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ABSTRACT 

This study was conducted to determine the psychological outcomes following 
miscarriage up to 3 months in patients who sought treatment in Hospital Tengku 
Ampuan Afzan and to identify risk factors related to it. A cross-sectional study was 
designed involving the patients who were seeking treatment for miscarriage at our 
centre. The study comprised of a combination of a self-filled written questionnaire the 
General Health Questionnaire 12 (GHQ12) and Depression Anxiety Stress Scales 21 
(DASS 21) immediately and 3 months post miscarriage after getting informed 
consent. Patients who fulfilled the inclusion criteria as stated below were eligible to 
participate in the study. Data was analyzed using IBM (SPSS) version 16.0 and a [p] 
value of < 0.05 was considered statistically significant. Chi-square and sample ʻtʼ test 
was also used to determine the socio-demographic characteristics and psychological 
morbidities. Among 150 women, using the General Health Questionnaire (GHQ 12) 
24.7% of respondents had some psychological distress just after miscarriage and the 
incidence came down to 8% 3 months after the miscarriage. Using the DASS 21 
questionnaire, overall there were about 28.7% of respondents who had psychological 
morbidity immediately after the miscarriage. These include depression (16.7%), 
anxiety (26.7%) and stress (6%) symptoms. After 3 months of miscarriage it was seen 
that the overall percentage came down to 11.3%. The risk factors associated to women 
who were prone to psychological distress were history of previous miscarriage, history 
of infertility, assisted conception and older age group.  Our study showed that even 
after 3 months post miscarriage, some of these women were still affected 
psychologically. However the prevalence of distress reduced over time. Women who 
are at risk should be identified and followed up by the gynaecologist and referred 
appropriately.  
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ABSTRACT IN ARABIC 

ھدف ــــــد الدراســـة ھذه أجريـــت :ال ـــــــة النفســـــــــية النتـــــــائج لتحدي ــى تصــــل اdجھاض التالي شھر 3 إل  أ
ـــي ــــذين المرضـــى ف ـــي للعـــــsج ســـعوا ال ــــــــفى ف ـــــو مستش  عوامل وتحديـــــد Afzan امبــوان تنك
ـــــــة الخطــر ــا المتعلق سة تصــــــميم تـــم :وا�ســــــاليب المــواد.بھ ـــــة درا ــــوي الــــتي مستعرض ــى تنط  عل
ـــى ــــذين المرض ـــsج يســــعون كـــانوا ال ـــي اdجھاض لع ــــــألف الدراســـة .مركزنـــا ف ــزيج من تت  من م
ــــــــتبيان ـــــة اس ــــــــتبيان كتابـــــة الــــذاتي مليئ ـــــق وا�كتئــــــاب (GHQ12) 12 العامــة الصـــحة اس  والقل
ــى (DASS 21) 21 المـــوازين اdجھاد شھر 3 و الفــــور عل ـــول بعـــد اdجھاض بعـــد أ ــى الحص  عل
ـــــة كان .المســــــبقة الموافق ــــذين المرضـــى  ــــاء ال ــــــن النحـــو ىعل ا�شـــــتمال معـــــايير الوف  أدنــاه المبي
ـــي للمشـــــاركة مؤھلة ــــــل تـــم .الدراســـة ف ـــــــات تحلي ــــخة IBM (SPSS) باســــــتخدام البيان  16.0 النس
ـــة [ص]و ـــــبرت 0.05> قيم ــة ذات اعت ـــــائية د�ل ــــتخدام تـــم .إحص ـــــار اس ـــربع اختب كاي م  't'وعينـــة 
ــــــد أيضـــا ـــــة الخصـــــائص لتحدي ــــية والحـــا�ت والديموغرافيـــــــة ا�جتماعي  :النتـــــــائج.فســــــية المرض
ــك ،امرأة 150 يــنب من ــــــــتبيان باســــــتخدام وذل كان (GHQ 12) العامــة الصـــحة اس  من ٪24.7 و
ــوع وجاء اdجھاض بعـــد النفســـــــي الضـــــيق بعـــض المســـــــــتطلعين ــى أســــفل وق شھر 3 بعـــد ٪8 إل  أ
ـــــــــتبيان باســــــتخدام .اdجھاض من كان وعموما ،DASS 21 ا�س ــي ھناك   المشــــــاركين من ٪28.7 حوال
ــــذين ـــديھم ال ــــsل معــد�ت ل ــــــيال ا�عت  ا�كتئــــــاب ھذه وتشــــمل .اdجھاض بعـــد مباشــــرة نفس
ـــــق ،(16.7٪) عراض (٪6) واdجھاد (٪26.7) والقل شھر 3 بعـــد .ا� ـــــبر اdجھاض من أ  أن واعت
ــــة النســــــبة ــى نــزل اdجمالي ــــذين النســـــاء المرتبطــــــة الخطــر عوامل وكانـــت .٪11.3 إل  كـــانوا ال
ضة ـــــاة عر ـــــــية للمعان ــــــاريخ ،الســـــابق اdجھاض تـــــاريخ نفس  وكبــــار المســـاعد الحمــل ،مالعـــق والت
ـــن ــــــة الس ــــة الفئ ـــة.العمري نه دراســـــتنا أظھرت :الخsص ـــتى أ شھر 3 بعـــد ح  وبعـــض ،اdجھاض بعـــد أ
� النســـــاء ھؤ�ء من ـــــــأثر تـــزال  ـــدة انتشـــــار ومع .نفســــــــيا تت ـــــــض الش ــى تخفي      .الــزمن مر عل
ـــــــي ـــــد وينبغ ــــذين النســـــاء تحدي ـــي ھم ال ـــــــا خطر ف ــــل من ومتابعتھ                           ،النســـــاء أمراض طبيـــــب قب
ـــــكل وأشــار     .مناســـب بش



 

iv 

 

APPROVAL PAGE 

I certify that I have supervised and read this study and that in my opinion, it conforms 
to acceptable standards of scholarly presentation and is fully adequate, in scope and 
quality, as a dissertation for the degree of Master of Obstetrics and Gynaecology. 

………………………………….. 
Mokhtar Awang 
Supervisor 
 
………………………………….. 
Roszaman Ramli 
Co -Supervisor 

 

………………………………….. 
Htike Myat Phyu 
Co-Supervisor 

 

I certify that I have read this study and that in my opinion it conforms to acceptable 
standards of scholarly presentation and is fully adequate, in scope and quality, as a 
dissertation for the degree of Master of Obstetrics and Gynaecology. 

………………………………….. 
Zainul Rashid Mohamad Razi 
Examiner 

 

This dissertation was submitted to the Department of Obstetrics and Gynaecology and 
is accepted as a fulfillment of the requirements for the degree of Master of Obstetrics 
and Gynaecology 

………………………………….. 
Mokhtar Awang 
Head, Department of Obstetrics 
and Gynaecology 

 

This dissertation was submitted to the Kulliyyah of Medicine and is accepted as a  
fulfillment of the requirements for the degree of Master of Obstetrics and 
Gynaecology. 

………………………………….. 
Azmi Md Nor 
Dean, Kulliyyah of Medicine 



 

v 

DECLARATION 

I hereby declare that this dissertation/thesis is the result of my own investigation, 

except where otherwise stated. I also declare that it has not been previously or 

concurrently submitted as a whole for any other degrees at IIUM or other institutions.  

 

Lakshmi Paramananda 

 

Signature………………….     Date ….................. 

 



 

vi 

 
INTERNATIONAL ISLAMIC UNIVERSITY MALAYSIA 

 
DECLARATION OF COPYRIGHT AND AFFIRMATION OF 

FAIR USE OF UNPUBLISHED RESEARCH 
 

PSYCHOLOGICAL MORBIDITY POST MISCARRIAGE. A 

QUESTIONNAIRE BASED STUDY AMONG WOMEN IN 

HOSPITAL TENGKU AMPUAN AFZAN, KUANTAN 

 

I declare that the copyright holder of this dissertation is International Islamic 
University Malaysia 

Copyright © 2014 by International Islamic University Malaysia. All rights reserved. 

No part of this unpublished research may be reproduced, stored in a retrieval system, 
or transmitted, in any form or by any means, electronic, mechanical, photocopying, 
recording or otherwise without prior written permission of the copyright holder except 
as provided below. 

1. Any material contained in or derived from this unpublished research may 
be used by others in their writing with due acknowledgement. 
 

2. IIUM or its library will have the right to make and transmit copies (print 
or electronic) for institutional and academic purposes.  

 
3. The IIUM library will have the right to make, store in a retrieval system 

and supply copies of this unpublished research if requested by other 
universities and research libraries.  

 

 

Affirmed by Lakshmi Paramananda 

 

……..……..……………   ………………….. 

Signature     Date 



 

vii 

ACKNOWLEDGEMENT 

I thank God for giving me this opportunity to complete my thesis with his guidance 
and allowing me to come this far.   

I cannot express enough thanks to my principal supervisor Professor Dr. 
Mokhtar Awang, Senior Consultant and Head of Department, Department of 
Obstetrics and Gynaecology, IIUM. This thesis would not have been possible without 
his advice, continuous support and patience. I offer my sincere appreciation for the 
learning opportunities provided.   

I would also like to acknowledge Dato’ Dr. Rozihan Hj. Ismail, Senior 
Consultant and Head of Department, Department of Obstetrics and Gynaecology 
Hospital Tengku Ampuan Afzan (HTAA), Dr Balanathan Kathirgamanathan, Senior 
Consultant and Head of Department, Department of Obstetrics and Gynaecology 
Hospital Seberang Jaya, Associate Professor Dr Ramli Musa, Senior Consultant, 
Department of Psychiatry, IIUM and all the lecturers, specialists and consultants of 
both IIUM and HTAA for their invaluable knowledge and guidance. 

Special thanks to Dr Htike Myat Phyu from Community Medicine 
Department, IIUM for her time in assisting me to complete this thesis. 

I would also like to extent my deepest gratitude and appreciation to Prof Dr 
Zainul Rashid for his time going through my dissertation in great detail and corrected 
my mistakes. Thank you so much.  

My completion of this thesis could not have been accomplished without the 
support of my parents who sacrificed their time and sleep to look after my children 
while I continue to pursue my dream. Without their blessing it would have been 
impossible. I am also using this opportunity to express my gratitude to my brother, 
Madhusudhan and sisters, Mithira and Kasturi for their love and confidence in me.  

To my understanding, loving and supportive husband, Suthaji Nathan, my 
deepest gratitude to you. Your continuous encouragement, support and sacrifice 
throughout this rough journey made me a stronger person. Every time I was ready to 
quit, you stood by me and made me carry on. Completion of this journey stands as a 
testament to your unconditional love. 

Last but not least, to my beautiful and loving sons, Keshavaa and Madhavaa 
for their love and sacrifice. They never fail to put a smile on my face whenever I’m 
down. Sorry for not being there during this long journey. This is for you boys…….. 

My sincere apology and heartfelt gratitude to all those who have been with me 
and supported me throughout this long journey who I have failed to mention. 

 



 

viii 

 

TABLE OF CONTENTS 

Abstract .......................................................................................................................... ii 
Abstract in Arabic ......................................................................................................... iii 
Approval Page ............................................................................................................... iv 

Declaration ..................................................................................................................... v 

Copyright Page .............................................................................................................. vi 
Acknowledgements ...................................................................................................... vii 
List of Tables ................................................................................................................. ix 

List of Figures ................................................................................................................ x 

List of Abbreviations ..................................................................................................... xi 
 

CHAPTER ONE: INTRODUCTION ........................................................................ 1 

 

CHAPTER TWO: LITERATURE REVIEW ........................................................... 3 

 

CHAPTER THREE: METHODOLOGY .................................................................. 6 

 

CHAPTER FOUR: RESULTS ................................................................................... 9 

 

CHAPTER FIVE: DISCUSSION ............................................................................. 19 

 

REFERENCES ........................................................................................................... 24 

 

APPENDIX I: CONSENT IN BAHASA MALAYSIA ........................................... 27 

APPENDIX II: CONSENT IN ENGLISH ............................................................... 29 

APPENDIX III: DEMOGRAPHIC DATA .............................................................. 31 

APPENDIX IV: ENGLISH-MALAY VERSION OF GHQ-12 ............................. 32 

APPENDIX V: DASS21 SCORING SYSTEM ........................................................ 34 

 



 

ix 

 

LIST OF TABLES 

Table 4.1 Respondent profile (n=150) 9 

Table 4.2 Gestational age during miscarriage and number of living children 10 

Table 4.3 Marital and pregnancy details (n=150) 11 

Table 4.4 GHQ12 scoring at 0 and 3 months post miscarriage 12 

Table 4.5 DASS21 depression scores at 0 and 3 months post miscarriage 13 

Table 4.6 DASS21 anxiety scores at 0 and 3 months post miscarriage 13 

Table 4.7 DASS21 stress scores at 0 and 3 months post miscarriage 14 

Table 4.8 The psychological morbidity in combination according to 
DASS21 questionnaire 

15 

Table 4.9 Risk factors that are associated with women affected with 
psychological morbidity 

17 

Table 4.10 Age and gestational age during miscarriage 18 

 



 

x 

LIST OF FIGURES 

  

Figure 4.1 The comparison of psychological morbidity at 0 month and 3 
months using the DASS21 scores 

16 

 

 



 

xi 

LIST OF ABBREVIATIONS 

IIUM International Islamic University of Malaysia 

HTAA Hospital Tengku Ampuan Afzan 

GHQ 12 General Health Questionnaire 12 

DASS 21 Depression Anxiety Stress Scales 21 

 

 



 

1 

CHAPTER ONE 

INTRODUCTION 

Children are gifts from god. There are many couple who desire to have a child. 

However not every pregnancy is successful leading to delivery of a beautiful child. 

Approximately 10% of all pregnancies ends up in spontaneous miscarriage, mainly 

occurring within the first three months  (Athey & Spielvogel, 2000; Friedman & Gath, 

1989).  These pregnancies, complicated with miscarriages can cause devastating 

psychological morbidity such as grief, depression and anxiety. 

Spontaneous miscarriage is a pregnancy loss prior to period of viability of less 

than 24 weeks gestation or <500grams (Farquharson, Jauniaux, & Exalto, 2005). The 

experience of loss following miscarriage tends not to be recognized by many people 

especially the women’s gynaecologist. Just like post partum depression, psychological 

morbidity post miscarriage should be addressed and taken seriously. What is even 

worse, it is common clinical picture not to give any further follow up to patients 

following a miscarriage. Thus, whether these patients have any residual psychological 

morbidity has never been known. 

Women may perceive themselves as a ‘failure’ for not having produced a 

healthy baby and may question their reproductive capability (Herz, 1984). Many a 

time the women may feel like they have lost a loved one even at an early stage of 

pregnancy. 

It is rarely life-threatening and the medical procedures involved in treating it 

are comparatively simple, especially with the introduction of medical evacuation(T. 

Chung, Cheung, Sahota, Haines, & Chang, 1998; T. K. H. Chung, Lee, Cheung, 
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Haines, & Chang, 1999). This fact may hide the psychological impact affecting these 

unfortunate women. Medical professionals with their busy schedule are more worried 

with the physical complaints rather than the more shattering and lasting effect of 

psychological complaints. Studies have suggested that grief and depression after 

miscarriage are often unrecognized and frequently overlooked by medical 

professionals (Friedman, 1989). 

In Hospital Tengku Ampuan Afzan, Kuantan there were a total of 642 

spontaneous miscarriages in the year 2013. The total delivery for the same year was 

9974. Thus, spontaneous miscarriage accounted for 6.4% of pregnancies in the 

hospital. 

There is no published report of psychological morbidity of miscarriage in our 

local population in Malaysia. Therefore it is an interesting area of study to know the 

incidence in our local settings as the incidence of miscarriage has been increasing over 

the years. 

We conducted the present study to determine the prevalence of psychological 

morbidity, examine the pattern of psychiatric morbidity which are depression, anxiety 

and stress up to 3 months following miscarriage as well as to identify the risk factors 

for women who are prone for these psychiatric condition, patients at risk can be 

followed up closely. Thus, with such information, patient can assist the clinician in 

counselling patients following miscarriage. 
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CHAPTER TWO  

LITERATURE REVIEW 

The psychological impact following miscarriage has received very little interest in the 

form of proper description and study. This may be due to the assumption that women 

usually rarely become so attached to their babies at such an early stage.  

Studies have been done which showed that women respond differently to 

miscarriage. For many, it may represent the loss of a future baby, of motherhood and 

even the ability to procreate in the future (Neugebauer et al., 1992). These 

consequences may have serious implication to a woman which can lead to psychiatric 

disorders and even become a threat to her life. Emerging data and evidence has 

suggested that miscarriage could be associated with significant and possibly long-term 

psychological consequences. As many as 50% of women with early pregnancy loss 

suffer from some form of psychological morbidity in the weeks and months post 

miscarriage (Ingrid H Lok & Neugebauer, 2007).  

Depressive symptoms are common, with 20-55% of women reported to have 

elevated levels of depressive symptoms shortly after their miscarriage (Janssen & 

Cuisinier; Neugebauer et al., 1992; Ptettyman, Cordle, & Cook, 1993; Seibel & 

Graves, 1980). Neugebauer et al (1992) documented that in the early weeks after loss 

36% of patients were found to have moderate to severe depressive symptoms 

(Neugebauer et al., 1992).  

Levels of anxiety have been reported to be elevated in 22-41% of women 

immediately after miscarriage which dropped to 18% by 6 weeks (Janssen & 

Cuisinier; Ptettyman et al., 1993). Women who have been given a medical explanation 
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for their pregnancy loss have significantly lower levels of anxiety than those who 

were not given (Tunaley, Slade, & Duncan, 1993).  

A.Sham et al. (2010) have described that those having history of infertility, 

history of depressive illness and of a younger age group were more prone to 

developing depressive symptoms (Sham, Yiu, & Ho, 2010). Other studies have 

showed a higher rate of psychological morbidity in women who have no living child 

at the time of miscarriage (Friedman & Gath, 1989; Ptettyman et al., 1993; Thapar & 

Thapar, 1992; Tunaley et al., 1993). Some studies have showed no difference in 

psychological impact with increased gestational age (Neugebauer et al., 1992; Tunaley 

et al., 1993). However, other studies have reported increased psychological distress 

with increased gestational age (Janssen & Cuisinier). 

Women at most risk for depressive symptoms post miscarriage are those who 

attribute high personal significance to the pregnancy, lack social support, have lower 

emotional strength, use passive coping strategies, have lower incomes and do not 

conceive or give birth by one year after loss (Swanson, 2000). 

Freda (2003) has described women’s experiences of miscarriage after infertility 

treatments. It showed that most women who miscarry after infertility treatment, feels 

that they are profoundly alone and grieve intensely. They are worried that they might 

have caused the miscarriage and feel hopeless for future fertility (Freda, Devine, & 

Semelsberger, 2003). 

Recently, many studies have been performed to look at partner’s response on 

miscarriage. Most of the time people assume that the partners are not affected by the 

loss. Now studies have shown that men do grieve after miscarriage. However they 

grieve less intensely and for a shorter period (Beutel, Willner, Deckardt, Von Rad, & 

Weiner, 1996).  Beutel et al (1996) also reported that women who were still depressed 



 

5 

at 6 months post miscarriage were more likely to have partners who were not 

supportive and who avoided discussing the loss. 

  Psychological symptoms could persist for up to 6 months to 1 year after 

miscarriage (Ingrid H Lok & Neugebauer, 2007). Medical personnel should be aware 

of the possible worsening effect of clinical practices such a surgical evacuation and 

ultrasound findings in the psychological impact on a miscarrying woman.  Doctors 

and nurses are usually more concern about the patient’s medical condition rather than 

the psychological distress that these women are going through. 

Risk factors should be identified by medical personnel to determine which 

patients are more prone for psychological distress. Appropriate action and follow up 

can then be given to the patient with appropriate referral if indicated. 
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CHAPTER THREE 

METHODOLOGY 

This study was conducted at the Obstetrics and Gynaecology Department in Hospital 

Tengku Ampuan Afzan, Kuantan from 1st July 2013 till 31st March 2014. This 

hospital is a university affiliated, tertiary referral hospital that performs over 8000 

deliveries a year. 

It was a cross sectional study that included women who had spontaneous 

miscarriage who seeked consultation and treatment at our centre during the stated 

duration above. Patients were seen either at the early pregnancy assessment unit 

(EPAU) or the gynaecology ward.  

The objective of this study was to determine the prevalence of psychological 

morbidity among woman who had spontaneous miscarriage. The specific objectives 

are to describe the socio-demographic characteristics of the respondents, to describe 

and compare prevalence of psychological outcome at 0 month and 3 months post 

miscarriage and to identify risk factors for women having any type of psychological 

morbidity. Miscarrying women should be assessed for risk factors predisposing to 

psychological morbidity and proper counselling can be given. This thus will avoid 

long term psychological effect if tackled early. A proper protocol can then be shaped 

and counselling and further interventions can be offered. 

The term miscarriage in this study refers to a spontaneous pregnancy loss 

before 24 weeks of gestation or fetal weight less than 500g (Farquharson et al., 2005). 

All patients were managed according to the hospital protocol. Complete miscarriage 

was treated conservatively whereas those who had missed miscarriage underwent 
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medical evacuation or surgical evacuation as they wished. Patients with incomplete 

miscarriage were treated with surgical evacuation. The exclusion criteria includes 

threatened miscarriage, ectopic pregnancy, molar pregnancy, termination of 

pregnancy, history of psychiatric illness, difficult to come for follow up and unwilling 

to participate. 

The estimated sample size was 147 based on the local prevalence of 

miscarriage and confidence interval (CI) of 95%.  The formula used was as below. 

Sample size n = [DEFF*Np(1-p)]/ [(d2/Z2
1-α/2*(N-1)+p*(1-p)]  = 147 ~ 150 

Population size (for finite population correction factor (N) = 100000 

Hypothesized % frequency of outcome factor in the population (p) = 25% +/-7 

Confidence limits as % of 100(absolute +/-%) (d)  = 7% 

Design effect (for cluster surveys – DEFF) = 1 

Patient’s socio-demographics and clinical characteristics were collected by 

means of semi-structured interview using the questionnaires prepared. Psychological 

outcomes were assessed using the validated 12-item General Health Questionnaire 

(GHQ-12) (D. P. Goldberg, 1978; D. Goldberg & Williams, 2000) and validated 21 

item Depression Anxiety Stress Scales (DASS-21) questionnaires (Musa, Fadzil, & 

Zain, 2007) immediately and 3 months later. The validated Malay version of the 

GHQ-12 and DASS-21 were used. The women will be informed regarding the study 

and verbal and written consent taken (Appendix 1 and 2). If the woman fails to come 

back after 3 months to fill up the questionnaire, they were contacted via telephone.  

It included demographic details (age, ethnicity, education level, monthly 

income, smoking habits and alcohol consumption), duration of marriage, history of 

infertility, number of previous miscarriages, gestation of pregnancy, conception 

method as well as whether it was a planned and wanted pregnancy. Other additional 
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questions included whether they think they did something wrong that may have 

caused the miscarriage, whether they blamed themselves and whether there was fear 

to get pregnant again. 

The data obtained was analysed using the IBM SPSS version 16.0. Basic 

descriptive statistics and frequency calculations were performed on all the variables. 

Frequency and percentage was used for categorical variables and Mean with Standard 

Deviation were used for numerical variables. Pearson’s Chi-square and independent 

ʻtʼ sample test were used to determine the socio-demographic characteristics and 

psychological morbidities.  P value of < 0.05 was considered statistically significant. 
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CHAPTER FOUR 

RESULTS 

During the duration of 9 months from 1st July 2013 to 31st March 2014, a total of 166 

women who had miscarriage and consented were interviewed. However only 150 

women fulfilled the inclusion criteria and were included in this study. The respondents 

profile is summarized in Table 4.1. 

 

Table 4.1 Respondent profile (n=150) 
 
Characteristics   n (%) 

 

Ethnicity 

Malay  117 (78) 
Chinese   21   (14) 
Indian  9     (6) 
Others    3     (2) 
 

Age years 

<20        10 (6.7)    
20-29   67 (44.6) 
30-39   63 (42.0) 
≥40                                                                                            10 (6.7) 
  
Education level 

No education  3 (2.0) 
Primary school   9 (6.0) 
Secondary school   41 (27.3) 
Tertiary education  97 (64.7) 
 
Smoking  

Yes   4 (2.7) 
No   146 (97.3) 
 
Alcohol consumption 

Yes  2 (1.3) 
No   148 (98.7) 
  
Medical illness 

Yes  8 (5.3) 
No  142(94.7) 
 

Total family income (RM) 
<1000     11 (7.3) 
1000 - 5000  106 (70.7) 
5001 – 10000                                                                             31(20.7) 
>10000                                                                                       2 (1.3) 
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Majority of the respondents were Malays (78%) followed by Chinese (14%) 

and Indian (6%).  More than two-thirds (67%) were aged from 20-29 years and 64% 

were educated up to tertiary level either in college or university. Only 2.7% and 1.3% 

were smokers and consume alcohol respectively. Only 5.3% had underlying medical 

illnesses such as bronchial asthma, hypertension, diabetes mellitus and 

hyperlipidaemia.  

 

Table 4.2 Gestational age during miscarriage and number of living children 
 

  Range Mean SD 

Age 20 - 39  29.25 6.521 

Gestational age during miscarriage 8 - 12  10.07 2.03 

Number of living children 2 - 3  2.817 2.071 

 

The mean age of the respondents was 29.25 and the mean gestational age 

during miscarriage was 10 weeks. The mean number of living children was 2.817.   

Marital and pregnancy details of these women are as per Table 4.2. 
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Table 4.3 Marital and pregnancy details (n=150) 
_____________________________________________________________________ 

 Marital details      n (%)                                                                

                                 

Parity of the patient 

Para 0        53 (35.3) 

Para 1-5       85 (56.7) 

Para > 5                                                                                   12 (8.0) 

 

Number of previous miscarriage 

0        85 (56.7) 

1        51 (34) 

2                                                                                              11 (7.3) 

≥ 3                                                                                            3 (2.0) 

 

Duration of marriage  

<1 year       33 (22) 

1-5 years       78 (52) 

> 5 years       39 (26) 

 

History of infertility 

Yes         22 (14.7) 

No         128 (85.3) 

 

Conception method 

Spontaneous        143 (95.3) 

Assisted        7 (4.7) 

 

Planned pregnancy 

Yes                                                                                            113 (75.3) 

No                                                                                              37 (24.7) 
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Majority of the women interviewed were multiparous women of para 1-5 

(56.7%). It was noted that 56.7% of these women were experiencing their first 

miscarriage and 2% had recurrent miscarriage. There were 14.7% who had history of 

subfertility before this current conception and about 75.3% were planned pregnancies 

(See Table 4.3).   

 

Table 4.4 GHQ12 scoring at 0 and 3 months post miscarriage 
 

 Period after miscarriage 

at 0 month at 3 months 

Count  % Count  % 

GHQ12 score Less than 4 113 75.3% 138 92.0% 

4 or more 37 24.7% 12 8.0% 

 

Table 4.4 above shows the General Health Questionnaire 12 (GHQ 12) scores 

of patients just after the miscarriage and 3 months post miscarriage. Scores less than 4 

shows that the respondents are not psychologically affected by their miscarriage. 

Whereas scores 4 or more shows that the respondents have some general 

psychological distress. It was noted that 24.7% of respondents had some 

psychological distress just after miscarriage and the incidence came down to 8% 3 

months after the miscarriage. 
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Table 4.5 DASS21 depression scores at 0 and 3 months post miscarriage 
 

 Period after miscarriage 

at 0 month at 3 months 

Count  % Count  % 

DASS21 
depression score  

Normal 125 83.3% 142 94.7% 

Mild 21 14.0% 8 5.3% 

Moderate 4 2.7% 0 0.0% 

Severe 0 0.0% 0 0.0% 

extremely 
severe 

0 0.0% 0 0.0% 

 

The DASS21 depression scores showed that 14% of respondent had mild 

depression and 2.7% of the respondent had moderate depressive symptoms 

immediately after the miscarriage. Three months after the miscarriage 8 out of the 150 

respondents (5.3%) had mild depressive symptoms, whereas none had moderate to 

extremely severe depression. Out of the 21 women who initially had mild depressive 

symptoms, 8 of these 21 women still had mild depressive symptoms. Out of the 4 

women who had moderate symptoms, all 4 still had symptoms but reduced to mild 

depressive symptoms after 3 months of miscarriage (See Table 4.5). 

 
Table 4.6 DASS21 anxiety scores at 0 and 3 months post miscarriage 

 
 Period after post miscarriage 

at 0 month at 3 months 

Count  % Count % 

DASS21 anxiety 
score 

Normal 110 73.3% 137 91.3% 

Mild 28 18.7% 13 8.7% 

Moderate 12 8.0% 10 83.3% 

Severe 0 0.0% 0 0.0% 

extremely 
severe 

0 0.0% 0 0.0% 


