

  women-05-00050




women-05-00050







Women 2025, 5(4), 50; doi:10.3390/women5040050




Systematic Review



Psychosocial Risk Factors for Complicated Perinatal Grief in Adult Women with Pregnancy Loss: A Systematic Review



Cecilia Mota-González 1, Claudia Sánchez 1,*, Jorge Carreño 1 and Claudia Yereni Jímenez-García 2





1



National Institute of Perinatology, Research Tower, 1st Floor, Lomas Virreyes, Mexico City 11000, Mexico






2



Transdisciplinary Research Center in Psychology, Autonomous University of the State of Morelos, Morelos 62210, Mexico









*



Correspondence: clausanbra@yahoo.com; Tel.: +52-55-50738835







Citation: Mota-González, C.; Sánchez, C.; Carreño, J.; Jímenez-García, C.Y. Psychosocial Risk Factors for Complicated Perinatal Grief in Adult Women with Pregnancy Loss: A Systematic Review. Women 2025, 5, 50. https://doi.org/10.3390/women5040050



Academic Editor: Edward Araujo Júnior



Received: 29 October 2025 / Revised: 27 November 2025 / Accepted: 16 December 2025 / Published: 18 December 2025



Abstract


This systematic review aimed to identify psychosocial risk factors associated with the development of complicated perinatal grief in adult women who experienced pregnancy loss. Following PRISMA guidelines, comprehensive searches were conducted in Web of Science, PubMed, Scopus, and PsycINFO databases, covering 1990–2024. A total of 34 quantitative studies comprising 7872 participants were included, mainly using cross-sectional and longitudinal designs. Findings indicate that complicated perinatal grief is a multifactorial condition influenced by personal variables (absence of living children, history of depression or PTSD, advanced maternal age, low education and income), obstetric factors (later gestational loss, multiple pregnancies, stillbirth, or neonatal death), and psychosocial factors (low social support, relationship conflict, violence, ostracism, and limited psychological care). Negative cognitions, rumination, and maladaptive coping strategies were also linked to prolonged symptoms of depression, anxiety, and post-traumatic stress. The review concludes that complicated perinatal grief is a multidimensional phenomenon determined by psychological, social, cultural, and medical factors and highlights the need to understand perinatal loss as a profoundly significant experience that affects women’s identity, relationships, and mental health. This evidence highlights the importance of emphasizing the identified risk factors that can lead to complicated grief.
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1. Introduction


Perinatal death is an extremely painful experience with profound emotional repercussions for the women who go through it. Worldwide, the average perinatal mortality rate is 53 deaths per 1000 live births. However, these figures show considerable variation by region, ranging from 57/1000 in developing countries to 11/1000 in developed countries [1]. For example, Sub-Saharan Africa had the highest rate worldwide with 27 deaths per 1000 births in 2024, while Japan is one of the countries with the best perinatal and neonatal survival rates, with an approximate mortality rate of 0.9 per 1000 births [2]. This highlights that perinatal mortality poses a significant public health challenge, especially in middle- and low-income countries [3].



Despite the magnitude of this problem, the grief experienced following a perinatal loss remains an underestimated and poorly undersestood phenomenon. This is particularly evident in relation to its progression toward complicated grief, which is characterized by intense and prolonged symptoms that interfere with the daily functioning of the women who experience it. Over the years, research has identified various warning signs of complicated perinatal grief, such as lack of social support, mental health disturbances (depression, anxiety, and stress), and certain psychosocial factors including the absence of living children, low educational attainment, and insufficient partner support often resulting from differences in the pace of grieving and the distinct ways in which men and women express their pain [4]. Other factors considered in various studies include inhibition of the grieving process, alcohol or substance misuse, increased physical complaints or illnesses, marked mood changes or social withdrawal, and neglect of self-care and/or daily activities [5,6].



Although there are studies that describe the symptomatology of complicated grief [7,8,9] and its psychosocial repercussions [10,11,12], there is still a lack of consensus regarding the specific psychosocial factors that predispose women to develop complicated perinatal grief. This gap significantly limits the design of effective assessment and intervention protocols.



In this context, a systematic review that compiles and analyzes the existing evidence becomes essential. The objective is to answer the following fundamental question: Which psychosocial factors increase the risk of developing complicated grief in adult women with perinatal loss? Conducting this review allows for the unification of diagnostic and early assessment criteria, identification of vulnerability patterns, orientation of preventive strategies, guidance for future lines of research, and, crucially, a more effective focus of clinical interventions.




2. Results


According to the samples reported in the analyzed studies, a total of 7872 women participated, with a wide age range (generally between 26.8 and 51 years). Regarding the statistical tests, the most frequently used included: descriptive statistics, to characterize the sample and variables; analysis of variance, to compare means between groups, including one-way ANOVA, repeated-measures ANOVA, and single-factor ANOVA; Chi-square (X2) tests and Fisher’s exact test, to analyze the association between categorical variables; correlation analyses (Pearson, Spearman, bivariate, partial), to determine the strength and direction of relationships between variables; regression analyses (hierarchical, logistic, linear, multivariable), to identify predictors of outcomes and control for multiple factors, including univariable and multivariable logistic regression; t-tests (Student’s t-test), to compare means between two groups; and non-parametric tests such as the Mann–Whitney U and Kruskal–Wallis tests. Additionally, the findings were grouped according to the methodology employed in each study, distinguishing those that used independent samples (cross-sectional comparisons between groups or subgroups) from those that used dependent samples (longitudinal or repeated-measures assessments over time). Studies that included independent samples identified a high prevalence of psychological morbidity (depression, anxiety, grief, and PTSD) and established multiple sociodemographic, obstetric, and psychological risk factors associated with poorer adjustment following perinatal loss.



In contrast, studies that included dependent samples (longitudinal and repeated-measures assessments) provided important information on the temporal trajectory of symptoms and the factors that influence their persistence. Overall, grief intensity and symptomatology decreased over time, although this reduction was gradual. However, despite the decline, the prevalence of anxiety and depression remained elevated compared with the general population at 6 and 12 months. Nine months after an early loss, the prevalence of PTSD (18%) and moderate/severe anxiety (17%) remained high. (see Table 1).



Risk Factors for Complicated Grief


As shown in Table 1, complicated perinatal grief is influenced by multiple personal, obstetric, psychosocial, and cultural risk factors that determine both the intensity and the duration of the symptomatology.



On a personal level, the absence of living children, a history of depression or PTSD, low educational level, reduced income, immigrant status, and advanced maternal age have been identified as frequent predictors of persistent symptoms of depression, anxiety, PTSD, and grief [13,14,15,16,17,18]. In addition, guilt, negative cognitions about oneself, the world, and the future, as well as maladaptive coping strategies such as rumination, behavioral disengagement, and hyperarousal, increase the likelihood of grief becoming chronic [19,20,21,22].



Regarding obstetric factors, a higher risk is associated with advanced gestational age at the time of loss, multiple pregnancies, losses occurring after 20 weeks, stillbirth or neonatal death, and a greater number of previous miscarriages [15,16,23]. Temporal proximity to the loss (<6 months) is linked to greater symptom intensity, although some studies show resurgences even years later, which justifies the need for long-term follow-up [23,24].



Interactions with the baby are also a factor that, in some studies, proved important for the chronification of grief. For example, not having the opportunity to see and hold the baby’s body for some time, as well as the absence of tangible memories, increased the risk of symptoms related to anxiety and depression disorders [25].



On the psychosocial level, low perceived social support, intimate partner violence, marital problems, absence of religious practices, and social ostracism are associated with higher levels of grief and PTSD [14,26,27,28]. Satisfaction with the health system and access to psychological care vary depending on the cultural context, with significant disparities observed in minority groups [14,27].



Cultural and contextual factors, such as restrictive social norms in India or differences in access to support groups in Brazil and Canada, also shape the expression and management of grief [27,29]. In contrast, spiritual well-being and religiosity have acted as protective factors in certain contexts [30,31].



Overall, the evidence supports that complicated perinatal grief is multifactorial, with interactions between individual variables, prior experiences, circumstances of the loss, and the social environment. This underscores the need for personalized, culturally sensitive, and multidisciplinary interventions that include early screening, long-term follow-up, and specific strategies to address the identified risk factors.



As can be seen in the included studies, multiple risk factors are involved in complex perinatal grief; Table 2 shows the risk factors classified into four groups found in each study.





3. Discussion


The findings of this systematic review provide evidence regarding the main risk factors associated with complicated perinatal grief. Identifying psychological, sociodemographic, and contextual variables that increase the likelihood that perinatal grief will progress into complicated or chronic forms is essential for guiding the development of specific psychological interventions within clinical practice.



First, the consistency of the finding that women with a history of depression or anxiety are at significantly greater risk of developing complicated grief following perinatal loss is noteworthy [48]. This may be explained by the fact that pre-existing psychological difficulties can undermine and limit coping abilities, increasing susceptibility to intense and persistent grief symptoms. Similarly, the literature has documented that women with prior psychiatric diagnoses tend to experience prolonged grief reactions that are more resistant to treatment [49].



A second relevant aspect concerns the influence of obstetric and medical factors, as shown in studies by Brier [50] and Gold et al. [14], who highlight that both unexpected fetal deaths and recurrent miscarriages are associated with profound psychological impact, likely due to heightened expectations regarding pregnancy and motherhood. Likewise, the results indicate that late gestational losses can have a substantial psychological impact, aligning with other research showing that gestational duration and perceived fetal viability shape the intensity of grief, with symptom severity increasing when the loss occurs in later stages of pregnancy [48].



Furthermore, social support emerged as a key protective factor. Evidence shows that women reporting low levels of support from partners, family members, and/or healthcare professionals are more likely to develop complicated grief [51,52]. This may be understood by considering that lack of accompaniment and the minimization of the loss by the social environment can intensify isolation, loneliness, and emotional suffering. Conversely, sensitive support and validation of emotional responses to the loss may foster more adaptive grieving processes [53]. Similarly, the personal meaning attributed to gestational loss and cultural beliefs likely play an important role in shaping the grieving process. Studies included in this review noted that women who perceive the loss as a violation of their expectations of motherhood or as an event that threatens their feminine identity experience greater difficulty in processing grief [54,55]. Such interpretations may be influenced by sociocultural norms surrounding motherhood that reinforce feelings of guilt, failure, and shame.



Regarding sociodemographic factors, the results show that young maternal age, lower educational attainment, and precarious economic conditions increase the probability of complicated grief [14,56], likely because these conditions limit access to healthcare and psychological support while also increasing stress levels that affect coping abilities. In this regard, an important point in this review concerns differences between findings reported in studies conducted in low- and middle-income countries versus high-income countries. This distinction is crucial, as perinatal mortality is higher in developing compared to developed countries [3]. The studies included in this review show that although psychological morbidity (grief, depression, anxiety, PTSD) is common across settings, the risk factors that emerge differ between low and middle-income countries and high-income countries. While in developing countries the complication of perinatal grief is related to social vulnerability, family expectations, and limited access to economic and healthcare resources [2], in developed countries the risk appears to be more closely related to psychological history, personality traits, and coping mechanisms among bereaved women [2].




4. Materials and Methods


4.1. Selection Criteria


An exhaustive search of original scientific articles was conducted between May and June 2024 in the databases Web of Science (WOS), PubMed, SCOPUS, and PsycINFO, covering publications from 1990 to 2024. Inclusion criteria for the studies were as follows: studies that examined complicated perinatal grief and psychosocial risk factors; original research with a quantitative approach (single- or double-blind randomized controlled trials, cross-sectional, longitudinal, cohort, and case–control studies); studies written in English or Spanish; and studies involving adult women (aged 18 years or older). Studies published in other languages were excluded to ensure accuracy in data interpretation and to avoid biases stemming from indirect or incomplete translations. Research addressing other types of loss such as the death of children outside the perinatal period or the death of other relatives was excluded because the psychosocial determinants, phenomenology of grief, and adaptive processes differ substantially across types of loss. Articles that examined perinatal grief in adolescent women or in men were also excluded, as these groups exhibit developmental, contextual, and psychosocial characteristics distinct from the focus of this review. Likewise, systematic reviews and qualitative studies were excluded because the objective was to synthesize primary quantitative evidence that would allow for the identification of risk factors using objective and comparable measures.



Gray literature, non-conventional sources, and semi-published materials were not included in the search, as these documents often lack standardized peer-review processes, which may affect methodological quality, data traceability, and reproducibility of findings. The protocol was registered in PROSPERO under the identification number CRD42024543989.




4.2. Search Strategy


The search strategy combined keywords and Mesh terms related to “women,” “bereaved mothers,” “psychosocial risk factors,” “sociodemographic factors,” “socioeconomic factors,” “social support,” “mental health,” “depression,” “anxiety,” “stress,” “trauma,” and “complicated perinatal grief,” “prolonged perinatal grief,” “perinatal grief,” “perinatal loss,” and “pregnancy loss,” using the Boolean operators AND/OR. An example of the search strategy is presented in Table 3.



In addition to this strategy, the Dimension and Connected Papers platforms were used to identify other potentially relevant articles.




4.3. Study Selection


Two researchers (CSB and CMG) independently reviewed the available sources, selecting studies according to the predefined inclusion and exclusion criteria. Duplicate removal and study identification were carried out semi-automatically using the Rayyan Web tool (2023 version).



The initial identification of potential studies was carried out by title and abstract, followed by a second stage in which the full text was reviewed. A third reviewer (JCM), who decided on the inclusion or exclusion of conflicting studies, resolved any discrepancies.



In the Identification stage, 6635 studies were obtained after removing 1871 duplicates, 4764 studies remained for screening and evaluation. Finally, 34 studies were included in the review (see Figure 1).




4.4. Identification of Studies


As shown in Table 4, 34 studies published between 1997 and 2023 were included in this review. Cross-sectional and prospective longitudinal study designs predominated, followed by cohort studies and a case–control design. The main objectives encompassed the assessment of the psychological impact of perinatal loss in terms of grief symptoms, depression, anxiety, and post-traumatic stress disorder (PTSD), as well as the identification of risk and protective factors. Several studies also analyzed sociodemographic, spiritual, religious, social, and cognitive variables as predictors of complicated grief. Likewise, the studies addressed aspects such as coping, social support, marital satisfaction, and the influence of attachment, highlighting the heterogeneity in methodologies and contexts.




4.5. Risk of Bias Evaluation


The quality of the studies was assessed using a checklist of 11 criteria related to the risk of bias in quantitative research, employing the Revman platform. Overall, the studies demonstrated acceptable methodological quality, although with important variations among them (see Figure 2 and Figure 3).



The quality of the studies was assessed using an 11-item checklist related to risk of bias in quantitative research, applied through the RevMan platform: (P1) clearly defined inclusion criteria; (P2) description of participants and study setting; (P3) valid and reliable measurement of exposure; (P4) use of objective and standardized criteria to assess the condition; (P5) identification of confounding factors; (P6) strategies to address confounding factors; (P7) valid and reliable measurement of outcomes; (P8) use of appropriate statistical analysis; (P9) sufficient follow-up time to allow outcomes to occur; (P10) completion of follow-up and explanation of reasons for loss to follow-up when applicable; and (P11) implementation of strategies to address incomplete follow-up.



Most of the studies clearly defined the inclusion criteria (P1) and adequately described the subjects and the setting (P2). Likewise, the majority used valid and reliable measures to assess the exposure (P3) and the outcomes (P7), as well as employing appropriate statistical analyses (P8). However, significant shortcomings were observed in relation to the handling of confounding factors. Although many studies identified these factors (P5), few reported clear strategies to address them (P6), which represents an unclear or high risk of bias in these criteria.



Another methodological weakness was the management of follow-up in longitudinal and cohort studies (P9–P10). Few systematically explored the reasons for loss to follow-up or implemented strategies to minimize its impact. For cross-sectional studies, these criteria were not applicable in many cases (see Figure 2 and Figure 3).





5. Conclusions


In summary, this review confirms that complicated perinatal grief is a multidimensional phenomenon shaped by psychological, social, cultural, and medical factors. The findings underscore the need to understand perinatal loss not only as a medical event but as a profoundly meaningful experience that affects women’s identity, relationships, and mental health. This highlights the importance of prioritizing early identification of women at risk of developing complicated grief within perinatal care. Future research should further explore the interplay between risk and protective factors and examine the effects of specific interventions aimed at promoting healthy grieving.



Finally, it is important to note that the methodological diversity of the included studies represents a significant limitation. The use of observational designs and self-reported measures in most studies may introduce measurement bias. However, the external validity of the findings is strengthened by the consistency of the results observed across diverse contexts and samples. More longitudinal and randomized studies are needed to establish stronger causal relationships. In this regard, although the initial protocol included a meta-analysis, the marked heterogeneity among the included studies prevented obtaining comparable effect sizes. Therefore, and following the PRISMA and Cochrane Collaboration recommendations, a rigorous quantitative synthesis was not possible, and a structured narrative synthesis was chosen instead.



This systematic review was conducted in accordance with the PRISMA statement (Preferred Reporting Items for Systematic Reviews and Meta-Analyses), the checklist of which can be found in the Supplementary File.
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Figure 1. Flow diagram of the identification of studies. 
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Figure 2. Risk of bias evaluation by study [13,14,15,16,17,18,19,20,21,22,23,25,26,27,28,29,30,31,32,33,35,36,37,39,40,41,42,43,45,46,47,48]. 
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Figure 3. Overall risk of bias evaluation. 
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Table 1. Main results of the included studies.
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	RECORD
	SAMPLE
	AGE
	STATISTICAL TECHNIQUE
	RESULTS (Risk Factors)
	CONCLUSIONS



	de Montigny et al. * [13]
	Sample: 231 women over 18 years old. A minority of participants were immigrants.

Socioeconomic level: A minority had a low socioeconomic level.

Characteristics of the loss: In half of the women, the miscarriage had occurred less than 1 year earlier. The time elapsed since miscarriage ranged between 1 month and 4 years. The gestational age of the fetus at the time of miscarriage ranged from 3 to 20 weeks.

A.O. 4: Most women had experienced 1 or 2 miscarriages (MTP 3)

Living children: About 40% of participants had no children at the time of the study.
	The age of the women at the time of the last miscarriage ranged from 19 to 43 years, with the majority between 25 and 35 years old (n = 170, 74%).
	Descriptive statistics, one-way ANOVA with Tukey post hoc tests, correlations, and hierarchical regression to control for personal and contextual factors.
	55% of the women presented clinically significant depressive symptoms, 27.1% reported high levels of perinatal grief, and 18.3% showed low quality in their couple relationship. Satisfaction with the healthcare system was moderately high (M = 3.11/4.00).

The risk factors associated with poorer mental health were: income ≤ 50 CAD 1 (greater depression, anxiety, and grief; p < 0.01), low educational level (greater grief; p < 0.01), being an immigrant (greater depression and grief; p < 0.05), having no children (greater overall symptomatology; p < 0.001), and having a recent loss (< 6 months), which was associated with more depression (p = 0.046).

Symptoms of grief, depression, anxiety, and PTSD 2 were more intense during the first month after the loss, with reductions in the following months, but grief and depression peaked again after 7 and 37 months.
	Being an immigrant, having a low socioeconomic level, and having no children significantly increase the risk of developing persistent symptoms of depression, anxiety, and perinatal grief.

These factors represent conditions of vulnerability that can exacerbate the psychological impact of miscarriage.

Recommendations: Greater psychosocial support and culturally sensitive care are needed for immigrant women and those with limited resources, focusing on emotional support provided by the healthcare system.



	Gold et al. * [14]
	Sample: 609 women: 232 in the control group (surviving children) and 377 in the bereavement group (191 stillbirths, 181 neonatal deaths, and 5 miscarriages). Eleven percent of the pregnancies in the bereavement group and 1% in the control group were multiple.

Pregnancy losses (A.O. 4): Sixteen women in the bereavement group had at least one live birth in addition to the loss.

Educational level: Two-thirds of the sample had secondary education.

Time since loss: The median time between the loss/birth and the survey was 9.1 months, with no significant differences between groups.

Race: Women in the bereavement group more frequently reported being African American, delivering at lower gestational age, and having a history of depression, PTSD 2, and intimate partner violence.
	The mean maternal age was 29 years (±6)
	Descriptive statistics, Chi-square tests and t-tests, multivariable logistic analysis, Hosmer–Lemeshow test, and analysis of the area under the receiver operating characteristic curve (AUROC) for each model.
	Bereaved women were nearly 4 times more likely to screen positive for depression and 7 times more likely for PTSD 2, after adjusting for demographic and personal variables (AUROC = 0.83 for depression; 0.81 for PTSD 2).

Independent predictors of depression were: history of depressive disorder [OR = 3.19; 95% CI: 1.85–5.50; p < 0.0005], prior PTSD 2 [OR = 3.43; 95% CI: 1.69–6.96; p < 0.001], and intimate partner violence [OR = 2.01; 95% CI: 1.03–3.92; p < 0.040].

For PTSD 2, the independent predictors were: history of depressive disorder [OR = 3.72; 95% CI: 2.34–4.93; p < 0.0005], prior PTSD [OR = 2.96; 95% CI: 1.42–6.17; p < 0.004], intimate partner violence [OR = 2.12; 95% CI: 1.09–4.13; p < 0.027], and public insurance [OR = 2.01; 95% CI: 1.19–3.39; p < 0.009].

Among bereaved Caucasian and African American women who screened positive for depression or PTSD 2 (n = 137), Caucasian women reported greater access to treatment (43% vs. 20%; p = 0.022).
	Nine months after a loss, bereaved women showed notably high and persistent levels of depressive and PTSD 2 symptoms compared to those who did not experience a loss.

There were no significant differences in symptom levels of these disorders according to the type of death or race.

It is suggested that future research should distinguish the natural trajectories of mental health following perinatal loss.



	Obi et al. * [15]
	Sample: 202 Nigerian women.

Education: 58.4% higher education, 31.7% secondary, and 9.9% primary.

Religion: 97% Christian.

Marital status: 90.1% married and 9.9% single.

A.O. 4: For 76.2% it was their first pregnancy; 23.8% had experienced previous losses. 50.5% had no living children and the rest had one or more. The interval between the loss and the survey was 1 month (12%), 2 months (64%), and 3 months (24%). 65.8% of the losses occurred before 20 weeks of gestation.
	The mean age of the participants was 26.8 ± 5.37 years.
	Descriptive statistics, Chi-square test, Fisher’s exact test, and logistic regression.
	Minimal depression: 74.3%; moderate: 3%; severe: 13.9%; no depression: 8.9%.

Factors associated with higher depression scores: previous losses (p < 0.001), loss of a male fetus (χ2, p < 0.001), having no living children (p < 0.001), late-gestation losses (p < 0.001), and being married (p < 0.001).

Logistic regression: no living child (OR = 2.4; 95% CI: 1.9–2.5) and loss >20 weeks of gestation (OR = 1.9; 95% CI: 1.8–2.5)
	Most Nigerian women experienced some level of depression after pregnancy loss.

Main risk factors for depression: absence of living children and losses after 20 weeks of gestation.



	Gao et al. * [16]
	Sample: 247 women with a history of recurrent pregnancy loss and 193 healthy controls.

Pregnancy losses

A.O. 4: In the recurrent loss group, 29.2% were not pregnant, 42.9% were in the first trimester, and 27.9% were in the second or third trimester. 62.8% had experienced two miscarriages and 37.2% more than two; 14.2% had a history of loss and 67.2% a history of at least one induced abortion.
	In the recurrent loss group, 83.4% were 35 years old or younger and 16.6% were 36 years or older.
	Descriptive statistics, Chi-square test, Fisher’s exact test, and univariate and multivariate logistic regression.
	Higher prevalence of depression in the recurrent loss group (45.3% vs. 30.1%; χ2, p < 0.01).

Depression prevalence was higher in the loss group when:

-Women were in the first trimester of pregnancy [RR = 3.05 (1.56–5.96, p < 0.01)]

-Age < 35 [RR = 1.55 (1.01–2.37, p < 0.05)]

-Age > 36 [RR = 6.00 (1.70–21.21, p < 0.01)]

-BMI 18.5–24 kg/m2 [RR = 3.05 (1.56–5.96, p < 0.01)]

-BMI > 24 kg/m2 [RR = 3.05 (1.56–5.96, p < 0.01)]

-Working < 8 h [RR = 1.90 (1.23–2.95, p < 0.01)]

-University-level education or higher [RR = 1.91 (1.16–3.16, p = 0.01)]

-Living in an urban area [RR = 1.83 (1.21–2.76, p < 0.01)]

Logistic regression:

-Age > 36 years [RR = 5.47 (2.42–12.38, p < 0.01)]

-2 miscarriages [RR = 2.94 (1.66–5.22, p < 0.01)]

-No live births [RR = 3.77 (1.81–7.82, p < 0.01)]
	Risk factors for depression in the recurrent loss group: being 36 years or older, having had two or more miscarriages, and having no live-born children.



	McSpedden et al. * [17]
	Sample: 121 mothers in perinatal bereavement up to 5 years after the loss.
	Between 23 and 53 years.
	Descriptive statistics, independent samples t-tests, Cohen’s d.
	12.4% experienced complicated grief.

There was a moderately significant difference in complicated grief scores between women with no living children (M = 66.33, SD = 21.88) and those with living children (M = 53.86, SD = 17.39), t = 2.85; p = 0.01, η2 = 0.06.
	The absence of living children was identified as a predictor of complicated grief; previous perinatal loss and type of loss were not significant.

Recommendations: The symptomatology of mothers in perinatal bereavement should be routinely monitored for referral to treatment when indicated.



	Lafarge et al. * [18]
	Sample: 166 women who terminated their pregnancy due to fetal abnormality.

C.SD 5: The majority (70.5%, n = 117) had a university education; all but one were married or in a relationship, and 97.0% (n = 130) were White.

Loss: Pregnancies were terminated between 12 and 35 weeks of gestation (M = 18.5, SD = 4.9). In approximately half of the participants (53%), the termination had occurred less than 6 months before participating in the study. Most were medical professionals (77.7%).

A.O. 4: For 70 participants (42.2%), this was their first pregnancy.
	Between 22 and 46 years (M = 34.5; SD = 4.9).
	One-way ANOVA, Bonferroni post hoc test, and hierarchical regression analysis.
	12.4% experienced complicated grief. Women with no living children showed higher scores (M = 66.33, SD = 21.88) than those with living children (M = 53.86, SD = 17.39), t = 2.85; p = 0.01; η2 = 0.06. Higher levels of grief were found in women without children at the time of termination, in their first pregnancy, without subsequent pregnancies, who would not repeat (or were unsure about) the decision, and in those who had experienced grief within the previous 6 months. Women under 35 reported greater active grief. There were no differences by method of termination, gestational age, prognosis of the anomaly, or educational level. In the hierarchical regression, active grief was positively associated with guilt, religion, planning, and behavioral disengagement, and negatively with acceptance and time since termination. Coping difficulty was predicted by guilt, behavioral disengagement, venting, and negative feelings about the decision, and decreased with acceptance, positive reframing, elapsed time, and having living or subsequent children. Despair increased with guilt, behavioral disengagement, and negative feelings about the decision, and decreased with acceptance and having living or subsequent children. Overall grief increased with guilt, behavioral disengagement, venting, planning, religion, and feelings about the decision, and decreased with acceptance, positive reframing, elapsed time, and having living or subsequent children.
	This study indicates that there is a relationship between the coping strategies women use when facing a termination and their levels of grief. After controlling for obstetric and termination variables, women who reported using strategies such as acceptance and positive reframing showed better psychological outcomes than those who used maladaptive strategies, such as guilt or behavioral disengagement.

Grief levels in this study varied according to obstetric and termination variables, with higher levels of grief among women with more recent loss, those without children at the time of termination, those who were not pregnant nor had children since the termination, and those who would not make the same decision again or were unsure about it.

Recommendations:

It may be beneficial to promote protective strategies through information or therapies such as Cognitive Behavioral Therapy (CBT)–based interventions or Acceptance and Commitment Therapy (ACT).



	Kokou-Kpolou et al. * [19]
	Sample: 98 French women.

Education and employment: 43.9% had university education and 55.1% had a high school diploma. Almost all were employed (full-time or part-time).

Loss: On average, the loss had occurred 40.48 months earlier (SD = 28.92, range 3–120). For most of the sample (71.4%), the loss had been unexpected. 67.9% of the women had lost the child before birth and 32.1% after.

Pregnancy history

A.O. 4: For 42.9% it was their first child, while 56.1% already had at least one other child.
	Mean age was 33.89 years (SD = 5.34).
	Descriptive statistics, partial correlation analysis, MANCOVA, and hierarchical regression analysis.
	Acute grief reactions were significantly correlated with depressive symptoms [r(94) = 0.78, p < 0.001], controlling for age and time since loss, but mothers who had at least one other child reported fewer depressive symptoms [F(2,95) = 3.65, p = 0.06, η2 = 0.032].

With the exception of guilt, all forms of negative cognition were correlated with acute grief reactions (p < 0.001) and depressive symptoms (p < 0.001).

Hierarchical regression:

The model including all negative cognitions was significant [F(5,86) = 11.78, p < 0.001] and explained 37.2% of the variance in acute perinatal grief. Three negative cognitions were associated with grief: cognitions about life (ß = 0.381, p = 0.003), the world (ß = 0.198, p = 0.032), and the future (ß = 0.248, p = 0.036).

Among the variables related to the loss, type of death was associated with depressive symptoms (ß = 1.05, p < 0.05). Negative cognitions about the world (ß = 0.794, p < 0.003) and negative cognitions about oneself (ß = 6.22, p = 0.051) were associated with depressive symptoms (the latter marginally).

Higher depression scores were associated with increased negative cognitions about the world when the child’s death occurred before birth [type of death × cognitions about the world (ß = –1.22, p = 0.012)], and also with negative self-beliefs when neonatal death occurred [type of death × cognitions about oneself (ß = 1.06, p = 0.015)].
	Risk factors for complicated perinatal grief: negative cognitions about life, the world, and the future; negative self-beliefs; and neonatal death.

Recommendations: The findings may help improve the effectiveness of secondary prevention interventions.



	Gozuyesil et al. * [20]
	Sample: 57 women.

Gestational characteristics: Pregnancy loss occurred on average at 15.42 weeks (±6.61), within a range of 4 to 32 weeks. 45.7% experienced miscarriage and 54.3% stillbirth.

Sociodemographic characteristics

C.SD 5 Educational level: 51.4% university or higher, 30% primary, and 18.6% secondary.

Occupation: 78.6% unemployed.

Partners’ education: 50% university or higher, 28.6% secondary, and 21.4% primary.

Income: 60% perceived their income as moderate.

Residence: 60% urban area.

Family type: 80% nuclear.

Pregnancy history

A.O. 4: 74.3% had had more than one pregnancy. 60% had never had children.

Losses: 55.7% one, 28.6% two, and 15.7% three or more.

Number of pregnancies: 28.6% first, 30% second, 20% third, and 21.4% fourth or more.
	The mean age of the participants was 30.34 ± 6.55 years.
	Descriptive statistics, Chi-square test, Fisher’s exact test, Mann–Whitney U test, Kruskal–Wallis test, one-way ANOVA, Spearman correlation, and multiple linear regression with backward elimination.
	A statistically significant difference was found in the mean total score of the Perinatal Grief Scale at three months as a function of age and absence of children. The difference by age was due to the 20–29-year-old group (p < 0.05). The median total scores on the Perinatal Grief Scale among women without children were higher three months after the loss compared to other times (p < 0.05).

Positive correlations were found between the total score of the Ruminative Thought Style Questionnaire, the Perinatal Grief Scale, and its subscales (p < 0.05).

Multiple linear regression: Active grief (β = 1.325; p = 0.003) and having an extended family (β = 15.781; p = 0.047) were statistically significant in the regression model, which explained 15.6% of the variance in the Ruminative Thought Style Questionnaire score.
	Risk factors for perinatal grief: three months after the loss, women aged 20 to 29 had higher grief scores than other age groups, and not having children increased the median score on the Perinatal Grief Scale.

As rumination increased in women during the initial period after the loss, grief also increased.



	Horsch et al. ** [21]
	Sample: 65 women who had a stillbirth at 24 weeks of gestation.

A.O. 4: The mean number of living children was 0.51 (SD = 0.81), the mean gestational age was 34.09 weeks (SD = 5.95), the mean number of previous pregnancies was 2.15 (SD = 1.41), and the mean number of previous perinatal losses was 0.38 (SD = 0.80). 6.2% were currently taking psychotropic medication.

C.SD 5: 86.2% were from the United Kingdom, 61.5% were married, 58.5% had full-time employment, 24.6% had experienced a perinatal loss prior to the stillbirth, and 70.8% reported that the pregnancy was planned.
	Mean age was 31.92 years (SD = 4.98).
	Multiple imputation of normal models, t-test, multiple regression analysis, using Barnard and Rubin’s adjusted degrees of freedom rounded down.
	Dysfunctional strategies explained only 5.1% of the variance in PTSD 2 symptoms; rumination and numbing were positively correlated with their frequency. In regression, dysfunctional strategies explained 25.9% of the total variance (PDS), with rumination being the only positive predictor.

Negative appraisals explained 42.2% of the variance in the number and 53.4% in the frequency of symptoms. Negative cognitions about oneself and the world increased symptoms, while higher guilt was related to fewer symptoms.

At follow-up, suppression and distraction predicted a decrease in symptoms at 6 months, while lower numbing was also protective. Perceived social support showed consistent negative associations with symptom frequency at 3 and 6 months.

Sociodemographic factors also played a role: higher maternal age predicted fewer avoidance symptoms (β = −0.25; p = 0.048); having more children (β = −0.32; p = 0.021) and previous pregnancies (β = −0.31; p = 0.012) reduced avoidance at 6 months. Likewise, greater social support (β = −0.26; p = 0.030) predicted fewer re-experiencing symptoms, and higher income (β = −0.29; p = 0.010) predicted fewer arousal symptoms.
	Our findings showed that intrauterine fetal death can be experienced as a traumatic event and can generate clinical levels of maternal distress. At 3 months, greater rumination was specifically related to more frequent self-reported PTSD 2 symptoms. Negative appraisals, particularly about oneself and the world, predicted PTSD 2 symptoms at 3 months. Higher scores on suppression and distraction, and lower scores on numbing, were associated with fewer PTSD 2 (SCID) symptoms at 6 months.

Regarding risk factors, perceived social support was negatively associated with self-reported PTSD 2 symptoms at both time points.

Our results indicate that cognitive-behavioral techniques should be an important component for mothers seeking help for clinical levels of PTSD 2 after intrauterine fetal death, and these should be primarily aimed at addressing negative cognitive appraisals related to self-identity and the world, as well as dysfunctional strategies, particularly rumination. Women’s social networks should increase their support following intrauterine fetal death.



	GüÇlü et al. ** [22]
	Sample: 46 women who decided to terminate their pregnancy due to a fetal abnormality.

A.O. 4: Only three participants had children; four women mentioned that they had also terminated previous pregnancies.

C.SD 5: 8.7% had a university education, 39.1% had completed high school, 19.6% secondary school, and 32.6% primary school. The majority had a nuclear family, were unemployed (73.9%), had an income below 1500 (80.4%), had been married for less than 6 years

Pregnancy: (65.2%), had a natural pregnancy (95.7%). 13% had a consanguineous pregnancy, 13% terminated their pregnancy due to a previously diagnosed abnormality, 58.7% were clear about the abnormality, and 54.3% reported understanding the abnormality. In 65.2% of cases, the expected outcome of the abnormality was both physical and mental. The baby’s life expectancy was considered short-to-medium in 50% and long in the other 50%. The partner’s role in the decision was effective in 65.2% of cases, and 50% considered that the economic situation had an influence.
	The mean age of the women was 29.6 ± 6.4 years.
	Descriptive statistics, t-test, ANOVA, repeated measures ANOVA, Bonferroni post hoc, Pearson correlation, and linear regression.
	No correlation was found between the severity of grief symptoms and patients’ sociodemographic or clinical characteristics.

In the linear regression, Hyperarousal (β = 1.172, p = 0.016), relational satisfaction (β = −1.761, p = 0.006), and secure attachment (β = −1.19, p < 0.077) were predictors of the total grief score in the first year.
	Grief symptoms were not associated with intrusion or avoidance but rather with signs of hyperarousal, both in the short- and long-term grief. Hyperarousal scores and relational satisfaction proved to be predictors of total perinatal grief scores during the first year. In our study, a weak-to-moderate significant negative relationship was observed between secure attachment and grief, both short- and long-term. A weak-to-moderate significant positive relationship was found between ambivalent attachment and difficulty coping with perinatal grief. A negative correlation was also observed between relational satisfaction and active grief.

Recommendations: To identify parents who need follow-up after perinatal loss, a clinical tool should be developed. In addition, it could be useful to focus on counseling and even more specific trauma techniques and couples therapy to assist in the grieving process.



	Mendes et al. * [23]
	Sample: 873 women over 18 years old, mostly Portuguese (99%) and non-immigrants (98.6%), from all regions of Portugal.

Marital status: 88.9% married or cohabiting; 8.8% single.

Living children: 61.7%.

Educational and employment level: 80.2% had higher education, 93.2% were employed, 96.6% had income above the minimum wage.

Pregnancy losses (A.O. 4): 69.2% reported a single gestational loss.

Fertility: 84.4% had no infertility diagnosis; 86.4% had not undergone assisted reproductive techniques (ART).

Mental health: 71.4% had no diagnosis of mental disorders; 62.4% had not received past or current psychological treatment.

Characteristics of the loss: 91.1% spontaneous pregnancies; 81.4% planned pregnancies; 95.6% single pregnancies; clinical cause of the loss mostly unknown.
	Participants’ ages ranged from 21 to 57 years (M = 36.04, SD = 4.9).
	Descriptive statistics, one-way independent samples ANOVA, effect sizes calculated using eta squared, multiple post hoc comparisons with Bonferroni correction, and Chi-square tests.
	Women assessed between 0 and 1 month after the loss showed higher levels of perinatal grief [F(6,866) = 7.67, p < 0.001, η2 = 0.051] and a greater proportion of clinical symptoms (χ2 = 34.5, p < 0.001, φ = 0.20). Scores decreased significantly at 4–6 months, but there was an increase of about 10% in the ≥37-month group compared to the 25–36-month group.

Clinical anxiety was more prevalent in the 0–1 month group (mostly moderate), although the highest mean scores were recorded between 7–12 months. After a decrease between 2–3 months, levels remained stable. Depressive symptoms were highest in the 0–1 month group [F(6,866) = 2.80, p < 0.01, η2 = 0.019], with a higher frequency of mild cases. A reduction was observed at 2–3 months, although variations persisted in groups with losses greater than 3 months, with a second peak at 7–12 months.

The highest PTSD scores also appeared in the first month [F(6,866) = 4.41, p < 0.001, η2 = 0.030], with more clinical cases in that period (χ2 = 14.5, p < 0.02, φ > 0.13), decreasing progressively from 13–24 months onward.
	The study provides evidence that symptoms of anxiety and depression may persist between one and three years after the event.

It is suggested that future studies focus on the factors that may predict complex mental health responses.



	Kersting et al. * [24]
	Sample: 83 women, compared with 60 women 14 days after pregnancy termination and 65 women after a spontaneous delivery of a healthy full-term child.

Loss: Termination was performed between 15 and 33 weeks of gestation (M = 21.01, SD = 3.77). At the time of the survey, the mean period since termination was 4 years (M = 4.1, SD = 1.9). The fetal diagnosis included chromosomal abnormalities or multiple fetal malformations.
	The mean age at the time of pregnancy termination was 31.9 years (SD = 4.6).
	Descriptive statistics, one-way ANOVA with Scheffé post hoc comparisons, and unpaired t-test.
	Women who underwent pregnancy termination, both at 4 years and at 14 days, reported a significantly higher degree of traumatic experience than mothers after spontaneous delivery. Significant differences (p = 0.000) were reflected in all subscales and in the total scores of the Impact of Event Scale.

Women 2 to 7 years after pregnancy termination had a mean score of 2.64 (SD = 0.62) and those 2 weeks after termination had a mean score of 2.86 (SD = 0.55) (p = 0.064) on the Perinatal Grief Scale, only in the subscale fear of loss.
	The study results show a degree of persistence of post-traumatic stress response that is detectable even years after the event.



	Radestad et al. * [25]
	Sample: 636 women (314 in the study group and 322 in the control group).

C.SD 5: Marital status was similar, while the level of education was lower in the study group.
	The mean age was the same in both groups (32 years).
	Descriptive statistics, proportion ratio, Fisher’s exact test, and logistic regression models.
	Women with stillbirth had higher anxiety scores (mean = 1.82; median = 1.65; P10 = 1.25; P90 = 2.55) than controls (mean = 1.74; median = 1.65; P10 = 1.30; P90 = 2.25). Ten percent of women with stillbirth exceeded 2.55, compared to 5% of controls (proportion ratio = 2.1; 95% CI: 1.2–3.9; p = 0.01).

Among those who waited ≥25 h between diagnosis and the start of labor, 23% had anxiety above P90, compared to 5% of those who did not wait (p = 0.004). Women who reported not having seen their baby for the desired amount of time also showed anxiety close to P90 (p = 0.004). No significant differences were found among those who did not touch their baby.

Elevated anxiety was observed in 7% of those who had memories of their baby, versus 22% of those without memories (p = 0.002).

In logistic regression, seeing the baby for the desired amount of time, not having memories, and the diagnosis–delivery interval contributed significant information (p = 0.01), while the absence of a subsequent pregnancy did not (p = 0.3).
	Risk factors for anxiety: A strong association was observed between waiting more than 24 h before the onset of labor after the diagnosis of intrauterine death and anxiety-related symptoms.

Not seeing the baby for as long as the woman desired and the lack of concrete memories increased the risk of anxiety- or depression-related symptoms.



	Stirtzinger et al. * [26]
	Sample: 175 women at 3 months and 119 women at 1 year after miscarriage. A subgroup of 39 women was assessed at both 3 months and 1 year.

A.O. 4: 71% of the women in the 3-month group and 69.7% in the 1-year group were younger than 30 years. Among the women assessed 3 months after the loss, 81.1% had experienced miscarriage (vs. 80.7% at 1 year). 28.6% had no live child (vs. 30.3% at 1 year). The mean gestational age was 9.9 weeks (SD = 4.2) (vs. 11.5 weeks, SD = 4.1). The mean number of miscarriages was 2.4 (SD = 1.7) (vs. 1.9, SD = 0.8 at 1 year), and the mean number of live children was 0.9 in both groups.
	The mean age of the women assessed three months after miscarriage was 37.7 years (SD = 4.8), and of those assessed one year after, 33.6 years (SD = 5.7).
	Descriptive statistics, analysis of variance with three independent factors, and post hoc comparisons using Tukey’s test.
	Among women who responded 3 months after miscarriage:

Post hoc analysis showed that those <30 years old with multiple miscarriages had significantly higher depression scores than women >30 years old with multiple miscarriages (p = 0.05).

Moderate problems with spouse or family were significantly associated with higher depression scores compared to those who did not report problems (p < 0.05).

Women who felt partly guilty had a mean depression symptom score of 23.5 (SD = 11.7), while those who felt completely guilty had a mean score of 40.4 (SD = 6.9) (p < 0.01).

Women who rated the miscarriage as highly stressful presented higher depression scores (p < 0.05).

One year after miscarriage:

Post hoc analyses indicated that women who had experienced multiple miscarriages but had living children presented significantly lower depression symptoms than women without children (p < 0.05). Women without living children and >30 years old showed greater depressive symptomatology at one year.
	Risk factors for depression three months after the loss: Age under 30, multiple miscarriages, moderate or severe problems with spouse or family, and feelings of guilt.

Risk factors at one year: Being over 30 years old and having no living children; mild or moderate problems with spouse.

Recommendations: Awareness of specific risk factors that may intensify or prolong grief—such as problems with spouse or family, guilt, being blamed by others, age at the time of loss, and number of living children—may be useful in preventing complicated grief.



	Paris et al. * [27]
	Sample: 44 women with stillbirth.

Residence: 26 residents in Maringá, Brazil, and 18 residents in Canada.
	The mean age was not reported; the variable was categorized into 20–34 years and <20 or >35 years.
	Odds ratio (OR) and multivariate multiple correspondence analysis.
	The prevalence of complicated grief was 35% among Brazilian women and 12% among Canadian women. In Brazil, it was associated with age between 20–34 years, absence of a partner, ≤12 years of education, lack of employment (p > 0.05), not practicing religion, and not receiving religious visits (p < 0.05). In Canada, only absence of religion was related to complicated grief, while not receiving religious visits acted as a protective factor (p > 0.05).

Regarding reproductive characteristics, in Brazil it was linked with a previous pregnancy with a living child, unwanted pregnancy, and absence of prior losses; in Canada, with losses occurring within the past year. In both countries, gestation longer than 28 weeks was also associated with complicated grief (p > 0.05).

In terms of mental health, in Brazil it was related to high levels of anxiety (p > 0.05) and postpartum depression (p < 0.05). In both groups, marriages lasting less than 5 years increased grief; in Canada, almost all indicators of low marital satisfaction were also associated (p > 0.05).

Finally, multiple correspondence analysis showed that Brazilian women require greater attention: they lack professional support, consider separation, do not practice religion, and have lower educational levels.
	Factors for complicated grief: women living in Brazil, not seeking professional support groups, having little or no marital satisfaction, not practicing any religion, and having a low educational level.



	Wesselmann and Parris * [28]
	Sample: 97 women.

Pregnancy losses (A.O. 4): On average, they had 1.54 miscarriages (mode = 1; SD = 0.85; Min 1–Max 5).

Race: Most participants identified as White/Caucasian (79.8%); 3.4% as Asian American/of Asian descent; 8.4% Black/African American; 8.4% Hispanic/Latina; 2.5% Native American/Indo-American; 2.5% biracial/multiracial; and 3.4% unspecified.

Marital status: Most participants (52.6%) were in stable relationships (married/in legal union), 23.7% were divorced/separated, 15.5% were single, and 8.2% were widowed.
	Women between 18 and 87 years old. The mean age was 51 (SD = 18.34).
	Descriptive statistics, bivariate correlations, multiple regression analysis, and relative weight analysis.
	Participants who reported greater ability to cope with problematic interactions (r = −0.26; p < 0.01) and greater congruence between their miscarriage experience and the support received (r = −0.54; p < 0.01) showed fewer post-traumatic stress symptoms.

In contrast, ostracism was negatively associated with congruence (r = −0.34; p = 0.001) and positively associated with post-traumatic stress symptomatology (r = 0.54; p < 0.001).

Multiple regression analysis indicated that perceived ostracism explained the largest variance and was the most significant predictor of increased post-traumatic stress symptoms.
	Women who perceived more ostracism reported higher levels of post-traumatic stress symptoms.

Recommendations: Perceived ostracism should be considered as a factor that may contribute to and prolong post-traumatic stress processes.



	Roberts and Lee * [29]
	Sample: Cohort of 355 women from a rural area in central India, divided into 178 who had experienced stillbirth and 177 who had not. Cases with missing data in the analysis variables were excluded from the final analysis, leaving 347.
	The mean age and age range of the participants were not reported.
	Descriptive statistics, principal component analysis to eliminate items, simple linear regressions, and structural equation modeling.
	Predictors of perinatal grief in linear regression: education, age at first childbirth, number of pregnancies, number of stillbirths, and social norms. In the regression analysis, only social norms were significant (p < 0.01), with a moderate explained variance (R2 = 0.26).

Principal component analysis showed that grief was modeled in three factors: self-despair, difficulty coping, and acute grief.

Acceptance of social norms was positively associated with self-despair and forced coping, while negatively associated with autonomy. Autonomy was positively associated with acute grief. Both self-despair and acute grief were positively associated with difficulty coping.
	Acceptance of traditional social norms was associated with greater despair and difficulty coping. Greater autonomy was associated with more acute grief.

Recommendations: Future interventions aimed at reducing the social and mental health consequences of perinatal grief should also address the underlying social norms that shape the context of Indian women’s lives.



	Poursalehi et al. * [30]
	Sample: 200 women with perinatal death.

C.SD 5: The majority (60.5%) were housewives, and 42% had one child.
	The mean age of the participants was 29.66 ± 5.56 years.
	Descriptive statistics, Pearson correlation, and path analysis
	There is a negative correlation between grief severity, spiritual health, and religiosity. In other words, as spiritual well-being decreased, grief severity increased. In addition, grief severity was negatively correlated with mental health: the better the mental health was, the lower the grief severity was.

Spiritual well-being showed the strongest negative correlation with grief severity and all its subscales, except for coping (p < 0.05).

Direct and indirect effects: Religiosity presented the strongest negative relationship (β = −0.838), and among the variables related to grief in only one direction, mental health showed the strongest positive relationship (β = 0.33).
	The results of this study showed a significant relationship between the level of spiritual well-being and mental health with grief severity. A significant relationship was also observed between the level of religiosity and grief severity, such that as religiosity increased, grief severity decreased.



	Cowchock et al. ** [31]
	Sample: 110 women interviewed between 4 and 6 weeks after the loss who also completed at least one interview 1 or 2 years later.

Religion: The majority were Christian, 3 were Jewish, 1 was Mormon, and 3 reported having no religion. 12% mentioned fundamentalist denominations ranging from Baptist to Mennonite, and nearly one-third of the sample was Catholic.

Loss: Types of losses ranged from ectopic pregnancies (16%) to intrauterine fetal death (27%) or infant death (11%). Most frequently, the loss occurred in the first trimester (46%).
	The mean age at the first interview was 28 years (range 16–45).
	Descriptive statistics and simple correlation analysis. To compensate for multiple comparisons in this study, statistical significance was defined as a p-value < 0.01 for all analyses. A “trend” referred to p-values between 0.02 and 0.09. All p-values are two-tailed.
	Negative religious coping was strongly correlated with total grief scores at 6 weeks (r = 0.54, p < 0.001) and at 1 year (r = 0.34), as well as with the three subscales at both time points. Intrinsic religiosity showed a trend toward a negative correlation with difficulty coping (r = −0.16 to −0.22; r = −0.22, p = 0.02 at 1 year). Similarly, belief in God was associated with lower grief scores on the difficulty coping subscale (r = −0.19 to −0.23; p = 0.02–0.05), although the skewed distribution of responses limits interpretation.

Continued attachment to the deceased baby was consistently related to higher total grief and active grief scores. Additionally, religious struggle predicted higher levels of total grief across all periods, especially for difficulty coping and despair.
	Women who experience pregnancy loss and use negative religious coping strategies or express religious struggles are at high risk of suffering from chronic or even pathological grief one or two years after the event.



	Ridaura et al. ** [32]
	Sample: 70 participants, 41 completed the second follow-up and 36 the third.

A.O. 4: 71% had experienced perinatal loss due to IME; the average gestational age at the time of loss was 22.4 weeks (SD = 5.61). For those who experienced perinatal death not due to IME, the mean was 25.7 weeks (SD = 4.77), and for postnatal death, 35 weeks (SD = 3.21) with a median of 4.5 days of postnatal life. The mean number of previous miscarriages was 0.54 (SD = 1.03) and the mean number of healthy live-born children was 0.36 (SD = 0.57).

Marital status: Most were married (82.9%).

Socioeconomic level: Middle (41.4%) or low (44.3%).
	The mean age of the sample (n = 70) was 32.12 years (SD = 4.68).
	Descriptive statistics; 2 × 3 mixed-design ANOVA (group × time); effect size with Cohen’s d; and multiple linear regression models.
	1- No significant association was found between sociodemographic factors (age and socioeconomic level) or obstetric factors (gestational weeks at the time of loss, presence of children, and previous miscarriages) and active grief scores.

2- A significant positive association was found between gestational weeks and depressive symptoms (β = 0.29; p = 0.018).
	Depressive symptoms are observed at the time closest to the loss. Grief-related symptoms decrease more gradually over the year following the loss.

The type of loss is not related to better or worse progression of grief scores.

A more advanced gestational stage at the time of loss is associated with higher levels of depressive symptoms one month afterward.



	Engelhard et al. ** [33]
	Sample: 126 women with pregnancy loss; 118 completed the questionnaire one month later and 104 four months after the loss.

Marital status: Almost all were married or cohabiting.

Education: Around 40% had university education.

A.O. 4: About 30% had no children.

Loss: The mean gestational age at the time of loss was 12 weeks (SD = 6, range 5–40), and 95% occurred before 20 weeks of gestation.
	31 years (SD ± 4).
	Residual estimation adjustment, Pearson correlations, multiple regression, polychoric, polyserial, and product-moment correlations, and degree of consistency of the hypothetical pathways with the data using the weighted least squares method.
	Peritraumatic dissociation (ß = 0.36, t = 4.48, p < 0.001), neuroticism (ß = 0.22, t = 2.75, p = 0.007), emotional control (ß = −0.17, t = 2.23, p = 0.028), and previous negative events (ß = 0.16, t = 2.13, p = 0.035) explained 33% of acute PTSD symptoms, F(4,113) = 13.67, p < 0.001.

The relationship between peritraumatic dissociation and acute PTSD 2 symptoms was mainly mediated by memory fragmentation and thought suppression related to pregnancy loss.

The relationship between peritraumatic dissociation and chronic PTSD 2 symptoms was mediated by acute symptoms.
	Peritraumatic dissociation was strongly related to both acute and chronic PTSD 2 symptoms.

Risk factors for PTSD: Higher peritraumatic dissociation, greater neuroticism, lower emotional control, and more previous negative events.



	Lin and Lasker * [34]
	Sample: 138 women.

Sociodemographic characteristics (C.SD 5): The majority were White and married (94%); 5% were of Hispanic origin and 1% African American; most had completed an average of 13.5 years of education.

Loss: 63 had experienced miscarriage, 18 ectopic pregnancy, 39 stillbirth, and 18 neonatal death.
	The mean age of the women was 28.5 years, with a range of 15 to 41
	Descriptive statistics, ANOVA, MANOVA, and functional discriminant analysis.
	Seven grief patterns were identified, grouped into four groups: Group 1 (categories 1–2), Group 2 (3 and 7), Group 3 (4–5), and Group 4 (6).

Multivariate analysis showed significant differences between groups according to age, education, children at the third interview, subsequent loss, birth, children at the time of loss, gender, and social support (F = 2.26, df = 21, p < 0.001).

Discriminant analysis indicated that age, children at the time of loss, and subsequent pregnancy explained 62.74% of the variance; gender and children two years after the loss explained 27.34%; and education together with social support explained 9.92%.
	Differences between groups reflect some extended effects of age and education. Other factors that played an important role in reducing the intensity of grief over time were: subsequent birth, subsequent pregnancy, and the presence of children at the time of the third interview.



	Hunfeld et al. ** [35]
	Sample: 46 women with fetal anomaly.

Pregnancy losses

A.O.4 Gestational age ranged from 24 to 38 weeks (median = 31). At the first measurement, 31 of the 46 women had given birth: 21 babies died before or during delivery, 7 died afterward, and 3 women delivered live babies. At the second measurement, all women had given birth.

Loss: Of the total sample of newborns, 36 died within the first 28 days and one died 28 days after birth. The final sample for both measurements was 29.
	Between 19 and 44 years, with a median of 30 years (n = 46).
	t-test and Pearson correlation.
	At 3 months after birth, stress and grief had not decreased, while difficulty coping had increased significantly. Between 3 months and 4 years after the loss, a reduction was observed in overall grief, active grief, and intrusive images.

A significant correlation was found between personal inadequacy (lability, depression, anxiety, low self-esteem) and both stress and grief at 3 months and years after the loss. Likewise, personal inadequacy was positively associated with general psychological distress, and social inadequacy with hopelessness and coping difficulties at 3 months.
	Regarding the association between inadequacy and grief, this indicates that coping with loss is determined not only by specific problems but also by the way a person copes with major life events.

Suggestions: Provide prenatal care in cases of threatened pregnancy loss, and offer parents the opportunity to preserve evidence of the birth and brief life of the baby.



	Beutel et al. * [36]
	Sample: 125 women after miscarriage (before 20 weeks of gestation), assessed at 6 months (n = 94) and 12 months (n = 90).

Eighty women with an uncomplicated pregnancy formed the control group, and 125 women from a random community sample formed the community controls.

Sociodemographic characteristics

C.SD 5: Most women in both groups were married and worked part-time. The control group had a higher educational level than the study group and the community control group.

Pregnancy losses

A.O. 4: Less than half of the women had children; between one-fifth and one-sixth of the women in both groups had experienced previous miscarriages.

SM 6 42% of the study group reported previous depression, with a significantly higher incidence (19%). In both groups, 25% of depressive episodes had occurred in the year immediately prior to the study. 22% of both groups had attended psychotherapy or psychiatry for these symptoms.
	The mean age of the women in the study group was 31 years, and they were on average 1.5 years older than the control group.
	Descriptive statistics, F-test, correlation, ANOVA,

Chi-square,

Kruskal–Wallis, and MANOVA.
	Patients in the study group had significantly higher depression scores than pregnant controls (p < 0.05) and community controls (p < 0.001). Immediately after miscarriage, women with a grief reaction (n = 125) showed more anxiety than those without this reaction. In addition, the grief group had higher scores for fear of loss and anger, while sadness was lower in those who did not react with grief.

Patients with combined depression and grief reactions reported more guilt, numbness, disbelief, worthlessness, and suicidal ideation than others. Grief was associated with greater commitment and attachment to the pregnancy, expressed in fantasies, dreams, and preparations, while depression was linked to ambivalence toward the pregnancy, lower educational and social support, prior stress, and depressive history. The combined reaction group also showed greater disagreement with their partner.

At 6 months, physical complaints (F(3,90) = 6.16; p < 0.001) and anger (F(3,90) = 5.19; p ≤ 0.01) remained elevated in the depression and combined groups, but low in grief and others. Sadness and fear of loss decreased in all groups. Anxiety normalized in grief but remained high in depression and combined reaction (F(3,90) = 2.68; p < 0.05).

One year later, women with a combined reaction reported lower perceived support, greater partner discord (F(3,90) = 3.77; p < 0.05), and greater use of sleeping pills (χ2 = 8.68; p < 0.05).
	Compared with a representative community sample and pregnant controls, depression scores increased immediately after miscarriage. However, 6 and 12 months later, they decreased, although they remained elevated compared to the general population. Anxiety scores increased only in patients immediately after miscarriage.

More data are needed to confirm this approach to measuring grief reactions and distinguishing them from depressive reactions.



	Özgür and Yıldız ** [37]
	Sample: 215 women with pregnancy loss.

C.SD 5: 62.8% had secondary or high school education (50%) and 70.2% were unemployed.

A.O. 4: There was a history of miscarriage in 98.6% of the women. The current pregnancy was single, spontaneous, and planned in most cases.

Loss: The majority (99.1%) of pregnancy losses were due to intrauterine fetal death, while the most common causes of pregnancy termination were congenital anomalies incompatible with life (28.8%) and potentially life-threatening maternal illnesses (20.4%).
	The majority of women were in the 25–35 age group. Mean age was 30.7 years (SD = 5.9).
	Descriptive statistics, t-test, one-way ANOVA, Scheffé post hoc test, repeated measures ANOVA, and Pearson correlation analysis
	Active grief scores were higher in older women (36 years) than in younger women (24 years) at 48 h (p = 0.03; p < 0.01) and at 3 months (p = 0.05; p = 0.03). Despair at 48 h was greater in women with lower education levels (p = 0.04). At 3 months, active grief and coping difficulty were higher in unemployed women (p < 0.01; p = 0.04).

Regarding pregnancy loss, total and subscale PGS scores were higher in assisted pregnancies than spontaneous ones, planned versus unplanned pregnancies, with or without prenatal care, and in those not desired by the husband. Coping difficulty was greater in women with no history of loss (48 h: p = 0.05; 3rd month: p = 0.04) and in late losses (32–40 weeks) compared to early losses (<31 weeks) (p < 0.01). They were also higher in women who did not consider the baby’s sex important (active grief: p = 0.01 and p < 0.01; coping: p < 0.01; total: p < 0.01).

Correlations:

-Maternal age: positively associated with active grief at 48 h (r = 0.19, p < 0.001), despair at 48 h and 3 months (r = 0.13 and r = 0.14, p < 0.05), and total perinatal grief score at 48 h (r = 0.13, p < 0.05).

-Duration of marriage: negatively correlated with active grief at 3 months (r = −0.15, p < 0.05) and coping at 48 h and 3 months (r = −0.12 and r = −0.14, p < 0.05).

-Parity and number of children: negative correlation (r = −0.35 to −0.20; p < 0.01).

-Importance of the baby: positive correlation with all subscales (r = 0.29–0.68; p < 0.01).

-Miscarriages and previous losses: positive correlation with coping, despair, and total score (r = 0.18–0.35; p < 0.01).
	The findings indicate that advanced maternal age, primiparity, and assisted and planned pregnancies with regular prenatal care were associated with higher total scores on the Perinatal Grief Scale, as well as higher scores for active grief, coping difficulty, and despair in women, regardless of the timing of the evaluation within the 3 months following pregnancy loss.

In addition, unemployment and recent marriages were associated with the prolongation of active grief and the continuation of coping difficulty up to the third month.



	Janssen et al. ** [38]
	Sample: 227 women who experienced an involuntary pregnancy loss.
	
	Repeated measures analysis and hierarchical multiple regression.
	Grief intensity was significantly associated with gestational age, neuroticism, prior psychiatric symptoms, and family composition. Women with longer pregnancies, older age, a neurotic personality, more prior psychiatric symptoms, or no living children showed more intense grief reactions, although these decreased over time.

The effect of gestational age was significant for active grief (F = 55.17, df = 1210, p < 0.001), coping difficulty (F = 27.03, df = 1210, p < 0.001), and despair (F = 19.12, df = 1210, p < 0.001). Neuroticism also influenced active grief (F = 39.02, df = 1210, p < 0.001), coping (F = 58.61, df = 1210, p < 0.001), and despair (F = 49.52, df = 1210, p < 0.001). Prior psychiatric symptoms were associated with greater active grief (F = 14.71, df = 1608, p < 0.001), coping difficulty (F = 8.39, df = 1608, p = 0.004), and despair (F = 7.80, df = 1608, p = 0.006), especially shortly after the loss.

Gestational age interacted with time, showing greater despair in later losses (F = 4.07, df = 1608, p = 0.04). Likewise, women with physical symptoms presented more despair shortly after the loss, although this difference decreased over time. Finally, poor partner relationships were associated with greater despair (F = 3.32, df = 1210, p = 0.07).
	Advanced maternal age, primiparity, and assisted or planned pregnancies with prenatal care were associated with higher scores on the Perinatal Grief Scale and its subscales within 3 months of the loss. Unemployment and recent marriages prolonged active grief and coping difficulty.

Women with longer pregnancies, prior psychiatric symptoms, a neurotic personality, or no children showed greater grief intensity. The same was true for those with more physical symptoms, poor partner relationship quality, or little social support, although these factors were less decisive. In contrast, prior loss was not related to grief intensity. Older women experienced greater difficulty coping.

The only significant interaction was between prior psychiatric symptoms and time since loss, both in total score and in subscales.

Recommendation: In cases of gestational loss, especially early ones, health professionals should provide individualized care and additional support to prevent grief disorders.



	Ozgen et al. * [39]
	Sample: 116 women who had experienced early pregnancy loss.

Loss: 39.6% of the patients had a missed miscarriage, 39.6% had a spontaneous miscarriage, and 20.7% had an anembryonic pregnancy.
	The mean age of women with missed miscarriage was 31.5 years (range 20–44) (n = 46); with spontaneous miscarriage, 30 years (range 20–40) (n = 46); and with anembryonic pregnancy, 29.5 years (range 19–42) (n = 24).
	Descriptive statistics

ANOVA

Chi2
	The analysis revealed that the medians calculated for women in all groups indicated moderate anxiety. The EPDS also showed positive median values for depression among women in the three groups (EPDS > 13). However, no statistically significant differences were observed in the comparisons of the three groups with respect to the STAI-1, EPDS, and PGS.

There were no significant differences in the proportion of women with missed abortion, spontaneous abortion, or anembryonic pregnancy who presented symptoms above the cutoff point for depression and anxiety.
	This study revealed that early pregnancy loss was associated with moderate anxiety and depression, regardless of the type of miscarriage.



	Farren et al. * [40]
	Sample: 737 women with early pregnancy loss.

Loss: 366 cases were spontaneous miscarriage, 75 ectopic pregnancies, and 51 other diagnoses; 59% required surgical management; 8% were IVF 7 pregnancies.

C.SD 5: 55% had a university degree, 61% had been trying to conceive for one year or less, 79% had no prior psychiatric disorders, 37% had not had a previous pregnancy loss, 41% had no children, and the majority were White.
	The mean age was 35 ± 5 years.
	Descriptive statistics, univariable logistic regression, area under the curve (AUC), and Nagelkerke R2.
	The strongest predictor was a previous or current diagnosis of a psychiatric disorder: 75% (15/20) of those reporting a current diagnosis met criteria for anxiety, depression, or PTSD 2 (AUC = 0.61, R2 = 8.4%, p < 0.0001). Women with previous losses were also at higher risk: 48% (86/180) met criteria for a disorder (AUC = 0.59, R2 = 4.3%, p < 0.0001).

Time to conception showed moderate prognostic value (AUC = 0.56, R2 = 2.2%, p = 0.02): 49% (40/81) of those who took more than one year to conceive met morbidity criteria. Ethnicity also had an effect (AUC = 0.57, R2 = 2.4%, p = 0.07): 40% of White women.
	Conclusions:

Women with a history of mental health problems or previous losses may be at higher risk of psychological disorders one month after pregnancy loss. However, overall prognostic capacity was poor. All women should be considered at risk.

Recommendations:

Health professionals should be particularly attentive to the risk of morbidity in women with psychiatric history and previous losses.



	Slot et al. * [41]
	Sample: 298 women.

Loss: 86% had experienced a pregnancy loss within the past 6 months.
	The median age was 35 years (range 20–45).
	Descriptive statistics, Mann–Whitney U test, and Chi-square test.
	Women with primary recurrent pregnancy loss, compared to those with secondary recurrent loss, more often felt less self-confident, lacking a sense of purpose, having difficulty concentrating, and feeling restless.

On the Perceived Stress Scale, women with primary recurrent loss more frequently reported being unable to control important matters.
	Feelings of guilt and loss of control predominated in women with recurrent pregnancy loss.

Recommendations: Addressing these specific feelings could help in treating the psychological aspects of recurrent pregnancy loss.



	Mann et al. * [42]
	Sample: 374 women.

Women with and without pregnancy loss were generally quite similar in sociodemographic data.
	In women with pregnancy loss, the mean age was 28.9 years (SD = 5.6), and in those with live births it was 28.6 years (SD = 5.6).
	Bivariate linear regression and multiple regression.
	The timing of follow-up did not predict either grief or depression, although women who responded by mail reported greater grief.

Age was inversely related to grief and depression, while being White was associated with higher levels of both. Higher initial depression scores and a personal or family history of mental illness predicted greater depression at follow-up, whereas having more children was associated with fewer depressive symptoms.

Religious attendance and perceived spirituality were linked to less grief: those who attended a few times per month scored 7.4 points lower on the grief scale, once per week 9.4 points lower, and two or more times 9.7 points lower compared to those who rarely or never attended.

In multivariate analysis, initial depressive symptoms and history of mental illness predicted higher EPDS scores at follow-up, while age showed an inverse relationship. These three variables explained 64% of the variation in depressive symptoms. Similarly, grief, being White, age, and attending religious services at least a few times per month were significantly and inversely associated. Responding by mail was linked to greater grief. The model explained 57% of the variation in grief scores. Being White and self-reported spirituality were not significant and were excluded.
	In multivariate linear regression models, depressive symptoms were significantly positively associated with initial depression scores and history of mental illness. Depression scores were significantly inversely associated with age. Increasing age also protected against grief after pregnancy loss, as did participation in organized religious activities.

Future research should include larger samples and be conducted longitudinally.



	Issakhanova et al. * [43]
	Sample: 70 women with recurrent pregnancy loss and 78 control women.

C.SD 5: A higher frequency of low educational level was observed in the control group, while university education was more prevalent in cases of recurrent pregnancy loss (p = 0.009).

Loss: There was a significantly higher number of pregnancies (p < 0.001) and a lower number of live births (p < 0.001) in cases of recurrent loss.
	Overall mean age was 34.8 ± 7.1 years; in women with recurrent pregnancy loss, 33.6 ± 7 years; and in controls, 35.7 ± 7 years (p = 0.07).
	Descriptive statistics, Fisher’s exact test, Student’s t-test, Mann–Whitney U test, and multiple linear regression.
	Recurrent pregnancy loss was associated with higher levels of stress, anxiety, and depression (p < 0.001), even after adjusting for age, ethnicity, BMI, and education. None of these variables (age, BMI, educational level, ethnicity) predicted the symptoms (p > 0.05).

There were also no significant differences in BMI (p = 0.91), family income (p = 0.51), age at menarche (p = 0.22), or frequency of gynecological diseases (p = 0.54) between women with recurrent losses and the control group.
	Psychological morbidity is common among women who have experienced pregnancy loss. The results show that Kazakh women with a history of recurrent miscarriages have higher levels of stress, depression, and anxiety compared to women who had a successful pregnancy.



	Farren et al. ** [44]
	Sample: 737 women with an early pregnancy loss (537 spontaneous miscarriages and 116 ectopic pregnancies) and 171 controls
	Age not reported
	Generalized linear mixed models.
	At 1 month, women with losses had a higher risk of moderate/severe anxiety (unadjusted OR = 2.20, 95% CI: 1.18–4.51; adjusted OR = 2.14, 95% CI: 1.14–4.36) and of moderate/severe depression (unadjusted OR = 5.13, 95% CI: 1.56–31.72; adjusted OR = 3.88, 95% CI: 1.27–19.2) compared to healthy pregnancies.

Each month, the odds decreased: PTSD 20% (OR = 0.80, 95% CI: 0.72–0.89), anxiety 31% (OR = 0.69, 95% CI: 0.50–0.94), and depression 13% (OR = 0.87, 95% CI: 0.53–1.44). A history of early loss or a new loss during the study increased the risk.

In women with spontaneous miscarriage, the monthly risk decreased: PTSD 23% (OR = 0.77, 95% CI: 0.68–0.87), anxiety 35% (OR = 0.65, 95% CI: 0.44–0.94), and depression 34% (OR = 0.66, 95% CI: 0.32–1.35).

In ectopic pregnancy, the monthly reduction was smaller: PTSD 16% (OR = 0.84, 95% CI: 0.69–1.03), anxiety 20% (OR = 0.80, 95% CI: 0.59–1.10), and depression 4% (OR = 0.96, 95% CI: 0.57–1.61).

The wide confidence intervals limit strong comparisons, although the data suggest that the decrease after ectopic pregnancy is slower than after spontaneous miscarriage.
	Although the prevalence of each disorder decreased over time, the observed proportions remained high nine months after early pregnancy loss (18% for post-traumatic stress, 17% for moderate-to-severe anxiety, 6% for moderate-to-severe depression). In viable pregnancies after one month, 13% of women reported moderate-to-severe anxiety and 2% reported moderate-to-severe depression. Prevalence was high both after spontaneous miscarriage and ectopic pregnancy; however, there is tentative evidence of a slower decrease following ectopic pregnancy.



	Druget et al. * [45]
	Sample: 28 Spanish women with the loss of one or both twins.

C.SD 5: All had a partner. Half of the participants (n = 14) had higher education. Three-quarters (n = 20) had not had children, and 64.3% (n = 18) considered themselves to have access to social and family support.

Loss: 34 of the initial 56 fetuses died. In the remaining five cases, death occurred after birth. For the 22 surviving fetuses, the mean gestational age at birth was 34.5 weeks. All were still alive at the time of the study assessments, which were carried out between 1 and 3 years after birth in monochorionic twin pregnancies (mean = 822 days, range: 376–1273 days).

Clinical history: Half of the participants (n = 12) had previously suffered one or more miscarriages. A similar proportion (n = 12) reported a history of psychological or psychiatric problems, and six were receiving psychological treatment at the time of the study.
	The mean age of the participants was 35.7 years (range: 25–43 years).
	Descriptive statistics, Pearson and Spearman correlation, Student’s t-test, Mann–Whitney U test, and analysis of variance with Bonferroni correction.
	Higher levels of grief were significantly and positively correlated with higher levels of state and trait anxiety, depressive symptoms, and post-traumatic stress.

Similarly, scores on each subscale (Active Grief, Difficulty Coping, and Despair) were significantly and positively correlated with scores on the Hyperarousal subscale of the IES-R, scores on both STAI scales (state and trait anxiety), and total BDI scores (depression).

A significant association was also observed between the Active Grief subscale and the Intrusion subscale of the IES-R, and between the Despair subscale and the total IES-R score.

No association was found between the intensity of grief and the number of weeks of gestation at the time of loss, maternal age, or history of miscarriage.
	The loss of a fetus during a multiple pregnancy is a relatively uncommon event whose unique characteristics make it a singular experience for the mother. The survival of a newborn and the difficulty of acknowledging the loss at both individual and social levels may complicate the grieving process and lead to the emergence of psychological symptoms. Therefore, it is crucial to recognize that these women have increased vulnerability to psychopathology and to identify the associated risk factors.



	Kulathilaka et al. * [46]
	Sample: 137 women who had experienced a spontaneous miscarriage and 137 with a viable pregnancy.

C.SD 5: The majority were Sinhalese and Buddhist. Fifty-four (39.4%) women in the miscarriage group had ≥10 years of education, compared with 37 (27%) in the comparison group.

Clinical: The period of amenorrhea was less than 12 weeks in most women with miscarriage (n = 89; 71.8%), compared with women in the comparison group (n = 33; 24.6%).
	In the miscarriage group, the mean age was 30.39 years (SD = 6.38). The comparison group had a mean age of 28.79 years (SD = 6.26).
	Student’s t-test, Chi-square test, and generalized linear models.
	The prevalence of depression was 18.6% (95% CI: 11.51–25.77) after miscarriage and 9.5% (95% CI: 4.52–14.46) in the comparison group. The relative risk (RR) of depression was 1.96 (95% CI: 1.04–3.73), but after adjusting for age and postpartum status it was no longer significant (adjusted RR = 1.42, 95% CI: 0.65–3.07; p = 0.38).

Moderate-to-severe depression was detected in 16.9% (20 women) with miscarriage and 11.8% (16 women) in the comparison group.

Complicated grief had a prevalence of 54.7% (95% CI: 46.3–63.18).

41.5% (49 women) did not present depression or grief. Among the 64 with grief, 26.6% (17 women) also had depression, while only 9.3% (5 women) showed depression without grief.
	The relative risk of developing a depressive episode after miscarriage was not significantly higher compared to pregnant women after accounting for age and the period of amenorrhea. Nearly half of the women developed complicated grief following miscarriage. Among these, a significant proportion also presented features of depressive disorder.



	Scheidt et al. * [47]
	Sample: 31 women.

Loss: 7 women (22.6%) had lost their child due to stillbirth, 13 (41.9%) due to miscarriage, and 11 (35.5%) due to pregnancy termination. Twelve women (38.7%) reported a history of prenatal or perinatal loss, and 18 women (58.1%) already had at least one healthy child.

Sociodemographic characteristics: The majority (83.8%) reported that the pregnancy was planned, and 74.2% were married or in a stable partnership. Sixteen participants (51.6%) held a university or high school degree.
	The mean age of the sample was 35.2 years (SD = 5.4).
	One-way ANOVA, post hoc Kruskal–Wallis tests, Kazis’ d, Pearson or Kendall’s Tau-b correlation, nonlinear regression analysis, and nonlinear categorical regression model.
	Social support was inversely associated with all outcomes except somatization. Relationship quality was linked to lower grief, anxiety, and depression. Secure attachment was associated with lower anxiety, depression, and PTSD, whereas insecure-preoccupied attachment was related to higher grief, anxiety, depression, somatization, psychological distress, and PTSD. The multivariate analysis results were: Grief: adjusted R2 = 0.57 (p = 0.005), psychological distress: adjusted R2 = 0.432 (p = 0.014), somatization: adjusted R2 = 0.698 (p = 0.016). In all cases, baseline scores were the strongest predictors at 9 months. Insecure-preoccupied attachment predicted PTSD symptoms (adjusted R2 = 0.416, p = 0.002). Social support explained 66.9% of the variance in depression and 45.2% in grief. For PTSD 2 (T4), only extreme preoccupied attachment scores predicted symptoms; values between -0.2 and 0.13 were not relevant.
	The study presents preliminary data on the role of individual differences in attachment, social support, and the quality of the current relationship in coping with grief after perinatal loss. Attachment, social support, and relationship quality were found to influence the course of grief following a perinatal loss.







* Studies that compared independent groups or used analyses designed to compare subgroups within a single cross-sectional measurement. ** Studies that handled dependent samples and/or that followed the same participants at different times over time. 1 Canadian Dollar; 2 Post-Traumatic Stress Disorder (PTSD); 3 Medical Termination of Pregnancy (MTP); 4 Obstetric History; 5 Sociodemographic Characteristics; 6 Mental Health; 7 In Vitro Fertilization (IVF).













 





Table 2. Risk factors for complicated perinatal grief.
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	Author
	Individual/Psychological Factors *
	Demographic/Socioeconomic Factors **
	Relational/Social Factors ***
	Obstetric/Loss-Related Factors ****





	de Montigny et al. [13]
	
	X
	
	X



	Mendes et al. [23]
	
	X
	
	X



	Gold et al. [14]
	X
	X
	X
	



	Ridaura et al. [32]
	
	
	
	X



	Obi et al. [15]
	
	
	
	X



	Gao et al. [16]
	
	X
	
	X



	Wesselmann and Parris [28]
	
	
	X
	



	Gozuyesil et al. [20]
	X
	X
	
	X



	Kokou-Kpolou et al. [19]
	X
	
	
	X



	Paris et al. [27]
	
	X
	X
	X



	Roberts and Lee. [29]
	X
	
	X
	



	Kersting et al. [24]
	X
	
	
	



	Engelhard et al. [33]
	X
	
	
	



	Stirtzinger et al. [26]
	X
	X
	X
	X



	Radestad et al. [25]
	
	
	
	X



	Lin and Lasker [34]
	
	X
	
	



	Hunfeld et al. [35]
	X
	
	X
	



	Beutel et al. [36]
	X
	X
	X
	



	McSpedden et al. [17]
	
	
	
	X



	Lafarge et al. [18]
	X
	X
	
	X



	GüÇlü et al. [22]
	X
	
	X
	



	Cowchock et al. [31]
	X
	
	X
	



	Poursalehi et al. [30]
	X
	
	X
	



	Horsch et al. [21]
	X
	X
	X
	X



	Özgür and Yıldız [37]
	
	X
	X
	X



	Janssen et al. [38]
	X
	X
	X
	X



	Ozgen et al. [39]
	X
	
	
	X



	Farren et al. [40]
	X
	
	
	X



	Slot et al. [41]
	X
	
	
	



	Mann et al. [42]
	X
	X
	X
	X



	Issakhanova et al. [43]
	
	
	
	X



	Farren et al. [44]
	X
	
	
	X



	Druget et al. [45]
	X
	
	
	X



	Kulathilaka et al. [46]
	
	X
	
	X



	Scheidt et al. [47]
	X
	
	X
	







* Previous psychiatric history, neurotic personality, rumination, negative cognitions (about life/the world/herself), peritraumatic dissociation, guilt. ** Not having living children, low socioeconomic level, being an immigrant, age (both young and advanced age). *** Problems/discord with spouse or family, low perceived social support, perceived ostracism, and use of negative religious coping strategies or religious struggles. **** More advanced gestational age/late losses, multiple or recurrent miscarriages, and time elapsed since the (most recent) loss.













 





Table 3. Example of Search Strategy.
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	Set
	Term used
	Documents retrieved





	#1
	(((TS=(“females”)) OR TS=(“mothers”)) OR TS=(“bereaved mothers”)
	12,825,553



	#2
	(((TS=(“Perinatal death”)) OR TS=(“stillbirth”)) OR TS=(“neonatal death”)) OR TS=(“fetal death”)
	65,919



	#3
	(((((TS=(“Psychosocial Risk Factors”)) OR TS=(“Socioeconomic Factors”)) OR TS=(“Social Support”)) OR TS=(“Mental Health”)) OR TS=(“Stress”)) OR TS=(“Trauma”)
	4,333,870



	#4
	((((TS=(“Perinatal Grief”)) OR TS=(“Complicated Grief”)) OR TS=(“Perinatal Bereavement”)) OR TS=(“Perinatal Mourning”)) OR TS=(“Prolonged grief”)
	2930



	#5
	#1 AND #2 AND #3 AND #4
	91










 





Table 4. Identification of the included studies.
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	Author
	Country
	Study Design
	Objective





	de Montigny et al. [13]
	Canada
	Cross-sectional study
	Examine personal and contextual protective and risk factors associated with women’s mental health after miscarriage.



	Mendes et al. [23]
	Portugal
	Descriptive cross-sectional study
	Assess the psychological impact of perinatal loss in Portuguese women in terms of perinatal grief, depression, anxiety, and PTSD symptoms. Additionally, determine the influence of time on possible clinical morbidity symptoms.



	Gold et al. [14]
	USA
	Prospective cohort study
	Evaluate hospital experiences and long-term health outcomes after perinatal death (this study reports results from the first of three surveys).



	Ridaura et al. [32]
	Spain
	Prospective longitudinal study
	Describe the progression of grief and depression symptoms during the year following perinatal loss and study their association with socioeconomic and obstetric factors.



	Obi et al. [15]
	Nigeria
	Cross-sectional study
	Determine the level of depression in Nigerian women after miscarriage and the coping strategies used.



	Gao et al. [16]
	China
	Cross-sectional study
	Assess the prevalence of depression in women with recurrent pregnancy loss and explore associated risk factors.



	Wesselmann & Parris [28]
	USA
	Cross-sectional study
	Evaluate the correlation between PTSD symptoms, perceived ostracism, and grief intensity measures in women who had experienced miscarriage.



	Gozuyesil et al. [20]
	Turkey
	Longitudinal study
	Assess grief levels among women who experienced perinatal loss and changes in their ruminative thinking styles during the first year after the loss.



	Kokou-Kpolou et al. [19]
	France
	Cross-sectional study
	Explore the involvement of dysfunctional cognitions in post-perinatal grief symptomatology.



	Paris et al. [27]
	Canada
	Cross-sectional, descriptive, exploratory study
	Verify the association between complicated grief and sociodemographic, reproductive, mental, marital satisfaction, and professional support characteristics in women after stillbirth.



	Roberts & Lee [29]
	India
	Cross-sectional study
	Examine the associations between latent variables: autonomy, social norms, hopelessness, difficulties coping, and acute grief in poor rural Indian women experiencing stillbirth.



	Kersting et al. [24]
	Germany
	Retrospective cross-sectional study
	Compare traumatic experience and grief among women years after termination of pregnancy due to fetal anomaly with women shortly after termination and women after spontaneous birth of a healthy term baby.



	Engelhard et al. [33]
	Netherlands
	Prospective longitudinal study
	Examine predictors of peri-traumatic dissociation and its relationship with acute and chronic PTSD symptoms in response to pregnancy loss.



	Stirtzinger et al. [26]
	Canada
	Prospective longitudinal study
	Determine the quality and severity of grief after miscarriage and the effect of significant demographic and social variables on grief.



	Radestad et al. [25]
	Sweden
	Cross-sectional (population-based) study
	Identify factors that may predict long-term psychological complications in women who experienced stillbirth.



	Lin & Lasker [34]
	USA
	Prospective longitudinal study
	Identify different grief reaction patterns after gestational loss and examine variables associated with each pattern.



	Hunfeld et al. [35]
	Netherlands
	Prospective longitudinal study
	Explore psychological reactions in women with advanced pregnancy loss (≥24 weeks) due to lethal fetal anomaly diagnosis. Assess prevalence of severe psychological instability at 2–6 weeks and 3 months post-loss, and prevalence of psychological distress 4 years later. Describe the course of stress and grief during 4 years after loss.



	Beutel et al. [36]
	Germany
	Prospective longitudinal study
	Differentiate grief from depression and chart long-term outcomes after early miscarriage.



	McSpedden et al. [17]
	Australia
	Cross-sectional study
	Determine the presence and predictors of complicated grief in a sample of bereaved mothers after perinatal loss.



	Lafarge et al. [18]
	England
	Cross-sectional study
	Examine the relationships between women’s coping strategies and complicated perinatal grief.



	Güçlü et al. [22]
	Turkey
	Prospective longitudinal study
	Identify factors and predictors of persistent grief after termination of pregnancy due to fetal anomaly.



	Cowchock et al. [31]
	USA
	Prospective longitudinal study
	Evaluate the impact of initial religious practices and beliefs on the course and severity of grief.



	Poursalehi et al. [30]
	Iran
	Analytical cross-sectional study
	Investigate the relationship between spiritual well-being, mental health, religiosity, and grief severity in Iranian women after neonatal death.



	Horsch et al. [21]
	Switzerland
	Short-term prospective longitudinal study
	Investigate cognitive predictors and risk factors of PTSD in mothers after stillbirth.



	Özgür & Yıldız [37]
	Turkey
	Prospective descriptive cross-sectional study
	Prospectively investigate perinatal grief in Turkish women within 3 months of pregnancy loss and its relation to sociodemographic, obstetric, and marital characteristics.



	Janssen et al. [38]
	Netherlands
	Prospective longitudinal study
	Investigate personal, social, demographic, and pregnancy-related risk factors best predicting grief intensity in women after pregnancy loss.



	Ozgen et al. [39]
	Turkey
	Prospective cohort study
	Examine the effects of early pregnancy loss on emotions such as depression, grief, or hopelessness.



	Farren et al. [40]
	England
	Prospective cohort study
	Investigate prognostic factors of anxiety, depression, and PTSD symptoms one month after early pregnancy loss.



	Slot et al. [41]
	Denmark
	Prospective cohort study
	Identify predominant feelings reported in the Major Depression Inventory and Perceived Stress Scale among women with recurrent pregnancy loss, and investigate differences between primary and secondary recurrent loss.



	Mann et al. [42]
	USA
	Prospective cohort study
	Identify prenatal predictors of depressive symptoms and grief after pregnancy loss, emphasizing religiosity and spirituality.



	Issakhanova et al. [43]
	Kazakhstan
	Case–control study
	Assess depression, stress, and anxiety symptoms in women with recurrent pregnancy loss compared to women without such history attending an outpatient clinic in Astana, Kazakhstan.



	Farren et al. [44]
	England
	Prospective cohort study
	Investigate PTSD, depression, and anxiety levels in women during the nine months after early pregnancy loss, focusing on miscarriage and ectopic pregnancy.



	Druget et al. [45]
	Spain
	Descriptive, cross-sectional, correlational study
	Examine the psychological effect of losing one or both fetuses in monochorionic twin pregnancy and identify associated risk and protective factors.



	Kulathilaka et al. [46]
	Sri Lanka
	Cohort study
	Evaluate prevalence and risk factors of depressive disorder, as well as grief intensity in women after miscarriage, and compare depression risk with pregnant women attending prenatal clinic.



	Scheidt et al. [47]
	Germany
	Prospective cohort study
	Examine the influence of attachment, social support, and relationship quality on grief outcome after perinatal loss.
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