner after the abortion.

Mod::fied Social Adjustment Scale
Sixty-five women completed the SAS-M (on which higher
scores indicate worse adjustment). The mean score was 1.6
(s.d. 0.3) for PSE non-cases, and 2.2 (s.d. 0.5) for PSE
cases (Mann-Whitney U test, P<0.001).

Factors associated with psychiatric morbidity

Marital status

Psychiatric case status on the PSE was more frequent in single
women (seven of nine, 7801.)than in marriedwomen (25 of
58, 4301.) (x2 = 3.8; d.f. =1; P<0.05). This difference was
unrelated to childlessness or previous spontaneous abortion.

Psychologicalfactors

Psychiatric morbidity

PSE case status
The PSE relates to the patient's symptoms during the month
before interview. When level five and above on the PSE
Index of Definition was used to determine psychiatric case
status (Wing et a!, 1978), 32 of the 67 women were found
to be psychiatric cases. This rate is about four times higher
than that found among women in the general population
(see under â€˜¿�Discussion').When these 32 PSE cases were
allocated to diagnostic categories with the PSE CATEGO
program (Wing et al, 1974), all were classified as having
depressive disorders.

Beck DepressionInventory

The BDI relates to depressive symptoms in the preceding
week. Scores on the BDI ranged from 0 to 39, with a mean
score of 3.7 (s.d. 3.0) for PSE non-cases, and 15.0 (s.d.
8.2) for PSE cases (Mann-Whitney U test, P<0.001). Of
the 32 PSE cases, eight could be regarded as having
moderate depression (scores of 20 and above) and seven
as having mild depression (scores of 15â€”19)in the fourth
weekafter their abortion. In the group as a whole, the six
most common BDI symptoms were: sadness (56%),
irritability (55%), tiredness (52%), crying (51%), self-blame
(44%), and loss of sexual interest (33%). This finding
applied to all the women, and to PSE cases and PSE non
cases separately.

Montgomery-A sberg Depression Rating Scale

Scores ranged from 0 to 36. The mean score was 4.1 (s.d.
3.3) for PSE non-cases,and 16.2(s.d. 7.3) for PSE cases
(Mann-Whitney Utest, P<0.00l). On the MADRS severity
scale derived by Snaith et a! (1986) from a study of
psychiatric patients with depressive illness, the 32 PSE cases
in the present study were divided into: recovered, 1; mild,
24; moderate, 6; and severe, 1.

Hamilton Rating Scalefor Depression

Scores ranged from 0 to 25. The mean score was 3.1 (s.d.
2.6) for PSE non-cases, and 11.4 (s.d. 5.3) for PSE cases
(Mannâ€”WhitneyU test, Pczo.00l). Five patients (7.5%)
scored 17 or over, which is often taken as a cut-off for
inclusion in antidepressant drug trials.

Featuresofgrief
Many women showed features typical of the grief that
commonly follows bereavement (Parkes, 1972). For
example, in the first few days after abortion, 40 of the
women had feelings of emotional numbness. In the next
few days this numbness was followed by being â€˜¿�veryupset'
in half the women. Several women likened the distress to
that following the death of a family member. Two women
took overdoses and one attempted to cut her wrists.

Twenty-fivewomenreported feelingsof guilt at having
had an abortion, and 11 women rated these feelings
as moderate or severe. Severity of guilt was signifi

(a) Neuroticism. The mean score on the neuroticism scale
of the EPQ was significantlyhigher among women who
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PsychiatricPreviousNo previousMann
measurespontaneousspontaneousWhitney(total

scores)abortion
(n=21)
Mean s.d.abortion

(n=46)
Mean s.d.U zPPSE16.76

11.178.577.06â€”3.19<0.005Beck13.19
9.727.19 6.83â€”2.65<0.01Hamilton10.09
5.965.745.26â€”2.94<0.005Montgomeryâ€”

14.95 8.49
Asberg7.57

7.05â€”3.55 <0.001

Psychiatric No previousNo previousMann
measurespontaneousspontaneousWhitney(total

scores)abortion andabortionandUno
childrenchildren(n=23)(n=23)Mean

s.d.Mean s.d.zPPSE

10.69 7.886.43 5.52â€”1.84NSBeck
8.57 7.735.83 5.62â€”1.36NSHamilton
7.57 5.493.91 4.42â€”2.51<0.05Montgomeryâ€”
9.48 6.635.65 7.09â€”2.30 <0.05
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TABLE I
Previousspontaneousabortionâ€”¿�associationwithpsychi

Hamilton; MADRS).On all four measures, mean scores
were significantly higher among the 21 women with a history
of previousabortionthanamongthe46womenwithno
such history.

(e)Childlessness.Of the 67women,38had childrenand
29hadnone.Therewerenosignificantdifferencesbetween
these two groups on any of the four psychiatric measures.
(1)Previousspontaneous abortionv. childlessness.

Amongst the 21 women with a history of previous abortion,
15 had children and six had none. No significant association
was found between childlessness and any of the four
psychiatric measures.

(g)Noprevious abortion v. childlessness. Table II shows
the findings for women who had had no previous abortion
(n = 46) divided into those with children (n = 23) and those
without (n = 23). For the childless group, mean total scores
were significantly higher on the MADRS and the Hamilton
scale, but non-significantly higher on the PSE and BDI
scales.

Future pregnancies
Fifty women said they had been given medical advice to
wait at least three months before trying to conceive again.
Twelvewomenreported that fear of a further spontaneous
abortion made them uncertain whether they would attempt
to conceive again. Among 33 women who had decided to
try to conceive again, 16 had decided to wait longer than
the period suggested by their doctors.

Discussion

The main conclusion from this study was that levels
of emotional distress were high during the four weeks
after spontaneous abortion. This conclusion was
indicated by the finding that 48Â°loof the women were
psychiatric cases as defined by level five and above
on the PSE Index of Definition. From other studies
(Wing, 1976; Surtees et a!, 1983; Oath et a!, 1987)
it is known that, using this measure, rates of
psychiatric case status are 10â€”12%among women
in the general population and about 95Â°loamong
psychiatric patients. A notable finding was that, on
CATEGO analysis, all the psychiatric cases were
classified as having had depressive disorders during
the four weeks covered by the PSE. However,
the three depression rating scales (which were
administered in the last of these four weeks) showed
relatively mild depression, suggesting that many of
the patients were already recovering.

Many of the women attributed their symptoms to
the experience of profound loss. This attribution is
consistent with other findings. Thus many of the
women reported symptoms typical of the grief that
commonly follows bereavement. Symptoms were
increased in women who had experienced previous
spontaneous abortions, and this increase could be

TABLE II
Childlessnesswithpreviousspontaneousabortionâ€”¿�

associationwithpsychiatricstate

were PSE cases (mean 14.1, s.d. 4.6) than among those who
were not (mean 9.6, s.d. 3.3) (Mannâ€”WhitneyU test,
p<0.001).

(b) Consultation.A history of pastconsultationwith the
general practitioner for psychiatric problems was reported
more frequently by women who were PSE cases (14 of 21,
67Â°lo)than by those who were not (18 of 46, 39%)
(@=4.4; d.f.=l; P<0.05).

Obstetricfactors

(a) Pregnancy unplanned. There were seven PSE cases
(4401o)among the 16 women who said that the index
pregnancy was unplanned as against 25 cases (49Â°lo)among
the 51 who said it was planned (x2= 0.14; d.f. =1; NS).

(b) Infertility. There were two PSE cases among the seven
women with a previous history of consultation for
infertility, as against 30 cases among the 60 women with
no such history.

(c) Previous therapeutic abortion. Thirteen women
reported a previous therapeutic abortion. There was no
significant association between such a history and PSE case
status.

(d) Previousspontaneous abortion. There were 16PSE
cases (76%) among the 21 women with a history of previous
spontaneous abortion, as against 16 cases (35%) among
the 46 women with no such history (x2= 9.9; d.f. = 1;
P<0.01). Table I shows the mean total scores on the
measures of mental state (PSE) and depression (BDI,
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due to the cumulative effects of repeated losses.
Moreover, many women were fearful of experiencing
the loss of any future pregnancy.

In addition to the sense of loss, other factors may
have contributed to the development of depressive
symptoms. The experience of the abortion itself may
have been traumatic. There is evidence that hospital
admission and minor surgery can induce psychiatric
symptoms (Levy, 1987). Moreover, the endocrine
changes associated with spontaneous abortion may
cause emotional symptoms, and here there is a
parallel with childbirth.

Apart from previous spontaneous abortion several
factors seem to have made women more vulnerable to
these stressfulexpenences.Psychiatricdisorder wasmore
frequent, for example, in single women. The reason
for this is uncertain, but it may have been lack of a
supportive partner. As in most studies of adverse events,
psychiatric disorder was found to be significantly
associated with neuroticism and with a previous history
of psychiatric consultation. Psychiatric symptoms were
also more frequent in childless women (as might be
expected), but this association applied only to women
with no previous history of spontaneous abortion.

All these findings relate to assessment four weeks
after spontaneous abortion. It is important to know
whether in some women high levels of distress persist
after four weeks. In the case of stillbirth, for
example, psychiatric morbidity can persist for many
months (Savage, 1988). It is also important to
discover whether spontaneous abortion influences
the wish for further pregnancy. These questions are
being examined in a two-year follow-up study.

It is difficult to comment on indications for
treatment until the findings of the follow-up study
are known. However, in a study of stillbirth (Forrest
et a!, 1982) it was shown that the duration of the
bereavement reaction was appreciably shortened by
support and counselling which were fairly intensive.
After spontaneous abortion not all women may
require counseffing of this intensity. However, most
women visit their primary care team after an
abortion, and this could provide the opportunity
for explanation, advice, and reassurance, which
might be beneficial in many cases.

References

BECK, A. T. (1967) Depression: Causes and Treatment.
Philadelphia: University of Pennsylvania Press.

COOPER, P., OSBORN, M., OATh, D., ci a! (1982) Evaluation of a
modified self-report measure of social adjustment. British
JournalofPsychiatry, 141, 68â€”75.

CORNEY, R. T. & HORTON, F. 1. (1974) Pathological grief folowing
spontaneousabortion. AmericanJournal of Psychiatry, 131,
825â€”827.

CROWE, M. S. (1978) Conjoint marital therapy: a controlled
outcomestudy. PsychologicalMedicIne,8, 623â€”636.

EYSENCK, H. 3. & EYSENCK, S. 0. (1975) Manual of the Eysenck
PersonalityQuestionnaire.Sevenoaks,Kent:Hodderand
Stoughton.

FORREST, 0. C., ST@IsII, B. & BAUM, 3. D. (1982) Support after
perinataldeath:a studyof supportandcounsellingafterperinatal
bereavement.BritishMedicalJournal, 285, 1475-1479.

OATh, D., OSBOILN,M., BUNGAY,0., et al (1987) Psychiatric
disorderand gynaecologicalsymptomsin middle-agedwomen:
a community survey. British Medical Journal. 294, 213-218.

HAMILTON, M. (1967) Development of a rating scale for primary
depressiveillness.BritishJourna!ofScialPsychology,6,278-297.

LEPPERT,P. C. & PAHLKA,B. 5. (1984) Grieving characteristics
after spontaneous abortion: a managementapproach. Obstetrics
and Gynaecology,64, 119-122.

LEVY, V. (1987) The maternity blues in post-partum and post
operativewomen.BritishJournal of Psychiatry,151,368-372.

MONTGOMERY,S. A. & ASBERO,M. (1979) A new depression scale
designed to be sensitive to change. British Journal of Psychiatry,
134,382â€”389.

OAKLEY,A., MCPHERSON, A. & Romam, H. (1984) Miscarriage.
London: Fontana.

PARKES, C. M. (1972) Bereavement: a Study of Grief in Adult LLfe.

London:Tavistock.
SAVAGE,W. (1988) The active management of perinatal death. In

Motherhoodand Mental lilness2 (edsR. Kumar& I. F.
Brockington).London: Wright.

SEIBEL, M. & GRAvItS, W. (1980) The psychological implications
of spontaneousabortions. Journal of ReproductiveMedicine,
25, 161â€”165.

SIMON, N. M., ROTHMAN, D., Gorr, 3. T., et al (1969)
Psychological factors related to spontaneous and therapeutic
abortion. American Journal of Obstetrics and Gynaecology, 104,
799â€”806.

SNAITh, R. P., H@jutop, F. M.1 NEWSY, D. A., et al(1986) Grade
scores of the Montgomery Asbcrg Depression and the Clinical
Anxiety Scales. British Journal of Psychiatry, 148, 599-601.

SURTEES, P. 0., Da@, C., INGHAM, 3.0., et al (1983) Psychiatric
disorderinwomenfromanEdinburghcommunity:association
with demographic factors. British Journal of Psychiatry, 143,
238â€”246.

W@L-H@S, C. L. (1985) Women's perceptions of first trimester
spontaneousabortion.Journal of ObstetricGynaecologicaland
Neonatal NursIng, 14, 50â€”53.

WINO,J. K. (1976) A technique for studying psychiatric morbidity
in inpatient and outpatient series and in general population
samples.PsychologicalMedIcine,6, 665-671.

â€”¿�, Coorsit, J. E. & S4@itTO1UUS, N. (1974) The Measi@rement and

Class@flcationofPsychiatricSymptoms.London:Cambridge
UniversityPress.

â€”¿�, MMoi, S. A., Larr, J. P., et al (1978) The concept of a

â€œ¿�caseâ€•in psychiatric population surveys. Psychological
Medicine,8, 203â€”217.

Acknowledgements

Thanks are expressed to the Welcome Trust for funding a research
registrarship held by one of the authors (TF). We are grateful to
local gynaecologists for permission to see their patients and to Dr
SusanlIesforadvice,AnnDayforstatisticalhelp,andVirginia
Mander for secretarial help.

Trevor Friedman, BSc,MRCPsych,Registrar, current!y Lecturer in Psychiatry, Department of Psychiatry,
Queen's Medical Centre, Clifton Boulevard, Nottingham NG7 2UH; Dennis Oath, DM, FRCP,FRCPsych,
Clinical Reader in Psychiatry, University Department of Psychiatry, Warneford Hospital, Oxford 0X3 7JX

https://doi.org/10.1192/bjp.155.6.810 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.155.6.810



