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ABSTRACT
Background: In developing world, the number of women undergoing miscarriage has increased. Women facing miscarriage are susceptible to 
develop depression and the risk is more if the perceived social support is low or not adequate. 
Aim: This study was conducted to assess the presence of depressive features and perceived social support and to correlate between the two entities 
in patients with miscarriage. 
Materials & Methods:This was a cross-sectional, single interview study conducted in 100 consecutive patients with miscarriage in current 
pregnancy admitted in obstetrics and gynecology ward of a tertiary care center. After ethics committee approval and written informed consent, each 
patient was individually interviewed using a semi structured proforma.  To assess depressive features, Patient Health Questionnaire-9 (PHQ-9) and 
to evaluate perceived social support- Multidimensional Scale for Perceived Social Support (MSPSS) were administered. Data was analyzed 
statistically
Results: The mean age of the participant was 28.5 years (3.9), all of them were married, majority of them being housewives, with 
primary/secondary level of education and from rural area. On assessment with PHQ9, the prevalence of depression was 32%. Among them 17 % 
had mild depression, 12% had moderate depression, and 3% had severe depression. Women with advancing  age, lower education level, 
unemployment, previous miscarriage ,  miscarriage following treatment for infertility had significant depression .The perceived social support in 
the form of family and friends was significantly less in depressed patients. 
Conclusion: Miscarriage is a significant stressful event in a women’s life. These women should be evaluated for depressive symptoms and carers 
should be psycho-educated regarding need of social support following miscarriage. Early diagnosis and management of depression will help in 
reducing further morbidity and will improve the quality of life of these patients.
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INTRODUCTION:
Miscarriage also called Spontaneous abortion is defined as a clinically 

th [1, 2]recognized pregnancy loss before the 20  week of gestation.  The 
World Health Organization (WHO) defines it as expulsion or 

 [3] extraction of an embryo or fetus weighing 500 g or less. Between 14% 
[4] and 20% of clinically recognized pregnancies end in miscarriage. 

Miscarriage being the most common form of reproductive loss, In 
India, it is considered among the major causes of maternal mortality 

 [5] and morbidity. Depression is commonest cause of disability 
worldwide which affects an individual's quality of life. World Health 
Organization (WHO), predicts major depressive disorder is to be a 
major reason for disability in the world by 2030. The cardinal 
symptoms of major depressive disorder include depressed mood, 
anhedonia, easy fatigability, difficulty in concentrating, disrupted 

 [6]sleep, appetite and cognition and tendency to attempt suicide.

Miscarriage is a distressing life event. Anxiety, Grief and depression 
commonly follows miscarriage , depressive features last for longer 
period following miscarriage .Studies have shown that Women facing 
spontaneous pregnancy loss are very commonly depressed .They have 
a sense of loss, sense of loneliness, sadness and guilt feelings. 
Especially women facing recurrent pregnancy loss are more severely 

 [7, 8.9]depressed.  Depression is more prevalent in women with 
reproductive age group than general population and is associated with 

 [10]social and occupational impairment.

Social support is physical, mental, emotional care which the family 
member, relative, friend provide during the stressful events. Social 
support is needed to deal effectively with the stressful event of 
miscarriage. Availability of effective coping strategies and its use 
during the periods of stress helps to modify the psychological 

 functioning of the individual. Perceived support is Subjective 
[11,12]evaluation of the received help.  Studies have shown that women's 

personal characteristics (level of self-esteem or personal control), 
relationship context (partner support and conflict or partner 
attributions for the pregnancy), and other contextual factors, 
(pregnancy intention or encountering picketers in front of the abortion 
clinic) influence coping strategies, which in turn influence post-
miscarriage psychological health. Social support is important in the 

 [13, 14]emotional adaptation to miscarriage.  Literature have shown lack of 
support from partner, family and friends to be a risk factor for 
psychological morbidity following miscarriage and other traumatic 

[15,16]events.  

Various studies have shown that the patients with miscarriage are 
likely to suffer from depression, evaluation of depressive features 
among this high risk group can help in early intervention that will help 
in alleviating the depressive symptoms. Also understanding the 
importance of psychosocial support during most stressful period of 
miscarriage can help in evaluating it as a risk factor for depression .On 
the other hand if psychosocial support is good it acts as a positive factor 
in overcoming stress. Thus, this study was conducted to assess the 

INTERNATIONAL JOURNAL OF SCIENTIFIC RESEARCH

Medical Science

International Journal of Scientific Research 39

Volume-7 | Issue-9 | September-2018 | PRINT ISSN No 2277 - 8179 



Volume-7 | Issue-9 | September-2018

40 International Journal of Scientific Research

presence of depressive symptoms and psychosocial support and their 
correlations with various socio-demographic factors among patients 
with miscarriage.

METHODOLOGY
This was a cross-sectional, nonrandomized, single interview study 
carried out in obstetric and gynecological unit of a tertiary care 
hospital. Study was conducted after taking permission from 
institutional ethics committee 100 consecutive patients with abortion 
in current pregnancy (excluding those who had induced abortion) and 
willing to be a part of study were included after obtaining written 
informed consent. Each patient was individually interviewed using a 
semi-structured proforma prepared for the study which included 
sociodemographic profile; clinical profile including pregnancy details; 
psychiatric profile; and gynecological diagnosis. To assess depressive 

 [17]features patient health questionnaire  (PHQ9) was administered. The 
scale consists of 9 items used for screening, diagnosing, monitoring 
and measuring severity of depression. Each item is scored on a scale of 
0(not at all) to 3 (nearly every day), with the total score range of 0-27. 
Scores of 5, 10, 15 and 20 represents mild, moderate, moderately 
severe and severe depression. To assess the perceived social support 

[18]multidimensional scale for perceived social support  (MSPSS) was 
administered. The scale measures perception of support from 3 sources 
–family, friends and significant other. The scale consists of total of 12 
items with 4 items for each of the three subscale (i.e. family subscale, 
friend subscale and significant other subscale) cut off scores based on 
mean scale score of 1 to 2.9 -- low support, 3 to 5 -- moderate support, 
and 5.1 to 7 -- high support Interviews were conducted 48-72 hours 
after abortion and each interview required about 30 minutes. Data thus 
collected was tabulated and analyzed using non parametric tests under 
guidance of statistician to draw the conclusion.

RESULTS
PREVALENCE OF DEPRESSION : The study population included 
100 patients with spontaneous abortion. Of these 100 participants, 32 
patients scored ≥5 on PHQ9 and hence diagnosed as having 
depression. Those scoring between 5 and 9 were diagnosed as having 
mild depression, i.e., 17% patients, those scoring between 10 and 19 
were diagnosed with moderate depression, i.e., 12%patients and those 
scoring between 20 and 27 were diagnosed with severe depression, i.e., 
3%patients. 

Prevalence of depression in our study was 32% i.e. almost twice the 
general population. 53.12% (n= 17) of patients who had depression, 
had mild depression and 46.87% (n = 15) of patients had severe 
depression based on their scores on PHQ9.

SOCIODEMOGRAPHIC PROFILE: More than half of the 
patients, i.e., 55 of 100 patients in the study population were ≤30 years 
of age and 45 patients were >30-year-old. Of these 55 patients, 12 
were depressed and 43 were nondepressed. Of the 45 patients of above 
30 years age group 20 were depressed and 25 were nondepressed. 
Prevalence of depression was significantly more in women aged 30 
yrs. and above, on administering Fisher's exact test with P = 0.0189.

All the participants in the study were married. 57 of 100 patients in our 
study were living in rural area while 43 patients were from urban 
background .About 53.12% of the depressed patients resided in rural 
areas and 46.87% patients resided in urban areas however this 
difference in residential background was not statistically significant 
with P= 0.5913.

In the present study, 75 patients were educated till primary/secondary 
level and 25 patients were educated till college/university level. Nearly 
6.75% of depressed patients had primary/secondary level and 31.25% 
of patients had college/university level of education. On administering 
Fisher's exact test, no statistically significant difference between two 
groups was found ( P = 0.322) 

Unemployment may lead to depression, thus we compared working 
patients (i.e. patients doing jobs and getting salary) with those who 
were not working (housewives).40 out of 100 patients were working, 
whereas 60 patients were not working. Nearly 75% of patients who 
were not working were depressed as compared to 25% of patients who 
were working, and this difference was statistically significant 
according to Fisher's exact test with P = 0.0251. This shows depression 
to be seen more often in patients with unemployment, which is one of 
the risk factor associated with depression. [Table 1]

PERCEIVED SOCIAL SUPPORT AND DEPRESSION: The 
perceived social support between depressed and non-depressed patient 
was compared using t-test. In the study, for MSPSS depressed patients 
had less perceived social support from family members and friends as 
compared to non-depressed patients and this difference was 
statistically significant with P < 0.05. However, with respect to support 
from significant others, no statistically significant difference was 
found [Table 2].

CORRELATION OF DEPRESSION WITH PERCEIVED 
SOCIAL SUPPORT: In this study, Spearman's correlation was used 
to assess the correlation between the severity of depression (based on 
PHQ 9 score) and perceived social support. It was found that as the 
level of depression increased the perceived social support decreased. 
Hence, severity of depression was negatively correlated with 
perceived social support in any form – family, friend or significant 
others.

DISCUSSION
It has been seen in number of studies that women with normal 

 [19, 20, 21]pregnancy can have significant psychiatric morbidity.  Therefore 
women who have had miscarriages are at increased risk of 
psychological distress.

In our study, 32% women secured high score on the scale used for 
assessing depressive symptoms, therefore prevalence of depression 
was found to be high. The reason for the high prevalence could be 
because the patients were interviewed immediately (i.e. 24-48 hrs.) 
following abortion wherein the chances of patients being depressed 
were high, also Depression was assessed with the help of PHQ9, in 
which mild depressive symptoms are also identified. In Western 
populations the rate of depression after spontaneous abortion is 
reported around 20 % while in Asian population prevalence reported 
was 12% and 10% after 6 weeks & 3 months following abortion. [22, 
23, 24]. In a study done by Lok IH et al, shows a high prevalence of 
(26.8%) depressive symptoms immediately after abortion [25]

From sociodemographic profile, it was seen that majority of the 
depressed patients were of the age 30 years and above. Similar finding 

 [26]was seen in the study done by kulathilaka et al . miscarriage faced 
during advancing age is significantly associated with an increased risk 
of depression. Pregnancy in late reproductive age is usually considered 
high risk and precious pregnancy and thus reproductive loss in this age 
is perceived as a sad and traumatic life event which may be a reason for 
depression in miscarrying women.

With respect to the residential background, in our study, women from 
rural background were found to be more depressed than those from 
urban background although this difference was not statistically 

 [27]significant.  In a study done by Laura Villegas et al high prevalence of 
depressive symptoms was seen in women from rural background. 

As shown in Table 1, depression was more prevalent in patient 
educated up to primary /secondary level. Though this difference was 

[26]not statistically significant. According to a study by  kulathilaka et al 
a low level of education was directly associated with depression in the 
miscarrying women. The well educated women have better coping and 
hence can easily adjust with the situation as compared to those who are 
less educated. And therefore are at a lesser risk for depression. 

In a present study, there was a high prevalence of depression among 
unemployed women as compared to women who were working. 

 [28, 29]Studies done by Gjerdingen et al and Miyake et al.  had reported a 
high prevalence of depression among the unemployed women. Most of 
the Unemployed women (mostly housewives) who are dependent on 
their partner for financial support were at higher risk for depression 
than those who were self-dependent. Lower income and financial 
dependency on others for fulfilling the financial needs of a person 
produces depressive symptoms. 

In our study depressive symptoms were found to be more prevalent in 
women with history of previous miscarriage than those without such 
history and this difference was statistically significant (p=0.03). Study 

[30]done by A.M.Kolte at al  showed depression to be more prevalent in 
miscarrying women who faced prior pregnancy loss. Mayumi Sugiura-

 [31]Ogasawara et al  in her study concluded that preconception 
depressive state may influence the risk of miscarriage in patients who 
had previous miscarriage. Repeated pregnancy loss may lead to 
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psychological distress. Women after spontaneous fetal loss are 
stressed out and feel lonely. Lack of psychological care following 
miscarriage and Chronic stress might cause depression.

In current study, women who conceived after taking treatment for 
infertility and had spontaneous abortion were found to be more 
depressed (secured much higher scores on PHQ9 scale) than those 
without such history and this difference was statistically significant 

[32](p=0.01) .

In developing countries, women's ability to reproduce is of utmost 
importance which helps her to achieve the desired social role. And 
when this ability is compromised, probable psychological distress 
often arise... In certain communities, women are often blamed for 
inability to conceive irrespective of the cause of infertility which also 
affects her mental state. When such women conceive with treatment 
and face spontaneous abortion later, they are more prone for ill mental 
health with feeling of guilt, future worries, fear, and frustration, all of 
which can have a cumulative effect in development of depressive state.
Thus, it was seen that predisposing factors for developing depression 
in patients with miscarriage were an age group of above 30 years, 
lower levels education, and unemployment, previous abortion, and 
abortion following treatment for infertility.

In this study, the perceived social support from family members, 
friends was significantly less in depressed patient group as compared 
to non-depressed group. In addition, it was found that severity of 
depression was negatively correlated with perceived social support in 
any form – family, friends or significant others. 

Previous studies have mentioned the importance of social support in 
adaptation to miscarriage Poor relations with husband, family members, 
Lack of care and emotional support from friends and neighbors may 
influence women's perception of social support.

[33]Study by G C Forrest,  concluded higher incidence of depressive 
symptoms like tearfulness, sadness, lethargy, insomnia, and physical 
manifestations of anxiety, such as palpitations, guilt, and irritability in 
unsupported group of women with perinatal loss in early pregnancy 
(within six months) attributed to social isolation and lack of intimacy 
with partner. [34]Findings from a study done by Kristen M. Swanson  
confirm that women those who attribute high personal significance to 
miscarriage, lack social support, have lower emotional strength are at 
risk for increased depressive symptoms after miscarriage.

[35]Results of the study by Convay K ,  stated emotional response 
following miscarriage appears to be similar to the process of 
bereavement and social support from partners, relatives and friends 
helps a women to adapt to the event of miscarriage. 

Our study finding suggest that a sizable proportion of women after 
spontaneous abortion had depressive symptoms .although none of the 
participants from our study fulfilled DSM-5 criteria foe major 
depressive disorder and the group of women who experience both 
depression requires medical attention and social support.

CONCLUSION
In conclusion, depressive symptoms were present in 32% of women in 
our sample population following miscarriage and factors that seem to 
have a negative impact on women's psychological response to 
miscarriage includes advancing age, lower education level, 
unemployment, previous abortion, abortion following treatment for 
infertility, lack of support from partner, family and friends. This study 
finding points out the importance of screening these women for 
depression after a miscarriage. 

Although with universal screening, earlier pick up of these women 
may reduce the subsequent well documented effects of depression and 
primarily offer better universal care after a miscarriage. Therefore, 
clinicians need assistance in identifying which women are at greatest 
risk for post abortion depression. This study's results can be 
immediately useful in helping clinicians identify such women in 
particular with those at increased risk. Family interventions will also 
be needed to improve the social support required by the patients.

LIMITATIONS 
This study was conducted at a tertiary hospital, which may not be 
representative of the general population. In addition, this is a cross-
sectional study and the sample size was small.
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Table:1              
Socio demographic 
profile 

Non depressed 
(n=68), n (%)

Depressed 
(n=32), n (%)

Statistical
Test

Age (Years)  
≤30                  
>30                                                             

    
      43 (63.23)
      25 (36.76)

   
     12 (37.5)
     20 (62.5)

 
P= 0.01   
 Significant

Education
Primary / secondary
College/university

    
      53 (77.94)
    15(22.05)

   
 22(68.75)
    10 (31.25)

P=0.32
 not 
significant

Occupation 
Employed 
Unemployed

   
     32 (47.05)
    36 (52.94)

    
    8 (25)
    24 (75)

P=0.025 
Significant

Residence
Rural     
Urban

     40 (58.8)
     28 (41.1)

    17 (53.1)
    15 (46.87)

P=0.591 
not 
significant 

Previous 
miscarriage 
Present
Absent 

  
     19
     49   

    16
    16

p= 0.03
significant 

Treatment for 
infertility 
Treatment  taken
Treatment  not taken

   
      2
     65

    
      6
    27

0.01
Significant

Table 2 : Domain

Perceived 
social support

Non-depressed 
(n=68)
Mean (SD)

Depressed( 
n=32)
Mean (SD)              

Statistical test

MSPSS family 20.9 (7.4)                              16.65 (7.2)                   p=<0.01 
significant

MSPSS friend                              22.2 (6)                                 18.4 (4.8)                    p=<0.01 
significant

MSPSS 
significant other                       

16.77 (4.9)                                15.25 (5.4)                      p=0.1
not significant

Spearman's 
correlation

PHQ9 Depression 
Score

Correlation 
coefficient                                           

Significance

MSPSS family -0.21 0.03 
not significant

MSPSS friend                              -0.28 <0.01
significant

MSPSS 
significant other                       

-0.19 0.04
not significant

MSPSS: Multidimensional Scale of Perceived Social Support, 
PHQ9 :Patient health Questionnaire,  SD: Standard deviation
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