
Jordan Journal of Pharmaceutical Sciences, Volume 14, No. 1, 2021 

- 95 - © 2021 DSR Publishers/The University of Jordan. All Rights Reserved. 

Received on 26/7/2020 and Accepted for Publication on 
23/11/2020. 

Anxiety and Depression last one Month after Miscarriage at Jordan University Hospital 
 

Asma sa'd Basha1, Insaf  Abu Ghalyon2,  Malab  El-Qudah3,  Yousef  Elyyan4, Mohammed  Obeidat5 

, Zaina  Obeidat6, Haya  Alsalihi7, Ilham  Abu-Khader8 
 

1 Associate Professor; obstetrics and gynecology, The University of Jordan, and Jordan University of Hospital, Current Email: 

bashaasma@yahoo.com 

2 Resident in obstetrics and gynecology, Jordan University Hospital. The University of Jordan. Email: insaf_abughalyon@hotmail.com 

3 Resident in obstetrics and gynecology, Jordan University Hospital. The University of Jordan. Email: malabalqudah@hotmail.com 

4 Resident in obstetrics and gynecology, Jordan University Hospital. The University of Jordan. Email:yousef.elayyan1992@gmail.com 

5 medical student, Faculty of medicine, The University of Jordan. Email: obeidat-100@hotmail.com 

6 Resident in medicine, Jordan University Hospital. Jordan University. The University of Jordan. Email:obeidatzaina@gmail.com 

7 Medical Doctor. hayaradhi@hotmail .com 

8 MPH, Eastern Mediterranean Public Health Network. Email:iabukhader@yahoo.com 
 

  
ABSTRACT 

Background: Miscarriage is associated with moderate to high risk of psychological problems. In Arab countries, 

the percentage of people who seek psychological help is low. The epidemiological mental studies for clinical and 

community samples are not frequently conducted in Jordan. The purpose is to study the rates of anxiety and 

depression one month after miscarriage and compare them to rates immediately after miscarriage. 

Subjects and Methods: A cross-sectional sample of 200 women between June 2018 and December 2019with 

early pregnancy loss up to 13 weeks of gestation was studied. Assessment for the severity of anxiety and depression 

was carried out within 12 hours after miscarriage and one month later, using translated and validated versions of 

the Generalized Anxiety Disorder-7andthe Patients Health Questionnaire 9.  

Results: The mean age of women was 33.1± 6.3years and the age ranged between 19-47 years. The number of 

miscarriages ranged from 1-12 with a mean of 1.9 ± 1.5. Within 12 hours post evacuation; 19.5% of women had 

severe anxiety and 22.5% had moderately severe and severe depressive symptoms. One month later; 5.5% had 

severe anxiety and 7% had moderate to moderately severe depressive symptoms. Severe anxiety was transient in 

about 72% of women and moderate to severe depression was transient in 69%. 

Conclusions: Understanding the type and frequency of emotional reactions to pregnancy loss is important. 

Screening is advised to target appropriate support to those who need, there-by minimizing psychological morbidity 

and its societal cost. Increasing medical staff awareness is needed. 

Keywords: Miscarriage, Anxiety, Depression. 
 

1. INTRODUCTION 

 

Miscarriage is one of the most common complications 

during early pregnancy (1), and its management is 

medically straight forward (2). Women are highly reactive 

to stress in early pregnancy (3). Early pregnancy loss 

(EPL) is usually a shocking and traumatic event for women 

and their families (4). At the time of miscarriage, most 

women experience a period of intense emotional distress 

(5) that leads to symptoms of grief such as sadness, 

yearning, social isolation and guilt(6). EPL is a risk factor 
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for mental illness (7). Its impact on a woman's life can 

erroneously be underestimated (7), as it is a significant 

source of psychiatric morbidity (4). Untreated anxiety after 

EPL is associated with an increased risk of developing 

depression (8), as well as a prior pregnancy loss is a risk 

factor for developing depression and anxiety during future 

pregnancies especially during their first trimester(9). 

Although controversial, the presence of anxiety or 

depression in a new pregnancy constitutes a risk factor for 

perinatal complications (4). 

During the initial weeks following a loss, symptoms of 

grief may be impossible to distinguish from depression, 

and some women may continue to experience depressive 

symptoms for months (5). The psychological impact of 

miscarriage is sometimes overlooked (2). Expression of 

grief and depression may show cultural variations 

(10).Arab cultural traditions; values and beliefs towards 

mental illnesses are different from those of Westerners 

(11). Local studies has shown stigma toward mental illness 

(12-14). The percentage of Arab people who seek 

psychological help is much lower than those in Western 

countries (15). Hence, most studies on the psychological 

impact of miscarriage have been carried out in Western 

countries(10).Epidemiological mental studies for both 

clinical and community samples are not frequently 

conducted in Jordan (12), also there is paucity of studies 

conducted on mental illness stigma and professional 

psychological help-seeking (16). 

Hence, we designed this study to look into the rate of 

anxiety and depression in women attending Jordan 

university Hospital with the diagnosis of EPL immediately 

and one month later. 

We hope this study will attract the attention of health 

providers dealing with these women. 

Subjects and Methods: 

All women admitted to Jordan University Hospital for 

elective termination of previously diagnosed missed 

miscarriage or retained products of pregnancy on the basis 

of ultrasound scan, between June 2018 and December 

2019 were eligible for inclusion in the study. Each woman 

had a structured clinical interview by obstetrics’ residents 

within 12 hours after evacuation and before discharge. 

Those ladies were told that they will receive another phone 

call from the same residents one month later. They were 

asked the same questions to fill the same questionnaires. 

An informed consent was obtained from all participants; 

they were informed that their participation is voluntary, 

and that they are free to withdraw anytime during the 

interview. Women who declined to participate in the study, 

women who were discharged before the residents were 

able to interview them, those with multiple gestation and 

those with miscarriages where fetal measurements were 

more than 13 weeks by crown rump length were excluded 

from the study (they were 604 women).We had 100% 

response rate to the survey phone calls. Hospital records 

were reviewed to confirm the histopathology of the 

outcome. A structured clinical interview was conducted by 

an obstetrical resident using the translated and validated 

version of the Generalized Anxiety Disorder -7(GAD 7), 

to evaluate anxiety state and we use Patient Health 

questionnaire (PHQ 9) for depression evaluation. 

Respondents were asked to provide information for their 

age and obstetrical history. They were asked to rate the 

frequency of anxiety symptoms after evacuation, on a 

Likert scale which ranges from 0-3. Each item is scored 

from 0 -3. The 0 is (not at all sure), 1 for (several days), 2 

(more than half the days), 3 (nearly every day). The total 

scores ranged from 0 (no anxiety symptoms) to 21 (all 

symptoms occurring daily). A total score of 0-4 represents 

minimal or no symptoms of anxiety, 5-9 mild, 10-14 

moderate and 15-21 severe. 

For depression symptoms using PHQ-9 questionnaire; 

there are 9 items for assessment. Each item is scored from 

0 (not at all), to 3 (nearly every day). A total score from 0-

4 represents the absence or minimal level of depression, 5-

9 mild, 10-14moderate, 15-19 moderately severe and 20-

27 for severe depressive symptoms. Both questionnaires 

were completed during the interview with these women.  
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The study was approved by the Ethics Committee for 

Medical Research at the Jordan University Hospital and the 

University of Jordan. Data were analyzed using SPSS 23. We 

obtained the frequency and percentage of women suffering 

from mild, moderate and severe anxiety and depression. 

We obtained the frequency and percentage of women 

suffering from mild, moderate and severe anxiety and 

depression immediately after miscarriage and one month later.  

Results: A total of 200women were interviewed; their 

characteristics were as follows: their mean age was33.1 ± 

6.3years, ranged from (19–47) years. Number of miscarriages 

ranged from (1-12) with a mean of 1.9 ±1.5; their parity 

ranged from (0-7) with a mean of 2.3±1.5. Table 1 

 

Table 1.Maternal characteristics of women with miscarriage included in the study, Jordan University Hospital, 2020 

Maternal characteristics 

Women with 

miscarriage 

n= 200 

Women with ≥ 

miscarriages 

n= 92 

Women with no previous 

childbirth 

n= 27 

Age years (mean) 33.1±6.3 34.2± 6.4 29.0±97 

Age range (years) 19-47 19-45 19-47 

Parity (mean) 2.3 ± 1.5 2.8±1.5 0 

Parity range     0-7 0-7 0.0 

Number of miscarriages (mean) 2.3±1.5 3.0±1.5 1.6±1.0 

Miscarriage range 1-12 2-12 1-4 

 

Our results for anxiety immediately post evacuation 

showed the following: 62(31.0%) of women had no or 

minimal symptoms, 65(32.5%) had mild symptoms, 

34(17.0%) had moderate symptoms and 39(19.5%) had 

severe symptoms.Graph1 

Our results for anxiety one-month post evacuation showed 

that: 137 (68.5%) of women had no or minimal symptoms, 33 

(16.5%) had mild symptoms, 19 (9.5%) had moderate 

symptoms and 11 (5.5%) had severe symptoms. Graph 1 

 

Graph 1 
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Regarding depression soon after miscarriage for the 

total group, there was 62 (31.0%) women with no or 

minimal symptoms, 58 (29.0%) with mild symptoms, 

35(17.5%) had moderate symptoms, 26(13.0%) had 

moderately severe symptoms, and 19 (9.5%) had severe 

symptoms. Graph 2, compared to one month later, where 

132 (66.0%) showed minimal or no symptoms at all, 35 

(17.5%) had mild symptoms, 19 (9.5%) had moderate 

symptoms, 14 (7.0%) suffer moderately severe depression 

and no women had severe symptoms. Graph 2 

 

Graph 2 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

For women with no previous children, 10(37%) had 

moderate to severe anxiety soon after miscarriage, and 5 

(18.5%) stay significantly anxious one month later, 

compared to 13 (8.1%) who had moderate to severe 

depressive symptoms soon after EPL and 4(14.8%) still 

with symptoms one month later. 

For women with recurrent miscarriages, we found that 33 

(35.8%) of them had moderate to severe anxiety, and 37 

(40.3%) had moderate to severe depression soon after EPL. 

However, one month later 12(13%) suffered from moderate 

to severe anxiety and 15(16.3%) had moderate to severe 

depressive. 

Discussion: 

Miscarriage usually induces an intense period of 

emotional distress. This reaction tends to improve over the 

following several months, but some residual psychological 

concerns remain(1), as some  will develop clinically 

significant anxiety or depression (1,2).There are many 

studies that focused on anxiety and depression in women 

soon after EPL and for different periods that follow which 

ranges from weeks to several months.  

Lok IH et al in his longitudinal observational study, 

showed that  (55%) of the miscarrying women scored high 

immediately after miscarriage on General Health 

Questionnaire, and 26.8% of the patients scored high on the 

Beck Depression Inventory (14). However, Prettyman et al, 

reported clinically important levels of anxiety (41 %) and 

depression (22 % in the first week following miscarriage (17). 

Broen et al in their longitudinal study also showed that 10 

days after the event, 47.5% of the women who had a 

miscarriage, had high Impact of Event Scale scores (18). 

In another prospective study by Engelhard IM et al, 

25% of the women with miscarriages met the criteria for 

post-traumatic stress disorder at 1 month (19). Jessica 

Farren et al found at 1 month screen, 32% of women in the 

EPL group met criteria for moderate-to-severe anxiety, 
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and the prevalence of moderate and severe depression 

symptoms 16% (16).Geller et al stated that miscarrying 

women are at increased risk for anxiety symptoms 

immediately following miscarriage and this continues until 

approximately 4 months post-loss (20). 

 Cumming GP et al found that 28.3% of women had 

scored at or above the clinical threshold  for anxiety and 

10% for depression in his prospective study, at  1, 6, and 

13 months after miscarriage (5). 

Mutiso SK in across-sectional study for depression, 

found the prevalence of positive depression screen, 34.1% 

two weeks after a miscarriage (21); however Klier CM et 

al   found these women with significantly increased risk 

for minor depressive episodes, and majority of these 

symptoms developed within the first month after 

miscarrying (22). 

Other studies showed the prevalence of depression 

reduces with time; 26.8 % of patients scored high on the 

Beck Depression immediately after miscarriage which 

reduced to 18.4 % at 3 months, 16.4 % at 6 months, and 

9.3 % at 1 year after miscarriage (3, 23). In general, anxiety 

is more marked than depression (24, 25) 

In our study, 73 (36.5%) women met the criteria for moderate 

to severe anxiety, and 80 (53%) of them had moderate to severe 

depressive symptoms soon after miscarriage, in comparison with 

30(15%) of women for moderate to severe anxiety, and 23 

(16.5%) of them for moderate to moderately -severe depressive 

symptoms one month later. 

In our study, we noticed that most of women who stay 

anxious and depressed one month later   were nulliparas, 

had recurrent losses, infertile, or and primigravida with 

advanced maternal age. Several factors have been 

identified that can predict which women may experience 

greater emotional distress, such as one prior miscarriage or 

recurrent miscarriages, and those with no living children 

(2, 7, 15, 26).In our study, we noticed that most of women 

who stay anxious and depressed one month later   were 

nulliparas, those with recurrent losses, infertility and 

advanced maternal age with IVF. 

Mental health care is not integrated within the primary 

health care system in Jordan (11). Effective screening 

measures of psychological morbidity in the context of 

miscarriage have not been established. In 2003, The Scottish 

Audit of the Management of Early Pregnancy Loss 

highlighted the need to train healthcare professionals in the 

identification and management of the emotional and 

psychological impact of early pregnancy loss (27). The ability 

of healthcare professionals to detect those most at risk of 

psychopathology following miscarriage would be greatly 

enhanced by the availability of a brief screening instrument to 

be used in a clinical setting by non-mental health 

professionals (5).Failure to identify those women in need may 

leave them vulnerable to worsening symptomatology and 

significant psychosocial impairment (5)..Screening for 

depression and anxiety (1), and initiating counseling within 

one week of miscarriage is advised (2), as part of routine care 

especially when symptoms and signs are present. The primary 

health care team and hospital staff need to take this into 

consideration when organizing follow up for women who 

have had a miscarriage (24). 

We hope this study will attract the attention of different 

medical fields dealing with these women, paving the way 

for mental status screening after miscarriage and to be 

followed by proper intervention. 

Conclusion: 

Understanding the type and frequency of emotional 

reactions to pregnancy loss is important. Although anxiety 

and moderate to severe depression were transient in the 

majority of women (72% and 69%, respectively); still a 

significant proportion of women will continue to suffer for 

one month or probably more. Therefore, screening is 

advised to target appropriate support to those who are in 

need, there-by minimizing psychological morbidity and its 

societal cost. Increasing medical staff awareness is needed.   
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 القلȖ والاكʭʯاب ʙʸʯʴǻ حʯى شهǺ ʙعʗ الإجهاض في مʵʯʴفى الʱامعة الأردنॻة

 
  ، 5مʗʸʲ عʗʻʮات، 4یʦسف علॻان، 3ملاب القʷاة، 2انʶاف ابʦغلʦʻن ، 1أسʸاء سعǺ ʗاشا

 8الهام ابʦ خʙʷا، ॻʀ7ا الʶالʲي، 6زȂʹة عʗʻʮات

  
  bashaasma@yahoo.com أمʛاض الʶʻاء والʨʱلʙʽ. (الʳامعة الأردنॽة و مʷʱʶفى الʳامعة الاردنॽة).اسʱاذ مʷارك؛  .1

  ʖʽʰʡinsaf_abughalyon@hotmail.com مʦॽʁ في أمʛاض الʶʻاء والʨʱلʙʽ, الʳامعة الاردنॽة و مʷʱʶفى الʳامعة الاردنॽة. .2
3. ʽʰʡʙʽلʨʱاء والʶʻاض الʛفي أم ʦॽʁم ʖ،  .ةॽامعة الاردنʳفى الʷʱʶة و مॽامعة الاردنʳالmalabalqudah@hotmail.com   

4. ʽʰʡʙʽلʨʱاء والʶʻاض الʛفي أم ʦॽʁم ʖ،  .ةॽامعة الاردنʳفى الʷʱʶة و مॽامعة الاردنʳالyousef.elayyan1992@gmail.com  
  ʡ : obeidat‐100@hotmail.comالʖʡ ʖ ، ؗلॽة الʖʢ ، الʳامعة الاردنॽة. الاʽʺǽل الʴالي: .5

   obeidatzaina@gmail.comالʳامعة الاردنॽة و مʷʱʶفى الʳامعة الاردنॽة. ،ʖʽʰʡ مʦॽʁ في أمʛاض الॼاॽʻʡة .6
  ʖʽʰʡhayaradhi@hotmail.com عام.  .7

  iabukhader@yahoo.comماجʛʽʱʶ صʴة عامة، الȞॼʷة الʛʷق اوسॽʢة للʴʸة الʺॽɻʺʱʳة.  .8

ʝـʳمل  
الʙول العॽȃʛة نॼʶة الأشʵاص الʚیʢǽ ʧلʨʰن . في الʻفॽʶة الʺʷاكل مʧ مʛتفع إلىیʛتȌॼ الإجهاض ʛʢʵǼ مʨʱسȌ  :الʳلॻɽة

الʺʶاعʙة الʻفॽʶة مʵʻفʹة. لا یʦʱ إجʛاء الʙراسات الʻفॽʶة الȃʨائॽة للعʻʽات الȄʛȄʛʶة والʺॽɻʺʱʳة ȞʷǼل مʛؔʱر في الأردن. 
  جهاض.هʨ دراسة معʙلات القلȘ والاكʯʱاب Ǽعʙ شهʛ مʧ الإجهاض ومقارنʱها مع الʺعʙلات الʺقابلة مॼاشʛة Ǽعʙ الإ هʙف:ال

 ʧضة مʛعʱʶة مʻʽدراسة ع ʗʺة: تॽʳهʻʺى  200الʱح ʛȞॼʺل الʺʴان الʙأة مع فقʛاء  13امʶʻع الʨʢت ʦل. تʺʴال ʧعًا مʨʰأس
 ʨʽنʨی ʧʽ2018ب  ʛʰʺʶǽن 2019ودʨʹاب في غʯʱوالاك Șة القلʙʷل ʦॽʽاء تقʛإج ʦ12. ت  ʛشه ʙعȃالإجهاض و ʙعǼ ساعة

  .9واسॽʰʱان صʴة الʺʛضى  7-مʧ اضʛʢاب القلȘ العام  واحǼ ، ʙاسʙʵʱام نʶخ مʛʱجʺة ومʸادق علʽها
تʛاوح عʙد . سʻة 47-19 سʻة، وتʛاوحʗ بʧʽ 6،3 ±   33،1الʺʛأة الʺʨʺʷلة في هʚه الʙراسة عʺʛ ؗان مʨʱسȌ :الʹʯائج

ʧ12 إلى 1 حالات الإجهاض م  ȌسʨʱʺǼ1،9  ±1،5ةʛاشॼالإجهاض م ʙعȃن ( ، وʨʹساعة 12 وفي غ(Ȑʙ19،5، ؗان ل ٪
 ʧوم ʙیʙش Șاء قلʶʻة وحادة٪  22،5الʙیʙاب شʯʱاض اكʛواح ، ؗان. أع ʛشه ʙعǼ 5،5  ٪ Șا لقل ʧن مʨعانǽ اءʶʻال ʧم

مʧ ٪  72 وॼɻȃارة أخȐʛ ؗان القلȘ عابʛًا في حʨالي  .لʙیهʦ أعʛاض اكʯʱابॽة معʙʱلة إلى معʙʱلة الʙʷة٪  7 الʙʷیʙ و
Ȍسʨʱʺاب الʯʱان  الاك   .مʧ الʶʻاء٪  69 ا فيإلى الʙʷیʙ عابʛً  الʶʻاء، وؗ

یʸʻُح Ǽالفʛز لاسʱهʙاف الʙعʦ الʺʻاسʖ لأولʥʯ . مʧ الʺهʦ فهʦ نʨع وتʨاتʛ ردود الفعل العاॽɿʡة لفقʙان الʴʺل :الاسʯʹʯاجات
هʻاك حاجة لȄʜادة وعي الʢاقʦ الʰʢي للʙʴ مʧ معاناة . الʚیʱʴǽ ʧاجʨن للʱقلʽل مʧ الʺʛاضة الʻفॽʶة وتؔلفʱها الʺॽɻʺʱʳة

ʙعǼ اءʶʻالإجهاض ال.  
 .الإجهاض، القلȘ، الاكʯʱاب الؒلʸات الʗالة:

 
____________________________________________  

ʘʴॼلام الʱخ اسȄله 26/7/2020 تارʨʰخ قȄوتار  ʛʷʻ23/11/2020لل.  


