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ABSTRACT
Purpose: Early pregnancy complications are common and often result in pregnancy loss, which
can be emotionally challenging for women. Research on the emotional experiences of those
attending Early Pregnancy Assessment Units [EPAUs] is scarce. This analysis explored the emo-
tions which women spontaneously reported when being interviewed about their experiences of
using EPAU services.
Materials and methods: Semi-structured telephone interviews were conducted with a purpos-
ive sample of 38 women. Using Thematic Framework Analysis, we identified six unique emo-
tional typologies which mapped onto women’s clinical journeys.
Results: Women with ongoing pregnancies were characterized as having: “Anxious Presentation”
or “Sustained Anxiety due to Diagnostic Uncertainty”, dependent on whether their initial scan
result was inconclusive. Women with pregnancy loss had one of four emotional typologies, varying
by diagnostic timing and required interventions: “Anxious-Upset”; “Anxious-Upset after Diagnostic
Uncertainty”; “Anxious-Upset with Procedural Uncertainty”; “Anxious with Sustained Uncertainty”.
Conclusions: We provide insights into the distinct emotions associated with different clinical
pathways through EPAU services. Our findings could be used to facilitate wider recognition of
women’s emotional journeys through early pregnancy complications and stimulate research into
how best to support women and their partners, in these difficult times.
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Introduction

Pregnancy is often associated with positive emotions,
however, complications in early pregnancy are common
and the first few months can be uncertain and emotion-
ally troubling for women and their partners [1,2]. In the
UK, it has been estimated that a third of women experi-
ence bleeding in early pregnancy [3], with 12–24% of all
clinically-recognized pregnancies ending in early miscar-
riage [4]. In the UK, women with early pregnancy com-
plications are cared for in Early Pregnancy Assessment
Units [EPAUs], specialist units that form an integral part
of the National Health Service [NHS] provision. The EPAU
teams (usually comprising nurses, midwives, sonogra-
phers, and doctors) offer clinical assessments, ultrasound
scans, and laboratory investigations, as well as treatment
and advice. Women can self-refer or be referred to
EPAUs by their GP, midwife, or any other healthcare

professional if they experience bleeding, pain, or other

pregnancy-related complaints or have previously had an

early pregnancy loss.
Pain and bleeding in early pregnancy are associated

with fear of pregnancy loss, which is reported to have

longstanding consequences on psychological health

[5]. The field of psycho-obstetrics has traditionally

focused on postnatal depression [6]; however, peri-

natal anxiety has recently received more research

attention [7,8]. Negative psychological responses to

the risk of, or to the actual pregnancy loss, have been

found to manifest over time and can be detrimental

to maternal mental health [1,2,9]. Research has dem-

onstrated poor psychological outcomes associated

with pregnancy loss with a potential “carry-over” effect

on future pregnancies [10,11].
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Following calls for more qualitative work exploring
women’s perspectives of pregnancy loss management
[12], the aim of this analysis was to explore the emo-
tions which women experience during their EPAU care.

Materials and methods

This qualitative analysis forms part of a large national
prospective study, which evaluated how the organiza-
tion of EPAUs affected a variety of clinical, service, and
patient-centered outcomes (VESPA Study [13–15]). The
VESPA study received ethical approval from the North
West—Greater Manchester Central Research Ethics
Committee, 26/09/2016, ref: 16/NW/0587. This analysis
pertains to the development of emotional typologies
which women experience whilst being cared for in
EPAUs. All women spontaneously expressed emotional
insights into their experiences of EPAU care, in the
interviews without being directly questioned, as this
was not part of the interview schedule (Supplementary
Appendix 1). However, during analysis the importance
of women’s emotions became clear, and associations
with clinical pathways began to emerge, which war-
ranted closer examination. This allowed us to perform a
secondary analysis in addition to that which was first
intended and has been reported elsewhere [15].

Study team and philosophical underpinning

The authorship team is multi-disciplinary, comprised of
a psychologist (SAS), medical doctors (JAH, MM, VG,
JS, and SJ), and a social scientist (GB), with expertise
in women’s mental health (SAS), public health (JAH,
GB, JS, and VG), and early pregnancy loss manage-
ment and care in obstetrics and gynaecology (MM and
DJ). Given the nature of the multi-disciplinary team,
we adopted an ontological (what we know about a
phenomenon) and epistemological (how we acquire
knowledge about that phenomenon) stance rooted in
paradigmatic pragmatism [16], allowing for interpret-
ation of experiences in relation to the context in
which participants inhabit [17]. This meant we col-
lected data and subsequently analyzed them in a non-
judgmental way accepting the participants’ narratives
and framed these within the parameters of social
norms within the UK with regard to pregnancy loss.

Recruitment and participants

Women had attended one of 26 EPAUs from the
VESPA study within the 18-month period prior to the
date of the interview, had completed the self-reported

component of the VESPA study, and had consented to
be re-contacted. Recruitment for interviews took place
between January and May 2018 and women received
a £20 voucher as reimbursement. To create a max-
imum variation sample, we employed several sampling
criteria including pregnancy outcome; the configur-
ation and geographical location of the EPAU women
had attended; and their satisfaction with care (Table
1). Recruitment ceased when a fair representation of
the maximum variation sampling frame we had
devised had been covered.

Data collection and analysis

Telephone interviews were carried out by one
researcher (SAS) who had an experience of in-depth
interviewing. This enabled the collection of data from
across the UK due to not being restricted by geog-
raphy, as is a common issue in qualitative research
[19]. Interviews were digitally recorded, professionally
transcribed, pseudo-anonymized, and uploaded to
NVivo for management and analysis. We used the-
matic framework analysis to analyze our data, which
comprised the following stages: (1) familiarization; (2)
developing a thematic framework/coding frame; (3)
indexing (applying the codes systematically to the
data; (4) charting (re-arranging the thematic data to
allow within and between case analysis; and (5) map-
ping and interpretation [20,21]. Data reflecting wom-
en’s emotions were originally grouped into one
overarching theme “Emotional Responses” within the
framework and were then re-coded in a more granular
fashion. After several iterations this was refined to four
main codes: Anxiety (including apprehension, concern,
nervousness, scared, and worried); Uncertainty (related
to whether the pregnancy was viable); Uncertainty
(related to how a pregnancy loss was managed); and
Upset (including grief and sadness). This coding frame-
work was then deductively applied to all transcripts to
identify corresponding data. The analysis was carried
out by two researchers (SAS, JAH) and was iterative
and consultative; including regular sense-checking
with other VESPA team members. Inter-rater reliability
was not statistically measured, but consensus on a
final coding framework and corresponding data was
achieved through regular discussion, consultation, and
negotiation of terminology [22,23]. As is appropriate
for Thematic Framework Analysis [15,20,21], saturation
is not sought after, but rather importance is placed on
the presence or absence of data for particular groups
from within the population recruited (i.e. type of preg-
nancy outcome).
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Results

One-hundred and fifty-three women were invited to inter-
view; 39 participated. One woman was later excluded from
the analysis due to her interview and clinical data not
matching, meaning qualitative analyses were based on 38
women (Table 1). Women’s ages ranged between 29 and
45 (MAge¼ 35.5 years) and we achieved representation
from women living in neighborhoods representing all lev-
els of deprivation (Table 1). Most women were married
(25/38, 66%), employed (32/38, 84%), and most pregnan-
cies were planned (33/38, 87%). Parity ranged from 0 to 4
and gravidity ranged from 1 to 7. Clinical indication for
EPAU admission included bleeding (23/38, 61%); pain (10/
38, 26%); previous or suspected early pregnancy loss (3/38,
8%); and “other/not specified” (2/38, 5%).

We identified six distinct patterns of emotions or
“emotional typologies” (Box 1). Each emotional typ-
ology is described using illustrative, supporting quota-
tions from participants’ interviews.

Anxious presentation

The first emotional typology comprised women who
presented to EPAUs with pregnancy-related anxieties
and who, after investigation, were discharged with the
diagnosis of normal pregnancy, which relieved their
anxiety to some extent. There were 15 women with
this emotional typology, 13 of whom went on to have
a live birth. Two women later lost their pregnancies
(one had a miscarriage which was surgically managed,
and one had a termination of pregnancy due to a foe-
tal anomaly).

“I’m the kind of person, I quite like answers, I like to
know why something is happening or what’s caused it. I
was quite … not frustrated, I was quite anxious about
why they couldn’t tell me what could cause the
spotting, so that was kind of playing in the back of my
mind, but I definitely left more reassured, I think that
was just purely seeing the heartbeat.”

(Participant-34:Ongoing)

Table 1. Sampling frame characteristics and participant demographics.
Total (n¼ 38)

Pregnancy outcome
Ongoing (live birth) 17
Miscarriage 15
Pregnancy of unknown location (PUL) 2
Ectopic pregnancy 2
Molar pregnancy 1
Termination of pregnancy (ToP) 1

EPAU configuration
Strata Weekend opening Consultant present Volume of attendances
I No No <2500 10
II Yes No <2500 4
III No Yes <2500 5
IV Yes Yes <2500 1
V No No �2500 4
VI Yes No �2500 6
VII No Yes �2500 4
VIII Yes Yes �2500 4

Geographical location
East Midlands and The East of England 5
London 6
North West, Yorkshire, and The Humber 5
Scotland and The North East 7
South East 7
West Midlands, Wales, and South West 8

Index of multiple deprivation (decile)
1 (most deprived) 5
2 2
3 5
4 2
5 3
6 2
7 4
8 3
9 4
10 (least deprived) 5
Data not provided/missing 3

Short Assessment of Patient Satisfaction (SAPS) Score [18]
High (�26) 18
Low (�25) 20
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Sustained anxiety due to diagnostic uncertainty

Women with this emotional typology were anxious on
presentation to the EPAU and received non-diagnostic
scan results (often due to the fact that it was too early
for the pregnancy to be visualized on the scan) per-
petuating, rather than allaying their concerns. It was
not uncommon for women to have to attend the
EPAU several times before the final diagnosis could be
reached which relieved their anxiety. All four women
in this typology had a live birth.

“Initially I was very worried, I thought I’d lost it, then
when they said there was something there then that
was kind of a relief. Obviously, there was no heartbeat
so then kind of gone back worried again. Yes, I was still
quite worried.”

(Participant-39:Ongoing)

Anxious-Upset

Some women presented to the EPAU with concerns
about their pregnancy and it was rapidly confirmed
the pregnancy had ended. Their main emotion tran-
sitioned from anxiety to ‘upset’. The seven women
in this typology comprised six who miscarried, and
one who had a pregnancy of unknown loca-
tion [PUL].

“I just felt really anxious and nervous as I walked in, I
think because I knew what I was going to be told, and
then once I went through the meeting with the first
nurse, I did feel a lot more relaxed. I mean, I was sad
about what was happening, but I just felt a lot … like I
was in safe hands, if that makes sense. I felt cared for.
Yes, I did throughout the whole thing. My anxiety did
lessen a lot.”

(Participant-38:Miscarriage)

Anxious-Upset after diagnostic uncertainty

Women with this emotional typology had to return to
the EPAU at least once as the initial scans were

inconclusive, similar to the second emotional typology.
Follow-up scans confirmed a non-viable pregnancy
but no further treatment was required, and women
were discharged. They experienced anxiety at presen-
tation, and uncertainty while waiting for a diagnosis,
and became upset on confirmation of pregnancy loss.
There were five women in this typology: four had a
miscarriage and one had a persistent PUL.

“For me it was more the not knowing. It was more
being in that kind of in between state where you are
not sure whether you are allowed to get excited about
it progressing or you don’t know whether you are
supposed to start preparing yourself for the worst.”

(Participant-27:Miscarriage)

Anxious-Upset with procedural uncertainty

Within this emotional typology, women presented to
the EPAU and were immediately confirmed to have a
non-viable pregnancy or to be experiencing a preg-
nancy loss, which required medical or surgical inter-
vention. Women experienced anxiety, followed by
uncertainty surrounding the procedure, and finally
upset at the loss of their pregnancy. Five women were
in this typology: two had ectopic pregnancies; two
had miscarriages; and one woman initially had an
ongoing pregnancy confirmed, but later re-presented
to the EPAU requiring surgical management of
miscarriage.

“I don’t think they mentioned to me, the EPAU, that it
would be surgery, they just said to me that whatever it
was shouldn’t be there and they were going to look
after me and I’d be referred up to the ward, but they
didn’t explain what would happen when I got up to the
ward. I don’t think that was mentioned until I got up
actually onto the gynaecology ward and spoke with
the consultant … ”

(Participant-9:Ectopic)

Anxious with sustained uncertainty

The final emotional typology was typified by women
attending the EPAU on multiple occasions to establish
whether or not the pregnancy was viable. When they
finally received a negative diagnosis, they required
medical or surgical intervention. Having presented
with anxiety, women also experienced uncertainty at
both the diagnostic and procedural stages. Three
women followed this typology: two had miscarriages
and one had a molar pregnancy.

“I mean, everyone was really empathetic. It felt like
everyone understood what I was going through and

Box 1. Emotional typologies of women accessing EPAUs.

� Anxious presentation

� Sustained anxiety due to diagnostic uncertainty

� Anxious-Upset

� Anxious-Upset after diagnostic uncertainty

� Anxious-Upset with procedural uncertainty

� Anxious with sustained uncertainty
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everyone wanted me to get an answer but it was just
really frustrating and everyone was like, “Oh we just
need to be sure, we don’t want to do the wrong thing,”
but, as you can imagine, it was a bit of a difficult time
thinking am I pregnant, am I not pregnant and every
time you think you’ll get an answer it was like, “Oh go
away and come back next week”. It was quite trying …
quite a difficult period of time.”

“I’d never had a general anaesthetic before. I don’t
know … but it was just a huge thing in my head, it
was like a really scary thing coming up, about going to
sleep and being anaesthetised.”

(Participant-13:Molar)

Additional emotional responses

While all women expressed anxiety some women
reported additional emotional responses, such as isola-
tion and blame, which, in our data did not map to
specific typologies. Feeling isolated was discussed in
relation to how women felt immediately after being
informed they had lost their pregnancy, especially if
they felt unsupported by EPAU staff, if they had
attended alone, or if they were waiting for results in
public areas with women with ongoing pregnancies.

“I didn’t feel supported, I felt more like a number or
almost like just a medical procedure as opposed to like
a person, and I had been through something
traumatic.”

(Participant-19:Miscarriage)

Feelings of blaming themselves were only men-
tioned by women who had lost their pregnancy.
Women were often not given a reason for their loss,
and they often feared they were at fault.

“I mean they’ve said that there’s nothing that you could
have done, these things happen, but I think as much as
they’ve got to try and reassure you, you’ve always got
that in the back of your mind that it was something
that you had done … ”

(Participant-17:Miscarriage)

Regardless of typology, several women emphasized
the importance of potential or actual pregnancy loss
and were keen to know where support could be
sought after discharge from the EPAU. This included
requests for follow-up appointments that addressed
the psychological effects of pregnancy loss as well as
checking on physical health, especially if women were
considering a subsequent pregnancy:

“I suppose in one way it’s a little odd that you can have
quite a physically horrific experience and potentially
have no other interaction beyond that event. I don’t
know if that is an oversight … … … I wonder if they

could fall through the net in a very emotional point in
their life.”

(Participant-14:Miscarriage)

“ … I think the main thing for me is just having some
form of counselling or psychotherapy in place and just
almost checking the welfare of the mother, for
example … when I gave birth to my little one, the
health visitor comes out and she checks on you, “Have
you got baby blues? Is the baby okay?” But when you
have a miscarriage, it’s like you are not given the same
treatment I suppose and I think what I would like to see
in place in the future that it is treated like a real
pregnancy, yes you have had a miscarriage but a health
visitor is checking on, “Do you have depression, are you
grieving, what support can we give you?””

(Participant-19:Miscarriage)

Mapping of emotional typologies to clinical
care pathways

Uniquely, we were able to map women’s emotional
typologies to their clinical care pathways and preg-
nancy outcomes which have been previously
described [15], as shown in Figure 1. As women transi-
tioned through different EPAU services, they were
seen to present with different emotional responses
depending on the aspect of the care they were experi-
encing. For example, all women presented anxiously
to begin with, but delayed diagnoses made women
feel uncertain about what was happening with their
pregnancy; and negative outcomes (pregnancy losses),
resulted in feelings of upset.

We were able, therefore, to establish two emotional
typologies (linked to clinical care pathways) which
resulted in an ongoing pregnancy: “Anxious
Presentation” (Rapid Positive Diagnosis, No Intervention
Required, Positive Outcome); and “Sustained Anxiety
due to Diagnostic Uncertainty” (Delayed Positive
Diagnosis, No Intervention Required, Positive Outcome).
Whereas, there were four emotional typologies (and
associated clinical care pathways) identified in women
who suffered pregnancy loss: “Anxious-Upset” (Rapid
Negative Diagnosis, No Intervention Required, Negative
Outcome); “Anxious-Upset after Diagnostic Uncertainty”
(Delayed Negative Diagnosis, No Intervention Required,
Negative Outcome); “Anxious-Upset with Procedural
Uncertainty” (Rapid Negative Diagnosis, Intervention
Required, Negative Outcome); and “Anxious with
Sustained Uncertainty” (Delayed Negative Diagnosis,
Intervention Required, Negative Outcome).

Of the 38 women, 37 had one emotional typology,
however, one woman had two presentations to the
EPAU and experienced a different typology on each
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encounter, giving a total of 39 assignations to emotional
typologies. Another participant, who was discharged
with an ongoing pregnancy and therefore assigned to
the “Anxious Presentation” emotional typology, and sub-
sequently had a termination of pregnancy due to a foe-
tal anomaly, without further EPAU involvement, is in our
sample classified as termination of pregnancy. Therefore,
due to these two women’s circumstances, there are 19
positive outcomes in the emotional typologies, despite
only 17 ongoing pregnancies in the sample. Most
women reported seeking care from the EPAU due to
having concerns about their pregnancy, indicating that
anxiety formed the base of all emotional typologies.
Table 2 contains a brief accompanying summary of their
clinical care pathway for those whose quotations we
have depicted.

Discussion

This analysis has demonstrated the complex nature of
emotions related to early pregnancy complications.
Previous investigations of EPAUs have been largely

focused on functionality [3,13–15,24–27]. We believe this
to be the first study to examine women’s emotional
experiences associated with EPAU attendance. The emo-
tional responses found in our analysis range from anx-
iety, shown by all women regardless of their presenting
complaint or clinical outcome, to uncertainty, and upset.
The originality of these findings lies in the clear mapping
of women’s distinct emotional journeys onto their clin-
ical care pathways. This showed how varied these path-
ways could be and yet also demonstrated similarities,
such as anxiety being consistently reported as the pri-
mary emotion onto which others are overlaid. The fact
that women experiencing early pregnancy complications
and/or losses demonstrate a range of emotional
responses is unsurprising. Knowledge of specialist early
pregnancy services is low amongst women of reproduct-
ive age, and mental health help-seeking behavior
remains uncommon in nulliparous women [28]. Adverse
psychological health linked to (early) pregnancy concerns
[8,29] or (early) pregnancy loss [1,30] has been a recur-
ring factor of psycho-obstetric work [5].

Figure 1. Emotional typologies.
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Table 2. Emotional typologies and participant exemplars.
Emotional typology Mapped clinical care pathway Participantsa Exemplars

Anxious presentation Rapid Positive Diagnosis, No
Intervention Required,
Positive Outcome

2, 4, 5, 7, 10, 20, 21b, 22, 23, 25,
28, 31, 32, 34, 35

Participant 34:
Pregnant for the first time and started to

worry when she experienced spotting
whilst on holiday. She contacted the
EPAU who booked her in for a scan the
next day. Her anxiety was sustained until
the baby’s heartbeat was revealed on the
scan, which then reassured her that the
pregnancy was still ongoing. She then
went onto have a livebirth, not requiring
the services of the EPAU again.

Sustained anxiety due to
diagnostic uncertainty

Delayed Positive Diagnosis, No
Intervention Required,
Positive Outcome

29, 33, 37, 39 Participant 39:
Having experienced bleeding in a previous

pregnancy, this participant again
experienced bleeding and some cramping
in the first few weeks of this pregnancy,
causing her to worry. She arranged an
appointment at the EPAU via her GP and
was booked in for a scan. The
sonographer explained that there was a
foetal sack, but no heartbeat and so a
viable pregnancy could not be confirmed.
She was asked to come back after ten
days for another scan, where the foetal
heartbeat was detected and subsequently
went on to have a live birth.

Anxious-Upset Rapid Negative Diagnosis, No
Intervention Required,
Negative Outcome

1, 8, 11, 12, 18, 19, 38 Participant 19:
Presented to the EPAU with cramping and

bleeding and had a miscarriage
confirmed. EPAU staff decided it was
better to let the miscarriage progress
naturally, however she later self-referred
to EPAU as was feeling unwell with the
miscarriage. No further action was taken
nor did she have any medical or surgical
intervention, returning home to complete
the miscarriage naturally.

Participant 38:
Noticing some spotting early into the

pregnancy, which later became heavier
bleeding, she was referred to the EPAU.
She was seen the next day, where scans
confirmed she had lost the pregnancy via
a complete natural miscarriage.

Anxious-Upset after
Diagnostic Uncertainty

Delayed Negative Diagnosis, No
Intervention Required,
Negative Outcome

14, 15, 17, 24, 27 Participant 14:
After experiencing some bleeding, she

attended the EPAU. A miscarriage was
presumed on the first visit, but Iris was
requested to come back to confirm, which
she did and as the miscarriage had
completed naturally, there was no need
for any intervention.

Participant 17:
Attended EPAU, as had started to bleed.

EPAU suspected miscarriage, but due to
inconclusive scan asked her to return after
48 h to do more blood tests and confirm
the miscarriage.

Participant 27:
Recently stopped contraception and fell

pregnant for the first time. She began
spotting and called the EPAU who advised
her to monitor the spotting and to call
back if her symptoms worsened or she
was worried. Within two days, the
spotting turned to bleeding and she
booked an EPAU appointment, where a
foetal pole, but not a heartbeat was seen
on the scan. She was advised it might be
too early to detect the heartbeat and

(continued)
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Preconception education on early pregnancy com-
plications whilst providing appropriate signposting to
newly pregnant women may be effective in validating
women’s concerns and normalizing (mental) health-
seeking behaviors. The emotional typologies displayed
by women in the present study’s context of EPAUs
provide a basis for future research to explore how dif-
ferent antenatal journeys may make women feel, and
what might be required to make those experiences
more positive. The literature suggests psychological
support for early pregnancy loss is lacking , and that
there is a need for better mental health care across
the antenatal and postpartum periods [31,32]. To date,
no randomized controlled trial has assessed the effect
of psychological support on mental health outcomes
in subsequent pregnancies [5]. Our findings also sup-
port the need to further research into what type of
psychological support might be appropriate to offer

women using EPAU services to prevent latent effects
of pregnancy-related distress [12,33].

Strengths, limitations, and future research

Major strengths of our analysis are a rigorous meth-
odological approach and multi-disciplinary nature of
the research team, which helped to make our findings
relevant to theory and practice in psychology, obstet-
rics and gynaecology, and public health. This has also
responded to previous calls [34,35] for these disciplin-
ary areas to work more symbiotically to provide
women with the best possible early pregnancy and
associated mental health care, as is done for other
aspects of obstetric, gynaecological, and maternity
care [31,36].

The use of telephone interviews allowed us to
interview women from across the UK who had

Table 2. Continued.
Emotional typology Mapped clinical care pathway Participantsa Exemplars

asked her to return in two weeks. Within
a few days she began to miscarry
naturally at home and returned to the
EPAU. The EPAU was confident the
miscarriage would complete naturally, but
booked her in for a further two
appointments, the first of which led to
confirmation the miscarriage was
complete and she was discharged.

Anxious-Upset with
Procedural Uncertainty

Rapid Negative Diagnosis,
Intervention Required,
Negative Outcome

6, 9, 16, 21b, 30 Participant 9:
Approximately 9-weeks into her pregnancy,

she awoke with severe abdominal pain
followed by bleeding. She suspected she
was miscarrying and, having had
previously used EPAU services, called to
arrange an appointment. At the EPAU she
was scanned, resulting in an ectopic
pregnancy diagnosis. She was then rushed
onto the hospital ward to surgically
remove the rupturing ectopic.

Anxious with Sustained
Uncertainty

Delayed Negative Diagnosis,
Intervention Required,
Negative Outcome

3, 13, 26 Participant 13:
Experienced some bleeding early in her

pregnancy and was referred to the EPAU
by her GP. The first scan came back
inconclusive. On her second visit, she was
told the sack had grown, but there was
no still evidence of a viable pregnancy. A
third scan showed what clinicians
believed to be evidence of a pregnancy,
and she was asked to return after a
further week. Finally, it was confirmed
that there was no evidence of a viable
pregnancy and that she had a molar
pregnancy and would need
immediate surgery.

aParticipant 36 is missing from the dataset due to participant’s data being excluded from the analysis.
bParticipant 21 appears twice—in ‘Anxious Presentation’ and ‘Anxious-Upset with Procedural Uncertainty’, as participant presented to EPAU twice and
received two different diagnoses, the final of which resulted in loss.
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received EPAU care in different regions of the country.
This is a major strength of the study, but we acknow-
ledge the reliance on telephone interviews meant vis-
ual cues, such as body language and non-verbal
communication were missed during data collec-
tion [19].

Limitations include a very small number of women
with the rarer pregnancy losses (i.e. ectopic and molar
pregnancies, or terminations). More research is
required to further examine specific emotional experi-
ences associated with these less frequent causes of
early pregnancy loss. Analysis of women’s emotions
was not a primary aim of the VESPA study and our
analysis relied on the emotional experiences which
were spontaneously discussed. Our analysis would
have had greater depth if we had specifically focused
on women’s emotions during the interviews.
Furthermore, we do not know whether the emotional
typologies identified in this study are also experienced
by women who do not access specialist services for
early pregnancy complications, and more research
should be conducted on women who traditionally
avoid engagement with healthcare settings and pro-
fessionals [38].

Future research should consider the application of
this emotional typology pathways analysis to other
diagnoses where there is a degree of uncertainty (e.g.
cancer), and may also look at conducting qualitative
studies of this nature in tandem with objective meas-
ures of psychological state to triangulate clinical diag-
noses and qualitative experiences of uncertain clinical
care pathways.

Conclusion

Anxiety underpinned a range of emotional experiences
described by women presenting to EPAUs with sus-
pected early pregnancy complications. Our findings
can be used by clinicians and EPAU service providers
to understand the range of emotions women experi-
ence when suspecting, or experiencing, early preg-
nancy complications. The overlaying of unique
emotional typologies onto clinical care pathways may
also provide the basis for tailored follow-up based on
pregnancy outcomes. There is no doubt that EPAUs
offer an essential and much-valued service to women.
This qualitative analysis has produced innovative evi-
dence showing that the clinical care pathway that
women are on can give clinicians insight into the
woman’s emotional journey and, potentially, the need
for support. More research must be undertaken to
achieve a complete picture of the emotions associated

with early pregnancy complications and loss and must
explore any lasting impact on psychological health
including how best to support women, and their part-
ners, during these difficult times.
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