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ABSTRACT
Background:Women who have hadmiscarriages or stillbirths are known to have a high risk for
enduring grief. However, the course and frequency of enduring grief in this subgroup are not
fully understood.
Objective: Our aims were to assess the intensity of grief and its course in women with
miscarriages or stillbirths and to estimate the frequency of severe grief reactions in this
population. Additionally, we compared subgroups with miscarriages versus stillbirths and
with single versus recurrent pregnancy loss.
Method: A systematic literature search of the databases MEDLINE, psycINFO and PSYNDEX was
conducted to consider all studies published between 2000 and 31 March 2022 in English or
German on the prevalence and intensity of grief in women who had miscarriages or
stillbirths. Studies that used validated assessment methods were included in this systematic
review. The PRISMA guidelines were followed.
Results: Study characteristics and grief data were extracted independently by two
investigators from 13 cross-sectional and eight longitudinal studies from 11 countries (N =
2597). All studies used self-reporting instruments. According to 17 of 21 studies (81%), grief
is markedly elevated in women after miscarriages or stillbirths. The studies are very
heterogeneous regarding the samples, the length of pregnancies and the time of
assessment regarding grief after miscarriages. Most studies document intense grief and
frequent severe grief reactions – with a decrease over time – in women who have had
miscarriages or stillbirths. Clear conclusions regarding corresponding differences between
women with miscarriages and stillbirths or single and recurrent pregnancy losses cannot be
drawn.
Conclusions: Pronounced grief is frequent in women who had miscarriages or stillbirths. More
longitudinal studies are needed to examine the course of grief in this group and to identify
those women who develop prolonged grief disorder, depression or other mental-health
problems.

Duelo en mujeres con abortos espontáneos o mortinatos previos: Una
revisión sistemática de estudios prospectivos transversales y
longitudinales

Antecedentes: Se sabe que las mujeres que han tenido abortos espontáneos o mortinatos
tienen un alto riesgo de sufrir un duelo persistente. Sin embargo, el curso y la frecuencia del
duelo persistente en este subgrupo no se conocen del todo.
Objetivo: Nuestros objetivos fueron evaluar la intensidad del duelo y su curso en mujeres con
abortos espontáneos o mortinatos y estimar la frecuencia de las reacciones de duelo graves en
esta población. Además, comparamos subgrupos con abortos espontáneos frente a mortinatos
y con pérdidas de embarazo únicas frente a recurrentes.
Método: Se realizó una búsqueda bibliográfica sistemática en las bases de datos MEDLINE,
psycINFO y PSYNDEX para considerar todos los estudios publicados entre el año 2000 y el
31 de marzo de 2022 en inglés o alemán sobre la prevalencia e intensidad del duelo en
mujeres que tuvieron abortos espontáneos o mortinatos. Se incluyeron en esta revisión
sistemática los estudios que utilizaron métodos de evaluación validados. Se siguieron las
directrices PRISMA.
Resultados: Dos investigadores extrajeron de forma independiente las características de los
estudios y los datos sobre el duelo de 13 estudios transversales y ocho longitudinales de
once países (N=2597). Todos los estudios utilizaron instrumentos de autorreporte. Según 17
de 21 estudios (81%), el duelo es muy elevado en las mujeres después de un aborto
espontáneo o un mortinato. Los estudios son muy heterogéneos en cuanto a las muestras,
la duración de los embarazos y el momento de la evaluación del duelo tras los abortos
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stillbirths.
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espontáneos. La mayoría de los estudios documentan un duelo intenso y frecuentes reacciones
de duelo severas -con una disminución en el tiempo- en mujeres que han tenido abortos
espontáneos o mortinatos. No se pueden extraer conclusiones claras sobre las diferencias
correspondientes entre las mujeres con abortos espontáneos y mortinatos o con pérdidas
de embarazos únicos y recurrentes.
Conclusiones: El duelo prolongado es frecuente en las mujeres que han tenido abortos
espontáneos o mortinatos. Se necesitan más estudios longitudinales para examinar el curso
del duelo en este grupo e identificar a las mujeres que desarrollan un trastorno de duelo
prolongado, depresión u otros problemas de salud mental.

既往流产或死产女性的哀伤：一项对横断面和纵向前瞻性研究的系统综述

背景：众所周知，流产或死产的女性承受哀伤的风险很高。然而，该亚组中持续哀伤的过
程和频率尚不完全清楚。
目的：我们旨在评估流产或死产女性的哀伤强度及其过程，并估计该人群中严重哀伤反应
的频率。此外，我们比较了流产与死产以及单次流产与周期性流产的亚组。
方法：对数据库 MEDLINE、psycINFO 和 PSYNDEX 进行了系统的文献检索，以考虑 2000 年
至 2022 年 3 月 31 日期间以英语或德语发表的所有关于流产或死产女性的哀伤流行率和强
度的研究。本系统综述纳入了使用经过验证的评估方法的研究。遵循了 PRISMA 指南。
结果：研究特征和哀伤数据由来自 11 个国家 (N=2597) 的 13 个横断面研究和 8 个纵向研
究，由两名研究人员独立提取。所有研究都使用自我报告工具。根据 21 项研究中的 17 项
(81%)，流产或死产后女性的哀伤感显著升高。这些研究在样本、怀孕时间和流产后哀伤评
估时间方面存在很大差异。大多数研究记录了流产或死产的女性强烈的哀伤和频繁的严重
哀伤反应随着时间的推移而减少。无法就流产和死产或单次和周期性流产的女性之间的相
应差异得出明确结论。
结论：流产或死产的女性经常表现出明显的哀伤。需要更多的纵向研究来考查这一群体的
哀伤过程，并识别那些会出现延长哀伤障碍、抑郁或其他心理健康问题的女性。

1. Introduction

Miscarriages are very common, with about 23 million
miscarriages occurring worldwide per annum
(Quenby et al., 2021). According to a recent review,
about 15% of all recognized pregnancies result in a
miscarriage (Quenby et al., 2021). The population
prevalence of females who were affected by one mis-
carriage was 10.8% (Quenby et al., 2021); this preva-
lence is markedly lower for women who had at least
two miscarriages (two: 1.9%; three or more: 0.7%)
(Quenby et al., 2021). Regarding stillbirths, their
annual frequency is about 2.6 million worldwide
(Burden et al., 2016; Heazell et al., 2016). According
to Cook and Phillips (Cook & Phillips, 1995), the
death of a child is the most severe loss experienced
by a human being. The loss of an unborn child,
though often not well acknowledged, is associated
with high levels of distress. In line with these
findings, many individuals (both women and men)
have told about their experience of intense grief
resulting from pregnancy loss (Brier, 2008). Thus, it
is not surprising that miscarriages, which are fre-
quently taboo can be risk factors for severe psycho-
logical problems (Bellieni & Buonocore, 2013;
Murphy et al., 2012; Rowlands & Lee, 2010). In
spite of these facts, social acceptance of longer-lasting
grief following a miscarriage is still low since there is
a strong tendency to characterize such grief as exag-
gerated; thus, the barrier to asking for help is high for
affected parents due to fear of further stigmatization
(Cook & Phillips, 1995). Similar findings were found

for stillbirths: According to Heazell et al. (2016),
adverse ‘experiences including stigma, social iso-
lation, and disenfranchised grief are widespread
among parents whose baby is stillborn and need to
be addressed through focused interventions and sup-
portive activities including parents, communities,
care providers, and relevant stakeholders’ (p. 104).
Following a systematic review by Wool (2011),
intense grief reactions are very common after diagno-
sis of a foetal anomaly, too – regardless of subsequent
termination of pregnancy.

Although miscarriage is frequently defined as the
spontaneous death of an embryo or foetus within the
first 20 weeks of gestation, whereas foetal deaths
after 20 weeks of pregnancy are referred to as still-
births (Jauniaux & Simpson, 2021), there is no stan-
dard definition of miscarriages or stillbirths (Kolte
et al., 2015). Due to a lack of standard definition across
studies (and across countries), there is overlap in the
definitions used across some studies, e.g. earlier still-
births as defined by some authors may be categorised
as miscarriages in other studies and vice versa.

In summary, according to several studies, a sizable
proportion of women who have had miscarriages or
stillbirths experience corresponding grief reactions
(Brier, 2008). However, the actual prevalence and
intensity of grief are still unclear. In a previous review
by Brier (2008) on grief after an early miscarriage, the
studies (published before 2008) were summarized,
with the aim of examining the nature, frequency,
intensity, and duration of grief and to explore
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potential moderators. For our review, we considered
grief in women with different types of previous mis-
carriages and stillbirths published between 2000 and
end of March 2022. Thus, our review clearly extends
the scope of the study by Brier (Brier, 2008).

Clear estimates of the prevalence of grief in women
after miscarriages or stillbirths are important. So far,
the proportion of women who cope adequately with
grief and the percentage who will develop a prolonged
grief disorder or other mental disorders such as
depression are unknown. The same is true for the
time course of grief following miscarriages or still-
births. Such data are very important in view of the
lack of knowledge regarding the corresponding preva-
lence of prolonged grief disorder, a diagnosis that was
introduced in the Diagnostic and Statistical Manual of
Mental Disorders, Fifth Edition (DSM-5 (American
Psychiatric Association, 2013)) in 2013. Therefore,
we conducted a systematic review of published studies
of grief in women who had miscarriages or stillbirths
in the recent past.

Our aims were to assess the intensity of grief and its
course in women with miscarriages or stillbirths and
to estimate the frequency of severe grief reactions in
this population. Additionally, we compared subgroups
with miscarriages versus stillbirths and with single
versus recurrent pregnancy loss. These aims were
partly achieved.

2. Materials and methods

2.1. Study design

The present review represents a systematic review of
both cross-sectional and prospective longitudinal
studies (published between 2000 and the end of
March 2022) addressing the effects of miscarriages
or stillbirths on grief in affected women. Publications
from the period 2000–2022 were selected since con-
clusions should be based on more recent thematically
relevant studies. The study protocol had not been
published.

2.2. Search strategy and study eligibility

Two reviewers independently identified both cross-
sectional and longitudinal studies published between
2000 and 31 March 2022 which contained information
about the prevalence or intensity of grief in females
who had miscarriages or stillbirths, using the widely
used databases MEDLINE, psycINFO and Psyndex
for systematic literature searches (for complete details
regarding the search strategy see S1 Methods). These
databases refer to different scientific publications
from medicine and psychology in the English and
German languages. Further, they screened the refer-
ence lists of identified publications. This procedure

is in accordance with the recommendations described
in the Preferred Reporting Items for Systematic
Reviews and Meta-analyses and Meta-analysis of
Observational Studies in Epidemiology reporting
(PRISMA) guidelines (Moher et al., 2009) which
have been followed in this review. The date of the
last search was in April 2022.

The inclusion criteria were as follows: publications
in English or German; original studies; investigations
of adult women after a miscarriage or a stillbirth;
use of validated grief rating scales with established
cut-off scores. The exclusion criteria referred to:
female adolescents after a miscarriage or stillbirth;
lack of established criteria for the assessment of
grief; reviews or meta-analyses; clinical trials; special
groups with reference to women after a miscarriage
or stillbirths (e.g. nurses, male partners of affected
women); publications in languages other than English
and German; termination of pregnancy without any
medical indication.

2.3. Study yield

Five hundred nineteen potentially eligible studies were
identified. After removal of duplicates and screening
of titles and abstracts of the remaining publications,
a total of 81 full-text articles were assessed for eligi-
bility. After exclusion of 60 records, 21 studies were
included in the final analysis (see the PRISMA flow
chart in Figure 1).

2.4. Data extraction and quality assessment

Two reviewers independently extracted the following
information from each publication by using a standar-
dized form: study design; geographic location; years of
survey; miscarriage or stillbirth as defined by the
authors of the original studies; mean duration of ges-
tation (in weeks); proportion of women with prior
pregnancy loss; proportion of women with (living)
children; time after a miscarriage or a stillbirth; unex-
posed comparison group; sample size; number of
female participants; average age; assessment tool
used; outcome definition (i.e. cut-off score of a grief
screening instrument or rating scale and/or means
plus standard deviation of corresponding sum scores);
reported prevalence estimates of grief. When studies
involved the same population of women after a mis-
carriage or stillbirth, only the most comprehensive
or recent corresponding publication was included in
this systematic review.

The same two reviewers independently assessed the
risk of bias of the included studies by using a modified
version of the Newcastle–Ottawa scale (Wells et al.,
2021) (for details see S2 Methods).

The identification of studies suitable for inclusion
in this systematic review and the assessment of the
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risk of bias for the included studies had been com-
pleted in May 2022. A third reviewer resolved any dis-
crepancies by discussion and adjudication.

Data were collated if possibly by applying appropri-
ate descriptive statistics depending on the scale level of
the selected variable (e.g. median for rang-scaled vari-
ables and arithmetic means for metric variables).

2.5. Assessment tools for grief

In the 21 included studies, five different tools for the
assessment of grief had been applied: the Perinatal
Grief Scale-33 (PGS-33) (Potvin et al., 1989), the
Munich Grief Scale (original German title: ‘Münchner
Trauerskala’ (MTS) (Beutel et al., 1995)), the Inven-
tory of Complicated Grief Scale (ICG) (Prigerson
et al., 1995), adjusted versions of the Texas Grief
Inventory (TGI) (Nikcevic et al., 1999) and the Inven-
tory of Traumatic Grief (Prigerson & Jacobs, 2001)
which had been adapted for miscarriages (for details
see S3 Methods).

2.6. Ethics

As this is a review of secondary data, this article does
not contain any studies with human participants

performed by any of the authors. An Institutional
Review Board approval was therefore not necessary.

3. Results

3.1. Basic characteristics of the studies

Thirteen of 21 studies (62%) were cross-sectional
studies (Black et al., 2021; Das et al., 2021; De Mon-
tigny et al., 2017; Hanschmidt et al., 2018; Keefe-
Cooperman, 2005; Kersting et al., 2005; Krosch &
Shakespeare-Finch, 2017; Kulathilaka et al., 2016;
Lafarge et al., 2017; Nazaré et al., 2012; Rich 2000; Ser-
rano & Lima, 2006; Séjourné et al., 2016) and 8 (38%)
were prospective longitudinal studies (Burgoine et al.,
2005; Conway & Russell, 2000; Gozuyesil et al., 2022;
Güçlü et al., 2021; Johnson & Johnston, 2021; Köneş
& Yildiz, 2021; Scheidt et al., 2012; Volgsten et al.,
2018).

In seven of the 13 cross-sectional studies (54%)
(Hanschmidt et al., 2018; Krosch & Shakespeare-
Finch, 2017; Lafarge et al., 2017; Nazaré et al., 2012;
Rich 2000; Serrano & Lima, 2006; Séjourné et al.,
2016), only one sample had been investigated consist-
ing of women affected by miscarriages or stillbirths.
Among the eight prospective longitudinal studies,
five (63%) (Conway & Russell, 2000; Gozuyesil et al.,

Figure 1. The PRISMA flow chart.
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2022; Güçlü et al., 2021; Köneş & Yildiz, 2021; Scheidt
et al., 2012) consisted of only one group of affected
females. In nine studies, at least two groups (sub-
groups or control groups) were considered. From
these studies, four had a control group design (two
of the cross-sectional studies (15%) (Kersting et al.,
2005; Kulathilaka et al., 2016) and two of the prospec-
tive longitudinal studies (25%) (Johnson & Johnston,
2021; Volgsten et al., 2018)).

The basic characteristics of the 21 included studies
are summarized in Table 1.

3.2. Frequencies of extracted variables

Regarding the pre-specified variables of this systematic
review, only two (sample size and the kind of preg-
nancy loss (miscarriage, stillbirth, TOPFA = Termin-
ation of Pregnancy for Foetal Anomaly)) could be
extracted from all 21 included studies. The average
age of the sample was given in all included studies
except for one prospective longitudinal study by Con-
way and Russell (Conway & Russell, 2000). The fol-
lowing variables were seldom presented or did not
occur at all in the included studies: the proportion of
women with recurrent pregnancy losses, psychiatric
comorbidity, corresponding pre-diagnoses, the preva-
lence of complicated grief and the frequencies of
severe grief scores in corresponding inventories or rat-
ing scales. Table 2 presents frequencies of extracted
variables regarding the 21 included studies.

3.3. Risk of bias

Overall, nine of 21 studies (43%) had a high risk of bias
according to the sum score of the modified Newcastle–
Ottawa scale (≤2). Of these, three out of 13 cross-sec-
tional studies (23%) (Kersting et al., 2005; Nazaré
et al., 2012; Serrano & Lima, 2006) and six of eight
prospective longitudinal studies (75%) had a high
risk of bias (≤2; see Table 1). Correspondingly, the
remaining 10 cross-sectional studies and two of eight
longitudinal studies were characterized by a low risk
of bias (>2).

3.4. Extracted variables

3.4.1. Demographic variables and pregnancy
characteristics
The sample size (without control groups) of the cross-
sectional studies varied from 30 (Serrano & Lima,
2006) to 328 (Krosch & Shakespeare-Finch, 2017)
with a median of 143, and of the prospective longitudi-
nal studies from 33 (Scheidt et al., 2012) to 215 (Köneş
& Yildiz, 2021) with a median of 56.5. For the cross-
sectional studies, the mean age of the bereaved
women at the time of pregnancy loss ranged between
29.0 (Séjourné et al., 2016) and 35.6 years (Lafarge

et al., 2017) with a median of 29.5 years, for the pro-
spective longitudinal studies between 28.1 (Johnson
& Johnston, 2021) and 35.2 (Scheidt et al., 2012)
years. In one of the four prospective longitudinal
studies (Conway & Russell, 2000), the average age
was not given, but the majority of the participants
was 31 years old at the time of pregnancy loss. In
one cross-sectional study (Das et al., 2021), only the
median year (25 years) was presented. The complete
information is presented in Table S1.

Additionally, samples were very heterogeneous
regarding the included types of pregnancy loss (mis-
carriages, TOPFA, stillbirths) and mean duration of
pregnancy (see Table S2).

3.4.2. Scales, inventories and measurement times
An overview of the entire set of instruments used in
the included studies can be found in Table S3.

Details of measurement times are shown in Table S4.

3.4.3. Mean grief scores and frequencies for
severe grief scores
According to 17 of 21 studies included in this review
(81%) grief scores were clearly elevated in women
after a miscarriage or stillbirth. The comparably low
grief scores in two other studies – both being cross-
sectional studies (De Montigny et al., 2017; Han-
schmidt et al., 2018) – were associated with a long
interval since pregnancy loss (several years).

Regarding the 13 cross-sectional studies, only four
studies (31%) provided specific data for the frequency
of grief scores above the corresponding cut-off score
((Hanschmidt et al., 2018) for TOPFA; (Kulathilaka
et al., 2016) for miscarriages; (Nazaré et al., 2012)
for TOPFA; (Das et al., 2021) for stillbirths). The fre-
quency range was wide (17.60% for a period of 3.6
years on average since pregnancy loss (Hanschmidt
et al., 2018) and 80% for six to nine months after still-
births (Das et al., 2021)). The frequency of high grief
scores in the study by Nazaré et al. (2012) focussing
on TOPFA for a period of 2.4 months on average
since pregnancy loss was between these extremes
(32.6%).

One study (Das et al., 2021) provided data from
subgroup analyses: According to these authors, the
median PGS-33 sum score for women with stillbirths
(107) indicated severe grief and was significantly
higher than for mothers with child or neonatal deaths
(86). The latter was also true for PGS-33 scores reflect-
ing despair.

Seven of 13 cross-sectional studies (54%) suggest
noticeably high grief scores in women after pregnancy
losses if the corresponding cut-off scores are applied to
estimate the intensity of grief (Das et al., 2021; Keefe-
Cooperman, 2005; Kersting et al., 2005; Krosch &
Shakespeare-Finch, 2017; Lafarge et al., 2017; Rich
2000; Séjourné et al., 2016) (for details see Table 3).
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Table 1. Basic characteristics and risk of bias for the included studies.

First author Title Journal Number of groups
Specific feature of

the study

Risk of bias

Representativeness of
the sample

Sample
size

Comparability of
respondents and
nonrespondents

Ascertainment
of grief

Thoroughness of
reports regarding
descriptive statistics

Sum
score

(Black et al.,
2021)

Dreaming of the deceased after
miscarriage: A pilot study

Dreaming 2 (both birth mothers and
their partners)

Focus on couples 1 1 1 0 1 4

(Burgoine et al.,
2005)*

Comparison of perinatal grief
after dilation and evacuation
or labour induction in second
trimester terminations for
foetal anomalies

American Journal of
Obstetrics and
Gynaecology

2 (method for termination
of pregnancy)

– 0 0 0 1 1 2

(Conway &
Russell,
2000)*

Couples’ grief and experience of
support in the after-math of
miscarriage

The British Journal of
Medical Psychology

1 Focus on couples 0 0 0 1 0 1

(Das et al., 2021) Grief reaction and psycho-social
impacts of child death and
stillbirth on bereaved North
Indian parents: A qualitative
study

PLoS One 4 (parents who had
stillbirths or child death,
their family members
and community
representatives)

Focus on parents
who had
stillbirths or
child death and
their family
members

0 1 0 1 1 3

(De Montigny
et al., 2017)

Women’s persistent depressive
and perinatal grief symptoms
following a miscarriage: The
role of childlessness and
satisfaction with healthcare
services

Archives of Women’s
Mental Health

4 (time since pregnancy
loss)

– 1 1 0 1 1 4

(Gozuyesil et al.,
2022)*

Grief and ruminative thought
after perinatal loss among
Turkish women: one-year
cohort study

Sao Paulo Medical
Journal

1 - 0 0 0 1 1 2

(Güçlü et al.,
2021)*

Perinatal grief and related
factors after termination of
pregnancy for foetal anomaly:
One-year follow-up study

Archives of
Neuropsychiatry

1 - 0 0 0 1 1 2

(Hanschmidt
et al., 2018)

Stigma in the context of
pregnancy termination after
diagnosis of fetal anomaly:
associations with grief,
trauma, and depression

Archives of Women’s
Mental Health

1 - 0 1 0 1 1 3

(Johnson &
Johnston,
2021)*

The psychological implications
of a subsequent pregnancy
outcome in couples with a
history of miscarriage

Journal of
Reproductive and
Infant Psychology

2 (couples: two
consecutive
miscarriages versus live
birth following a
miscarriage)

Focus on couples 1 1 1 1 1 5

(Keefe-
Cooperman,
2005)

A comparison of grief as related
to miscarriage and
termination for foetal
abnormality

Omega 2 (variant of loss) – 1 0 0 1 1 3

(Kersting et al.,
2005)

Trauma and grief two to seven
years after termination of

3 (time since loss and
control group)

- 0 0 0 0 1 1
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pregnancy because of foetal
anomalies – a pilot study

Journal of Psycho-
somatic Obstetrics
and Gynaecology

(Köneş & Yildiz,
2021)*

The level of grief in women with
pregnancy loss: a prospective
evaluation of the first three
months of perinatal loss

Journal of Psycho-
somatic Obstetrics
and Gynaecology

1 - 0 1 0 1 1 3

(Krosch &
Shakespeare-
Finch, 2017)

Grief, traumatic stress, and
posttraumatic growth in
women who have
experienced pregnancy loss

Psychological
Trauma: Theory,
Research, Practice
and Policy

1 Online survey 1 1 0 1 1 4

(Kulathilaka
et al., 2016)

Depressive disorder and grief
following spontaneous
abortion

BMC Psychiatry 2 (presence of a control
group)

- 0 1 0 1 1 3

(Lafarge et al.,
2017)

Posttraumatic growth following
pregnancy termination for
foetal abnormality: The
predictive role of coping
strategies and perinatal grief

Anxiety, Stress &
Coping: An
International
Journal

1 - 1 1 0 1 1 4

(Nazaré et al.,
2012)

Grief following termination of
pregnancy for foetal
abnormality: Does marital
intimacy foster short-term
couple congruence?

Journal of
Reproductive and
Infant Psychology

1 Focus on couples 0 0 0 1 1 2

(Rich 2000) The impact of post-pregnancy
loss services on grief outcome:
Integrating research and
practice in the design of
perinatal bereavement
programmes

Illness, Crisis, & Loss 1 Focus on couples 1 1 0 1 0 3

(Scheidt et al.,
2012)*

Are individual differences of
attachment predicting
bereavement outcome after
perinatal loss? A prospective
cohort study

Journal of Psycho-
somatic Research

1 - 0 0 0 0 1 1

(Séjourné et al.,
2016)

Internet forums following a
miscarriage: A place for
women in particular pain?

Journal of
Reproductive and
Infant Psychology

1 Online survey 1 1 0 0 1 3

(Serrano & Lima,
2006)

Recurrent miscarriage:
Psychological and relational
consequences for couples

Psychology and
Psychotherapy

1 Focus on couples 0 0 0 1 1 2

(Volgsten et al.,
2018)*

Longitudinal study of emotional
experiences, grief and
depressive symptoms in
women and men after
miscarriage

Midwifery 2 (presence of a control
group)

Focus on couples 0 0 0 1 0 1

Notes: The table contains the 21 studies which are included in the review. It also contains points (0 or 1) for the quality of the five criteria derived from a modified version of the Newcastle–Ottawa scale for the assessment of the risk of bias of
studies included in a systematic review or a meta-analysis (Wells et al., 2021) as well as the corresponding sum scores as assessed by two independent reviewers. A total score of >2 points reflects a low risk of bias and a high meth-
odological quality of the corresponding study. In contrast, a total score of ≤2 points reflects a high risk of bias and a low methodological quality of the corresponding study. *Prospective longitudinal studies. Studies without * are cross-
sectional studies. Five of the 13 cross-sectional studies (38%) (Black et al., 2021; Das et al., 2021; Nazaré et al., 2012; Rich 2000; Serrano & Lima, 2006) and three of the eight prospective longitudinal studies (38%) (Conway & Russell, 2000;
Johnson & Johnston, 2021; Volgsten et al., 2018) focussed on couples. However, the main findings were reported for men and women separately; thus, it was possible to include data for women separately in this review.
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Only two cross-sectional studies (Kersting et al.,
2005; Kulathilaka et al., 2016) used control groups;
however, it is not possible to compare the grief scores
in the group of women after a pregnancy loss and the
corresponding scores in the control group because
they were not available for the latter group.

For the longitudinal studies, the following picture
emerges:

The prospective longitudinal study by Burgoine
et al. (2005) used the PGS-33 (Potvin et al., 1989) at
two measurement times after pregnancy loss (4
months, 12 months) to record the grief scores of two
groups distinguished by the type of pregnancy loss
for medical reasons (D&E (Dilation and Evacuation
for second-trimester pregnancy termination) versus
IOL (Induction of Labour for second-trimester preg-
nancy termination)). For both groups, the mean
grief scores at the second measurement time had
decreased slightly. The frequency of grief scores
above the cut-off score decreased slightly for one
group (IOL) but increased for the other (D&E).

In the study by Conway and Russell (2000), the
grief scores were assessed using the PGS-33 at two
measurement times after pregnancy loss (as soon as
possible up to a maximum of three weeks or two to
four months). At first, the mean grief value was 88.7,
just below the corresponding cut-off score. At the
later time, it was significantly higher at 125.7 and
thus considerably above the cut-off score.

The study by Volgsten et al. (2018) used the PGS-33
at two measurement times after pregnancy loss (one
week, four months). The medians decreased for all
three subscales from the first to the second measure-
ment time. This difference was only significant for
the Active Grief and Difficulty Coping subscales.

Scheidt et al. (2012) used the MTS (Beutel et al.,
1995) at three measurement times after pregnancy
loss (one month, six months, nine months). The
mean grief score was initially 3.3, then 3.1 and
finally 3.0. It was not reported whether the measure-
ment time differences were significant.

Gozuyesil et al. (2022) applied the PGS-33 at four
measurement times after a miscarriage or stillbirth
(≤48 h, months 3, 6 and 12). Regarding women with
a miscarriage, their median grief score was initially
above the threshold for severe grief (94.5), then con-
tinuously decreasing and finally reaching 48. Similar
findings were present for women with a stillbirth
(median grief scores: initially 92, then continuously
declining and finally reaching 45). The time effect
was significant. Further analyses revealed that
women aged 20–29 years had significantly higher
median PGS-33 sum scores three months after preg-
nancy termination (77) than older women (30–39
years: 70; 40–49 years: 57). Moreover, childless
women had significantly higher PGS sum scores
(median: 80) than women with living children
(median: 71.5) three months after their pregnancy
loss. In contrast, differences between women with
different numbers of pregnancy loss (one, two, three
or more) regarding PGS-33 sum scores at the four
measurement times failed to be statistically significant.

Güclü et al. (2021) used the PGS-33 at three
measurement times for women with TOPFA (week 6
and months 6 and 12 after pregnancy termination).
The initial mean grief score (after six weeks) was
below the threshold for severe grief (75.4), but signifi-
cantly higher than in month 6 (67.5) and month 12
(63.8).

Johnson & Johnston (2021) investigated two groups
of women with the first pregnancy outcome being a
miscarriage: women with a second miscarriage and
women with a subsequent live birth. For this purpose,
they selected the PGS-33 and four measurement times
(week 6 following the first pregnancy outcome; week
6, month 6 and month 12 following the second preg-
nancy outcome). Women from the miscarriage/mis-
carriage group were found to have mean PGS-33
sum scores below the threshold for severe grief at
the first two measurement times (86.66 and 84.59,
respectively) and corresponding scores above this
threshold at months 6 and 12 following the second
miscarriage (99.23 and 93.45, respectively). In con-
trast, a continuous decrease of mean PGS-33 sum
scores (week 6 following the first pregnancy outcome:
86.48; month 12 following the subsequent live birth:
61.19) was characteristic for the miscarriage/livebirth
group.

Könes & Yildiz (2021) used the PGS-33 at four
measurement times after perinatal loss (first 48 h,
week 1, months 1 and 3 after the loss). Whereas
PGS-33 scores for active grief were significantly

Table 2. Extracted variables and their frequencies

Variable

Cross-sectional studies
(n = 13)

Prospective
longitudinal studies

(n = 8)

Number
Frequency

(%) Number
Frequency

(%)

Period of assessment 6 46 6 75
Sample size 13 100 8 100
Mean age 13 100 7 88
Country 11 85 8 100
Kind of pregnancy
loss

13 100 8 100

Duration of
pregnancy

8 62 5 63

Proportion of
recurrent
pregnancy losses

3 23 6 75

Proportion of women
with living children

8 62 6 75

Uniform time of
measurement

0 0 8 100

Mean sum score of
the grief scale

11 85 6 75

Prevalence of severe
grief scores

4 31 2 25

Comorbidity 3 23 1 13
Psychiatric pre-
diagnosis

1 8 0 0
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Table 3. Mean grief scores and frequencies for severe grief scores.

Study
Validated instrument for
the assessment of grief Subgroup Measurement time Mean grief score ± standard deviation

Frequency of grief scores above the
corresponding cut-off score

Cross-sectional studies
(Black et al., 2021) ITG (modified) 2 (pregnancy trimester 1 and 2 in which the miscarriage

occurred)
Up to one year 2.58 ± 0.81 (total sample) Birth mothers:

Trimester 1: 2.51 ± 0.83
Trimester 2: 2.85 ± 0.82

–

(Das et al., 2021) PGS-33 3 (mothers): with a deceased child (n = 13), with a deceased
neonate (n = 12), with a stillbirth (n = 15)

Six to nine months Mothers with stillbirths (median) (inter-
quartile range):
107** (97–117)
AG: 41** (32–42)
DC: 32** (25–33)
D: 35** (27–43)

80%

(De Montigny et al.,
2017)

PGS-33 – Up to six years 78.5 ± 26.6 (1–6 months)
68.9 ± 30.2 (7–12 months)
73.5 ± 31.9 (1–2 years)
65.0 ± 26.5 (>2 years)

–

(Hanschmidt et al.,
2018)

ICG – On average 3.6 years* 15.2 ± 12.6 17.6%

(Keefe-Cooperman,
2005)

PGS-33 Two (variant of loss) Up to two years 101.7** (miscarriage)
103.4** (TOPFA)

–

(Kersting et al., 2005) MTS According to measurement time (2-7 years and 14 days) 2–7 years and 14 days 2.7 ± 0.6 (2–7 years)
2.9 ± 0.6 (14 days)

–

(Krosch &
Shakespeare-Finch,
2017)

PGS-33 – On average four years 95.2** ± 24.9
AG 37.4** ± 8.3
DC 31.0** ± 9.6
D 26.9** ± 9.2

–

(Kulathilaka et al.,
2016)

PGS-33 – 6–10 weeks – 54.7%

(Lafarge et al., 2017) PGS-33 – 29.2%: up to 6 months
19.3%: 7–12 months
14.9%: 1–2 years
36.7%: >2 years

95.1** ± 27.7
AG 37.7** ± 9.5
DC 29.3** ± 10.5
D 28.1** ± 9.3

–

(Nazaré et al., 2012) PGS-33 – 1–6 months, on average 2.4
months

– 32.6%

(Rich 2000) PGS-33 – 2–60 months, on average 16.5
months

92.5** ± 25.2 –

(Séjourné et al., 2016) TGI – Up to 18 months 63.4 ± 11.6 –
(Serrano & Lima, 2006) PGS-33 – At least three months 89.9 ± 21.7

AG 38.9** ± 8.6
DC 24.7 ± 9.3
D 25.9 ± 6.9

–

Prospective longitudinal studies
(Burgoine et al., 2005) PGS-33 Two (D&E and IOL) D&E: 4 months 74.1 ± 16.2

AG 23.2 ± 7.4
DC 27.1 ± 5.3
D 23.8 ± 5.5

13%
AG 13%
DC 40%
D 47%

– D&E: 12 months 73.3 ± 17.1
AG 22.1 ± 7.2

27%
AG 13%

(Continued )
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Table 3. Continued.

Study
Validated instrument for
the assessment of grief Subgroup Measurement time Mean grief score ± standard deviation

Frequency of grief scores above the
corresponding cut-off score

DC 26.1 ± 5.0
D 25.1 ± 6.2

DC 20%
D 40%

– IOL: 4 months 90.2 ± 22.8
AG 29.5 ± 9.8
DC 31.9** ± 7.4
D 28.8** ± 7.2

46%
AG 38%
DC 69%
D 69%

– IOL: 12 months 86.4 ± 19.8
AG 25.8 ± 7.2
DC 29.8** ± 7.6
D 28.9** ± 7.6

38%
AG 15%
DC 46%
D 62%

(Conway & Russell,
2000)

PGS-33 – As fast as possible (up to three
weeks)

88.7 ± 46.9
AG 24.1 ± 11
DC 38.5** ± 10.1
D 42.8** ± 9

–

– Two to four months 125.7** ± 24.6
AG 37.3** ± 11.2
DC 42.1** ± 7.8
D 46.3** ± 7.5

–

(Gozuyesil et al., 2022) PGS-33 10 (age: 20–29, 30–39, 40–49 years; child-lessness (yes/no);
number of pregnancy losses (0,2,3+); miscarriages,
stillbirths)

Miscarriages:
T0:≤ 48 h
T1: month 3
T2: month 6
T3: month 12 after discharge
Stillbirths:
T0:≤ 48 h
T1: month 3
T2: month 6
T3: month 12 after discharge

Median (range)
94.5** (50–143)
73.5 (42–117)
57 (36–90)
48 (36–90)
Median (range)
92** (43–130)
75 (47–130)
55 (37–120)
45 (38–125)

Total sample:
T0: 55.7%
T1: 21.1%
T2: 3.5%
T3: 3.5%

(Güçlü et al., 2021) PGS-33 – T1: week 6
T2: month 6
T3: month 12

75.4 ± 20.5
AG 28.9 ± 10.1
DC 24.3 ± 5.6
D 22.1 ± 7.8
67.5 ± 20.3
AG 25.6 ± 10.3
DC 22.6 ± 5.5
D 19.2 ± 6.9
63.8 ± 21.6
AG 22.2 ± 9.9
DC 22.3 ± 6.1
D 19.1 ± 7.5

–

(Johnson & Johnston,
2021)

PGS-33 4 (men versus women; miscarriage/miscarriage versus
miscarriage/live birth)

T1: week 6 following the first
pregnancy outcome
T2: week 6 following the
second pregnancy outcome
T3: month 6 following the
second pregnancy outcome
T4: month 12 following the
second pregnancy outcome

Only women:
Miscarriage/Miscarriage group:
86.66 ± 11.85
AG 32.19 ± 9.60
DC 25.44 ± 7.07
D 29.06** ± 11.55
Miscarriage/Live Birth group:
86.48 ± 12.02
AG 30.02 ± 7.11

–

10
R.M

ERG
L
ET

A
L.



DC 26.05 ± 6.05
D 28.19** ± 10.31
Miscarriage/Miscarriage group:
84.59 ± 10.16
AG 35.16** ± 4.96
DC 21.33 ± 3.80
D 28.11** ± 8.28
Miscarriage/Live Birth group:
85.75 ± 13.47
AG 33.41** ± 5.64
DC 24.09 ± 2.43
D 28.25** ± 6.02
Miscarriage/Miscarriage group:
99.23** ± 7.10
AG 36.97** ± 5.27
DC 30.66** ± 7.30
D 31.61** ± 8.58
Miscarriage/Live Birth group:
63.89 ± 8.63
AG 26.55 ± 5.05
DC 18.59 ± 6.61
D 18.75 ± 3.84
Miscarriage/Miscarriage group:
93.45** ± 7.70
AG 34.06** ± 6.06
DC 29.89** ± 5.92
D 29.50** ± 6.92
Miscarriage/Live Birth group:
61.19 ± 10.99
AG 24.70 ± 5.53
DC 17.53 ± 6.22
D 18.95 ± 4.40

(Köneş & Yildiz, 2021) PGS-33 45*** T1: first 48 h
T2: one week
T3: one month
T4: three months after the
perinatal loss

Only for women with time of perinatal loss in
utero (T2 and T3 data were not available):
T1 (first 48 h):
107.3** ± 26.9
AG 45.4** ± 9.9
DC 30.8** ± 9.3
D 31.0** ± 9.8
T4 (three months after the pregnancy loss):
107.7** ± 30.3
AG 44.7** ± 11.3
DC 31.4** ± 10.3
D 31.5** ± 10.8

–

(Scheidt et al., 2012) MTS – One month 3.3 ± 0.7 –
– Six months 3.1 ± 0.7 –
– Nine months 3.0 ± 0.7 –

(Volgsten et al., 2018) PGS-33 – One week –
AG Median 29.5 (range 11–53)
DC Median 19 (range 11–54)
D Median 15.5 (range 10–42)

–

(Continued )
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lower in the third month after perinatal loss as com-
pared with the prior measurement times, the opposite
was the case for PGS-33 scores regarding difficulty of
coping and despair. The sample consisted of women
with miscarriages, stillbirths, termination of preg-
nancy for other reasons, TOPFA and postnatal
death; specific data for miscarriages (in the sense of
the spontaneous death of an embryo or foetus) or still-
births were not given so that clear conclusions for
these types of perinatal loss were not possible. In sum-
mary, six of eight longitudinal studies (75%) suggest a
decline of grief over the course of several months in
women after pregnancy losses (for details see Table 3).

3.4.4. Co-occurrence of grief and symptoms of
mental disorders and history of symptoms of
mental disorders
Only four studies provided information on the co-
occurrence of grief and symptoms of mental disorders
(mainly depression) in women with pregnancy losses,
in which the range for depressive symptoms above
cut-off scores derived from different depression rating
scales was high (10.8% (Hanschmidt et al., 2018) –
48.8% (Séjourné et al., 2016); for details see Table S5).

Only one cross-sectional study (Séjourné et al.,
2016) provided information on the history of symp-
toms of mental disorders. Specifically, 18% of the par-
ticipants had reported depressive symptoms in the
past.

Data concerning psychiatric comorbidity and a his-
tory of mental disorders were not available for mourn-
ing women who had miscarriages or stillbirths.
Prolonged grief disorders had not been addressed at
all. None of the afore-mentioned studies reported
diagnoses of mental disorders in the past as risk fac-
tors for enduring grief.

5. Discussion

5.1. Summary of evidence

In summary, most studies document intense grief and
frequent severe grief reactions in women who have
had miscarriages or stillbirths. The majority of pro-
spective longitudinal studies suggest a decrease of
grief over time in this population. Clear conclusions
regarding corresponding differences between women
with miscarriages and stillbirths or single and recur-
rent pregnancy losses cannot be drawn. According
to one study (Gozuyesil et al., 2022), these differences
failed to be significant; however, due to the limited
sample size (N = 70) these findings have to be inter-
preted with caution.

Seventeen of 21 studies included in this review
(81%) indicate that grief-related stress is markedly
elevated in women after a miscarriage or stillbirth.
Regarding the comparably low grief scores in twoTa
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other studies (De Montigny et al., 2017; Nikcevic et al.,
1999), these can be explained by the long interval of
several years since pregnancy loss in both studies.
Moreover, the study findings reflect the importance
of the measurement time for the interpretation of
grief in women suffering from the consequences of
miscarriages or stillbirths. In addition, the studies
suggest an increase of grief during the first weeks
after pregnancy loss as well as a slight decrease of
grief from this high level in the months to years
after this critical life event. The opposite seems to be
the case in women having a second miscarriage (John-
son & Johnston, 2021); however, this finding has to be
replicated. So far, the study results are too preliminary
to allow clear conclusions about different effects of
miscarriages and stillbirths on grief intensity. It has
to be further investigated whether recurrent preg-
nancy loss increases grief intensity. TOPFA does not
seem to go along with significantly more intense
grief than miscarriages; however, this finding is
based on only one study (Keefe-Cooperman, 2005).

5.2. Discussion of the included studies

The main advantage of the included studies is that they
address a broad spectrum of research questions and
corresponding additional data (e.g. risk and protective
factors regarding grief after miscarriages or stillbirths).

A major methodological limitation of the included
studies lies in the extreme differences between studies
regarding the interval since pregnancy loss (range: less
than three weeks to several years). Thus, the results
cannot be consistently interpreted inasmuch as a
decline of grief scores over a longer period can be
expected. If such a decrease does not occur, a pro-
longed grief disorder can be assumed.

Another fundamental methodological limitation is
the fact that most of the selected measurement times
are not appropriate for the definition of complicated
grief (ICD-11 (World Health Organization, 2021): at
least six months; DSM-5 (American Psychiatric
Association, 2013): at least 12 months).

Further, most included studies only report mean
grief scores for the total samples. Frequencies for
grief scores above a predefined cut-off score reflecting
the proportion of women with severe grief scores after
a miscarriage or stillbirth are often missing. Only the
sample of Burgoine et al. (2005) fulfilled the time cri-
terion for complicated grief. Therefore, these are the
only values that can be reported as indicating a preva-
lence for complicated grief (subgroup with dilation
and evacuation for second-trimester pregnancy ter-
mination: 27%; subgroup with induction of labour
for second-trimester pregnancy termination: 38%).

Data concerning psychiatric comorbidities and pre-
diagnoses in women with previous miscarriages or
stillbirths as risk factors for long or especially intense

grief reactions are not available so far; only a few
study findings were reported regarding the co-occur-
rence of grief and symptoms of mental disorders
(especially depression) as well as a history of depress-
ive symptoms. In some studies (e.g. Gozuyesil et al.,
2022), a history of symptoms of mental disorders
was an exclusion criterion.

An additional methodological limitation of the
included studies refers to the fact that only four studies
(19%) used control groups (Johnson & Johnston, 2021;
Kersting et al., 2005; Kulathilaka et al., 2016; Volgsten
et al., 2018). Grief scores were not available for any of
these groups since they showed no significant experi-
ences of a personal loss, with the exception of one
study (Johnson & Johnston, 2021) showing that
women with a subsequent miscarriage were character-
ized by an increase of grief resulting in a clinically rel-
evant intensity 6 and 12 months after the second
pregnancy outcome, whereas a decrease of grief was
present at these measurement times in women with
a live birth after a miscarriage.

Further methodological limitations of the included
studies are (partly) very small sample sizes, frequently
large standard deviations of the selected grief scores
and (partly) high dropout rates. Overall, the prospec-
tive longitudinal studies were characterized by a high
risk of bias and low methodological quality (with the
exception of the study by Johnson and Johnston
(2021)). Moreover, specific grief scores for women
after previous miscarriages versus stillbirths were
only available in the study by Gozuyesil et al. (2022).
Lastly, the validity of the study findings is clearly
restricted due to a marked selection bias. It has to be
assumed that underrepresentation of women
especially affected by previous miscarriages or still-
births (who avoid grief inventories as stressing
reminds them of their pregnancy loss) was
accompanied by underrepresentation of women least
affected by previous miscarriages or stillbirths (who
are not motivated to participate in a study addressing
the psychological consequences of a pregnancy loss
(Farren et al., 2018)). This suggestion is supported
by the fact that the majority of studies recruited
women with previous miscarriages or stillbirths in
hospitals with a rather low response rate (Conway &
Russell, 2000). In this context, it must be emphasized
that those who did not participate may have chosen
not to participate for a range of reasons and be more
or less affected by their pregnancy loss than
participants.

Since the heterogeneity of the included studies
(regarding study design, demographic variables,
characteristics of the pregnancy, instruments for the
assessment of grief and measurement times) was too
large it was impossible to conduct a meta-analysis
regarding grief in women with previous miscarriages
or stillbirths.
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5.3. Strengths and methodological limitations
of the systematic review

One strength of this review is the fact that frequencies
of severe grief scores and mean scores in correspond-
ing inventories have both been considered. Moreover,
both cross-sectional studies and prospective longitudi-
nal studies have been included.

Within this review, only descriptive summaries of
study findings have been possible in view of the
large heterogeneity in measurement times. However,
this heterogeneity can also be considered to be advan-
tageous because it facilitates different perspectives of
grief after miscarriages or stillbirths.

Regarding the prevalence of complicated grief, no
valid data were available in the context of the included
studies.

Moreover, several studies had to be excluded since
both women with previous miscarriages or stillbirths
and women with experiences of perinatal death had
been considered with their grief scores not being
reported separately.

6. Conclusions

According to this systematic review, more prospective
longitudinal studies are needed to delineate the course
of grief in women with previous miscarriages or still-
births. Future studies should specifically address com-
plicated grief in these women.

In addition, future studies should have larger
sample sizes and recruit women with previous miscar-
riages or stillbirths not only in hospitals, but also in
other settings (e.g. self-help groups and online for-
ums). These studies should also consider subgroup
analyses. In this context, women with recurrent preg-
nancy loss, women with miscarriages versus stillbirths
and women with termination of pregnancy for medi-
cal reasons are of special interest.

Lastly, it would be very important to conduct more
studies allowing the comparison of women with pre-
vious miscarriages or stillbirths on the one hand and
women with other loss experiences on the other.

Further research is necessary to estimate the pro-
portions of women with adequate coping of grief
and women who will develop prolonged grief dis-
order, depression or other mental-health problems.
This knowledge will allow definition of strategies for
prevention and treatment of prolonged grief disorders
in this special population.
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