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ABSTRACT 

OLINDA PRUITT JOHNSON 

THE IMPACT OF A BEREAVEMENT INTERVENTION ON LEVELS OF GRIEF fN 
PREGNANT WOMEN WHO EXPERIENCE PRE-TWENTY WEEK LOSS 

DECEMBER 2009 

One in six pregnancies is lost before the 20th week of gestation (Craven & Wise, 

2002). Such losses can be devastating for the woman and her family. However, the 

psychological impacts of these losses are frequently not addressed by the health care 

establishment as attention is focused on the woman's immediate physiological needs. 

This study examined the impact of a secondary bereavement intervention on levels of 

grief in women who experienced pre-twenty week loss compared to women receiving the 

usual standard of care. The randomized control study selected forty low income women 

who had experienced complete abortions at the gestational age of 12 weeks to 19 weeks 

and 6 days(Iess than 500gms) and received care in a county hospital obstetrical 

emergency room. Each participant provided informed consent and was randomly 

assigned to either the treatment group or control group. The Medical Professional 

Guidelines for Health Care Professionals were used to construct and implement a 

perinatal grief intervention for participants in the experimental group. The control group 

received the usual standard of care. Demographic data forms and the Perinatal Grief 

Scale (PGS) were completed during a routine follow-up clinic visit. Analysis of the total 

PGS grief scores showed no significant difference between the two groups on overall 
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levels of grieving (t= 2.518,p=.065). An examination of three subsets of the grieving 

process revealed no differences in the active grief processes or coping processes for two 

groups. This was attributed in part to the short two week period of time between the 

intervention and the measurement of grief. However, there were significant differences 

in the levels of despair between the two groups (t=4.80 p=.OOO). Despair is a complex 

form of grieving that is seen when coping mechanisms fail to ameliorate the grief 

reaction. The experimental group displayed significantly lower levels of despair. The 

study concluded that the bereavement intervention was effective in ameliorating the 

degree of the grief reaction as measured by levels of despair in low income women 

experiencing an early pregnancy loss. 
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CHAPTER I 

INTRODUCTION 

Pregnancy Joss is a unique kind of loss and the experience often leaves the woman 

helpless, hopeless, and grieving. The grief associated wi th perinatal loss is complex and 

distinctive and involves a sense of loss related to biological failure, loss o r self, Jack of 

memories, Joss of parental future hopes, and tl1e minimization of the loss by others (Hutti, 

2004; Weiss. Fishem1an, & Richman. 1989). This kind of grief is non-specific and 

indiv idualized, with no limitations or boundaries. The grieving process may be 

significant and traumatic, may last for months or years, and can extend into subsequent 

pregnancies (Hutti, 2004; Swanson, 1999). Ethnic make-up can intlucnce the period of 

grieving (Hughes & Riches, 2003). While the mouming process has been reported as 

ranging from one to two years in the Caucas ian population, tbe mourning period for 

African-Americans can extend to three or more years (Hughes & Riches. 2003: Patterson. 

2000). 

Women who experience loss prior to viability face a difte rent challenge; there is 

often no tangible evidence that the pregnan.cy existed, no "memorabilia.'' Tangible 

evidence such as p ictures, locks of hair, foot prints, death certificate. and/or fetal remains 

to bury facilitate adaptation to the loss (Bennett, Litz. Lee, & Maguen. 2005). When 

pregnancy loss occurs prior to 20 weeks, it may be impossible to provide memorabilia; 

tlu s I ack of physical evidence concerning the child's existence often adds to the j nability 

of the wom.an to resolve her grief and affects the level and lack of empathy shown by 
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society and medical professionals. These women may experience reocctm·ences of th e 

sense of loss on anniversary dates: ho lidays, birthdays, the expected dates of conception. 

the date of actual loss, or other perceived significant dates (Swanson, Connor, Jolley, 

Pettinato. & Wang, 2007). During these periods that cause various levels of anxiety, grief 

and sadness women have voiced that tokens of remembrance bring some resolution of 

peace and comfort (Wings, 2002). Th.is information demonstrates the need to assess 

women who experience early loss and provide them with the same level of care provided 

to women w ith la ter pregnancy losses. 

ociety considers peiinatalloss a personal and private affair, and the actual 

impact of such loss is under-reported and under-recognized. Griebel, Halvorsen, 

Golemaon, and Day (2005) documented that a spontaneous a bortion, which is the loss of 

pregnancy wi thout outside intervention before 20 weeks gestation, affects up to 20% or 

recognized pregnancies. Ventura, Mosher, Curtain, Abma, and Henshaw (2004) reported 

that the rate of spontaneous abortion (w1planned and une;-,.'Pected miscaniages) occmTing 

before 20 weeks was 16%. Pregnancy loss rates have been reported as high as 31% for 

women whom the pregnancy was fo llowed up with serial serum human chorionic 

gonadotropin (HCG) measurements (Griebel, et aJ 2005). These numbers demonstrate 

this is not a small group of women experiencing early loss. 

There have been remarkable improvements in care for women who experi ence 

loss of a fetus weighing greater than 350 grams or after the stage of viability (20 weeks). 

Hospitals provide referTals to community social support groups. and physical mementos 

of tangible evidence of the loss (e.g. , a lock of hair, foot print sheet, death certificate. 
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symbolic items such as angel wings) to the parents e>-.1Jeriencing loss. In many states 

laws require funera ls while others provide bereavement teams including chaplain services 

and patient advocates (Cuisinier, Kuijipers, Hoogdui> deGraauw. & Janssen, 1993; 

.Hughes. Turton, Hopper, & Evans, 2002; Lasker & Toedter, 1994: Leon. 2001 ). 

However. to r women who miscarry prior to 20 weeks gestation (early pregnancy loss). 

health care attention is directed primarily to the physical needs of blood loss. infection 

prevention, and vita l sign support. These women receive minimal altention to the ir 

emotional or psych osocial needs. Care often occurs in the emergency room or an isolated 

treatment room. and if no surgical intervention is required, the woman is dismissed to 

retum to a gynecologic c linic for post-miscaniage follow-up with no intervening supp01t 

or a ttention to the bereavement issue. 

Problem of Study 

Bereavement support has the potential to provide needed psychological support at 

the time ofloss. The purpose of this study is ·to compare the impact of a secondary pe1inatal 

bereavement intervention on levels of grief in women experiencing early pregnancy loss 

and those receiving the routine care. 

Rationale for Study 

lnfant mortali ty rates have steadily decl ined in the United States and currently 

average 6.6 % (Health, United States, 2005). However, this statistic fa ils to renect 

perinatal loss including spontaneous abortions, ectopic gestations. stillbirths. and neonatal 

deaths. The Centers for Disease Control (CDC, 2008) and other government agencies do 

not require the reporting of pregnancy losses Jess than 20 week gestation unless the state 
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itself defines loss less than twenty weeks or 500 grams. The Texas Administrative Code 

(T AC 18 l . 7) states a death certificate should be filed for a fetal loss weighing 3 50 grams 

or more regardless of the gestational age. The gestational age of20 weeks is utilized for 

fill ing a fetal death certificate when the weight is unknown (Texas Vital Statistics. Texas 

Depat1ment of State Health Services, 2005). The only statistics available that captme 

early pregnancy loss comes ti-om individual research studies. Pregnancy loss rates have 

been reported as high as 31% for women in whom the pregnancy was followed up with 

serial serum human chorionic gonadotropin (HCG) measurements (G riebeL Halvorsen, 

Thomas, & Day,2005) However, the true number of perinatal losses is impossible to 

record because statistics do not accurately reflect perinatal losses that occur prior to 20 

weeks (Katz.2007; Griebel, Halvorsen, Golemon & Day, 2005) This is pruticularJy true 

of losses that occur before the woman 's knowledge that the pregnancy existed; these are 

called 'chemical pregnancies ' (Nepomnaschy, McConnell , Low, Strassmann. & England. 

2006). Some somces have reported that 50-75% of all pregnancies end in miscan·iages 

(Nepomnaschy et aJ. , 2006; Oakley, 1989). 

Zaccardi , Abbott, and Kozio- McLain ' s ( J 993) study of 44 women who 

experienced spontaneous abortion reported that those who were not aware of the 

pregnancy at the time still experienced a sense of Joss. The astounding numbers of 

perinatal losses regardless of gestationa l age, including chemical pregnancies, indicates a 

need to assess women to detennine the emotional impact on an individual basis. 

Cru·e of women who are not insured or underinsured is often impersonal and is 

frequently provided in an Emergency Department at a public fac ili ty. The emergency 
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room itself has protocols that separate patients from their significan t others during a time 

when they greatly need emotional support. Women who are not actively bleedi ng and are 

hemodynamically stable may wait alone for hours lor obstetrical consults. If no surgical 

intervent ion is required, the woman is usually di smissed to return to a gynecologic clinic 

for post-miscarriage fo llow-up. 

Jt is imperative that healthcare professionals recognize the need of this uniq ue 

group of women. The need to adopt a cost-effective and timely protocol designed to have 

an impact on the psychologit:al sequelae associated with perinatal loss is essential. 

Theoretical Framework 

ln order to g uide the research process, Betty Neuman's ystems Model (NSM) 

(2002) was selected as the theoretical framework Jo r this study. A descri ption of the 

Neuman model is provided and application of the model to this research study is 

discussed. 

Neuman System Model 

The NSM is composed of two major components: stress and the reaction to stres 

(Neuman, 2002). The client is an open system that is influenced by its environment. The 

client may be detined as an individual. a group, a family a community. or any aggregate 

(Reed, 1993). The NSM focuses on the integrity and stability of the whole system as it 

interacts with the environment. This model defines health as optima l client system 

stability at any given time (Newnan & Fawcett, 2002). The client system, in interaction 

with the environment, demarcates the nursing domain and is comprised of four major 

concepts: person, environment, health, and nursing (Neuman & Fawcett. 2002). 
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An overall schema of the model is represented in Figure 1. 
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Figure 1. The Neumnn System Model. (Copyright 1970 Betty Neuman: Reprinted with permission. ) 



The core component consists of the basic structure and energy resources which 

are surrounded by three crucial lines labeled lines of resistance, non11al line of detense. 

and flexible line of defense. These are arranged in a pattern of concentric circles and 

protect the core. The lines of resistance (LR) are closest to the basic structure and 

function as a protective mechanism. The purpose of the LR is to protect the integri ty of 

the basic structure. T he nonnalline of defense is the client' s usual state of well ness. or 

the basel in e. The normal I ine of defense is developed over time and is influenced by 

internal and external factors. External factors that influence the client are tbe environment 

in which the client lives and has adapted: climate, air, etc. Internal factors that affect the 

c lient's baseline and health-seeking behavior are culture, family, and lifesty le. The 

ilex iblc lines of defe nse (FLD) act as a butTer, and when a stressor occurs within the 

environment, the FLD responds to the inu11ediate stress in order to maintain a state of 

equilibrium. The ability of tl1e FLD to maintain the individual state ofhealth depends on 

the strength of the stressor and the client 's ability to respond. If the FLO is unable to 

protect the c lient, the normal lines of defense will exhibit signs of stress. When the 

nonnalline of defense is penetrated by a stressor, the LR respond and if successful the 

system returns to a steady state. 

The client is at the center of the core and is an open system in total interaction 

with the environment adjusting to and adjusting various components of the internal , 

external, or created environment. Various environmental factors may potentially cause a 

bealth problem due to stress interaction. Stressors are defined as "tension producing 

stimuli with the potential for causing disequilibrium" (Neuman, 1989, p. 23) and can be 
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categorized as intrapersonaJ, interpersonal, or extrapersonal in nature. The variables 

inherent within the client system are classifi.ed as psychologica l. sociocultural, 

physiological, developmental, and spiritual. These variables in synergy with the lines of 

resistance and lines of de tense control the client s responses to stressors. 

Wellness is the state of homeostasis for the client if the individual's need are 

met, and it indicates the client is in a state of optimal health . The goals of nursing are to 

maintain a level of homeostasis for the client. Nw-sing interventions are goal-directed to 

maintain a level of wellness and can occur as primary, secondary. or tertiary prevention 

interventions. 

Primary prevention intervention or health promotion is a proactive approach that 

occurs when a stressor is suspected or identified. The stressor has not yet penetrated the 

normal line of defense and no degree of reaction has occuned (no symptoms). The goal 

of prin1ary nursing intervention is prevention: to identify the client ' s strengths. and to 

remove or decrease potential or identifiable stressors . . As an example; women w ith a 

history of previous perinatal lost wi ll seek immediate medical attention with subsequent 

pregnancies and participate in heaHh seeking behavior to prevent n1ture losses. 

Secondary prevention intervention is a reacti ve appJoach implemented after a 

stressor has penetrated the normal line of defense. The focus of secondary prevention 

intervention is to stop the reaction by the utilization of the cl ients' intemal and external 

resources to strengthen the lines of resistance. As an example of a secondary prevention 

intervention would be to involve the patient in making decisions about her own care at 
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the time of a pregnancy loss, and provide bereavement support based on the individua ls 

needs. 

Tertiary prevention intervention is retroactive. Secondary prevention interventions 

have been implemented and reconstitution has begun to occur. The nursing focus here is 

to help the clients recognize their internal and external strengths against fu rther 

incursions of stressors and to prevent reoccurrences or regression of the stressor. An 

example of tertiary prevention would be t11e nurse providing education and reeducation as 

needed. The nurse would provide references, telephone numbers and website information 

on support groups of women that experience pe rinatal loss. Providing information on ri sk 

factors and life style changes tor behavior modification to decrease chances of perinata l 

loss would be included in patient education material. 

Reconstitution establishes a new level of steady state for the individual. An 

adaptation has occwTed utilizing intrapersonal, interpersonaL extrapersonal and 

envirom11ental factors to the impact of the degree of reaction to the stressors. The level of 

reconstitution can stabi lize above or below or at the same level as the client 's pre ious 

level of homeostasis. 

Application of Neuman System Model 

The NSM model provides a solld theoretical foundation for this study. The 

woman who has suffered a perinatal loss is the designated core structure. The primary 

stressor is perinatal loss. Tllis perinatal loss causes a disruption in the FLO which are 

unable to contain the stress reaction which leads to a disruption in the client's NLD. As a 

result, she is no longer in a homeostatic state and physical and psychological reactions to 
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the perinatal loss (grief) are evident. The lines of resistance arc activated to protect the 

client and at thi s po int a secondary level of intervention is required to return her to a 

steady state. The clients' ability to stop the reaction and return to homeostasis is 

dependent on her support systems and core resources as well as appropriate health care 

intervention. The use o f a prescribed evidence-based, secondary nw-sing intervention 

should mitigate the degree of reaction (grief) to a stressor (earl y perinatal loss) and return 

or reconstitute the individual system to a stable state. This research study will examine 

the impact of a prescribed secondary perinatal bereavement intervention on levels of grid 

reaction in women experiencing early loss. 

Assumptions 

The follo wing assumptions are relevant to thi s investigation and are drawn from 

the Neuman model: (Neuman & Fawcett, 2002). 

1. The individual is an open wholistic system in constant interaction with the 

environment and possessing known common characteristics. 

2. Envir01unental stressors exist with a potential to disrupt system stabi lity. 

3. The system is protected ti·om stressors by a variety of buffering mechanisms 

and variables. 

4. The strength and interaction of system variables affect the degree of 

protection offered. 

5. When a stressor breaks through the fl exible and notmal lines of defense a 

reaction ensues requ iring secondary health care intervention to stop the 

reaction and restore the system to a stable state. 
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Research Question 

The fo llowing research question is addressed in this study: 

Do women who experience early perinatal loss (12-20 weeks or less than 500 

grams of fetal weight) and seek care at a county funded hospjtal and receive a perinatal 

bereavement intervention in the ER demonstrate decreased levels of perinatal grie f at 

their two-week follow-up appointment, as compared to those women who are in the 

control group? 

Definit ion ofTerrns 

Tbe follow ing key terms are defined for the purposes of this study: 

I . Perinatal loss: The spontaneous loss of an embryo or fetus after 12 weeks and prior to 

20 weeks gestation or 500 grams of fetal weight as evidenced by loss of products of 

conception, changes in serial HCG levels, or ultrasound confumation of embryonjc or feta l 

death. 

2. Pe1inatal Grief: A quantifiable, episodic event related to the crisis or loss and death, 

described as a human response to these events (Parad, 1965: Worden. 1982). 

Perinatal grief is operationally defined as the calculated total score on the Perinatal Grief 

Scale (PGS) (Lasker, Toedter. & Alhadeft: 1988) 

3. Perinatal Bereavement Intervention: Evidence-based guidelines entitled Providing Care 

to the Family Experiencing Perinatal Loss. Neonatal Death, SIDS. or or her h?(anl Decnhs 

will be used to inform the treatment intervention. These gujdelines were developed by the 

Bereavement Support Work Team of the National SIDS and Infant Death Program Support 

Center (NSIDPSC). The NSIDPSC is a cooperation project of the SJDS Alliance. Inc. , and 
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the Health Resources and Services Administration ·s (HRSA) Maternal and Chi ld Health 

Bureau (MCHB) Sudden Infant Death Syndrome/Infant Death Program. 

4. Control Care for Perinatal Loss: Institutionall y developed and practiced standard or 

care for women experiencing early perinatal loss which focuses mainly on maternal 

hemodynan1ic stability and early discharge and retum clinic appointment in two weeks. 

Limitations 

The following limitations influence this study: 

I . Only one setting was examined, limiting generaJizability of the finding of this 

study to other settings. 

2. The follow up period after loss was set at two weeks which may limit the 

pictw·e of the griefprocess and give a limited effect of the interventions. 

Summary 

Pregnancy loss prior to twenty weeks gestation impacts one in five women or 

more (Annstrong, 2002). Studies have validated that these losses leave women with 

various level of anxiety grief and depression that received very little attention from 

society and the medical profession. The impact of these losses has been demonstrated to 

have long term etTects that can influence future pregnancies. This planned study will 

examine the impact a secondary bereavement intervention has on levels of grief in 

women experiencing Joss at 12 to 19 weeks and 6 days, compared to women receiving 

the usual standard of care. The PGS will be used to measure the women's level of grie f 

two weeks after their loss 
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CHAPTER ri 

REVIEW OF LITERATURE 

This chapter provides an examination and synthesis of professional literature on 

the epidemiology, care and reactions of women experiencing perinatal loss. The literature 

search focused on research a11icles examining standards of care. treatment and fo llow-up 

for patients experiencing early perinatal Joss. A section wi ll be included also on an 

explication of the use of the Peri11atal Grief Scale in clinical research. 

The nursing literature was searched using the Cumulative Index of Nursing and 

Allied [-IeaJUJ Literature (CINAHL) Medline, ERlC, PsyfNFO, Psychological Behavioral 

Science, and Web of Science. Databases were explored fi·om 1970 to the present the 

timeframe in which literature on this subject became most prevalent. The key word 

search strategy included the combination of the terms spontaneous abortion, perinatal 

loss, miscarriage, grief: and bereavement interventions. An ancestry exaJ.n ination and 

crosschecking of the bibliographies of relevant articles was also performed. 

Miscan iage Overview 

A miscarriage is the spontaneous loss of products of conception before the 

twentieth week of pregnancy (Sotiriadis, Makrydimas, Papatheodorou. & Joannidis. 

2005). The medical tenn for a pre-twenty-week loss is spontaneous abot1ion. A negative 

connotation has been associated with the word abortion, (associated wi th elective or 

induce abortions) and this connotation has had an impact on the medical and societal 
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response to early pregnancy loss. Pregnancy losses prior to viab ility are often not 

validated by society (Malacrida, 1999; Thomas & Striegel 1995). These uniqt1e losses 

may have devastating long-term effects. 

Prevalence 

One reason Jor the lack of attention is that the exact number of losses and the 

psychological impact are not truly known. In fact, perinatal loss has only been d iscussed 

in de tail in the literature for the Jast forty years. The ability to provide an exact number of 

the losses is limi ted because some occur prior to the woman's knowledge that the 

pregnancy even existed, no official reporting is required by any government agency. and 

many women fai l to seek medical attention after the loss occurs. 

Infan t mortality was 6.3 deaths per 1000 live bi11hs in 2007 in the U.S.A. (CDC. 

2008)) a decrease from the previously report rates. ·Mathews and MacDorman (2007) 

reported the U.S. infan t mottaJity rate in 2004 was 6.78 infant deaths per 1000 live births. 

compared with the 2003 rate of 6.84%. These statistics are not representative of all 

perinatal losses because. loss prior to the previable age, spontaneous ab01iions. and 

ectopic pregnancies are not included in the sta ti stics as the U.S. vital statistics agency and 

other entities that report infant mortality rates do not include information on these early 

pregnancy losses (Neopmnaschy. Welch, McConnell, Low, & Strassmann 2006). 

Therefore, early pregnancy losses are particularl y difficult to track. Empirically 

many hospitals keep their own records which are not available to statistical agencies. 

Sources estimate a range of early pregnancy losses varying anywhere from 16%-75% 

(Callister, 2006: Craven & Wise, 2002; Daiter, 2007: Reed, 1990; Ritsber & Neugebauer. 
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2002; Ventura. Mosher, Curtin, Abma, & Henshaw, 1999). Empirica lly many hospitals 

keep their own records which are not available to stat istical agencies. Even with these 

staggering statistics, early perinatal losses, rarely receive public or social attention and 

fami lies are often le ft to deal with the crisis a lone. 

Standard of Care tor Emergency Medical Treatment Following Spontaneous Abortion 

Hemodynamic stability for the complaint o f bleeding and uterine contraction is 

tl1 e primary medical priority for a woman experiencing early perinatal loss. In the 

decades from 1940 to 1980 treatment for retained products of conception, including 

missed abortion was hospital admission and surgical evaluation of the uterus (Enkins, 

Keirse, Nelson. Crowther. Hodnett. & Hofmmeyr, 2000). Pen·ou, Trindcr. Brocklehur t, 

and Smith (2006) conducted a randonuzed control led trial of 1200 women purposively 

sampled with a diagnosis of a pregnancy of 13 weeks or less gestation that had been 

diagnosed as e ither incomplete miscarriage or missed miscatTiage. The objecti ves were to 

compare the cost effectiveness of alternative management methods (expectant. medical or 

surgical management) of early perinatal losses. Outcome measures evaluated included 

cost to health care services, women, and careers during the first eight weeks post loss. 

Cost-effecti veness estimates were based on health care prices for the years 2001-2002: 

gynecological infection prevention. and the participants' wi llingness to pay out ofpocket 

for preventative measures. No significant differences were fo und in the groups re lated to 

infection. T he study results indicated a cost-effecti ve benefit of expectant management 

and medical management in comparison wi th surgical interventions. Expectant 
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management did have a 98.9% probability of being the most cost efficient method of 

management. 

Vejborg, Nilas, and Rorbye's (2007) retrospective study reviewed 355 patients 

treated for a 1irst-trimester miscarriage with a single dose of 400 micrograms vaginal 

Misoprostol followed by vaginal ultrasonography after either one. two. or three days. The 

study was considered successful if the woman experi enced a complete miscarriage that 

did not require surgical intervention. The women were divided into fou r 

ultrasonographically defined groups: missed abortion with an embryonic crown rump 

length (CRL) =6mm (GroupAl ) or CRL <6mm (Group A2), an embryonic gestation with 

gestational sac > or = 18mm (GroupB I ) or <18mm (Group 82). The srudy reponed a 39% 

( 139/355) success rate total (evaluation of products of conception). Group (A2) 

responded to the treatment at a 50% higher rate. while it was less effective in Group B I . 

The success rates were lower one day after treatment (30%) compared to days two and 

three (43.6%; p<0.05). The study concluded that a single-dose of 400 micrograms of 

Misoprostol red uced the number of surgical intervent ions signi ficantly. The study a lso 

indicated that the success ofthis treatment is dependent upon ultrasonographic definiti on 

of loss. and the timing of the assessment. 

Smith , Frost, Levitas, Bradley, and Garcia (2006) conducted a phenomenological 

study investigating the social and personal impact of different management methods 

(expectant, medical and smgical) on women' s experience of early miscarriages. 

Qual itative interviews with a purposive sample offour categories of women (expectant, 

medical and sw-gical management and the non-participants) who had experienced early 
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loss as recent as six months to a year. Seventy-two women participated in the study (20 

s urgical management, 18 medical management, 1 8 expectant management and 16 non

participants). During focus group sessions some seventy-two in terv iews were taken. 

In terview lengths were from 30 minutes to 2.5 hours. Transclipts were analyzed for 

common themes. using standard interview protocols, which were fi ll ed in by the 

indi vidua l team member then discussed with the entire team. NUDIST (qualitati ve 

research software) was then used to encode the transcripts .. The fi ve maj or themes 

revealed from the data analysis were: intervention, experiences of care, finali ty. the baby 

and pain/bleeding. The study concluded that experiences and beliefs va1ied and choices 

should be explained and of.te red to each woman and she sho uld be allowed to make the 

ultimate decision . The consensus for the study noted that competence, concern, and 

caring fi·om the health care professionals were a major concern of the entire participant. 

Standard of Care for Follow-up Spontaneous Ab011ion Care 

A woman is treated usua lly at an emergency center for the medicaJ. issues, given a 

diagnosis of spontaneous abortion and sent home typically with a set of medical 

instructions usually re lated to the need to moni tor bleeding, symptoms of infection and 

pain unless surgical intervention is required. Thomas and Striegel (1995) voiced concerns 

that the failure of society and social science to recognize early perinatal losses as sources 

of psychological s tress has an impact on the level of care that is needed. 

The tenn abortion has a negative societal connotation that that may have an 

impact on the handling of women experiencing this type of loss. The term miscarriage is 

17 



now used more often and is defined as the loss of the fetus before twenty weeks gestation 

(Cuisinier, Kuijipers, Hoogduin, de Graauw, & Janssen. 1993). 

One of the original, seminal studies conducted on perinatal loss after 20 weeks 

gestation was by Kennell, Slyter, and Klaus (1 970). The purpose of the study was the 

observation of reactions of groups of parents to the loss of a newbom infan t, the impact 

of an intervention on the reaction to the baby's death and the strength of maternal 

attachment between mothers and their infants before the first physical contact. The 

sample consisted of twenty women: 11 Caucasian, and 9 African - American, with at least 

one living child, with diverse socioeconomic backgrow1ds. These women had 

experienced Joss of premature infants (580 to 3000 grams) live - born. 'vVi th no physical 

abnormalities that lived from one hour to 12 days. The investigators conducted one hour 

taped interviews at the hospital, tln·ee to 22 weeks after the loss of the baby. The accepted 

practice at that time was to treat the medical problems as an ''tmfortunate outcome· (p. 

210). The loss was denied, and fetal deaths were kept silent. TI1e woman was not allowed 

to see or hold the iniant. and she was told that the quicker she "got over it." the better off 

she would be. The Kennell et al. study (1970) negated that atti tude by providing data 

indicating that grieving the loss of a pregnancy was not abnonnal. This was a tirst 

investigation allowing mothers into a prematm e intensive care unit (PICU). The sample 

was small and the groups were very unevenly divided between those who got to touch 

their babies and t110se who did not. The study impacted practice and revolutionized care 

fo r women experiencing late perinatal loss in terms of opening up PICU's to parents. 
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The beneJits of evidence-based practice can be seen in the evolution of medical 

practice as it relates to perinatal loss. Since the 1980s, studies have published guidelines 

for care, recommendations of support groups, and challenges to physicians, hospitals. and 

nurs ing to address the total needs of women and their families expetiencing loss. Pepper 

and Knapp (1980) and Paton, Woods, Bor, and N its un( 1999) reported that health care 

professionals treated early pregnancy losses (under 20 weeks or less than 500 grams) as 

biological or medical events and demonstrated less sensitivity to the long-term and short-

tem1 psychological effects of women experiencing loss at this early stage of the 

pregnancy. ft is documented that the standard of practice has changed for women with 

loss past the ges tational age of viability (>20 weeks gestatjon or 500grams fetal weight). 

In these cases hospitals provide refeiTals to communi ty social support groups and 

physical mementos of tangible evidence of the Joss (i.e., a lock ofhrur. foot print sheet. 

death certificate, symbolic items such as angel wings, etc.) to the parents experi encing 

loss. In many states, laws require funerals, while others provide bereavement teams 

including chaplain services and patient advocates (Cujs inier, Kuijipers, Hoogdui, 

deGraauw. & Janssen , 1993; Hughes, Turton, Hopper, & Evans, 2002: Lasker & Toedter. 

1994; Leon, 200 l ). 

The Joint Commission, which is the mrun accreditation body for acute care 

hospitals, does not require any standards specifically for women experiencing earl y or 

late perinata l loss. However, there is illrection about "dying with dignity." 

Wh1te the standard of care for women experiencing loss greater than 20 weeks 

gestation or 500grams of fetal weight has improved remarkabLy, standarillzed practice 
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that supports psychological care for women with earl y loss could be located. Limited 

discussion was found in the li terature recommending referrals to support groups and mo t 

of the research focuses on the impact on subsequent pregnancies (Armstrong, 2004: 

Am1strong & Hutti , I 998; Cote-Arsenault, Bidlack. & Humm 200 I· Cote-Arsenault. 

Donato. & Sullivan , 2006; Franche & Mikail, 1999: Lamb, 2002). The goal of post care 

is geared toward understanding what caused the loss. Standard tests included tissue 

examination, blood test for clu·omosomal eiTors, imaging studies to identify structural 

defects in the uterus and endometrial biopsies (Purcell , 2008). The standards of care for 

early Joss often resulted in the women being di scharged home within 2 hours of sta bility 

post loss with minimal to no attention to the psychological impact of the loss after her 

physica l needs are met. Follow- up visits for care are usually refen·ed to gynecology 

clinics instead of postpa1ium c linics which further negates the pregnancy ever existed. 

Sequelae and Long-Term Impact of Earl y Abortion 

Zaccardi , Abbott, and McLain 's ( 1993) study of 44 women who experienced 

spontaneous abortion reported that 82% of the women fe lt a sense of loss. 77% 

experienced some limitations with daily fimctioning, and 40% of the women were not 

even av are they were pregnant at the time of the loss. Zaccardi et a!. (1993) concluded 

that grief reactions are very prevalent after a miscaniage. The gestational age at the time 

of the loss or the woman 's knowledge that the pregnancy existed did not prevent her from 

experiencing loss and or grief. 

The literature consistently demonsh·ates that women who experience perinatal 

Joss are at risk for elevated levels of anxiety, bouts of depression, and grief (Annstrong. 
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2002; Geller, Klier, & Neugebauer, 2001). The grieving process can be significant. last 

from months to years, and may extend into future pregnancies (Hutti, 2004). 

Posttraumatic stress disorder has been found in women who experienced early perinatal 

loss (Englehard, Van den Hout, & Aintz, 200 1). 

Pepper and Knapp (1980) round that women experiencing early perinatal loss 

grieved as long as, and with the same degree or intensity as, women who experienced 

sti ll bom and neonatal deaths. In two studies of ea rly loss prior to viabi li ty (20 weeks). 

gestational age did not affect the degree. intensity. or duration oftbe grief. anxiety, or 

depression (Neugebauer. Kline, O'Connor, Shrout. Johnson . SkodoL et.al. 1992: Tharpar 

& Tharpar. 1992). 

Garc l, Blonde!. , Lclong, Bonenfant, and Kaminski ( 1994) conducted a 

qua litative /quantitative prospective s1udy over 18 months in France following women 

who experienced miscan·iage to determine the long term negat ive reactions and possible 

effects of the miscaniage on subsequent pregnancies. A convenience sample of the first 

144 women hospitalized with perinatal loss on or be fore 28 w~eks gestation (83% were 

14 weeks 53% already had living chi ldren was studied). The women \Vere assessed at 1 

days, 3 months, 8 months. and 18 months after the miscarriage. A semi- structured tape 

recorded interview was utili zed during day 2 and at 3 months. The participants answered 

postal , self-administered in vestigator-developed questionnaires at 8 and 18 months 

related to thei r physical and psychological health. 
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Depressive symptoms were evaluated using two indicators: one related to hea lth 

care and the o ther related to symptoms associated with depression (s leep problems. 

fatigue. feelings of sadness, irritability, weight gain or loss). The study indicated that 

emotional distress was still present among women who had not started a new pregnancy. 

The lack of concern, emotional support and inadequate counseling the women felt they 

received during their experience was still an issue at 8 months. By 18 months a great 

proportion of non-pregnant women still were expeiiencing high levels of psycho logical 

dis tress associa ted with the miscarriage experience. Findings indicated significant 

psychological di stress several months after miscarriage, 24% of the women used 

psychotropic medication a t 8 months and at almost three times higher Lhan the general 

population (Garcl et a l. 1994). 

Other similar s tudies revealed the Jong tcnn impact of depressive symptoms in 

women fo llowing miscarriages. Neugebauer et a l. ( 1992) sta ted depressive symptoms at 6 

months post miscarriage were tJu·ee times higher than the general population and Cordle 

and Prettyman ( 1994) re ported emotional d istress in women who experienced miscan·iagc 

up to two years later. 

Robinson, Stirzinger, al')d Stewru1 (1994) in estigated the psychological reactions 

in women for one year after miscarriage. A sample of thirty-nine women who miscarried 

prior to 22 weeks gestation was in vestigated (mean I 0.2 weeks', SD 3.3 , range 4-

22wecks) with the mean number of m.iscruTiages being 1.4 (SD 1.02) ru1d with the '- omen 

having an average of 0.9 (SD 0. 7) Jiving chi ldren. Of the women, 34 had experienced a 
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previous miscarriage and five of the women had experienced more than one. The women 

with more than one miscarriage were excluded from the data analysis because of the 

concern that they might have different psychological issues. The women were assessed 

longi tudina lly by a self-reported questionnaire at 3 months, 6 months and 1 year ailer 

miscarriage. They completed the following questionJ1ai1·es: Center for Epidemiologic 

Studies Depression Scale (CES-D; Radloff, 1977); Spanier Dyadic Adjustment Scale 

(Spanier, 1976); T he Rosenburg Self-Esteem Scale (Rosenberg, 1965); The Mafter 

Feminine fdentity Scale (GLmlp, 1972); Impact of Pregnancy Loss Questiom1aire and 

Study Ques tionnaire. Furthem1ore they completed a 2 1- item questioru1aire designed to 

determine the c ircumstances oftbis Loss, previous obstetrical his tory, feelings about the 

pregnancy, and reactions of the patient and others to the loss and the women's pcrcei ved 

level of stress. Fifty - five percent completed questionnaires at all three intervals. Mean 

CES-0 scores for a ll women were 19.3 (SD 20.0) at 3 months, 13.3 (5'D l3.6) at 6 months 

and l 4.7(SD13.4) at J year after m iscarriage. The mean score fo r this depression scale is 

9.3 in the general population and scores above 16 indicate individuals at risk for 

depression or in need of treatment. The findings of this study verified that miscarTiages 

have significan t impact on severa l aspects of women's life for at least I year after the 

event. The women in this study demonstra ted elevated levels of stress, depression 

(measured higher at 3 months and 6 months than the general population) and changes in 

marita l relationships. This impact was not related to age or respect to whether the women 

had other living children. The miscarriage experience itself was defined as more stress ful 

than any previous life event. Health care workers assume if women are younger and have 
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o ther children they get over the miscarriage event sooner and with less diffic ulty. This 

s tudy indicated that these are not valid assumptions. All women should be assessed fo r 

e motional support and counseling to help decrease the long tem1 impact associated wi th 

m tscarr1ages. 

Brier (2004) conducted a literature review to determine whether anxiety after 

miscarriage /early p regnancy loss is elevated, and if ri sk is increased for particular types 

of anxiety syndromes. An electronic search of Medline and Psych Info data bases using 

the key words " miscaniage,'· " perinata l loss," pregnancy Joss," "an:·(jety.'' " trauma," and 

'"stress" was done. Stud ies located were used to iden tify women that experienced loss Jess 

than 20 weeks gestation and the search was not intentionally limited by date or language 

ir an English abstract was avai lable. The studies examined were evaluated. in two 

categories: those that address the relationship between miscarriage and anxiety and those 

tha t addressed the re lationship between particular syndromes of anxiety and miscarriage. 

A significant percentage of women experienced elevated levels of anx iety after 

miscarriage up lmtiJ about six months post miscaniage, including inc reased ri sk for 

o bsessive-compulsive and posttraumatic stress di sorder. 

While the decision to conceive again is a persona l deci sion, it is now clear that 

e ncouraging the couple to wait for an indefinite period of time is inappropriate, and 

studies indicate that being able to conceive and deliver a healthy baby, completing the 

maternal ro le, helps to decrease anxiety and depression (deMont igny, F .. Beaudet. L.. & 

Dumas, L. 1999). 
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Brier (2008) conducted a comprehensive literature review exploring "the 

rela tionship between miscarriage and grief'' (p. 45 1) and noted the literature was 

minimal. The conclusions noted significant experiences of grie f even up to 6 months in 

women who bad miscaniages. It was also emphasized that caregivers shouJd utili ze 

guidelines similar to anyone undergotng a major loss. 

Bansen and Stevens (1992) uti lized a phenomenological s tudy to detem1ine 

women 's perception o [ their miscaJTiage experi ences. The convenience sample o f ten 

women who experienced Joss pti or to 15 weeks gestation during their first planned 

pregnancy participated in tape interviews up to four months after the loss. Content 

analys is was used to de lineate categories and themes. The following themes emerged; the 

miscmTiage event, dealing with the loss. interacting with outsiders. and facing the future. 

The study emphasized and validated finding from previous studies in the literature that 

there is a silence s urrounding perinatal Joss that attTibutes to the inadequate support 

women receive, women benefited from unconditional acceptance of their fee lings, there 

is o ften guilt on the part of the woman, the pain and bleeding experience causes fear and 

is perceived as life tlu·eatening and the grief associated with the loss of the infan t is as 

significant as grief a nd loss of adult fami ly members. 

Swanson (1 999) used a Solomon four-group design to determine the effects of 

caring, measurement, and time on the impact of a miscmTiage. The purpose of the fo ur

group design was to address the possibili ty that the early survey completion could be 

considered a fom1 of treatment. Treatment levels included intervention and control. There 

25 



were four treatments occurring at emoiJment. six weeks, four months, and one year after 

enrollment or four months and one year after enrollment. A target sample size was set at 

sixty per group. The final sample included a treatment group and a control group 

receiving ear ly measures and a treatment group and a control group received delayed 

measures for a total of 185 useable suJveys re turned. High levels of grie[ depression. and 

anxiety were experienced by the women, and those receiving tlu·ee-hour individual 

counseling demonstrated lower levels of emotional impact of miscarriage by the end of a 

six-month period. 

Mixed Gestational Loss Populations and Sequelae 

The studies reviewed for this section looked at pregnancy loss with a wide range 

of gestational ages that included pregnancy loss less than 20 weeks. ectopic pregnancies. 

tcnn gestations and neonatal deaths. 

The Cote-Arsenault, Bidlack and Humm (2001) study co llected data from a 

convenience sample of 73 women (56% response rate) in a pregnancy-after-loss support 

group. These losses included 80 ntiscarriages, 3 ectopic pregnancies. 27 stillbirths. and 27 

neonatal deaths. T he objec ti ves of the s tudy were to examine the speci fi e emotions and 

concerns of women who had a subsequent pregnancy after expe1iencing a perinatal loss. 

Data were collected via a mailed questionnaire using open-ended responses. The 

researcher used a content analysis model from Weber (1990). Weber suggested looking 

for word freq uency and a using category-count technique. Re liab il ity of coding was 

assessed using stabi li ty (within rater reliability) and reproducibility. Validity was evident 
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through research team co llaboration. The women had to answer two questions : r low did 

you feel during your pregnancy loss, and what were your greatest concerns in pregnancy 

after loss? The most recunent emotional expression recognized by the research team was 

anxious. nervous. and scared. They also identified eight categories of concerns: 

possibility of another loss. the health and welfare of present pregnancy. their emot ional 

stabili ty, the "impact of another loss," support deficiencies both personal and 

professional. fear of bad news, "own impact on baby.'' and endless won·ying. The study 

revealed that regard less ofwhether they were currently pregnant or reporting lrom a 

retrospective view. the concems were similar. The clinical implication of the study is the 

acknowledgement that these concems are prevalent and the need for nw·sing support for 

subsequent pregnancies to allay fears and anxiety is needed and desired by women. 

Franche and Mikail ( I 999) examined the impact of a previous pregnancy loss on 

subsequent pregnancy, as well as the effect o f pregnancy on the experience o f g1i ef. The 

investiga tors compa red two groups of3 1 women who had early, mid, or late pregnancy 

loss to women with no history of perinatal loss of the thirty one mothers that ex perienced 

the perinatal loss 24 (77%) occurred prior to 24 weeks gestation. 3 ( I 0%) occuncd in the 

third trimester and 4 (J 3%) experienced neonatal deaths. Nineteen of the participants 

(6 1 %) had experienced more d1an one previous loss. Exclusion criteria of the study were 

history of any psychotic disorder or history of substance abuse. The participan ts 

completed several questionnai res: Pregnancy Outcome Questionnaire (POQ), Feta l 

J Jealth Locus of Control Scale, Beck Depression Inventory Scale (BDI), Depressive 
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Experiences Questionnaire (DEQ), Abbreviated Dyadic Adjustment Scale. and State

Trait Anxiety fnventory (STAT). The mean duration since the last perinatal loss was 17 

months (S.D. = 12.5, with a range of 4-41 months). Regress ion analysis identiiied 

significant depressive symptoms in the group with previous loss that were associated with 

e lf-criticism, interpersonal dependency, and number of previous losses. The dyad ic 

adjustments caused higher depressive rates in the comparison group. Pregnancy-specific 

anx iety ofwomen with history of prior Joss was associated with their belief that they had 

a n impact on the health oftJ1e fetus, whereas the comparison group anxiety was 

associated with the belief that the health professional behavior had more of an impact on 

fe tus health. 

Cote-Arsenault and Marshall (2000) in a qualitative study utilized a seJt:.completion 

·ques tionnaire that allowed for open-ended responses. Purposive sampling resulted in 

thirteen women of diverse loss hi stories (earl y, mid and late gestations), and pregnancy 

ex periences. Women included in tJ1e study had a minimum of one previous loss and one 

subsequent pregnancy following the loss and were recruited via Oyers from communi ty 

based support groups and physician offices. Three locus groups and two individual 

interv iews were conducted until saturation was reached. Data analysis was gu ided by the 

Morse and Field principles (1995). Qualitative analysis of these responses led to 

identification of themes describing the perceptions of the women and an overall metaphor 

later published "One Foot in-One Foot Out." This study has revealed the highly anxious 

nature of pregnancies that follow a perinatal loss. Women described fear that this baby 

too might die and reported paying diligent attention to every aspect of the pregnancy, 
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vvanting more frequent contact with the care provider. and being more acti ve and 

directive in their own care as compared with pregnancies prior to loss. Loss of innocence 

and a sense of skepticism about pregnancy and its eventual result in a live, healthy baby 

were common themes. Women no longer trusted thatpregnancy would end with a 

positive outcome after experiencing a perinatal loss. 

Cotc-Arsenault and Freije (2004) conducted a phenomenological designed 

qualitative study that allowed the parti cipants to express themselves, in their own words, 

on what a perinatal loss meant to them and their satisfaction with care received. Cote

Arsenault and Freije (2004) collected data by observation of several support group 

meetings in-depth interviews oftwelve informants from various gestational ages (early. 

mid. and late) (purposively sampled), and 76 of 130 suJ:veys that were sent to past and 

present members of support groups were returned. The study emphasized medical and 

societal lack of empathy tor parents that experience perinatal loss. A theme of 

insensitivity and lack of emotional support inhibited women from verbalizing the ir fears 

and anxieties openly about their persona l losses, further delaying their ability to resol c 

their grief. This study demonstrated the benefit of support groups for perinatal loss and 

the need for such intervention. These suppmt groups provided an avenue for couples 

experiencing Joss to express their concem s and fears openly. The groups helped with 

bealing, provided an environment of acceptance, and validated the losses that had been 

experienced. 
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DiMarco, Menke. and MaNamara (200 1) measmed the value of support groups. 

From a newsletter mailing list of a perinatal supp01t group, a convenience sample of 12 1 

participants (n= 67 in support group; n=5 1 in control groups) was obtained. These 

women had losses in various gestational times, prior to 20 weeks, at term and between 20 

and 40 weeks. A cross-sectional. retrospective, two-group research design was used to 

determine w hether there were difte rences in grief reaction between the two groups. The 

participants provided responses to the Hogan Grief Reactions checklist and a 

de mographic questionnaire via a mailed survey. There was no statis tically s ignificant 

difference in pare nt' s grief scores, nor were there diffe rences between the two group· s 

demographic variables: age. sex, re ligion, having at least one living child. or type of 

perinatal Joss. However, a statistical difference was identi"fied in two variables that 

analyzed marital status (more married people attended support groups (p= 0.03) and 

cthnicity (more Caucasians attended support groups than other ethnic groups (p=0.0002). 

Both groups felt that family and friends were their greatest support following loss and 

perceived the physician as least supportive. The clinical implication ofthis study was tha t 

grief is individualized, and each person needs to be assessed to determine the amount and 

type of support needed. 

This author agrees there is a paucity of literature demonstTating the effects of 

support for women who experience loss at fewer than twenty weeks. A lack of provision 

of phys ical mementoes, as well as the lack of a referral process to social suppor1 

occuning after discharge. indicated that minimal to no intervention is provided for the 

immediate crisis period in early pregnancy losses (Purcell, 2008; Wings, 2002). 
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Existent and Reported Perinatal Bereavement Interventions 

with Mixed Gestational Populations 

The time fo llowing perinatal loss is fu ll of fears and anxieties. Standards of care 

or interventions are not generally avai lable; however, support groups exist across the 

country. Health care professionals have been urged to focus on making meaning of the 

loss for the persons experiencing loss (Swanson, Pearsall-Jones, & Hay, 2002). Thirty 

years of reviewed Werature resul ted in a consensus that providing an inunediate 

intervention after perinatal loss of any gestation decreases the levels of emotional impact 

on s ubsequent pregnancies (Scheidt, Waller, Wangler, Hasen burg, & Kersting 2006). 

Wings· (2002) dissertation analyzed the various types of social support 

interventions being widely used in hospitals for women with losses greater than 20 

weeks. The investigators surveyed 53 women that experienced early, mid and late loss 

that were exposed to organized hospital based intervention programs. The investigators 

a lso surveyed 37 women with early, mid and late loss that were not exposed to such 

programs. Eighteen recommended hospital based interventions were assessed for their 

impac t on grief in women experiencing perinatal loss. The interventions fell under fi ve 

categories: (a) opportunity for the c lients to talk with the physician and/or midwives 

a bout the cause of death; (b) ass isting the clients dealing with the death by creating 

memories; (c) inclus ion ofthe famil y in the decision-making process of the plan of care 

(e.g., autopsy. Jab test, visitation. disposition of remains); (d) providing written 

information of the complexity and variability ofthe nonnal grief responses with 

resources and referTals ; and (e) fol low-up caiJs and contacts for extra support and 
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refenals if needed. The study indicated that these protocols were all in use to some 

degree with no literature or studies to demonstrate which interventions were more 

effective. However, results indicated a direct relationshi p between cun·ent grief and the 

perceived helpfulness of services received at the time of loss. 

While social support has proven to be a valid intervention for perinata l losses 

(Armstrong, 2004; Cote-Arsenault & Freije, 2004; Hutti, dePacheco & Smith, 1998), the 

lit erature is weak or lacking at providing specific infom1ation for interventions fo r losses 

that occur prior to feta l viability or Joss so early it is impossible to provide phys ical 

evidence of the lost infant. 

Research studies have demonstrated that low or discrepant social support is a 

stTong predictor of postpartum depression in adults (Logsdon & Usui. 200 1). A 

qualitati ve study by Santos, Rosenburgh, and Buralli (2004) considered the significance 

of fetal loss fo r women who experienced it. The qualitative analys is was based on the 

histories of seven women who experi enced loss of mix gestational ages (early mid and 

late Joss). The methodological procedures involved oral history taking to obtain the data. 

and content analysis was used to evaluate the data collected. Three themes were evident 

from the study: the Joss o f a pru1 of her, attribution ofthe loss to divine intervention, and 

changes in attitude toward life. Social support networks identified by the women were 

primarily fa mily and church. The researchers concluded a need for follow up intervention 

by multid isciplinary professionals, the need for humanization of healthcare services, ru1d 

the need to encourage the women to seek social support or a suppo11 network. 
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T his insensitivity could be related to the historical perception of the miscarriage 

as a simple, non-threatening physical condition (Oakley, 1986). Hutti (2004) reported 

that a client' s perception has not changed, but environmental factors have influenced 

the ir responses. Receipt of social support for perinatal loss has consistently been shown 

to provide a buffering efTect on the impact ofloss. A major factor in coping with loss is 

receiving partner supp011 (Black, 199 I: Conway. 1995). 

Use of the Perinatal Grief Scale in Studies ofPerinatal Loss 

Simpson, in a 2004 dissertation. used the Critica l Incident Stress Management 

Debriefing mode (a fonn of crisis intervention) taught by the Intemational Critica l 

Incident Stress f oundation (fCISF) to detem1ine the impact it would have on levels of 

grief in couples experiencing perinatal loss. The quali tative/quant itative study foc used on 

s ix married couples, four of whom experi enced Joss within the first month of the 

pregnancy. The study validated the bene fits of an intervention to decrease grief as 

measured by the Pe1i natal Grief Scale (PGS). Higher levels of grief were associated with 

inc reasing gestationa l age, perception of social support. and perceived level of supportive 

and competent care received by patents. 

Lin and Lasker (I 996) conducted a longitudinal study of women and their 

partners who have experienced spontaneous abortion ectopic pregnancy, stillbirth and 

neonatal death. The 194 participants were recruited during foJJ ow up visits post loss from 

non-hospital based midwifery clinics, J 7 obstetri c/gynecological (ob/gyn) private 

practi ces, four hospital ob/gyn clinics, a city health bureau, and a social service agency. 

Subjects were interviewed at 2 months, one year, and two years after the loss. The study 
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compared nineteen variables (demographics. characteristics of pregnancy. other li fe 

stressors, coping resources, and fertility history) to those who did not participate in all 

three interviews. Only 122 participants completed all three interviews and were assigned 

to different groups according to their grief scores as measured by the Perinatal Grief 

cale (PG ) (Lasker. Toedter, & Alhaden: 1988). Marital satisfaction and social support 

was also measured in the study. A univariate analysis of variance (ANOVA) and eros -

tabulations were done to test for differences among the sample groups. Results revealed 

less than half of the sample matched the normal model grief decrease within a year: 

however a few subj ects demonstrated evidence of more grief at 2 years than they did at 

one year. Other outcome measures were non significan t (mru·ital status. pregnancy 

history. age). Women however had higher g1ief scores than men. The need for future 

longitudinal studies is implied by the investigators because ofthe increased grief noted 

by 30% or the pruticipants at the end of the second year. 

Franche (200 I) reported significantly higher PGS scores in late gestation Joss 

compared to ea rl y loss (miscaJTiages). The investigator studied women to deten:nine if 

psychologic constructs of self-criti cism. marital adjustment obstetric and demographic 

fac tors were predictors of grief in pregnancy after Joss. Sixty women that experienced 

early, mid and late Joss completed the PGS scale between the tenth and 19111 week of 

gestation of tJ1e subsequent pregnancy. The investigation indicated that women showed 

active grief was significantly associated with high self criticism and later losses (R (2) 

=0.3 1 ). Difficult coping (R (2) =0.28) and despair (R2) =0.44. Women having a more 

physical and psychological relationship wi th the fetus interpret loss as a personal fail ure. 
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Gestational age and time between loss and conception were signitlcant predictors of grief 

levels in this study. These results indicated a need for intervention for women considering 

pregnancy after perinatal loss 

Lasker. Toedter, and Janssen (200 I) compared 22 studies in the United States, 

tJ1e Netherlands, Great Britain, and Germany that used the Perinatal Grief cale (PGS: 

Lasker Tocdter. & Alha.deff, 1988). The study consisted of a sample size of2,457 

part icipants. The PGS demonstrated high internal consistency reliability for the studies 

that t;Omputed Cronbach's a lpha of their individual studies. This h:igh level of reliabili ty 

was demonstrated regardless of the variables of language, type. sample size. or type of 

loss. A significant level of grief scores were noted based on recrui bnent practices. 

Women recruited via supp01t group advertisements and the intemet showed higher levels 

of grief than those from medical personnel. A lso, the United States total grief scores were 

significan tl y higher than those compared to E urope. This indicated a need for 

intervention in the U.S. The investigators were able to established norms for the PGS 

M=34 for Active Gtief, /v£=30 for Difficulty Coping. /tlf=27 for Despair. and Ad=91 for the 

total Gri ef Sca le. 

Lasker and Toedter (1994) explored satisfaction with hospita l care and 

intervention after miscan·iage, ectopic, stillbirth or newborn death. This was a 

longitudinal study of 194 diverse conveniently drawn informants who experienced loss in 

public and private hospitals, private physician offices, and public clinics. The 

investigators measured levels of grief with the Perinatal Grief Scale (PGS) and patient 

satisfaction with hospital interventions. The conclusions indicated that the location of 
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loss affects the experience, and women in public clinics felt less satisfied with care given 

as compared to women being seen by a private physician. Women experiencing 

spontaneous abortions and ectopic pregnancies also reported significantly higher levels of 

grief and less satisfaction with medical care that those experiencing mid and la te feta l 

loss. The theme of insensitivity was prevalent in this study, as was a lack of concem. 

Women with early pregnancy loss (16-26 week n=33). miscarriages. and ec topic 

pregnancies (n= 11 2) were significantly less satisfied and demonstrated more levels of 

grief than the women wil11 late pregnancy loss (n= 49). The st1.1dy supp01ied the premise 

for physicians and health ca re professionals to evaluate and identify women who require 

support after loss and to refer those fam ilies to suppot1 groups and especia lly those 

women in the public arc milieu 

Evidence-Based Guidelines for Medical Professionals for Perinatal Loss 

It was discovered through this review that medical guidelines for the care of 

women experi encing perinatal loss have been developed to improve the level of care 

provided for women experiencing loss. Most of these focused on medical and safe ty 

interventions. 

However, The Guidelines for Medical Professionals Providing Care to the Fami~r 

Experiencing Perinatal Loss. Neonatal Death. SJDS. or Other Infant Death (ls le, Cross. 

Bazon. Dennis, Isaacs, & Bronheim, 1989) were developed by a group of health care 

profess ionals to further a ttend to the psychosocial and support needs of women 

experiencing perinatal loss. The goal of the group was to use evidence-based references 

to develop guidelines that may be used as the standard of practice in the care of women 
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experiencing loss at anytime during the perinatal period including early loss and ectopic 

gestation. The fo undation for the guidelines was formulated from the standards and 

guidelines 1or profess ional nursing practice in the care of the women and newborn. 

These guidelines were developed by the Bereavement Support Work Team of the 

National SIDS and l nl~mt Death Program Support Center (NS1DPSC). The NSIDPSC is a 

cooperation project of the IDS Alliance, Inc., and the Health Resources and e1v ices 

Administration's (HRSA) Maternal and Child Health Bmeau (MCHB) Sudden fntant 

Death Syndrome/ Infant Death Program. 

Guide/ines for Providing Care to the Fami(y Experiencing Perinatal Loss and 

Neonalal Death, S!Ds or Other il?(am Death (Isle, Cross, Bazon. Dennis, Isaacs, & 

BronJ1eim. l989) have not been used in any extant research studies, and it is the hope of 

this researcher that we will validate their usefulness as a bereavement tool and establish a 

s tandard of care for women experiencing early perinatal loss. 

Conclusion 

TI1e fai lure of providers to offer supportive grief suppor1 after early pregnancy 

care suggests that doctors and mu·ses ft·equently undervalue the psychosocia l impact or 

the loss. Brier (2004) concluded that women experience high levels of dissatisfaction and 

anger with their physician if he or she did not discuss the significance of the loss. 

Women receiving care via private physicians were more satisfi ed with their care and had 

lower levels of anxiety than women who used public facilities (Lasker, & Toedter, 1994). 

The women who attended clinics reported that they were gjven standard packets with 

numbers for support, but the personal aspect of caring and concem was miss ing (Wings, 
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2002). The actual acts were mechanical; all patients experiencing loss received the same 

bundle with no respect to individual' s beliefs or grief experiences (Lasker. & Toedter. 

] 994). The need to be aware of the emotional impact a perinatal loss has on the patient 

and the family, as well as the value of providing immediate support based on individual 

needs, shou ld be a prescribed plan of care. 

Most studies used a vaTiety of scales to measure the levels of anxiety, grief and 

depression including the State-Trait Anx iety Scale. Beck Depression Inventory. 

Pregnancy Outcome Questionnaire, Hospital Anx iety and Depression Scale, Spie lberg 

, tate Inventory Life Orientation Test, and Perinatal Grief Scale. Results of the studies 

covered an eleven-year span of time, but the resuJts were remarkably consistent. Women 

who experienced early perinata l loss demonstrated elevated levels of anxiety, depression. 

and/or grief starting immediately after the loss was experieneed. The anxiety. gri ef, and 

depression remained centered on pregnancy-related issues and were often characterized 

by the presenee of a relatively high level of somatic complaints (Brier, 2004). 

The consensus of mos1 the studies on earl y perinatal loss indicated that screening 

for anx iety, grieC and/or depression should be provided as a standard of care during the 

fo llow-up visits subsequent to perinatal loss. Armstrong (2002) and Franche and Mikail 

( 1999) fo und that the impact of grief: anx iety, and depression had a future impact on 

subsequent pregnancies. They recommended that clients experiencing anx iety have their 

lccl ings validated and be provided with support and reassurance that these fee lings are 

normal and wi ll more than likely subside within six months to a year. From the review of 
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the literature a valid and reliable scale was chosen to retlect the degree of reaction (grief) 

to early pregnancy loss, the Perinatal Grief Scale. 

Research rep01t s depicting a variety of methods have been presented to illuminate 

the body of literature SUlTOunding the topic of perinatal loss. Similarities were noted 

between findings including outcomes, iustTUmentation, and grotmding frameworks. It 

seems that, in spite of years of recognition of the need to support the client suffering from 

earl y perinatal loss, individual nursing interventions or nurse-led interventions arc rarely 

reported but are sorely needed. The dissertation study is well supported by the review of 

the li terature and is desperately needed by the clients. 
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CHAPTER fi1 

PROCEDURE FOR THE COLLECTION AND TREATMENT OF DATA 

This chapter explores the methodology that was used to collect and analyze data 

relating to the impact of a secondary perinata l bereavement intervention on levels or grief 

in women experiencing pre-twenty-week perinatal loss. The research design, setting. 

popu lation and sampling plan. protection of human subjects, ins truments, procedures. and 

clnta analys is are described. 

For this study. a two-gro up experimen tal, post-test only random ized con tro l 

design was used to collect data and eva luate the impact of a secondary perinata l 

bereavement intervention on levels of grief in women experiencing pre-twenty-week 

perinatal loss. The enroll ed suqiects were random ly assigned to a control or experimental 

group until lhe req uired sample size was reached for each group. 

Setting 

The obstetrical emergency center and OB-Gyn clime of a 350 bed coun ty funded 

facility located in a large metropolis in the Southwestern United States p rovided the setting 

for this study. The Obstetrical E mergency Center (OBEC) provides care for over 1 ,500 

women with pregnancy complaints per month. One-third (500) are admitted to Labor and 

Delivery from the OBEC, and an estimated forty women per month are treated for 

pregnancy loss under twenty weeks in the OBEC. 
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Population and Sample 

The population of the study was women experiencing pre-twenty-week loss in a 

county funded obs tetrical emergency center. A sample of 40 women, divided evenly imo 

an experimental and a control group were acqtiired for this study. The sample size tor this 

s tudy was based on an effect size of .57 using a pm·ver of .8 and an alpha of .05 for an 

independent student's /-test (Cohen 1988). The effect size was determined from two 

meta-analysis s tudies that evaluated educational interventions for improvement of patien t 

care (Oriel & Keijser. 1995· Theis & Johnson 1995). These meta-analytical stud ies 

reported effect sizes that ranged from 0.46-0.57 for primary prevention and patient 

education. The inclusion criteria fo r the sh1dy were as tollows: (a) abili ty to read and wri te 

E nglis h and or Spanish: (b) ability to sign the consent f01m; (c) ability to complete all study 

fom1s independently or with minimal assistance; and (d) perinatal death between the 

gestational ages of 12 to 19 weeks and 6 days (or a feh1s less than 500 grams weight). 

Protection ofHuman Participants 

The researcher obtained approval from tJ1e Institutional Review Board at Texas 

Woman's Uni versity and a Jetter of approval from the selected hospita l. All confidenti al 

infonnation was treated and respected according to the guidelines ofthe Texas Woman·s 

University and the selected hospital. The subjects' names were not recorded, and each 

subject was assigned a code number by the researcher in lieu of her name. The completed 

data fo rms were secured in a locked fi ling cabinet in a private investigator's office until 
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completion of the study and publication of the study. The fonns were then destroyed by a 

shredding process. 

Instruments 

Each participant received an assessment packet, including a ociodemographic 

Data Sheet and Perinatal Grief Scale. A brief description of each instrument. inc luding 

validity and reliability, is listed below. 

The Sociodemograph ic Data Sheet was investigator developed (Appendix A) it 

included (a) age, (b) race/ethnicity, (c) marital status. (d) educationa l level, (e) income. 

( I} gravidity and parity, and (g) weeks of gestation. Open-ended questions were a lso 

de eloped in order to elicit infmmation about prenata l care. numbers of visi ts to the 

emergency center prior to loss and the nccessi ty of surgical interventions fo llowing fetal 

death . 

The Perinatal Grief Scale (PGS) short version was used to measure grief at the 2 

week outcome measw·e interval (Appendix B). The instrument is a 33 item Liket1 type 

tool that is divided into three subscales. factor analys is of the PGS resulted in a three

factor structure consisting of eleven items eacb. The first subscale is called Active Grief. 

as it includes items on crying, missing tl1e baby, and sadness. The second subscale 

consists of Difficulty Coping and includes items dealing with difficulty handling normal 

activity and other people; it appears to indicate withdrawal or depression. The third scale. 

Despair. represents feeling of worthlessness or hopelessness. Analysis has supported the 
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idea that the scales represent increasingly severe responses to grief (Lasker & Toedter. 

1992). 

The short vers ion of the PGS reports an overall Cronbach's alpha of0.95 with 

s ubscale reliabilities of0.92 . . 091, and 0 .86. Test-retest reliabili ty scores for the tota l 

scale ranged from 0.59 to 0 .66. The PGS has been translated into 22 different lan~ruaoes 
e e 

and is the "most extens ively psychometrically sound perinatal grief scale documented in 

the literature' (Hutti, dePacheco, & Smith, 1998, p59). The Perinatal Grief Scale was 

scored according to the directions provided by the o riginal a uthors Toedter and Lasker. 

( t 989). Possible scores range from 33 to 165 and the higher the score the greater the 

grieC 

Data Collection 

Data collection occurred in the Obstetrica l Emergency Center (OBEC). Eligible 

women diagnosed wi th pre-twenty-week complete pregnancy loss were screened for 

e lig ibili ty. Eligible participants were approached for participation in the study and 

consent was obtained from those that agreed to be apart of the study. A Spanish speaking 

research assis tant was responsible for a ll Spanish speaking parti cipants. Both 

in vestigators fo llowing a script (Appendix D & E) and a prede tem1ine protocol for both 

groups of women. Severa l meetings between the PI and the research assistant were held 

to ensure they were both fo llowing the same procedure. The women were randomized to 

either the experimental or con trol group until the desired sample of 40 was obtained. The 

primary investigator (PI) asked both groups of women to provide personal contact 
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information for a follow-up telephone caJl I week prior to their scheduled retum 

appointment. The experimental group. after consent fo r parti cipation was signed, 

received a 1-hour bereavement intervention prior to discharge. During the te lephone 

follow-up call , they received reinforcement of the bereavement interven tion. The control 

group was reminded of their fo llow-up vis it during their te lephone call. Both groups were 

asked to comp le te the Perinatal Grief Scale and the sociodemographic profile. Both 

groups received infom1ation in the fonn of names, numbers, and Web site addresses for 

future support at the end of the study if requested. 

The intervention protocol was developed from the Guidelines (or lvfedical 

Professional Providing Can to rhe Family Experiencing Perinatal Loss, Neonaral Deal h. 

SIDS or olher lnfcmt Death (Appendix C). These guidelines were developed to improve 

and impact the level of care provided lor women experiencing Joss (Isle, Cross, Bazon: 

Dennis, Isaacs, & !3ronheim, 1989). While these clinciaJ guidelines have not been used in 

any previous experimenta l studies severa l con elational . cross-sectional studies have 

evaluated these guidelines and validated their va lue in improving or having an impact on 

the standards of care (Capitulo, 2005; DiMarco. Renker. Medas. Be1tos, & Gorantis. 2002: 

Gemma & Wiecsoreck, 2002). The investigator developed a script for care from tJ1ese 

clinical guidelines for the experimental group(Appendix D). A script was also developed 

for care of the control group (Appendix E) 
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Pilot 

A pi lot study was performed with a sample of six. Women experienc ing pre

twenty week loss were randomly ass igned to a control group (3) and an experimental 

group (3). The women assigned to the experimental group were exposed to one hour of a 

nursing perinata l bereavement intervention, and a follow-up telephone cal l reinforcing 

the info rmation provided during the intervention. The women assigned to the contro l 

group received the usuaJ standard of care for women receiving pre-twenty week loss at 

the institution. The contro l group women met with the Primary fn vestigator during the 

post follow-up visit in the OB Gyn clinic in a private location. The women completed 

three questionnaires : a demographic sheet, the Perinatal Grief Scale and the Pickering 

Patient Satis faction sLu·vey. 

Analys is revealed no sign ificant differences between the two groups. (I =2.5 1 8. 

t(f-=4, p=.065). This is likely a result of insufficient power from the smaJI sample s ize. 

Analysis of the Picketi ng Patient Sati sfaction survey was fmmd to be unusable for this 

s tudy and unrelated to nursing care. The variable of patient sati sfaction was not measured 

in the fina l study. 

Treatment of Data 

Data were analyzed using the Statistical Package for the Socia l Sciences 15.0 

(SPSS). Data ti·om the demographic questionnaire were analyzed using appropriate 

descripti ve stati stics to compare the control group witb the experimental group. Variab les 

(age. ctlmicity marital status, e.ducationallevel, income, gravidity, pari ty, and weeks of 
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gestation) were assessed utilizing frequencies. means, ranges and standard deviations. A 

two-tailed t- test for independent groups with an alpha of 0.05 was used to address rhe 

research question. 
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CHAPTER IV 

ANALYSIS OF DATA 

The purpose of this research study was to evaluate the impact of implementing a 

secondary bereavement intervention on levels of grief in women experiencing early 

perinatal loss and those receiving the usual standard of care. A two-group post test only 

design was used to investigate the research question. The patient population was women 

admitted to the Obstetrical Emergency Center (OBEC) who were at least 18 years of age, 

with the ability to read and write English or Spanish and suffe1ing a perinatal death 

between the gestational ages of 12 to 19 weeks and 6 days (or a fetus less than 500 grams 

weight). Forty-eight women were consecutively recruited and consented to participate in 

the study. The women were randomly assigned to evenly di vided control and 

experimental groups. However, five women could not be contacted for the Jo llow-up 

telephone call and 3 women failed to retum for the 2 week fo llow-up visit and were 

therefore eliminated from the study. Of these 8 women, 3 were in the experimental group 

and 5 were in the control group. Forty women meeting the inclusion criteria were 

consecutively chosen and randomly assigned to either the control or experimental group. 

T his chapter includes a description of the sample and reports the study findings. 

Description of the Sample 

Forty partjcipants who met eligibility criteria and were available for fo llow up 

were used for the final analysis. The women were randomly assigned to evenly divided 
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contro l and experimental groups with 20 participants in each group. Characteri stics of the 

sample are stumnarized in Tables 1 and 2. 

Table I 
Frequencies ofSelecled Demographic Characleristics Broken Down by Group 

Variable Total Experimental Control 
(N=40) (n=20) (n=20) 

f % F % F % 
Language Spoken 

English 25 62.5 14 70 I l 55 
panish 15 37.5 6 30 9 45 

Race/Ethnicity 
liispanic/Latino 21 52.5 10 50 11 -s 
A fri can-A.merican 9 22.5 5 25 4 20 

White/ Angelo 7 17.5 4 20 
,., 

15 _) 

O ther 3 7.5 5 2 10 

MatitaJ Status 
Single 15 37.5 6 30 9 45 

Living Together 12 30.0 6 30 6 30 

Marri ed 8 20.0 
.., 15 5 25 .J 

Separated 5 12.5 5 25 0 0 

Education 
Elementary thru 81

h 16 40 9 45 7 35 

High School 16 40 6 30 10 50 

College 8 20 ) 25 3 15 

Heal th Coverage 
65 15 75 None 28 70 13 

Private Pay 5 12.5 3 15 2 10 

Gold Card 4 10 3 15 I 5 

Medicaid 3 7.5 5 2 10 
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A majority of the women were Hispanics, ranging in age from 18-42 years 

(11.1/=27, SD=7) with at least a high school education and no medical insurance coverage. 

Most women spoke E nglish but a large percentage (37.5) were Spanish speaking. Mariral 

status varied trom single ro li ving with a par1ner. Being single captured the highest 

number of partic ipants. Income ranged from none to 42,000.00 dollars (M=20,240.00. 

SD =9,994. 72). The characteristics of the control and experimental groups were similar 

across all descripti ve variables. 

Table 2 
J\1eans and Standard DePiations o,(Selected Demographic Variables 

Variable 

Age in years 

Income 

Pregnancies 

Living 
children 

Tota l n=40 
M (SD) 

27 (7) 

20,240.0 (9,494.72) 
0 

3.5 (1.9) 

2.2 (2.0) 

Experimental n=20 
M(SD) 

28.8 (7.3) 

23,1 11.00 (I 0,916.00) 

3.8 ( 2.2) 

2.6 (2.6) 

Contro l n=20 
M (SD) 
25 (6 .1 ) 

20,916.00 (8.310.60) 

3.2 (1 .3) 

1.8 (9.5) 

The participants in the study were asked several pregnancy related qu esti ons. 

Pregnancy related variables are described in tables 2 and 3. Most of the women were 

multiparus (M=3.5, SD=1.9) an.d had an average of2.2 living children (SD=2.0). Half of 

the women rep01t ed at least one prenatal visit and half reported no prenatal care at the time 

o rthe loss. The maj ority of the sample experienced Joss of the pregnancy 12-14 weeks. 

T he women in the two groups presented a very similar pregnancy picture. 
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Table 3 
Frequencies of Pregnancy Related Characteristics Broken Down by Group 

Variable Total Expetimental Control 
(N=40) (n=20) (n- 10) 

l % l % r % 
No .Weeks pregnant when suffered loss 

12-1 4 weeks 20 50 11 55 9 45 
14- 16 weeks 4 10 1 5 15 
16- 18 weeks 5 12.5 2 10 3 15 
18-20 weeks 11 27.5 6 30 5 ,-_ ) 

At least one prenatal visit 
Yes 20 50 8 40 12 60 

No 20 50 11 60 8 -+0 

Number of'li ving chi ldren 
one 5 12.5 4 20 I 5 

1-3 20 50 9 45 J 1 55 

4-7 12 22.5 5 25 7 
..,_ 
J) 

8-10 3 15 2 10 I 5 

umber of pregnancy 
1-3 10 25 4 20 6 30 

4-7 22 35 11 55 1 1 55 

8-1 0 8 40 5 25 " 15 _) 

J Je..'ll th Coverage 
None 28 70 ] 3 65 15 75 

Pti vate Pay 5 12.5 3 15 2 10 

Gold Card 4 10 3 15 I 5 

Medicaid 3 7.5 1 5 2 10 

Findings 

The following research question was addressed in this study. Do women who 

experience early perinatal loss (12-20 weeks or less than 500 grams of fetal weight) and 

seek care at a county funded hospital and receive a perinatal bereavement intervention in 
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the ER demonstrate decreased levels of perinatal grief at their two-week follow-up 

appointment, as compared to those women who are in the at1ention control group? 

Results were analyzed using four independent /-tests to examine the difference in 

the control and experimental groups using the total PGS scores and the three sub-scales 

scores of active grief difficult coping and despair. A Bonferroni adjustment factor was 

applied to the alpha va lue to protect against the commission or a Type I error. The 

adj usted alpha used fo r detennining the significance of the four r-tests based on the 

13onfeiToni calculation was .013. 

The total PGS scores ranged from 47-1 38 oul of a possible range of33 to 165 . .The 

women in both groups displayed moderate levels of overall grief (i\1/=1 07.1 , SD=24.l). The 

results demonstrated no sign ificant differences between the two groups on overall levels 

or griet: (1 (38) =-.564 p=.576). 

When examining the subscales, moderately high active grief and despair levels 

and moderate levels of difficulty coping were revealed in the control group. The 

experimental group di splayed moderately high levels of acti ve gri ef and more moderate 

levels of despair and difficulty in coping. The active grief and difficulty in coping scores 

were not significantly different between the two groups. However there was signilicant 

difference in the levels of despair (t (38) =4.804,p<.OO I). The women in the 

experimental group scored significantly lo"wer on despair levels after being exposed to the 

bereavement protocol. The mean despair score was almost doubled in the women 

receiving the usual standard of care. The effect size was large (Eta2 
= .38) and indicated 
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tha t 38 percent of the variance in despair was explained by the bereavement intervention. 

The means, standard deviations, and t-test values for all scales are presented in Table 4. 

Table 4. 

Compari on of Al/ean Scores on Pregnanc:v Grief Scale Ber-ween Groups 

Variable Experimental Control Significance 
Subscale N=20 N=20 t value 

M SD M SD t (38) p 

/\cti vc Grief 42 .1 5 10.55 43.80 I 1.20 .479 .634 

DiHicuJty Coping 29.85 6.34 28.15 6.06 .866 .392 

Despai r 29.90 7.82 45.60 12.34 4.804 <.001 

Tota l PGS cale 104.95 2 1.98 109.30 26.54 .564 .576 

Summary 

This chapter presented the find ings of group d i frerences following a randomized 

contro lled tria l of a bereavement intervention on women who experienced pre-twenty 

week loss compared to those receiving the usual standard of care. The experimental and 

control groups of part icipants were demographica ll y comparable. Analysis of the PGS 

scale measuring overall grief revealed a moderate level of gri ef wi th no significant 

differences between the experimental and contro l groups. However, an examination of 

the three subscales of gri ef found significant differences between the experimental and 

control groups on levels of despair with the control group having levels almost twice 

those of the experimental group two weeks after the pregnancy Joss. 
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CHAPTER V 

SUMMARY OF THE STUDY 

Tllis experimental study examined the impact a bereavement intervention had on 

levels of glief in women who experienced pre-twenty week loss. Participants were 

randomly assigned to an experimental and usual care group and the experimental gTOup 

received a prescribed grief intervention protocol. This chapter summarizes the study and 

includes a discussion of fmdings, conclusions, implications for nursing practice and 

recommendations for further study. 

Summary 

Forty women who experienced a pre-twenty week loss in an obstetrical 

emergency center were enrolled in thi s study. All participants signed consent fonns and 

agreed to participate before random assignment to either the experimental or contro l 

group. Tbe women assigned to the experimental group were exposed to one hour of a pre

scripted bereavement intervention. One week after discharge they received a follow-up 

call to reinforce infom1ation from the bereavement intervention and to encourage them to 

keep their two week follow-up clinic appointment. The control group received tbe usual 

standard of care for their pregnancy loss and was instructed to return to the emergency 

center if she experienced any signs of bleeding, infection, or pain. A one-week fo llow-up 

call to tbe control. group was used to remind each participant to keep her scheduled clinic 

appointment. During the follow-up visit in the 08 Gyn clinic, both groups were 
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requested to complete a demographic data fonn and the Perinatal Grief Scale (PGS). On 

completion of the forms, the participants received $10.00 cash for participation in the 

study and a list of perinatal support group web sites. 

Discussion of the Findings 

The control and experimental groups were demographically similar and findings 

indicated a moderate level of grief two weeks post pregnancy loss with no significant 

differences between the groups in overall grief reactions. However, a further examination 

of the three subscales of grief found an interesting pattern. Both groups displayed 

moderately high levels of active grief and a moderate degree of difficulty in coping. 

However, the control group displayed significantly higher levels of despair. These 

despair levels were almost twice those of the experimental group. 

The overall high grief levels were expected as the measure was taken two weeks 

after the pregnancy loss. These findings are congruent with the literature which consistently 

revealed that grief levels start high and decrease over time (Turner, FaJnnelly,& 

Wingftled,J991; Zaccardi, Abbott,& Kozial-Mclain,l993; Paton, Wood, Bor, & 

Nitsun~ 1999 ;Lasker and Toedter, 1991 and Lasker, Toedter,& Alhadeff, I 998). High 

levels of active grief are nonnal and expected in the period immediately following a loss 

(Adolfsson & Larsson, 2006). Since measurements in this study occurred within two 

weeks ofloss, active grieving was still strong in both groups and the experimental group 

was not yet showing any impact of the bereavement intervention. Participants in both 

groups displayed si_mjJar coping levels and began to cope with the loss. This is an indicator 
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that a lthough they were actively grieving, the reconstitution to nonnal life style had began. 

As fur1her evidence, women in both groups were able to keep their follow up clinic 

appointments, and some reported that they had retumed to work, and resumed household 

activities. 

While the total PGS score, active grief, and difficulty coping did not show any 

statistical s igniticance. there was a signiticant difference in levels of despair between the two 

groups. The women in the control group displayed double the levels of despair of those in the 

experimental group. The category despair represents a more complex fonn or grieving that is 

o fi.cn delayed (Lasker & Toedter 1996; Provin, Lasker, & Tocdter, 1987; Adolfsson & 

Larsson. 2006). When coping strategies fail to amel iorate the grief reaction. despa ir sets in. 

The findings in this study indicate that t11e bereavement intervention was instrumental in 

altering levels of despair tor the experimental group. This may well mean that the 

intervention helped the experimental group to recognize and express their grief in tangible 

ways which stemmed the griefreaction and lowered the likeliJ1ood of a high level of despair. 

The NSM model provided a solid theoretical to undation for this study. The 

woman who suffered a perinatal loss. was the designated core s tructure. The primary 

stressor was perinatal loss under twenty-weeks. Thi s perinatal Joss causes a disruption in 

the FLD which are unable to contain the stress reaction which lead to a disruption in the 

clienrs NLD. The stressor was measured in terms oflevel of grief based on total scores 

o f the PGS and it subscale scores active grief, difficul ty coping and despair. The 

prescri bed evidence - based, secondary nmsing intervention (bereavement protocol) used 
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to mitigate the degree of reaction (gri ef) to the stressor (earl y perinatal loss) seems to 

have occurred by prevent ing the fom1ation of despair and thus allowing the participants 

in the expetimenta l group to return to a dynamic steady state. 

Cone! us ions 

The foll owing conclusion is deri ved from the fi nding of this study: 

!\ bereavement intervention was effectjve in amelimating the degree of the grief 

reaction as measured by the levels of despair in low income, uninsured or underinsured 

women experi encing an earl y loss pregnancy loss and cared for in a public institu tion. 

Implications fo r Cli nical Practi ce 

The ro llowing are implications for practi ce: 

1. A bereavement protocol should be implemented as routine practi ce fo r a ll 

women experiencing the loss o r a pregnancy regardless of gestational age or 

type of loss. 

2. Individuals' plans of care should indude allowing full participation of the 

woman in decisions about the type and level o r bereavement care she wishes 

to engage in. 

3. Bereavement education should be required for heahh care professionals that 

provide care for women that experience perinatal loss regardless of gestational 

age. 
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4. A national registry should be maintained for women experiencing pre-twenty 

week loss to document the actual magnitude of the problem in hopes that the 

documented numbers of loss will spur support for a change in the culture and 

practice of prov iding care. 

Recommendations Cor Future Research 

The fo llowing recommendations are made for future research: 

1. This study needs to be replicated using a larger and more diverse sample 

of women including those with varying socioeconomic status receiving 

care at private as well as publ ic institutions . 

2. Puturc studies need to measure grief at several points attcr the pregnancy 

loss to better explore the gri ef process over time and to examine tl1e 

rela tions hips between active grief, coping. and despair. 
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CODE # ------
SOCIODEMOGRAPI-IIC DATA SHEET 

Please mark your responses directly on this booklet. 

I. BACKGROUND INFORMATION 

1. A GE __ (years at last birthday) 

2. Race/Ethnic ity (please check one) 

a. Hispanic/Latina 
b. African-American 
c. White/Anglo (non-ll ispanic) 
d. Native American 
e. Other ( please descri be) ____ ___ _ 

3. Marital Status (plea e check one) 

a. Single 
b. Man·ied 
c. Living together 
d . Divorce 
e . Separated 
f. Widowed 
g. Other, (please specify) _ _______ _ 
h. 

4. How many years o f school have you completed? (please circle one) 

5 6 7 8 
Elementmy 

9 10 II 12 
High Schoo l 

13 14 15 16 
College 

5. Household income annua l amount. --- --- -----
6. Please c ircle the type of health coverage that you may have 

a. Go ld card 
b. Medicaid 
c. Private pay insurance 
d. None 
e. Unsure 

7. How many times have you been pregnant? _____ _ 

8. How many livi ng children do you have? _ _ _____ _ 

17 18 19 ~0+ 
Graduate School 

9. How many weeks pregnant were you wl1en you experienced your loss? _ 
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I 0. Have you been to at least one prenatal vis it? YES or NO 

II . How many visits did you make to the emergency room prior to the pregnancy 

loss? (please circ le one) 

a. None 
b. one 
c. two 
d. three 
e. fo ur 
f. More than four visits. 
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APPENDlX B 

Perinatal Grief cale 
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PRESENT T IIOUGHTS AND r:EELINGS ABOUT YOUR LOSS 
Each of the ite ms is a statement of thoughts and feelings which some people have concemi ng a 
loss such as yours. T he re are no right or wrong responses to these statements. For each ite m. 
ci rcle the number w hich best indicated the extent to which you agree or disagree with it a t the 
present lime. If you a re not certain , use the "neither" category. Pl ease t1y to u e this categor. 

on l) when you truly have no opinion. 

Strongly Agree Neither Disagree Strongly 

Agree Agree Nor Disagree 
Disagree 

1 .I feel depressed 5 4 3 2 1 

2. I find it hard to get along with 5 4 3 2 1 

certain people 

3. I feel empty inside 5 4 3 2 1 

4. I can't keep up with my 5 4 3 2 1 

normal activities 
5. I feel a need to talk about the 5 4 3 2 1 

baby. 
6. I am grieving for the baby 5 4 3 2 1 

7. I am frightened. 5 4 3 2 1 

8. I have considered suicide 5 4 3 2 1 

since the loss 
9. I take medicine for my 5 4 3 2 1 

nerves. 
10. I very much miss the baby. 5 4 3 2 1 

11. I feel I have adjusted well to 5 4 3 2 1 

the loss. 
12. It is painful to recall the 5 4 3 2 1 

memories of the loss 
13. I get upset when I think 5 4 3 2 1 

about the baby 
14.1 cry when I think about 5 4 3 2 1 

him/her 
15. I feel guilty when I think 5 4 3 2 1 

about the baby 

16. I feel physically ill when I 5 4 3 2 1 

think about the baby. 
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Strongly Agree Neither Disagree Strongly 
Agree Agree Nor Disagree 

Disagree 
17. I feel unprotected in a 5 4 3 2 1 

dangerous world since he/she 
died. 
18. I try to laugh, but nothing 5 4 3 2 1 

seems funny anymore. 
19. Time passes slowly since 5 4 3 2 1 

the baby died. 
20. The best part of me died 5 4 3 2 1 

with the baby. 
21. I have let people down 5 4 3 2 1 

since the baby died. 
22. I feel worthless since he/she 5 4 3 2 1 

died. 
23. I blame myself for the 5 4 3 2 1 

baby's death. 
24. I get cross at my friends and 5 4 3 2 1 

relatives more than I should 
25. Sometimes I feel like I need 5 4 3 2 1 

a Professional Counselor to 
help me get my life back 
together again. 
26. I feel as though I'm just 5 4 3 2 1 

existing and not really living 
since he/she died 
27. I feel so lonely since he/she 5 4 3 2 1 

died 
28. I feel somewhat apart and 5 4 3 2 1 

remote. even among friends. 
29. It's safer not to love. 5 4 3 2 1 

30. I find it difficult to make 5 4 3 2 1 

decisions since the baby died. 
31. I worry about what my 5 4 3 2 1 

future will be like. 
32. Being a bereaved parent 5 4 3 2 1 

means being a "Second-Class 
Citizen". 
33. It feels great to be alive. 5 4 . 3 2 1 
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APPENDIX C 

The Guidelines for Medical Professionals Providing Care to the Family Experiencing 

Perinatal Loss, Neonatal Death, SIDS or Other Infant Death 
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The Bereavement Support Work Team of the National SIDS & Infant Death 
Program Support 

Center (NSIDPSC) created these guidelines. Also available, are standards for 
othe~ types of professionals and a list of recommended materials on pregnancy loss 
and rnfant death. To obtain a copy of this document or other materia ls, please visit 
our web site at www.sids-id-psc.org or contact us at 1-800-638-SIDS (7437). The 
NSIDPSC is a cooperative project of the SIDS Alliance, Inc. and the Health 
Resources and Services Administration 's (HRSA) Maternal and Child Health Bureau 
(MCHB) Sudden Infant Death Syndrome/Infant Death Program.2 
BACKGROUND 
The terms perinatal death (including miscarriage and stillbirth}, neonatal death, 
Sudden Infant Death Syndrome (SIDS), and infant deaths (10) encompass many 
types of pregnancy and early childhood losses. Following guidelines that outline 
standards of care is critica lly important to providing continuity of sensitive care to 
families experiencing these losses. Of the almost four million births in 1999, the 
National Center for Health Statistics reported 18,700 neonatal deaths, and 9,164 
post neonatal deaths. Perinatal loss may occur in as many as 30% of pregnancies. 
When the loss of a child due to perinatal loss, SIDS or 10 occurs, all normal 
components of grief -emotional disequilibria, physiologica l trauma. spiritual and 
mental disharmony- are heightened for parents, propelling them into one of life 's 
major tragedies, the death of a child. 
These guidelines were developed to help healthcare professionals provide 
competent and sensitive care throughout the families' experience. 
METHODOLOGY 
Parents and families are especially vulnerable at the time of loss because of the 
physiological changes and the psychological trauma sustained. Both parents 
experience unfamiliar feelings and may be unaware of their own needs at the time of 
the loss. They often require assistance in making decisions. Hospital policies 
regarding the death of a child during pregnancy or infancy should provide support 
and sensitive guidance for parents throughout the decision making process, allowing 
for individual expression of grief. 
Personnel in all units/cl inics who may interact with the parents and their families who 
experience a loss should have a policy for providing care when the death occurs. 
Areas requiring such a policy include settings where infant losses are managed, 
especially the Labor and Delivery, Neonatal Intensive Care Unit, Nursery, 
Antepartum Care, doctor's offices, clinics and emergency departments. Policies are 
used in the orientation of new personnel, provided to members of the 
multidisciplinary team, and are available for use as reference material. These 
policies underscore the rights of parents and their families to make decisions 
regarding their care and the care of their babies who have died. 
Healthcare providers who care for women and families who experience a loss need 
to be educated on how to provide sensitive and thoughtful grief support. They should 
assume a leadership role in educating other health care professionals who care for 
these families as well as ancillary personnel who come in contact with the families. 

77 



Opti~~lly , the healthcare team needs to lead an interdisciplinary approach to 
pro.~rdmg ca:e throughout the woman's hospital stay because continuity in care 
facrhtates gnef work. The parents' individual responses and needs are the basis for 
their plan of care, and mechanisms must be in place to ensure continuity of care 
after discharge. 
GUIDELINES 
1. In hospital staff (e.g. labor & delivery, neonatal intensive care unit, nursery, 
emergency departments) can assist parents/family who has experienced a 
pregnancy loss or infant death by doing the following: 
• Develop and utilize a tool () to assist all healthcare professionals to incorporate the 
standards of care in keeping with the policies of the health facility. 
• Assume a professional posture that will let the parents know that the healthcare 
providers are available and willing to approach the topic of death with them. 
• Convey the cause of death in a clear, non-technical manner. If the cause is not 
known, parents should receive information about whether or how the cause might be 
determined at a later date (i.e. through post-mortem tests, etc.). The healthcare 
professional should not speculate or offer opinions regarding the cause of death, but 
convey only the known medical facts. 
• Provide counseling to the parents by an experienced staff professional about 
autopsy and/or the need for any further testing in a manner that is sensitive to the 
family's cultural and religious beliefs. 
• Offer parents the opportunity to see their baby. If there is disfigurement, the infant 
should be presented to the parents clothed or wrapped in such a way as to optimize 
his best physical characteristics. Later the infant is unclothed and any defects are 
explained. 
Healthcare professionals should be aware that, in keeping with certain religious or 
cultural beliefs - or simply as a matter of preference - the parents might decline to 
see their baby. Healthcare professionals should "take their cues" from the parents 
and respect their wishes in this matter, but only after giving information about the 
long term pros and cons of spending time with their baby. 
• Offer parents the chance to perform tasks such as bathing and dressing the baby 
to increase their otherwise limited opportunities to enact these parenting roles. 
• Provide parents with any personal items that have been in direct contact with the 
infant. 
If the parents do not want these items initially, they should be recorded and stored, 
and parents should be informed as to how they may obtain them at a later date. 
• Take pictures for the record and the future, unless a religious or cultural belief 
prohibits picture taking. Healthcare professionals should be aware that, in keeping 
with certain religious or cultural beliefs the parents might not allow their baby to be 
photographed. 
Again , healthcare professionals should "take their cues" from the parents and 
respect their wishes. If possible the baby should be photographed in such a manner 
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as to emphasize his positive physical characteristics. Parents may decide to accept 
pictures later. 
• Give parents oral and written information regarding burial and cremation , and 
allow them sufficient time to make decisions. When an early pregnancy loss -such 
as an ectopic pregnancy, miscarriage, blighted ovum, etc- occurs, parents should 
be given the opportunity to make their own arrangements for the remains . 
• If parents experiencing an early pregnancy loss decline to make their own 
arrangements, the hospital should inform the parents orally and in writing of the 
facilities ' disposal protocol. 
• Allow parents the opportunity to change their minds within a given time frame 
about decisions they have made, including decisions about whether to see or 
photograph the infant, possession of his personal effects, and the manner of final 
internment. Inform parents about the grieving process and how the individual 
responses of mother, father, and other family members may differ. Parents with 
other children should be given guidance on informing, involving, and dealing with the 
grief reactions of siblings. 
• If acceptable to the parents, incorporate family and friends into the plan of care an 
assist them in supporting the mother/father/immediate family by waiving hospital 
visitation rules, educating friends and family about the range of emotions and 
responses of bereaved parents, and offering concrete suggestions on how they can 
support the parents. Include grief support that is respectful of cultural and religious 
beliefs, as well as individual requests. 
• Ensure that the hospital has a mechanism for follow-up with the family, including 
assessment of each member's coping style, adaptation and support system, and 
follow up with information on the cause of the loss, including diagnostic evaluations 
(e.g., genetics testing, autopsy results) and advice relevant to subsequent 
pregnancy. 
• Arrange for post-discharge follow-up for the family. Follow-up should include 
telephone calls , referral to support groups, home visits, written materials, a follow-up 
survey, and referral for counseling . 
Parents are likely to have a stronger bond with clinic staff than with the staff of the 

Emergency Room or the Labor & Delivery Ward who cared for them in the hospital. 
They may have increased expectations and hopes of you and your staff. This can be 
an opportunity to aid them, help them find resources, and be supportive of them in 
their crisis. 
The follow-up office/clinic visit is one of the most difficult things the parent(s) will face 
since their baby has died. Clinic staff can help parents who have experienced a 
pregnancy loss or infant death by: 2 

• When the loss occurs elsewhere, be sure you have a system in place through 
which the doctors and the hospital can alert you . 
• When the patient comes back for a follow-up visit, the staff needs to know that 
there has been a loss. Use a sticker of some sort to code the chart so that all 
personnel who skim it will be alerted that a loss has occurred. 
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• Be careful of the words you use while in the room or out in the hall (the walls are 
thin , the parents can hear you) abortion (even spontaneous) is an emotionally 
charged word. 
Even though the correct medical term for the event is spontaneous abortion it may 
be preferable to use the term miscarriage instead, in order to avoid possible 
confusion and pain . 
• Offer to let the mother sit in an exam room in case waiting in the lobby with other 
expectant parents and new babies is too painful for her. 
• Encourage the father to come for the follow-up visit. He needs to review what has 
happened, discuss his concerns and questions, and hear about any preliminary 
results of the test. 
• When greeting the mother/father let them know that you understand they have had 
a loss. "I'm sorry to hear about. .. " is a good start. It's helpful if you tell them some of 
your feelings, such as being upset, disappointed, or shocked. This will show your 
humanity and genuine concern. Your sensitivity, openness, honesty, and 
compassion are important at this time.5 
• Say the baby's name out loud. If you are unsure of the name, ask if they named 
the baby, even if it was miscarried. Many people now name their miscarried babies. 
Maybe they already had a name or nickname. Ask if they have pictures or mementos 
of their baby. You may be one of the few people who ever dare to take this much 
interest. 
• Ask the mother if she wishes to tell what happened, about her labor, etc. Ask the 
father for his view of what happened. For the parent(s) it's often nice to know that 
someone is interested and will listen. You must recognize their parenthood and 
validate the experience by asking questions as if the baby had lived. Most people will 
want to retell their labor story, especially those who have had a baby die, since so 
few will ever ask. 
Be prepared for tears and silence at difficult moments. 
• Ask what kind of support they are getting and how the children and relatives are 
handling this. 
General principles and approaches in caring for families from diverse cultures: 

• The family as defined by each culture is the primary system of support and 
preferred point of intervention. 3 

• Families from diverse cultures have a unique set of stresses to which the system 
must be equipped to respond. 3 

• Individuals and families from diverse cultural groups make different choices that 
must be considered if services are to be helpful. 3 

• The dynamics of cross-cultural interactions must be acknowledged, adjusted to 
and accepted. 
• Recognize that important moment in the cycle of life are typically imbued with 
great meaning within cultures. Customs, beliefs, religious laws, and ceremonies are 
deeply connected with events such as birth and death. When the two come very 
close together in a life, the importance of culture in serving and supporting the 
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family, friends, and community who have suffered the loss becomes especially 
critical. • Actions that might prove extremely comforting to some families may be 
prohibited and unsettling to others. 
• Approaching families with suggestions or actions that are not acceptable within 
their culture can actually intensify the grief and create a breach between caregivers 
and families. 4 

• Recognize that for some families who are new immigrants to this country, medical 
or other professional personnel are seen as authority figures. They also may not 
want to appear "un-American" and may be reluctant to share beliefs, practices, and 
customs from their own culture. It may help to have a "cultural broker" from their own 
culture who can assure them that their choices will be honored. If this is not possible, 
it is important for the professional to make clear that suggestions are just that and 
the family has choices that will be honored. 
• Recognize that there may be as much variation among individuals within a 
cultural, ethnic or racial group as there is between groups. Thus, use the information 
you gain to guide your questions and offers of service to families, but be sure to ask 
what the individual family prefers. There is no one-way to approach all families from 
a given cultural, ethnic, or racial group.4 
• Familiarize yourself and any other staff with diverse cultural, ethnic, racial , 
religious, and linguistic groups served in your area . Connect with ''cultural brokers" or 
leaders from those groups who are willing to share the customs, practices, and 
beliefs associated with an infant death within their culture. Also learn about 
traditional family structure and decision-making patterns. In some families it may be 
appropriate to ask the mother to make major decisions. In others, the father must be 
approached as the decision-maker or a spiritual or other leader in the community 
must be brought into the decision-making process. 4 

• Identify potential interpreters who can help you work with families who want such 
services and train them to ensure that they understand the terms you are using and 
thus correctly convey information to families. 4 

APPENDIX 1: SAMPLE PATIENT PERMISSION/AUTHORIZATION FORM FOR 
MISCARRIAGE s 
I (we) represent that I am (we are) the parent(s) of the miscarried fetus/baby and are 
entitled to make decisions about testing, and disposition of the remains. 
I (we) authorize the following: 
Yes No 
External testing only or __ _ _ _ 
External and Internal testing, or ____ _ 
No testing on the remains _ _ _ _ _ 
Choose one of the following : 

1 0f'/e) will control disposition and take care of our own arrangements 
Name of funeral home (if required) , 

-------------~~-~----
or Hospital may handle the disposition 
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• Disposition is handled in the following manner: -----------------------
• I (We} do __ do not __ want to know how the hospital handles/disposes of the 
remains (unless the law requires that the hospital gives details to the famil ies) . 
Signed: Witness: Date: 
Signed: __ Witness: Date: ---
Signed: Witness: Date: __ _ 

Hospital use: Patient took remains Date: ------
___ Funeral home has been called 
Remains picked up on (date) 
This form is a sample form to be adapted for your hospital use. Please have an 
attorney review your final form before implementation. 
Please give patients a copy of the form before they leave, whether they take the 

remains of their baby or not. 9 

APPENDIX II: SAMPLE MISCARRIAGE, STILLBIRTH AND INFANT DEATH 
NURSING CARE PLANs 
Mother's Name: -----------Baby's Name: _______________ _ 
Father's Name: Doctor: --------------
Sibling's Name/Age: _______________ __ 
Primary Nurse: _______________ _ 

Religious Preference: _______________ __ 
History of Previous Loss: _______ _ 
Present Loss 
Miscarriage Date & Time of Delivery ___________ _ 
Stillborn Sex Weight Length _ ___ _ 
Neonatal Death Lived (for how long) _________ _ 
Weeks Gestation _______ _ 
At Admission 
(...J to indicate completion) 
Diagnosis made by ultrasound ______ by 

(Date) (Doctor) 
• Offered to call support persons (other family members, friends, clergy) 

• Contacted patient's minister declined at this time _ Family will 
contact. __ _ 
• Hospital Pastoral care notified by nursing 
staff (date I time) 
1) Pastoral care will visit .. 
2) Pastoral care talked with patient/patient will call back when ready for v1s1t __ _ 
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• Social Services notified by nursing staff 

-:-:--- -------------- {date I time) 
1) Social Services will visit 

2) Social Services contacted patienUpatient will call back if services needed __ _ 
• Flagged room Chart Patient room on 2N 

• Genetic studies ordered _____ Pathologist notified 

Pathologist request placenta ____ fetus ____ or both _____ to 
lab 
• Explain recommended surgical procedure (if any) ___ _ 
• Consent form signed? __ _ 
• Have parents signed disposition papers? ____ _ 
10 
APPENDIX II: SAMPLE MISCARRIAGE, STILLBIRTH AND INFANT DEATH 
NURSING CARE PLAN (continued) 
At Delivery/Death 
(../ to indicate completion) 
• Parental consent to photograph baby? (YIN) 
• Saw baby: Mother Father _____ other ____ _ 
• Touched/Held baby: Mother Father other ____ _ 
• Offered private time with baby __ _ 
• Picture taken offered __ given __ on file __ _ 
• Footprints made offered given on file __ 
• 10 Bands/Name card made offered __ given _ _ on file __ 
• Lock of hair cut __ offered __ given on file _ _ 
• Baby blanket offered __ given __ 
• Pastoral Care offered patient's own __ Hospital Chaplain Notified _ _ 
• Baptism/Blessing offered declined performed 
by _ _ _______ _ 

• Pediatrician notified N/A - --- ---
• Social Services visit 1 visit 2 ___ (if needed) 
• Room assignment discussed with patient __ 
• Birth/Death Certificate discussed completed __ 
• Souvenir birth certificate offered given. __ on file. __ 
• Autopsy discussed permit signed __ refused. __ 
• Options for disposition of body explained family arranged _ _ burial. __ 
cremation --
• Mortuary contacted. __ Name and by whom ___________ _ 

• Date/Time of Service in 
Hospital ______ ___ _ 
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• Body to Pathology morgue Taken by received 
by ___ _ 

• Discussed medical/hormonal changes likely to occur in mother. (ex: 
breast engorgement, mood swings, and post partum depression) 

APPENDIX II: SAMPLE MISCARRIAGE, STILLBIRTH AND INFANT DEATH 
NURSING CARE PLAN (continued) 
At Discharge 
• Information materials given (Materials may be given at most appropriate time) 
Parents Letter Silent Birth Reading List Laser 
Print Empty Arms A Father's Story Funeral Home 
List What Friends and Family Can Do Grieving 
Grandparents Sibling Support Group Information Planning 
a Precious Goodbye Other __ _ 
• If baby is going to a funeral home, be sure release of body is signed __ 
Follow Up Plan Instituted 
• Made referral to public health center or home care facility -----------------
• Sent card/letter in one month: sent 
by date _______ _ 
Six months: sent by date ______________ _ 
One year: sent by date ___________ _ 
• Sent evaluation of hospital services and care --------
• If parents refused pictures/mementos, sent reminder that items are being kept and 
are available to be picked up ___ _ 
• Call to check in on family: 
who when ·--------------
Additional Discharge Recommendations: 
• Remind patient to eat well and increase fluid intake. Grieving at best is difficult; 
physical pain and discomfort will cause added stress. 
• Encourage patient to talk about her/his feelings. This is an important event in their 
lives and it will not go away just because they ignore it or try to forget it. 
• Encourage mother to spend some time alone with her partner. Healing will begin 
when the two of them are communicating their feelings with each other. 
• Encourage mother/couple to be specific about their needs when others ask what 
they can do to help. Tell them if you need errands run, help with preparing food or 
any other tasks that will help you in the first few days at home. Remember they really 
do want to help. 
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APPENDIXD 

Protocol Script for the Control Group Developed from the Guidelines for 

Medical Professionals Providing Care to the Family Experiencing 

Perinatal Loss, Neonatal Death, SIDS or Other Infant Death 
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The women assigned to the contro l group w ill be asked to provide the ir home te lephone 

numbers along w ith three other te lephone numbers o f c lose fri end or relati e "'here they can be 

reached to remind the m of the ir fo llow-up appointment in the next two weeks . After obta ining 

contact information the par1icipan t in the contro l g ro up will be discharged with the sta ndard 

d ischarged instnrctions. O ne week later they wi ll receive a telephone fo llow-up ca ll: How arc 

you, thi is Ms. Johnson . we met last week in the OBEC. I am re minding you that you lw' e 

agreed to partic ipate in our perinatal loss study when you retum for your follow-up next week. 

w hic h w ill be on at time. I w ill be there to meet you after you have bee n seen and --- --- -

cleared by the phys ician. You v ill then be asked to a pri vate room where you wi ll complete t\\ O 

questionnaires. Sec you next week. 

On the day of the fo llow-up the participant will be taken to a pri vate room. Thank you for 

your par1icipation in this study, this is the consent you signed on date _ _ . I no' need you to 

complete these two questionnaires a demographic s heet and the Perinatal Grief Sca le which 

s hou ld not take a ny lo nger than 30-45 minutes. On completion o f the fo rms you w ill be gi,en 

$ 10.00 for partic ipation in th is st1rdy. If at any t ime you have a question I a m ava ilable 10 assist 

you. you may stop at any time if you can not complete the questionnaire. it wi ll not impact the 

future care at this hospital. 

On completion of the questionnaires, T hank you for participating in this study, here i a 

lis t ofwebs ites, and telephone numbers to s upport groups for women whom have experience fetal 

losses as yours, they may be able to provide you with infom1ation and su pport if you have 

questions later. 
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APPENDIX E 

Protocol Script for the Experimental Group Developed from the Guidelines for 

Medical Professionals Providing Care to the Family Experiencing 

Perinatal Loss, Neonatal Death7 SIDS or Other Infant Death 
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The women randomized to the expctimental group will be asked to sign consent 

of participation in the study. After the consent is signed the protocol developed from the 

Guidelines for Medical Profess ionals Providing Care to the Family Experiencing 

Perinatal Loss. Neonatal Death, SJDS. or other Infant Death will be implemented as 

followed: 

1. A memory box wi ll be brought to the bedside and a perinatal bereavement card 

wi ll be removed from the box and attached to the door wiU1 one attached to the 

chart (the card notifies the health care providers the woman has experienced loss). 

2. The woman will then be asked if she would li ke to see a Chaplin, or notify her 

personal spiritual leader. If she agrees to see the Chaplin, the service will be 

notified. 

3. The woman will be asked if she or her family have any special request to honor 

the loss of the baby that we can carTy out (i.e. baptism. special ceremony. o r 

prayer). 

4. The memory box wi ll be opened at the bedside with the woman and contents wi ll 

be shared with the patient and signiticant other if available. 

a. A packet of seeds ofremembrance to take home to plant in remembrance 

of ber lost baby. 

b. A soft push care bear, baby first toy will be shown to the mother and 

replaced in the box. 
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c. If applicable the infant w ill be dressed in gown and wrapped in a blanket 

to be shown to mother/signi t]cant other (blanket, gown, and small hat 

regardless of gestational age will be provided in the memory box). 

d. Phys icaJ mementos will be taken a t thi s time if applicable (pictures wi th a 

d isposable camera, foot prints, and ident ification bands. Regardless of 

gestational age identification bands will be provided with the mothers 

name and date of birth of infant. 

e. I f mother/significant other would li ke to participate in a naming ceremony 

and moment of silence, the certificate of remembrance will be w mpletcd. 

f. A sympathy card with the retum address o[the family will be completed 

to be mailed two weeks after the fo llow-up visit. 

g. The woman will be asked to provide her home te lephone number and 

Uu·ee other telephone numbers of relatives or friends where she can be 

contacted within I week. 

h. Fina lly a review of the list of perinatal loss support groups and a lis·t of 

websites will be discussed with the participant. 

1. Rout ine di scharge orders for women experiencing early Joss will be 

provided with an appointment to return within two weeks. 

5. During the te l.ephone fo llow-up caiJ the Primary Investigator /data collector will 

ask the fo11owing. 
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a. How are you doing~ Ms. ____ this is Ms. Johnson from LB.I hospital , 

the nurse doing the study on women experi encing early perinatal loss. lt 

has been a week s ince you experienced your loss and I am calling to check 

on you. Have you had any pain or excessive bleeding? 

b. Have you been able to go through the memory box to look at the item s 

that belong to your baby? 

c. Have you planted your seeds of remembrance? 

d. Do you have any questions or concems about your loss? 

e. Have you contacted any of the support groups or visited the web s ites to 

see what they offer? 

f. If you don' t have any questions I will see you on _ __ at ___ time. 

At that time we will meet in a private room where you will be asked to 

complete a questionnaire. On completion of the two forms, you w ill 

receive $ 10.00 cash for your time. lfyou need assistance comple ti ng the 

question11aires I am available. if you need to stop and can not complete 

them it will not interfere with any future care her at the hospita l. 

g. Thank you lor completing the study. 
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