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MARIOLA KICIA', AGNIESZKA SKURZAK?', KRZYSZTOF WIKTOR?,
GRAZYNA IWANOWICZ-PALUS', HENRYK WIKTOR?

Anxiety and stress in miscarriage

Abstract

Miscarriage is defined as an adverse and unexpected termination of pregnancy before the completion of 22" week of gesta-
tion. Currently, abortion is the most common early reproductive failure. In Poland, more than 40 000 pregnant women a year
lose pregnancy due to various reasons. There are many reports in literature on the risk of somatic consequences of miscarriage,
while extra-somatic complications resulting from exposure to the strong influence of anxiety and stress, such as, for example:
depression and psychosomatic disorders have not been paid too much attention to, yet. Abortion is accompanied by stress
and a lot of negative emotions, such as anxiety. They may intensify both due to hospitalization and the need to implement
treatment. These negative emotions destroy cognitive power of women, depriving them of their confidence, they can exacer-

bate the sense of danger, lead to stress and hinder treatment.
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INTRODUCTION

Pregnancy causes a number of changes to the female
body, both of a biological and emotional nature, mostly re-
lated to entering a new role in life. An unexpected termi-
nation of pregnancy before the 22" week of its duration,
as a result of miscarriage, is the most common early repro-
ductive failure [1]. The abortion process is loaded with stress
and negative emotions, further exacerbated by the need for
treatment and hospitalization. Too little attention in clinical
practice is paid to abortion perceived as a traumatic event,
causing stress and anxiety [1,2].

Due to the fact that abortion is an emergency, it is clear
that it is impossible to prepare for it [2]. In case the medical
staff provide no support to the women laden with psycholog-
ical stress associated with miscarriage, some further long-
term consequences, like disturbances in the area of health
and psycho-social functioning may occur [3].

EPIDEMIOLOGY

Around 15 to 20% of human pregnancies are lost in Po-
land as a result of miscarriage. Some 41 000 women expe-
rience a miscarriage every year. About 80% of abortions
take place before the 12th week of gestation is finished
[3,4]. Experiencing one abortion increases the risk of sub-
sequent pregnancy losses. The observations made with the
use of assisted reproduction techniques show that over 50%
of fertilized ova are not implanted. Furthermore, the stud-
ies demonstrated that up to 60% of human pregnancies after

implantation may be lost before any clinical symptoms of
pregnancy appear [5].

ANXIETY AND STRESS IN MISCARRIAGE

Today, it is believed that emotions and emotional ex-
perience create emotionality and a balance in the world of
emotions guarantees maintaining health [6-9]. According to
literature, the word emotion has two meanings: the first is
characterized by emotions as inter-individual tendency to
live, that is, as feelings, while the other focuses on human
behavior in a given situation [10-12]. The anxiety and stress
accompanying a pregnancy loss significantly affect the behav-
ior of women, interfere with the proper functioning of psycho-
social and makes the healing process more complicated [10].
Health care providers should pay attention to the fact that there
is a need for individual assessment of every single case of the
rising anxiety and stress, which resulted from abortion [13].

Perceiving abortion as a problem affecting the somatic
sphere only, without considering stress or the negative
emotions, might have adverse consequences on the mental
functioning of a woman. At the moment, most medical pro-
fessionals are not fully prepared to deliver a multi-faceted care
for a patient experiencing a miscarriage. The pregnancy loss
that follows a miscarriage causes a huge trauma that can lead to
numerous adverse consequences [14-16], caused by the unex-
pected miscarriage. Stress and anxiety happen to women expe-
riencing a miscarriage, so a joint analysis of these two emotions
is very important for maintaining good health in general [15].
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STRESS AND MISCARRIAGE

Stress (Greek: Stres, English: Stress) is defined as non-
specific response of the body to the influence of noxious
stimuli, widely known as the stressors [16]. A Canadian
scholar — Hans Selye — Professor at the Institute of Experi-
mental Medicine and Surgery at the University of Montreal
defined stress as the sum of all non-specific effects of vari-
ous factors that may affect the system. Selye believes that
biological stress is a nonspecific reaction of the body to any
demands presented to it. Hence, it may evoke both positive
emotions, like joy or satisfaction, as well as negative ones,
like pain, fatigue, anger or shame [16,17]

A stress response that appears after a miscarriage as a re-
sult of numerous stress factors accompanying it, namely ex-
ternal noxious stimuli. According to Selye, an emergency situ-
ation triggers the defense mechanisms, to which he refers to
as the “general adaptation syndrome” (General Adaption Syn-
drome — GAS). Adaptive syndrome consists of three stages:
1. Alarm reaction — there is both a shock and a shock coun-

teracting phase. Due to the increased activity of the sym-

pathetic nervous system and adrenals, the defense mecha-
nisms grow stronger.

2. Resistance phase — the body is fighting the stressors,
which leads to adverse consequences. It becomes clear
that the body uses too much of its energy resources.

3. The third stage is related to exhaustion — occurs to an in-
creased stimulation of the body, the appearance of an-
ger and frustration, e.g., physiological disorders: sleep
and a decrease of the total resistance, which leads to in-
creased morbidity or interferes with the healing process.

Stress negatively affects female functioning in the so-
ciety and it may also lead to the development of some se-
rious medical conditions. Stress development can have
a noticeable effect over the specific and nonspecific chang-
es in the human body, affecting both the physiological
and psychological aspect. Those changes affect behavior,
ability to work and health condition. They do not occur si-
multaneously which means that they might be associated
with both an acute and chronic stress [8,18,19]. Abortion
is a sudden event accompanied by stress which might have
a devastating effect on the female psyche [16].

Stress as an indicator of imbalance — emotional homeo-
stasis of the body, indicates there is a problem of psychologi-
cal nature, requiring some immediate assistance. In women
that experienced a miscarriage, the stress-load might mani-
fest itself by: temporary or permanent breaking of any so-
cial bonds, as well as some violent reactions to the situation.
Women often display shock, denial, anger, frustration, guilt
and helplessness. In case there is no professional help avail-
able immediately, a prolonged stressful disorder can disturb
normal functioning, causing depression and even lead to sui-
cidal thinking [11,14].

ANXIETY AND MISCARRIAGE

Fear (Gr: Phobos, English: Anxiety) is defined as one of
the most common human emotions. It tends to appear as a
result of the increased feeling of an acute threat, the source
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of which remains unknown [20,21]. Anxiety can be defined
as a process, in which an individual exposed to a psycho-
logically uncomfortable situation prepares themselves
for a defensive reaction that may take the form of a fight
or avoidance. Research has shown that anxiety appears
in the prenatal life between the 5th and 7th month of life
and it accompanies humans throughout their lives [8]. There-
fore, it can be assumed that anxiety is adaptive in nature and
seeks to minimize the risks. In clinical practice, e.g. in case
of trauma associated with miscarriage, anxiety can disapta-
tive and harmful effect to health [22-24].

Cattell and Scheier define anxiety as a state in which simi-
lar emotional reactions occur, as a result of stimulation of the
autonomic nervous system, regardless of the intensity and
the stimuli that cause it. The idea of anxiety encompasses all
internal conflicts and a persistent ability to react with fear,
which is not affected by external conditions [25-28]. Cattell
and Scheier’s findings shed some new light on the issue of
anxiety. Right now, scientists distinguish between character-
ological anxiety (i.e. pure anxiety) and anxiety as a reaction
to stress or reactive/situational anxiety [29]. Studies have
shown that high levels of anxiety as a trait and state anxiety
can have a significant impact on human behavior and can
make the confrontation with life’s problems insurmountably
difficult [27].

In 2013, a study conducted at the Department of Maternal-
Fetal Medicine and Gynecology of the Medical University of
16dz looked at the levels of anxiety, depression and symp-
toms of post-traumatic stress disorder following a spontane-
ous abortion. The study included 40 women aged 18-39 who
had experienced miscarriage. Studies show that abortion is
a risk factor and it increases the level of anxiety in a par-
ticularly vulnerable group of women, deciding on the style
of coping with stress based solely on emotions. Once again,
these results confirmed that the women exposed to such ad-
verse consequences of abortion are mainly those who had
already experienced a pregnancy loss in the past [12]. Most
people regard anxiety as useless and pointless. Meanwhile,
fear is simply a natural reaction of the body to the negative
external stimuli. Emotions physiologically shape the human
psyche. However, one must not underestimate the fact that
fear of excessive load can lead to negative consequences,
including psycho-social functioning disorders and even de-
pression [30].

PREVENTION AND INTERVENTION

American Psychiatric Association provides a definition of
mental health in “Psychiatric Glossary”. They define it as
“simultaneous success in work, love and creativity combined
with the ability to seek for mature and flexible solutions to
conflicts between instincts, conscience, between the loved
onesand reality [20]. Marmor and Pumpion-Mundlin define
mental health as the relationships one has with the outside
world, when the personality structure remains relatively
stableand it is able to absorb environmental stress [12]. There
is no universal definition of it, yet there is a consensus that
mental health is a positive state of the person whose behavior
is generally accepted by the environment [20]. In order to
avoid the psychological consequences of pregnancy losses,
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a detailed analysis of stress and anxiety appearing in the
course of a miscarriage is needed. Such an analysis should
be conducted as early as possible, in order to recognize the
first signs of disturbances in the area of mental functioning
and extract a group of women most at risk of developing
long-term consequences. An accurate assessment of the level
of anxiety and stress will make it possible to implement ef-
fective preventive measures [5,12].

However, one cannot predict how long will the recovery
process and retaining emotional balance last [12]. The re-
search done on a group of 124 women hospitalized at the
Department of Perinatology and Gynecology at the Univer-
sity of Medical Sciences in Poznan showed that only 40%
of pregnant women suffering from anxiety or depression re-
ceived a correct diagnosis and only 5% to 20% of patients
in this group received in time some form of psychological
help and treatment [31]. One should note that the occurrence
of anxiety often precedes depression. Research shows that
anxiety and stress tend to occur simultaneously (the rate is
approximately 80%) [32]. Today, the interest in the problem
of stress is focused on how to deal with it and on improving
the quality of life and therefore the activity undertaken by
an individual in light of stress factors. Unfortunately, people
do not always manage to fight stress, which proves that they
should receive professional help [20,33].

The effectiveness of ways of coping with stress depends
on a whole variety of factors, particularly the way the in-
dividual’s nervous system operates. Factors like personality
traits, one’s intelligence, experience in dealing with stress-
ful situations and the type of stressful situation experienced
also count much [20]. The strategy for coping with stress
is defined as a personal and permanent disposition to a par-
ticular struggle with stressful situations. The chosen way of
dealing with stress depends on the type of stressful situation,
the intensity of stress and other individual characteristics of
the individual. The best way to free women from the trauma
caused by abortion is to help them and their families under-
stand these reactions and transform them into some construc-
tive experience [12,20].

Treating women who have experienced a miscarriage
should not be limited to medical or nursing procedures. One
should note that hospitalization usually causes an increase
in emotional tension levels, isolation or loneliness. In case
the treatment is limited to somatic procedures, some adverse
effects may appear in women hospitalized due to abortion
[21,34].

The current knowledge about the emotions of women
treated for abortion calls for a need of expanding the multi-
disciplinary care standards [26,27].

A study conducted in Finland looking at a group of wom-
en who have experienced miscarriage showed that one’s ‘ob-
stetric history’ may contribute to an increased risk of anxi-
ety and stress or even lead to depression. A detailed analysis
has shown that experiencing a miscarriage can lead to mood
deterioration or even negatively affect one’s general func-
tioning, particularly in terms of mental health. The negative
impact of abortion manifests itself through disturbances
through mood disturbances, as well as an increased risk of
anxiety disorders, stress and depression. Providing an indi-
vidualized psychological support program to women of that
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group can reduce the risk of long-term psychological conse-
quences [35].

Offering quick crisis intervention is what counts the most
in helping women treated for abortion. The first day after
the pregnancy loss proves critical for further psycho-social
functioning. Medical assistance should be provided by
an interdisciplinary team, including a doctor, a psychologist
and a midwife. Patients should be asked to tell about their
problem, express emotions and be informed about their
rights. A woman has the right to bury the body of the child
or its remains, regardless of how long the gestation lasted.
The funeral of a lost child and the possibility of experienc-
ing all the stages of grief can make the return of physical
and emotional balance a much quicker process [5,36].

The woman who experienced a miscarriage should re-
ceive support from the people near her. Such women re-
quire huge understanding, since a miscarriage is an excep-
tional situation [37]. The type of anxiety or stress treatment
should be carefully chosen, based on the type of the disorder.
For a successful treatment of stress and anxiety, two ba-
sic methods should be taken into account: psychotherapy
and pharmacotherapy. Today, both cognitive behavioral ther-
apy (CBT) and interpersonal therapy seem to be the most
relevant ones in the context of a psychotherapy. Among the
psychotherapeutic methods of psychotherapy, there are both
group and individual therapies, distinguished on the ba-
sis of the number of people participating in activities [38].
At Nagoya University Hospital in 2010, a pilot study was
done in order to identify opportunities for psychological as-
sistance to women who have experienced one or more mis-
carriages and have no children. The study group included pa-
tients of outpatient specialist care. The study was conducted
using standardized tools, and the women were tested both
before and after the application of CBT. It turned out that
the attempt of psychological support using CBT can result
in reducing the symptoms of anxiety, stress and depression,
compared with those registered prior to therapy [8].

This study indicates that preventive measures and provid-
ing professional medical and psychological support, as well
as a properly chosen method of treatment, can radically opti-
mize this complex and sometimes lengthy process of return-
ing the physical and mental balance in women hospitalized
due to abortion [12]. An English study looking at a group of
13 133 women who have experienced a miscarriage in the
past showed that during the next pregnancy, the anxiety lev-
els remained high, even if the course of pregnancy was prop-
er. Also, studies have shown that giving birth to a healthy
baby does not improve the mental condition or reduce symp-
toms of anxiety and depression in this group of women. This
means, experiencing intense fear leaves a lasting mark on the
female psyche. The results showed that experiencing a mis-
carriage at some point would always have an impact over the
increase of anxiety or depression levels during subsequent
pregnancies. In addition, experiencing anxiety or depres-
sion during in the prenatal period may increase the risk of
postpartum depression. There is an overall agreement that
preventing the onset of anxiety and depressive disorders can
be of huge help, particularly to women who have experi-
enced miscarriage already. Such an analysis should be based
on a detailed analysis of the individual’s obstetric history [26].
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Various studies show that a correct diagnosis of high lev-
els of anxiety or stress can prevent the occurrence of adverse
psychological consequences of abortions. Eliminating the
risk factors and the use of properly selected coping strategies
can be beneficial for the treatment process [32,33,36,37].

CONCLUSIONS

Abortion is accompanied by stress and a lot of negative
emotions, such as, for example: anxiety, which can be exac-
erbated by the need for hospitalization and the need to imple-
ment the treatment. Negative emotions can damage women’s
cognitive resources depriving them of their confidence, they
can exacerbate the sense of danger, lead to stress and hinder
treatment.

Stress and anxiety levels in women treated due to abor-
tion may help determine the characteristics of the group of
women demanding individualized, multidisciplinary care,
help identify courses of action psycho as well as contribute
to the optimization of treatment.
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