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Abstract

This study aims to explore experiences of healthcare professionals, including midwives, obstetricians, and assistant nurses, after a perinatal
death. A qualitative study design was used, and 20 participants were interviewed. Data were analyzed using content analysis. Three categories
emerged from the data: (i) external responses, (ii) internal responses, and (iii) personal responses. Generally, there was a “culture of blame”
in response to the perinatal death among the professionals. The lack of opportunity to deal with perinatal death and having an inappropriate
way to handle feelings and experiences are the important findings of this study. If not well supported, the concerned healthcare professionals
may face serious health challenges in the long term. Hence, supportive interventions need to be designed and evaluated to provide adequate
support to the concerned professionals.

Abstract

Diese Studie untersucht die Erfahrungen Gesundheitsfachkraften (Hebammen, Gynakologen, Hilfspflegerinnen) nach einem perinatalen Tod
zu untersuchen. Es wurde ein qualitatives Studiendesign verwendet und 20 Teilnehmer/-innen wurden befragt. Die Daten wurden mittels
Inhaltsanalyse analysiert. Aus den Daten gingen drei Kategorien hervor: i) externe Antworten, ii) interne Antworten und iii) persénliche
Antworten. Im Allgemeinen gab es eine , Kultur der Schuld“ als Reaktion auf den perinatalen Tod unter den Fachleuten. Die wichtigsten Ergebnisse
dieser Studie sind die mangelnde Moglichkeit, mit dem perinatalen Tod umzugehen und eine unangemessene Art und Weise, mit Geflihlen und
Erfahrungen umzugehen. Wenn sie nicht gut unterstitzt werden, kdnnten die betroffenen Angehérigen des Gesundheitspersonals langfristig
ernsthaften gesundheitlichen Problemen ausgesetzt sein. Daher missen unterstitzende MalRnahmen konzipiert und bewertet werden, um die
betroffenen Fachleute angemessen zu unterstitzen.
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BACKGROUND to extreme stress for healthcare professionals (de Boer,

van Rikxoort, Bakker, & Smit, 2014). Perinatal death is
Midwives, obstetricians, and the assistant nurses, as well ~ defined as a stillbirth occurring at =22 completed weeks
as other healthcare professions, are exposed to stress of gestation, a death during birth, or a death during
at work (Borritz et al., 2006). Critical events may lead the first week of life (Zegers-Hochschild et al., 2009).
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Encountering perinatal death has a severe influence on
healthcare personnel. Common reactions are worry,
strain, blame, and self-blame (Andre, Dahlg, Eilertsen,
& Ringdal, 2016). The absence of acknowledging the
responses among midwives, obstetricians, and nurses
appears to be most provoking and can cause suppression
of emotions. This may further lead to unprocessed sad
experiences and low self-confidence among concerned
professionals (McCreight, 2005; Walker, Mashiach,
& Manny, 2016). Withdrawal and rejection were
shared responses to perinatal death among healthcare
professionals. These responses may further influence the
care and support they offer to the grieving relatives (Andre
et al.,, 2016). Previous literature have highlighted the
need of supporting healthcare professionals by providing
them training in communication with grieving relatives
and support from supervisors to handle their responses in
a more successful manner (Andre et al., 2016; B. André,
Frigstad, S.A., Ngst, T.H., Sjgvold, E, 2016).

The communication of feelings by the healthcare
professionals needs to be implanted in the work culture
and as an element of specialized training for nurses
(Andre et al., 2016; Shorey, André, & Lopez, 2016).
However, in acknowledging emotional responses, there
seems to be a dissimilarity among nurses and midwives as
well as doctors and obstetricians. Although nurses found
it normal to acknowledge and share their feelings, the
doctors, on the other hand, found it undesirable to show
and share their emotions (Farrow, Goldenberg, Fretts, &
Schulkin, 2013). Previous literature have shown that those
healthcare professionals who do not share or acknowledge
their emotional distress after perinatal death tend to leave
the organization, suffer with psychological distress, and
have feelings of burnout (Gold, Kuznia, & Hayward, 2008;
McCool, Guidera, Stenson, & Dauphinee, 2009). Although
midwives were found to acknowledge and share their
emotional distress, lack of organizational support made
them feel burnout and they consider leaving the profession
(Shorey et al., 2016). Even if different professions seem to
have different approaches and experiences to the perinatal
death, the burden they experience in these situations can
be equated. Other studies found no variances between
the professions in their understanding of the emotional
consequences associated with perinatal death. The feelings
of pressure, sadness, blame, grief, and mourning are the
shared feelings exhibited by midwives, obstetricians, and
nurses (Farrow et al., 2013; Gold et al., 2008; Jones &
Smythe, 2015; McCool et al., 2009; Nallen, 2007; Pastor
Montero et al., 2011; Wallbank, 2010). The need of
individualized, cultural-specific informational support and
implementing such supportive interventions right from
the professionals training schools in their curriculums
have been recommended (Ben-Ezra M, 2014; Steen,
2015; Walker et al., 2016). Reactions from healthcare

personnel meeting perinatal death in clinical practice are
encircled by “a conspiracy of silence” and “denial within
the profession” (Cowan & Wainwright, 2001; Mander,
2009; Redinbaugh et al., 2003). These responses are not
only distressing for healthcare personnel who experience
this avoidance behavior but can also affect care given to
parents (Cowan & Wainwright, 2001).
Research has shown that healthcare professionals
working in maternity units exhibit moderate secondary
stress (Beck & Gable, 2012) and midwives have
experienced clinical post-traumatic stress disorder,
which is further associated with burnout (Sheen, Spiby,
& Slade, 2015). Doctors who cared for parents with
perinatal death experienced considerable emotional
trauma, and some of them considered abandoning
their obstetric practice (Gold et al., 2008). Seeing the
importance of healthcare professionals’ experiences and
needs in caring for bereaved parents, recent reviews have
focused on the perspectives of healthcare professionals
working in maternity units (Ellis et al., 2016; Wallbank
& Robertson, 2008). As culture influences expressions
and attitudes about grief, it is important to examine the
experiences and needs of healthcare professionals from
diverse cultures (Gibson, 2006; Shorey et al., 2016).
Given this background, the following research question
will be explored:
As such this study aimed to explore the experiences of
Norwegian healthcare professionals, including midwives,
obstetricians, and assistant nurses, after experiencing
perinatal death related to
-  How do the leadership at the hospitals support
healthcare professionals in processing their emotions
and reactions?
-  How do healthcare professionals process their
emotions and reactions?
- How do these experiences
professional’s private life?

affect healthcare

METHOD

A descriptive qualitative study design was used. We
chose this design because there are few studies on this
topic (Malterud, 2001) and because this is a sensitive
topic. A semi-structured interview guide was used to
interview the participants. Data collection took place
from October 2016 to December 2016 at two public
hospitals located at the central Norway. The data were
collected in Norwegian and translated into English.

Sample
All healthcare professionals who have experienced the

perinatal death in their career were invited to participate
in the study. The inclusion criteria were (i) the healthcare
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Table 1: Examples of meaning units, condensation, categories, and coding.

Meaning units Condensation

Categories coding

It is challenging to be in these situations—
so then we went together to the delivery
room. Having security in colleagues, it is
very important, no matter what the situa-

tions are. It did not end well, but it became

as good as it possible could be.

leagues is important

Feeling safe among col-

External reactions Leadership management issues

When the mother comes to the maternity
unit, they have experienced no fetal move-
ment. They have taken ultrasound to check

it and found minus fetal sound. You may
then have some time to prepare. There may

not be so many minutes to prepare, but
some.

some time to prepare

The mother comes in without
fetal sounds; the midwife has

External reactions
Work situation

professionals should have at least two perinatal death
experience and (ii) they should be able to read and speak
Norwegian language. Twenty healthcare professionals
participated in this study.

Qualitative Research Interview

The results consisted of in-depth interviews that continued
from 40 to 50 minutes conducted for a limited time of 2
months. All participants were ensured that all data would
be anonymous and that their participation was important
to shed light on a little-explored area. All the interviews
were audio recorded and transcribed verbatim. A semi-
structured interview guide was used, and all participants
were encouraged to discuss their concerns freely (Miles,
Huberman, & Saldana, 2013). The interview guide was
based on earlier studies (Andre et al., 2016; Cowan &
Wainwright, 2001; de Boer et al., 2014; Farrow et al.,
2013; Gold et al., 2008; McCool et al., 2009; McCreight,
2005; Pastor Montero et al., 2011; Shorey et al., 2016;
Wallbank & Robertson, 2008) and organized in themes,
such as experience, support, and emotional impact.

Analyses

Data were analyzed in five steps based on approaches and
guidelines stipulated by Brinkmann and Kvale (2015) as
follows:

1) Understand: at this step, the material was read
repeatedly, and it was focused on both meaning
and context. Different interpretations of the text
in relation to meaning and context were discussed
among the researchers.

2) Structure: at this step, the researchers read through
the transcribed text several times and the meaning
units were color-coded independently for each
interview.

3) Summarize: at this step, we eliminated the superfluous
material such as digressions and repetitions and

made a distinguishing between the essential and non-
essential text.

4) Create meaning: at this step, meaning condensation,
meaning categorization, narrative structuring and
meaning interpretation were performed as described
below. The researchers made a deeper and theoretical
interpretation of the text, for example, by creating
categories and subcategories.

5) Meaning generation: at this step, the researchers
merged the data and selected text to the categories
and subcategories.

Two researchers participated in the data analysis
independently. The two researchers derived the codes
and categories independently and discussed between
themselves until the consensus were made. Any
discrepancy was discussed with the third researcher.
Being a qualitative researcher, it is important to be aware
of the significance of reflecting about one’s part in the
process of collecting, analyzing, and interpreting the data
and pre-conceived expectations one bring to the study
(Brinkmann, 2015; Korstjens & Moser, 2018). Rigor was
maintained by ensuring dependability and confirmability.
Dependability comprises consistency in the presentation of
findings using participants’ quotes. Confirmability refers
to the context of neutrality and intersubjectivity of the
data. The concept of intersubjectivity refers to openness
about the conditions under which knowledge is developed
(Malterud, 2001; Stige, Malterud, & Midtgarden, 2009).
We ensured that interpretation of findings emerged from
the participants’ sharing and not from the researchers’
own perspectives (Korstjens & Moser, 2018).

Ethical Considerations

The ethical guidelines of voluntary participation,
informed consent, and the possibility of withdrawal
at any time were followed. Participants were informed
about the purpose and aim of the study. All gathered data
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Table 2: Overview of categories and subcategories.

Categories External Responses

Internal Responses Personal Responses

1) Leadership issues

Subcategories 2) Work situation

3) System issues

1) Self-blame 1) Personal reactions

2) Guilt 2) Privacy

were anonymized. The Regional Committees for Medical
and Health Research Ethics in Norway (2015/1138)
reviewed the study. To maintain the confidentiality of
the interviews, we will not report the results according
to professional groups because we only have few
participants in each group. For the same reason, we do
not distinguish between genders.

RESULTS

The findings are organized in three categories with
subcategories thatemerged from the data. These categories
are: (i) external responses, (ii) internal responses,
and (iii) personal responses. Healthcare professionals
commented on external responses, when issues outside
their own control or influence, that prejudiced on their
experiences with perinatal death. Internal responses are
comments that label issues related to their performance
as a professional and how they describe their feelings
in these situations. Personal responses are comments
concerning themselves as a person and the affect these
experiences have on their personal life. Categories and
subcategories are presented in Table 2. The participants
were consecutively numbered, and these numbers have
been put in parentheses at the end of each statement.

External responses

This category consists of the subcategories including
leadership issues, work situation, and system issues.

Leadership issues

Many participants described being blamed for the
incident. A lack of support and understanding from both
leaders and colleagues were expressed. Having support
was highlighted to be vital for successful processing of
one’s thoughts.

Someone was blamed for not having a professional
background. This has been disappointing. One must

feel safe. We must support each other. (11)

Feeling safe among colleagues is important. (1)

Participants indicated that looking for someone to blame
was very stressful. Being in situations with perinatal
death was demanding, and the experience of being
pointed out as guilty of what has happened makes it even
worse. They highlighted that the leadership should take
responsibility to foster a culture of no blame.

Experiencing being blamed where you know you are
innocent— Insecurity next time. (12)

Feeling unsafe, still “foggy,” characterized by the
incident. (11)

Leadership’s responsibility to make sure that the
healthcare personnel can process their feelings was
emphasized. Many felt this was not taken seriously and
that routines for this were not provided at the unit.

It is painful not to be “seen” by the leader or asked
how it is going; it gives the feeling of not being
interested. (20)

Leaders never ask how you feel inside or if you are
okay. (16)

Supervisors should be responsible and ask, ‘Has
anything happened this weekend that must be
discussed?’ (1)

Work situation

Participants stated that just having some time to prepare is
positive and may contribute to better care of the parents.
At the same time, often situations with perinatal death
occur acutely and unexpectedly, so it is not possible to
prepare in advance.

The mother comes in without fetal sounds; the
midwife has some time to prepare. (5)

You can prepare better if you know beforehand that a
birth occurs with cessation of fetal sounds. (2)
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Generally, there is much happiness in a maternity
ward, so the contrast with perinatal death is, therefore,
particularly high.

Anti-climax on a maternity unit; it is sad with a big
contrast. (8)

It is completely on the other side compared to the
way it should be, a very big contrast. (2)

Some participants described being simultaneously
responsible for normal births and perinatal death as
especially challenging. Experiencing such contrasts is
demanding because there will be a meeting of both joy
and sorrow and where to be involved in both situations.
It is difficult to help parents in terms of both joy and
sadness.

It is overwhelming to walk between sadness and joy.

(7)

It is hard to “wear the mask” when walking between
stillbirths and “common” births. (16)

System issues

The following statements describe how this incidence
especially was experienced as difficult because the system
does not facilitate good enough. There should have been
procedures to allow healthcare personnel to process their
emotions.

I had to keep working instead of getting some free
time afterward. I had to try to proceed as if nothing
had happened. (11)

Anyone who is vulnerable should be given the
opportunity to process their feelings before going
back to work. (13)

I should have been allowed to go home afterward.

(11)
Internal responses

This category consists of the subcategories such as guilt
and self-blame. Participants felt that they should have
provided more answers or done something to prevent
perinatal death. It is natural for healthcare professionals
to feel guilty and blame themselves; expectations of
healthcare are high today. When a child dies, one can feel
that they have not met these expectations.

Guilt

The participants described feelings of guilt. They
expressed fear of having done something wrong.

It took time before you realize that this was not
something you could have expected. (13)

It feels many times that I should have done things
differently. Trying to think...I did as well as I could.
I cannot be afraid to go to work. (10)

It is easy to blame yourself. Have I done something
wrong? Have I done well enough? (7)

You feel guilty when the child dies during or after
birth. (20)

It is worse for us when the child dies in the hospital.
You feel responsible whether you could have done
anything to prevent it or not. (10)

It can be difficult to accept that a small child has died. One
informant also had thoughts about “fair” and “unfair” in a
perinatal death situation.

Do not think about what is fair or unfair. There is no
answer to what is fair or unfair. (12)

Several participants had thoughts about the seriousness
and their responsibilities in these situations. Situations with
perinatal death can quickly develop into a critical situation,
and healthcare professionals must take rapid decisions.

The sense of responsibility is prominent. Decisions
must come immediately. There is not an opportunity
to read a guidebook. There is not much room for
mistakes. (11)

This is exactly what we are afraid of —making a bad
assessment that has tragic consequences. (15)

I tell myself there was nothing I could have done
differently. You must have some methods of survival,
and you must put things behind you. (5)

Some described a situation in which a child dies in the
hospital and they cannot determine the cause of the death.
If one finds the cause of death of the child, it may be
easier to give the parents an explanation and easier for
healthcare personnel to process the event.
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It is easier to reconcile if one finds a cause — important
also for health professionals—common with guilt
whether cause of death is found. (5)

Self-blame

Many participants described feelings of self-blame
regarding what happened. Self-blame is a natural feeling
that can occur in such situations, and this is a significant
burden on the health worker.

Feeling guilty and blaming oneself on behalf of the
system or other healthcare professionals who have
not discovered a worrying situation earlier. (15)

It indicates that the child has no heartbeat. The time
Jjust stops—it is a terrible situation. You feel self-
blame. (14)

We have come to terms with the fact that we do not
accept things that are not perfect and controllable —
questions arise about guilt, fault, and self-blame. (2)

Personal responses

This category consists of the subcategories such as
personal reactions and privacy. Participants also stated
how the situations with perinatal death influenced on
their personal life and their perception of themselves as a
professional or a human.

Personal reactions

Health professionals experience both good and bad
working days similar to others. Some days they did not
feel good and the other days were better. Coping with
situations of perinatal death require them to be at their
best.

I do not volunteer immediately. We try to distribute
such incidents. (5)

You try to avoid the situation if you are not feeling
completely at the top. (11)

If experiencing sadness and loss or having problems
in private life, you are more vulnerable in such
situations. (5)

The participants described their paths and memories in
different ways. Perinatal death is a watershed moment
and, therefore, has a serious impact on those involved.

I have been thinking a lot about the situation, when it
occurred and what happened afterward. (18)

It stays in your head for a while. It does not go away
for a while. (12)

Iremember and think about the incident occasionally.

(14)

Some participants expressed the challenge of dealing
with their feelings while simultaneously dealing with
the parents’ feelings. It is hard to know how much they
should show their personal feelings in these situations.

It is challenging to deal with your own feelings. (4)

It is challenging with the balance between your own
feelings and professionalism. (6)

I was a little taken by surprise, because it is not easy
to predict your own reactions. (3)

Experience with these situations can make one more
confident or just the opposite. Being involved does
something to healthcare professionals, and emotions need
to be processed to move on from the experience.

The first experience was the most difficult because
you had to deal with your own reactions along the

way. (4)

Experience leads to setting aside your own feelings,
and you manage to give of yourself to the parents. (6)

Eventually, I became less sensitive. I learned not
to show feelings to parents. You must be a strong
person who can support and be trusted. (9)

Some reactions described by participants are examples
of unhealthy approaches to processing feelings. These
approaches can lead to avoidance and emotional trauma.

I now handle a burdensome situation well. Being
professional primarily, you do the best you can. Do
not show feelings for the patient. (12)

Shut off all feelings and images so they do not stand
in the way of what you need to do to perform your
job. (3)

Try to think of something else if emotions are
overwhelming. (4)
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Privacy

The participants expressed in many ways how perinatal
death influenced their private lives. The fact that one’s
privacy is affected by situations encountered in the
workplace is serious and can lead to a deterioration of the
quality of life for those involved.

Post-traumatic stress symptoms—I experience sleep
loss and feel that my family is suffering. (11)

We go home to our families. We have children we
come home to. You have your thoughts. (17)

I experienced sleep loss and weight loss. (13)

The participants described their experiences with
perinatal death in different ways, but everyone sees them
as particularly traumatic events. They described the
impact of the situation on their personal lives.

I experience being disappointed with myself. (11)

It is a traumatic situation, and it gets stuck. I
remember everything very clearly, really detailed—
very emotional in a negative way. (14)

You do not forget. We are not robots. (19)

DISCUSSION

The aim of this study was to explore the experiences of
midwives, obstetricians, and assistant nurses pertaining to
perinatal death. Earlier studies showed that there is little or
insignificant difference in the emotional experience after
experiencing perinatal death among different professional
groups (Andre et al., 2016; McCreight, 2005; Rich, 2002).
Therefore, in this study, all the professional groups were
considered as one inter-professional group during the data
collection, analysis, and reporting of the findings.

The participants defined many external factors that
influence their experiences after experiencing a perinatal
death. They described that they were blamed for what
happened without having done anything wrong. This
may be described as a “culture of blame” and looking
for blame (Andre et al., 2016). These findings are
consistent with previous studies that reported fostering a
no-blame culture is management’s responsibility (Nallen,
2006). Other researchers also stated that this is an issue
that management must face (Jones & Smythe, 2015;
McCool et al., 2009; McCreight, 2005; Nallen, 2007).
But even having this knowledge, our findings suggest
that the leadership at maternity units failed to meet this

responsibility. Feeling safe and secure in their professional
practice is important for professionals to deal with this
challenging situation in the best way. Lack of support
may be very challenging for the healthcare personnel at
these units because of overall feeling of guilt and self-
blame. Some participants also stated that the supervisors
or leaders did not ask about them or discuss their feelings
associated with perinatal death. This may lead to serious
consequences for the concerned professionals. The
leadership need to investigate developing a supportive
system for the healthcare professionals facing perinatal
death (Andre et al., 2016). The participants characterized
these situations as traumatic and very emotional, and some
of them stated that their feelings “get stuck.” However,
if healthcare personnel process these experiences in a
better way, they may feel less traumatized and become
a greater resource for the bereaved parents (Andre et al.,
2016; Shorey et al., 2016). If things such as better support
system and knowledge enable healthcare personnel to
support the affected parents more appropriately, then this
must be developed to foster higher competence. Some
participants explained that their experiences led them to
“become less sensitive” or “not to show feelings when
they are with the parents” or “shut off all feelings” or
“try to think of something else.” These statements from
the participants describe ways of handling the situation
without processing their own emotions. Responses such
as this to significant reactions are not just troubling for
staff subject to the negation but could also be a challenge
for them when giving the parents the best possible
treatment (Cowan & Wainwright, 2001).

Many participants also described the contrast of delivering
healthy babies in one situation and perinatal death in
another as challenging. As stated by participants, it is hard
to “wear a mask” when walking between stillbirths and
“common” births. This is difficult for the management as
well because these situations often occur suddenly and
without time to prepare. It seems important, however,
for healthcare personnel to be able to concentrate on the
perinatal death without having to participate in ordinary
births at the same time (André, 2000; Andre et al., 2016;
Nallen, 2006, 2007). Concentrating on the perinatal
death alone may also be essential in allowing healthcare
personnel to have the time to process the experience in
a constructive way and may make it easier for them to
reflect on the situation (Kahan & Goodstadt, 2001).
When describing internal responses to perinatal death,
healthcare personnel described that they felt guilty and
blame themselves, even if there was no valid reason to
do so. The participants stated that they felt responsible
whether they could have done anything to prevent the
death, or not. The feeling of responsibility and the
seriousness of the situation make healthcare professionals
think carefully about what they have done and whether
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they could have done something differently. Almost all
participants talked about guilt and self-blame in some
form. It seems natural that this feeling will occur in
these situations, and healthcare personnel who work in
maternity units should be given knowledge about such
circumstances (B. André, 2000; Farrow et al., 2013; Jones
& Smythe, 2015; McCool et al., 2009; Nallen, 2006,
2007; Pastor Montero et al., 2011). If one knows that
these are common feelings, it may be easier to deal with
them (McCreight, 2005; Wallbank, 2010). However, the
participants also described other feelings such as sadness
and shock. Healthcare personnel must deal with their
feelings while simultaneously meeting with the parents in
their grief.

One of the most serious implications of not processing
the experience in a constructive way is the impact on the
healthcare personnel’s private life. Some participants
claimed to be experiencing “sleep loss and weight
loss.” The participants described post-traumatic stress
symptoms and indicated that they had considered leaving
the profession because of these events. The participants
described difficulty in expressing their feelings. Earlier
research has shown that healthcare personnel in
maternity units often undergo negative impacts on their
psychological well-being; they felt depressed and burned
out (Ben-Ezra M, 2014; Shorey et al., 2016; Walker et al.,
2016). Other studies have found that post-traumatic stress
symptoms were present in healthcare personnel caring for
parents with perinatal death (Sheen et al., 2015).

This study has shown that the participants described
limited ability to process their emotions constructively.
It seems imperative that programs must be implemented
(Gold et al., 2008; McCreight, 2005; Wallbank, 2010)
to focus on the emotional well-being of healthcare
professionals and setbacks that can naturally occur in
such positions. The benefit of sharing thoughts and
emotions with each other is important knowledge for
healthcare personnel who will be involved in such
situations (McCreight, 2005; Rich, 2002).
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