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ABSTRACT
This article propose a review of the most important medical and psychological aspects regarding pregnancy after miscar-
riage. We highlighted the results of studies that reflect the importance of psychological implications and emotional care.
This paper is a review based on information from the literature. The analysis was limited to articles and guides in English 
published between January 1, 2010 and June 1, 2021 on PubMed, ScienceDirect and Google Scholar using the following 
keywords: miscarriage, pregnancy after miscarriage, psychological counseling, psychological interventions.
In this review we discuss the medical and psychological characteristics of this research area. We focus on the emotional 
aspects involved, the emotional and mental states that appear and the ways to deal with this difficulty in life. Psychother-
apy, psychological counseling and care practices influences the wellbeing of women and represents a real support in 
mental recovery after miscarriange.
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INTRODUCTION

Abortion and emotional complications from this 
event can damage a woman’s psychological health. 
Spontaneous abortion is one of the most common 
complications during pregnancy and leads to great 
suffering for both women and the couple. When re-
peated pregnancy loss (RPL), doctors say it is a clin-
ical disorder that can have multiple causes.

Emotional symptoms that occur after a miscar-
riage include depression, anxiety and pain. The ad-
vanced age of the woman, the fact that she does not 
yet have a biological child, the reduced social sup-
port and the previous pregnancy losses can be trig-
gering factors for depression and clinical anxiety.

Studies have highlighted the abortifacient risks 
of high stress on the hypothalamic-pituitary-adre-
nal axis, especially in early pregnancy [1]. Evidence 
of the psycho-neuro-immunological causes behind 
RPL suggests that emotional distress, guilt, and neg-

ative psychological states contribute to changes in 
cortisol, NK cell activity, CD3 +, CD8 +, CD56 +, T 
cells, Th1 and Th2 helper cells, and uterine receptiv-
ity. progesterone-induced blockade, thus diminish-
ing the viability of pregnancy [2-4].

Social isolation after losing a pregnancy increas-
es women’s vulnerability to developing depression 
[5]. Depression is significantly associated with neg-
ative life changes, such as the deterioration of the 
couple’s relationship due to poorly perceived mutu-
al support [6] and can turn into a major depressive 
disorder [7]. To the same extent, women may devel-
op anxiety disorders following the loss of a preg-
nancy [8].

Studies show that these emotional disorders 
have led to the use of medical services and the need 
to consult specialists more frequently in these wom-
en, compared to women without pregnancy loss [9].

Also, the loss of a pregnancy is accompanied by 
pain, extremely complex compared to the emotion-
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al reaction that does not involve mourning. Persis-
tence of pain for more than six months can lead to 
intense separation distress [10]. Patients who go 
through a miscarriage are recommended psychoso-
cial interventions, which aim to optimize psycho-
logical and emotional well-being, biological func-
tioning [11], but also the development of adaptive 
resources to cope with grief.

Women who lose pregnancy or recurrent preg-
nancies manifest the need for emotional support, 
psychological assistance in ventilation, pain and 
loss processing, to facilitate acceptance [12]. Studies 
[13], but also the ESHRE [14] recommendations em-
phasize the need for women, but also for the couple 
as a whole, for public health specialists to look at 
their loss with more sensitivity and empathy. Pa-
tients also want access to health care that takes a 
couple-centered approach and includes earlier ac-
cess to testing and treatment, the provision of infor-
mation and psychological and supportive care.

PREGNANCY AFTER MISCARRIAGE

Miscarriage is the most common adverse out-
come of pregnancy, with approximately 17% of clin-
ically recognized pregnancies ending in loss [15].

Women who experience a miscarriage want to 
know what to do to prevent a future miscarriage. 
Also, they seek the advice of health care providers 
on how long couples should wait before trying 
again to conceive.

The World Health Organization (WHO) [16] is 
the only advisory body that puts it formal notes, but 
note that their recommendation to wait at least six 
months is limited, as they are based on a single 
cross-sectional study that did not differentiate be-
tween induced and spontaneous abortions.

Many doctors recommend that you wait at least 
3 months after a miscarriage to reduce the chances 
of another miscarriage.

As the age of first pregnancy increases in devel-
oped countries, recommendations for postponing 
future pregnancies should be balanced with the 
risk associated with increasing maternal age.

In many situations miscarriage is a one-time oc-
currence and women who miscarry go on to have 
healthy pregnancies after. After one miscarriage the 
average risk of a future miscarriage is 20% and after 
two consecutive miscarriages the risk increases to 
about 28%, and after three or more consecutive mis-
carriages the risk of another miscarriage is 43%.

Pregnancy after miscarriage can be very diffi-
cult because women are still feeling guilty. 

PSYCHOTHERAPY IMPLICATIONS

Cognitive-behavioral therapy targets cognition, 
emotion, behavior and therapeutic relationship. It 

can be effective for women who have gone through 
the painful experience of miscarriage, as it propos-
es three intervention strategies: behavioral activa-
tion, cognitive restructuring, and acceptance. It is 
also important that this therapy takes into account 
the balance between the therapeutic relationship, 
the patient’s emotional experience and the imple-
mentation of strategies for cognitive and behavioral 
change [17]. Even online, this type of therapy can be 
effective, with stable effects for women after preg-
nancy loss. Thus, the possibility of online therapy is 
helpful in the rapid implementation of an interven-
tion program for women in a situation of loss 
[18,19].

Short-term supportive psychotherapy (BSP) in-
volves a non-directive approach, in which the pa-
tient is helped to clarify their symptoms, difficulties, 
alleviate anxiety and facilitate resilience. Adminis-
tration of the BSP session in the first 24 hours of 
hospitalization for women with miscarriage can be 
considered a reliable method of preventing symp-
toms of anxiety, symptoms of depression and peri-
natal pain, by psychological reassessment of wom-
en 4 months after the event [20].

Cognitive therapy based on mindfulness [21] 
helped create a sense of control, with patients man-
aging to cope with the positive, predictable and neg-
ative aspects of unpredictable miscarriage. Mind-
fulness has also helped women to have realistic 
hopes, to find meaning, courage and optimism, im-
proving their quality of life and emotional state.

Another study shows that a therapeutic support 
program for women experiencing high emotional 
symptoms is promising and deserves further inves-
tigation [22].

The results of a study that used art therapy by 
exposing the work of patients who suffered various 
traumas such as pregnancy loss, the birth of a de-
ceased child or infertility, showed that sharing the 
difficulties they go through with other people, 
through art, supported the process. reintegration of 
trauma treatment. The psychotherapeutic benefits 
also appeared as a result of the feelings of emotion-
al validation, the support felt and due to the mean-
ing they gave through the exposure of the trauma 
[23].

Interpersonal therapy is a form of first-line psy-
chotherapy in the treatment of major depressive 
disorder in general [24] and in perinatal disorders 
[25,26]. It addresses interpersonal challenges and 
increases social support. In short, interpersonal 
therapy focuses on an acute life event, helping the 
individual to optimize communication and build 
their social support network. All three areas in 
which treatment goals can be set (pain, role transi-
tion, interpersonal disputes) can be adapted to ad-
dress perinatal loss. In a study in which the authors 
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used IPT, the results demonstrated the feasibility 
and acceptability of using therapy after perinatal 
loss [7]. Other strengths mentioned by the authors 
include faster recovery from the disorder, reduced 
depressive symptoms in treatment, and more im-
provement in the social support system, social func-
tioning, and pain symptoms.

Psychosocial interventions are effective in im-
proving psychological well-being among women 
who have suffered a miscarriage [27]. Experiential 
psychotherapy and unification therapy through 
physical and physical relaxation techniques can 
help to connect with one’s body, to understand the 
pains in the body and to integrate them. Through 
various techniques, the woman can become aware 
of her reality and unlock her wounds so that she 
can heal.

CONCLUSIONS

Psychosocial care, provided by psychotherapists 
or clinical psychologists, helps to reduce clinical 
symptoms and focus on appropriate mechanisms of 
resilience with loss. Also, this article aims to draw 
doctors’ attention to the psycho-emotional needs of 
women who have gone through a miscarriage, of-
fering them recommendations from clinical prac-
tice or directing them to psychotherapy or support-
ive therapy. Psychological intervention along with 
medical counseling can be beneficial in reducing 
adverse emotional complications after pregnancy 
loss.
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