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Abstract 

Background:  Worldwide, two million babies are stillborn and 1.8 million babies die before completing seven days of 
life. Approximately 4% of pregnant women in Uganda experience perinatal death. The response following a perinatal 
death tends to be socio-culturally constructed. Investigating the unique personal experiences of parents from a low-
income setting with unique cultural beliefs and practices is crucial for the design and implementation of appropriate 
interventions.

Objective:  To describe the lived experiences of parents following perinatal death in Lira district, Northern Uganda.

Methods:  A qualitative study was carried out drawing on the tenets of descriptive phenomenology. We conducted 
32 in-depth interviews in Lira district, Northern Uganda between August 2019 and September 2020 with 18 women 
and 14 men who had experienced a stillbirth or an early neonatal death within the preceding 2 years. Participants 
were selected from different families and interviewed. A local IRB approved the study. All in-depth interviews were 
audio-recorded, transcribed, translated, and data were analysed using a content thematic approach. Key findings 
were discussed based on Worden’s Four Tasks of Mourning theory.

Results:  The themes that emerged from the analyses included reaction to the perinatal loss and suggestions for 
support. The participants’ immediate reactions were pain, confusion, and feelings of guilt which were aggravated by 
the unsupportive behaviour of health care providers. Men cumulatively lost financial resources in addition to facing 
multiple stressful roles. Delayed reactions such as pain and worries were triggered by the sight of similar-age-babies, 
subsequent pregnancy losses, and marital challenges. Participants recommended emotional support and manage-
ment of postnatal complications for parents faced with perinatal loss.

Conclusion:  Losing a baby during the perinatal period in a resource-constrained setting negatively affected both 
gender. In addition, men suffered the loss of financial resources and the burden of multiple stressful roles. Acknowl-
edging the pain and offering support to the grieving parents reinforce their coping with a perinatal loss. In addition 
to family and community members, health care providers need to provide emotional support and postnatal care to 
parents who experience perinatal death.
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Background
Worldwide, 2 million babies are stillborn and 1.8 mil-
lion die before completing 7 days as reported in 2019 
[1, 2]. Almost all of these deaths (98%) occur in low- 
and middle-income countries (LMIC), with sub-Saha-
ran Africa and South Asia being the most affected 
[2]. Perinatal death disproportionately affects popula-
tion that are socially and economically disadvantaged. 
For instance, in 2019 the stillbirth risk in sub-Saharan 
Africa was about 21.7/1000 total births compared to 
2.9/1000 total births in Western Europe [2]. The esti-
mated stillbirth risk in Uganda is similar to Kenya and 
Tanzania at about 17.8/1000 total births [2]. These 
deaths have been associated with risk factors such as 
maternal age, infections, nutrition and lifestyle fac-
tors, and socioeconomic factors [3–8]. Rural areas are 
reported to contribute higher proportions of perinatal 
deaths than peri/urban areas [5, 7].

Perinatal death can negatively affect women and men 
not just physically and emotionally [9] but also in terms 
of long-lasting economic and psychosocial wellbeing [10]. 
Most family members experience the effects of perina-
tal death individually [11]. Although parents experience 
painful grief after a perinatal loss [12], the grief reac-
tions are shown to vary across gender [13]. Some stud-
ies have noted that the grief reactions are aggravated by 
insensitive health systems, health care providers, friends, 
a strained marital relationship and financial burdens 
[14–17]. Although most of these publications are from 
high- and middle-income countries, there is limited evi-
dence from low-income countries. Furthermore, men as 
parents to stillborn babies or early neonatal deaths have 
received less attention in terms of research. Even though 
studies from other contexts show that after a perinatal 
loss, men tend to hide their grief, provide support to their 
female partners and get involved in decision making and 
practical tasks [18–22], little is known about their expe-
rience after perinatal death. Moreover, grief reactions of 
persons with a perinatal death are said to be influenced 
by the social and cultural context [23, 24]. There are a 
limited number of publications that have documented 
the experience of Ugandan parents who experienced per-
inatal deaths [16, 25]. Given the several ethnic groups in 
Uganda with varying cultural beliefs and practices which 
may have a bearing on how perinatal loss is experienced 
in different contexts. Northern Uganda is poorly stud-
ied despite the high perinatal mortality rate (~ 40/1000 
births) [3].

Several authors assert that persons with a perinatal 
death, if not attended to, may experience disorders such 
as anxiety, complicated grief, depression and posttrau-
matic stress disorders [26–30]. These complications are 
reported to have an adverse outcome that may extend 
into the next pregnancy or may become prolonged [31–
34] resulting in a disorganized mother-infant attachment, 
marital break-up and financial hardship [10, 11, 35, 36]. 
Investigating the unique personal experiences of perina-
tal death is crucial, for developing culturally appropriate 
interventions to provide care and support to reduce the 
impact. The aim of this study was to describe the lived 
experiences of parents following perinatal death in Lira 
district, Northern Uganda. The lived experience was 
defined as a personal account of the events gone through 
after experiencing a perinatal death. Worden’s Tasks-
based Theory of Mourning [37] was used in understand-
ing how parents processed their responses to perinatal 
deaths. The theory presents that after the loss of a loved 
one, one is normally faced with a number of tasks to 
accomplish as they try to adapt to the loss. The adapta-
tion strategies include, Task I: accepting the reality of the 
loss which involves facing the reality that the person is 
dead and will not return which involves both intellectual 
and emotional acceptance. Activities such as funeral rites 
and counselling help one to adjust to the loss. Task II: 
processing the pain of grief which involves experiencing 
the emotions and sensations among others as part of the 
mourning process. Task III: adjusting to a world without 
the deceased which include external, internal and spir-
itual adjustment, and Task IV: finding an enduring con-
nection with the deceased in the midst of embarking on 
a new life. This 4th task involves emotionally keeping the 
dead person in one’s life as one continues with life. This 
theory was chosen to describe the lived experiences after 
perinatal death because it views bereavement as a process 
of adapting to the loss (death), the tasks are not linear 
and suits the unique mourning processes of individuals. 
In addition, the theory provides for the integration of the 
socio-cultural beliefs and practices of the study commu-
nity in understanding the lived experiences.

Methods
Study setting
The study was carried out in Lira, a district in Northern 
Uganda where the Survival Pluss trial (NCT0260505369), 
a cluster randomized community-based trial had taken 
place. The detailed description of the trial has been 
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published elsewhere [38]. Lira district had a population 
of 410,000 in 2014 [39], served by 31 healthcare facilities, 
including one referral hospital, 3 healthcare centres with 
surgical theatres, 17 healthcare centres with maternity 
wards but no surgical facilities, and 10 healthcare cen-
tres (dispensary). Subsistence farming is the main eco-
nomic activity in the region. The dominant population 
are the Lango who speak the Lango language. The Lango 
culture is predominantly patriarchal and men are more 
valued and respected in decision making than women 
[40]. Women are most commonly excluded in decision 
making regarding family issues, for instance, pregnancy 
and childbirth. In this society, emphasis is put on bear-
ing children for the preservation of lineage and having at 
least a male child is most preferred [41]. The study was 
carried out in 3 out of 13 sub-counties, Aromo, Agweng 
and Ogur. These sub-counties formed the study site for 
the Survival Pluss trial. Located in the hard-to-reach 
areas of the district, the sub-counties were chosen based 
on reported poor maternal and perinatal indicators.

Study design
This qualitative study was conducted as part of mixed-
method research and draws on the principles of descrip-
tive phenomenology design. Phenomenology is a 
philosophy and research method of gaining insight into 
the lived experiences of a phenomenon as described 
by persons who have lived it [42] in this case a perina-
tal death. Descriptive phenomenology was founded by 
Edmund Husserl (1859–1939), a German philosopher. 
According to Husserl (1970), the meaning of lived experi-
ences can be described through an interaction between 
the researcher and the objects being studied during inter-
view and observation [43]. A researcher has to bracket 
previous understanding or misconception of the phe-
nomena to allow new meaning to emerge. This design 
was chosen because it gives a rich description of parents’ 
lived experiences in relation to losing an infant they were 
attached to from conception until birth. It allows partici-
pants to construct their interpretation and understand-
ing of the infant loss.

Study population
Participants were women and partners of women who 
had had either a stillbirth or an early neonatal death 
within the past 2 years. Those who lived in the study 
area (Aromo, Agweng and Ogur sub counties) from at 
least the third trimester (≥ 28 weeks of gestation) until 6 
months after perinatal death were included in the study. 
Their participation was irrespective of whether perina-
tal death occurred in a health facility or at home. The 
duration of staying in the area was to allow the partici-
pant’s experiences to emerge within the study context. 

Participants were excluded if they had migrated to dis-
tant places beyond the reach of the study team or were 
not willing to talk about the perinatal deaths. The 2 years 
duration from the date of a perinatal death to the time 
of the interview was considered appropriate to interact 
with participants when grieving had already taken place. 
Previous studies suggest that normal grieving after a per-
inatal loss declines over a period of 2 years [31, 44]. Par-
ticipants in a previous study preferred research contact 
between 1 to 2 years, though 6 months from the time of 
loss was also considered appropriate [45]. Others report 
that, after 6 months with no improvement, the normal 
grieving may become prolonged [46]. Participants who 
experienced a perinatal death during the Survival Pluss 
trial were purposively selected from the trial records. The 
trial record had addresses of the participants who expe-
rienced a perinatal death, date of childbirth and death of 
the neonates. Top up was made with women who had not 
participated in the Survival Pluss trial. They were iden-
tified as next of kin to perinatal deaths from the health 
facility registers or through interaction with community 
volunteers and leaders and traced with the help of the 
community leaders. Similarly, men whose partners had 
experienced a stillbirth or an early neonatal death were 
identified in the same way as the women. A study team 
member accompanied by a community volunteer or a 
leader visited the homes of the potential participants to 
seek permission to participate in the study. For married 
women, the partners had to permit their participation. 
A total of 61 potential participants were identified: 27 
from Survival Pluss trial records, 11 through health facili-
ties records, and 23 through interaction with community 
leaders. Out of the 61, 32 were interviewed (18 women 
and 14 men).

Data collection
Data were collected using semi-structured in-depth 
interviews (IDIs) between August 2019 and September 
2020. In-depth interviews were preferred because of the 
sensitivity of the information collected from the partici-
pants. The researcher and an assistant who are fluent in 
the local language Lango collected the data in a face-
to-face interview at the participant’s home. Before each 
interview, the research assistant visited the participant 
at his/her home and confirmed participation as well as 
the time and place they found convenient. During the 
interview, non-verbal expressions were observed and 
recorded while verbal discussions were audio-recorded 
using a mobile phone. Verbal discussions were audio-
recorded for transcription later and also to give ample 
time for participant-interviewer interactions. Each inter-
view took about 60 to 90 minutes. Data collection with 
women was completed before interviewing men. For 
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each group, data were collected until issues being dis-
cussed got repeated implying saturation of the responses. 
These were observed during the 12th participant and a 
few more participants were added to complete the data 
collection. The interviews with women were facilitated 
by a female (first author) and men were interviewed by 
a male research assistant. This is because men felt more 
comfortable discussing their issues with a male inter-
viewer. The data collection tool was translated and pre-
tested. It had questions on participant demographics, 
labour and delivery experience of women/spouse, events 
surrounding the death, how they felt immediately death 
was confirmed and the support they desired or received.

Research team and reflexivity
The research team consisted of the three authors AAAO, 
JK, JM and two research assistants. The authors con-
ceived the study. The first author who is a nurse special-
ising in maternal and child health originates from the 
study region. She was always present during data col-
lection and also trained the research assistants. She and 
the male research assistant had previously worked with 
the study community during the Survival Pluss trial and 
therefore, they were familiar to some of the participants. 
The data collection team always had a thorough intro-
duction with the participant families to establish rapport 
and trust. In her past, this author witnessed close friends 
suffer from stillbirth after normal first pregnancies. These 
and those she witnessed during her practice in the mater-
nity setting inspired her to understand the experience of 
women and men who underwent a perinatal loss. The 
transcripts were prepared by one of the authors (a nurse) 
who collected the data and was assisted by the research 
assistants. One author conducted the analysis and was 
verified by two other authors. The two authors are sen-
ior academic researchers with background in sociology, 
anthropology and extensive experience in qualitative 
research.

Analysis
Audio records and field notes were transcribed in the 
local language Lango and the transcripts were veri-
fied with the audio record/field notes. Lango transcripts 
were then translated by an experienced translator and 
professional Lango language teacher (MA in Applied 
African  Linguistics). The study team verified translated 
transcripts to ensure the meanings were maintained. 
Before analysis, each transcript was read exhaustively 
to familiarize with the data. Data was saved on the 
researcher’s computer and encrypted. A copy accessible 
by the researcher only was backed up in the cloud. Data 
were analysed using a content thematic approach [47, 
48] with the help of NVivo software [49]. Each transcript 

was imported into NVivo. According to Elo [47], quali-
tative content analysis is aimed at the attainment of a 
condensed and broad description of the phenomenon. 
Thematic analysis helps in identifying patterns of mean-
ing across the whole dataset [48]. Codes were generated 
based on significant information from the transcripts. 
Some codes were developed a priori from previous stud-
ies. Similar codes were grouped into sub-themes. The 
themes were created from the sub-themes. Verification 
of the codes, sub-themes and themes were performed by 
the research team members. Appropriate participants’ 
expressions were identified and included as quotes to 
illuminate the data. This study is hinged on Worden’s 
Four Tasks of mourning Model [37] to explain the differ-
ent themes and sub-themes that emerged.

Results
Thirty-two (32) participants consisting of 18 women and 
14 men with the age ranging from 17 to 68 years were 
interviewed about their experience following a perinatal 
death. Almost all were married (93.8%) and subsistence 
farmers (90.6%). The characteristics of the participants 
are found in Table 1. The following themes emerged from 
the analysis: reaction to a perinatal loss and suggested 
support after a loss. The reactions of the participants 
following perinatal deaths were immediate or delayed. 
They suggested bereavement counselling and postpartum 
care for parents who experienced a perinatal death. The 
themes are explained in detail and also presented dia-
grammatically in Figs. 1 and 2.

Theme 1: reaction to a perinatal loss
When the participants heard about the perinatal death, 
they greatly felt the impact and reacted in different ways. 
There were immediate and delayed reactions. In terms 
of grief, the reaction was similar to stillbirth and an early 
neonatal death.

Sub‑theme 1: immediate reaction
The immediate response reported by participants after 
perinatal loss were pain, confusion, facing multiple chal-
lenging roles, concern about the health of the partners, 
health care providers’ reaction, blame and guilt. These 
are described below:

Pain
Participants reported that losing their children was 
associated with lots of pain. They narrated feeling pain, 
heartbroken, torn apart, hurt and hard life because they 
returned home with no baby. Participants felt they had 
lost the future benefits associated with the children. For 
instance, a boy would become the heir and support the 
family or a girl would be married off and bring wealth 
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and social prestige to the family. Some of the study par-
ticipants narrated how they had endured complicated 
pregnancies. A participant acknowledged that her baby 
comes directly from her body, and that makes it very 
painful. The pain was reported as severe for those who 
were having consecutive losses or index experience. Men 
reported much pain especially when it was a boy child or 
the firstborn. They mourned but not openly. Participants 
who remembered the most painful experience were emo-
tional during the interview. The pain could be because 
they had permanently lost a precious gift as known in the 
study setting.

“I felt heartbroken because, on her side, this was a 
male child. Like we lived, we never had any boy so 
we were happy to have got one and I had high hopes 
for it. I really became weak upon seeing the dead 
baby.” P 2003, A 41-year-old polygamous father of 9.

Confused
More than half of the participants felt confused on hear-
ing that the outcome of their pregnancy was a perinatal 

death. They reported being confused, ‘lost in thoughts’, 
stressed, helpless, weak and wished it had not happened 
that way.

“Actually, my whole being was confused and I 
became totally weak but I acted bravely like a man. 
….. then came back home.” P 2012, a 30-year-old 
father of 4.

Burial
Participants reported that when the death was confirmed, 
the father of the deceased informed the family members 
and friends. Burial arrangement including transporta-
tion of the body, if death had occurred at a health facil-
ity was initiated. Most times, burial was conducted the 
following day or deferred by a day or two depending on 
the availability of the requirements, church ministers 
and mother’s relatives. Male participants reported that 
the wife’s relatives needed to view the body and under-
stand the cause of death. Burial was arranged in a similar 
way as for a deceased adult but different from a miscar-
ried baby. From the day death was confirmed, close rela-
tives and friends converged at the bereaved home, they 
buried and stayed around a bonfire until the 3rd or 4th 
day for a baby girl or boy respectively. On the last day, 
ash was collected and disposed of by an elderly female 
relative. For young couples, the deceased was buried at 
the home of an elderly relative. Participants preferred a 
burial together with funeral prayers. This is because they 
believed prayers is the only way God can receive and 
keep the soul.

Participants reported that during this whole process, 
they were told not to cry. This was easy when many peo-
ple were around but participants went back to grieving 
when they were left alone.

“…………., people only came here in the evening, set 
fire and sat around it. In the morning the following 
day, they removed the baby’s body, took and buried 
it at the old Mama’s place there led by a catechist”. 
M9018, a 34-year-old single mother of 7.

Double loss – lost baby and financial resources
Most of the men felt in addition to losing a baby, they 
also lost resources. Most men narrated that they incurred 
expenses on medical care during pregnancy, childbirth 
and burial. This drained them economically and many 
had accumulated debts as one of them explained:

“After the loss, I wasn’t at peace because I kept pay-
ing debts yet the baby was not there.”  P 2010, a 
30-year-old father of 2.

Table 1  Characteristics of participants interviewed about their 
experiences following perinatal death in Lira, Uganda 2019–2020

Characteristics Women Men
N = 18 N = 14

Age

   ≤ 19 2 1

  20–30 years 10 9

   > 30 years 6 4

Level of Education

  No formal education 5 0

  Primary 12 7

  Secondary or higher 1 7

Marital status

  Married 16 14

  Single 2 0

Parity

  Primipara 5 5

  Para 1–4 6 5

  Multipara 7 4

Main occupation

  Subsistence farmer 18 11

  Teacher 0 4

Type of child death

  Stillbirth 14 7

  Early neonatal death 4 7

Place of child death

  Home 8 5

  Health facility 10 9
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Losing a baby is associated with multiple stressful roles
Male participants reported they were stretched by 
many activities that needed to be done at the same 
time following a perinatal death. Immediately after 
confirming the demise of their babies, male partners 
needed to transport the remains back home if death 
occurred in the hospital. Burial arrangements were 
disturbing because death is always abrupt and unex-
pected. Finances and food were often needed for burial 
and feeding mourners. They attended to the wives in 
the hospital and continuously supported them. Some-
times when death occurred and the lady was not offi-
cially married, her family members demanded marriage 
or compensation for the deceased baby before burial. 
These roles were reported as challenging because a 
father needed to attend to them in addition to mourn-
ing for the loss.

“…. you know it’s not easy to be a man. You have 
all the burden on your shoulders. Firstly, you 
need to comfort the wife so that she doesn’t have 
many thoughts, then on the other side, you are 
also mourning. I also worried a lot about how the 
deceased and the mother would get back home.” P 
2001, a 25-year-old father whose baby died from a 
referral hospital.

Fig. 1  Themes and sub-themes

Fig. 2  Reaction to the perinatal loss presented according to Worden’s 
Tasks of Mourning theory



Page 7 of 13Arach et al. BMC Pregnancy and Childbirth          (2022) 22:491 	

Men prioritized their partner’s health
Most of the men who were interviewed reported that 
they were so worried about the recovery of their partners. 
This corresponds to a saying in Lango that “when the 
mother stone remains, you can still get new little ones”. 
They supported their wives to get medical treatment after 
childbirth. For these men, burying of the deceased baby 
was done in their absence. Men prioritized the recovery 
of their partners because that would help to get other 
children in future.

“…….., I didn’t mourn much about the children and I 
thought much about their mother. She was just oper-
ated on, she was unconscious! I only thought and 
worried that it was better to lose the children when 
their mother is alive.” P 2014, a 44-year-old father of 
deceased twins.

Aggravating factors
There were several factors that intensified the grief of the 
perinatal death.

Health care provider reaction
Participants expressed mixed reactions regarding the 
behaviour of health care providers following a perinatal 
death. Most parents who had perinatal deaths from the 
health facilities felt unsupported by the health care pro-
viders. The nurses or midwives never talked to or con-
soled them, moreover, parents of the deceased babies felt 
the urgent need for support and knowledge on the cause 
of the death. Some participants felt the health care pro-
viders either did not know what to say or were too busy 
with their duties. Confirmation of death was not even 
made to some women and they discovered it on their 
own. Health care providers only came to administer 
treatment to them. Other participants, felt consoled and 
comforted by health care providers. They were encour-
aged to take heart because such things happen and they 
were neither the first nor the last. The mixed reactions 
could be because health care providers experienced 
many perinatal deaths routinely amidst their heavy work-
load. Therefore, they could be struggling to support the 
bereaved parents.

“Oo the nurse—what they told me was that this 
thing has already happened. Now that your baby 
has passed on, you take it home and bury it. There is 
nothing much that we are going to tell you.” P 2002, a 
49-year-old father of 9.

Blame and guilt
Participants blamed the health care providers and the 
health system for the perinatal deaths. They described 

the delay and neglect by health care providers. Most 
times a health care provider delayed to attend or refer a 
pregnant mother in case they could not manage. In addi-
tion, participants stated that the absence of an ambulance 
coupled with bad roads contributed to death because 
they could not reach the referral health facilities in time. 
A male participant reported that mishandling their baby 
during birth resulted in the fracture of both limbs and an 
un-tied cord.

“What I thought was not done, was at xx health cen-
tre here. If they had been fast enough…It would not 
have happened like that. They made me take long 
at xx here because I went on Sunday and then I was 
transferred to another facility on Thursday.” M 9004, 
a 27-year-old mother of 2.

Some participants regretted and blamed themselves for 
lack of money and transport, delay to seek health care 
services, and childbirth at home. Women particularly 
blamed their partners and in-laws for not taking them 
to health facilities at the onset of labour, home delivery, 
and failure to buy drugs needed during pregnancy. Two 
women felt guilty for not delivering at the referral hos-
pital where they could have had immediate surgical and 
neonatal care. One mother suspected that the problem 
with her womb to have caused the death. A male par-
ticipant regretted taking a mother on a bicycle to the 
health facility over 3 km after the water broke. Some par-
ticipants who had learned from the previous perinatal 
deaths sought health care early and had live babies at the 
time of the interview.

“Lack of transport led to the death of that baby 
because it didn’t come out dead; It came out when it 
was still alive and got stuck halfway until its death. 
I regret that if I had been taken to the health cen-
tre that very night when the labour pain had just 
started, perhaps it couldn’t have happened that 
way.” M 9006, a 35-year-old mother of 2.

Women were commonly blamed by their partners and 
in-laws for the perinatal deaths. One woman noted that 
“… it is more painful if you are accused by in-laws. Some 
kept worrying because the partners were being told to 
divorce them. These kept triggering the past pain and 
made them mourn for long. This could be because fam-
ily members were searching for the cause of the perinatal 
deaths.

“What a hard life! Sometimes your mind gets off 
because when you hear people’s words, telling even 
your husband to just leave you and get another 
wife." M 9013, a 24-year-old mother of 3.
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Sub‑theme 2: delayed reaction to the perinatal loss
Participants reported experiencing reminders about the 
perinatal deaths. Marital challenges, the sight of other 
babies and subsequent pregnancy losses triggered the 
painful memory. When reminded, most parents noted 
that they did not have much pain compared to when 
the incident had just happened. This could mean that 
grief had reduced and the emotional reaction was not 
elicited. Some of them who did not have babies after 
the loss had thoughts and worries.

Marital challenges
Female participants noted that the presence of chal-
lenges in their marriages increased worries, pain and 
they would wish no child death had happened. On the 
other hand, women who reported no marital conflict 
claimed they did not have such worries.

“. . . . . Violence is too much . . . . . At times, he says 
something that connects to the deceased baby. 
It annoys because it will be touching you who is 
wounded.” M 9017, a 39-year-old mother of 10.

Sight of similar age children
One-third of the participants stated that they occasion-
ally got reminded by the sight of babies born during the 
same period they experienced perinatal death. Most 
times, the mothers of the living children stay in the same 
area as them.

“Why I think of it a lot is because there is – a child 
staying here, I went with her to the health centre one 
day, it can make me remember. Sometimes when I 
see that child, I remember then my mind would also 
let it go.” M 9004, a 27-year-old mother of 2.

Consecutive pregnancy losses
Men whose partners experienced a perinatal loss in the 
subsequent pregnancy wished they had not lost the pre-
vious pregnancy. A male participant reported that his 
wife got four miscarriages within the first to second tri-
mester after a previous early neonatal death. This was 
painful to him because it puts his wife in a worrying state.

“After that baby, she kept having miscarriages, some 
would be three months old and others four months 
old. It happens, some at around two months, that 
was painful for me.” P 2005, a 24-year-old father of 
1.

Theme 2: suggestions for support after a perinatal loss
Medical treatment of the deceased’ mother
Participants in the study made recommendations for 
medical treatment after a perinatal loss. They reported 
that after perinatal death, women experience pain-
ful complications postpartum which may need medical 
treatment. Participants commonly sought postpartum 
health care individually mainly from drug shops in their 
vicinity. Participants only went back to the health care 
facilities when they had serious complications.

“…the most important assistance should be medical 
assistance given to a mother who has lost a baby.” 
P2004, a 27-year-old father of 2.

Comfort and disclose the cause of a perinatal death
Participants reported the need for health care providers 
to comfort and console the parents after a perinatal loss. 
Comfort and consolation are required especially when a 
perinatal loss has just been confirmed in a health facil-
ity. This is likely to foster acknowledgement and a sign of 
care by health care providers. In addition, disclosure of 
the likely cause of perinatal death was required so that 
parents can prevent the re-occurrence of such losses. 
Parents also expressed a need for death certificates for a 
perinatal death as given for deceased adults. A male par-
ticipant desired the need for health care facilities to assist 
with the transport of the deceased baby home.

“. . . . for the nurses to assist the mothers who have 
lost their babies, they must be close to them to con-
sole them. If they investigate and find the real cause 
of that problem, they must advise so that such things 
don’t repeat”  M 9014, 26-year-old-mother of an 
early newborn death.

Family and community support
Participants reported the importance of the family and 
community members’ support. They encouraged peo-
ple to be close and console parents after perinatal death. 
Emphasis was put on appropriate ways of talking and 
advising a parent. They appreciate it if spoken to calmly 
and respectfully, for a bereaved parent to understand 
the advice. They desire continuity of emotional support 
even after the burial of the deceased baby. One partici-
pant appreciated and suggested women as great support-
ers owing to their ways of communication, closeness and 
patience. Some women felt the need to get over the grief 
and work hard to support their families. That would help 
the mind to slip away from the lost baby.

“……….if you were to be left alone, you who has lost 
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a dear one, you can think and lose your reasoning 
ability. That is why some people must stay with you 
for sometime…..” M9018, a 35-year-old mother of 7.

Discussion
This study was conducted to describe the lived experi-
ences of parents following perinatal death in Lira district, 
Northern Uganda.

This study revealed that parents experienced pain and 
confusion following a perinatal death, consistent with 
previous studies [19, 34, 50–52]. The pain and confusion 
experienced could be a manifestation of the disparity 
between expectation of a baby who is alive and perinatal 
death [53]. Moreover, the occurrence of perinatal death 
is abrupt and unexpected, resulting in pain. The pain 
was expressed as heart-breaking, hurting and hard life. 
The expressions represent the processing of the pain of 
grief in Worden’s Task of Mourning [37]. The grief pain 
could be a normal reaction one has to go through to cope 
with the loss. Further, Worden affirms that the severity of 
grief pain is mediated by attachment with the deceased 
[37]. Parents are normally closely attached to the unborn 
because it is a social fulfilment for women while for men, 
it is the outcome of investment and hope of the family.

Participants reported that the deceased babies were 
similarly accorded burial as adults. Burial may be a sign 
of acceptance of the reality of the loss by family members 
as seen in Worden’s Task II of Mourning [37]. Commu-
nal burial is a common practice in the study area often 
enforced by Lango saying that “Too obedo alea” (Death 
alternates between people). This makes people stand 
with the bereaved family in anticipation of similar sup-
port when they lose a relative. Hence enforcing together-
ness during the hard times. Public mourning and support 
during burial could be showing love and sympathy for 
the bereaved parents and a deceased baby. The adher-
ence to cultural procedures may be to prevent bad omen 
or spiritual consequences on the parents and to pro-
mote coping. Preventing open mourning on the contrary 
encourages independent and silent grieving believed to 
be associated with later distress. Unique to this setting, 
telling parents to “stop crying, take heart and be strong” 
was accepted as a comforting message during the burial. 
The burial process in this setting was different from those 
reported in previous studies where burial was dependent 
on religion, and age, or was done in private [16, 54]. The 
difference could be attributed to the communal way of 
living among the Langi.

Men reported that they lost financial resources in 
addition to losing their newly born babies. This bur-
den could be because in the study setting, health care 

services in government-aided facilities are free but 
because of frequent stock out of medical supplies and 
drugs, patients have to provide them. This is coupled 
with the low socioeconomic status of the participants 
in the study setting. The northern region of Uganda has 
been reported to have the highest proportion of chroni-
cally poor people (21.6%) compared to 4.9 and 0.5% 
in the Western and Central regions, respectively [55]. 
Unique to this study setting, people attach value and 
respect to the deceased body. Therefore, the cost of a 
decent burial according to the family’s social standing 
is the sole responsibility of the family members of the 
deceased. The presence of a big crowd during burial is 
more of an emotional but not a guarantee of financial 
support. Therefore, losing resources during health care 
and burial is likely to aggravate the emotional reactions. 
Financial strain has also been reported in the previous 
study to aggravate grief [17].

Findings showed that men had multiple roles includ-
ing attending to the emotional needs of their spouses, 
transporting the deceased body back home and provid-
ing a decent burial. This could be because, in the study 
setting, males are brought up as heads of families and 
therefore culturally tasked with the responsibilities of 
the family. The stressing roles among men in this study 
is therefore uniquely associated with social-cultural 
roles and expectations. Previous studies from other 
contexts reported men as supporters of women [21, 
56–58] even when they needed to grieve for the loss on 
their own. Furthermore, men are fathers and heads of 
families as such, they are involved in decision making 
and take on practical tasks about their loss [15, 21, 50, 
56–59]. This implies that men who experience a perina-
tal death need to be supported in their roles.

There were mixed reactions regarding the conduct of 
health care providers following a perinatal death. Some 
health care providers were insensitive while others were 
supportive toward the participants. Although the expe-
riences of the healthcare providers in this study set-
ting are unknown; bereavement care is not addressed 
in the health care guidelines. Therefore, the care of the 
bereaved parents could be a personal initiative. Moreo-
ver, parents want health care providers to take time and 
sit with them, face to face and be present in their sad-
ness [50]. This is important for the parents to receive 
emotional comfort and feel that their loss is acknowl-
edged. This finding is consistent with previous stud-
ies where health care providers were insensitive and 
inconsiderate [16, 25, 60], partly because they distanced 
themselves from parents and focused on tasks as cop-
ing strategies [20]. Therefore, health care providers in 
the region need to provide culturally-sensitive support 
to parents who experience perinatal death.
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Grief reactions among the participants were aggra-
vated by blame and guilt. Blaming women undermines 
the heavyweight of the personal loss faced by a mother. 
Women in previous studies were also blamed for con-
tributing to perinatal deaths [19, 52, 54]. Participants on 
the other hand blamed themselves and felt guilty for the 
loss. These regrets have been expressed in previous stud-
ies [17, 19, 21, 61]. Other than that, participants regret-
ted the delay and neglect of the health care providers that 
contributed to the loss of their babies. Studies from other 
contexts reported similar actions of health care provid-
ers. Some parents felt health care providers were incom-
petent or not available when they were most needed 
similar to what has been documented by other stud-
ies [17, 21, 52]. Blame could be in an attempt to search 
for the cause of the death. As cited earlier, participants 
revisit the events in the process of trying to recognize 
the reasons for the baby’s death [61]. As recognized by 
Worden in his Tasks of Mourning [37], the experience 
of preventable death is associated with guilt or blame as 
a mediator in the process of mourning which is likely to 
affect the coping of the bereaved. Therefore, this calls for 
health care providers to acknowledge and assure the par-
ents of their ability to bear more children after the loss. 
Parents also need to be educated on the causes of deaths 
to minimize blames.

At a later time, participants were reminded of their lost 
babies when they saw babies of the same age. This could 
be because seeing the babies psychologically reminds the 
parents of the sad events and the permanent gap cre-
ated by the perinatal death in their family. The sight of 
babies was reported as a trigger of grief in other contexts 
[52, 62]. Other participants also felt marital conflicts 
triggered their past painful memory. Women who have 
undergone a perinatal loss are so sensitive to the words 
and actions of their family members. Verbal exchanges 
or actions that do not comfort them are negatively per-
ceived as affecting their grief. Marital challenges have 
been reported as part of perinatal grief [17]. Subsequent 
pregnancy losses elicited the grief reaction. This implies 
the need for postpartum care to prevent the re-occur-
rence of death. Women should be given continuous emo-
tional support and encouragement to facilitate recovery 
from the painful experience.

The participants in the study recommended health care 
attention for postpartum complications after the loss. 
Other suggestions included health care providers’ com-
fort, consolation and disclosure of the cause of death 
as well as family and community members’ presence 
to share in their grief. Taken together, the experiences 
and suggestions of parents in this study, reflect a need 
to strengthen formal and informal support systems for 
those who experience a perinatal loss. A study conducted 

in Eastern Uganda revealed a general lack of formal sys-
tems to care for families that faced a stillbirth [16]. At the 
health system level, there is a need to train health care 
providers in bereavement counselling and support. Fur-
ther, availability of personnel and adequate medical sup-
plies are needed to attend to the needs of mothers during 
the grieving period and for subsequent pregnancies to 
avoid the re-occurrence of such losses. Women also 
expressed the need for assurance that health care pro-
viders did their best to prevent death and that such inci-
dents would not re-occur in future. At the community 
level, health care providers should educate families and 
communities on the causes of perinatal deaths to reduce 
blame, stigmatization and threats of divorce for women 
who experience perinatal losses.

Strengths and limitations
This study is unique in the sense that it is one of the few 
studies that have described the experiences of women 
and men who had a perinatal death in a rural setting 
of Northern Uganda. Inclusion of men and women 
in our study provided room for triangulation which 
improved trustworthiness of study findings. The par-
ticipants were interviewed individually and not as a 
couple which allowed each participant to speak freely, 
irrespective of what the partner thinks. Interviews were 
conducted by researchers familiar with the language 
and culture in the study setting. Also, the lead author 
had a 2-year extended stay in the area during data col-
lection and as part of the Survival Plus project which 
further facilitated an in-depth understanding of the 
context surrounding perinatal deaths and informed 
interpretation of study findings. The study had male 
and female research assistants. The lead interview-
ers were the same sex as the participants which facili-
tated study participants to speak freely, thus improving 
the validity of findings. The authors feel the inter-
views were conducted until saturation both for male 
and female participants. However, our findings should 
be interpreted in view of the following limitations: 1) 
Husband-wife pairs were not included in this study, 
this limits generalization to couples’ experience after 
a perinatal death. 2) Other family members were not 
interviewed which would have further enriched under-
standing of experiences of loss in a family setting as a 
support unit. 3) Translation of transcripts from Lango 
to English could have diluted some verbal expression of 
the participants’ experiences. However, checks of tran-
scripts against audios by research team members found 
that the transcripts were in general accurate which is 
re-assuring that the limitation of diluted expressions 
due to translation could have been very minimal. 4) The 
study was conducted in one rural region of Uganda and 
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thus applicability of findings to other regions with vary-
ing culture and socio-economic status may be limited. 
However, the fact that some of the findings in our study 
on the experience of pain, confusion, grief and marital 
challenges by parents following a perinatal death are 
similar to what has been documented in other settings 
[19, 52] is reassuring that our findings may have wider 
relevancy beyond the study setting.

Conclusion
Parents who experienced a perinatal death were affected 
emotionally, physically, socially and economically. 
Unsupportive behaviour of health care providers, finan-
cial constraints and feelings of guilt aggravated the grief 
reaction. Postnatal care, acknowledgment and emotional 
support of the grieving parents are suggested after a peri-
natal loss. There is need to train health care providers 
in bereavement counselling to enable them better sup-
port the grieving parents. In addition to family and com-
munity members, health care providers need to provide 
emotional support and postnatal care to parents who 
experience a perinatal death so that subsequent preg-
nancy losses are avoided. Bereaved men uniquely need 
support with the multiple roles so that they are able to 
mourn for their loss. There is need for further studies 
to explore the perception of close family members and 
health care providers in the region towards perinatal loss.

Abbreviations
LMIC: Low- and middle-income countries; IDI: In-depth interviews; MA: Mas-
ters of Arts in Applied African Linguistics.

Acknowledgements
The authors would like to appreciate the parents who participated in the 
study. Daniel Okwir who translated the consent form and first draft of the 
interview guide. Stephen Omodi and Modester Anamo who assisted with 
revision of the guide, data collection and transcription. Silver Okello and team 
who translated the transcripts from Lango to English. Community leaders and 
volunteers who gave guidance for reaching participants’ home.

Authors’ contributions
A.A.O.A. conceptualized and designed the study, developed the interview 
guide, participated in data collection, analysed and drafted the manuscript. 
J.K., V.N., N.N., J.K.T., G.N., J.R., D.M. participated in conception, design and 
review of the guide. J.R., J.K. and D.M. participated in data analysis and inter-
pretation of the data. A.A.O.A., J.K., V.N., N.N., J.K.T., G.N., J.R., D.M., M.W.M. and 
A.N. substantially revised and edited the work. All authors read and approved 
the submitted version, and accept full responsibility of the study findings.

Funding
Survival Pluss project under Makerere University funded by Norwegian 
Programme for Capacity Development (NORHED) through Norwegian Agency 
for Development (Norad). The funding body played no role in the design of 
the study, data collection, analysis or interpretation of data or writing the 
manuscript.

Availability of data and materials
The datasets generated and analysed during the study are not publicly availa-
ble as the data cannot be anonymised adequately for public sharing. The data 
may be available from the corresponding author on a reasonable request.

Declarations

Ethics approval and consent to participate
This study was ethically approved by Makerere University School of Medicine 
Higher Degrees Research Ethics Committee (REC REF 2017–171) and the 
Uganda National Council for Science and Technology (HS356ES) as required 
by the regulations. Permission to conduct the study was obtained from the 
District and Community leaders. Written informed consent was obtained from 
all participants. We used identification numbers instead of names to conceal 
the identity of participants. Confidentiality and privacy of all the participants 
were ensured. All methods were carried out in accordance with relevant 
guidelines and regulations and as outlined in the principles of Declara-
tions of Helsinki. Participants who had no formal education were literate to 
understand the study and informed consent information translated in local 
language Lango.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Department of Nursing and Midwifery, Faculty of Health Sciences, Lira 
University, Lira, Uganda. 2 Department of Paediatrics and Child Health, School 
of Medicine, Makerere University College of Health Sciences, Kampala, 
Uganda. 3 Department of Community Health and Behavioural Sciences, School 
of Public Health, Makerere University College of Health Sciences, Kampala, 
Uganda. 4 Department of Epidemiology and Biostatistics, School of Public 
Health, Makerere University College of Health Sciences, Kampala, Uganda. 
5 Centre for Intervention Science and Maternal Child Health (CISMAC), Centre 
for International Health, University of Bergen, Bergen, Norway. 6 Department 
of Psychiatry, School of Medicine, Makerere University College of Health 
Sciences, Kampala, Uganda. 7 Department of Community and Public Health, 
Busitema University Faculty of Health Sciences, Mbale, Uganda. 8 Department 
of Obstetrics and Gynaecology, Busitema University Faculty of Health Sciences, 
Mbale, Uganda. 

Received: 25 October 2021   Accepted: 23 May 2022

References
	1.	 United Nations Inter-agency Group for Child Mortality Estimation (UN 

IGME). A neglected tragedy: the global burden of stillbirths. New York: 
United Nations Children’s Fund; 2020.

	2.	 Hug L, You D, Blencowe H, Mishra A, Wang Z, Fix M et al. Global, regional, 
and National Levels and trends in stillbirths from 2000 to 2019: a system-
atic assessment. 2021.

	3.	 Arach AAO, Tumwine JK, Nakasujja N, Ndeezi G, Kiguli J, Mukunya D, 
et al. Perinatal death in northern Uganda: incidence and risk factors 
in a community-based prospective cohort study. Glob Health Action. 
2021;14(1):1859823.

	4.	 Di Stefano L, Bottecchia M, Yargawa J, Akuze J, Haider MM, Galiwango 
E, et al. Stillbirth maternity care measurement and associated factors 
in population-based surveys: EN-INDEPTH study. Popul Health Metrics. 
2021;19(1):1–16.

	5.	 Ezeh OK, Uche-Nwachi EO, Abada UD, Agho KE. Community-and proxi-
mate-level factors associated with perinatal mortality in Nigeria: evidence 
from a nationwide household survey. BMC Public Health. 2019;19(1):811.

	6.	 Getiye Y, Fantahun M. Factors associated with perinatal mortality among 
public health deliveries in Addis Ababa, Ethiopia, an unmatched case 
control study. BMC Pregnancy Childbirth. 2017;17(1):245.



Page 12 of 13Arach et al. BMC Pregnancy and Childbirth          (2022) 22:491 

	7.	 Lawn JE, Blencowe H, Waiswa P, Amouzou A, Mathers C, Hogan D, et al. 
Stillbirths: rates, risk factors, and acceleration towards 2030. Lancet. 
2016;387(10018):587–603.

	8.	 Nankabirwa V, Tumwine JK, Tylleskär T, Nankunda J, Sommerfelt H, Con-
sortium PER. Perinatal mortality in eastern Uganda: a community based 
prospective cohort study. PLoS One. 2011;6(5):e19674.

	9.	 Burnett P, Middleton W, Raphael B, Martinek N. Measuring core 
bereavement phenomena. Psychol Med. 1997;27(1):49–57.

	10.	 Heazell AE, Siassakos D, Blencowe H, Burden C, Bhutta ZA, Cacciatore 
J, et al. Stillbirths: economic and psychosocial consequences. Lancet. 
2016;387(10018):604–16.

	11.	 Fernández-Sola C, Camacho-Ávila M, Hernández-Padilla JM, Fernández-
Medina IM, Jiménez-López FR, Hernández-Sánchez E, et al. Impact of 
perinatal death on the social and family context of the parents. Int J 
Environ Res Public Health. 2020;17(10):3421.

	12.	 Badenhorst W, Riches S, Turton P, Hughes P. The psychological effects 
of stillbirth and neonatal death on fathers: systematic review. J Psycho-
som Obstet Gynecol. 2006;27(4):245–56.

	13.	 Murray JA, Terry DJ, Vance JC, Battistutta D, Connolly Y. Effects of a pro-
gram of intervention on parental distress following infant death. Death 
Stud. 2000;24(4):275–305.

	14.	 Boyden JY, Kavanaugh K, Issel LM, Eldeirawi K, Meert KL. Experiences 
of African American parents following perinatal or pediatric death: a 
literature review. Death Stud. 2014;38(6):374–80.

	15.	 Kavanaugh K, Hershberger P. Perinatal loss in low-income 
African American parents. J Obstet Gynecol Neonatal Nurs. 
2005;34(5):595–605.

	16.	 Kiguli J, Namusoko S, Kerber K, Peterson S, Waiswa P. Weeping in 
silence: community experiences of stillbirths in rural eastern Uganda. 
Glob Health Action. 2015;8(1):24011.

	17.	 Gopichandran V, Subramaniam S, Kalsingh MJ. Psycho-social impact of 
stillbirths on women and their families in Tamil Nadu, India – a qualita-
tive study. BMC Pregnancy Childbirth. 2018;18(1):109.

	18.	 Cacciatore J, DeFrain J, Jones KLC, Jones H. Stillbirth and the couple: a 
gender-based exploration. J Fam Soc Work. 2008;11(4):351–72.

	19.	 Das MK, Arora NK, Gaikwad H, Chellani H, Debata P, Rasaily R, et al. 
Grief reaction and psychosocial impacts of child death and stillbirth 
on bereaved north Indian parents: a qualitative study. PLoS One. 
2021;16(1):e0240270.

	20.	 Ellis A, Chebsey C, Storey C, Bradley S, Jackson S, Flenady V, et al. Sys-
tematic review to understand and improve care after stillbirth: a review 
of parents’ and healthcare professionals’ experiences. BMC Pregnancy 
Childbirth. 2016;16(1):1–19.

	21.	 McCreight BS. A grief ignored: narratives of pregnancy loss from a male 
perspective. Sociol Health Illn. 2004;26(3):326–50.

	22.	 O’Leary J, Thorwick C. Fathers’ perspectives during pregnancy, post-
perinatal loss. J Obstet Gynecol Neonatal Nurs. 2006;35(1):78–86.

	23.	 Brownlee K, Oikonen J. Toward a theoretical framework for perinatal 
bereavement. Br J Soc Work. 2004;34(4):517–29.

	24.	 Fenstermacher K, Hupcey JE. Perinatal bereavement: a principle-based 
concept analysis. J Adv Nurs. 2013;69(11):2389–400.

	25.	 Mills TA, Ayebare E, Mukhwana R, Mweteise J, Nabisere A, Nendela A, 
et al. Parents’ experiences of care and support after stillbirth in rural 
and urban maternity facilities: a qualitative study in Kenya and Uganda. 
BJOG Int J Obstet Gynaecol. 2021;128(1):101–9.

	26.	 Arach AAO, Nakasujja N, Nankabirwa V, Ndeezi G, Kiguli J, Mukunya D, 
et al. Perinatal death triples the prevalence of postpartum depression 
among women in northern Uganda: a community-based cross-sec-
tional study. PLoS One. 2020;15(10):e0240409.

	27.	 Cacciatore J, Radestad I, Frederik FJ. Effects of contact with stillborn 
babies on maternal anxiety and depression. Birth. 2008;35:313–20.

	28.	 Gold KJ, Leon I, Boggs ME, Sen A. Depression and posttraumatic 
stress symptoms after perinatal loss in a population-based sample. J 
Women’s Health. 2016;25(3):263–9.

	29.	 Gravensteen IK, Helgadóttir LB, Jacobsen E-M, Rådestad I, Sandset PM, 
Ekeberg Ø. Women’s experiences in relation to stillbirth and risk factors 
for long-term post-traumatic stress symptoms: a retrospective study. 
BMJ Open. 2013;3(10):e003323.

	30.	 Murphy S, Cacciatore J. The psychological, social, and economic impact 
of stillbirth on families. Semin Fetal Neonatal Med. 2017;22(3):129–34. 
WB Saunders. https://​doi.​org/​10.​1016/j.​siny.​2012.​09.​001.

	31.	 Janssen HJ, Cuisinier MC, de Graauw KP, Hoogduin KA. A prospective 
study of risk factors predicting grief intensity following pregnancy loss. 
Arch Gen Psychiatry. 1997;54(1):56–61.

	32.	 Hughes PM, Turton P, Evans CD. Stillbirth as risk factor for depres-
sion and anxiety in the subsequent pregnancy: cohort study. BMJ. 
1999;318:1721–4.

	33.	 Turton P, Badenhorst W, Hughes P, Ward J, Riches S, White S. Psycho-
logical impact of stillbirth on fathers in the subsequent pregnancy and 
puerperium. Br J Psychiatry. 2006;188:165–72.

	34.	 Sutan R, Miskam HM. Psychosocial impact of perinatal loss among 
Muslim women. BMC Womens Health. 2012;12(1):15.

	35.	 Hughes P, Turton P, Hopper E, McGauley GA, Fonagy P. Disorganised 
attachment behaviour among infants born subsequent to stillbirth. J 
Child Psychol Psychiatry Allied Discip. 2001;42(6):791–801.

	36.	 Najman JM, Vance JC, Boyle F, Embleton G, Foster B, Thearle J. 
The impact of a child death on marital adjustment. Soc Sci Med. 
1993;37(8):1005–10.

	37.	 Worden JW. Grief counseling and grief therapy: A handbook for the 
mental health practitioner. Springer publishing Company; 2018. ISBN: 
978-0-8261-0120-4 (Print) ISBN: 978-0-8261-0121-1 (eBook). https://​doi.​
org/​10.​1891/​97808​26101​211.

	38.	 SURVIVAL PLUSS: Increasing Capacity for Mama-baby Survival in Post-
conflict Uganda and South Sudan https://​clini​caltr​ials.​gov/​ct2/​show/​
NCT02​605369. Accessed 18 Nov 2020.

	39.	 Uganda Bureau of Statistics (UBOS). The National Population and hous-
ing census 2014 – area specific profile series. Kampala: Uganda Bureau 
of Statistics (UBOS); 2017.

	40.	 Omona J, Aduo JR. Gender issues during post-conflict recov-
ery: the case of Nwoya district, northern Uganda. J Gend Stud. 
2013;22(2):119–36.

	41.	 Sonko S. Fertility and culture in sub-Saharan Africa: a review. Int Soc Sci 
J. 1994;46(3):397–411.

	42.	 Rose P, Beeby J, Parker D. Academic rigour in the lived experience of 
researchers using phenomenological methods in nursing in nursing. J 
Adv Nurs. 1995;21(6):1123–9.

	43.	 Wojnar DM, Swanson KM. Phenomenology: an exploration. J Holist 
Nurs. 2007;25(3):172–80.

	44.	 Lasker JN, Toedter LJ. Acute versus chronic grief: the case of pregnancy 
loss. Am J Orthopsychiatry. 1991;61(4):510–22.

	45.	 Butler AE, Hall H, Copnell B. Bereaved parents’ experiences of research 
participation. BMC Palliative Care. 2018;17(1):1–9.

	46.	 Badenhorst W, Hughes P. Psychological aspects of perinatal loss. Best 
Pract Res Clin Obstet Gynaecol. 2007;21(2):249–59.

	47.	 Elo S, Kyngäs H. The qualitative content analysis process. J Adv Nurs. 
2008;62(1):107–15.

	48.	 Braun V, Clarke V. Using thematic analysis in psychology. Qual Res 
Psychol. 2006;3(2):77–101.

	49.	 NVivo software https://​www.​qsrin​terna​tional.​com/​nvivo-​quali​tative-​
data-​analy​sis-​softw​are/​home. Accessed 28 Jan 2021.

	50.	 Kelley MC, Trinidad SB. Silent loss and the clinical encounter: parents’ 
and physicians’ experiences of stillbirth–a qualitative analysis. BMC 
Pregnancy Childbirth. 2012;12(1):137.

	51.	 Kirui KM, Lister ON. Lived experiences of mothers following a perinatal 
loss. Midwifery. 2021;99:103007.

	52.	 Onaolapo ES, Boateng EA, Apiribu F, Dzomeku VM. Experiences and 
coping strategies of perinatally bereaved mothers with the loss. Int J 
Nurs Midwifery. 2020;12(2):71–8.

	53.	 Eakes GG, Burke ML, Hainsworth MA. Middle-range theory of chronic 
sorrow. Image: the. J Nurs Scholarsh. 1998;30(2):179–84.

	54.	 Sisay MM, Yirgu R, Gobezayehu AG, Sibley LM. A qualitative study of 
attitudes and values surrounding stillbirth and neonatal mortality 
among grandmothers, mothers, and unmarried girls in rural Amhara 
and Oromiya regions, Ethiopia: unheard souls in the backyard. J Mid-
wifery Womens Health. 2014;59(s1):S110–7.

	55.	 Uganda Bureau of Statistics (UBOS). The annual statistical abstract 
2020. Kampala; Last updated 13th November 2020. https://​www.​ubos.​
org/​wp-​conte​nt/​uploa​ds/​publi​catio​ns/​11_​2020S​TATIS​TICAL__​ABSTR​
ACT_​2020.​pdf. Accessed 25 Aug 2021.

	56.	 Cacciatore J. Psychological effects of stillbirth. Semin Fetal Neonatal 
Med. 2013;18(2):76–82. WB Saunders. https://​doi.​org/​10.​1016/j.​siny.​
2012.​09.​001.

https://doi.org/10.1016/j.siny.2012.09.001
https://doi.org/10.1891/9780826101211
https://doi.org/10.1891/9780826101211
https://clinicaltrials.gov/ct2/show/NCT02605369
https://clinicaltrials.gov/ct2/show/NCT02605369
https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/home
https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/home
https://www.ubos.org/wp-content/uploads/publications/11_2020STATISTICAL__ABSTRACT_2020.pdf
https://www.ubos.org/wp-content/uploads/publications/11_2020STATISTICAL__ABSTRACT_2020.pdf
https://www.ubos.org/wp-content/uploads/publications/11_2020STATISTICAL__ABSTRACT_2020.pdf
https://doi.org/10.1016/j.siny.2012.09.001
https://doi.org/10.1016/j.siny.2012.09.001


Page 13 of 13Arach et al. BMC Pregnancy and Childbirth          (2022) 22:491 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	57.	 Obst KL, Due C, Oxlad M, Middleton P. Men’s grief following pregnancy 
loss and neonatal loss: a systematic review and emerging theoretical 
model. BMC Pregnancy Childbirth. 2020;20(1):1–17.

	58.	 Obst KL, Oxlad M, Due C, Middleton P. Factors contributing to men’s 
grief following pregnancy loss and neonatal death: further develop-
ment of an emerging model in an Australian sample. BMC Pregnancy 
Childbirth. 2021;21(1):1–16.

	59.	 Erlandsson K, Säflund K, Wredling R, Rådestad I. Support after stillbirth 
and its effect on parental grief over time. J Soc Work End Life Palliat 
Care. 2011;7(2–3):139–52.

	60.	 Razeq NM, Al-Gamal E. Maternal bereavement: Mothers’ lived 
experience of losing a newborn infant in Jordan. J Hosp Palliat Nurs. 
2018;20(2):137–45.

	61.	 Nuzum D, Meaney S, O’Donoghue K. The impact of stillbirth on bereaved 
parents: a qualitative study. PLoS One. 2018;13(1):e0191635.

	62.	 Clossick E. The impact of perinatal loss on parents and the family. J Fam 
Health. 2016;26(3):11–5.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	“Your heart keeps bleeding”: lived experiences of parents with a perinatal death in Northern Uganda
	Abstract 
	Background: 
	Objective: 
	Methods: 
	Results: 
	Conclusion: 

	Background
	Methods
	Study setting
	Study design
	Study population
	Data collection
	Research team and reflexivity
	Analysis

	Results
	Theme 1: reaction to a perinatal loss
	Sub-theme 1: immediate reaction
	Pain
	Confused
	Burial
	Double loss – lost baby and financial resources
	Losing a baby is associated with multiple stressful roles
	Men prioritized their partner’s health
	Aggravating factors
	Health care provider reaction
	Blame and guilt

	Sub-theme 2: delayed reaction to the perinatal loss
	Marital challenges
	Sight of similar age children
	Consecutive pregnancy losses

	Theme 2: suggestions for support after a perinatal loss
	Medical treatment of the deceased’ mother
	Comfort and disclose the cause of a perinatal death
	Family and community support


	Discussion
	Strengths and limitations

	Conclusion
	Acknowledgements
	References


