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Women's experiences of general practitioner
management of miscarriage

TREVOR FRIEDMAN

SUMMARY A study of 67 women one month after miscar-
riage identified significant levels of dissatisfaction with their
medical care. There are particular problems in managing
miscarriage which is very distressing for many women but
a common clinical presentation for doctors. The reasons for
women's dissatisfaction with their management are explain-
ed. Greater understanding of the experience of miscarriage
should lead to better management and suggestions are made
for better care for this common distressing experience.

Introduction
S PONTANEOUS abortion is common, occurring in about one

pregnancy in five. There have been few studies of the
psychological consequences but evidence suggests that many
women experience intense emotional distress after miscar-
riage. 1-6 General practice management of threatened miscar-
riage shows considerable vairation.7 This paper reports on
women's experiences of the general practitioner's management
of their miscarriage and offers guidelines for better management.

Method

The subjects were a consecutive series of women who had been
admitted to hospital in Oxford for complete or threatened abor-
tion, and who were treated by evacuation of the uterus. Shortly
before discharge from hospital the women were seen by a research
psychiatrist (T.F.) who told them about the study and its pur-
pose. A few days later the women received a letter offering an
appointment for interview four weeks after leaving hospital.

Interviews were held mainly at the women's local health cen-
tre, and in some cases at a local hospital. The interview began
with a semistructured enquiry about previous medical, obstetric
and psychiatric history; the circumstances of the spontaneous
abortion; and the medical care and information received. The
interview went on to cover events while in hospital and after
discharge.
The interviewer assessed the patient's mental state using the

present state examination,8 which relates to the patient's symp-
toms during the month before the interview. A computer pro-
gramme, Catego, determines the likelihood of a patient having
sufficient symptomatology to achieve psychiatric 'caseness'
Assessments of depression, personality, marital satisfaction and
social adjustment were also completed, and the results of these
are reported elsewhere.9

Results

Characteristics of the sample
Of 80 women approached 67 (8407) attended for interview. The
13 who refused were similar to the attenders in social class and
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obstetric history; however, 38%o of them were single compared
with 13 o of the 67 attenders.
The mean age of the interviewed women was 29 years (range

17-42) and of their partners 32 years (range 21-50). In social
class, the women resembled women of comparable age from the
general population of Oxfordshire. Sixty one of the women
(9107) had their spontaneous abortions in the first trimester of
pregnancy, and the remaining six (907.) early in the second
trimester.
Among the 67 interviewed women, 690o had no history of

previous spontaneous abortion; half of this sub-group (23
women) were childless. Among the 21 women who had a history
of previous spontaneous abortion, 15 reported one previous
miscarriage, three reported two, two reported four and one
reported five. Six of these 21 women had no children. In the
full sample of 67 women, 19%o gave histories of therapeutic
abortions.

Experiences of miscarriage
The most common initial sign that there was a problem with
the pregnancy was vaginal bleeding (810o of women). The other
first indications were pain (120o) and losing the feeling of be-
ing pregnant (3%7o). Three women (4.50o) discovered their
pregnancy had not progressed when they attended a routine
antenatal clinic.
The majority of women (880o) had consulted their general

practitioner, while the remainder (120o) were admitted to hospital
without consultation. The length of time from the woman first
recognizing a problem to seeing her general practitioner varied,
although those with severe bleeding and pain generally consulted
earlier. Fifty four per cent of women had been seen by their
general practitioner within two hours; 190o between two and
12 hours; 100o between 13 and 24 hours; 150o between one and
seven days; and one woman waited 11 days.
The women were also asked about the length of time from

the first signs of a problem until they had their operation. This
is the period of uncertainty when it is not known whether the
pregnancy will be lost. TWo women (30o) had their operation
within six hours; seven (1007) between seven and 24 hours; 21
(310o) between one and three days; 11 (1607) between four and
seven days; 15 (2207o) between one and two weeks and 11 (1607)
more than two weeks after first noticing a problem with their
pregnancy.
Many women found this period of waiting particularly

distressing owing to the uncertainty about the outcome of their
pregnancy. They felt powerless to influence the likelihood of
miscarriage because bedrest was often the only advice given by
the general practitioner and this carried little conviction. Com-
plete rest was difficult for the women over a prolonged period
of time and this led to feelings of guilt and responsibility when
the inevitable miscarriage occurred. Some women, paradoxically,
hoped they would miscarry as this would at least put to an end
the prolonged period of uncertainty.

Attitudes to treatmentfrom the generalpractitioner before
admission
The women were asked about their attitudes to the care they
received from their general practitioner and the amount of in-
formation that they were given prior to admission (Table 1).

Journal of the Royal Coflege of Genenl Prctitioners, November 1989456



T. Friedman Original papers

Although most women were at least moderately satisfied with
the care and information they received from their general prac-
titioner the results indicate appreciable levels of dissatisfaction;
26% were fairly or very dissatisfied with the care they received
and 35% were fairly or very dissatisfied with the information
they received. The women often felt this was due to different
perceptions of the seriousness and importance of the threaten-
ed abortion between themselves and the general practitioner. The
women felt that their condition was not treated as an emergency
or that they were not visited at home frequently enough. They
found it helpful when it was explained to them that medical in-
tervention had little to offer in increasing the chances of saving
their pregnancy. The women were helped by general practitioners
who discussed their distress and grief with them and they were
generally angry to be told that it was only an early pregnancy
and that they could try again.

Attitudes to treatment in hospital
The women were asked about their attitudes to their treatment
in hospital (Table 2). Again the majority of women were at least
moderately satisfied with their short time in hospital, although
they had some problems in common. The women were often
admitted at unsocial hours and, as with their general practitioner,
many felt they were a routine case for the junior staff whereas
they themselves were undergoing a major trauma. They also com-
plained that their husbands were sometimes not involved in the
consultations with the junior doctors. The women had to wait
until the end of routine operating lists to have the operation for
the evacuation of remaining products of conception and they
were rarely seen by the consultant. The women's main dissatisfac-
tion concerned the information and advice which they received
on discharge from hospital; sometimes the dissatisfaction was
about lack of information about possible complications such
as continued bleeding but it was mostly due to conflicting ad-
vice on future plans for pregnancy and how long to wait before
trying to conceive.

Table 1. Womens' satisfaction with treatment from the general
practitioner.

Number (%) of women

Information
Care from GP from GP

(n = 62) (n = 62)

Very satisfied 24 (39) 16 (26)
Fairly satisfied 12 (19) 15 (24)
Moderately satisfied 10 (16) 9 (15)
Fairly dissatisfied 8 (13) 15 (24)
Very dissatisfied 8 (13) 7 (11)

Table 2. Womens' satisfaction with treatment in hospital.

Number (%) of women (n=67)

Pre- Pre- Post- Post-
operative operative operative operative

care information care information

Very satisfied 24 (36) 22 (33) 22 (33) 15 (22)
Fairly satisfied 22 (33) 16 (24) 23 (34) 16 (24)
Moderately

satisfied 10 (15) 14 (21) 13 (20) 12 (18)
Fairly dissatisfied 6 (9) 8 (12) 6 (9) 19 (28)
Very dissatisfied 5 (7) 7 (10) 3 (4) 5 (7)

Attitudes to contact with the general practitioner after
discharge
Although there was no routine follow up, in the four weeks after
discharge from hospital 46 (69%) of the women consulted their
general practitioner. A quarter of these women felt their consul-
tation was for emotional distress, as shown by low mood, anxiety
and difficulty in sleeping. The majority of women hoped that
the consultation would help explain the reason for their miscar-
riage and that there would be an explanatory report from the
hospital and they were disappointed when this was not the case.

Psychiatric morbidity
The present state examination revealed that four weeks after their
miscarriage 32 patients (4807) in this sample were classified as
having depressive illness. This rate is about four times higher
than that found in the general population.'0 Although a
number of associations with caseness were found,9 there was
no association between psychiatric morbidity and increased levels
of dissatisfaction with care and information, either from their
general practitioner or from the hospital. This implies that other
factors are more important in causing distress in these women
and that the women's recollections were not unduly influenced
by their current emotional state.

Discussion
The main conclusion from this study was that many women who
had had a miscarriage were dissatisfied with the care they receiv-
ed. The major reason for this dissatisfaction with both the
general practitioners and the hospital doctors appeared to be
the mismatch between the patients' and the doctors' perceptions
of patients' needs.
The doctor may view miscarriage as a common clinical pro-

blem. He or she has little to offer in terms of treatment and
may advise bed rest, despite the knowledge that there is no good
evidence of benefit. In most cases it seems that the outcome
is inevitable and that bleeding in early pregnancy will progress
to miscarriage in about half of the cases while in the others the
pregnancy will proceed.
The woman and her partner may view miscarriage quite dif-

ferently from the doctor. For many women the moment that they
are aware of their pregnancy they feel that they have a baby in-
side them. Emotionally the experience of early miscarriage may
be as distressing as that of late miscarriage or a stillbirth but
it is not recognized as such and is therefore a more unshared
problem than the other two losses.
The loss or prospect of losing a baby may also be the first

major loss in a woman's life. If she is vulnerable to the develop-
ment of depressive illness then this major life event may be the
precipitating factor. The seriousness of miscarriage to women
helps to explain their dissatisfaction when they think doctors
are not treating their condition with the importance they feel
it deserves. Those women who were told that there was no treat-
ment for their bleeding seemed content with this if it was careful-
ly explained. It seems that total bed rest is extremely difficult
to achieve and in some cases it is deleterious because it makes
the woman feel responsible for the outcome of her pregnancy.
If the woman becomes aware of her continued bleeding when
she gets out of bed this may only serve to make her feel guilty
when she eventually miscarries.
Nowadays it tends to be assumed that modern medicine can

treat most problems; patients often find it difficult to accept
that medical management has little to offer. In the case of
miscarriage this may explain some of the dissatisfaction women
have with their medical management, but it accentuates the need
for explanation.
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The hospital management of these women is also problematic.
They are admitted as 'emergency' cases but are of low priority
in terms of medical management. The junior doctors see many
miscarriages, so that these women often become routine cases
which have to be fitted in at the end of operating lists. The short
time the women spend in hospital means that they are often not
seen by the consultant in charge of their care and the brevity
of their stay makes it difficult for the nursing staff to form a
relationship with them. Unlike those experiencing later miscar-
riage, these women do not receive a routine 'six-week check'.
Their care falls largely on the primary health care team.
What can be done to help women who have had a miscar-

riage? Sympathetic handling by the general practitioner would
probably be helpful, and in particular more information to the
women about miscarriage when they present with bleeding. Ad-
vice about bed rest should be based on evidence of benefit rather
than the need to offer some intervention. It seems that it is
helpful to admit honestly that there is little treatment available,
and it is important to understand that miscarriage is a very
distressing event.

After discharge from hospital, women again need informa-
tion about the risks of future pregnancies and how long to wait
before trying to conceive. The length of this period depends on
when the couple feels psychologically ready to try for another
baby. Women are not normally helped by being told 'You can
always get pregnant again' as the majority of women know this;
their concern is that if they get pregnant again they will suffer
another miscarriage.

Counselling would be helpful in enabling women to come to
terms with their experience of loss and this might best be car-
ried out by the health visitor or general practitioner. This
counselling would centre on listening, explanation and advice.
Listening would allow the woman to express her feelings and
worries about the experience of miscarriage. Explanation could
deal with the nature and causes of miscarriage and the
psychological response. Advice could deal with ways of coping
with the stress, and with practical guidance on future
pregnancies.
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RCGP DRUG MISUSE
Courses STUDY DAY
and
Conferences The Clinical and Research Division of

the College, in association with
ADFAM National, is hosting a study
day on drug misuse on Wednesday 6
December 1989. ADFAM is a national
advice, information and training
resource for people and projects

working with the families of drug users.

There will be presentations, on an individual and panel basis,
and group workshops on the day, with the aim of presenting
information from a variety of different points of view. Ample
provision for discussion will be made. Representatives from
a drug dependency unit, residential rehabilitation centre,
ADFAM, and a street agency will address the audience, which
is designed to consist of GPs, members of the primary health
care team, drug counsellors, and members of appropriate
voluntary organizations.

The fee for the study day is £50. Provisional approval under
Section 63 has been granted.

If you would like an application form, then please contact:

Projects Office
Royal College of General Practitioners
14 Princes Gate
Hyde Park
London SW7 1PU
Tel: 01-823 9703 (direct line for courses)

RCGP
Information LIBRARY SERVICES
Resources The Information Resources Centre

offers the following services to
Centre Fellows, Members and Associates.

Enquiry Service (Ext 230 or 220)
Using the resources of a unique
collection of general practice
literature and our own computerized
database (GPLIT) we can provide

information on all aspects of general practice except legal and
financial matters.

Online Search Service (Ext 254)
Using commercially available databases such as Medline, we
can provide tailormade bibliographies on all aspects of the
Biomedical Sciences.

Photocopy and Loans Service (Ext 244)
Based on our periodical holdings we can supply photocopies
of journal articles or obtain copies via the inter-library loans
service. We also loan all College publications except
information folders.

If you require any information or literature on general practice,
we would be pleased to help. RCGP, 14 Princes Gate, London
SW7 1PU. Telephone: 01-581 3232.
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