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Abstract---Background: There is some evidence of a link between viral
infection and miscarriage. Women who have miscarriages on a regular
basis encounter a variety of issues, including negative psychological
impacts such as anxiety, stress, and sadness. Study these women and
make greater efforts to improve their social support in order to reduce
their anxiety and depression symptoms. Therefore, the study aimed to
assess psychological aspects of miscarriage by viral infection and
determine the associated socio-demographic factors. Methods: A
descriptive analytic was carried out on a group of 118 women who had
miscarriages due to viral infection. The questionnaire's dependability
was established through a pilot research, and it was subsequently
presented to experts for validation. The questionnaire consisted of 42
items in total. The information was gathered through a semi-
structured interview and evaluated using descriptive and inferential
statistical data analysis methods. Results: Out of 118 women (79.9%)
were suffers of Cytomegalovirus infection and (63.6%) of them
exhibited a high level of psychological aspects. The analysis of
variance confirmed that there were differences in psychological
aspects depending the women age, social status, number of
pregnancies, miscarriage and living children (p< 0.05). Conclusions:
Miscarriage women had considerably greater psychological features,
which were influenced by the woman's age, social position, number of
pregnancies, miscarriage, and live children. Health-care professionals
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should devote more time and resources to improving these women's
psychosocial support in order to reduce their anxiety and depressive
symptoms, as well as increasing interest in the issue of miscarriage in
order to find appropriate solutions through workshops, seminars,
intellectual meetings, and conferences.

Keywords---Psychological Aspects, Miscarriage Associated Infection.

Highlights

1. Cytomegalovirus a major infection associated miscarriage among Babylon
women.

2. Women who suffer from repeated miscarriages face many problems in their
lives, including negative psychological effects such as anxiety, stress and
depression.

3. Psychological aspects among miscarriage women differenced according to
socio-demographic variables such as age, social status, number of
pregnancies, miscarriage and living children.

Introduction

While pregnancy and birth are often considered happy events, pregnancy loss is
often an unexpected and stressful experience for women and their families [1].
Over the last few decades, researchers have looked at the epidemiology and
pathogenesis of viral infection in pregnancy. During pregnancy, primary infection
or reactivation of a previously acquired viral can cause congenital infection, which
is the most common cause of congenital viral infections. If the child survives, up
to 90% of instances will result in hearing loss, vision impairment, and varied
degrees of mental retardation [2, 3]. Most women will go through a period of
extreme emotional suffering following a miscarriage, which will manifest as
grieving symptoms such as sadness, yearning, social isolation, and guilt.
Pregnancy loss is a significant source of psychiatric morbidity and a risk factor for
mental disease [4]. Its importance in a woman's life is often misunderstood.
Untreated anxiety following a miscarriage has been linked to an increased risk of
depression [5]. A miscarriage occurs when an embryo or fetus is removed or
expelled from the uterus, resulting in or causing its death. This can happen
naturally as a miscarriage, or it can be generated purposefully through chemicals,
surgery, viral infection, or other methods [6]. Miscarriage is a term used to
describe a procedure that is performed at any moment during pregnancy. When
the fetus is declared nonviable, it is medically described as a miscarriage or
induced termination of pregnancy before twenty weeks of gestation [7]. A high
number of women die worldwide as a result of birth and pregnancy-related
problems, with roughly 99.0% of maternal deaths occurring in low- and middle-
income countries [8]. One of the most common causes of maternal death is
miscarriage. According to a recent study based on 115 nations from 2003 to
2009, 7.9% of maternal deaths were attributed to miscarriage [9]. The number of
miscarriage-related deaths could be significantly greater, although there's a
potential of underreporting. One of the most prominent contributing reasons to
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maternal mortality in low- and middle-income countries is unsafe miscarriage,
which is caused by a variety of factors [10].

It is critical to assess women's mental health after miscarriage in order to provide
information to physicians who may encounter women in this cohort who are
experiencing negative mental health outcomes as a result of their miscarriage. On
order to provide an exact estimate of the true impact of miscarriage in women's
life, it is also necessary to determine how many of these psychological mental
health problems may be linked to miscarriage alone [11]. For decades, the
psychological impacts of miscarriage have been the topic of scientific research as
well as public discourse around the world, and they have sparked a lot of debate
and controversy. Given the significance of this issue for women and the enormous
public health consequences that it has, it is an important subject to focus
emphasis on from a health policy standpoint [12]. Thus, the psychological effects
appear between the behavior of the aborted woman, her psychological state, her
relationship with others, her feeling of guilt and her beautification of the
responsibility of miscarriage by others, which leads to the emergence of
psychological disorders, including depression, anxiety and stress. Therefore, the
psychological state of the woman after the miscarriage requires psychological
follow-up, and it requires support from the family as a whole and the unification
of support and guarantee. This research can only be achieved by searching for
direct and real sources of psychological effects, and this research comes to shed
light on the phenomenon of miscarriage caused by infection and the extent of its
impact on women in the emergence of psychological effects on them.

Methods

A descriptive analytical investigation was conducted on a sample of 118 women
who are diagnosed with viral infection and had miscarried as a result of it. These
samples are being sent to two hospitals in Babylon, Iraq.

Study instrument: The questionnaire is one of the means to help collect data that
contribute to achieving the results expected by the study, so the researcher
designed this questionnaire, which aims to clarify the study objectives and
significance by obtaining answers to the study’s questions.

This questionnaire consists of two for parts which includes the following:

Part I: This section composed of socio-demographic information which include
women age, education level, occupation, social status, income/month, residents,
number of pregnancies, number of miscarriage, duration of last miscarriage and
number of living children.

Part II: Psychological aspects deals with depression, anxiety and stress (DAS-42)
adopted and developed by Antony et al. (1998) [13].

Validity was assigned to each of the study questionnaire's components based on
linguistic appropriateness, correlation with the dimension of study variables to
which it was assigned, and fit for the study population. Data was obtained from
nurses to assess the questionnaire's reliability, and the test was delivered to 20
people from the study population who were not part of the initial sample. The
Cronbach's alpha was found to be 0.81.



10847

In order to test the types of viral infection after evaluation of the inclusion criteria
and interviewing with participants and gathering demographic data, blood
samples were obtained from patients and controls. The characteristics of
laboratory tests include:

Positive to cytomegalovirus (CMV+) = 94 women
Positive to Rubella IgG+ = 17 women
Positive to Hepatitis C Virus (HCV+) = 7 women

After blood tests, the results showed that the majority of women miscarry by
Cytomegalovirus infection as shown below
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Figure 1: Distribution of Women by the Type of Viral Infection

The SPSS-20.0 software application was used to conduct statistical analysis. The
information was evenly distributed. One-way analysis of variance and
independent sample t test were used to examine variations in variables based on
socio-demographic characteristics. For continuous variables, descriptive data is
reported as mean standard deviation, and for categorical variables, it is shown as
number (percent). Statistical significance was defined as a p 0.05.

The overall responses according to total mean of score which follow:
Mean=42-84refers to High Psychological Aspects

Mean=85-126refers to Moderate Psychological Aspects
Mean=127-168refers to Low Psychological Aspects

Results
Findings show that participants' average age is 28, with those aged 20-29 years

old accounting for the highest percentage (n=58; 49.2%), followed by those aged
30-39 years old (n=23; 19.5 percent), and those aged 20 years and older (n=19;
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16.1 percent) and those aged 40 years and older (n=18; 15.3 percent). Secondary
school students predominated (n=48; 40.7 percent), followed by elementary school
students (n=33; 28 percent), intermediate school students (n=21; 17,8 percent),
and illiterate students (n=16; 13.6%). In regard with occupation, more than half of
participants were housewife (n=75; 63.6%), followed by those who are employment
(n=37; 31.4%) and those who are students (n=6; 5.1%). Concerning social status,
most of studied sample were live with their husband (n=96; 81.4%), followed by
those who are separated (n=18; 15.3%) and those who are divorced (n=4; 163.4%).
Financial status related findings, women exhibit a sufficient financial (n=52;
44.1%), followed by those who are a certain limit (n=34; 28.8%) and those who are
insufficient (n=32; 27.1%). In deals with residents, the urban residents were
highly (n=81; 68.6%) as compared those who are rural (n=37; 31.4%). In terms of
number of pregnancies, women expressed 3-5 pregnancy time (n=66; 55.9%),
followed by those who are <3 (n=36; 30.5%) and those who are >5 (n=16; 13.6%).
Number of miscarriage related findings, most of women had 3-5 miscarriage
(n=66; 55.9%), followed by those who are <3 (n=39; 33.1%) and those who are >5
(n=13; 11%). The duration of last miscarriage, more than half of participants they
had miscarriage for less than 6 month (n=66; 55.9%) as compared with those who
are more than 6 month (n=52; 44.1%). In terms of number of living children,
women exhibit no had living children (n=66; 55.9%), followed by those who had
one child's (n=40; 33.9%) and those who had more than one child's (n=11; 9.3).

Table (1)
Sample Characteristics
Demographic Variables Class n=118 %
<20years old 19 16.1
Age/years 20-29years old 58 49.2
(M+ SD=28.19+7.582) 30-39years old 23 19.5
>4Qyears old 18 15.3
Mliterate 16 13.6
. Elementary school 33 28.0
Education level Intermediate school 21 17.8
Secondary school 48 40.7
Employment 37 31.4
Occupation Housewife 75 63.6
Students 6 5.1

With husband 96 81.4
Social status Separated 18 15.3
Divorced 4 3.4
Sufficient 52 44.1
Income/ month Certain limit 34 28.8
Insufficient 32 27.1
. Urban 81 68.6
Residents Rural 37 31.4
<3time 36 30.5
Number of pregnancies 3-Stime 66 55.9
>5time 16 13.6

Number of miscarriage <3time 39 33.1
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3-5time 66 55.9

>5time 13 11.0

Duration of last miscarriage <6month 66 55.9
>6month 52 44.1

No 67 56.8

Number of Living Children 1Child's 40 33.9
>1Child's 11 9.3

The total study of psychological aspects revealed that women have a psychological
aspect with an average of 81.320.306; miscarriage women had a high degree of
psychological aspects (n=75; 63.6 percent) (table 2).

Table (2)
Psychological Aspects
Psychological Aspects Freq. % M £ SD
High (M=42-84) 75 63.6
Moderate (M=85-126) 35 29.7 +
Low (M=127-168) 8 6.8 81.32+30.306
Total 118 100.0

M: Mean for total score, SD=Standard Deviation for total score

Table (3)
Significant Differences in Psychological Aspects with regard Women Age Groups
Women Age Sou}* ce of Sum of d.f Mean F p<0.05
variance Squares Square
Psychological Bet.we.en Groups 5.206 3 1.735
Aspects Within Groups 55.712 114 489 3.551 .017
Total 60.918 117

Findings demonstrated there were significant differences in psychological aspects
with regards women age (p<0.05).

2.z0—
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Figure 2.Distribution of Psychological Aspects according to Age Groups
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Table (4)
Significant Differences in Psychological Aspects with regard Women Education
Education Sou}* ce of Sum of d.f Mean F p<0.05
variance Squares Square
Psychological Bet.we.en Groups .497 3 .166
Aspects Within Groups 060.422 114 .530 312 .816
Total 60.918 117

Findings demonstrated there were no-significant differences in psychological
aspects with regards women education level (p>0.05).

Table (5)
Significant Differences in Psychological Aspects with regard Women Occupation
Occupation Sou}* ce of Sum of d.f Mean F p<0.05
variance Squares Square
Psychological Bet.we.en Groups .938 2 469
Aspects Within Groups 59.981 115 .522 .899 410
Total 60.918 117

Findings demonstrated there were no-significant differences in psychological
aspects with regards women occupation (p>0.05).

Table (6)

Significant Differences in Psychological Aspects with regard Women Social Status
Social Status Sou}r ce of Sum of d.f Mean F p<0.05
variance Squares Square

Psychological Bet-we‘en Groups 7.806 2 3.903
Aspects Within Groups 53.112 115 462 8.451 .000
Total 60.918 117

Findings demonstrated there were highly-significant differences in psychological
aspects with regards women social status (p<0.01).
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Figure 3.Distribution of Psychological Aspects according to Social Status

Table (7)
Significant Differences in Psychological Aspects with regard Women Financial
Status

Financial Sou}*ce of Sum of df Mean P p<0.05

Status variance Squares Square
Psychological Bet.we.en Groups .824 2 412
Aspects Within Groups 60.094 115 .523 .788 457
Total 60.918 117

Findings demonstrated there were no-significant differences in psychological
aspects with regards women financial status (p>0.05).

Table (8)
Significant Differences in Psychological Aspects with regard Residents
Variables Remsdent Mean SD t-value d.f p=<0.05
Psychological Urban 1.9794 .76601
Aspects Rural _ 1.8417 61225 02 116 338

Findings demonstrated there were no-significant differences in psychological
aspects with regards those who are urban and rural (p>0.05).
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Table (9
Significant Differences in Psychological Aspects with regard Women Number of
Pregnancies
No. Pregnancies Sou.r ce of Sum of d.f Mean F p<0.05
variance Squares Square
Psychological Bet.we.en Groups 10.695 2 5.347
Aspects Within Groups 50.224 115 437 12.244 .000
Total 60.918 117

Findings demonstrated there were high-significant differences in psychological
aspects with regards number of pregnancies (p<0.00).

2.40-
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Mean of Psychological Aspects
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T
=3 3-5 =5

Number of pregnancies

Figure 4.Distribution of Psychological Aspects according to Number of

Pregnancies
Table (10)
Significant Differences in Psychological Aspects with regard Women Number of
Miscarriage
. No.' Sou.rce of Sum of d.f Mean F p< 0.05
Miscarriage variance Squares Square
Psveholosical Between Groups 12.923 2 6.462
SYCROIOBICAY "yithin Groups  47.995 115 417 15483  .000
Aspects

Total 60.918 117
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Findings demonstrated there were high-significant differences in psychological
aspects with regards number of miscarriages (p<0.00).
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Figure 5. Distribution of Psychological Aspects according to Number of

Pregnancies

Table (11)

Significant Differences in Psychological Aspects with regard Women Duration of

Last Miscarriage

Variables Duration Mean SD t-value d.f p< 0.05
<6 1.972
. .80925
Psychological month 2
.609 116 .544
Aspects >6 1.890
.59667
month 9

Findings demonstrated there were no-significant differences in psychological
aspects with regards duration of last miscarriages (p>0.05).

Table (12)

Significant Differences in Psychological Aspects with regard Women Number of

Living Children

No. Living Source of Sum of Mean
. . F p< 0.05
Children variance Squares Square
Psveholosical Between Groups 13.239 2 6.620
33;; Oecc’tgslca Within Groups _ 47.679 115 415 15966  .000
P Total 60.918 117

Findings demonstrated there were high-significant differences in psychological
aspects with regards number of living children (p<0.01).
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Figure 6. Distribution of Psychological Aspects according to Number of Living
Children

Discussion

Infection's function has been extensively studied in recent decades, with viruses,
particularly CMV, receiving increased attention due to their ability to cause
chronic/recurrent intrauterine infections. Production of toxic metabolites, fetal,
placental, or chronic endometrial infection, and chorioamnionitis are all possible
explanations [14, 15]. We assess the women for viral infection and found that
(79.9%) was Cytomegalovirus infection out of 118 women participated in current
study. That is, this injury is considered the most common loss of pregnancy,
which makes psychological aspects a major role in the health decline of women,
and this findings come in line with previous studies [16, 17]. The main objectives
of current study is to assess psychological aspects of miscarriage associated viral
infection.

Psychological aspects differ according to the sensitivity of each woman, her
beliefs, her culture, and the extent to which the pregnancy has progressed when
it stops. It is shattered hope, disappointment, motherhood and femininity at
stake, and anxiety about the future. All these feelings hit a woman hard. The
study aimed to assess the psychological aspects among miscarriage women by
viral infection and investigate the associated socio-demographic variables.

The overall study of psychological aspects revealed that women have a
psychological aspect with an average of 81.320.306; miscarriage women had a
high level of psychological aspects (Table 2), which is concerning for women.
About 12-15 percent of acknowledged pregnancies end in miscarriage in this way.
According to studies, 30-50 percent of women have anxiety and 10-15 percent
develop depression after a miscarriage, which can continue up to four
months[18]. The research suggests that women experience severe melancholy and
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anxiety in the first month after miscarriage. There is also evidence that
miscarriage women experience post-traumatic stress symptoms [19]. Grief after a
miscarriage, according to the National Institute of Health and Care Excellence
(NICE) in the United Kingdom, is "similar in origin, intensity, and duration" to
grief reactions after other types of catastrophic loss [20]. A 2016 study highlights
the devastating nature of a miscarriage or ectopic pregnancy, finding that four out
of ten women exhibited PTSD symptoms within three months of the miscarriage
or ectopic pregnancy. Nightmares, flashbacks, and re-experiencing sensations
related with the loss were among the PTSD symptoms described by the study's
participants. Some women said they tried to stay away from situations that
reminded them of their loss, such as pregnant friends or relatives [21].

Although a World Health Organization (WHO) review concluded that there is
insufficient evidence to recommend psychological support as a standard after
miscarriage, it does suggest that follow-up appointments could help identify
women who are at risk of developing mental health problems or provide support
to those who are already in distress[22]. Miscarriage may have a negative impact
on maternal mental health in subsequent pregnancies. According to a 2010
study, women who had previously had a miscarriage, even if they also had a living
child, experienced more anxiety and pregnancy-specific suffering than women
who had never had a miscarriage [23].

The impact of poor maternal mental health on women's well-being is immediate
and long-term. It restricts social and economic engagement, as well as self-care
and care-giving capacity, negatively harming children's health and development.
Miscarriage is a painful and non-traumatic occurrence that affects every woman
differently, but it can result in grief, anxiety, melancholy, and even PTSD
symptoms. Miscarriage can contribute significantly to the overall burden of
psychopathology in a population due to its high frequency. It's critical to
recognize this influence so that seriously impacted people can be checked and
treated accordingly. More research is needed to discover risk factors so that these
people can be identified and treated quickly, as well as to improve their treatment.

In the current study, there were substantial disparities in psychological
characteristics across women of various ages (p0.017). According to the data, the
degrees of psychological aspects varied by age, with women aged 20 displaying
more psychological aspects (having a lower mean of psychological aspects),
followed by women aged 20-29, women aged 30-39, and women aged 40.
Miscarriage had a negative impact on the younger women's quality of life [24]. The
younger women were more depressed and anxious than the older age groups [25,
26]. Age is an influential factor in psychological aspects, as the more advanced
the age, the psychological aspect of the miscarriage woman improves. Because
she loses hope of pregnancy and childbearing, and then gives up the attempt,
unlike young women, she tries and exerts herself more.

There were extremely significant disparities in psychological features with
reference to women's socioeconomic standing among the current study women
(p=0.000). The mean of psychological features fell considerably among women
who were divorced because of a miscarriage [27]. The social status significantly
associated with marital status (mothers who are divorced and separated
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negatively correlated with psychological aspects) [28]. The significant differences
gradually were that the divorced woman expressed a higher level of psychological
aspects than the separated woman, and the separated woman expressed a higher
level than the woman living with her husband. That is, the social situation to be a
very influential factor in psychological aspects, as divorce and separation
significantly increase the psychological aspects. Men must be made aware of this
disease and that divorce and separation are not a solution to this problem.

Findings demonstrated there were high-significant differences in psychological
aspects with regards number of pregnancies (p=0.00). This in line with findings
who exhibited in their findings that number of pregnancies were significantly
associated with mental health in regard with abortion [29]. The results confirmed
that there is a significant difference in the psychological aspects regarding the
number of pregnancies, the women who had 5 and 3-5 time of pregnancies were
more expressed psychological aspects than those who are less than 3 time. As
women who had more than 5 pregnancies significantly increased level of
psychological aspects (as described by low level of mean). Coleman, expressed a
high level of psychological stress were significantly influenced by number of
pregnancies [30].

There were highly significant differences in psychological elements when it came
to the frequency of miscarriages (p=0.000), according to the findings. This
conclusion is backed up by research that show the number of abortions has an
impact on psychological health [31, 32]. Women who experienced 3-5 previous
miscarriages had higher psychological features than others, according to the
findings. That is, the bigger the number of miscarriages, the more psychological
issues arise.

The findings revealed that there were highly significant psychological changes in
relation to the number of live children (p=0.000). If a woman does not have a kid,
she suffers from psychological problems, and if she is the reason for not having a
child, she suffers from serious psychological problems [32]. Women's
psychological health is deteriorating due to their inability to have children or
recurrent abortions [26]. Those who have more than one child have a considerable
advantage since they record less psychological elements than those who do not
have children.

Study Limitation
The difficulty of obtaining the sample was one of the main difficulties we faced,
and lack of national studied.

Conclusion

Miscarriage women's psychological characteristics are influenced by their age
groupings (younger age were considered risk factors of psychological aspects).
Compared to women who lived with their husbands, divorced and separated
women were more prone to have psychiatric difficulties. Frequent pregnancies
and losses were found to be strongly linked to psychological issues, with women
who had more than five pregnancies and miscarriages developing the most
psychological issues. The number of living children had a substantial impact on
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psychological elements, with women who had one or more children having less
psychological issues than those who did not have live children.

Study Suggestion

Women with a history of recurrent miscarriage should be screened for anxiety and
depression symptoms early in their pregnancy. To reduce these women's anxiety
and depressed symptoms, health-care practitioners should make a greater effort
to improve their psychosocial support. Increasing interest in the subject of
miscarriage, with workshops, seminars, intellectual gatherings, and conferences
being held to identify acceptable remedies. Conducting a comparable study on a
group of women who have had many miscarriages, including both genders (men
and women). Studies on the role of health and psychological education in clinics
and hospitals in the treatment of recurrent miscarriages are being conducted.
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