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Conclusions: Given the impact of abortion on women's quality of life and the
importance of family and community health, reproductive health policy should be
aimed at reducing the consequences of abortion and improving the quality of life.
INTRODUCTION

Opver the last two or three decades, quality of life has
been the hotbed of debates as it has been analyzed and
criticized in different fields (1). Quality of life is a
multidimensional and relative concept, influenced by
time and individual and social values (2). Many
variables affect individuals’ perceptions of their health
and status in life, which encompasses physical and
psychological aspects, independence, beliefs and
emotions, social relations, and environment (3). Some

experts define quality of life as a set of factors including
health, physical environment, natural resources,
personal development, and safety. On the other hand,
some scholars refer to the economic dimension as one
of the three pillars of the quality of life. The other
researchers do not consider the quality of life as a
quantitative and objective concept and introduce it as a
subjective one. Some defined quality of life as life
satisfaction and others defined it as the extent or level at
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which one enjoys the facilities in his life (4). The lives of
married persons and families are influenced by the
quality of life, which contains their understanding of
their status in life with regard to their culture, value
system, goals, expectations, standards, and priorities
(5).

The World Health Organization (WHO) defines
abortion as the termination of pregnancy before 20
weeks of gestation or the termination of pregnancy with
a fetus weighing < 500 g (6). More than one million
pregnant women annually lose their baby, more than
85% of which get pregnant within the next 18 months
(7). Many cases of abortion can occur unexpectedly, and
this type of loss can be assumed as a devastating event
leading to severe mental diseases in women (8). In their
study, Mevorach - Zussman et al. (2011) reported that
women with abortions experience various side effects
such as sadness, depression, anxiety (9), and emotional
disorders, including anger (10, 11). Losing a child is
recognized as an extremely catastrophic experience of
life, which often leads to complex mourning reactions,
adversely affecting the parent's mental and physical
health (12). The findings of previous studies suggest
that the prevalence of grief in women who lose their
baby is much higher than in other types of loss. Broen's
(2005) study showed that 10% of women suffer from
psychological distress six months after an abortion,
which is possibly due to the attachment between mother
and fetus during pregnancy (13).

Furthermore, women with a history of pregnancy loss
may be concerned with their next pregnancy, and this
feeling may persist until the next pregnancy (14). Fertl
et al. (2009) also found that women with a history of
pregnancy loss experienced more fears and anxiety
during the first trimester than women without such a
background (15). In this regard, Gravensteen et al.
(2012) claim that early treatment after intrauterine fetal
death may have long-term effects on women’s mental
health (16). Another study examined the impact of
abortion after repeated pregnancies and high levels of
anxiety in these women. Moreover, the main symptom
of abortion-related anxiety was found to be a loss of
hope and fear (17). In Brazil, Couto et al. (2009) also
proposed that pregnancy loss was associated with a
higher prevalence of depression and anxiety and lower
quality of life (QoL) (18).

According to the theory of maternal and fetal
attachment, the fetus is characterized by a pregnant
woman and is assumed as a child; therefore, it seems
reasonable for mothers to look after, grieve, and mourn
for the lost fetus. In this case, 50% of women who have
experienced spontaneous miscarriage suffer from
psychological complications within weeks or months
after losing their fetus and keep mourning (19). In
contrast to a common belief implying that the mothers
forget their hard feelings immediately after the death of
the fetus, the researchers have shown that severe

psychological symptoms in mothers may persist up to 12
months. That is why some physicians recommend no
pregnancy 6 to 12 months after an abortion. The
consequences of this loss could last for years and even
decades (20, 21).

Studies have revealed that the death of a child leads to
long-term impairments in parents’ health and well-
being. Compared to other parents, these mourning
parents experience more mental stress (22), remarkable
distress in their marital life and higher frequency of
divorce (23), contacts and conflict (24), higher
incidence of hospitalization for mental diseases, some
types of cancer (25), and higher frequency of mortality
(26). Besides, severe emotional stress (27), suicide
attempts (28, 29), obsessive-compulsive disorder, and
substance use (28) are also more common among these
parents. The findings of some research conducted in
industrialized countries have also shown that quality of
life and physical-emotional and social performance in
women with abortion experience is lower than women
without such an experience (30). Women with a history
of abortion experience an increase in depression
symptoms and might be at enhanced risk of adverse
psychological effects such as pregnancy-related anxiety,
depression, irritability, exhaustion, fear, sleep disorders,
and lack of concentration. The studies have also
documented the increased prevalence of abortion-
induced mental illness among women (31). Research
has shown that abortion might be associated with
adverse psychological side effects, including depression,
suicide, regret, decreased self-esteem, substance abuse,
and deliberate self-harm (32), sleep disorder (33), and
injuries (34). Abortion is a traumatic and stressful factor
that leads to mental complications (35). In this regard,
mental disorders appear after abortion for whatever
reason. According to Ingrid (2007), the psychological
symptoms in women with experiencing an abortion are
similar to those of mothers who have lost their babies
(36). In this case, mental and physical problems,
including sexual and marital ones, caused by an abortion
might affect women’s quality of life by changing
different aspects of their lives (37). Carter (2011) states
that abortion, as a serious medical problem could have
devastating effects on individuals’ quality of life (38).
Although the quality of life plays a critical role in the
health of women with an abortion, and understanding
the women's post-abortion health behaviors is of
paramount importance in promoting women's optimal
health, few studies have examined the quality of life
among women who have experienced an abortion.
Awareness of individuals’ quality of life and the
detection of the factors that lower the quality of life can
contribute to identifying effective strategies to improve
the quality of service delivery and the quality of life in the
community. Accordingly, about the role of women’s
physical and mental health in family health and future,
this study aimed to examine the quality of life among
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women with an abortion experience referring to health
centers affiliated to Shahid Beheshti University of
Medical Sciences during 2015- 2016.

METHODS

The present research was a descriptive cross-sectional
study conducted in 2016 to assess the quality of life
among women with a history of abortion. Using similar
reviews (39) adopting sample size formula of descriptive
studies, and considering a = 0.0S and p = 0.20, the
minimum expected correlation coefficient of 0.3 and
attrition rate of 20%; the study sample size was
estimated to be 165. Samples were selected by using a
convenient sampling method. Inclusion criteria were
being an Iranian women with an experience of abortion
who were living in Tehran, aged 15 - 49 years, no history
of known psychological illness (hospitalization,
psychiatrist, medication use), an abortion during 22
weeks of pregnancy or less, two weeks to 3 years passed
from the abortion (40), no re-occurrence of pregnancy
after abortion, lack of known psychological and physical
refractory disease such as disabilities of the participant
women’s  husbands, and non-occurrence of
misfortunate incidents during the past six months, and
non-referral to counseling centers or court before their
abortion because of conflicts with their husbands, the
researcher provided a list of health centers (Shemiranat,
North, East, Pardis) and hospitals supported by Shahid
Beheshti University of Medical Sciences and Then
randomly through the listed centers ,Health centers and
hospitals including Qaem, Lavasan, Pardis, ozgol, Deh
Vanak, Resalat, Safa, Safari, Mohammadian, and
Davazdah-e- Bahman health centers and Shohada,
Imam Hossein, Taleghani, and Mahdieh hospitals, were
selected. After that the researcher referred and
presenting the referral to the selected centers, and
introducing herself and expressing the goals and
subjects of the research, the sampling was conducted,
Given the extent of the population and women’s
referrals to these centers, the convenience sampling
method was used, and by distributing the questionnaires
among the subjects, they had them completed. The
participants were ensured of the confidentiality of the
information and gave the right to quit the study at any
stage. Exclusion criteria consisted of failure in
completing the questionnaires due to psychological
problems, incomplete completion of the surveys, or
withdrawal from the study.

In the present study, a demographic and socioeconomic
status questionnaire, as well as a short form of the 26 -
item Quality of Life Scale, were presented in-person to
samples who had a history of abortion. The 26 - item
Quality of Life Scale )World Health Organization,
2004) was to assess the eight dimensions of health
status, including physical function, physical impairment,
physical pain, general health, vitality, social

performance, emotional role, and mental health. The
questionnaire was scored in accordance with the
instructions. The questionnaire items identify both the
positive and negative aspects of health. Scoring of the
quality of life questionnaire is based on a S-score Likert
Scale, and the scores range from 0 to 100. A higher rating
reflects a better quality of life. According to the obtained
score, individuals’ quality of life will be categorized in
one of the three groups, undesirable (0 to 3.33),
moderate (33.46 to 66.3), and desirable (66.4 to 100)
(41). The following formula was used to convert the
scores to a 100 scale: Score (100) = (Score — min)*100
/ (max-min).

The total score of quality of life was also obtained by
averaging the different dimensions of health status. In
this study, Cronbach's alpha was estimated to be 0.90 for
the Quality of Life Scale.

The researcher submitted the questionnaires to the
participants who met the inclusion criteria. The
collected data were then analyzed by SPSS software
version 20. Descriptive statistics, including mean and
standard deviation as well as the Pearson correlation
test, were used in this study.

RESULTS

In general, the mean and standard deviation of the
variable ‘quality of life’ was 16.33 £ 78.43. Moreover.
The mean scores and standard deviations of the
gestational age at abortion were 9.71 % 5.06. In this
regard, 1.8%, 32.1%, 38.8%, and 27.3% of abortions
occurred in < 4,4 - 6,7 - 12, and 13 - 22 weeks of
gestation, respectively Regarding the level of education,
3% of the participants were illiterate, 21.8% had a
primary school, 34.5% hold a diploma, and 40.6% were
educated academically. In terms of occupation, 72.1% of
the women were housewives, 1.2%, 15.8%, and 10.9%
were workers, employees, and self-employed,
respectively. In this study, 46% of women had no
children, 31% had one child, 18.8% had two children,
and 3.6% had three children. Among the participants,
10.3% had experienced more than one marriage, and
89.7% had no previous marriage. A majority of the
participants (76.4%) had a family relationship with their
husbands. Concerning their language, 50.9%, 21.2%,
13.9%, and 9.1% of the study participants were Farsi,
Turkish, and Kurdish and Lurish speakers, respectively.
Twenty-eight (17%) women had systemic diseases,
among whom there was 14.29% with skeletal, 50% with
gland, 25% with blood, 3.57% with respiratory, and
7.14% with nervous system diseases. Considering the
participants’ husbands, 13 persons (7.9%) were
suffering from diseases, out of whom 13.7%, 46.15%,
15.38%, and 30.77% had skeletal, blood, heart, brain,
and nervous disorders, respectively. In this study, 65.5%
of the participants were not aware of the abortion cause,
34.5% of these women were aware of the reasons, among
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whom 26.31%, 24.56%,1.76%,10.53%, 26.26%, and
28.07% reported lack of fetal development, deliberate
abortion, uterine myomas, placenta problem and
accidents,
chromosomal abnormalities, and others as the causes of

cervical insufficiency, trauma and

abortion. Furthermore, 59.4% of the participants were
unaware of defects in their fetuses, and 81.8% of the

women were not aware of the gender of the aborted.
Moreover, 71.5% of the study participants had not heard
the heart sound of the fetus; 61.2% of the women had
not observed the fetal images by ultrasound technique.
Pregnancy in 63.6% of the study participants had
terminated by curettage, and the others had taken drugs.
There were 58.8% intended pregnancy for the

Table 1: Mean and standard deviation of the demographic characteristics of the participants

Characteristics Average Standard deviation Min Max
Age of research units 6.61 18 48
Number of pregnancy 2.31 1.42 1 8
gestational age 9.71 S.06 2weeks 22weeks
abortion rate 1.53 1.05 1 8
the interval between abortion occurrence and completion of 10.31 10.02 Less1 than month 36 months
the questionnaire

Table 2: Demographic characteristics of the participants and their relationship with quality of life
Relationship between individual variables and quality of life correlation coefficient Sig.
Participants’ age 0.334 0.003
Husbands’ age 0.072 0.356
Level of Education *0.296 0.001
Husbands’ level of education 0.324 0.001
Employment 0.372 0.004
Husbands’ employment *0.263 0.004
Family income 0.452 0.001
Number of living children -0.047 0.548
Number of miscarriages / previous lost 0.491 0.002
Ethnicity 0.101 0.122
Religion 0.150 0.054
Number of pregnancies 0.093 0.193
Gestational age at fetal loss **0.236 0.00S
Observing the fetal image by ultrasound 0.349 0.000
Intended pregnancy 0.652 0.003
History of physical / chronic diseases 0.321 0.052
History of infertility *0.283 0.001
abortion treatment technique *0.324 0.002
Hearing the heart sound of the fetus *0.523 0.005

Table 3: Mean and standard deviation of health dimensions and total score of quality of life of women with abortion experience

Mean SD Dimensions of quality of life in three modes (Undesirable, moderate, desirable)
Physical function 75/23  13/43 Desired
Physical disability 48/55  13/87 Moderate
Emotional impairment 77/40  12/50 Desired
Vitality 70/90 16/47 Desired
Emotional health 49/37  23/63 Moderate
Social Performance 72/03  21/15 Desired
Pain 73/08 8.45 Desired
Health 79/61 10/28 Desired
Quality of Life 78/43 16/33 Desired

Table4: Mean and standard deviation for quality of life during the abortion period at the time of completing the questionnaires

Quality of life passing from the abortion at the time of completing the questionnaires Average SD
< 3 months from abortion 2.08 0.231
3 months and one day to 6 months from abortion 2.82 0.543
6 months and one day to 12 months from abortion 3.01 0.109
12 months and one day to 36 months from abortion 3.66 0.547
Table §: Assessing the effect of demographic characteristics on quality of life

Model Unstandardized Coefficients Standardized Coefficients t P-value
2 B Std. Error Beta

Constant 90.741 BYSS 24.167 .000
Number of pregnancies -2.046 783 -201 -2.612 .010
Family income 2.401 1.121 .165 2.141 .034
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participant women, and 91.5% of research subjects had
no history of infertility. Finally, 94.5% of the women
were Muslim and Shiite, and they reported an average
degree of religiousness. According to Table 1 The mean
scores of the participants’ age, number of pregnancies,
gestational age, abortion rate and the interval between
abortion occurrence and completion of the
questionnaire were Lower than average

Table2 presents a significant relationship between the
participants’ age, level of education, husbands’ level of
education, husbands’ employment status, family
income, number of miscarriages/past lost, gestational
age at the time of fetal death, observing the fetal image
by wultrasound, intended pregnancy, a history of
physical/chronic diseases, a history of infertility,
abortion treatment technique, and hearing a heart
sound of the fetus with the quality of life.

According to Table 3, the scores of the dimensions and
the total score of quality of life were at the desired level
in a majority of the women with an abortion experience.
Each of the quality of life dimensions ranged from
moderate to high, with a total score of 78.43 and a
standard deviation of 16.33. The level of the quality of
life and its different dimensions ranged from moderate
to high for the participants.

Stepwise multiple regression was used to Assessing The
Effect of Demographic Characteristics on quality of life,
and only two variables, including pregnancy rate and
Family income, were significant. With each pregnancy,
the quality of life score declined by an average of 2.04,
and with an increase in family income, the quality of life
score increases by an average of 2.40 Tables 4 and 5.

DISCUSSION

The findings revealed a significant relationship between
the participants’ age, level of education, husbands’ level
of education, husbands’ employment status, family
income, number of miscarriages/past lost, gestational
age at the time of fetal death, observing the fetal image
by wultrasound, intended pregnancy, a history of
physical/chronic diseases, a history of infertility,
abortion treatment techniques, and hearing a heart
sound of the fetus with the quality oflife. The findings of
the study were in line with the results of Monfared et al.
(2013), as they found that the quality of life was
significantly correlated with age, occupation, income,
and level of education (42). The study findings were
also consistent with the results of other studies (e.g,
Ozaras et al,, 2010) (43); Engel et al, (2004) (44);
Smith et al. (2009) (43); Rezai et al. (2011) (45); and
Ghaffari et al. (2009) (46).

The study findings also indicated that the quality of life
in women with an abortion experience was at the desired
level with the mean score of 3.43, and this variable was
atits lowest level during less than three months from the

time of abortion until the questionnaire was completed
and gradually increased over time. The mean scores and
the findings of the present study showed that the
variable ‘12 months and one day to 36 months from
abortion’ had a significant impact on the quality of life.
These findings were in a similar vein with the
conclusions from Zamani et al. (2013) who compared
depression and quality of life among infertile women,
tertile women, and the ones with recurrent miscarriages,
concluding that women with recurrent miscarriages and
infertile women had higher depression scores and lower
quality of life than fertile women (47). Similarly, Rahbar
et al. (2009) observed a decrease in the quality of life
scores for women with abortion (33). In contrast to the
present findings, Tavala et al. (2017) claimed that
recurrent miscarriage was associated with reduced
quality of life in different aspects (physical role, general
health, vitality, social performance, emotional role, and
mental health)at P < 0.0001; however, it had no
significant relationship with physical function (P = 0.06)
and physical pain (P = 0.17) (48). The inconsistencies
in the findings might be caused by the sample size, type
of study, and the research instruments.

The findings of the present study, considering the effect
of the variable ‘3 months and one day to 6 months from
abortion” on the quality of life, are in line with the
findings by Rahbar et al. (2009) They conducted a
cohort study to investigate individuals’ general health
after abortion, and concluded that abortion had an
impact on the occurrence of physical disorders, anxiety,
sleep disorders, depression, and public health. They
introduced psychological support as a necessity for
improving the quality of life (33). According to Nansel
et al. (2005), women who lose their pregnancy at the
early stages have a lower quality of life and experience
higher levels of depression and stress than women of the
same age (30). Couto et al. (2009) reported that women
with abortion had lower scores in all cases, including
physical function, social performance, emotional role,
body pain, general health, mental health, and natural life
(18).

Steinberg and Biggs [2013] believe that abortion leads
to no psychological complication; however, factors such
as pre-abortion mental health, domestic violence,
pregnancy tendency, economic and social status, and so
on play a significant role in the emergence of depression,
anxiety, and short-term anxiety symptoms (28), in 20-
40% of women (49), after abortion (50, 51). The other
researchers, however, claim that abortion as a traumatic
and stressful factor can lead to psychological
complications (35). In general, it can be mentioned that
psychological difficulties appear after abortion for
whatever reason. According to Ingrid (2007), the
psychological symptoms in women experiencing an
abortion are similar to those of mothers who lost their
babies (36). In this regard, mental and physical
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problems caused by abortion can influence individuals’
quality of life through affecting different aspects of their
life, including sexual and marital problems (37). Carter
(2011) states that abortion, as a serious medical
problem has devastating effects on one's quality of life
(38).

From the perspective of Mevorach-Zussman et al.
(2012), if a woman experiences an abortion, the quality
of her life decreases. They found that all women with
recurrent miscarriage suffer from mild to moderate
levels of anxiety, suggesting that women with abortion,
in comparison to those who do not experience recurrent
miscarriage, experience more stress if they do not
experience a new pregnancy. Such an adventure leads to
lower quality of life and possibly subsequent abortion or
preterm delivery (9)

Blackmore et al. (2011) showed that the loss of previous
pregnancies could be a predictor of perinatal depression.
Depression can not only aggravate patients' living
conditions but also reduce the quality of their life and
contributes to decreased ability, mental health, and
overall understanding of health and social role. Thus,
the quality of individuals’ life improves with reducing
depression (52). In the present study, the relationship
between gestational ages at abortion, observing the fetal
image by sonography, intended pregnancy, abortion
treatment technique, and hearing the heart sound of the
fetus with the quality of life was examined. No previous
study had addressed this issue, so that this is the novelty
and one of the strengths of the present study.

CONCLUSIONS

Pregnancy is one of the most critical stages of a woman's
life. Although this course is a joyous time for most
women, it's often a stressful period with physiological
and psychological changes. Therefore, many changes
occur during pregnancy in different dimensions of
quality of life, including the physical, mental, and social
health of pregnant women at different gestational ages.
There are various complications during a woman's
pregnancy that affect the quality of life of women, and
the most common complication in the first and second
trimesters of pregnancy is abortion. States that abortion
as a serious medical problem could have devastating
effects on individuals’ quality of life. Awareness of
individuals’ quality oflife and the detection of the factors
that lower the quality of life can contribute to identifying
effective strategies to improve the quality of service
delivery and the quality of life in the community.

The present study revealed that the quality of life for a
majority of women with an abortion experience was at
the desired level for 12 months and one day to 36
months after the abortion. Although the quality of life
plays a critical role in the health of women with abortion,

understanding the factors that lower women's quality of
life during the early months after abortion can be the
primary goal of social, cultural, and family support
institutions and centers. Concerning the findings of the
present study, it is recommended to screen all women
after abortion in terms of the quality of life to detect
vulnerable women to provide them with proper health-
related counseling and treatment and to have a healthy
society ultimately. Also, policymakers in the field of
reproductive health and midwifery are suggested to
spare their efforts to improve the quality of life in this
group of women by developing appropriate programs
using new psychological and medical approaches.
Future studies can compare the quality of life in women
with an abortion experience and the ones without such
an experience.

Research Limitations

Non-regular referrals of women with abortion to the
concerned health centers was one of the limitations of
the present study. The researchers tried to overcome
this limitation by increasing the sampling period.
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