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Abstract

Objective: Pregnancy is an important phase of female reproductive cycle all over the world. It normally consists of three trimesters
and care should be taken during each trimester for safe delivery of the offspring into the world. Miscarriages are complication of
pregnancy that can result in loss of conception. Miscarriages usually result in leaving the females depressed and devastated. The
aim of the study was to evaluate awareness regarding miscarriages in females, its signs, causes, age and trimester at risk and
precautions to be taken to avoid miscarriage.

Methodology: It is a cross sectional survey based study comprising of N=250 females from different private and public hospitals
and universities of Karachi as well as house wives of different residential areas.

Results and Discussion: From our study we came to know that majority of females (96%) were aware about term miscarriage, 74%
were aware about the signs of pregnancy, 94.8% considered heavy workload could induce miscarriage, 28.8% considered hormonal
disturbances as main cause of miscarriage. Majority females considered first trimester and age group above 35 years more prone to
miscarriage.

Conclusion: From our study we came to conclude that majority of the female population were aware about miscarriage and its signs

however awareness needs to be created on large scale regarding its causes, risk factors and precautions to avoid miscarriage
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1. Introduction

Miscarriage is the most common complication of early
pregnancy. [ It is defined as the spontaneous loss of the
conception or the loss of a pregnancy before 20-24 weeks of
gestation, > 31 which occurs in nearly 25% of clinically
recognized pregnancy. B! Preterm birth, delivery of a baby
between 24 and 37 completed weeks of gestation, occurs in 6-
10% of pregnancies. ! Up to 85% of neonatal deaths are
attributable to preterm birth (especially those delivered before
28 weeks). BB The reported rate of pregnancy loss in women
with a missed menstrual period and positive urine pregnancy
test is 12-24%. The true rate of miscarriage is probably higher
because many losses occur preclinical, before a menstrual
period is missed. [ In 10% of pregnancies, miscarriage is a
clinically recognized event, and in another 20% of pregnancies,
it is manifested only as a transient elevation of the level of
human chorionic gonadotropin before or near menses. [']
According to the March of Dimes, more than 80% of
miscarriages occur within the first three months of pregnancy
and if it occurs after 20 weeks of gestation it is known as late
miscarriage, however they rarely occur. [ Maternal age of less
than 18 years or an age of 35 years or more is an independent
risk factor for miscarriage. ! The rate of miscarriage also
increases with an increasing number of previous miscarriages,
and increasing parity: [1% The sharp increase in the rate of
miscarriage in women 35 years of age or older is due in part to
increasing rates of aneuploidy in association with older
oocytes. [10.11

Although there are many known causes and risk factors for
early pregnancy loss, the most common cause is sporadic
chromosomal abnormality. 12161 Knowledge regarding the
etiology of pregnancy loss is useful in counseling patients with
recurrent and sporadic pregnancy losses. In addition, recent
cost-effectiveness analyses have shown significant cost
savings when chromosome testing is used to guide further
workup in patients with two or more miscarriages. 17 2
Recurrent miscarriage, defined as the loss of three or more
consecutive pregnancies, occurs in approximately 1% of
couples attempting to bear children. [ Although a small
proportion is associated with identifiable abnormalities in the
mother or the fetus, the cause of most cases of recurrent loss
remains unknown. It is recognized that successful pregnancy
outcome depends on the development and maintenance of an
adequate utero-placental circulation, with evidence that
prothrombotic factors underlie some pregnancy losses. 2%
When a woman presents with symptoms of pain or bleeding in
early pregnancy, the main diagnostic possibilities are a
currently viable intrauterine pregnancy, a failed (or failing)
intrauterine pregnancy, and ectopic pregnancy. A pregnancy is
diagnosed as nonviable if it meets one of the commonly
accepted positivity criteria for that diagnosis, such as the
embryonic size at which nonvisualization of a heartbeat on
ultrasonography is diagnostic of miscarriage. 2!

The gestational sac is first seen at approximately 5 weeks of
gestational age. 22 Any round or oval fluid collection in a
woman with a positive pregnancy test most likely represents an
intrauterine gestational sac [%°]



The criteria most often used to diagnose pregnancy failure are
the absence of cardiac activity by the time the embryo has
reached a certain length (crown-rump length), the absence of
a visible embryo by the time the gestational sac has grown to a
certain size (mean sac diameter), and the absence of a visible
embryo by a certain point in time.

Not all miscarriages ever develop a 7-mm embryo or a 25-mm
gestational sac, so it is important to have other criteria for
diagnosing pregnancy failure. The most useful of such criteria
involve nonvisualization of an embryo by a certain point in
time. 24 Nonvisualization of an embryo with a heartbeat by 6
weeks after the last menstrual period is suspicious for
miscarriage. (%°]

The objective of the present study was to evaluate awareness
regarding miscarriages in the female population, age groups
more prone to miscarriages, causes and factors that induce
miscarriages, measures to prevent them and during which
trimester miscarriages are common according to laymen
population.

2. Methodology

Itis a cross sectional survey based study comprising of N= 250
females belonging to age group 18-55 years. The study was
carried out in various public and private hospitals, universities
and in various residential areas of Karachi.

The study was conducted for 3 months. Data was collected
from the participants by directly contacting with them and the
answers were recorded as open ended.

Inclusion Criteria:

e  Must be female of 18 years and above

e  Must be fluent and able to understand English and Urdu
language

Exclusion Criteria
e Female of less than 18 years.

Ethical Consideration

The participation of every participant was voluntarily. All the
participants had complete right to withdraw from study without
any prior notice.

The data was analyzed by using statistical software SPSS
version 19.0. The test which was used for the analysis of data
was:

* One sample binomial test. P-value of 0.05 (5%) or less was
considered as statistically significant.

Table 1: Binomial Test

Category | N | Observed Prop. | Test Prop. | Exact Sig. (2-tailed)

Group 1 yes 240 .96

Awareness regarding miscarriage Group 2 no 10 .04 .50 .000
Total 250 1.00
Group 1 yes 153 .61

Suffered Miscarriage Group 2 no 97 .39 .50 .000
Total 250 1.00
Group 1 yes 185 74

Signs of miscarriage Group 2 no 65 .26 .50 .000
Total 250 1.00
Group 1 yes 102 41

Early age marriages cause Group 2 no 148 .59 .50 .004
Total 250 1.00
Group 1 yes 142 .57

No gap between previous deliveries Group 2 no 108 43 .50 .037
Total 250 1.00
Group 1 yes 227 91

Stress cause miscarriage Group 2 no 23 .09 .50 .000
Total 250 1.00
Group 1 yes 237 .95

Heavy workload can cause miscarriage | Group 2 no 13 .05 .50 .000
Total 250 1.00
Group 1 no 127 51

can miscarriage be prevented Group 2 yes 123 49 .50 .850
Total 250 1.00

A value of p< 0.05 is considered significant, p< 0.001 as moderately significant and p< 0.0001 as highly significant.
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Graph 1: Awareness regarding Miscarriage in Female population of Karachi.
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Graph 4: Months of Pregnancy during which Miscarriages common
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Graph 2: Percent of Female population suffered from Miscarriage

Graph 5: Age group at increased risk of Miscarriage
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Graph 3: Awareness regarding Signs and Symptoms of Miscarriage

Graph 6: Causes of Miscarriage
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Graph 8: Measures to prevent Miscarriages
3. Discussion

The term ‘miscarriage’ is applied to complications of early
pregnancy. In 2005, the European Society of Human
Reproduction and Embryology (ESHRE) introduced a revised
terminology regarding early pregnancy events. (2l

The term clinical miscarriage is used when ultrasound
examination or histological evidence has confirmed that an
intrauterine pregnancy has existed. Clinical miscarriages may
be subdivided into early clinical pregnancy losses (before
gestational week 12) and late clinical pregnancy losses
(gestational weeks 12 to 21). 271

Clinical miscarriage is both a common and distressing
complication of early pregnancy. In recent years, progress in
the fields of cytogenetic and immunogenetics and a greater
understanding of implantation and maternal-embryo
interactions has offered new insights into the possible causes
of this condition, and opened up new avenues for research into
its prevention and treatment. [28]

Graph 1 shows that 96% of the female population of Karachi
is aware of miscarriage. Implantation of a pregnancy is a
complex immunological process; the field has progressed a lot
in recent years and is termed as reproductive immunology. 29
Besides Medical personnel the term is also well known by
laymen population.

61.2% of the Female Population said that they suffered from
Miscarriage according to graph 2. However, it is estimated that
a miscarriage occurs in 15-20% of recognized pregnancies,
with 85% of spontaneous miscarriages occurring in the first
trimester (weeks 1 to 12). 30

Graph 3 shows that 74% Female population are aware about
the signs and symptoms of miscarriage. The usual symptoms
of miscarriage are vaginal bleeding and abdominal cramps.
Pregnant women may then pass some tissue from the vagina,
which often looks like a blood clot or clots. In many cases, the
bleeding then gradually settles. 31

More than 80% of miscarriages occur within the first three
months of pregnancy. They are less likely to occur after 20
weeks' gestation; if they do, they are called late
miscarriages.l*? Our results from graph 4 support the literature
study in such a way that 81.6% miscarriages are common
during 1-3 months of pregnancy.

Graph 5 shows women older than 35 years have a higher risk
of miscarriage than younger women. According to literature
search at age 35, you have about a 20% risk. At age 40, the risk
increases to about 40%. And at age 45, it's about 80%. Paternal
age also might play a role. B8 Our results show highly
significant figure of 39.6% for the age group 30-35 years that
are at increased risk of miscarriage. Second highest figure is
21.2% for the age group 18-24 years while least effected group
is 25-30 years (2.4%).

For a pregnancy to succeed, the mother’s body must supply the
right amount of hormones and nutrients to the baby, and the
fetus must develop correctly throughout the entire pregnancy.
If either of these conditions are not met, then the pregnancy
might end early. 34 Our results from graph 6 showed that the
most common cause of Miscarriage is Hormonal Disturbances
(28.8%) and second most common cause is weakness (25.2%).
Nearly half of miscarriage cases have no apparent cause. 2
Our results from graph 7 show that 94.8% population believes
that Heavy Workload is the most common factor which
induces Miscarriage while 90.8% of the population said that
Stress is the most common factor for inducing miscarriage.
According to the literature study, 76 per cent participants
believed a stressful event could be a culprit of miscarriage. [
There are ways to lower the chances of miscarriage. In fact, a
few simple lifestyle changes can make a world of difference:
Avoiding smoking, drinking alcohol and using illicit drugs
during pregnancy, eating a healthy diet, maintaining a healthy
weight before and during pregnancy. ¥ Prenatal vitamins can
help support even the healthiest of diets to ensure that the
mother and baby get all of the nutrients needed. 4 Graph 8
shows that majority of the population (35.9%) said that taking
vitamins+ Calcium, managing stress, eating healthy diet and
avoiding drug abuse all are the measures to prevent
miscarriage.

Table 1 shows highly significant result (p<0.0001) that
majority of female population are aware about the term
miscarriage, have suffered from miscarriage, are aware about
the signs of miscarriage, consider stress and heavy workload
major cause of miscarriage. Table 1 shows moderately
significant data (p<0.001) that early age marriages cause
increase chances of miscarriage while significant data
(p<0.001) showed that no gap between pregnancies can lead to
miscarriage.



4. Conclusion

From our study we came to conclude that majority of female
population are aware about the term miscarriage and have also
suffered from it. Awareness regarding its symptoms was also
there. However emphasis and awareness needs to be created
among the population regarding early marriages, gap between
pregnancies, proper nutrition during pregnancy and life style
modifications and precautions during pregnancy to avoid
miscarriages.
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