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Abstract
Objective  The objective of the study was to explore 
how women experience care within an early pregnancy 
assessment unit (EPAU) and how they are helped to 
understand, reconcile and make sense of their loss and 
make informed decisions about how their care will be 
managed following a first trimester miscarriage.
Design  This was a single centre, prospective qualitative 
study. An interpretive phenomenological analysis approach 
was used to interpret the participants’ meanings of their 
experiences. It is an ideographic approach that focuses in 
depth on a small set of cases to explore how individuals 
make sense of a similar experience.
Setting  An EPAU in a large teaching hospital in the 
Midlands that provides care to women in their early 
pregnancy, including those experiencing pregnancy loss.
Participants  A purposive sample of 10 women were 
recruited to this study. All of the women were either 
miscarrying at the time of this study or had miscarried 
within the previous few weeks.
Results  Six superordinate themes in relation to women’s 
experiences of miscarriage were identified: (1) the waiting 
game, (2) searching for information, (3) management of 
miscarriage: no real choice, (4) the EPAU environment, 
(5) communication: some room for improvement and (6) 
moving on.
Conclusions  This study found that improvements are 
required to ensure women and their partners receive 
a streamlined, informative, supportive and continuous 
package of care from the point they first see their 
general practitioner or midwife for support to being 
discharged from the EPAU. The provision of individualised 
care, respect for women’s opinions and appropriate 
clinical information is imperative to those experiencing 
miscarriage to help them gain a degree of agency within 
an unfamiliar situation and one in which they feel is out of 
their control.

Introduction 
Miscarriage is defined as the spontaneous loss 
of pregnancy before the fetus has reached 
viability and can occur anytime within the 
first 24 weeks of gestation.1 However, most 

miscarriages occur in the first trimester and 
cannot be prevented from happening.2 It 
is estimated that between 15% and 20% of 
clinical miscarriages end spontaneously, but 
total reproductive loss is considered to be 
between 50%1 and 80%3 with between 25% 
and 50% of all women experiencing one or 
more sporadic miscarriage.4 Clinical miscar-
riage is therefore common and in recent 
years research has focused on determining 
the possible causes of clinical miscarriage and 
its prevention and treatment, yet there is still 
much to learn.5 6

Evidence links a number of risk factors 
to miscarriage but it is commonly accepted 
that a woman’s risk increases with advanced 
maternal age (>35 years).5–8 More women are, 
however, delaying starting a family8 and often 
underestimate how common miscarriage is9 10 
and underestimate their risk of miscarriage.11 
As a consequence, they are often unprepared 
when a miscarriage occurs.12 Several quali-
tative studies have indicated a need for an 
improvement in information to help couples 

Strengths and limitations of this study

►► Using a qualitative approach, this study raises some 
important implications for the management of care 
for women and their partners from the point of seek-
ing initial help from their midwife or general practi-
tioner through to the provision of care in the early 
pregnancy assessment unit (EPAU).

►► This study was undertaken in a single National 
Health Service hospital and may not be representa-
tive of other EPAUs.

►► The research focused solely on obtaining the wom-
en’s point of view through interviews but it would 
be beneficial to also interview their spouses and 
healthcare professionals, enabling a comparison of 
a combination of perspectives.
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understand the potential risks of miscarriage10–13 and 
provide them with information about support mecha-
nisms available should they become concerned about 
their pregnancy.10–13

Over 20 years ago, early pregnancy assessment units 
(EPAUs) were introduced in the UK to provide a dedi-
cated and centralised outpatient service to streamline 
and improve the quality and management of care for 
women experiencing complications with their preg-
nancy,14 15 including bleeding and/or pain and a loss of 
pregnancy-related symptoms.13 16–18 There are now over 
200 of these units in the UK attached to National Health 
Service (NHS) hospitals according to the Association of 
Early Pregnancy Units and this model of care is now being 
replicated in a number of countries.19 20 Reported bene-
fits for this service from a medical perspective include the 
timely provision of care, cost savings19 and a reduction in 
hospital admissions.20

Although there are clear indications that EPAUs have 
a positive effect on the quality of care for women expe-
riencing complications with their pregnancy,19 there 
is still room for improvement.3 10 17 A lack of sensitivity 
and empathy,21 22 poor communication10 and fragmented 
care23 are frequently reported in the literature by women 
about the care they receive. This is a significant issue. 
Clinical miscarriage is an unwelcome event and can be 
an extremely painful and distressing experience, which 
can negatively impact on a couple’s psychological well-
being,10 13 17 18 both in the short and long term.24 Whereas, 
women who do receive support and follow-up care by 
professionals following their miscarriage can result in 
positive, lasting effects.13 17

The current study builds on these findings to explore 
how women experience care within an EPAU and how 
they are helped to understand, reconcile and make sense 
of their loss and make informed decisions about how their 
care will be managed.25 Through a qualitative analysis, a 
key objective of this study was to explore how women’s 
experience and satisfaction with their care, when experi-
encing a first trimester miscarriage, could be enhanced.

Methods
An interpretative phenomenological analysis (IPA) 
approach was used in this study. IPA examines in detail 
the complexity of how individuals make sense, through 
reflection, of a particular experience in their lives.26 
Researchers who engage in IPA analyse and interpret the 
data using a case-by-case approach before looking across 
cases for similarities and differences in people’s reflec-
tions of a similar experience.26 IPA is frequently employed 
in healthcare research to explore the impact of care on 
patient experiences.10 27

The study took place in an EPAU in a large teaching 
hospital in the East Midlands, which provides care to a 
diverse ethnic population experiencing complications 
with their pregnancy. The EPAU is a nurse-led unit, 
supported by the gynaecology medical team and a team 

of sonographers. A purposive approach to patient selec-
tion was employed and participants were eligible for the 
study if they were over 18 years of age, were experiencing 
a miscarriage within the first 12 weeks of pregnancy, 
had not experienced a previous miscarriage and were 
willing to participate in the study. Following the initial 
EPAU consultation, the nursing team provided women 
with information about the study and the study team, 
and details of how to contact the researchers (LF and 
WN) if they were willing to participate in the study. Both 
researchers have a nursing background and appropriate 
experience to work with this patient group.

The researchers aimed to recruit 10 participants who 
had not experienced a miscarriage before to capture 
their unique experiences of care within an EPAU and 
how they were helped to understand, reconcile and make 
sense of their loss.

The women were aged between 21 and 44 years, were 
all in a relationship and eight were White European and 
two were South Asian. Each of the women had visited 
the EPAU at least once and were in different stages of 
the miscarriage process. Some had miscarried and some 
were awaiting final scan results to confirm the loss of their 
pregnancy. Interviews were conducted within a couple of 
weeks after the miscarriage or up to 6 weeks later in some 
cases where a diagnostic decision on ultrasonography had 
delayed the confirmation of miscarriage.

The aim was to focus in depth on a small set of cases 
to explore how individuals make sense of a similar expe-
rience. Once this number was reached, the recruitment 
process was stopped. In total, the nursing team handed 
out 30 patient information sheets. No one withdrew from 
the study.

All the participants signed an informed consent form 
and were interviewed individually by LF or WN, using a 
semistructured interview schedule (table  1). All inter-
views were conducted face to face and digitally recorded. 
All of the interviews were conducted in a location selected 
by the participant. This was mostly in participant’s homes, 
with the exception of one interview, which was conducted 
on university premises at the participant’s request. 
Contemporaneous notes were taken immediately after 
each interview recording any further data, which, for 
example, arose after the interview, when recording had 
ceased. Interviews lasted between 60 and 90 min in length.

The transcribed interviews were analysed and subjected 
to detailed analysis by LF and WN. To balance views and 
strengthen the trustworthiness of interpretations, the 
researchers read and re-read the transcripts to familiarise 
themselves with participants’ accounts. Each researcher 
made detailed notes in the margins of transcripts to docu-
ment exploratory coding and emergent themes and then 
compared their notes with each other prior to coming 
to a consensus of opinion. Additionally, each transcript 
was analysed individually before looking across partici-
pants to identify divergence or convergence of themes. 
This approach helped the researchers move towards a 
more interpretive understanding of the data. Themes 
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were clustered together and subordinate and superordi-
nate themes were identified. All analysis was integrated 
into Nvivo V.10 software (QSR International) by LF and a 
master table of themes was created and presented to WN 
for final approval.

Patient and public involvement
Women were not directly involved in the design of this 
study, but the views of women who had experienced a 
miscarriage were taken into consideration. Women who 
did participate in the study were asked their views about 
this kind of research and what they thought about the 
recruitment process and whether they would want to 
adapt it at all. The findings of this study will be dissem-
inated to patients via the hospital patient and public 
involvement communications process.

Findings
Although the primary aim of this study was to explore 
how women perceive the provision of care and emotional 
support they receive in an EPAU, following a first 
trimester miscarriage it became clear that the level of 
support available before and after their attendance at 
the EPAU was also significant. Also, while the focus of 
care was on the woman’s experience, some participants 
described how the miscarriage impacted on their partner 
who attended most of their EPAU appointments. When 
the transcripts were analysed collectively, six subordinate 

themes emerged, but still allowed for some divergence 
between cases. The themes are the following: the waiting 
game; searching for information, management of miscar-
riage: no real choice, the EPAU environment, communi-
cation: some room for improvement and follow-up care. 
Names of women have been replaced with pseudonyms 
when presenting the data.

The waiting game
Waiting and dealing with uncertainty was considered to 
be one of the most distressing aspects of the miscarriage 
experience. There were three key stages where women 
found themselves waiting: (1) waiting for an appoint-
ment to attend the EPAU, (2) waiting for scan results to 
confirm the miscarriage and (3) waiting for the miscar-
riage to occur through natural management, medical 
management or surgical intervention. It was common 
for women to feel a whole range of complex and often 
distressing emotions during each of these stages but it was 
the first two stages that women reported in more detail. 
Waiting and dealing with uncertainty was considered to 
be one of the most distressing aspects of the miscarriage 
experience.

Eight of the 10 participants had started to bleed during 
their pregnancy and approached their general prac-
titioner (GP) or midwife for advice and support in the 
first instance. Two women had arranged for a private scan 
and were told that there were concerns about the viability 

Table 1  Overview of the questions and prompts used in the semistructured interview

Area of interest Example questions

Referral process Tell me who you turned to for help when you were concerned something was wrong 
with your pregnancy? 

How were you cared for at this time? 

What advice were you given at this stage? 

How did you end up in the EPAU? 

Diagnosis Can you tell me what happened when you miscarried? 

Can you describe how you felt at this time? 

Experience in the EPAU How would you describe the care you received in the EPAU? 

How did the staff communicate information to you? 

What emotional support did you receive at this time? 

Did you seek support from family and friends? 

Decisions about management of care What options were you given about the management of your care? 

How well did you understand your treatment options? 

How did you come to a decision about the management of your care? 

Knowledge and understanding Did you seek information about miscarriage? Where from? Was the information suitable 
for your needs? 

Did you have any knowledge of miscarriage? 

 Follow-up care What support did you receive when leaving the EPAU? 

Did you think you could contact them for further advice? 

Were you informed about counselling services? Did you seek any additional help? 

What might have improved your overall experience of care? 
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of the pregnancy. One of these women was referred to 
her local accident and emergency unit and the other was 
referred directly to the EPAU.

All participants were referred to the EPAU with the 
knowledge that they may be experiencing a miscarriage 
but had hoped that their pregnancy was still viable. There 
seemed to be an understanding that it could be normal 
to have some blood loss during pregnancy, which was 
endorsed by some GPs, midwives or, for one participant, 
a friend who had experienced blood loss during their 
pregnancy.

The EPAU in this study predominantly operated on 
a Monday to Friday, 09:00–17:00 service. While most 
women received an appointment within a couple of days, 
three women had to wait 4 days for an appointment. This 
was a particularly difficult time for each of these women 
because they were anxious about the viability of their preg-
nancy and wanted to know what was happening. However, 
on reflection, Elaine did think that this time gave her the 
opportunity to say goodbye to her baby (box 1), although 
her miscarriage had not been confirmed at this stage.

Without exception, each of the women spoke of their 
urgency to have a scan as soon as possible. However, they 
were unaware of the limitations of ultrasound in making 
a diagnosis, and the potential for further scans, over the 
course of up to 6 weeks in some cases, to confirm a defini-
tive diagnosis. Jayne and Claire in particular had to wait up 
to 6 weeks for their miscarriages to be confirmed because 
the ultrasound criteria dictated that the gestational sac 
needed to be of a certain size before the miscarriage 
could be confirmed. This was a particularly distressing 
time for these two women who became fixated on the size 

of their gestational sac, without really understanding the 
significance to their situation.

After the initial scan in the EPAU when further doubt 
was raised about the viability of their pregnancy, women 
stopped talking about hope for a successful outcome and 
reported a need to have their miscarriage confirmed 
so that as Jayne and Claire described, they could stop 
living in limbo; Penny and Sally could stop feeling like 
emotional wrecks and Natalie could stop time dragging 
on.

Searching for information
While waiting to attend their first EPAU appointment, 
most women spoke of either their partners or themselves 
searching the internet for information. There was an over-
whelming sense that women had no idea what to expect 
if they miscarried or what would happen to them at the 
EPAU (box 2). GPs in particular were criticised for not 
giving women any information about the EPAU service, 
or information to help them prepare for a miscarriage 
should it occur before they were seen in the EPAU.

Only Jayne spoke of having any understanding about 
what might happen to her when she miscarried because 
her midwife had been very candid and open about her 
personal experience of miscarriage. Other accounts were 
more complex as the need for information changed 
according to the stage of the diagnostic process. Prior 
to the first scan, some women reported searching for 
information to reassure them that the problems they 
were experiencing were a normal occurrence in early 

Box 1 T he waiting game

►► “I was surprised because when I spoke to the midwife she said oh 
they will probably get you in for a scan, it’s likely to be Monday or 
Tuesday, it isn’t going to happen over the weekend. So, when it was 
Wednesday it was a bit, ‘oh god, I have to wait four days now to find 
out what is going on.” (Sue)

►► “I spoke to my GP and my midwife and was referred to the EPAU. 
I had to wait four days before I had the appointment there, which I 
understand but that was really difficult.” (Amy)

►► “I felt like those three days in between gave me enough time to say 
goodbye properly.” (Elaine)

►► “Awful, horrendous, I was a mess for a week. I got that legally they 
have to wait in case there is any change but in my case I thought it 
was really obvious that the baby had stopped growing at 6 weeks. 
It was 4 weeks later, there wasn’t going to be a change and I found 
that really difficult.” (Sally)

►► “It was the waiting that hurt me the most.” (Penny)
►► “What has annoyed me is that I looked up stuff when I got home … 
to figure out what the hell 26 mm is. They kept going on about the 
fact that it’s one mm over da da da da da. We were thinking maybe 
it’s better because that means the baby is bigger but it wasn’t the 
baby it was the sac that was bigger. There was no baby. I only know 
that because I looked it up. If I hadn’t looked it up I wouldn’t under-
stand what the hell was going on; didn’t have a clue. That was not a 
good experience.” (Claire)

Box 2 S earching for information

►► “He was fine [GP] but again not forthcoming with information. I ex-
pected him to say now if the pain gets worse or you start getting a 
temperature or you feel dizzy or sick go straight to A&E. He didn’t 
give me any of those warnings.” (Amy)

►► “And she was brilliant [Midwife] because she could tell me more 
about what would probably happen but couldn’t confirm anything. 
She had had 3 miscarriages, which was hugely important informa-
tion to me because the main thing was I didn’t know what to expect. 
And then of course having read about it more I realised I could have 
a miscarriage at any point.” (Jayne)

►► “I have read so many things about it … I read lots of comments of 
women who have gone through it and just to get myself ready for 
what was to come. I just felt it was going to be easier if I knew what 
was going to happen.” (Elaine)

►► “There’s one whole thread, which is just like tips for preparing for 
a miscarriage. Those women say buy co-codamol, get a hot water 
bottle. You don’t know that stuff. So right I am going to war and I 
need co-codamol and a hot water bottle; go get me those things.” 
(Jayne)

►► “There is no definitive answer and you think well that’s just brilliant. 
I looked online at people’s experiences and they were saying ‘oh 
I bled heavily for 2 weeks and then it stopped’ and then you read 
somebody else say ‘I bled straight into my next period; 6 weeks 
bleeding’ and you are thinking actually that is more helpful to me at 
the minute rather than people turning around and saying there is no 
definitive answer.” (Sue)
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pregnancy. Later, when they were warned that their preg-
nancy might not be viable, a primary need for informa-
tion focused on what symptoms they might experience 
if they had a natural miscarriage at home and how they 
could prepare for this situation.

Some women described how the EPAU nurses 
appeared to be deliberately vague about how the miscar-
riage may unfold due to the difficulty in predicting indi-
vidual women’s experiences. However, women reported 
needing a stronger indication of what to expect and what 
to do, having never experienced a miscarriage before. 
Claire and Sue were particularly grateful for their nurses 
using very basic terminology to help them understand 
what symptoms were normal and what symptoms would 
require medical attention. In contrast, Jayne and Sue 
searched the internet to find women’s real accounts 
of miscarriage to help forewarn them, as their nurses 
had  not been perceived to be forthcoming with infor-
mation. When asked which websites they used, partici-
pants could rarely remember having looked at so many. 
Only one woman and her husband looked at the Miscar-
riage Association website, while others searched various 
websites and forums for information, despite the EPAU 
nurses only recommending reputable, NHS websites.

Management of miscarriage: no real choice
When a miscarriage was finally confirmed by ultrasound, 
the EPAU nurses presented women with written and 
verbal information about how their miscarriage could be 
managed. Scan results confirmed spontaneous miscar-
riage for two of the women and no further intervention 
was needed. The three management options comprising, 
natural, medical and surgical intervention were 
explained to the remaining eight women. Although the 
three options were discussed in detail, six women did not 
feel as though they had any real choice about how their 
miscarriage would be managed. Either the EPAU nurses 
(five cases) or husband (one case) influenced women’s 
decisions.

In the six cases, where women did  not feel that the 
choice was their own, five of these women described 
wanting surgical intervention as they did  not want to 
go through the pain of a natural or medical approach 
and furthermore wanted some control about when the 
miscarriage would occur. One woman (Kerry) felt that 
she had not received sufficient information at that time 
to make a decision and proceeded to have a spontaneous 
miscarriage, so options were no longer relevant to her 
case. Three out of the five women who preferred surgical 
intervention felt that the nursing team denied them this 
option and they reluctantly complied with the decision 
to have a medically managed miscarriage without chal-
lenging the nurse. However, the women felt that it was 
not clear why surgery was not an option for them (box 
3). In contrast, one woman (Sally) who was told she could 
not have surgery challenged this decision and insisted on 
speaking to the doctor after being encouraged to do so 
by the sonographer; subsequently, the doctor facilitated 

the surgery at her request. In addition, Natalie’s husband 
felt strongly that a natural miscarriage was the right deci-
sion for them as a couple and Natalie complied with this 
decision.

The EPAU environment
On arrival at the EPAU, women sat in a waiting area until 
they were called to see the EPAU nurse who collected 
some clinical data and then arranged for an EPAU sonog-
rapher to perform a scan.

Women’s accounts suggested that there was often a lack 
of understanding and explanation of what was going to 
occur during their time in the EPAU. In addition, women 
were often unaware that they were consulting with a nurse 
and three women thought the nurse might have been 
a midwife or a doctor. In addition, during ultrasound 
scans there were other people present in the ultrasound 
room that women were not introduced to. Three women 
described how the ultrasound room was used jointly as 
a patient scanning area and a computer workspace for 
other sonographers; a movable screen divided the room. 
Natalie, Amy and Jayne were particularly concerned 
about this arrangement and felt that it impacted nega-
tively on their level of privacy (box 4). Additionally, it 
was not uncommon to have a second sonographer in the 
main scanning room taking notes and/or for a student 
(unknown speciality) to be present. Natalie in particular 
did not want these people present in the room but felt 
that she was not given the opportunity to ask them to 
leave.

Following the scan, women and their partners would 
either return to the waiting room or were taken directly 
into a consulting room to wait for the nurse to see them. 
Some women felt very anxious about crying or getting 
upset in front of other women in the waiting room because 
they did not want to distress others. However, in contrast 

Box 3  Management of miscarriage: no real choice

►► “No they didn’t give me an option. It wasn’t like they gave me an op-
tion. It was more like they [nurses] were deciding what to do. Maybe 
if I am more confident I will order what I want but I didn’t.” (Kerry)

►► “… I just wanted everything out. I was really angry and I was very 
upset and I said I will have surgery, give it to me now. And my hus-
band was with me and he said no, you are not in the right state of 
mind.” (Natalie)

►► “When she did talk us through our options she said that surgical 
management wasn’t an option and that it would have to be medi-
cal.” (Jayne)

►► “So she went through everything with me and she said the op-
tions were pessaries because I was early and it was too small they 
couldn’t give me a D&C. So there was my option out the window. 
That is what I wanted. I was a wreck” (Penny)

►► “I would like to have been able to have the control of making my 
own decision … I felt I had no control over it.” (Sally)

►► “She was saying well [nurse] we could wait two weeks but after 
two weeks we would want to get involved and do the medical man-
agement … but I was happy to do it naturally. I would rather not 
take any drugs.” (Claire)
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Natalie stated that she did not want to see other women 
distressed and felt the nurses did a good job at ‘hiding them 
away somewhere private.’ Although, when the sonographer 
directed her to a consulting room following her scan, 
Natalie did not know why she was there and left the EPAU 
after composing herself and went home. She received a 
telephone call from the nurse later that afternoon, asking 
her why she had left the unit and was asked to return to 
the EPAU. Some women attached a considerable signif-
icance to where they were asked to wait following their 
ultrasound scan as demonstrated in Claire’s account, 
when she said ‘she put me in a quiet room and I thought oh god 
that means that I am a sad case.’ However, it appears from 
the remainder of her quote (box 4) that this private room 
offered her a sense of comfort on another occasion as it 
gave her the space to cry in private.

Communication: some room for improvement
When the women spoke about how they were communi-
cated with by the staff in the EPAU, there was an over-
whelming sense that they valued being treated with respect 
and compassion, that they had time to talk to the nurse 
and ask questions, and felt that they had been listened 
too (box 5). However, three women in particular felt that 
their husbands, despite being present in the consulting 
room, were excluded from the conversation and their 
feelings about the miscarriage were not explored or 
respected. Both Sue and Amy spoke of the distress expe-
rienced by their partners. Amy’s husband asked her to 
inform the researcher that there is no specific informa-
tion available for men. He wanted to know what happens 
next, he wanted to ask questions and he wanted to know 
what he could do to help.

There was an overwhelming sense that the women 
wanted the EPAU staff to treat them as individuals and 
adapt their style of communication accordingly. Some 
women described how after several scans the actual 
confirmation of their miscarriage was not a surprise to 
them and they were not overtly emotional. However, 
some nurses in particular overly expressed their sympathy 
toward them, which was perceived as being inappropriate 
and untimely. In contrast, the sonographers were gener-
ally perceived to be uncaring and unsympathetic and 
several women described feeling as though they were on a 
conveyor belt, while being ignored. While the ultrasound 
scan was a routine procedure for the sonographer, it was 
not a common procedure for most of these women and 
they did not always know what was happening to them.

Additionally, some women described their distress 
at hearing the sonographer discuss their scan findings 
with other professionals in the ultrasound room, without 
directly communicating bad news to them. When the 
sonographer did speak to them directly, they were often 
considered to be insensitive and broke the news without 
compassion as Sue’s accounts demonstrates in box 5.

Moving on
Women experienced loss differently following the miscar-
riage. Some were anxiously waiting for the physical 
process of miscarriage to end so that they could try to 
conceive again as soon as possible. Jayne thought that 
becoming pregnant again would somehow ‘fix her’. 
Some participants believed that the pain would go away 
and they could live again following the miscarriage. 
Other women blamed themselves for the miscarriage and 
considered themselves a failure and Jayne felt completely 

Box 5  Communication: some room for improvement

►► “I could say anything. With care they talk. When you are asking 
questions they answer, they have time, they don’t rush. I don’t feel 
ignored. I could say what I like. You can feel people bless you, so 
you’re not nothing. It wasn’t like the thousandth of the day. You feel 
like everyone is different. I feel they care.” (Kerry)

►► “He felt ignored. It was as though he wasn’t there. It was a good job I 
went in holding his hand or else he could have been anybody.” (Sue)

►► “I thought oh god, with the pity on her face, it’s just unbearable. 
She could see we were taking it, we were okay, we had come to 
terms with it and yet she was still pitying us. I wanted the facts and 
needed to know what would happen next. So I guess they need to 
adapt to who they have in front of them. I needed a more grown up 
approach.” (Amy)

►► “The hardest part of the experience for me was seeing the sonogra-
pher. I felt her patient care was not good. Although they see people 
like a conveyor belt, they just need to be a bit more, well the lady I 
saw could have been more sensitive.” (Sally)

►► “All the sonographer said was, are you sure you have got your dates 
right and that was how I knew everything wasn’t okay. She said the 
lining of your womb, there is nothing there. That was how I found 
out. I thought are you saying I made this up? I have done tests, the 
urgent care centre did a test, my midwife did a test. I haven’t made 
this up.” (Sue)

Box 4 T he EPAU (early pregnancy assessment unit) 
environment

►► “I don’t know if she was a nurse helping out or a sonographer.” 
(Sue)

►► “Behind the screen were computers and other sonographers work-
ing whilst you were being scanned on this side of the screen. I 
thought it was weird. I thought any minute I am going to have to 
get undressed … I thought it would have been much better if those 
people behind the screen were working in another room. If you were 
having a moment, if you were really upset or this was completely 
shocking news for you … it’s not appropriate.” (Amy)

►► “Whilst I was being scanned there was a curtain and a lady there 
who went to the computer. The sonographer realised I wasn’t ex-
pecting anyone to come in and she said ‘oh don’t worry that’s just 
my colleague’. I think I would have preferred privacy in that room. 
The other thing was the student. I would have preferred not to have 
the student there.” (Natalie).

►► “… people were going for the scan and then coming back into the 
room and were happy, and you just knew that wasn’t going to be 
you. If that had been me on Tuesday I wouldn’t have been able to sit 
in that room … I was in a state all day and it’s not nice for other peo-
ple, some woman sitting sobbing in the corner. It’s just grim.” (Amy)

►► “The one time they didn’t put me in the quiet room I asked to be put 
there because I was crying.” (Claire)
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humiliated by the whole experience but did not elaborate 
on this further.

Although all participants were given the contact details 
of local counsellors, none of the women took up the 
opportunity for counselling after their miscarriage. Only 
one woman contacted the Miscarriage Association for 
support but was advised that there was no support avail-
able in her local area. Interestingly, Claire and Kerry 
agreed to participate in this study because they felt it 
would be helpful for them to talk to the researcher about 
their experiences. They both acknowledged at the end of 
the interview that talking helped and that they needed to 
seek support from the local counselling service because 
they had no one else to talk to and wanted an opportunity 
to explore their unanswered questions (box 6).

Some women felt there was no appropriate service 
for them to access following their miscarriage. Women 
reported that their GPs did not follow up on their care. 
None of the women thought they could contact the EPAU 
following their miscarriage because they perceived this 
service to only be available while miscarrying. Equally, 
women felt unable to access the midwife as they were no 
longer pregnant.

For those women who wanted ongoing support some 
did not want contact with the EPAU team because they 
felt it would exacerbate unhappy memories. However, 
others believed it would have been helpful if one of the 
nurses had contacted them to ask how they were and to 
check that they did not have any unanswered questions.

Discussion
The primary aim of this study was to explore how women 
perceive the provision of care and emotional support 
they receive in an EPAU, following a first trimester miscar-
riage, using a qualitative research approach. EPAUs were 
introduced to provide a dedicated healthcare service to 
women experiencing complications with early pregnan-
cies, in a timely and efficient manner. However, evidence 
to support whether care has been improved following the 
implementation of these services is still limited28 and it 
has been suggested that future studies should focus on 
what kind of early pregnancy care women would prefer to 
receive.19 In this study, key themes emerged supporting 

the need for enhanced patient-centred care in the EPAU, 
as well as an unanticipated pattern or trend in the data 
indicating a need to enhance the provision of care for 
women with early pregnancy complications within and 
beyond the scope of the EPAU.

IPA is useful for helping expose the complexity of 
women’s accounts through the various stages of their 
miscarriage experience and between women’s accounts.26 
In the early phases, women mostly wanted a degree of 
hope and reassurance that they were not miscarrying, 
when they first presented to their GP or midwife. This 
is not an uncommon finding, and women will routinely 
search online forums, searching for news of positive preg-
nancy outcomes from women who are willing to share 
their experiential accounts, having experienced similar 
situations.29 Additionally, women in this study spoke of 
needing this hope and reassurance to be balanced with 
honesty and realism, which can be an extremely difficult 
expectation to meet within the context of potential life 
and death discussions.30 Women needed to know what 
would happen if they did miscarry and how they should 
manage this, and they needed to know what would happen 
to them on their first visit to the EPAU. While there is a 
considerable body of evidence encouraging healthcare 
professionals to share information and support under-
standing,29 31 32 women in this study criticised their GPs 
for either being insensitive or for not providing adequate 
information.

This was significant because it is common practice for 
GPs and midwives to refer women to an EPAU following 
an initial clinical assessment. If a woman has not expe-
rienced a prior miscarriage, her knowledge of an EPAU 
service is going to be limited. National Institute for Health 
and Care  Excellence (NICE) guidelines28 recommend 
that women should be seen within 24 hours of referral 
to the EPAU. While this practice might be achieved in 
EPAUs where they operate a 24 hours service 7 days per 
week, some EPAUs do not follow this model and operate a 
more limited 09:00–17:00 service, Monday to Friday. It is,  
therefore, inevitable that some women will then have to 
wait for an appointment. In this study, some women had 
to wait 4 days for their appointment. Yet, evidence from 
this study and others indicates that waiting is difficult to 
endure and is associated with increased levels of anxiety, 
stress and uncertainty about the viability of one’s preg-
nancy.33 This is particularly exacerbated when a woman’s 
knowledge of miscarriage is limited and they do  not 
know what to expect should they miscarry10 11 prior to 
their EPAU appointment. As evidenced in other studies, 
women mostly expect that their pregnancies will continue 
smoothly, maybe because of technological advances in 
medicine and few women consider the potential risk for 
miscarriage.34

Consistent with other studies,35 once a diagnosis of 
miscarriage was confirmed, this was an emotionally 
burdensome time for women and their partners as they 
processed, adapted and responded to the informa-
tion. Some women reported experiencing difficult and 

Box 6  Moving on

►► “So immediately you are like ok let’s get going again but at that 
point that’s the only thing that you feel is going to fix it.” (Jayne)

►► “… you go from having closure and being relieved and then having 
a bad day and then a good day [cries]. It’s just frustrating because 
I had hoped after the procedure that I would just feel better …. It’s 
a slower process to recover than I probably thought it would be.” 
(Sally)

►► “I think even if it’s a couple of days, it doesn’t have to be straight 
away, when the shock has worn off to some extent and you have 
started to process what has happened, a quick phone call to me to 
say how are you … it would make a huge difference.” (Sue)
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emotionally challenging encounters with staff who failed 
to show them compassion and sensitivity and made them 
feel as though they were one of many women passing 
through the EPAU clinic in any one day. Fundamentally, 
we found that women were reluctant to complain openly 
to clinical staff, though the reasons for this are unclear. It 
is possible that they did not have the emotional resilience 
to challenge or question their care while undergoing a 
miscarriage. However, a socioecological model of resil-
ience from a social and cultural context might influence 
their ability to cope, and similarly influence the ability of 
those providing care to support them.36 However, these 
experiences were not forgotten and added to the women’s 
level of distress, potentially constituting a barrier to their 
recovery. Criticism towards healthcare professionals for 
being insensitive, failing to show empathy and using triv-
ialised comments within the context of threatened and 
actual miscarriage is not a new finding.29 35

Healthcare policy in the UK emphasises the importance 
of empowering patients to make informed decisions37 38 
and yet, patients are routinely dissatisfied with the level of 
information they receive.10 39 In this study, women spoke 
of their partners and themselves routinely searching 
the internet for information to help them understand 
what was happening to them and to understand how 
the miscarriage may be managed. For some women in 
particular, the need for more graphic, detailed informa-
tion intensified as they prepared for the possibility of a 
natural miscarriage. They wanted to know how much 
bleeding they were likely in incur, how much pain they 
were likely to experience and what steps they could take 
to make themselves more comfortable. Several women 
complained that their nurses were reticent to give them 
detailed information because everyone experienced 
miscarriage differently. Overwhelmingly, the need for 
explicit information was required but nurses often failed 
to meet the patient’s information needs. Poor communi-
cation and lack of appropriate and tailored information is 
frequently identified in the literature34 35 between women 
and their healthcare providers. Healthcare professionals 
need to take into account variations in people’s need for 
information at any given time and respond accordingly.29 
It may be important to provide healthcare providers with 
advanced communication skills to ensure that they are 
trained to focus on the individual needs of the patient to 
show empathy, support and understanding and have skills 
and strategies to help them disclose what is often diffi-
cult and sensitive information. This has been undertaken 
in cancer services for a number of years and has proved 
beneficial.40 41

It was apparent from a number of other accounts that 
women perceived a lack of partnership between them-
selves and the nurses working in the EPAU in regards to 
facilitating a shared decision-making approach. Despite 
being given information to consider their options, at least 
5 out of the 10 women spoke of feeling disempowered to 
make decisions. Yet, shared decision-making is considered 
to be the ideal model in healthcare practice to ensure 

that patients’ perspectives and contribution to the deci-
sion have been considered and responded too accordingly 
and is often associated with improved patient outcomes 
and satisfaction with their care.42 In this study, some 
reports indicate that even when patients are given infor-
mation to explain various treatment or surgical options, 
they are often steered towards a practitioner’s preferred 
option of management and the patient’s preferences are 
discounted.43 44 It is not clear from the evidence generated 
in this study why nurses were so proactive in leading deci-
sions about the clinical management of miscarriage but 
even though we assume that people are more proactive in 
managing their care, these women complied with the deci-
sions being made for them without challenging the nurse. 
However, protocols appeared to be in place determining 
who qualified for which mode of miscarriage management 
depending on the size of the gestational sac and how long 
it took to confirm the miscarriage had occurred.

A number of EPAUs rely on protocols driven by ultra-
sound measurements of gestational sacs and repeat scans 
to diagnose and confirm a miscarriage, but is critical of 
the level of detail provided in the NICE guidelines to help 
advise healthcare professionals about when to repeat 
scans and when to make final decisions about the viability 
of the pregnancy.45 This is an important issue because two 
of the women participating in this study did not under-
stand the relevance of measurements and one described 
feeling ‘dehumanised’ while waiting for repeat scans 
based on measurements alone. Women need to be told 
the relevance of these measurements and the best choice 
of care should not be dependent entirely on what is 
dictated by the clinical protocol but rather on the values, 
needs and preferences of the patient,46 and the perceived 
advantages and disadvantages of the various options avail-
able to them.47

The findings in this study are limited to a small sample 
of women and cannot be considered representative of 
all women; however, the experiential accounts analysed 
demonstrate some convergence in women’s accounts 
which are worthy of further exploration.

Conclusion
Findings from this study raise some important implica-
tions for managing the care of women and their partners 
from the point of seeking initial help from their midwife 
or GP through to the provision of care in the EPAU. 
Individualised care is required to ensure that women 
and their partners do not feel ‘dehumanised’ in a system 
that they do not understand. The provision of individual-
ised care, respect for women’s opinions and appropriate 
clinical information is imperative to those experiencing 
miscarriage. This is important because women respond 
to miscarriage differently. Furthermore, staff need to give 
equal consideration to women’s emotional needs as well 
as their physical needs to help them relieve their level 
of distress which in turn may help their recovery after 
miscarriage.
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Further research needs to focus on the provision of care 
from the point of initial contact with the GP or midwife 
and the transition of care to the EPAU to ensure that a 
streamlined, supportive and continuous care package 
is provided. These should not be considered as distinct 
provisions of care.
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