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INTRODUCTION

Depression is very common worldwide. It is a syndrome
of symptoms such as persistent low mood, lack of
pleasure, and absence of interest in daily life activities.
In clinical depression, patient can experience guilt,
worthlessness, hopelessness, and loss of self esteem.
Depression causes great distress and loss of function
for the sufferer. Its prevalence during pregnancy was
estimated at 7% in Australia and Taiwan, 8% in Chile,
9% in Canada, ranging in the United States from 7 to
13%, and from 7 to 8% in Europe.1 The premature
expulsion of an embryo till 23 weeks of pregnancy and
weighing till 500 grams is miscarriage.2 It is concluded
that 17% of pregnancies in United States end in
miscarriage.3 According to an estimate, one million
women in the USA and 70,000 - 90,000 women in the

UK each year are being affected by pregnancy loss
associated with miscarriage. Approximately, ranges in
14% to 20% of clinically presented pregnancies end in
miscarriage.4

As miscarriage is so common, the mental health impact
of miscarriage is often overlooked; and the affected
mental health can have serious consequences for the
woman and family members.5 The impact of miscarriage
can be intense behavioral disturbance for many affected
females. Mostly, symptoms of depressive disorder,
anxiety, grief (pathological), and PTSD are experienced.
Factors include age, previous miscarriages, or social
support may influence the level of emotional distress.6

Mothers in low-income countries have high rates of
pregnancy loss and often experience more than one
loss.3

The outcome and risk regarding mental disorders,
especially depression after abortion, should be assessed
as soon as possible because  major depressive disorder,
anxiety disorder including post-traumatic stress disorder,
and substance-use disorder were the outcome studied
to the highest degree in the research papers published
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ABSTRACT
Objective: To ascertain the frequency of depressive disorder in women after miscarriage.
Study Design: Cross-sectional study.
Place and Duration of Study: The Outdoor Department of Gynaecology and Obstetrics, Services Hospital, Lahore, from
January to June 2017.
Methodology: A total of 150 women from Outdoor Department of Gynecology and Obstetrics, Services Hospital, Lahore,
fulfilling the inclusion criteria, were registered. Clinical assessment and the diagnosis for depressive disorder was
performed by psychiatrist by putting criteria given in International Classification of Disease: 10th Revision (ICD-10). ICD
10 criteria require at least 2 symptoms out of three core symptoms (depressed mood, loss of interest, and reduced energy)
along with at least 2 other symptoms, to be diagnosed as depression (ICD 10 criteria is given in annexure 2 of our article
as well). The whole data was analyzed on SPSS-10 and p-value was measured. Chi-square was the test of significance.
Results: The 150 cases, 62% (n=93) were in age of 15-30 years while 38% (n=57) were in age of 31-40 years, with mean
of 29.17 +5.94 years, frequency of depressive disorder among women after miscarriage was recorded in 15.33 (n=23).
Stratification for frequency of depressive disorder among women after miscarriage with relation to family history shows
that 10 out of 57 cases had family history, while 13 out of 93 cases had no family history of depression (p=0.55). 
Conclusion: The frequency of depressive disorder was not very high among women after miscarriage; however, by taking
appropriate interventions like guiding the family members, including friends, to provide emotional support to the women
after miscarriage, it may further reduce. 
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in 1995 and 2011.7 It was evident that women who
described receiving low support from their social
networks were at increased risk of developing post-
partum depression compared with women who received
high level of support.8

A longitudinal cohort study identified the risk factors of
depressive disorder after miscarriage: depressive
disorder was found to be 10%, anxiety disorder was
1.2%, and two subjects had post-traumatic stress
disorder (0.6%) and obsessive compulsive disorder
(0.6%). Risk factors after miscarriage causing depression
were history of infertility, younger age, and previous
case of depression.9

As there was no related local study, the rational of this
study is to highlight the frequency of depressive disorder
in women after miscarriages in Pakistan; and result will
be shared with gynecologists, obstetricians and medical
physicians to emphasize on detection of depression after
miscarriages in women and referral to mental health
care / psychiatrist so that there will be early diagnosis
and treatment, which will help in creating awareness and
timely intervention. The rational is that the knowledge of
frequency may permit health-care workers to initiate
proper proceeding like guiding the family unit to provide
emotional assistance to the women after miscarriage.
Thus this will enhance their psychological well-being or
reduce the unfavourable effects of miscarriage on their
family relationship and will improve the overall quality
of life.

The objective of the study was to ascertain the frequency
of depressive disorder in women after miscarriage.

METHODOLOGY

Its a cross-sectional study, which was channelized in
obstetrics and gynaecology of Services Hospital for six
months from January to June 2017. The measured
sample size is 150 women with 5% error margin, and
95% confidence level taking expected percentage of
depression among women after miscarriage i.e.10%.9

The sampling technique was non-probability, consecutive
sampling. Inclusion criteria were women having the
premature expulsion of an embryo till 23 weeks of
pregnancy and weight less than 500 grams, of
reproductive age (15-49 years) having miscarriage for
the first age, whether primi-gravida or multi-gravida,
within the last three months. The subjects were
excluded, if women with miscarriage had psychiatric
morbidity proir to their abortion. Women diagnosed with
any gynecological problem, e.g. fibroids, endometriosis
or poly-cystic ovaries or having multiple miscarriages,
history of chronic liver disease, diabetes mellitus (BSF
>126 mg/dl), hypertension (>160/90 mmHg), metabolic
disorder, hepatitis B and C and tuberculosis assessed by
laboratory investigations (LFTs, HbA1c, serum hepatitis
B and C and sputum etc.), were excluded. Women who

opted for abortion by their own will and those who were
taking any psychiatric medication prior to the study were
also excluded.

A total of 150 women from Outpatient Department of
Obstetrics of the Hospital, who fulfilled the inclusion
criteria were registered. The nature of study was
explained to each individual and Informed-consent was
taken. Confidentiality of bio-data and individual findings
were maintained. Demographic data, i.e. age, gender, area
of residence, education, marital status, obstetric and
gynecological history, monthly income and family size
etc., were collected. The diagnosis of depressive disorder
was given by applying criteria described in International
Classification of Disease-10th revision (ICD-10).

All the collected data were analyzed in SPSS version 10
and the sample size calculation was based upon WHO
software/formula for sample size determination. The
calculated sample size was 150 women with 5% margin
of error, and 95% confidence level taking expected
percentage of depression among women after mis-
carriage i.e. 10%.9 The sampling technique was non-
probability, consecutive sampling. Qualitative data like
gender and depression were presented as frequency
and percentage. Quantifiable data like age was
presented as mean ± standard deviation. Data was
stratified to address effect modifiers like age, edu-
cational status, and family history etc. Post-stratification,
Chi-square was applied to analyze stratified groups.
P-value <0.05 was taken as significant.

RESULTS

On hundred and fifty cases, fulfilling the inclusion criteria
were registered to ascertain the frequency of depressive
disorder among women after miscarriage. Age use 62%
(n=93) were in 15-30 years of age, while 38% (n=57)

Post-miscarriage depressive disorder

Table I: Stratification for frequency of depressive disorder among women
after miscarriage in regard to age, educational status and
family history (n=150).

Depressive p-value
disorder

Yes No

Age of pregnant women in years

15-30 17 76 0.20

31-49 6 51

Educational status of pregnant women in the study

Illiterate

Yes 6 17 0.004

No 74 53

Middle

Yes 11 12 0.17

No 42 85

Matric or higher

Yes 6 17 0.01

No 11 116

Family history of depression

Yes 10 47 0.55

No 13 80
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were ranges in 31-40 years of age, mean +SD was
calculated as 29.17 +5.94 years. Frequency of depressive
disorder among women after miscarriage was recorded
in 15.33 (n=23), while 84.67% (n=127) had no findings
of depressive psychiatric morbidity.

Categorization for frequency of depressive disorder
among women after miscarriage in relation with age

showed that 17 out of 93 cases ranges in 15-30 years of
age; and 6 out of 51 were ranges in 31-49 years of age
had depressive disorder without significant difference
(Table I). Stratification with regard to educational status
showed significant differences for educational status
(Table I). Stratification with relation to family history
showed borderline significance (Table I).
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Annexure-I:
Symptoms needed to meet criteria for depressive episode in ICD-10 

A

• Depressed mood

• Loss of interest

• Reduced energy and decreased activity

B

• Reduced concentration

• Reduced self-esteem and confidence

• Ideas of guilt and unworthiness

• Pessimistic thoughts

• Ideas of self-harm

• Disturbed sleep

• Diminished  Appetite

Mild depression: At least 2 from A and at least 2 from B

Moderate depression: At least 2 from A and at least 3 from B

Severe depression: At least all from A and at least 4 from B.

These symptoms will be assessed on ICD 10 depression inventory (approved by WHO) which is as follows: ICD 10 has categorised depression in three types. We
include all these three categories in our study.

The Major (lCD-10) Depression Inventory (MDI)

The following questions ask about how patient  have been feeling over the last two weeks.

Please put a tick in the box which is closest to how patient have been feeling.

Bio-data:

1. Patient name: 

2. Age:

3. EDD:

4. Medical Record No.

5. Parity:

6: Previous miscarriage: Yes / No

How much of the time... All of the time Most of the time More than half Less than half Some of  At no time
of the time of the time the time

1.       Have you felt in low spirits or sad? 5 4 3 2 1 0

2.       Have you lost interest in your daily activities? 5 4 3 2 1 0

3.       Have you felt lacking in energy and strength? 5 4 3 2 1 0

4.       Have you felt less self-confident? 5 4 3 2 1 0

5.       Have you had a bad conscience or feelings of guilt? 5 4 3 2 1 0

6.       Have you felt that life wasn't worth living? 5 4 3 2 1 0

7.       Have you had difficulty in concentrating,
e.g. when reading the newspaper or
watching television? 5 4 3 2 1 0

8(a).   Have you felt very restless? 5 4 3 2 1 0

8(b).   Have you felt subdued? 5 4 3 2 1 0

9.       Have you had trouble sleeping at night? 5 4 3 2 1 0

10(a). Have you suffered from reduced appetite? 5 4 3 2 1 0

10(b). Have you suffered from increased appetite? 5 4 3 2 1 0

Score interpretation:

For items 8 and 10 only the highest scored sub-item (a or b) is used.

Diagnosis of depression:

A score of 4 or 5 points in at least

2 of the first 3 items + 2 of the first 7 items = Mild depression ICD-10

2 of the first 3 items + 4 of the first 7 items = Moderate depression ICD-10

All of the first 3 items + 5 of the first 7 items = Severe depression ICD-10

1 of the first 2 items + 5 of all 9 items = Major depression DSM-IV

Whether the patient falls in mild, moderate or severe category, they all will be the part of study. According to scores patient is depressive : Yes / No



DISCUSSION

Abortion can result into high danger of having mental
issues including depressive disorder, alcohol abuse or
marijuana abuse, anxiety disorder and suicidal behaviour.
The exact risk of depression associated with spon-
taneous-abortion in Asian population has not been
established clearly. Only a few studies have showed the
relation between grief and depression post-miscarriage. 

As not much local data is available, however, the authors
planned to highlight the frequency of depression in
women after miscarriages and the results of study may
be a guideline for gynecologists, obstetricians and
medical physicians to emphasize on detection of
depression after miscarriages in women and referral
to mental healthcare / psychiatrist, so that the early
diagnosis and treatment may be ensured, which will help
in creating awareness and timely intervention. 

These results were compared with a longitudinal cohort
study, which was conducted in Hong Kong to determine
the risk factors in 161 Chinese women post-miscarriage
depressive disorder which was 10%, anxiety disorder
was 1.2%, two subjects each had obsessive compulsive
disorder and PTSD (0.6%). Younger age, history of
infertility and past history of depression are the vital risk
factors after abortion.9 The findings of our study are
comparable with the study where mean 29.17 years, at
a frequency of 15.33%. 

A recent study by Lock investigated the depressive dis-
order following spontaneous abortion.10 They recorded
the mean age 30.39 years (SD=6.38), which is similar to
our findings. The prevalence of depressive disorder in
spontaneous-abortion was 18.6%, which is also compar-
able to this study. 

Post-1990 revaluation of literature reporting decreased
levels of depressive disorder is around 20%.11-14 But in
Western population, the percentage of depression after
spontaneous-abortion was 40-50%. However, the range
of depression after spontaneous-abortion in Asian
women may be less. The possible factors can be better
societal support and a healthy relationship with the
partner. Chinese women have the prevalence of
depressive disorder six weeks after abortion as 12%,
while another report found prevalence of 10% after
spontaneous-abortion (three months).15,16

In general population, social and cultural factors are
influencing the prevalence of depression. A community-
based, cross-sectional analytical study was carried out
in the urban areas of Colombo. The subjects were young
elders from 60 to 74 years, who permanently resided in
the area. The prevalence of depression was 13.9% (mild
depression: 11.2%; moderate to severe depression:
2.7%). Among the socio-demographic predictors, female
gender of 60-64 years, being unmarried, separated,
divorced, or widowed, income <20,000 Sri Lankan rupees,

were significantly associated with clinically significant
depression.17

A study conducted in two different hospitals of Lahore
proposed that social and spiritual support, religiosity and
number of miscarriages will likely to predict distress in
miscarrying women. Significant predictors of distress
were found to be the increased number of miscarriages
and social support.18

The results of our study may permit healthcare workers
to take proper interventions like guiding the family unit
to provide emotional support to the women after
miscarriage. Thus it will enhance the psychological and
mental well-being of women or decreasing the effects of
miscarriage on their relationships or work thus improving
the overall quality of life. 

CONCLUSION

The frequency of depressive disorder is not very high
among women after miscarriage; however, by taking
appropriate interventions like guiding the family unit to
provide emotional support to the women after miscarriage
may increase the psychological well-being of the women
or decrease the harmful effects of miscarriage.
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