
The Tommy’s Graded 
Model of Miscarriage Care
A framework for consistent care  
and support after each miscarriage
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About Tommy’s
Tommy’s is the leading charity that exists to stop the heartbreak and 
devastation of baby loss and make pregnancy and birth safe – for everyone.

Bringing together a network of expert researchers, healthcare professionals and 
passionate supporters, Tommy’s is a community dedicated to helping more families 
bring their babies home.

By working across the whole pregnancy journey – translating our research 
breakthroughs into new tests and treatments, changing national maternity policy 
and providing expert information and support for all – we’re driving change at 
every level and finding ways to reduce health disparities and stop miscarriage, 
stillbirth and premature birth.

With the strength of our community, we know we can make change happen. 
Together, we can save babies’ lives.
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Tommy's is committed to inclusivity and ensuring that everyone feels heard and seen. To recognise 
transgender and non-binary gestational parents, we refer to women and birthing people in this report. 
However, when referencing research, we mirror the language used in the underlying study to avoid 
introducing inaccuracies.
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Foreword
Miscarriage is devastating. It can result in 
profound physical, psychological and social 
consequences, yet for too long it has been 
treated as an isolated, ‘minor’ event or ‘just 
one of those things’. For many families, the 
loss of a baby is not only heartbreaking but 
also comes with silence, stigma and the 
absence of meaningful support.
The traditional model of miscarriage care 
means families have to wait until 3 losses 
have been suffered before investigations 
are offered. This leaves families 
unsupported, their grief unrecognised and 
opportunities to improve their situation – 
and possibly prevent further loss – missed.
The Tommy’s Graded Model of Miscarriage 
Care represents a turning point. It moves 
us from reactive to proactive care, with 
evidence-based support after the first 
miscarriage. The approach guided 
by science, informed by the voices of 
women and families, and shaped by the 
compassion of healthcare professionals is 
determined to provide care that is equal, 
accessible and effective.
This report presents the results of the first 
pilot of the Graded Model of Miscarriage 
Care at Birmingham Women’s Hospital. 
The findings are clear: the model is easily 
achievable, shows potential to reduce the 
risk of future miscarriage, improves health 
outcomes overall and delivers substantial 
cost savings to the NHS and wider society. 
Just as importantly, it restores dignity 
and compassion to care, offering families 
answers, support and hope when they need 
it most.
We cannot underestimate the contribution 
that is made to any study like this by the 
families who take part, bravely sharing 
their experiences to improve care for 
others. This study has kept those families 
at its centre and demonstrates what can 
be done when patients are heard. This 
report is also the product of clinicians and 
researchers who saw a need and dedicated 
time and knowledge to making this pilot 
and its results a possibility. Everyone who 
has contributed to this work should be 
congratulated and commended.

We must also not forget every supporter 
and funder who has voiced the need for 
change and championed this work. Every 
single person who lends their voice and 
challenges the silence surrounding baby 
loss plays a part in raising awareness of the 
lasting impact of miscarriage and the need 
for change and we ask you to keep talking.
The time for waiting is over. Scotland has 
already shown leadership by adopting this 
model of care. We now call on England, 
Wales and Northern Ireland to act decisively 
to make the Graded Model of Miscarriage 
Care available, and to make sure no family 
is left without support after miscarriage. 
This is not only a matter of science and 
healthcare, it’s a matter of compassion, 
justice and humanity.

Professor Arri Coomarasamy OBE 
Director, Tommy’s National Centre  
for Miscarriage Research
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My involvement in this work came from 
a very dark place – my own 4 traumatic 
losses. As isolated and lonely as we feel 
when going through a miscarriage, 
there are tens of thousands of 
us women losing babies (often 
needlessly) every month. We deserve 
to feel seen and heard after our first 
loss, not made to wait until we’ve been 
through the pain of 3 losses before 
we’re taken seriously.
I’ve had the honour to meet some of 
the amazing families participating 
in this study, sharing their pain and, 
in some cases, holding the rainbow 
babies who are here today because 
earlier tests and treatments saved their 
families the heartbreak of another loss. 
This is our moment to give every family 
that same life changing opportunity. 
Myleene Klass MBE, Tommy’s Ambassador

Myleene Klass MBE 
Tommy’s Ambassador 
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Executive summary
Miscarriage (loss of a pregnancy before 24 weeks) is the most common complication 
of early pregnancy with approximately 250,000 miscarriages occurring in the UK each 
year. Each occurrence is devastating for the parents of the baby lost. Research shows that 
miscarriage can lead to mental health difficulties in couples, such as anxiety, depression, 
post-traumatic stress disorder (PTSD) and suicidal thoughts. Miscarriage also affects 
healthcare systems and society at large. In 2021, the short-term economic costs of 
miscarriage were estimated at £471 million annually in the UK.

Some women experience recurrent miscarriages, and 
each loss compounds the grief of the last. Yet current 
NHS practice only routinely offers follow-up care, that 
could help prevent the loss of another baby, after 3 
losses despite the risks of pregnancy complications 
and long-term ill-health being there from the first 
miscarriage.

This outdated model leaves thousands of women 
unsupported, worsens health inequalities, misses 
critical opportunities to improve preconception health 
and most importantly results in babies’ lives lost.

The Tommy’s Graded Model of Miscarriage Care (GMoMC) (Figure 1), developed and 
piloted by the team at Tommy’s National Centre for Miscarriage Research, addresses the 
gap in care by offering targeted support after every miscarriage:

Figure 1. The Tommy’s Graded Model of Miscarriage Care 

This model of care was piloted at Birmingham Women’s Hospital between November 2023 
and February 2024, with 203 women with a history of 1 or more miscarriages receiving the 
GMoMC, against a comparison group of 203 women who received usual care (support after 
3 or more losses; no follow-up support after 1 or 2 losses). The primary aim of the pilot was to 
evaluate the implementation of the GMoMC, with a particular focus on its acceptability and 
feasibility in a real-world clinical setting.

Advice to reduce risk factors for future pregnancies and address treatable health conditions

First miscarriage
Nurse/Midwife

Advice on progesterone for any future threatened miscarriage 

Screening for effects of miscarriage on mental health and appropriate support

Blood tests and health referrals if needed

Reassurance scans for future pregnancy

Genetic tests and  
further blood tests

Pelvic ultrasound

Su
pp

or
t

Second miscarriage
Nurse/Midwife

Third miscarriage
Consultant-led clinic

When we lost our third 
baby, as heartbroken 
as I was, it was almost 
a relief that something 
would get done. 
Julie, who experienced  
3 miscarriages
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Improved identification  
of risk factors

The graded model better identified risk 
factors that increase the risk of miscarriage 
compared to usual care. At least 1 
modifiable risk factor for miscarriage was 
identified in 86% of women in the graded 
model group, compared with 58% in the 
usual care group. This meant women in  
the graded model group were 47% more 
likely to have a risk factor identified and 
given relevant advice to help prevent  
future miscarriage than women  
receiving usual care.

Key findings

Early detection of  
treatable conditions

Among women who had experienced  
2 miscarriages in the graded model 
group, 1 in 5 were found, through a 
blood test, to have thyroid dysfunction 
or anaemia – conditions with effective 
treatments that can improve pregnancy 
outcomes. Under usual care, women 
would be unlikely to be tested for these 
easily identifiable conditions until they 
had experienced 3 losses.

Reduction in future  
miscarriage risk
There was a 4% reduction in absolute 
risk of future miscarriage when receiving 
the Graded Model of Miscarriage 
Care compared to usual care. With an 
estimated 250,000 miscarriages each 
year, the graded model could prevent 
approximately 10,075 miscarriages 
annually in the UK.

A valued and practical  
care model

Healthcare professionals and women 
involved in the pilot reported high 
satisfaction with the Graded Model of 
Miscarriage Care. The model was feasible 
to deliver without overburdening services. 
All specialist services that women were 
referred to under the GMoMC, such as  
smoking cessation or bereavement 
support, reported minimal impact  
on service delivery.

†	 Once implementation costs for England (171 Early Pregnancy Units) are accounted for, the 
estimated net saving in the short term is £25,222,261 and £41,312,396 in the long term. Since 
reliable estimates for the prevalence of miscarriage in England are unavailable, the UK-wide 
figure of 250,000 losses per year has been used to calculate the number of miscarriages that 
could be prevented if the 4% reduction in risk bears out nationally.
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Saves millions in the  
short and long term

Considering the cost of miscarriage,  
1 year of implementation of the graded 
model in the UK could generate a 
short-term gross saving of over £40 
million (£40,098,500) based on 10,075 
miscarriages being prevented. Using 
ONS data on the long-term effect 
of miscarriage on earnings, 1 year of 
implementation could generate a 
gross saving of at least £56 million 
(£56,188,275) over 5 years†.



The Tommy’s Graded Model of Miscarriage 
Care addresses a gap in care that can no 
longer be ignored. When Tommy’s shone 
a spotlight on the lack of miscarriage care 
in 2021, more than 250,000 people came 
together to demand change [1].

The results from this study are clear: the 
graded model is both acceptable to 
women and healthcare professionals 
and is feasible. It can be implemented 
within the existing NHS healthcare setting, 
without placing undue burden on current 
services. 

It enables the identification and 
management of modifiable risk factors 
for miscarriage, as well as readily treatable 
medical conditions. By extending care 
beyond acute miscarriage services into a 
more proactive, preconception-focused 
model, it allows greater time, continuity 
and opportunity for engagement, which 
may help reduce inequalities in access to 
timely, preventative care, particularly for 
underserved and higher-risk groups.  
Many modifiable risk factors associated 
with miscarriage are shared with other 
adverse pregnancy outcomes, including 

preterm birth and stillbirth; addressing 
these factors may therefore improve 
overall obstetric outcomes and support 
long-term maternal health.

While the study was primarily designed to 
assess feasibility and acceptability, there is 
a promising signal on clinical effectiveness 
and cost savings. Most importantly, the 
graded model places women and families 
at the heart of miscarriage care, ending 
the unacceptable 3 miscarriage wait by 
introducing care where there currently is 
none beyond emergency treatment.

Scotland has already taken the first 
step by embedding this model into its 
miscarriage pathway. The model must be 
rolled out across all 4 devolved nations to 
ensure access to care nationwide, reduce 
preventable pregnancy loss and set a new 
global standard for miscarriage support.

Roll-out supported by the necessary 
funding, guidance and training will 
advance the preventative care agenda, 
contribute to addressing health disparity, 
and provide care to thousands of women 
currently neglected by the NHS.

Conclusion

Recommendations

	 Scotland must continue to 
prioritise the implementation of 
the Graded Model of Miscarriage 
Care, ensuring consistent delivery 
across the country.

	 Governments across all 4 devolved 
nations should commission an 
implementation and evaluation 
programme to support sharing 
of good practice and learnings at 
local, regional and national level 
and to assess effectiveness.

	 Governments across all 4 devolved 
nations must improve the collection 
and publication of miscarriage 
data to support understanding of 
the full scale of the problem and 
enable design and evaluation of 
interventions aimed at reducing 
miscarriage rates.
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	 England, Wales and Northern 
Ireland must implement the 
Graded Model of Miscarriage 
Care, supported by ring-fenced 
funding, guidance and training.
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At the EPU it went  
something like ‘you are having 

a miscarriage, it’s okay to be 
sad. Here is a leaflet about 

miscarriages. Have a nice day’. 
And when I asked for some 
additional support, given 

my history, it was very much 
‘until you have had three 

miscarriages, there’s nothing 
we can do’ and I find that 

unacceptable. 
It was so cold and routine, like 

I wasn’t a person at all.
Bethany, talking about the care she 

received after her second miscarriage



10

Introduction

Prevalence

Miscarriage is the most common complication during early pregnancy, affecting over 23 
million women and birthing people worldwide each year – equating to approximately 44 
miscarriages every minute [2].

The best available estimate suggests that over 250,000 miscarriages occur each year 
in the UK. However, many believe that this figure is an underestimate, as miscarriages 
are not always formally recorded before 24 weeks and women may not seek medical 
attention through an Early Pregnancy Unit (EPU) or their GP (General Practitioner), instead 
miscarrying at home in the early weeks of pregnancy‡.

Across the UK, maternal health inequities are still prevalent and are not improving [4]. 
Black women are significantly more likely to experience miscarriage than White women, 
with a 40% relative increase in risk [2], even after adjusting for other contributing factors— 
indicating that ethnicity itself is an important risk marker. This aligns with wider evidence on 
ethnic disparities in pregnancy outcomes.

Despite its prevalence, miscarriage is often seen as an isolated event without lasting 
effects. The Lancet ‘Miscarriage Matters’ series (2021) [2,5,6] collated available research 
data to confirm the huge physical, emotional and economic impact of miscarriage (Figure 
2). Miscarriage has a lasting impact on health-related quality of life for many women. 
Pregnancy losses have been shown to have a negative and often profound effect on physical 
and mental health, and productivity. The psychological impact on partners following 
miscarriage is substantial but often under-recognised. While less pronounced than in 
women, some partners experience clinically significant post-traumatic stress (PTS), anxiety, 
and depression; at three months post-loss, around one in twelve report PTS symptoms, with 
potential impacts on work, home life, and relationships [7].

Women who have had 1 miscarriage are at a higher risk of experiencing another. The risk 
of a future miscarriage is correlated with the number of past miscarriages. Miscarriage is 
also associated with an increase in the risk of future pregnancy complications, including 
giving birth too early (premature birth), having a baby with lower birth weight (fetal growth 
restriction) and experiencing a baby loss later in pregnancy (stillbirth) [2,5,6]. In addition, 
women who have miscarried are more likely to develop heart disease and blood clots 
later in life, compared to those without a history of miscarriage [2,8]. The period following 
miscarriage represents a critical window to provide targeted support for women, with the 
potential to improve their physical and psychological wellbeing and improve outcomes in 
future pregnancies.

The emotional and mental health effects of miscarriage are often neglected. Now, we 
understand that women who have had a miscarriage are more likely to experience anxiety, 
depression, PTSD [9], and in some cases, may even attempt suicide (Figure 2) [10,11]. This 
underscores the urgent need for improved physical and emotional support for women 
during and after miscarriage.

‡ 	 Extrapolating from live birth rates gives an estimate of 119,403 miscarriages per year [3]. The calculation is based 
on a miscarriage risk of 15.3%. Whilst this risk is robust based on the current published literature on miscarriage, 
this number is biased towards clinically recorded pregnancies and clinically managed miscarriages, meaning many 
early pregnancy losses and those managed without healthcare intervention are not included.
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of women experience  
post-traumatic stress

10

of all pregnancies 
end in miscarriage

of women experience 
moderate or severe 
depression

miscarriages 
annually

miscarriages  
every minute

Increased risk of

•	 recurrence

•	 obstetric  
complications

•	 mental health 
disorders

£471 million
annual cost to the  

UK economy

of women experience 
moderate or severe anxiety

9 months after a pregnancy loss

A single miscarriage makes someone

Figure 2. The consequences of miscarriage [12-17]. The top left pink box refers to the number 
of miscarriages that happen globally.

Cost

Existing evidence has largely focused on direct healthcare costs of miscarriage, particularly 
the cost of medical treatment and procedures following miscarriage. Only a small number of 
studies have looked at wider, non-healthcare costs, and these have mainly concentrated on 
the economic value of lost productivity among women experiencing miscarriage.

Further, much of the work on quality of life and productivity loss due to miscarriage focusses 
on women who have had multiple losses, second trimester losses or perinatal death. There is 
far less data on the effects of 1 or 2 early pregnancy losses.

Most economic evaluations take a short-term view, focusing on the period during which 
a miscarriage is being treated. They rarely consider the longer-term consequences, such 
as the economic impact of the psychological effects of miscarriage. In July 2025, the Office 
for National Statistics (ONS) published an analysis of the impact of pregnancy loss and 
complications on monthly earnings and employment. This included the finding that earnings 
for women who had experienced miscarriage remain lower for 5 years, compared to the year 
before their pregnancy loss, with an average total loss of earnings of £4,101 over 5 years [18].

£3.8	 times more likely to  
die by suicide

15%

5%

44

17%

23  million

16%
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IVF clinics  
(NHS and 

private)

NHS Recurrent 
Miscarriage Clinic

Early 
Pregnancy 

Unit

Figure 3. Current patient pathways for miscarriage care

The economic impact of miscarriage on partners remains underexplored, despite evidence 
that psychological morbidity, including post-traumatic stress, can impair work and daily 
functioning, indicating a likely hidden burden through reduced productivity and household 
disruption.

In 2021, the short-term national economic burden of miscarriage in the UK was estimated at 
£471 million annually [2]. This cost was calculated by combining costs of hospital, community 
health and social services [19], costs to patients [20] and broader societal costs associated 
with lost productivity over the immediate weeks following pregnancy loss [19]. The true total 
cost would be considerably greater.

Current miscarriage care 

Women who have experienced a miscarriage often have many questions – why did it 
happen? Will it happen again? What can be done to stop this happening again? Care 
following a miscarriage is generally limited to emergency care provided at the point of 
diagnosis and does not address these questions. Women who have suffered a miscarriage 
are frequently told ‘it’s just one of those things’.

Emergency miscarriage care is broadly consistent. However, significant differences and 
inequalities arise in the care offered after this initial stage. Access to “extended” care is 
typically reserved for women who have experienced 3 or more miscarriages, meaning 
tens of thousands of women with 1 or 2 losses receive little or no follow up. And even then, 
women aren’t always aware they can get support after 3 miscarriages and the support they 
are currently offered doesn’t focus on optimising their wider health.

As a result, many are left feeling unsupported, with their grief and uncertainty increased 
by the lack of structured aftercare and guidance. Many women report feeling dismissed, 
isolated, and fearful of future pregnancies [21]. The absence of care for those who have 1 or 
2 losses also means there are missed opportunities to identify and address risk factors that 
can be changed and medical conditions that can be managed to help prevent future losses.

Acute care

General 
Practice

Accident  
and 

Emergency

Private 
miscarriage 

clinic

Follow-up investigations

patient routes to seek care
routes for treatment or 
referral (specific needs / 
conditions)
standardised referral 
pathway for miscarriage  
(3+ losses only)
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It is estimated that around 50% of miscarriages are caused by chromosomal 
abnormalities [22]. There is uncertainty on the causes for the other 50% but there are 
several potentially modifiable risk factors including a body-mass index (BMI) outside 
of the healthy range (18.5-24.9 kg/m2) [23], smoking [24], alcohol [25] and higher than 
recommended caffeine intake that could contribute [26].

Lack of follow-up care also means treatable medical conditions, such as anaemia 
or an under-active thyroid, go unidentified. Anaemia is associated with premature 
birth, postpartum haemorrhage, low birthweight and maternal mortality [27]. Thyroid 
dysfunction can compromise embryo development and the maintenance of a healthy 
pregnancy [28]. Importantly, anaemia and thyroid dysfunction can be readily controlled 
before a future pregnancy, offering a straightforward opportunity to improve maternal 
and fetal outcomes.

Current clinical care doesn’t just represent a gap in care; it is a systemic failure to 
recognise miscarriage as a serious health event with lasting consequences. The current 
system falls short in meeting the needs of thousands of women each year. Evidence 
shows that even a single miscarriage is associated with an increased risk of adverse 
outcomes in future pregnancies, including premature birth and stillbirth [2]. Despite 
this, most women receive no follow-up care after miscarriage and miss the opportunity 
to benefit from preconception or antenatal interventions that could help reduce these 
risks. Additionally, research has consistently shown that just 1 pregnancy loss can have 
significant mental health consequences. Yet there are no systematic efforts to identify or 
support those at risk.

Current miscarriage care also increases inequities, especially for women from 
minoritised ethnic groups such as Black and Black Mixed-Heritage communities, who 
may face additional obstacles in accessing care. These include financial, interpersonal 
(lack of childcare, unable to take leave from work) and structural factors (racism, 
discrimination) [29, 30] even though they are at greater risk of miscarriage and 
pregnancy complications [2].



After 1 miscarriage: 

A specialist nurse provides a person-centred consultation. This includes guidance 
on optimising preconception health, mental health signposting and appropriate 
referrals (e.g. smoking cessation services, diabetic preconception clinics). 
Progesterone is offered early in future pregnancies if there is any vaginal bleeding (a 
sign of threatened miscarriage).

 
After 2 miscarriages: 

In addition to the care provided after the first loss, patients are offered a blood 
test which includes a full blood count and thyroid function tests. Additional 
support is provided in future pregnancies, including an early reassurance scan and 
progesterone if they experience signs of threatened miscarriage.

 
After 3 miscarriages: 

Along with the care offered after 1 and 2 losses, consultant-led care is provided, 
offering a comprehensive range of investigations. Investigations include a full blood 
count, thyroid function testing, sticky blood disorder (antiphospholipid syndrome) 
testing, cytogenetic testing of pregnancy tissue and pelvic ultrasound scan. 

When the model was first proposed, the acceptability, feasibility, effectiveness, 
impact on existing services, and associated costs of such an approach were unknown. 
Therefore, the research detailed in this report was essential to evaluate these factors,  
to understand how graded care could work in practice and to inform  
future implementation.

A Graded Model of Miscarriage Care 

In 2019, a group of 83 key stakeholders – including women affected by miscarriage, 
nurses, sonographers, midwives, doctors and policymakers – from across the UK 
came together to review the best available evidence on miscarriage care. This 
laid bare the realities of miscarriage care in the UK and highlighted what needed 
to change, proposing a ‘graded model’ of care [6] which advocates for providing 
support from the first miscarriage. This model offers a rational, evidence-based 
framework for supporting all women after a miscarriage. It is informed by the 
voices of those who have lived through loss and is shaped by the expertise of 
clinicians who understand its impact.

The Tommy’s Graded Model of Miscarriage Care (Figure 1) emphasises the 
importance of better preventative preconception healthcare through proactive 
management of risk factors for miscarriage, identifying and managing pre-existing 
health conditions, and offering psychological support. It provides a stepwise 
approach based on the number of miscarriages women have experienced.

14
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Research aims and objectives
The primary aim of this pilot study was to evaluate the implementation of the Tommy’s 
Graded Model of Miscarriage Care, with a particular focus on its acceptability and 
feasibility in a real-world clinical setting.

The study assessed:

Acceptability 
of the model 

to both women 
and healthcare 
professionals.

Feasibility 
of delivering 
the graded 

model within 
existing EPU 

infrastructure.

Clinical and 
service-use 
outcomes, 

including early 
indicators of 

impact  
on risk of 

miscarriage.

Downstream 
consequences 

and costs, 
capturing the 
wider service 
implications 

and potential 
economic effects 
associated with 

implementing the 
graded model.
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Methods

Study design

The pilot study, including the baseline and patient follow-up phases, was conducted at 
the EPU and recurrent miscarriage clinic within Birmingham Women’s Hospital between 
February 2023 and March 2025.

For the purpose of this study, a broad definition of early miscarriage was adopted, 
encompassing all spontaneous pregnancy losses up to 14 weeks of gestation regardless of 
whether any ultrasound had been done to confirm a pregnancy.

The study included 203 women who received the GMoMC and 203 women in a matched 
control group who were selected from 1,200 patients in the baseline group. There was 
no lower limit to maternal age to ensure the broad inclusion of patients experiencing 
miscarriage. The women in the baseline group received usual care, that consisted of 
support after 3 losses, with little to no support after 1 or 2 losses. The study, therefore, had 
203 patients in each of the GMoMC and control groups for the comparative analysis. The 
control group participants were closely matched to the graded model group participants 
in terms of age, ethnicity and previous miscarriage history.

Usual care was delivered for 6 months between February and October 2023 to provide 
the baseline data. The GMoMC was delivered for 4 months between November 2023 
and February 2024 with follow up and evaluation taking place over the next 13 months 
(February 2024 – March 2025) (Figure 4). We collected information on quality of life and 
productivity from women who were treated under the GMoMC over a 12-month period to 
address the lack of data on the effects of 1 or 2 early pregnancy losses on quality of life and 
productivity loss due to miscarriage.

Sample size
The sample size was chosen to provide a good understanding of the GMoMC’s 
acceptability and feasibility, taking into account the average number of women 
attending the EPU and the recurrent miscarriage clinic at Birmingham Women’s 
Hospital during a 4-month timeframe. Demographic summaries of attendees at clinics 
is not routinely available, but comparison of participant demographics to controls is 
shown in Table 1. 

Figure 4. Timeline of the Graded Model of Miscarriage Care pilot study. ‘T’ denotes a 
1-month transition phase which was included to allow for preparation and training before 
delivery of the graded model.

16
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Care offered

Women in the usual care group received emergency miscarriage care in the EPU after 
each loss but only preventative preconception care in the recurrent miscarriage clinic 
after experiencing (at least) 3 losses. In the recurrent miscarriage clinic, they were seen 
by a consultant and offered a comprehensive range of investigations, including full 
blood count, thyroid function tests, testing for antiphospholipid syndrome (sometimes 
referred to as ‘sticky blood’ disorder) and pelvic ultrasound.

A short (1 month) transition phase was introduced between the baseline and GMoMC 
periods. This was to enable a department-wide awareness campaign and training for 
healthcare professionals (HCPs) working within the EPU and the recurrent miscarriage 
clinic. During the transition, 4 educational sessions were held with HCPs, which 
focussed on addressing knowledge gaps regarding consequences of miscarriage, 
preconception counselling, health behaviour and medical risk factors and ways to help 
prevent miscarriage. Staff training materials were made available in a variety of formats, 
including slide decks, case-based discussions, implementation checklists and reference 
documents.

During the implementation phase, sustained support was provided by 3 clinical 
champions (Band 7 Clinical Nurse Specialists in the EPU). Clinical champions received 
additional training on key elements of the GMoMC who then cascaded the knowledge 
and supported the use of the training and educational materials by their colleagues. An 
implementation toolkit was also provided to HCPs, offering comprehensive guidance on 
the project roll-out and clinical interventions.

Figure 5 illustrates the patient treatment pathway from the EPU to the GMoMC 
appointment. Patients who experienced 1 miscarriage were offered the choice of a 
remote or in-person appointment at a time that best suited their needs. Those with 2 or 
more miscarriages were asked to attend a GMoMC appointment around 6 weeks after 
their pregnancy loss. This was to allow time for physiological recovery to make sure that 
blood test results would provide meaningful information.

Figure 5. Patient treatment pathway from the EPU to participating in the Graded Model of 
Miscarriage Care pilot study
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Delivery of the GMoMC was consistent with the help of trained staff, standardised 
history sheets, patient information leaflets and flexible approaches to account for 
additional patient needs, for example, providing tailored support for a teenage patient 
with autism.
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Data collection

Baseline medical questionnaire

Baseline data collection in both groups included key information such as age, ethnicity, 
BMI, pregnancy history, obstetric and gynaecological history, past medical conditions 
and social factors (including smoking status, highest educational attainment and 
occupation). Most information was self-reported. They also collected details specific 
to the miscarriage they were having (the ‘index’ miscarriage), for example, gestational 
age. Baseline data on age, medical history and health behaviour was also collected from 
partners, as is standard for recurrent miscarriage patients as this recognises paternal 
factors and the partner’s role in pregnancy and is informative for discussions on 
modifiable risk factors.

Patient questionnaires and follow up

In the GMoMC group, the impact of graded care on patient satisfaction, medical 
care received, effects of miscarriage on quality of life and effects on productivity 
were assessed through widely used, validated questionnaires including CSQ-8 
(satisfaction), EQ-5D-5L (quality of life tool), the SF-12 survey (health and wellbeing) 
and iMTA (productivity). Additional productivity data were collected through a bespoke 
productivity cost questionnaire. All participants also completed a questionnaire on any 
subsequent pregnancies and the outcome(s) occurring within the 12-month period 
since their miscarriage.

Questionnaires on quality of life, productivity, health and wellbeing and medical care 
were collected at 4 time points (6 weeks, 3 months, 6 months and 12 months) and 
recalled how participants had been affected over the preceding 28 days. This allowed 
for calculation of total costs per participant over each previous 28-day sample period, as 
shown by the arrows in Figure 6.

Figure 6. Sampling methodology for cost consequences and average costs per timepoint
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Healthcare professionals

15 HCPs (100% of 15 approached and recruited) were asked to assess the acceptability and 
feasibility of the graded model using a 5-point Likert scale. Adherence to the GMoMC was 
evaluated through direct observation of practice, case note reviews and review using an 
implementation checklist. The HCPs approached represented a multidisciplinary group, 
including those directly working in the EPU, the recurrent miscarriage clinic and members 
of the project team.

Feasibility

Feasibility was primarily assessed across 2 components: fidelity and practicality. Fidelity, 
which is a measure of the degree to which an intervention is correctly implemented, 
was quantified by assessing whether appropriate investigations (e.g. full blood count, 
thyroid function tests or pelvic ultrasound scans) were ordered, as well as whether 
appropriate referrals to other services (e.g. smoking cessation services, diabetic 
preconception clinics) were completed. Practicality was evaluated by assessing the 
time taken to complete consultations, supplemented by insights from semi-structured 
interviews. We also gathered information on sustainability, mainly through interview 
responses.

Risk factors, health conditions and clinical outcomes

Data were collected on the proportion of women presenting with modifiable risk factors 
(e.g. smoking) in both the GMoMC and the usual care groups. Standard blood tests 
for anaemia and thyroid dysfunction were also carried out on all women who had 
experienced 2 or more miscarriages. 

This pilot study was not designed to assess whether the GMoMC could reduce the risk 
of future miscarriage. However, follow-up data on further pregnancies and outcomes 
were collected to check for any potential differences in the rates of miscarriage between 
those who received the GMoMC versus usual care.

Effects on other health services

The impact on other services and departments was evaluated by collecting data on referral 
rates both at baseline and GMoMC implementation phases. Semi-structured interviews 
with HCPs were also conducted to explore potential burdens or knock-on effects.



Analysis

Qualitative methods

Responses to the CSQ-8 questionnaire were used to select a broad cross-section of 
women to take part in semi-structured interviews. A maximum variation sample was 
used to include women reporting differing levels of satisfaction, ensuring diverse 
perspectives. Interview data were collected until thematic saturation was reached at 36 
interviews. Interviews were conducted in person or by telephone and ranged from 19 
to 65 minutes (mean 33 minutes). These explored key domains including acceptability, 
experience, reach, demand, satisfaction, appropriateness and ease of participation.
Semi-structured interviews and focus groups were conducted with HCPs. Participants 
represented a broad multidisciplinary range of roles across the care pathway, including 
consultant leads, clinical nurse specialists, project nurses, pre-pregnancy clinic 
practitioners, specialist service providers (e.g. smoking cessation), bereavement support 
staff and resident doctors, ensuring representation across leadership, specialist and 
frontline roles. 
10 HCPs participated in semi-structured interviews, and a further 4 took part in 2 small 
focus group discussions, each comprising 2 participants. In total, 14 HCPs were included, 
exceeding the target sample of 10 to ensure a range of perspectives on delivering the 
GMoMC. Discussions focused primarily on acceptability, with a predominant emphasis 
on feasibility, alongside related domains including demand, adoption, practicality and 
sustainability. Participants were assured of confidentiality and informed of their right 
to withdraw at any time. All interviews and discussions were recorded, transcribed and 
analysed thematically.
Data were analysed using the Framework Method, comprising five stages: 
familiarisation, development of a thematic framework, indexing (coding), charting and 
mapping and interpretation. Initial familiarisation and coding were undertaken by 2 
researchers, with subsequent codes generated inductively (in vivo) and refined through 
discussion and cross-checking to ensure analytical rigour. Data were initially organised 
within 3 overarching framework categories—acceptability, feasibility and reach—before 
being further coded at a more granular level.

Quantitative methods

All collected measurements were statistically summarised: categorical data as 
frequencies and percentages; continuous data as means (plus/minus standard 
deviation) or medians (interquartile range), as appropriate. Results are presented in 
narrative, tabular and graphical formats, with before-and-after comparisons displayed 
visually.
To assess the effects on pregnancy outcomes the crude and adjusted relative risks 
of miscarriage were calculated for the usual care (control) group versus the GMoMC 
group, adjusting for the age of the women, BMI and previous pregnancy history. The 
method used Poisson regression with patient-level clustered sandwich estimator, 
and missing data was imputed (not all patients had BMI recorded) using predictive 
mean matching. Crude and adjusted risk differences were calculated using marginal 
standardization based on the fitted Poisson regression models and 95% confidence 
intervals were computed using the delta method [31]. Results are combined over 
imputations using Rubin’s rules. All analyses were performed using STATA version 19.
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Cost consequences 
The primary objective of the economic evaluation in this pilot study was to  
determine costs associated with delivering the GMoMC in an extended EPU  
setting and to assess any potential savings from miscarriages prevented by the  
GMoMC service. Cost calculations comprised of direct medical costs of miscarriage, 
short-term (6 weeks-6 months) productivity losses, longer-term productivity losses  
and monetised health loss costs.
Productivity losses were measured using the iMTA questionnaire at 6 weeks, 3 months,  
6 months and 12 months [32]. Participants reported reductions in their productivity, 
which were costed using an average wage of £18.64 per hour (and an estimated £15.00 
per hour for unpaid work) [33, 34].
Health loss costs were calculated based on changes in health utility scores, which reflect 
quality of life and wellbeing following miscarriage. These scores were used to estimate 
the cost of health decline up to 6 months after the event. The impact on health was then 
costed using a NICE cost-effectiveness framework [35].
The data from these cost evaluations allowed for calculation of the estimated cost 
of miscarriage to society in terms of lost productivity and wellbeing. NHS service 
costs were also used to calculate the cost of making the GMoMC available across the 
approximately 171 EPUs in England. Additionally, recent data from the ONS which 
quantified the change in earnings and employment after pregnancy loss was used to 
calculate long-term (5 year) cost of productivity losses [18]. Together, these elements 
were used to assess the overall economic impact of adopting the GMoMC in England. 
All costs were calculated in 2024 British pounds (GBP).

Ethics 
The prospective study was conducted in accordance with the UK Policy Framework for 
Health and Social Care Research 2017, the applicable UK Statutory Instruments and the 
General Data Protection Regulation (GDPR) 2018. This study received ethical approval 
from the STEM (Science, Technology, Engineering and Mathematics) committee at the 
University of Birmingham.



Results

Recruitment and demographics

A total of 275 patients were recruited to the GMoMC study group, from 429 who were 
approached, and 203 of those 275 (73.8%) attended the GMoMC consultation. Of 
those who attended, 107 (53%) identified as being from Black, Asian, mixed, or from 
other ethnic backgrounds, while 96 (47%) were from White backgrounds. A summary of 
demographic information of participants is shown in Table 1.

Baseline characteristic GMoMC Control Group 

Maternal age 

Mean (SD) 33.3 (6.1) 32.82 (6.1) 

Ethnicity – % (no. of women) 

White 47.2% (96/203) 54.7%  (111/203) 

Black 8.9% (18/203) 7.3% (15/203) 

Asian 34.0% (69/203) 32.5% (66/203) 

Mixed 4.4% (9/203) 2.0% (4/203) 

Other 5.4% (11/203) 2.5% (5/203) 

Not recorded 0 1% (2/203) 

Number of miscarriages <14 weeks – % (no. of women) 

1 32.0% (65/203) 39.4% (80/203) 

2 22.7% (46/203) 19.7% (40/203) 

3 or more 45.3% (92/203) 40.9% (83/203) 

Table 1. Baseline characteristics of participants in the pilot study

The majority of women wanted to participate in the study. Of those who declined,  
the most common reasons included: patients being interested in receiving care  
through the GMoMC but not wishing to participate in research, not feeling ready for  
a follow-up appointment within the study time frame, or feeling adequately supported 
already by their GP, family or friends. Notably, women who conceived via assisted 
reproduction often reported feeling well supported, as they already had follow-up 
appointments with their fertility provider. There was a high representation of women 
with recurrent miscarriage in the study population, i.e., those who had already 
experienced 3 or more losses, as recruitment targeted both EPU and recurrent 
miscarriage clinic attendees.
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Figure 7. Demographics of women in the graded model group (n=203) and the control 
group (n=203). The graded model group are shown in purple and the control group in pink.  
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The majority of women (99%) reported 
being satisfied or very satisfied with 
the GMoMC on the CSQ-8 satisfaction 
questionnaire (Figure 8). The feedback 
from the NHS National Friends and Family 
Test (which is routinely collected at hospital 
level) was also overwhelmingly positive from 
GMoMC participants and no complaints 
were received by the Patient Advice and 
Liaison Services (PALS) from the study 
population.
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Figure 8. CSQ-8 scores of women (n = 183)
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The semi-structured interviews carried out with women also 
demonstrated the high levels of acceptability and satisfaction 
and illustrate how much value they derived from being offered 
graded care. Participants consistently described the service as 
uniquely supportive, personalised and transformative compared 
with previous experiences following miscarriage. Many women 
emphasised the contrast between the GMoMC and the absence 
of care they had previously encountered.                          

One woman described the service as pivotal in reducing distress and uncertainty which 
helped restore her confidence and hope for a future pregnancy:

It was honestly the best thing we could ever have 
had… with all my 5 previous miscarriages, I have 
had no support whatsoever.

– JB, GMoMC patient

I was greeted and supported by kind, warm people…
they took the approach of finding out more… making 
no promises but not assuming hopelessness either.
They gave me hope that 2 miscarriages wouldn’t 
prevent me from having a healthy pregnancy. When 
I found out I was pregnant I was terrified. The team 
didn’t discharge me, but the nurses offered me extra 
support and reassurance scans. I am so grateful to 
the team for everything and hope that all women 
who experience loss are as fortunate as me to be 
able to access this service.

– KW, GMoMC patient                                       

I think it’s silly that you have to have (3) 
miscarriages to receive what I received 
because if you received it on that first 
miscarriage like I did, you’re reducing that 
chance to having up to that 3 losses or 
however many losses.

– S, GMoMC patient

It all felt so passive, like things were 
happening to us, and it was the first 
time that we could kind of actively do 
something about it.

– I, GMoMC patient 
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Some patients also described how the GMoMC helped in reducing stigma, 
reducing barriers in their access to care or providing culturally appropriate support:

I really appreciate the care I received after my last 
miscarriage. It was so different to the care I have had 
in the past after my miscarriages. I felt like someone 
cared, I had an interpreter available in my mother 
tongue, and I could talk freely and I didn’t feel rushed. 
I felt better prepared for my subsequent pregnancy.

– RM, GMoMC patient    

After my last miscarriage, which was managed at a different Trust, I was 
asked to follow up with a GP but I received no help or support despite having 
continuous spotting for 3 months following the miscarriage. I didn’t know who 
to ask my questions to after my last loss. I wasted a lot of time searching for 
answers on online forums and Google which further exacerbated my anxiety 
for which I am now receiving therapy. The graded model is a fantastic service. 
Staff who saw me significantly reduced my anxiety.

– RS, GMoMC patient    

Even after the second miscarriage, I found it was upsetting in a way, 
because some women were saying to me… ‘you’ll be okay’ like you know 

‘just carry on’. They kind of make you sort of brush it under the carpet. And 
obviously that is what I struggled with…it might not be significant to you, 
but it’s significant to me…it’s just a stigma thing where, yeah, they want you 
to just carry on, you know, where in our culture they never used to believe 
in, like, depression or any of this sort of stuff. I think it’s just a case of like, 
saying to them, you know, it’s okay for you to grieve.

– C, GMoMC patient                                       

They [mental health team] did as much as they possibly could… it was quite 
deep. I’ve had a bit of a difficult time since processing it, but I’m in a much 
better place now. But yeah, yeah, I think it was, it looked at me as a whole
person, and the fact that it’s sort of not just, you know, a vessel for carrying 
a pregnancy, it’s your mental health, it’s your physical health, it’s kind of 
everything was looked at in a lot of depth with you at the clinic.

– G, GMoMC patient

Our semi-structured interviews with patients identified the value of mental health follow-up 
and referrals made as part of graded care:

These accounts describe how structured, compassionate, and proactive support can 
meaningfully improve women’s emotional wellbeing, enhance engagement with services 
and reduce barriers to accessing appropriate, culturally sensitive care.
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Healthcare professionals
On a 5-point Likert scale (combining ‘strongly agree’ and ‘agree’), all HCPs (15/15) found 
the GMoMC acceptable, and 14 of 15 (93%) considered it feasible to deliver as part of 
extended care. They described experiencing increased professional satisfaction when able 
to provide additional support to women following discharge. Rather than viewing this as 
an added burden on an already demanding workload, HCPs indicated that the model 
enabled more efficient use of time by allowing them to prioritise immediate clinical needs 
while ensuring that appropriate follow-up care was in place.

The majority of GMoMC appointments were conducted face-to-face, with 163 out of 
203 (80.3%) held in person. The median time to the next available appointment was 7 
days, with a range from 0 to 49 days. On average, consultations lasted 45 minutes, with 
durations varying between 35 and 90 minutes.

HCPs showed high adherence with the provision of general preconception counselling, 
with over 95% of patients receiving guidance on folic acid, vitamin D, diet, caffeine, 
smoking and alcohol.

Interviews with HCPs also demonstrated high satisfaction with the GMoMC as well as 
indicators of the appropriateness and feasibility of the service.

If anything, I think it might even reduce our stress levels and our workload 
because we’re saying to someone that there is going to be something in place for 
them. So that actually sometimes limits how many questions they ask and how 
much time we spend with them because they’re like well, I know I’m going to 
get that time to come back to it. So right now I’m going to deal with grieving and 
what I’m going through right now.

- HCP 1

But as a model, I think 
it’s brilliant. I think it’s a 
really good idea and all 
the feedback I’ve had 
anecdotally is that it’s 
massively made a difference 
to people. – HCP 2

Yeah, you know, they’re happy that 
they’re getting tests earlier and 
referrals, but it seems to be like the 
big thing that they really appreciate 
is like the validation, you know, and 
the support after their last loss…and 
then somebody having the time to 
do that really. – HCP 3
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Effects on other services
There were 67 preconception referrals for 51 women (51/203, 25%) in the GMoMC group. 
9 out of 67 (13.4%) women had previously been seen by specialist services and 31/67 
(46%) of women took up the referrals that were offered through the GMoMC. The 
reason for referrals is given in Table 2. All receiving services reported minimal impact.

Referrals GMoMC                  
(%, n=203)

Baseline group*,  
(%, n=1200)

Bereavement team 7.88% 4.25%
Perinatal mental health 3.94% 0.92%
Preconception clinics** 5.91% 2.00%
Smoking cessation 9.36% 1.08%
Weight management  services 5.91% 3.92%

Table 2. Service referrals in the usual care and graded model groups 
* Frequencies (%) of referrals for standard care were calculated using data from all 1,200 women whose 
data was collected during the baseline phase as this best reflects the usual number of referrals made for 
women attending EPU due to miscarriage.
**Preconception clinics include cardiac, diabetic, haematology, hypertension, perinatal mental health, 
neurology and thyroid.

27



28

Modifiable risk factors and treatable health conditions

Risk factors

The GMoMC identified at least 1 modifiable risk factor in 86% (174/203) of women, 
compared with 58% (118/203) in the usual care group (Relative Risk (RR) 1.47 95% 
Confidence Interval (95%CI):1.29-1.68) (Figure 9). Women who received the GMoMC 
were therefore 47% more likely to have these risk factors identified and given 
appropriate advice and support to help them reduce their risk of future miscarriage.
The GMoMC pathway resulted in markedly more complete and comprehensive 
assessment of modifiable risk factors compared with usual care. Recording of BMI was 
almost universal in the GMoMC group (99.0%) but was missing for nearly a quarter of 
women in usual care (24.1%). Lifestyle factors—smoking, vaping and alcohol use— were 
also more thoroughly documented with substantial gaps in usual care. The missing 
data in the usual care group is notable and suggests that key modifiable risk factors are 
frequently overlooked or insufficiently documented in routine clinical practice.
The pilot also frequently encountered patients who had awareness of potential 
modifications, such as supplementing vitamin D or folic acid, or reducing caffeine 
intake, but were unsure of current guidance or support available (such as smoking 
cessation and replacements), so felt unable to make the changes alone.

Figure 9. Identification of modifiable risk factors in the graded model and usual care groups. 
The percentages represent how many women had these risk factors for miscarriage in each 
group (also seen through the dark pink shaded people). The light pink figures represent the 
number of people for whom that specific risk factor was not recorded and the purple shows 
those who did not have this risk factor present.
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Health condition 
identified

Health condition 
not present

Health condition  
not tested

Medical conditions
In the GMoMC group, where women had a blood test and therefore received thyroid 
function testing after 2 miscarriages, thyroid abnormalities were identified in 10% (4/40) of 
women (Figure 10).
Of the 40 women who had bloods taken after 2 miscarriages, 4 (10%) were found to have 
anaemia (Figure 10). There were no women that were affected with both thyroid problems 
and anaemia, meaning 8 of the 40 women tested were found to have a treatable medical 
condition. Among the 8 patients with a medical condition, 3 were White (37.5%), 4 were 
Asian (50%), and 1 reported their ethnicity as ‘Other’ (12.5%).

Anaemia 

Condition identified 

Thyroid dysfunction Usual care

Graded Model of Care

Usual care

Graded Model of Care

Graded Model of 
Miscarriage Care

Graded Model of 
Miscarriage Care

Figure 10. Health conditions identified through blood tests after 2 pregnancy losses in the 
graded model group (represented by the dark pink figures). The light pink figures represent 
no result as these conditions are not routinely tested for after 2 miscarriages. The purple 
figures represent where a test was provided but no health condition was found to be present.

Clinical outcomes
Analyses indicate a 10% relative reduction in the odds 
of miscarriage in women who received the GMoMC 
compared to usual care (adjusted odds ratio 0.90, 95% 
CI 0.64–1.26). The calculated odds ratio equates to an 
absolute risk reduction of 4% in the next pregnancy ending 
in miscarriage. Absolute risk here measures the total 
difference in risk of miscarriage between the graded model 
and usual care group, after adjustment to account for the 
characteristics of the women in each group. Based on an 
estimated 250,000 miscarriages in the UK each year, the 
GMoMC has the potential to prevent approximately 10,075 
miscarriages annually.

Although there is statistical uncertainty in this finding, it does suggest a promising 
positive trend. Further studies, in particular clinical trials, would be needed to fully 
assess clinical effectiveness of the GMoMC.

The GMoMC  
has the potential 

to prevent 
approximately 

10,075
miscarriages 

annually



Table 3. Productivity effects of miscarriage reported by participants in the Graded Model of 
Miscarriage Care pilot

Cost consequences 

Direct medical costs 
Women in the GMoMC group reported the medical care they received following their 
pregnancy loss at 6 weeks, 3 months, 6 months and 12 months post miscarriage. This 
included GP visits, emergency care and follow-up scans that were felt to be related 
to their miscarriage. Costs were calculated for each 28-day recall period and then 
summed across the timepoints to estimate the cumulative cost. The direct medical cost 
per woman per miscarriage was calculated to be £166 within 12 months. If these costs 
are representative of miscarriages across the UK as a whole, direct health costs due to 
miscarriage alone are likely to exceed £41.5 million each year. This approach does not 
account for any longer-term or ongoing medical costs due to miscarriage.

Effects on productivity
Miscarriage also impacted employment, with 57% of women in the GMoMC group 
reporting having taken sickness absence from work in the last 28 days at 6 weeks after 
their pregnancy loss. During the same timeframe, nearly a third (29%) of women 
reported working whilst suffering ill health, and almost 28% reported being unable to 
meet their unpaid work and caring responsibilities.

The effect on productivity was persistent. Many women in the GMoMC group were still 
affected at 3 months post miscarriage (22.5%, 23% and 12.9% reporting absence from 
work, working whilst suffering and experiencing limitations to unpaid work, respectively) 
and some still reported effects at 6 months and 12 months (as shown in Table 3). This 
demonstrates the profound and lasting effect miscarriage can have.

6 Weeks 3 Months 6 Months 12 Months 

Absent from work
(due to ill health, in the previous 28 days)

Absent, % (n/N) 43% (58/203) 22.5% (20/143) 9.1% (6/108) 6.7% (6/182) 

Days absent, mean (SD) 11.2 (8.5) 7.2 (7.4) 4.7 (3.1) 11.8 (12.4) 

Working whilst suffering
(from the effects of ill health, in the previous 28 days) 

Worked while suffering,  
% (n/N) 29.1% (37/203) 23.0% (20/143) 12.1% (8/108) 4.5% (4/182) 

Days with problems,  
mean (SD) 7.9 (7.5) 7.3 (7.8) 5.8 (3.5) 6.5 (2.4) 

Unable to complete unpaid work
(due to ill health, in the previous 28 days)

Did less unpaid work,  
% (n/N) 27.9% (53/203) 12.9% (18/143) 8.8% (9/108) 3.8% (5/182) 

Days of less unpaid work, 
mean (SD) 11.8 (8.4) 8.7 (9.2) 10.1 (6.9) 9.4 (10.5) 
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The majority of the women in the pilot study were in work (72.8% employed or self-
employed at 6 weeks), and of those working, most were in full-time or close to full-time 
employment. Whilst there was significant variation across the cohort, it is notable that 
some women reported extended periods of absence from work, in some cases being 
unable to work for the whole 28 consecutive days being sampled.

Combined healthcare and productivity effects
When effects on productivity were monetised, they were found to be more costly than 
direct medical costs and made up a larger proportion of the total cost per sampling 
timepoint. In total, the cost effects of 1 woman’s direct health costs, any additional health 
or care needs and productivity losses over the 28-day time periods sampled were:

Data was not gathered continually over the 12 month follow-
up period, so there are data gaps, as shown in Figure 6. 
However, 28-day sample values can be used to reasonably 
estimate the cumulative productivity and health cost imposed 
by miscarriage up to 6 months after the event. The cumulative 
cost over 6 months was at least £1,626 per woman, adding 
together the costs at the 6-week, 3 month and 6-month data 
timepoints. If it is assumed that costs in the gaps between 
sampling periods equal the average of the 2 sampled periods 
either side, then the cumulative cost can be estimated to likely be at least £2,670 per 
woman. Since there are no data samples between 6 and 12 months, estimates beyond  
6 months would be unreliable.

Effects on quality of life
A validated tool called EQ-5D-5L was used to assess quality of life. This takes into 
account sensation, mobility, pain, cognition and emotion, including mental health 
elements, such as anxiety and depression. Women who had experienced miscarriage 
reported poor quality of life scores throughout the follow-up period of the GMoMC. 
High levels of anxiety were also reported, with 3 in 5 women reporting anxiety and 
depression <6 weeks after pregnancy loss. This anxiety was persistent, with around  
4 in 10 women still reporting anxiety and depression at 12 months.

Overall, a substantial proportion of women who took part in 
the graded model reported prolonged feelings of anxiety and 
depression, with those experiencing multiple miscarriages 
showing slightly higher and more persistent symptoms [36].

Importantly, monetised health loss (derived from quality of 
life and decline in health and wellbeing reported) at 6 months 
post miscarriage increased according to the number of 
previous miscarriages a woman had experienced. This ranged 
from £963 for women who had experienced 1 loss, to £1,120 for 
those who had experienced 2 miscarriages, to £1,650 for those 
who had experienced 3 or more losses. Accounting for the 
number of women in each category across the study, the average  
monetised health loss cost was £1,310 per woman.

£578 
at 6 weeks post 

miscarriage

£544 
at 3 months post 

miscarriage

£506 
at 6 months post 

miscarriage

£585  
at 12 months post 

miscarriage

The cost over 
6 months after 
miscarriage is

£2,670
per woman

The average 
monetised  
health loss  

6 months after 
miscarriage was 

£1,310
per woman
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Societal burden of miscarriage
The overall societal burden of miscarriage is composed of 3 distinct cost components. While 
direct medical costs are modest, the ‘hidden’ costs of lost productivity and diminished 
wellbeing are substantial (Table 4). ONS data from July 2025 was also used to compare 
our findings on health, wellbeing and productivity costs over 6 months to independently 
calculate productivity costs over 5 years.

Cost type Average estimated cost per person,  
per miscarriage 

Direct medical costs   
12 months after miscarriage 

(e.g. GP visits, ultrasound, A&E) 

£166
Represents the immediate cost

to the NHS (per miscarriage) 
Healthcare and productivity loss  
over 6 months after miscarriage

£2,670
(per woman, per miscarriage)

ONS productivity loss 
5 years after miscarriage* £4,101 

Monetised health loss
 6 months after miscarriage 

(The additional societal cost of the  
severe, prolonged decline in wellbeing)

£963 / £1,120 / £1,650 
Increasing from 1 previous miscarriage,  

to 2 losses, to 3 or more 
£1,310 average, accounting for  

pregnancy loss history 

Table 4. Cost component analysis showing direct medical costs, productivity loss and 
monetised health loss per person per miscarriage 
*The impact of adverse pregnancy events on monthly employee earnings and employment, England: 
April 2014 to December 2022, ONS, July 2025
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§ 	 In this calculation the 6-month productivity loss value generated from GMoMC patient questionnaire data 
was replaced for the 5-year productivity costs calculated by ONS. Unlike the short-term GMoMC data-
derived value, the 5-year estimate only accounts for lost earnings from 6 months to 5 years after pregnancy 
loss and does not include effects to health and wellbeing or other productivity losses like unpaid work or 
working whilst sick (presenteeism).
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Projected gross savings
The UK-wide figure of 250,000 annual losses was used to calculate the potential 
number of miscarriages that could be prevented assuming the 4% absolute risk 
reduction - derived from pilot data and subject to statistical uncertainty - holds true 
nationally. Savings are then calculated using the adjusted absolute risk difference, 
rather than the relative effect estimate. Therefore, with an estimated 10,075 
miscarriages prevented each year, we project savings of:

This is comprised of:
•	 Productivity losses and healthcare costs (6 months): £26,900,250 based on the  
	 average combined cost of £2,670 per miscarriage, including direct medical costs
•	 Monetised health loss (6 months): £13,198,250 based on an average loss of £1,310,  
	 accounting for women’s miscarriage history

Recently, the ONS published data demonstrating the effect on the earnings of 
women who had experienced spontaneous pregnancy loss over a period of 5 years, 
calculating a direct loss in earnings to each woman of £4,101 [18].This is comparable to 
the estimate from the graded model cohort of £2,670 in productivity losses and health 
costs over 6 months. Since there is no productivity data beyond 12 months from the 
pilot, longer-term savings in productivity have been estimated using the ONS data 
alongside the short-term direct medical costs and monetised health losses calculated 
from the pilot. This gave a crude estimate of the minimum cost saving associated 
with preventing miscarriages through implementation of graded care. This gives a 
predicted minimum saving of:

This is comprised of:
•	 Direct medical costs (12 months): £1,672,450 based on the immediate cost to the  
	 NHS per miscarriage of £166
•	 Monetised health loss (6 months): £13,198,250 based on an average loss of £1,310,  
	 accounting for women’s miscarriage history
•	 Productivity loss (5 years): £41,317,575 based on ONS average of £4,101§

£56,188,275
in the long term (up to 5 years)

£40,098,500
in the short term (1 year)
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Intervention costs

During the GMoMC pilot, 203 patients were seen by 2 staff members working 
approximately 50% full-time equivalent. This care included 73 reassurance scans, 40 blood 
tests and 67 preconception referrals during intervention and follow-up. The graded model 
is designed to fit ‘on top’ of existing recurrent miscarriage services, which are open to 
referral for all women who have experienced 3 miscarriages. Therefore, the costs of the 
graded model are calculated based on what is needed over and above the existing service 
provision.
Projected across all 171 EPUS in England (with Birmingham Women’s Hospital as a 
benchmark), and assuming an additional 36% uptake (to account for those who declined 
to take part in the research study), it is likely that the following services would be required 
annually: approximately 79,207 reassurance scans, 33,435 blood tests and 72,641 referrals 
to other services.
The total cost of providing miscarriage care to women after the first miscarriage and 
aligning all care to the graded model framework was calculated based on the resources 
needed at Birmingham Women’s Hospital EPU as an average requirement, multiplied by 
the estimated 171 EPUs across England. The costing comprises:

£11,530,872
for staffing – based on 2  

Band 7 nurses, both working  
50% full-time equivalent

£3,345,007
for additional scans and tests – based 

on £3,095,766 for reassurance scans and 
£249,241 for additional blood tests

Therefore, the total estimated annual operational cost  
of offering the GMoMC through EPUs across England is:

£14,875,879

Costs would be higher for UK-wide roll-out of the model. However, there is a possibility 
of this being done with less resource per unit than estimated above, depending on 
existing resource in each EPU and population needs.

Note that this costing does not account for anticipated savings to standard recurrent 
miscarriage services generated firstly by a reduced number of women suffering 3 or 
more pregnancy losses and secondly for those women who receive graded care having 
early intervention to address risk factors and health conditions.
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Net savings

Using the calculations‖ above and accounting for estimated operational costs of the 
intervention, the predicted overall net short-term saving of implementing the model is:

And the predicted net long-term saving is: 

These are likely to be underestimates, given that healthcare use directly following the 
miscarriage may not have been captured (the first sampling period was at 6 weeks 
and covered the preceding 28 days) and there was no sampling of healthcare costs 
between 6 and 12 months, though the pilot found that some women were still reporting 
direct health costs related to their miscarriage at the 12 month timepoint. Additionally, 
the longer-term estimate uses ONS data rather than GMoMC data, therefore effects 
on wellbeing beyond 6 months have not been costed for. The data collected during 
the pilot do not allow for modelling beyond 6 months, though there is a snapshot 
calculation for the effect at 12 months and the ongoing effect on health and wellbeing 
at that point is still substantial, equating to £585 per woman on average.
These estimates only account for a single annual cohort of women being treated and 1 
year of intervention costs. The intervention costs would be recurrent, though savings to 
existing miscarriage services are anticipated through reducing demand from women 
with higher numbers of miscarriage. Conversely, the health, productivity and wellbeing 
costs would be cumulative over time and as more cohorts of women benefit from 
graded care. Since predicted savings outstrip predicted costs in year 1, the cumulative 
savings would far exceed the investment needed. However, the magnitude of the long-
term cost effects cannot be estimated from the pilot data.

‖ 	 Due to the lack of reliable estimates for the prevalence of miscarriage 
in England alone, the gross savings, which use the UK-wide figure of 
250,000 annual losses, were used to calculate the net savings.

£25,222,261
based on costs that would otherwise 

be incurred over 1 year

£41,312,396
based on costs that would otherwise 

be incurred over 5 years
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Being part of the research project 
was invaluable, especially since 
some tests are usually available 
only after a higher number of 
miscarriages. This support has been 
crucial given our circumstances, age, 
and limited remaining embryos.
We were so fortunate to receive 
this excellent care from Tommy’s 
Research Centre. It was really 
supportive in providing affirmation 
that our loss, despite being so early, 
was significant to us and 
care and respect 
has been shown 
around our 
bereavement.
Emily, who had 2 
miscarriages and took 
part in the graded 
model pilot study

36
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Discussion 

Putting women and healthcare professionals at the 
heart of miscarriage care

This pilot study found that the GMoMC offers a structured approach that combines 
evidence-based management with supportive care while optimising healthcare 
resources. The model neither normalises nor over-medicalises miscarriage and is 
associated with high satisfaction among patients.

Care that women value
The model was taken up by the majority of women it was offered to (64%), and those 
who declined often cited not wanting to take part in research. The value of receiving 
care and support is clear through the extremely moving patient testimonies gathered 
from women and families who otherwise felt alone with their loss, not knowing how to 
move forward or manage their fear of another miscarriage.

Offering the Graded Model of Miscarriage Care would bring dignified and 
compassionate care to the many thousands of neglected women and their families 
who currently receive no specific pregnancy loss support except at the point of acute 
or emergency need.

The World Health Organization (WHO) describes patient experiences as a 
fundamental component of healthcare quality [37]. Patient satisfaction is also one of 
the predictors of the psychological impacts of miscarriage. Women and partners who 
report satisfaction with the emotional care they received following a miscarriage are 
less likely to experience subsequent grief, depression or anxiety [38,39]. 

Care that leaves no one behind
There was strong demand for the GMoMC amongst all ethnicities (almost 50% of 
patients were recruited from minoritised ethnic backgrounds). Additionally, our 
patient interviews demonstrated that the GMoMC can reduce barriers to care and 
help overcome stigma around pregnancy loss. By providing consistent care to all 
women after every miscarriage, the model could prevent those at highest risk of 
pregnancy complications and loss who need this care the most from falling through 
gaps.

This is important because there is racial disparity in the incidence of adverse perinatal 
outcomes. These can in part be explained by the plausible biological, genetic and 
environmental causal pathways but may also be reflective of difficulties in accessing 
care and poor experience of care. Cultural narratives can shape the meaning that is 
attached to early pregnancy loss but also inform expectations of care received [40]. 
Minoritised groups, including non-English speakers, those from minoritised ethnic 
backgrounds, LGBTQ+ individuals, single people and those experiencing deprivation, 
are at risk of discrimination within maternity services, emphasising the importance of 
cultural humility and equitable practice [40].
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Care that works for those delivering it
For any change to be successfully integrated into routine clinical practice, the support 
and engagement of HCPs is essential. HCPs play a crucial role in shaping how patients 
experience pregnancy loss, with the potential to significantly improve care. However, 
existing literature consistently highlights that many women have largely negative 
experiences following early pregnancy loss, often due to a mismatch between their 
needs and the care provided. These gaps in care are frequently attributed to a lack of 
training in addressing the psychosocial aspects of miscarriage, time constraints, and 
compassion fatigue among staff [41].

In the current NHS climate of workforce and funding challenges, this research 
demonstrates a much-needed service is feasible and acceptable to staff. The HCPs 
involved in this study unanimously agreed that there is a gap in care for miscarriage 
and there was strong agreement that the GMoMC was feasible. Many of those 
interviewed reported that it helped streamline their workload, as they could refer 
patients to a dedicated follow-up appointment. This appointment allowed time to 
address unanswered questions, manage uncertainty and support preparation for a 
future pregnancy—ultimately enhancing the quality of care without increasing the 
immediate burden on staff. These findings give hope that this service is scalable and 
sustainable.

Optimising women’s health at a crucial time
The time between miscarriage and planning a future pregnancy is crucial and 
warrants greater attention. Preconception care encompasses a range of interventions, 
including optimisation of medical conditions, medication review and lifestyle factors 
such as folic acid supplementation to reduce neural tube defects. It aims to identify 
and modify medical, behavioural and social risk factors, particularly those requiring 
intervention prior to conception or in early pregnancy to have the greatest impact [42-
46]. National guidance, including NHS preconception information [47], highlights care 
beyond miscarriage services, such as vaccination updates and optimisation of existing 
treatments. Preconception genetic testing is not routinely indicated for all couples but 
may have a role in selected cases, such as where there is a relevant family history or 
known genetic risk.

The importance of preconception and interpregnancy care is reflected in national 
priorities, including the NIHR Challenge: Maternity Disparities Consortium [48], a 
5-year initiative launched in 2024 to address inequalities in maternity outcomes, 
particularly among minoritised ethnic women and those from socioeconomically 
disadvantaged backgrounds. National registry data from England (n = 653,000) show 
that 92% of women have at least one modifiable risk factor prior to pregnancy, most 
commonly lack of folic acid supplementation (73%), alongside smoking, overweight 
and obesity (50%) and pre-existing physical (19%) or mental health conditions (9%), 
with higher burden among deprived and minoritised ethnic groups [49].The UK 
Preconception Partnership has further emphasised this through the development 
of a Preconception Care Toolkit [50], supporting delivery of comprehensive care and 
national monitoring via a preconception ‘report card’.

The GMoMC provides an important platform for broader preconception and 
interpregnancy care. By extending care beyond acute miscarriage services, it enables 
greater time, continuity and proactive engagement, supporting delivery of more 
comprehensive interventions aligned with national guidance and offering potential to 
expand further in line with resources such as the Preconception Care Toolkit.
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Observational data indicate low uptake of pre-pregnancy care in primary care 
settings, with only 7.6% of women attending appointments in the 12 months prior to 
pregnancy [51]. As interventions initiated after conception often have limited impact 
[52], strengthening preconception care is essential. The period following miscarriage 
offers a valuable window for engagement, supported by high recruitment in this 
study. Many modifiable risk factors associated with miscarriage are shared with other 
adverse outcomes, including preterm birth and stillbirth; addressing these may 
improve obstetric outcomes and long-term maternal health.

Many patients tell us that miscarriage has been a turning point for them. 
Implementation of the GMoMC would provide a pragmatic and feasible opportunity 
to support women to improve their health, which is vital for a successful pregnancy, 
but could also support improved lifelong family health.

Care that improves identification of risk factors
Maternal health before and during pregnancy can determine long-term outcomes 
for both mother and child and support women to improve their health before getting 
pregnant is a key public health priority [52,53].

The pilot’s findings show that many modifiable factors are often overlooked in routine 
clinical care. The women who received graded care were 47% more likely to have 1 or 
more modifiable risk factors identified than those receiving usual care, suggesting 
that implementation of the GMoMC could improve the health of thousands of women 
who are hoping for a successful pregnancy.

Most of the risk factors assessed during the GMoMC are widely known in early 
pregnancy care and should be routinely addressed. Therefore, it is unsurprising that 
the differences between the graded care and usual care groups for several of the 
more well-known factors, for example, BMI, smoking and alcohol consumption, are 
quite modest. However, the pilot found that factors such as supplementation with 
vitamin D and folic acid, and specifically the most appropriate dose of folic acid, were 
often missed in usual care. The cumulative combined effect of routinely assessing for 
all of these risk factors within GMoMC led to a significant difference in the number of 
women identified as needing further advice and support to reduce their risk.

There was no indication that ethnicity affected the likelihood of identifying risk factors. 
The modifiable risk factors investigated (such as BMI and smoking) are known to vary 
across a range of demographics, such as socioeconomic status, age and educational 
attainment level, as well as ethnicity. The numbers in this pilot were too small to 
control for other/multiple characteristics, but it is possible that identification of some 
risks may vary by ethnicity and socioeconomic status which may be evident in a larger 
cohort.

Regardless, by making risk factor identification consistent and offering advice and 
support through the graded model, women from minoritised communities, who may 
not have previously had the right support following a miscarriage, would have the 
advice they need to help improve their overall health.
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Care that detects medical conditions earlier
Medical conditions contribute significantly to maternal morbidity and mortality. Early 
recognition of these conditions allows timely interventions and coordination with 
specialists to improve maternal health before conception.

The MBRRACE 2025 report emphasises the need to bridge gaps in maternity care, 
advocate for early referral into EPUs for high-risk women (such as those with existing 
health conditions associated with pregnancy risks, or previous obstetric complications 
associated with future risk or at additional risk due to BMI or medication) and focus 
on improving preconception health [4]. The majority of women in the pilot had one 
or more existing heath conditions, most had a BMI outside the ideal range and some 
had previous obstetric complications (as well as miscarriage). Therefore, the GMoMC 
is well placed as a framework to bridge these care gaps.

One fifth of women who had 2 miscarriages and received graded care had thyroid 
problems or anaemia diagnosed. The reality that women receiving usual care would 
have had to experience another miscarriage before getting simple blood tests, 
emphasises the need of addressing these conditions, that increase the risk of future 
miscarriage and other pregnancy complications, in a timely fashion [54].

A substantial proportion of women in the pilot also reported prolonged psychological 
distress with those who had experienced multiple miscarriages showing slightly higher 
and more persistent symptoms [36]. The pilot findings of prolonged psychological 
distress in many of those who had experienced miscarriage underscore the need for a 
standardised psychological assessment tool and ongoing support for this group.

Care that could save babies’ lives

This pilot study was intended to address concerns that changes to miscarriage care 
were not feasible and would place too much burden on health services. However, use 
of a carefully matched control group and effective follow up of most patients involved 
in the study in both the usual care and GMoMC groups enabled the analysis of 
whether the GMoMC might affect pregnancy outcomes.

Encouragingly, there was a reduction in the risk of miscarriage for those women 
who received graded care. Whilst the magnitude of the reduction in risk was small, 
at 4%, this could still translate into 10,075 fewer women experiencing pregnancy 
loss under GMoMC each year. It is also possible that further research on a larger 
cohort of women may find a larger or more statistically certain effect on risk of future 
miscarriage.

Understanding is also hampered by the lack of available data on miscarriages in the 
UK, which is needed to assess the true scale of the problem. A commitment from 
all 4 devolved nations to improve the collection of miscarriage data would help to 
better understand the model’s effectiveness in reducing miscarriage risk, showing 
how many more lives could be saved and guiding interventions to reduce the rates of 
miscarriage.
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Care that evolves with new tests and treatments

Having a consistent, nationwide framework for miscarriage support will also facilitate 
more improvements in miscarriage care at pace. New screening, tests and treatments 
can easily be added at the appropriate point in the framework to reach the patients who 
need them.

For example, a prospective, multi-centre validation study is underway to evaluate 
the diagnostic accuracy of a quick and simple questionnaire (known as CORE-10) in 
detecting psychological distress in women after miscarriage. If the CORE-10 tool can 
be validated against the current gold standard detailed clinical interview, it could 
easily be integrated into the GMoMC. This would facilitate earlier and more effective 
identification of psychological distress related to pregnancy loss, and better, more timely 
referral to appropriate care.

Graded care also included gathering information on risk factors related to the partners 
of those who participated. Women valued this approach and importantly, involvement of 
partners provides further opportunities to address miscarriage risk. Male factors, such as 
age, diet, smoking, health conditions and genetics are increasingly being recognised as 
contributing to miscarriage risk [55].

The Tommy’s Net database that is used to collect data on patients involved in 
miscarriage research across the UK, also includes partner data [56]. Tommy’s National 
Centre for Miscarriage Research plans to use this database as a platform for new clinical 
trials including those with interventions aimed at male risk factors for miscarriage. 
As clinical trials identify effective interventions, the graded model would provide the 
appropriate infrastructure to deliver treatments to those who will benefit the most.
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Care that makes economic sense

Patchy and inconsistent care for miscarriage undermines efforts to improve maternal 
health and will likely lead to higher long-term costs to both health and society.
The health, productivity and wellbeing costs measured in the study are conservative. 
Using 28-day sampling gives robust cost estimates for those timepoints, but means 
costs are estimated for the unsampled periods. Even so, the predicted savings of 
over £40 million made here, taking into account medical care, sickness absence from 
work and effects on wellbeing in the immediate months after a pregnancy loss, is 
significant and would make a tangible difference even with the deduction of the 
estimated cost of implementation (£15 million).
The Miscarriage Matters series [2,5,6], showed the wealth of data highlighting the 
negative impacts associated with miscarriage that can affect women from the very 
first loss. This includes increases in prevalence of mental health problems, risks 
in future pregnancies and risks of long-term health problems like cardiovascular 
disease. Additionally, we know that there are long-term wellbeing and productivity 
effects, and the risk factors and health conditions identified in the population at 
risk of miscarriage during the GMoMC are likely to cause additional future health 
problems if not addressed. These effects can be quite removed in terms of timing 
and apparent connectedness to miscarriage, but all contribute to the total costs of 
miscarriage; to the women experiencing loss, their families and wider society, and 
could be tens of thousands of pounds per pregnancy loss.
This model also has the potential to reduce the physical and emotional 
consequences that lead to absence from the workforce, in other words, generate 
economic savings by reducing productivity loss. Data gathered in the pilot on 
healthcare use and productivity and wellbeing losses directly resulting from 
miscarriage clearly show the potential for the GMoMC to deliver £25 million of net 
savings in England just in the short term with the cumulative economic benefits 
being a lot larger per additional year of miscarriages prevented.
If the medical, quality of life and productivity costs reported by the women in the 
graded model pilot hold true for all miscarriages across the UK (estimated at 250,000 
per year) the overall economic burden of pregnancy loss may well exceed £1 billion 
annually¶. Intervening early is therefore not only the right thing to do, it is more 
economically efficient.

¶ 	 Calculated with the assumption that the direct medical costs, 
productivity losses and monetised health losses from the pilot study 
hold true for all miscarriages across the UK. The UK-wide 250,000 
annual losses figure was used to scale these cost figures up.

£
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Conclusion

For many women and birthing people, a miscarriage can be the start of an incredibly 
challenging journey, from increasing risk of poor obstetric outcomes to initiating 
widespread effects on physical and mental health, productivity and wellbeing. These 
effects were explored in detail in the Miscarriage Matters Lancet series [2,5,6].
Stakeholder consensus meetings held as part of the evidence gathering for the 
Miscarriage Matters research led to the recommendation for a graded approach for 
miscarriage care, but at the time there was no available evidence that it worked. 

The model provides a framework that enables healthcare professionals to provide 
high-quality care at the right time and can be delivered even in the context of 
stretched services. With the right funding and workforce, demand for the GMoMC  
and the consequences of that care can be met and may even streamline delivery of 
wider care by professionals.
Furthermore, and most importantly, it could prevent future pregnancy losses and 
improve general health in those who receive care and possibly their partners and 
families. The GMoMC’s universal approach to identifying and addressing miscarriage 
risk factors and easily treatable conditions supports Government aims to shift to 
preventative care, tackle maternal health inequalities and improve women’s  
long-term health outcomes.
Despite graded care being one of the key recommendations from the Independent 
Pregnancy Loss Review (2023) [57], policy and practice interventions to improve 
miscarriage care and reduce the rates of miscarriage have been limited. Miscarriage 
can be a devastating point in women’s and their families’ lives, but the Tommy’s 
Graded Model of Miscarriage Care provides an important opportunity to change  
the course of the journey for so many people affected by pregnancy loss.
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This pilot study on implementing the GMoMC demonstrates the first tangible 
evidence for what many patients and experts have long suspected – there is 
no need and no merit in waiting for 3 miscarriages to provide dedicated care. 
We can and must do better. 



	 Governments across all 
4 devolved nations must 
improve the collection 
and publication of 
miscarriage data to support 
understanding of the full 
scale of the problem and 
enable design and evaluation 
of interventions aimed at 
reducing miscarriage rates.

	 Scotland must continue 
to prioritise and fund the 
implementation of the 
Graded Model of Miscarriage 
Care, ensuring consistent 
delivery across the country.

Scotland has taken the first step, embedding this model into its miscarriage pathway 
(2025) [58] – we need to learn from their implementation of the model and ensure 
consistent delivery across the UK. 

	 Governments across 
all 4 devolved nations 
should commission an 
implementation and 
evaluation programme to 
support sharing of good 
practice and learnings at local, 
regional and national level 
and to assess effectiveness.

	 England, Wales, and 
Northern Ireland must 
implement the Graded 
Model of Miscarriage 
Care, supported by 
ring-fenced funding, 
guidance and training.
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Recommendations

Roll-out across all 4 nations would address the significant gaps in care 
following miscarriage and improve outcomes for both women’s health and 
their future pregnancies. Policymakers and healthcare commissioners should 
prioritise the integration of this model into maternity and early pregnancy 
services to ensure equitable, evidence-based support for all from their first 
pregnancy loss.
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Strengths, limitations and future work
The strengths of this study include its prospective design, consecutive recruitment and 
high engagement across patients from minoritised ethnic communities. The inclusion 
of participants with varied miscarriage histories enhances the ability to generalise the 
findings. Additionally, the use of a comparison group receiving usual care strengthens 
the ability to assess the impact of the GMoMC.

However, some limitations should be noted. Most participants were recruited through 
the EPU, which may represent a higher-risk population. Therefore, in risk reduction 
calculations we looked at absolute risk, rather than relative risk. The small numbers in 
the calculation, due to the aim of the study being for feasibility, means that the finding 
of reduced risk should only be interpreted as a signal for effectiveness.

Information about future pregnancy outcomes were from a combination of patient 
reported information and medical records. Because of this, some miscarriages during 
future pregnancies where patients did not need or choose to attend an EPU might have 
been missed, and self-reporting can introduce some bias.

It should also be noted that Birmingham Women’s Hospital is a tertiary care unit with 
well-established pre-pregnancy clinics and links to support services. These kinds of 
services may not be as available in smaller hospitals.

Net savings for introducing the graded model, alongside existing recurrent miscarriage 
services, were calculated for England as the model is already available in Scotland and 
service provisions in home nations are devolved. However, effect sizes for potential 
miscarriage reduction could only be calculated using UK figures, as no single nation-
level figures exist.

For calculations of healthcare, productivity and wellbeing costs, 28-day recall sampling 
was used over 4 timepoints. This provided a wealth of data, exceeding that collected in 
other studies, which mostly focussed on the immediate time period after miscarriage. 
The approach was also pragmatic as asking women to complete questionnaires 
covering a continuous 12-month period following loss would be infeasible. Gap-filling 
between our 28-day ‘snapshots’ allowed for modelling of costs over 6 months following 
pregnancy loss, but could not be used to model reliably beyond this point.

Further work is ongoing to explore the impact of the GMoMC on the delivery of other 
areas of maternity care in more depth. This includes a detailed qualitative analysis 
of interviews to identify case study examples of acceptability, feasibility, effects on 
inequalities and broader impacts on care delivery as well as barriers or enabling factors 
for implementation. The results of these analyses will be published separately.
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Contextualising the findings of this work, and all research into pregnancy loss, is also 
limited by the lack of accurate methods to measure the scope and scale of pregnancy 
loss. Many millions of patient medical records are now digitised, but accurate data on 
how common pregnancy loss is relies on data linkage between GPs and hospitals as 
well as recording of gestation dates and other information, which we know are lacking 
in the available records. We also believe, but can’t prove due to lack of data, pregnancy 
loss is increasing, driven by increasing population and maternal age and prevalence of 
chronic health conditions so previous estimates may be out of date.

However, we do know that the network of over 200 Early Pregnancy Units across the UK 
could yield rich data that has been underused to date. We have work underway to use 
EPU survey data alongside modelling methods to generate new evidence on the scale 
and clinical consequences of miscarriage in the UK.

Future research should also expand the scope of care and explore the relevance of 
the graded model to other types of pregnancy loss, such as ectopic pregnancies. 
Recognising that reproductive outcomes are influenced by both maternal and paternal 
factors, care models should actively include partners; in this study, a total of 172 out of 
203 patients (84.7%) completed the medical history with input from their long-term 
partner, indicating a high level of partner involvement in the process.



46 47

References
[1] 	 Tommy’s. Miscarriage Matters. www.tommys.org. 2021. Available from: https://www.

tommys.org/get-involved/our-campaigns/miscarriagematters  

[2] 	 Quenby S, Gallos ID, Dhillon-Smith RK, Podesek M, Stephenson MD, Fisher J, et al. 
Miscarriage matters: The epidemiological, physical, psychological, and economic 
costs of early pregnancy loss. The Lancet. 2021 Apr 26;397(10285):1658–67. Available 
from: https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(21)00682-6/
abstract  

[3] 	 Sands and Tommy’s Joint Policy Unit. Briefing: Counting Miscarriages in the UK. 2026. 
Available from: https://jointpolicyunit.org.uk/briefing-2026-counting-miscarriages-
in-the-uk/   

[4] 	 Felker A, Patel R, Kotnis R, Kenyon S, Knight M (Eds.) on behalf of MBRRACE-UK. 
Saving Lives, Improving Mothers’ Care Compiled Report - Lessons learned to inform 
maternity care from the UK and Ireland Confidential Enquiries into Maternal Deaths 
and Morbidity 2021-23. Oxford: National Perinatal Epidemiology Unit, University 
of Oxford 2025. Available from https://www.npeu.ox.ac.uk/mbrrace-uk/reports/
maternal-reports/maternal-report-2021-2023  

[5] 	 Coomarasamy A, Gallos ID, Papadopoulou A, Dhillon-Smith RK, Al-Memar M, Brewin 
J, et al. Sporadic miscarriage: evidence to provide effective care. The Lancet. 2021 
May;397(10285):1668–74. Available from https://www.thelancet.com/journals/lancet/
article/PIIS0140-6736(21)00683-8/abstract  

[6] 	 Coomarasamy A, Dhillon-Smith RK, Papadopoulou A, Al-Memar M, Brewin J, 
Abrahams VM, et al. Recurrent miscarriage: evidence to accelerate action. The Lancet. 
2021 May;397(10285):1675–82. Available from https://www.thelancet.com/journals/
lancet/article/PIIS0140-6736(21)00681-4/abstract  

[7] 	 Farren J, Jalmbrant M, Falconieri N, Mitchell-Jones N, Bobdiwala S, Al-Memar M, et 
al. Differences in post-traumatic stress, anxiety and depression following miscarriage 
or ectopic pregnancy between women and their partners: multicenter prospective 
cohort study. Ultrasound in Obstetrics & Gynecology. 2021 Jan;57(1):141–8. Available 
from https://obgyn.onlinelibrary.wiley.com/doi/10.1002/uog.23147  

[8] 	 Oliver-Williams CT, Heydon EE, Smith GCS, Wood AM. Miscarriage and future 
maternal cardiovascular disease: a systematic review and meta-analysis. Heart. 
2013 Mar 28;99(22):1636–44. Available from https://heart.bmj.com/content/
heartjnl/99/22/1636.full.pdf  

[9] 	 Farren J, Mitchell-Jones N, Verbakel JY, Timmerman D, Jalmbrant M, Bourne 
T. The psychological impact of early pregnancy loss. Hum Reprod Update. 
2018 Nov 1;24(6):731-749. Available from: https://academic.oup.com/humupd/
article/24/6/731/5094891  

[10] 	 Walker D, Knight D, Reysen R, Norris K. Pregnancy loss and suicidal behavior: 
Investigating the mediating role of depressive mood. J Affect Disord. 2024 Sep 
15;361:605-611. Available from https://www.sciencedirect.com/science/article/abs/pii/
S0165032724010139?via%3Dihub  

[11] 	 Weng SC, Chang JC, Yeh MK, Wang SM, Lee CS, Chen YH. Do stillbirth, miscarriage, 
and termination of pregnancy increase risks of attempted and completed 
suicide within a year? A population-based nested case-control study. BJOG. 
2018 Jul;125(8):983-990. Available from https://obgyn.onlinelibrary.wiley.com/
doi/10.1111/1471-0528.15105  



48

[12] 	 Abbaspoor Z, Razmju PS, Hekmat K. Relation between quality of life and mental health 
in pregnant women with prior pregnancy loss. Journal of Obstetrics and Gynaecology 
Research. 2016 Jul 19;42(10):1290–6. Available from https://obgyn.onlinelibrary.wiley.
com/doi/10.1111/jog.13061  

[13] 	 Tavoli Z, Mohammadi M, Tavoli A, Moini A, Effatpanah M, Khedmat L, et al. Quality 
of life and psychological distress in women with recurrent miscarriage: a comparative 
study. Health and Quality of Life Outcomes. 2018 Jul 28;16(1). Available from https://
link.springer.com/article/10.1186/s12955-018-0982-z  

[14] 	 Iwanowicz-Palus G, Mróz M, Bień A. Quality of life, social support and self-efficacy 
in women after a miscarriage. Health and Quality of Life Outcomes. 2021 Jan 7;19(1). 
Available from https://link.springer.com/article/10.1186/s12955-020-01662-z  

[15] 	 Flannery C, Burke L, Gillespie P, Hennessy M, O’Leary H, Dennehy R, et al. Economic 
and health-related quality of life impacts of receiving recurrent miscarriage care 
in Ireland: Exploratory analysis drawing on results from a national care experience 
survey. Reproductive Female and Child Health. 2024 Jul 24;3(3). Available from https://
onlinelibrary.wiley.com/doi/10.1002/rfc2.105  

[16] 	 Camacho EM, Gold KJ, Murphy M, Storey C, Heazell AEP. Measuring EQ-5D-5L utility 
values in parents who have experienced perinatal death. The European Journal of 
Health Economics, 25(8):1383–1391, 2024. https://link.springer.com/article/10.1007/
s10198-024-01677-z  

[17] 	 Di Nallo A. Women’s physical health around live births and pregnancy losses: A 
longitudinal study. European Journal of Public Health, 35(2):335–341, 2025. Available 
from https://academic.oup.com/eurpub/article/35/2/335/8009072  

[18] 	 Office for National Statistics (ONS), released 11 June 2025, ONS website, statistical 
bulletin, The impact of adverse pregnancy events on monthly employee earnings and 
employment, England: April 2014 to December 2022. Available from https://www.ons.
gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandwellbeing/ 
bulletins/theimpactofadversepregnancyeventsonmonthlyemployeeearningsand 
employmentengland/april2014todecember2022

[19] 	 Petrou S, Trinder J, Brocklehurst P, Smith L. Economic evaluation of alternative 
management methods of first-trimester miscarriage based on results from the 
MIST trial. BJOG: An International Journal of Obstetrics and Gynaecology. 2006 
Aug;113(8):879–89. Available from https://obgyn.onlinelibrary.wiley.com/doi/10.1111/
j.1471-0528.2006.00998.x  

[20] 	Petrou S, McIntosh E. Women’s Preferences for Attributes of First-Trimester Miscarriage 
Management: A Stated Preference Discrete-Choice Experiment. Value in Health. 2009 
Jun;12(4):551–9. Available from https://www.valueinhealthjournal.com/article/S1098-
3015(10)60798-X/fulltext 

[21] 	 Van den Berg MMJ, Dancet EAF, Erlikh T, van der Veen F, Goddijn M, Hajenius PJ. 
Patient-centered early pregnancy care: a systematic review of quantitative and 
qualitative studies on the perspectives of women and their partners. Human 
Reproduction Update. 2017 Oct 11;24(1):106–18. Available from https://academic.oup.
com/humupd/article/24/1/106/4431018  

[22] 	Smits MAJ, van Maarle M, Hamer G, et al. Cytogenetic testing of pregnancy loss tissue: 
a meta-analysis. Reproductive Biomedicine Online. 2020 Jun;40(6):867-879. Available 
from https://www.rbmojournal.com/article/S1472-6483(20)30087-0/fulltext  



48 49

[23] 	Maconochie N, Doyle P, Prior S, Simmons R. Risk factors for first trimester 
miscarriage--results from a UK-population-based case-control study. BJOG. 2007 
Feb;114(2):170-86. Available from https://obgyn.onlinelibrary.wiley.com/doi/10.1111/
j.1471-0528.2006.01193.x  

[24] 	Pineles BL, Park E, Samet JM. Systematic Review and Meta-Analysis of Miscarriage 
and Maternal Exposure to Tobacco Smoke During Pregnancy. American Journal of 
Epidemiology. 2014 Feb 10;179(7):807–23. Available from https://academic.oup.com/
aje/article/179/7/807/85679  

[25] 	Avalos LA, Roberts S, Kaskutas LA, Block G, Li DK. Volume and Type of Alcohol during 
Early Pregnancy and the Risk of Miscarriage. Substance use & misuse. 2014 Sep 
1;49(11):1437–45. Available from https://www.tandfonline.com/doi/full/10.3109/1082608
4.2014.912228  

[26] 	Jafari A, Naghshi S, Shahinfar H, Salehi SO, Kiany F, Askari M, et al. Relationship 
between maternal caffeine and coffee intake and pregnancy loss: A grading of 
recommendations assessment, development, and evaluation-assessed, dose-
response meta-analysis of observational studies. Frontiers in Nutrition. 2022 
Aug 9;9:886224. Available from https://www.frontiersin.org/journals/nutrition/
articles/10.3389/fnut.2022.886224/full  

[27] 	World Health Organization. Anaemia. World Health Organization. 2025. Available 
from https://www.who.int/news-room/fact-sheets/detail/anaemia  

[28] 	British Thyroid Foundation. Thyroid disorders in pregnancy. British Thyroid 
Foundation. Available from: https://www.btf-thyroid.org/thyroid-disorders-in-
pregnancy  

[29] 	Fryer K, Munoz MC, Rahangdale L, Stuebe AM. Multiparous Black and Latinx Women 
Face More Barriers to Prenatal Care than White Women. Journal of Racial and Ethnic 
Health Disparities. 2021 Feb;8(1):80-87. Available from https://link.springer.com/
article/10.1007/s40615-020-00759-x  

[30] 	da Silva PHA, Aiquoc KM, da Silva Nunes AD, Medeiros WR, de Souza TA, Jerez-Roig 
J, Barbosa IR. Prevalence of Access to Prenatal Care in the First Trimester of Pregnancy 
Among Black Women Compared to Other Races/Ethnicities: A Systematic Review and 
Meta-Analysis. Public Health Rev. 2022 Jul 4;43:1604400. Available from https://www.
ssph-journal.org/journals/public-health-reviews/articles/10.3389/phrs.2022.1604400/
full  

[31] 	 Klein D. MIMRGNS: Stata module to run margins after mi estimate. Statistical 
Software Components. Boston College Department of Economics; 2022. Available 
from: https://ideas.repec.org/c/boc/bocode/s457795.html  

[32] 	Bouwmans C, Krol M, Severens H, Koopmanschap M, Brouwer W, Roijen LH. The 
iMTA Productivity Cost Questionnaire. Value in Health. 2015 Sep;18(6):753–8. Available 
from https://www.valueinhealthjournal.com/article/S1098-3015(15)01986-5/pdf  

[33] 	ONS. Employee Earnings in the UK. www.ons.gov.uk. Office for 
National Statistics; 2024. Available from: https://www.ons.gov.uk/
employmentandlabourmarket/peopleinwork/earningsandworkinghours/bulletins/
annualsurveyofhoursandearnings/2024  



50

[34] 	ONS. Unpaid work calculator. www.ons.gov.uk. Available from: https://www.ons.gov.
uk/visualisations/dvc376/index.html  

[35] 	Dawoud D, Lamb A, Moore A, Bregman C, Rupniewska E, Paling T, et al. Capturing 
what matters: updating NICE methods guidance on measuring and valuing health. 
Quality of Life Research. 2022 Mar 5; 31:2167–2173. Available from https://link.springer.
com/article/10.1007/s11136-022-03101-6  

[36] 	Bolbocean C, Coomarasamy A, Fitzsimmons L, Kaur R, Devall A. The Compounding 
Burden of Pregnancy Loss: A Longitudinal Analysis of Quality of Life Trajectories 
Following Miscarriage. Value in Health. 2025 Nov. Available from https://www.
valueinhealthjournal.com/article/S1098-3015(25)05680-3/fulltext 

[37] 	WHO. Fact sheet: Quality Health Services. www.who.int. 2025. Available from: https://
www.who.int/news-room/fact-sheets/detail/quality-health-services  

[38] 	Tektaş P, Çam O. The Effects of Nursing Care Based on Watson’s Theory of 
Human Caring on the Mental Health of Pregnant Women After a Pregnancy Loss. 
Archives of Psychiatric Nursing. 2017 Oct;31(5):440–6. Available from https://www.
psychiatricnursing.org/article/S0883-9417(16)30394-6/abstract  

[39] 	DeMontigny F, Verdon C, Meunier S, Dubeau D. Women’s persistent depressive 
and perinatal grief symptoms following a miscarriage: the role of childlessness and 
satisfaction with healthcare services. Archives of Women’s Mental Health. 2017 Jun 
16;20(5):655–62. Available from https://link.springer.com/article/10.1007/s00737-017-
0742-9  

[40] 	Louw B. Cultural Competence and Ethical Decision Making for Health Care 
Professionals. Humanities and Social Sciences. 2019;4(2):41. Available from https://
dc.etsu.edu/etsu-works/1984/  

[41] 	 Simmons RK, Singh G, Maconochie N, Doyle P, Green J. Experience of miscarriage in 
the UK: Qualitative findings from the National Women’s Health Study. Social Science 
& Medicine. 2006 Oct;63(7):1934–46. Available from https://www.sciencedirect.com/
science/article/abs/pii/S0277953606002358?via%3Dihub  

[42] 	Hussein N, Kai J, Qureshi N. The effects of preconception interventions on improving 
reproductive health and pregnancy outcomes in primary care: A systematic review. 
European Journal of General Practice. 2015 Nov 26;22(1):42–52. Available from https://
www.tandfonline.com/doi/full/10.3109/13814788.2015.1099039  

[43] 	Wahabi HA, Alzeidan RA, Bawazeer GA, Alansari LA, Esmaeil SA. Preconception care 
for diabetic women for improving maternal and fetal outcomes: a systematic review 
and meta-analysis. BMC Pregnancy and Childbirth. 2010 Oct 14;10(1). Available from 
https://link.springer.com/article/10.1186/1471-2393-10-63  

[44] 	Stephenson J, Heslehurst N, Hall J, Schoenaker DAJM, Hutchinson J, Cade JE, et al. 
Before the beginning: nutrition and lifestyle in the preconception period and its 
importance for future health. The Lancet. 2018 May;391(10132):1830–41. Available from 
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(18)30311-8/abstract  

[45] 	Fleming TP, Watkins AJ, Velazquez MA, Mathers JC, Prentice AM, Stephenson J, et al. 
Origins of lifetime health around the time of conception: causes and consequences. 
The Lancet. 2018 May;391(10132):1842–52. Available from https://www.thelancet.com/
journals/lancet/article/PIIS0140-6736(18)30312-X/abstract  



50 51

[46] 	Barker M, Dombrowski SU, Colbourn T, Fall CHD, Kriznik NM, Lawrence WT, et 
al. Intervention strategies to improve nutrition and health behaviours before 
conception. The Lancet. 2018 May;391(10132):1853–64. Available from: https://www.
thelancet.com/journals/lancet/article/PIIS0140-6736(18)30313-1/fulltext  

[47] 	NHS. Planning your pregnancy. www.nhs.uk. 2020. Available from: https://www.nhs.
uk/pregnancy/trying-for-a-baby/planning-your-pregnancy/  

[48] 	NIHR. NIHR Inequalities Challenge: Maternity Disparities Consortium. www.nihr.
ac.uk. 2025. Available from https://www.nihr.ac.uk/our-research-funding-offer/nihr-
inequalities-challenge/nihr-inequalities-challenge-maternity-disparities-consortium  

[49] 	NHS England. Maternity Services Data Set. NHS Digital. 2025. Available from: https://
digital.nhs.uk/data-and-information/data-collections-and-data-sets/data-sets/
maternity-services-data-set  

[50] 	Blundell L, Schoenaker D, Hall J, Vousden N, Tunn R, Chakrabarti S, et al. 
Preconception Care Toolkit  - ePrints Soton. 2025; Available from: https://eprints.
soton.ac.uk/502244/  

[51] 	 Li Y, Kurinczuk JJ, Alderdice F, Quigley MA, Rivero-Arias O, Sanders J, et al. Pre-
pregnancy care in general practice in England: cross-sectional observational study 
using administrative routine health data. BMC Public Health. 2025 Mar 22;25(1). 
Available from https://link.springer.com/article/10.1186/s12889-025-21728-1  

[52] 	Public Health England. Health matters: Reproductive Health and Pregnancy 
Planning. GOV.UK. 2018. Available from: https://www.gov.uk/government/
publications/health-matters-reproductive-health-and-pregnancy-planning/health-
matters-reproductive-health-and-pregnancy-planning  

[53] 	Local Government Association. A blueprint for the future: Sexual and reproductive 
health and HIV services in England. Local.gov.uk. Local Government Association; 
2024. Available from: https://www.local.gov.uk/publications/blueprint-future-sexual-
and-reproductive-health-and-hiv-services-england  

[54] 	Dhillon-Smith RK, Boelaert K, Jeve YB, Maheshwari A, Coomarasamy A. Subclinical 
Hypothyroidism and Antithyroid Autoantibodies in Women with Subfertility 
or Recurrent Pregnancy Loss. BJOG: An International Journal of Obstetrics & 
Gynaecology. 2022 Jun 28;129(12). Available from https://obgyn.onlinelibrary.wiley.
com/doi/10.1111/1471-0528.17187  

[55] 	Muncey W, Scott M, Lathi RB, Eisenberg ML. The paternal role in pregnancy loss. 
Andrology. 2025; 13: 146–150. Available from https://onlinelibrary.wiley.com/doi/10.1111/
andr.13603  

[56] 	Tommy’s. Tommy’s Net. Tommys.org. 2019. Available from: https://www.tommys.org/
research/research-topics/miscarriage-research/tommys-net  

[57] 	Department of Health and Social Care. Pregnancy Loss Review - Summary Report. 
GOV.UK. 2023. Available from: https://www.gov.uk/government/publications/
pregnancy-loss-review/pregnancy-loss-review-summary-report  

[58] 	The Scottish Government. Miscarriage care in Scotland: delivery framework. Gov.
scot. The Scottish Government; 2025 [cited 2026 Apr 13]. Available from: https://www.
gov.scot/publications/delivery-framework-miscarriage-care-scotland/pages/5/ 



52

Appendices 
Patient baseline questionnaire

Name:
Date of birth:
Hospital number:
NHS number:
Email address:
Contact number:
Ethnicity:
Occupation:
Women’s health:
Gravida and Parity history
Includes: Natural/assisted reproductive technology conception outcome of 
pregnancies (e.g. ectopic pregnancy, live birth, miscarriage etc.), gestation, 
management of loss (medical, surgical or expectant management), mode of 
delivery, birth weight and any complications (e.g. preterm birth, antepartum 
haemorrhage)

If applicable any previous investigations for 
miscarriage
Periods: regular/ irregular/ length 

of cycle/ any post-coital or 
intermenstrual bleeding

Date of last smear:
General health:

Past medical history
Past surgical history
Drug history and allergies
Family history
Are you and your partner blood related?

Modifiable behaviours:
Do you currently drink alcohol? Y/N
Do you currently smoke or vape? Y/N
Do you take any recreational drugs? Y/N
How many cups of coffee do you drink in a typical day? 
Do not count decaffeinated drinks
How many cups of tea do you drink in a typical day? 
Do not count decaffeinated drinks
How many cans (or equivalent) of soft drink do you drink 
in a typical day? Do not count decaffeinated drinks
Do you currently take any vitamins or supplements?
Height (cm)
Weight (kg)
BMI:
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Implementation checklist

Number of previous miscarriages: 1/2/3 or more
Preconception advice:

Folic acid advice given: Y/N/Not indicated
Vitamin D advice given: Y/N/Not indicated
Diet advice given: Y/N/Not indicated
Caffeine advice given: Y/N/Not indicated
Smoking cessation advice given: Y/N/Not indicated
Alcohol advice given: Y/N/Not indicated

Further investigations:
2 miscarriages: full blood count and thyroid function 

testing (TSH, T4 and anti-TPO)
3 or more miscarriages: full blood count, thyroid function testing 

(TSH, T4 and anti-TPO), antiphospholipid 
syndrome testing (anticardiolipin 
antibodies, beta-2- glycoprotein 
antibodies and lupus anticoagulant) and 
transvaginal 3D ultrasound scan, fetal 
cytogenetics and parental karyotyping (if 
5 or more miscarriages)

Optimising pre-existing conditions:
Is referral to primary or secondary 
care services needed for review  
and optimisation of maternal 
medical conditions?

Y/N/Not indicated

Referred to which service?
Patient support:

Patient information leaflet 
Contact email given for  
miscarriage service
Signposting to local and national 
patient groups
Signposting to Tommy’s 
miscarriage support tool
Referral to recurrent miscarriage 
clinic (for women with 3 or more 
miscarriages)
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When’s the right time to try again? 

There is no right answer but there is no physical reason that you should not 
try when you feel able. Generally, women try again when they feel physically 
and mentally better. There is some evidence that getting pregnant in the first 
6 months after a miscarriage lowers your risk of miscarriage next time. 

Will I have another miscarriage? 

You are more likely to have a successful pregnancy than another miscarriage, 
but it’s not guaranteed. You can visit the Tommy’s Miscarriage Support Tool 
at www.miscarriagetool.tommys.org to find out what your chance is when 
other factors have been taken into account.

Can I reduce my risk of another miscarriage?  

There are areas where we can all improve our general health and reduce the 
risk of miscarriage, but however hard you try, you can’t completely rule out 
the chance of another miscarriage. No one can.

It’s helpful to know the difference between a risk and a cause. Take alcohol 
for example: we know that regular or heavy drinking in pregnancy raises the 
risk of miscarriage; but even if you drank alcohol in your last pregnancy, that doesn’t mean it 
caused your miscarriage.

If you have any bleeding in your next pregnancy, you should be started on progesterone 
vaginal pessaries, 400mg twice daily from when the bleeding starts, until 16 weeks of 
pregnancy to reduce the risk of miscarriage.

What can you and your partner do? 

Your health before pregnancy will affect the lifelong health of your baby.  
By following the advice on the next page you can: 
• improve your fertility 
• protect your baby’s future health 
• bring down your risk of problems in pregnancy. 

Dear 

We are so sorry you have suffered a miscarriage. We appreciate this 
is an extremely difficult time for you and we hope to offer you support 
and advice. 

It’s really important to remember that if you choose to try again, your 
chance of a successful pregnancy remains high. 

These are some of the answers to questions that you might find helpful 
with QR codes that lead you to more information.
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Diet
Eat a healthy balanced 
diet with plenty fruit and 
vegetables 

Tips for healthy 
eating

Alcohol
There is no known safe level of alcohol  
in pregnancy. We know that drinking  
large amounts of alcohol increases the  
risk of miscarriage. 

Because you will not know you’re pregnant 
for the first few weeks, the safest thing to 
do is not drink any alcohol at all if you’re 
trying for a baby. 

Drinking more than the recommended 
limit (14 units/week) can affect male 
fertility too.

Caffeine

Too much caffeine in 
pregnancy has been 
shown to be harmful to 
the developing baby. 

If you’re planning to conceive, you should 
consider limiting your caffeine intake to 
200mg a day. 

Use this handy caffeine calculator  
to see how much you have in a day

Exercise

Being sedentary (sitting down a lot) raises 
the risk of pregnancy complications. We 
recommend that you stay active for at 
least 20-30 minutes, 3 times a week. 

You and your partner may find it helpful 
to support each other to lead a healthier 
lifestyle. This has health benefits for your 
body and mood and it could reduce the 
risk of miscarriage.  

Long term illness

If you have a long-term illness, such as 
epilepsy, diabetes or a mental health 
condition that needs medication, talk to a 
doctor about the medication you are on. 

They will make sure you are on the safest 
medication for pregnancy and support 
you make sure your condition is under 
good control. This can help reduce the 
chance of miscarrying and support a 
healthy pregnancy.  

Weight

If you are underweight or 
overweight, aim to come 
closer to a healthy body 
mass index (BMI). This is 
between 18.5-24.9.

Try this BMI calculator

Coping with stress and anxiety 

It’s normal to feel very low after a 
miscarriage, but for most people this 
feeling should start to improve after some 
time. It can affect women or birthing 
people and men. It’s important to be 
kind to yourself and talk to someone 
about how you are feeling. This could be 
your partner, friends, 
family or your GP, 
a Tommy’s midwife 
or The Miscarriage 
Association.

If you would like to 
speak to a Tommy’s 
midwife, email midwife@tommys.org 
or call them for free on 0800 014 7800 
(Monday to Friday, 9am to 5pm)

For some people, losing a baby can 
lead to anxiety, depression or PTSD. It’s 
really important to see your GP to be 
assessed and referred for support and/or 
treatment.
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What can men do?

Smoking, drinking too much alcohol, 
being overweight and having a diet that 
is not high in nutrients can all affect the 
quality of sperm. To make sure sperm 
is healthy, we advise men to ejaculate 
regularly (every day if possible).

What can my GP do? 

Your GP can help guide you to specialist 
services (smoking cessation, dieticians,  
weight loss programmes) and help get 
long term conditions in control where 
needed before you try for a baby again.  

They can also help you get support and 
treatment if you are concerned about your 
mental health after your loss (this is not 
uncommon).  

If you have bleeding early in your 
next pregnancy, your GP or early 
pregnancy unit may be able to prescribe 
progesterone, Utrogestan vaginal 
pessaries, 400mg twice a day from when 
the bleeding starts up to 16 weeks.

We wish you all the very best and please remember that the majority of women will have a 
healthy pregnancy even after 3 miscarriages.  

The team at Tommy’s National Centre for Miscarriage Research are working closely with the Early 
Pregnancy Unit at Birmingham Women’s Hospital to reduce the number of miscarriages, and improve 

the care of people going through miscarriage.

Folic acid and vitamin D

Take 400mcg a day from 
3 months before trying 
for a baby until week 12 
of pregnancy. This gives 
protection to the baby 
against spina bifida and 
other neural tube defects.  

You should take the higher dose of 5mg 
daily if you have epilepsy, diabetes, a BMI 
higher than 30 or if you have had a baby 
affected by, or a family history of, spina 
bifida. Get a prescription from your GP

Vitamin D is an essential nutrient 
regardless of whether you’re pregnant.
You should take a 10 microgram (or 400 IU) 
supplement of vitamin D each day

Smoking 

If you smoke, quitting is the best possible 
thing you can do. It affects male and female 
fertility as well as harming the developing 
baby. It also increases the chances of 
miscarriage and harms the baby’s health. 

If you smoke, get support to stop. Nicotine 
replacement therapy (NRT) is safe in 
pregnancy. The evidence around using vapes 
to quit isn’t clear but we know it is safer than 
smoking tobacco as the toxins and poisons 
in tobacco smoke are very harmful.

NHS Smokefree helpline 
0300 123 1044 or get the 
Quit Smoking app here

You can take a quiz to see 
whether there are other 
risks you could reduce. 

Search “Tommy’s 
planning for pregnancy 
tool” or use this QR code:

What can men do?

Smoking, drinking too much alcohol, 
being overweight and having a diet that 
is not high in nutrients can all affect the 
quality of sperm. To make sure sperm 
is healthy, we advise men to ejaculate 
regularly (every day if possible).

What can my GP do? 

Your GP can help guide you to specialist 
services (smoking cessation, dieticians,  
weight loss programmes) and help get 
long term conditions in control where 
needed before you try for a baby again.  

They can also help you get support and 
treatment if you are concerned about your 
mental health after your loss (this is not 
uncommon).  

If you have bleeding early in your 
next pregnancy, your GP or early 
pregnancy unit may be able to prescribe 
progesterone, Utrogestan vaginal 
pessaries, 400mg twice a day from when 
the bleeding starts up to 16 weeks.

We wish you all the very best and please remember that the majority of women will have a 
healthy pregnancy even after 3 miscarriages.  

The team at Tommy’s National Centre for Miscarriage Research are working closely with the Early 
Pregnancy Unit at Birmingham Women’s Hospital to reduce the number of miscarriages, and improve 

the care of people going through miscarriage.

Folic acid and vitamin D

Take 400mcg a day from 
3 months before trying 
for a baby until week 12 
of pregnancy. This gives 
protection to the baby 
against spina bifida and 
other neural tube defects.  

You should take the higher dose of 5mg 
daily if you have epilepsy, diabetes, a BMI 
higher than 30 or if you have had a baby 
affected by, or a family history of, spina 
bifida. Get a prescription from your GP

Vitamin D is an essential nutrient 
regardless of whether you’re pregnant.
You should take a 10 microgram (or 400 IU) 
supplement of vitamin D each day

Smoking 

If you smoke, quitting is the best possible 
thing you can do. It affects male and female 
fertility as well as harming the developing 
baby. It also increases the chances of 
miscarriage and harms the baby’s health. 

If you smoke, get support to stop. Nicotine 
replacement therapy (NRT) is safe in 
pregnancy. The evidence around using vapes 
to quit isn’t clear but we know it is safer than 
smoking tobacco as the toxins and poisons 
in tobacco smoke are very harmful.

NHS Smokefree helpline 
0300 123 1044 or get the 
Quit Smoking app here

You can take a quiz to see 
whether there are other 
risks you could reduce. 

Search “Tommy’s 
planning for pregnancy 
tool” or use this QR code:
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Patient Information Sheet - After 2 Miscarriages

When’s the right time to try again? 

There is no right answer but there is no physical reason that you should not 
try when you feel able. Generally, women try again when they feel physically 
and mentally better. There is some evidence that getting pregnant in the first 
6 months after a miscarriage lowers your risk of miscarriage next time. 

Will I have another miscarriage? 

You are more likely to have a successful pregnancy than another miscarriage  
after 2 miscarriages, but sadly it’s not guaranteed. You can visit the  
Tommy’s Miscarriage Tool at www.miscarriagetool.tommys.org to find out 
what your chance is, when other factors have been taken into account.

Can I reduce my risk of another miscarriage?  

There are areas where we can all improve our general health and reduce the 
risk of miscarriage, but however hard you try, you can’t completely rule out 
the chance of another miscarriage. No one can.

It’s helpful to know the difference between a risk and a cause. Take alcohol 
for example: we know that regular or heavy drinking in pregnancy raises the 
risk of miscarriage; but even if you drank alcohol in your last pregnancy, that doesn’t mean it 
caused your miscarriage.

If you have any bleeding in your next pregnancy, you should be started on progesterone 
vaginal pessaries, 400mg twice daily from when the bleeding starts, until 16 weeks of 
pregnancy to reduce the risk of miscarriage.

What can you and your partner do? 

Your health before pregnancy will affect the lifelong health of your baby.  
By following the advice on the next page you can: 
• improve your fertility 
• protect your baby’s future health 
• bring down your risk of problems in pregnancy. 

Dear 

We are so sorry you have suffered another miscarriage. We appreciate that this is an extremely 
difficult time for you and we hope to offer you support and advice. 

It is not always possible to find a reason for miscarriages. However, one of the nurses will see 
you in around 6 weeks to carry out some investigations to check that you are not anaemic and 
that your thyroid function is healthy. We know this can have an effect on risk of miscarriage.

It’s really important to remember that if you choose to try again, your chance of a successful 
pregnancy remains high. 

These are some of the answers to questions with QR codes that lead you to more information.



Diet
Eat a healthy balanced 
diet with plenty fruit and 
vegetables 

Tips for healthy 
eating

Alcohol
There is no known safe level of alcohol  
in pregnancy. We know that drinking  
large amounts of alcohol increases the  
risk of miscarriage. 

Because you will not know you’re pregnant 
for the first few weeks, the safest thing to 
do is not drink any alcohol at all if you’re 
trying for a baby. 

Drinking more than the recommended 
limit (14 units/week) can affect male 
fertility too.

Caffeine

Too much caffeine in 
pregnancy has been 
shown to be harmful to 
the developing baby. 

If you’re planning to conceive, you should 
consider limiting your caffeine intake to 
200mg a day. 

Use this handy caffeine calculator  
to see how much you have in a day

Exercise

Being sedentary (sitting down a lot) raises 
the risk of pregnancy complications. We 
recommend that you stay active for at 
least 20-30 minutes, 3 times a week. 

You and your partner may find it helpful 
to support each other to lead a healthier 
lifestyle. This has health benefits for your 
body and mood and it could reduce the 
risk of miscarriage.  

Long term illness

If you have a long-term illness, such as 
epilepsy, diabetes or a mental health 
condition that needs medication, talk to a 
doctor about the medication you are on. 

They will make sure you are on the safest 
medication for pregnancy and support 
you make sure your condition is under 
good control. This can help reduce the 
chance of miscarrying and support a 
healthy pregnancy.  

Weight

If you are underweight or 
overweight, aim to come 
closer to a healthy body 
mass index (BMI). This is 
between 18.5-24.9.

Try this BMI calculator

Coping with stress and anxiety 

It’s normal to feel very low after a 
miscarriage, but for most people this 
feeling should start to improve after some 
time. It can affect women or birthing 
people and men. It’s important to be 
kind to yourself and talk to someone 
about how you are feeling. This could be 
your partner, friends, 
family or your GP, 
a Tommy’s midwife 
or The Miscarriage 
Association.

If you would like to 
speak to a Tommy’s 
midwife, email midwife@tommys.org 
or call them for free on 0800 014 7800 
(Monday to Friday, 9am to 5pm)

For some people, losing a baby can 
lead to anxiety, depression or PTSD. It’s 
really important to see your GP to be 
assessed and referred for support and/or 
treatment.
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What can men do?

Smoking, drinking too much alcohol, 
being overweight and having a diet that 
is not high in nutrients can all affect the 
quality of sperm. To make sure sperm 
is healthy, we advise men to ejaculate 
regularly (every day if possible).

What can my GP do? 

Your GP can help guide you to specialist 
services (smoking cessation, dieticians,  
weight loss programmes) and help get 
long term conditions in control where 
needed before you try for a baby again.  

They can also help you get support and 
treatment if you are concerned about your 
mental health after your loss (this is not 
uncommon).  

If you have bleeding early in your 
next pregnancy, your GP or early 
pregnancy unit may be able to prescribe 
progesterone, Utrogestan vaginal 
pessaries, 400mg twice a day from when 
the bleeding starts up to 16 weeks.

We wish you all the very best and please remember that the majority of women will have a healthy 
pregnancy even after 2 miscarriages.  

The team at Tommy’s National Centre for Miscarriage Research are working closely with the Early 
Pregnancy Unit at Birmingham Women’s Hospital to reduce the number of miscarriages, and improve 

the care of people going through miscarriage.

Folic acid and vitamin D

Take 400mcg a day from 
3 months before trying 
for a baby until week 12 
of pregnancy. This gives 
protection to the baby 
against spina bifida and 
other neural tube defects.  

You should take the higher dose of 5mg 
daily if you have epilepsy, diabetes, a BMI 
higher than 30 or if you have had a baby 
affected by, or a family history of, spina 
bifida. Get a prescription from your GP

Vitamin D is an essential nutrient 
regardless of whether you’re pregnant.
You should take a 10 microgram (or 400 IU) 
supplement of vitamin D each day

Smoking 

If you smoke, quitting is the best possible 
thing you can do. It affects male and female 
fertility as well as harming the developing 
baby. It also increases the chances of 
miscarriage and harms the baby’s health. 

If you smoke, get support to stop. Nicotine 
replacement therapy (NRT) is safe in 
pregnancy. The evidence around using vapes 
to quit isn’t clear but we know it is safer than 
smoking tobacco as the toxins and poisons 
in tobacco smoke are very harmful.

NHS Smokefree helpline 
0300 123 1044 or get the 
Quit Smoking app here

You can take a quiz to see 
whether there are other 
risks you could reduce. 

Search “Tommy’s 
planning for pregnancy 
tool” or use this QR code:
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Patient Information Sheet - After 3 Miscarriages

When’s the right time to try again? 

There is no right answer but there is no physical reason that you should not 
try when you feel able. Generally, women try again when they feel physically 
and mentally better. There is some evidence that getting pregnant in the first 
6 months after a miscarriage lowers your risk of miscarriage next time. 

Will I have another miscarriage? 

You are more likely to have a successful pregnancy than another miscarriage  
even after 3 miscarriages, but sadly it’s not guaranteed. You can visit the  
Tommy’s Miscarriage Tool at www.miscarriagetool.tommys.org to find out 
what your chance is, when other factors have been taken into account.

Can I reduce my risk of another miscarriage?  

There are areas where we can all improve our general health and reduce the 
risk of miscarriage, but however hard you try, you can’t completely rule out 
the chance of another miscarriage. No one can.

It’s helpful to know the difference between a risk and a cause. Take alcohol 
for example: we know that regular or heavy drinking in pregnancy raises the 
risk of miscarriage; but even if you drank alcohol in your last pregnancy, that 
doesn’t mean it caused your miscarriage.

If you have any bleeding in your next pregnancy, you should be started on progesterone 
vaginal pessaries, 400mg twice daily from when the bleeding starts, until 16 weeks of 
pregnancy to reduce the risk of miscarriage.

What can you and your partner do? 

Your health before pregnancy will affect the lifelong health of your baby.  
By following the advice on the next page you can: 
• improve your fertility 
• protect your baby’s future health 
• bring down your risk of problems in pregnancy. 

Dear 

We are so sorry you have suffered another miscarriage. We appreciate this is an 
extremely difficult time for you and we hope to offer you support and advice. 

It is not always possible to find out the reason miscarriages happen. However, 
we’d like to refer you to our Recurrent Miscarriage Clinic, where a specialist will 
arrange for tests and advice for future pregnancies.

It’s really important to remember that if you choose to try again, your chance of a 
successful pregnancy remains high. 

These are some of the answers to questions with QR codes for more information.
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Diet
Eat a healthy balanced 
diet with plenty fruit and 
vegetables 

Tips for healthy 
eating

Alcohol
There is no known safe level of alcohol  
in pregnancy. We know that drinking  
large amounts of alcohol increases the  
risk of miscarriage. 

Because you will not know you’re pregnant 
for the first few weeks, the safest thing to 
do is not drink any alcohol at all if you’re 
trying for a baby. 

Drinking more than the recommended 
limit (14 units/week) can affect male 
fertility too.

Caffeine

Too much caffeine in 
pregnancy has been 
shown to be harmful to 
the developing baby. 

If you’re planning to conceive, you should 
consider limiting your caffeine intake to 
200mg a day. 

Use this handy caffeine calculator  
to see how much you have in a day

Exercise

Being sedentary (sitting down a lot) raises 
the risk of pregnancy complications. We 
recommend that you stay active for at 
least 20-30 minutes, 3 times a week. 

You and your partner may find it helpful 
to support each other to lead a healthier 
lifestyle. This has health benefits for your 
body and mood and it could reduce the 
risk of miscarriage.  

Long term illness

If you have a long-term illness, such as 
epilepsy, diabetes or a mental health 
condition that needs medication, talk to a 
doctor about the medication you are on. 

They will make sure you are on the safest 
medication for pregnancy and support 
you make sure your condition is under 
good control. This can help reduce the 
chance of miscarrying and support a 
healthy pregnancy.  

Weight

If you are underweight or 
overweight, aim to come 
closer to a healthy body 
mass index (BMI). This is 
between 18.5-24.9.

Try this BMI calculator

Coping with stress and anxiety 

It’s normal to feel very low after a 
miscarriage, but for most people this 
feeling should start to improve after some 
time. It can affect women or birthing 
people and men. It’s important to be 
kind to yourself and talk to someone 
about how you are feeling. This could be 
your partner, friends, 
family or your GP, 
a Tommy’s midwife 
or The Miscarriage 
Association.

If you would like to 
speak to a Tommy’s 
midwife, email midwife@tommys.org 
or call them for free on 0800 014 7800 
(Monday to Friday, 9am to 5pm)

For some people, losing a baby can 
lead to anxiety, depression or PTSD. It’s 
really important to see your GP to be 
assessed and referred for support and/or 
treatment.



What can men do?

Smoking, drinking too much alcohol, 
being overweight and having a diet that 
is not high in nutrients can all affect the 
quality of sperm. To make sure sperm 
is healthy, we advise men to ejaculate 
regularly (every day if possible).

What can my GP do? 

Your GP can help guide you to specialist 
services (smoking cessation, dieticians,  
weight loss programmes) and help get 
long term conditions in control where 
needed before you try for a baby again.  

They can also help you get support and 
treatment if you are concerned about your 
mental health after your loss (this is not 
uncommon).  

If you have bleeding early in your 
next pregnancy, your GP or early 
pregnancy unit may be able to prescribe 
progesterone, Utrogestan vaginal 
pessaries, 400mg twice a day from when 
the bleeding starts up to 16 weeks.

We wish you all the very best and please remember that the majority of women will have a 
healthy pregnancy even after 3 miscarriages.  

The team at Tommy’s National Centre for Miscarriage Research are working closely with the Early 
Pregnancy Unit at Birmingham Women’s Hospital to reduce the number of miscarriages, and improve 

the care of people going through miscarriage.

Folic acid and vitamin D

Take 400mcg a day from 
3 months before trying 
for a baby until week 12 
of pregnancy. This gives 
protection to the baby 
against spina bifida and 
other neural tube defects.  

You should take the higher dose of 5mg 
daily if you have epilepsy, diabetes, a BMI 
higher than 30 or if you have had a baby 
affected by, or a family history of, spina 
bifida. Get a prescription from your GP

Vitamin D is an essential nutrient 
regardless of whether you’re pregnant.
You should take a 10 microgram (or 400 IU) 
supplement of vitamin D each day

Smoking 

If you smoke, quitting is the best possible 
thing you can do. It affects male and female 
fertility as well as harming the developing 
baby. It also increases the chances of 
miscarriage and harms the baby’s health. 

If you smoke, get support to stop. Nicotine 
replacement therapy (NRT) is safe in 
pregnancy. The evidence around using vapes 
to quit isn’t clear but we know it is safer than 
smoking tobacco as the toxins and poisons 
in tobacco smoke are very harmful.

NHS Smokefree helpline 
0300 123 1044 or get the 
Quit Smoking app here

You can take a quiz to see 
whether there are other 
risks you could reduce. 

Search “Tommy’s 
planning for pregnancy 
tool” or use this QR code:
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