Journal Article

Critique the assigned article from the journal of obstetric, gynecologic, & neonatal
nurses (jognn). Critique the article in 1000 typed words or less. Must include (20
points each):

1. Objective

2. Design/instrument

3. Setting and participants
4. Outcome measure

5. Conclusion (In own words)

You will receive your article on March 7, 2022. Please print article from book and
returned book to me BEFORE you leave campus (Failure to do so will result in 5
points being deducted for each day. This assignment is MANDATORY to
complete clinical). This assignment is due on April 4, 2022 for ALL GROUPS by
0001to receive credit. *Must be in APA format to receive full credit.




How to critique a journal article

1. Title page must include: Running head, title, student name, class, date, instructor
name.
2. Citation ol article noted on second page above title: See Below
Lee, O., Maerten-Rivera, J., Penfield, R.D., LeRoy, K. & Secada, W.G. (2008). Science
achievement of English language learners in urban elementary schools: Results of
a first year professional development intervention. Journal of Research in Science
Teaching, 45, 31-52. doi:10.1002/tea.20209

Objective

1. Is there a statement of the objective?
2. Is the objective “researchable™? That is, can it be investigated through the

collection and analysis of data?
3. Is background information on the objective presented?
4. Is the educational significance of the objective discussed?

Participants (sample) and setting

I. Describe the sample used; is the size and major characteristics of the
population studied described?

2. If a sample was selected, is the method of selecting the sample clearly
described?

3. Is the method of sample selection described one that is likely to result in a
representative, unbiased sample?

4. Are the size and major characteristics of the sample described?

5. Was the setting appropriate enough to result in a representative, unbiased

sample?
Instrument

. Describe the instrument (s) used.

. Is the rationale given for the selection of the instrument(s) used?

. Is each instrument described in terms of purpose and content?

. Are the instruments appropriate for measuring the intended variables?

. Is evidence presented that indicates that each instrument is appropriate for the
sample under study?

. Is instrument validity discussed and coefficients given if appropriate?

- Is reliability discussed in terms of type and size of reliability coefficients?

. If an instrument was developed specifically for the study, are the procedures
involved in its development and validation described?

. How was the data analyzed?
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Design

1. Describe the type of design used?

2. Is the design used appropriate for the study? If not, what design would have
been more appropriate?

3. Is the design appropriate for answering the questions or testing the hypotheses
of the study?

Conclusion

In your own words discuss results, recommendations, and how the study will
benefit nursing.

*Paper must be in APA format
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ABSTRACT

Objectives: To evaluate the reliability and validity of the Perinatal Grief Intensity Scale (PGIS) for identifying a woman’s
grief intensity in the immediate subsequent pregnancy after a miscarriage, stillbirth, or neonatal death.
Design/Setting/Participants: A web-based approach was used to collect data from 227 pregnant women after each
woman had experienced a perinatal loss in her previous pregnancy.

Methods: Participants completed a demographic information form and the 14-item PGIS.

Results: Cronbach's alphas for the PGIS total scale and subscales werg high: 0.75 (PGIS total), 0.80 (Reality), 0.82
(Confront Others), and 0.80 (Congruence), which indicated good internal consistency reliability. Validity was supported
by factor analysis of the PGIS, which accounted for 66.94% of the total variance. Mothers in the neonatal death group
experienced more intense grief, as measured by the PGIS, when compared with mothers in the miscarriage or stillbirth
groups.

Conclusions: Data from this study provided initial support for the reliability and validity of the PGIS in women in
their immediate subsequent pregnancies after perinatal loss as well as the concepts of the grief intensity theoretical
framework.
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he purpose of this study was to evaluate the
T reliability and validity of the Perinatal Grief In-
tensity Scale (PGIS) for identifying the intensity of
awoman's grief in the subsequent pregnancy after
amiscarriage, stillbirth, or neonatal death. Miscar-
riage, stillbirth, and neonatal death represent early
pregnancy, late pregnancy, and postpregnancy
losses, respectively. They occur in approximately
25% of all pregnancies, and when considered
together they are called perinatal loss (Hutti,
Armstrong, & Myers, 2011). The mental health
consequences of perinatal loss are significant,
common, and well documented (Lang; Fleiszer,
Duhamel, Sword, Gilbert, & Corsini-Munt, 2011;
Woods-Giscombé, Lobel, & Crandell, 2010). Be-
yond expected normal grieving, mothers may ex-
perience high levels of anxiety (Armstrong, Hutti,
& Myers, 2009; Gaudet, Séjourné, Camborieux,
Rogers, & Chabrol, 2010; Woods-Giscombé
et al.), depression (Gaudet et al.; Gausia, Moran,
Ali, Ryder, Fisher, & Koblinsky, 2011; Swanson,
Hsien-Tzu, Graham, Wojnar, & Petras, 2009; Su-
tan et al., 2010), posttraumnatic stress (Armstrong

et al, 2009; Jind, 2003), and marital discord
and divorce (Gausia et al.; Gold, Sen, & Hay-
ward, 2010; Lang et al.). For sdme grieving par-
ents, the mental health consequences of peri-
natal loss may last many years (Schaap et al.,
1997).

In the only study of conception rates after a pre-
vious loss, Cuisinier, Janssen, deGraaw, Bakker,
and Hoogduin (1996) found 86% of parents be-
came pregnant again within 18 months. However,
the mental health consequences of a previous
perinatal loss often do not resolve with the birth
of a subsequent healthy infant (Blackmore et al.,
2011). Many parents will continue to grieve pre-
vious losses during the next pregnancies and
will continue to experience high levels of anxi-
ety (Armstrong et al., 2009; Couto et al., 2009;
Hutti et al., 2011; Woods-Giscombé, et al., 2010),
depression (Couto et al.: Armstrong et al., 2009;
Hutti et al, 2011) and posttraumatic stress
(Armstrong, et al., 2009 O'Leary, 2005). In-
creased use of health care resources during the
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hospital discharge, which makes it difficult to use
therr behavior as a guide for need for follow-up

Identification of parents who may experience intense grief and
by health care providers. An instrument that could

need for follow-up cannot be accurately determined by parental
behavior soon after a perinatal loss.

subsequent pregnancy (Hutti et al.; Robson,
Leader, Bennetft, & Dear, 2010) and increased
postpartum depression after delivery of the subse-
quent healthy infant (Armstrong, 2007; Blackmore
et al.) are also common

However, not all parents who have a perinatal loss
will experience a grief reaction (Hutti, 1992). The
presence of grief is mediated by the presence of
prenatal attachment (C6té-Arsenault & Dombeck,
2001; Hutti; Uren & Wastell, 2002). According to
Hutti, attachment occurs initially as the idea of the
pregnancy becomes a reality for the parents; once
that occurs, the fetus becomes real to them. C6té-
Arsenault and Dombeck (2001) designated this as
a process of assigning personhood to the fetus.
Parents become prenatally attached over time as
they perceive specific characteristics and a per-
sonality in their unborn infants (Hutti). Mothers and
fathers often accomplish this process at different
rates. The mother has early pregnancy symptoms
” that usually help make the pregnancy and fetus

reality for her sooner than for the father. Once
an attachment has formed and a loss occurs, a
grief reaction will follow (Hutti; Shreffler, Greil, &
McQuillan, 2011). If parents have not yet become
attached to the fetus and a loss occurs, they may
not experience a grief reaction (Hutti). Therefore,
the loss may be perceived as something other
than the death of a child, and the typical hospi-
tal interventions used by maternity nurses after
a perinatal loss may be inappropriate (e.g., sug-
gesting a funeral or memorial service: naming the
deceased fetus).

Accurately identifying parents who are grieving
and need follow-up from those who are not griev-
ing may be difficult in the early hours or days after
perinatal loss. Parents respond to the diagnosis of
aperinatal loss in ways that vary widely. Some are
immediately responsive and may grieve openly.
Others may experience little or no grief but may
be very frightened about the bleeding and pain
they or their partner is experiencing. Still others
may grieve and experience a phase of shock and
numbness in the first hours to days after a perina-
tal loss, during which they may not demonstrate or
express their grief to health care providers (Hutti,
1992; Rowlands & Lee, 2010). They may not move
out of this phase of shock and numbness until after
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identify parents at greatest risk of intense grief af-
ter a perinatal loss and therefore, with grealest
need for follow-up, would be very helpful to ob-
stetric providers

Theoretical Framework for the

Perinatal Grief Intensity Scale

The theoretical framework for the PGIS was based
on Dougherty's model of cognitive representa-
tion (1984) and developed for use in a perinatal
loss population based on a qualitative study con-
ducted by Hutti (1992). The theoretical framework
assists clinicians to better anticipate which par-
ents may be most likely to experience intense grief
and need for follow-up after perinatal loss

The theoretical framework explains the relation-
ship between the parents’ perceptions of the event
of perinatal loss and their behavior subsequent to
theloss.Theframeworkisbasedontheasswnp-
tion that the most critical influence of parents’ be-
havior and actions after a perinatal loss is how
the mother or father perceived the experience of
the loss, rather than the actual facts surround-
ing the event. In the development of the theo-
retical framework, Hutti (1992) found three fac-
tors influenced grief intensity after pregnancy loss:
(a) perceived reality of the pregnancy and infant,
(b)congruence between the experience of the ac-
tual loss and the parents’ standard of the desirable
(or perceived ideal against which the experience
is being evaluated), and (c) the ability of parents
lo make decisions or act in ways to increase this
congruence.,

Reality of the Pregnancy and Infant

According to Hutti's framework (1992), prenatal
attachment begins when the pregnancy and fetus
become real to the parents. If parents experience
a miscarriage, stillbirth, or neonatal death after at-
tachment to the fetus or infant has occurred, an
intense, long-lasting grief response will result. If
parents have become attached to the pregnancy,
but the fetus is still perceived as generic, without
specific personality traits and identity, a relatively
short, less intense grief reaction will follow. If a
loss occurs before the parents have become at-
tached to the pregnancy, fetus, or infant, little or
no grief response will ensue, but parents may be
very distressed regarding the physical symptoms

http/jognn.awhonn.org
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of cramping and bleeding that are often part of the
experience of perinatal loss (Hutti)

Congruence between the Experience of
the Actual Loss and the Parents’
Standard of the Desirable

The standard of the desirable is the perceived
ideal against which parents evaluate their expe-
rience of perinatal loss. It is the individual mea-
suring stick each parent uses to determine if the
experience of the loss is unfolding in the least trau-
matic way possible. Unless parents have had a
previous perinatal loss, they usually do not have
a standard of the desirable already developed for
the experience of the loss. Therefore, the stan-
dard of the desirable generally develops as the
experience unfolds, often in response to nega-
tive events. An example of the development of
a parent’s standard of the desirable is when a
nurse avoids contact with a bereaved parent, and
the parent responds by thinking, “I don't like it
when the nurse does that; | wish she would talk
to me and just say something like ‘I'm sorry for
your loss' instead” (Hutti, 1992; Hutti et al., 1998;
Hutti, 2005).

Even if parents do not experience intense grief
with their perinatal loss, the experience is always
difficult. A loss often is accompanied by bleed-
ing and pain, fear of the unknown, guilt, worry,
and interaction with family members, friends, and
health care providers who may not know how to
appropriately comfort and support the parents.
When the experience of the actual loss is congru-
ent with the parents’ standard of the desirable, it
indicates that family members, friends, and health
care providers are finding words and actions that
parents perceive as supportive in the midst of the
difficult experience. In this situation, the parents
often will feel satisfied with their interactions with
others and generally will feel supported in their
experience of the perinatal loss. When the expe-
rience of the actual loss is widely divergent from
the standard of the desirable, it is perceived as
unfolding in a way that parents find unsupportive
and unacceptable, and parents often respond with
anger and feelings of victimization (Hutti, 1992;
Hutti et al., 1998; Hutti, 2005).

The ability of parents to make decisions
or act in ways to Increase congruence.

If the experience of the actual loss is developing
in a way that is widely divergent from the parents’
standard of the desirable, parents may choose to

JOGNN 2013; Vol. 42, Issue 6

be assertive and confront athers about their un-
supportive words and/or behaviors. If parents are
able o lell others what they want and need, often
their experience of the actual loss may be modified
s0 that it more closely aligns with their standard of
the desirable. Another option is for nurses to find
out whal parents want and need and then serve as
advocales in getling these needs met. If parents
are unable to be assertive, and if nurses are unwill-
ing o serve as their advocates, then parents may
feel even more traumatized by the experience of
the perinatal loss, thus adding to their grief inten-
sity (Hutti, 1992; Hutti et al., 1998; Hutti, 2005)

In summary, grief after perinatal loss may range
from no grief to an intense, long-lasting response
Hutti (1992) found the most intense grief response
was associated with parents who perceived the
pregnancy and fetus or infant as real, perceived
the experience of the actual loss as widely diver-
gent from the parents' perceived ideal, and per-
ceived themselves as unable to do anything about
it (see Figure 1).

Purpose. The purpose of this study was to evaluate
the reliability and validity of the PGIS for identifying
a woman'’s grief intensity in the subsequent preg-
nancy after a miscarriage, stillbirth, or neonatal
death.

The specific aims of the study were to

1. Evaluate the dimensionality of the PGIS in
women who are in the immediate subsequent
pregnancy after a perinatal loss.

2. Evaluate the internal consistency of the over-
all PGIS scale and its subscales.

3. Determine whether grief intensity measured
by the PGIS varies by type of loss in order
to evaluate the construct validity of the mea-
sure.

Hypothesis 1: Women who experience miscar-
riage will have a significantly lower mean PGIS
score than those with neonatal death.

Hypothesis 2: Women who experience stillbirth
will have a significantly lower mean PGIS score
than those with neonatal death.

Methods

Design

A descriptive, correlational research design was
used in this cross-sectional, web-based study.
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Figure 1. Perinatal Grief Intensity Theoretical Framework.

Sample

To enroll in the study, participants had to be
currently pregnant and greater than 20 weeks
gestation; had to have experienced a previous
miscarriage, stillbirth, or neonatal death in their
immediate past pregnancy; and had to be older
than age 18, and speak English. Participants were
477 women who met the study inclusion criteria,
accessed the web site over an 11-month period,
and attempted to answer at least one question.
The total sample size was based on the number of
participants who answered all of the PGIS ques-
tions. A total of 227 women (48%) completed the
data form and composed the sample for this study.
This sample size afforded sufficient power (greater
than 80%) to test the hypotheses. No Bonferroni
corrections were performed because every out-
come was viewed as important in isolation. Al-
though the study was not restricted by gender,
only women chose to participate.

Measures

The PGIS is a 14-item self-report questionnaire
that was tested initially in a sample of 186 women
who had experienced a miscarriage. Scoring of
the PGIS is based on a 4-point Likert-type scale
(1 = strongly agree, 4 = strongly disagree). Items
1,2, 3, and 6 are reversed before obtaining item
scores. The mean score for,each subscale is com-
puted by averaging subscale item scores and may
range from 1-4. The total PGIS score is obtained
by the following equation: Total PGIS score = 3.08
+ (.41 x mean Reality subscale score) - (0.2 x
mean Confront Others subscale score) - (.15 x
mean Congruence subscale score). Bold num-
bers are constants in this equation. Higher total
scores reflect more intense grief (Hutti etal., 1998).

JOGNN, 42, 697-706; 2013. DOI: 10.1111/1552-6909. 12249

After the initial factor analysis (Hutti et al., 1998),
three factors were extracted as predicted and
were named: (a) realty of the pregnancy and fetus
(Reality), (b) congruence between the experience
of the actual loss and the standard of the de-
sirable (Congruence), and (c) ability to confront
others (Confront Others). The Reality subscale
consisted of six items, which asked bereaved par-
ents about their perceptions of how real the preg-
nancy or infant were to them at the time of the loss.
Understanding how mothers perceive the reality of
their pregnancies and infants is critical for health
care providers to grasp the significance of the loss
for the parent, and whether to treat it as a death.
An example of a reality item is “I felt | had lost
my son or my daughter, not just my pregnancy.”
The eigenvalue for the Reality subscale was 4.53,
Cronbach's alpha was 89, and the subscale
accounted for 32.25% of the total variance (Hutti
etal.).

The Congruence subscale consisted of four items
that asked bereaved parents about their percep-
tions of the congruence between the experience
of the actual loss and their perceived ideal of
standard of the desirable. An example of a con-
gruence item is “During and after my perinatal
loss, | was satisfied with the way my loss expe-
rience unfolded, given that | had to go through it."
The eigenvalue for the Congruence subscale was
3.11, Cronbach's alpha was .71 . and the subscale

accounted for 10.4% of the total variance (Hutti
etal., 1998)

The Confront Others subscale consisted of four
items that asked bereaved parents about their
perceived ability to make decisions or act

hitp://jognn.awhonn.org
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assertively o increase the congruence between
the actual loss they were experiencing versus their
perceived ideal. An example of a Confront Others
itern is “In the first hours and days after my loss,
If people said or did things that made me feel
bad, | was able 1o ask them to stop.” The eigen-
value for the Confront Others subscale was 1.46,
Cronbach's alpha was .84, and the sUbscale ac-
counted for 22.2% of the total variance.

The three subscales together accounted for 65%
of the total variance, and had a Cronbach’s alpha
of .82. The factor correlation matrix demonstraled
low correlations between factors, which indicated
that although a relationship existed among the fac-
tors, they measured different facets of grieving
(Hutti et al., 1998).

Procedure

The study was reviewed and approved by the In-
stitutional Review Board of a southern metropoli-
tan university. Participants were recruited through
the Internet from messages and links on women's
health, pregnancy, perinatal loss, and perinatal
loss support web sites. Participants were directed
to the study web site and were asked to read a
cover letter on the web site that introduced the in-
vestigators and described the study purposes in
English at a fourth-grade reading level to increase
readability and suitability. The cover letter was fol-
lowed up by a consent letter in which participants
provided consent before they could complete the
study instruments. If they did not click / agree to
participate, then study instruments remained un-
available. When they agreed to participate, study
instruments were presented with a demographic
data form first, followed by the PGIS (Hutti et al.,
1998).

The study instruments and data form were com-
pleted in a point-and-click fashion. In addition, a
counting system kept track of the number of peo-
ple who logged onto the web site, visited the study
introduction, completed the consent page, and
completed all or part of the survey instrument.
The web site also was set up so that once the
participants completed the survey they could not
re-access the web site from the same IP address.

Data Analysis

Three loss groups were identified by participants
who had experienced a previous perinatal loss: (a)
before 20 weeks of gestation (miscarriage), (b) af-
ter 20 weeks of gestation but before a live birth
(stilbirth), and (c) after a live birth but within the

JOGNN 2013; Vol. 42, Issue 6
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newborn’s first 28 days of life (neonatal death)

Chi-squared analysis was used lo evaluate differ-
ences among Ihe three loss groups lor categorical
socio-demographic variables. Differences among
the groups in continuous sociodemographic vari-
ables were tested using one-way ANOVA. Before
the use of ANOVA, an exploratory analysis indi-
cated that the assumption of normality was met
for all variables examined. When extreme oulliers
were found by examining box plots, they were re-
moved from the analysis. Exploratory factor analy-
sis was conducted to examine the dimensionality
of the PGIS. Cronbach's alpha was used lo eval-
uate the internal consistency reliability of the total
PGIS and its subscales.

A one-way ANOVA was performed to evaluate
whether differences in scores of the PGIS existed
based on the type of perinatal loss participants
experienced in the previous pregnancy (miscar-
riage, stillbirth, or neonatal death). Tukey's post
hoc pairwise comparison tests were performed
to determine where the difference between the
groups occurred. All data were downloaded in en-
crypted files from the web site and then analyzed
using SPSS 19.

Results A
Participants .

The mean age of the women in this study was
31 years (SD = 5.9), the majority were White, and
three fourths lived in the United States. More than
one half of the participants had a college degree
or higher and an income of $50,000 or more. The
vast majority was married and had experienced
either one or two previous perinalal losses (see
Table 1).

Internal consistency reliability. The Cronbach’s al-
phas for the PGIS total scale and subscales were
high: 0.75 (PGIS total), 0.80 (Reality), 0.82 (Con-
front Others), and 0.80 (Congruence), indicating
good reliability. Cronbach's alphas stratified by
loss group were also high, which indicated good
internal consistency reliability (see Table 2).

Dimensionality. Exploratory factor analysis (EFA)
was conducted to identify the latent structure of
the 14-item PGIS. Before conducling the EFA,
we tested several of the slatistical assumptions
necessary for such an analysis. The Kaiser-
Meyer-Olkin index of sampling adequacy was
0.70, which indicaled that partial correlations
were small and that lhe malrix was suitable
for factor analysis (Tabachnick & Fidell, 2001).
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Table 1: Soclodemographic Characteristics
of the Study Sample (N = 227)

Table 2: Cronbach’s Alphas Stratified by
Group

Variable/Category n(%)
Female 227 (100%)
Race
White 177 (78.0%)
Other 50 (22.0%)
Education
<4 years College 68 (Sq 0%)
College Degree 92 (40.5%)
Master's Degree or Above 38(16.7%)
Missing 29 (12.8%)
Income
«<$49, 999 68 (30 0%)
$50,000 - §75, 999 51(225%)
>$80, 000 80 (35.2%)
“Missing . 28 (12.3%)
Married
Yes 204 (89.9%)
. No 20(8.8%)
¥ Missing 3(1.3%)

Gestational Age Loss Group

Miscarriage T 96(423%)
Stillbirth 82 (36.1%)
Neonatal Death 49 (21.6%)
Location

USA 171(75.3%)
Central America . 33 (14.5%)
Other 17 (7.6%)
Missing 6(26%)
Mean Age (SD) 31.0(59)

Note. SD = standard deviation

Bartlett's test of sphericity was statistically signifi-
cant (x? = 203.16, df= 91, p < 0.001), and no ev-
idence of multicollinearity or singularity was found
(Tabachnick & Fidell). These results showed that
the EFA could be adequately performed. In order
to determine the number of factors to retain, two
methods were used: (a) the eigenvalues grealer
than 1 rule, and (b) the scree plot to identify the
number of factors above the elbow to retain and
rotate (Cattell, 1966).

JOGNN, 42, 697-706; 2013. DOI: 10.1111/1552-6908. 12249

Miscarriage  Stillbirth  Neonatal Death

Group Group o Group
PGIS Total 077 079 068
Reality 079 086 071
Confront Others 0 84 0.87 075
Congruence 083 0.88 072

Note. PGIS = Perinatal Grief Intensity Scale

For initial examination of the items, principal com-
ponents analysis with varimax rotation was used
lo maximize varlance. This revealed three factors
with an eigenvalue greater than one. In addition,
the scree plot results suggested a three-factor so-
lution similar to the original factor analysis in which
three factors were retained (Hutti, dePacheco, &
Smith, 1998). Because there were no items with
a factor loading less than 0.40 and none cross-
loaded, all of the original 14 PGIS items were
retained.

These three factors accounted for 66.94% of the
total variance (see Table 3). Judged by item con-
tent, the first factor comprised a combination of
all the Congruence and Confront Others items as
found in the original factor analysis (Hutti et al.,
1998). This first factor was labeled Satisfaction
and accounted for 34.62% of the variance. The
second factor focused on all items associated
with reality of the pregnancy (Q1, Q5-Q6) and
was labeled Reality of the Pregnancy; it accounted
for 22.13% of the variance. The third factor con-
tained all items associated with reality of the fe-
tus/newborn (Q2-Q4) and was labeled Reality of
the Baby; it accounted for 10.19% of the variance.

Variations in grief intensity by type of loss. The
PGIS total scores varied by type of loss in the sub-
sequent pregnancy after a perinatal loss, A474,
2)] = 1458, P = .002. Post hoc comparisons
demonstrated a significant mean difference of
1.16 between the stillbirth group (X = 2.81) and
the neonatal death group (X = 3.97, P = .02),
which indicated that the neonatal death group
participants reported more intense grief in the
subsequent pregnancy than the stillbirth group.
In addition, post hoc comparisons indicated a
significant mean difference of 0.13 between the
miscarriage group (X = 3.84) and the neona-
tal death group (X = 3.97, P = .007), which
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Table 3: Varimax Rotation of Three Factors Using Exploratory Factor Analysis for the Peri-

natal Grief Intensity Scale

Factors
Items | ] n
I felt satisfied with the way my loss experience unfolded, given that | had to 63
go through it '
| felt satisfied with my interactions with my family. 85
| felt satisfied with my interactions with my nurses 56
I felt satisfied with my interactions with my friends. 78
In the first hours and days after my pregnancy loss/baby's death | was able Al
to ask people who said or did things that made me feel bad to stop.
In the first hours and days after my pregnancy loss/baby's death | was able 76
to resolve problems if something happened that | did not like.
In later weeks after my pregnancy loss/baby’s death | was able to ask people 79
who said or did things that made me feel bad to stop.
In later weeks after my pregnancy loss/baby's death | was able to resolve 70
problems if something happened that | did not like
At the time my pregnancy loss/baby’s death the pregnancy did not seem real 85
to me
At the time my pregnancy loss/baby's death occurred, my pregnancy and” 93
baby seemed real to me. «
At the time my pregnancy loss/baby’s death it seemed like the loss of 50 i
pregnancy not the loss of a baby. o
At the time my pregnancy loss/baby's death | did not think of the baby as a "85
person.
At the time my pregnancy loss/baby’s death | did not think of the baby as . 67
having a personality yet @
At the time my pregnancy loss/baby’s death | felt that | had lost my son or my 87
daughter.
Eigenvalue 484 3.10 143
Explained Variance 34.62% 22.13% 10.19%

Note. “Only factor loadings of .40 or above are shown. ®Factors: | = Satisfaction; Il = Reality of Pregnancy; Il = Reality of Baby.

indicated that the neonatal death group experi-
enced more intense grief when compared with the
miscarriage group. The mean difference of 0.08 on
the PGIS between the miscarriage and stillbirth
groups was not significantly different. No other
pairwise comparisons achieved significance.

Discussion

The PGIS demonstrated good beginning total
and subscale internal consistency reliability when
used in subsequent pregnancy after all types of
perinatal loss, including miscarriage, stillbirth, and
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neonatal death. The original 14 items of the PGIS
were retained in this second factor analysis and
also loaded onto three factors. However, the items
loaded into the three factors somewhat differently
in this second analysis compared with the first
(Hutti, dePacheco, & Smith, 1998). In the first
factor analysis, items loaded onto concepts de-
scribed as reality of the pregnancy and fetus (Re-
ality), congruence between the experience of the
actual loss and the parents’ standard of the de-
sirable or perceived ideal against which the ex-
perience is being evaluated (Congruence), and
the ability of parents to make decisions or act




S ——

Gestational age of the fetus is not a reliable predictor of grief
intensity and need for follow-up after perinatal loss.
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in ways lo increase this congruence (Confront
Others) (Hutti, 1992, Hutti, 2005).

In the current factor analysis, the first factor con-
sisted of all of the Congruence and Confront Oth-
ers items, which were loaded together into a single
factor. The second factor consisted of all Reality
items associated with the realify of the pregnancy.
The third factor consisted of all Reality items as-
sociated with the reality of the infant. It is not sur-
prising that the Congruence and Confront Others
items were loaded together. In our clinical experi-
ence, the congruence between the experience of
the actual loss and the parents' standard of the de-
sirable is constantly being moderated by the moth-
ers' ability or inability to be assertive about their
needs and desires during a perinatal loss, and
to confront others when necessary—-or to have
an advocate who will do so for them. Together,
the concepts of Congruence and Confront Oth-
ers form an overall satisfaction with the care and
support received by significant others (e.g., fam-
ily, friends, health care providers) during the ex-
perience of the loss. When a mother experiences
low congruence with her standard of the desirable
(e.g., nothing is occurring as the mother believes
it should) and the mother perceives herself as un-
able to confront others about this incongruity, she
will often feel angry and unsupported in the expe-
rience of the loss. When a mother who feels angry
and unsupported also experiences a pregnancy
of high reality, that is, the pregnancy and the infant
are real to the parent, intense grief is likely to occur
(tReality 4+ | Congruence + | Confront Others =
Intense Grief).

When the mother experiences high congruence
with her standard of the desirable (e.g., almost

everything is occurring as the mother believes it

should) and she is able to confront others when in-
congruity exists, the mother often will feel a sense
of satisfaction with care and support received dur-
ing the experience of the perinatal loss. If the
mother generally feels satisfied with her care and
support also experiences a pregnancy of low re-
ality, that is, neither pregnancy nor fetus or infant
are real to the parent, little or no grief is likely to
occur (} Reality + 1 Congruence + t Confront
Others = Little or No Grief). Thus, the concepts
of Congruence and Confront Others form the ba-
sis of a mother’s satisfaction with her care. This
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satisfaction, coupled with how she perceives the
reality of the pregnancy and infant, form the basis
for whether she will experience intense grief after
perinatal loss.

From a theoretical perspective, this study sup-
ports the concepts of the grief intensity theoretical
framework of reality of the pregnancy and fetus,
congruence between the experience of the actual
loss and the mothers' standard of the desirable,
and the ability of mothers to make decisions or act
inways lo increase lhis congruence. The concepts
of Congruence and Confront Others work together
to influence the mother's overall salisfaction with
care and support received by family members,
friends, and health care providers during the ex-
perience of the perinatal loss.

Grief intensity varied significantly by type of loss,
with the neonatal death group exhibiting the most
intense grief compared with the stillbirth and mis-
carriage groups, thereby supporting the construct
validity of the PGIS. Although grief intensity scores
were higher in the stillbirth group than the mis-
carriage group, the difference was not statistically
significant. It has been long known that seeing
and holding an infant after birth will significantly
enhance attachment (Kennell & Klaus, 1998). This
enhanced attachment should translate into more
intense grieving in the event of a neonatal death.

If a fetus should die during pregnancy, it is un-
likely that attachment to the pregnancy and fetus
is a matter of only having an increased gestational
period (Shreffler et al., 2011). In this study, no dif-
ferences in grief intensity were found in the miscar-
riage and stillbirth groups. Health care providers
often expect that a parent who experiences a
longer gestation and has a stillbirth always will
grieve longer and more intensely when compared
with a parent who has been pregnant for a few
weeks or months and then experiences a miscar-
riage. Although it is common for parents of still-
born neonates to grieve intensely, numeroug’stud-
ies have documented that women and men who
experience the loss of an early pregnancy may
and often do experience significant grief as well
(Hutti et al., 1998; Swanson et al., 2009; Swanson,
Connor, Jolley, Pettinato, & Wang, 2007). Gesta-
tional age of the fetus is not a reliable predictor
of grief intensity after perinatal loss. This is an-
other reason why it is so difficult for health care
providers to accurately identify parents in need of
grief follow-up after a perinatal loss. We hope that
the PGIS may eventually be able to assist health
care providers with the difficult clinical decisions
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about care that rest upon fully understanding the
significance the loss has for the mother, as well
as supporting a bereavement experience that is
more congruent with the mother's needs

Limitations

Because this sample was not random, the abil- -

ity to generalize to an entire population is cur-
tailed. This was an international sample, but the
degree of English fluency of those participants for
whom English was not a primary language is un-
known and may have affected understanding of
the instrument. Despite the international nature of
the sample, the race of most of the participants
was Caucasian, and responses from women of
other races may have differed significantly from
those reported here. In addition, these respon-
dents sought out this web site and study; there-
fore, their grief and its consequences may have
been more intense than that of other women who
experienced similar perinatal losses.

Conclusions

The perinatal loss literature has documented ad-
verse mental health consequences and health ef-
fects for parents and their subsequent children,
and represents a tremendous burden of disease
for the health of the nation. Improving a mother’s
mental health also may improve the health and
well-being of her family. The findings from this
study provided support for the reliability and con-
struct validity of the PGIS, which may be used
to identify women who have experienced miscar-
riage, stillbirth, or neonatal death and need inter-
vention from a health care provider for the crisis of
perinatal loss.

The PGIS initially was developed to be used in the
first hours and days after a perinatal loss to help
identify parents at risk of intense grief and in need
of follow-up care by health care providers. It now
also has been used in the subsequent pregnancy
after a perinatal loss to identify women who are ex-
periencing the most intense grief. There may be
other uses for the instrument that are still not identi-
fied. This instrument can identify women at risk of
high-intensity versus low-intensity grief reactions
after perinatal loss. It needs further evaluation to
determine cut-off scores for identifying need for
follow-up by health care providers and its validity
for predicting intense grief reactions when used
near the time of the loss. Further evaluation of the
scoring system also is warranted to determine if
the PGIS needs to be simplified for clinical use,
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It is imperative that reliable and valid clinical instruments be

developed so that health care providers direct scarce resources

to those most in need.

and if so, how that can be reliably accomplished.
These are all areas of research that merit further
study.

Researchers have been studying the psychologi-
cal consequences of perinatal loss for more than
40 years. However, very few randomized, con-
trolled nursing intervention trials have been con-
ducted to begin testing theory and frameworks
in the area of perinatal loss (Swanson, 19993,
1999b; Swanson et al., 2009). The need for the-
oretical, evidenced-based practice is significant
everywhere in nursing practice, but there is a
dearth of evidence surrounding interventions as-
sociated with nursing practice and perinatal loss.

As the researchers of this study found, it is com-
mon for mothers who experience a neonatal death
to grieve intensely. Identifying grief intensity af-
ter miscarriage or stillbirth may be more difficult
Not all mothers grieve after perinatal loss, and
for those who do, neither the gestational age of
the fetus nor parental behavior are reliable pre-
dictors of current or future grief intensity. Health
care providers want to help grieving families, but
the first step in doing so is accurately identify-
ing those who will most likely need follow-up and
support. It is imperative that reliable and valid
clinical instruments be developed so that health
care providers may direct scarce resources to
those most in need. It is time to use our accumu-
lated knowledge to also test nursing interventions
and perinatal grief clinical instruments to help pro-
mote healing and personal growth, foster couple
relationships, and improve the quality of life for
families who have experienced these devastating
losses.
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