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Objective To explore parents’ lived experiences of care and

support following stillbirth in urban and rural health facilities.

Design Qualitative, interpretative, guided by Heideggerian

phenomenology.

Setting Nairobi and Western Kenya, Kampala and Central Uganda.

Sample A purposive sample of 75 women and 59 men who had

experienced the stillbirth of their baby (≤1 year previously) and

received care in the included facilities.

Methods In-depth interviews, analysed using Van Manen’s

reflexive approach.

Results Three main themes were identified; parents described

devastating impacts and profound responses to their baby’s death.

Interactions with health workers were a key influence, but poor

communication, environmental barriers and unsupportive facility

policies/practices meant that needs were often unmet. After

discharge, women and partners sought support in communities to

help them cope with the death of their baby but frequently

encountered stigma engendering feelings of blame and increasing

isolation.

Conclusions Parents in Kenya and Uganda were not always treated

with compassion and lacked the care or support they needed after

the death of their baby. Health workers in Kenya and Uganda, in

common with other settings, have a key role in supporting

bereaved parents. There is an urgent need for context and

culturally appropriate interventions to improve communication,

health system and community support for African parents.

Keywords Bereavement, parents, qualitative, stillbirth, sub-

Saharan Africa.
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Introduction

Globally, 2.6 million babies die shortly before or during

birth annually. Over half of these deaths occur in sub-Saha-

ran Africa, where the average rates are eight times greater

than in high-income countries (HIC).1 Across all settings,

stillbirth disproportionately affects marginalised popula-

tions, those living in poverty and conflict zones.2 Stillbirth

is acknowledged as being one of the most distressing and

traumatic life experiences and is associated with long-last-

ing negative health and social impacts for parents and fam-

ilies, including serious mental health issues, associated

physical health problems, relationship and family break-

down.3 Reducing the impact of stillbirth has been identified

as an international health priority for sustainable develop-

ment.4 Preventing as many stillbirths as possible through
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improvements in public health, access and uptake of high-

quality maternity care is vital to achieving this aim; but it

is also imperative that adequate support is provided for

women and families when a baby dies.

Empathic and compassionate care from health workers

in the days and weeks after the death of a baby positively

influences the parents’ adjustment and recovery, including

the ability to care for other children, and encourages future

health services uptake.5 Evidence, derived mainly from

HICs, demonstrates considerable variation in care provi-

sion, where parents are not always treated with respect and

compassion or offered the support needed after stillbirth.6

Very few studies have addressed the experiences of parents

after stillbirth in sub-Saharan Africa; however, women have

reported stigma and ostracism.7 Common cultural practices

in African communities such as rapid burial and restric-

tions on public mourning may also increase isolation. The

aim of this study was to explore the lived experiences of

parents in the period immediately following the death of

their baby in health facilities in Kenya and Uganda, to gain

an understanding of the response of health systems and

barriers and facilitators to effective support.

Methods

This interpretative study, guided by hermeneutic phe-

nomenology, aimed to capture the essence of parents’ lived

experiences of care and support after stillbirth in facilities

in urban, peri- urban and semi-rural areas of Kenya and

Uganda.8 Heidegger recognised the difficultly in suspending

preconceptions; therefore, the research team, which

included midwives and nurses, did not attempt to suspend

prior knowledge and experiences, although multiple ana-

lysts enhanced credibility. Core outcome sets were not rele-

vant to this approach. In both countries, study conduct

and interpretation of the findings were supported by com-

munity engagement and involvement (CEI) and stake-

holder groups. Stakeholders were local academics,

clinicians, managers and ministry of health representatives,

recruited via established networks and CEIs compromised

bereaved parents, at least 1 year following their baby’s

death, who provided training and support through the

NIHR Global Health Group Kenya and Uganda partners,

as described previously by Bedwell and Lavender.9

The study was funded by the NIHR Global Health

Group on Stillbirth at The University of Manchester 16/

137/53, Wellbeing of Women/RCM/Burdett Trust Interna-

tional Fellowship IFA 200.

Sample
A purposive sample of 75 women, and 59 male partners of

women, over 18 years, who had experienced a stillbirth

(baby born ≥28 weeks’ gestation with no signs of life)10

within the previous 12 months were recruited. The sample

included participants in both urban and peri-urban or

semi-rural settings in each country, with up to 20 women

and male partners recruited per site, reflecting previous

phenomenological studies.11 Health workers invited women

and partners, meeting the above criteria, who received care

at five facilities in Nairobi and Western Kenya, Kampala

and Central Uganda to complete ‘consent to contact’

forms, before discharge after the birth of the baby or at

postnatal community contacts, if they were interested in

participating. They were contacted by the research assistant

(agreed method, a phone call, for example), not sooner

than 2 weeks later and provided with study information. If

the participant was agreeable, an interview was scheduled,

not sooner than 8 weeks after the birth and consent con-

firmed prior to any data collection. Although not required

for phenomenology, we consider that data saturation was

reached, as no new themes emerged.

Data collection
Experienced midwife research assistants conducted recruit-

ment and data collection. Demographic and clinical data

were collected via investigator-designed questionnaires

immediately prior to the interview. An interview topic

guide was developed based on literature, discussions with

the CEI group and stakeholders, with broad opening ques-

tions focused on experiences, followed by flexible prompts.

One-to-one interviews were conducted at a place of the

participant’s choice, with due regard for researcher safety,

in the local language or English according to the partici-

pant’s preference. When couples both agreed to an inter-

view, these were conducted separately, digitally audio-

recorded and transcribed verbatim; pseudonyms protected

anonymity. After each interview, researchers completed

field notes and a reflexive diary to capture nuances and

record emerging themes.

Data analysis
Interviews were translated into English by the research

assistant (native speaker), where required, and approxi-

mately a 10% sample independently back-translated to

ensure accuracy. Any discrepancies in meaning were

reviewed with the lead local researcher; the emphasis was

on accuracy rather than direct translation. Analysis was

guided by Van Manen’s three-stage approach;12 first, tran-

scripts were read and re-read in their entirety. Second, sig-

nificant statements were highlighted throughout. In the

third stage, every sentence and paragraph was considered

in detail. Sentences were placed into clusters according to

commonalities; sub-themes and main themes were identi-

fied through amalgamation of the clusters, returning to the

original transcript for confirmation. This cyclical process

reflected the hermeneutic circle, a key component of
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Heidegger’s approach. This process was conducted by three

researchers; local teams further shared summaries and

emerging concepts with the relevant CEI and stakeholder

groups and feedback was collated to provide new insight.

The final interpretation of the data was confirmed with the

wider research team.

Results

Interviews were conducted with 75 women and 59 men at

150 [47–340; median and range] days following their

baby’s death (July 2017 to May 2019). Table 1 summarises

the demographic and birth outcome characteristics for the

participants. Three overarching themes were uncovered

during analysis, informed by a number of sub-themes,

common across all settings and included parents’ accounts

of the ‘impacts and responses’ to the death of their baby,

perceptions surrounding ‘care and interactions with health

staff’ and ‘community support and coping’ (Table 2).

Theme 1: Impacts and responses
Despite perceptions that frequent exposure to stillbirth in

low- and middle-income settings might somehow prepare

parents for a poor outcome, women in this study recounted

profound shock, bewilderment, lasting distress and despair

when they discovered their baby had died:

‘It is something that I least expected and bearing in mind

that all through I was okay with the pregnancy I never

thought this would have happened. . . it left me in

pieces.’

[Joy, mother, Peri-urban Kenya]

Suffering in vain
Emotional distress was often exacerbated by physical mor-

bidity stemming from traumatic labour and birth, cae-

sarean section scars and perineal wounds providing lasting

reminders of futility of the pain and suffering women had

endured:

‘I wanted her. Getting pregnant, carrying the pregnancy

all those months and going through the caesarean pain

and the baby dies, have I not suffered in vain?’

[Jennifer, mother, Urban Uganda]

Male partners were also deeply affected, describing feelings

of anger, sadness, upset and powerlessness. The baby’s unex-

pected death disrupted much-anticipated life-transitions to

Table 1. Characteristics of parent participants

n = 134; Women n = 75; Men n = 59

Characteristic/Country Kenya n = 85 Uganda n = 49

Gender Women n = 44 Men n = 41 Women n = 31 Men n = 18

Age, median [range] 28.5 [19–43] 31 [20–51] 25 [19–40] 34 [23–63]

Urban dwelling 19 (43%) 22 (54%) 18 (49%) 8 (44%)

Married or cohabiting, n (%) 39 (89%) 40 (98%) 22 (72%) 16 (89%)

Years of education, median [range] 12 [4–17] 15[6–20] 10 [3–16] 11 [3–17]

Employed [full or part time], n (%) 23 (52%) 38 (96%) 15 (48%) 15 (83%)

Religion Christian 44 (100%) Christian 38 (93%)

Muslim 3 (7%)

Christian 23 (74%)

Muslim 8 (26%)

Christian 7 (39%)

Muslim 9 (50%)

Other/None 2 (11%)

No living children 15 (34%) 15 (37%) 9 (29%) 0 (0%)

Experience previous stillbirth or

neonatal death of baby

9 (20%) 5 (12%) 1 (3%) 2 (4%)

Gestation, median [range] 36 [28–42] 36 [28–42] 40 [28–42] 40 [29–44]

Type of stillbirth [partner for men] Antepartum: 17 (39%)

Intrapartum: 27 (61%)

Antepartum: 15 (37%)

Intrapartum: 23 (61%)

Antepartum: 9 (29%)

Intrapartum: 22 (71%)

Antepartum: 9 (50%)

Intrapartum: 9 (50%)

Mode of birth [partner for men] Spontaneous: 38 (86%)

Caesarean: 6 (14%)

Spontaneous: 33 (80%)

Caesarean: 8 (20%)

Spontaneous: 11 (36%)

Caesarean: 20 (64%)

Spontaneous: 7 (39%)

Caesarean: 11 (61%)

Knew of cause of stillbirth 24 (54%) 25 (61%) 11 (35%) 7 (39%)

Maternal postnatal health complications*

[affecting partner, for men]

8 (18%) 7 (17%) 9 (29%) 2 (11%)

*Any maternal postnatal health complication including infections (urinary tract, wound, breast), haemorrhage or anaemia, obstetric fistula, mental

health.
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fatherhood or expansion of the family. Men’s accounts illus-

trated that they often felt it necessary to suppress their own

emotions and be ‘strong’, as their role was to support their

partner, and to deal with practicalities around death such as

arranging burials or paying hospital bills:

‘I was traumatised by the sight of her condition, but I

had to pull myself together as a man, and confront the

situation.’

[Erick, father, Urban Kenya]

Several women experienced serious and sometimes life-

threatening complications associated with the birth includ-

ing severe pre-eclampsia, eclampsia and post-partum haem-

orrhage. In these circumstances, distress at the baby’s death

was often tempered by relief that his partner had survived:

‘I didn’t feel good about the news, because I lost the baby

but what consoled me was that the mother had survived.’

[Ali, father, Semi-rural Uganda]

Theme 2: Care in facilities
Accounts of the hours and days following a baby’s death

exemplify the key influence of health workers in minimis-

ing or exacerbating parents’ trauma and vulnerability.

Communication was a central concern; both what was said

and how information was delivered were important.

Although positive experiences were reported, many parents

recalled insensitivity and lack of clear and understandable

information. Unsupportive practices, policies and physical

environments within facilities also impacted adversely, for

example through barriers to companion support, privacy

and increasing a sense of disempowerment.

Table 2. Sub-themes and main themes

Sub-themes Example quotes Main theme

Theme 1

Emotional impacts ‘I was so down, I was so disappointed, I was so devastated. I don’t know

how to describe it.’

Shafiq, Father, Urban Uganda

Impacts and responses: The death of the

baby triggered profound emotional distress

for parents

Suffering in vain ‘Like do you know when they told me the baby is dead, I was like

ehh. . .so God you mean I have suffered for nothing I have not seen my

baby?’

Jackie, Mother, Semi-Rural Uganda

Theme 2

Left in the dark ‘. . .being unable to understand what caused the death of my baby until

today. I know that God decides anyway but I remained with many

questions asking myself what could have resulted into the death of my

baby. Unfortunately, I didn’t get a chance to know and that too disturbs

my head. . .’

Kasim, Father, Semi-rural Uganda

Care and interactions with health staff:

Health workers and facility environments

were pivotal, but not always positive,

influences on parents experiences

Not a priority ‘Everyone who you would see would tell you that they are busy and I

should wait and then they leave until when we were told that the

health workers need a bribe.’

Linnet, Mother, Urban Uganda

Unsupportive rules

and practices

‘He travelled from [name of town] and by the time he got here it was

raining and he was late and he was told to leave the ward and he left

because it was past visiting hours.’

Lynn, Mother Peri-Urban Kenya

Theme 3

Community support ‘You know people talk a lot and now they will talk and

talk. . .Neighbours, the community where you come from. They can see

you like a bad omen.’

Besh, Mother, Peri-urban Kenya

Community support and coping: After

discharge, social support for parents was

inhibited by separation from family and

stigma surrounding stillbirth in

communities.Hope for the future ‘What gave me the strength was the support from my mother and the

fact that my wife was alive, at least I didn’t lose both of them and I

know that given that my wife is still around we still have a chance to

get another child.

Willy, Father, Peri-urban Kenya
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Left in the dark
Parents were often dissatisfied with how they were informed

of the baby’s death, recounting delays and misinformation.

Intrauterine death was often confirmed by ultrasound, but

women were not always told the findings at the time of the

scan. Some women only guessed that something was wrong

because of staff demeanour or overheard conversations. For

example, Bukirwa learned her baby had died only when the

scan results were explained to medical students:

‘She told them, “when this happens, I hear when the pla-

centa detaches from the baby!!!” Something like that ”the

baby suffocates, if the baby is not getting oxygen, so this

has led to death, so the baby has died”. She did not tell

me direct, but she told them, and I was listening, yes. So,

I realised that my baby was no more.’

[Bukirwa, mother, Semi-rural Uganda]

Most women who experienced intrapartum stillbirth

appeared to be unaware of any problems until after the

birth. Several described being left alone, worried and con-

fused, as the baby was immediately removed from the

delivery room, not having cried. In these circumstances,

women often waited for long periods, sometimes several

hours, before being told the baby had died. Women who

required caesarean section under general anaesthetic for

severe complications, also recounted not learning that the

baby had died for some hours or days after regaining con-

sciousness. Withholding bad news was justified by concerns

around exacerbating medical complications, and partners

and relatives were sometimes complicit in this behaviour.

‘We don’t usually want to show them the babies because;

since she has had a caesarean section, she might get high

blood pressure and the condition worsens when she sees

the baby. So for most of them, we can even tell them about

it like after 1 day. If she keeps asking where the baby is; you

can lie to her that “the baby is still in theatre, the doctors

are bringing him” so you keep her in that state.’

[Obei, father, Semi-rural Uganda]

Women were extremely upset at being deceived; this

behaviour intensified rather than reduced distress:

‘I really felt very bad. Because even when I gained con-

sciousness, I asked for my baby but they confused me

around, they didn’t want to tell me the truth.’

[Mariam, Mother, Semi-rural Uganda]

Not a priority
Women recognised limited resources and pressures on health

workers and were extremely grateful to those who were kind

and offered understandable information. However, not all

staff were sensitive or compassionate and poor communica-

tion had a lasting impact. For example, several women

recounted rebukes for not ‘co-operating’ during the second

stage of labour; one recalled being told ‘you’re not pushing

hard enough’ and then felt she was blamed for the baby’s

death. Some staff reacted negatively and defensively when

parents asked questions about what had happened and some

callous remarks were made to women:

‘What do you want us to help you with? Your thing has

already died, for us we save those who are still alive, if

your baby was still alive, we could have saved him. So,

on that note, help yourself because we also have no way

of saving you.’

[Mariam, mother, Semi-rural Uganda]

Beyond receiving brief condolences, very few parents had

any opportunity to discuss the baby’s death in depth. None

of the parents recalled being offered any formal investiga-

tions into the cause of their baby’s death, such as a post-

mortem examination. The limited information they

received appeared to derive from health workers’ interpre-

tation or opinion based on clinical history and, occasion-

ally, external examination of the baby at the time of birth.

Poor communication increased feelings of isolation and

perceptions among women and partners that they were less

of a priority to staff than those with live babies.

Unsupportive practices, policies and rules
Many women and partners expressed a desire to see, and

some to hold, their stillborn baby after birth as helpful in

validating their parenting role and in creating memories.

Although many women, and some partners, saw their baby

after birth, fewer reported holding. Contact was not offered

to all parents and this was often a source of regret:

‘You know a mother is a mother even to a dead body. I

would have wished to hold the baby but I think the

nurses saw my grieving and they thought that would have

aggravated my pain more so they immediately took the

baby away.’

[Cece, mother, Peri- Urban Kenya]

Where parents did see or hold their stillborn baby, interac-

tions were not always supported appropriately. Few women

recalled any discussion of the possibility of seeing and or

holding or how the baby might appear, prior to birth.

Although cultural constraints were occasionally raised, fear

was the most commonly cited factor for parents opting not

to see their baby. Some facilities actually enforced contact to

confirm the death and identity of the baby, one woman was
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told this was to ensure you. . . ‘don’t say your baby was sto-

len, your baby passed on’. Partners or family members were

required to confirm death in writing before the body was

transferred to the mortuary. One woman was prevented from

visiting her surviving twin in the neonatal unit until her part-

ner arrived to complete the paperwork. Several women felt

traumatised after being left with the baby for long periods

waiting for family members to attend:

‘From 5 pm that evening, through the night I slept with the

baby box. . ..the hospital required next of kin consent to the

hospital burying the body. The stillbirth really traumatised

me especially having to lie down besides [a] dead baby.’

[Beryl, mother, Urban Kenya]

Inflexible institutional policies were also a barrier to

companion support after stillbirth; partners who were not

permitted to be present during birth, were also excluded

from the hospital outside visiting hours:

‘When I came to the hospital the watchman told me that

visiting hours were over, I almost cried, I was confused. I

went home with a bad headache, tears on my face. Also,

we did not have a phone because I had lost my phone –
the whole experience was a nightmare.’

[James, father, Urban Kenya]

Following birth, women were normally accommodated

in open postnatal wards. The lack of private space inhibited

expression of emotions and the close proximity of other

mothers and healthy newborns was often distressing:

‘. . . then after that delivery and the incident of losing my

child I was being put in the same room with other

women holding their baby. I felt very bad because I too

wanted to hold mine and feel like them.’

[Lilly, mother, Peri-urban Kenya]

Theme 3: Community support and coping
Women were often discharged from facilities very rapidly,

within hours or a day of the birth, unless they were unwell,

and had little or no contact with health services in the

postnatal period. Although some couples reported

increased closeness, others experienced major relationship

difficulties and some male partners abandoned women in

the wake of stillbirth:

‘These days he has few words. . .when he speaks to me he

always finds a way to say something like ‘you are not like

other women. I feed you, you keep well yet there is no

baby in this house [silence]. . .it hurts so much.’

[Ruth, mother, Urban Kenya]

Family and friends were the principle source of ongoing

support, but the wider community was also important for

parents, particularly those living at a distance from families.

Many drew and support comfort from religious beliefs and

faith communities; most participants identified themselves

as Christian and several women were visited by ministers

and other church members soon after leaving hospital.

Opportunities to talk through experiences, as well as keep-

ing busy and distractions were reported to be helpful:

‘People really came to my rescue; they helped me because

I didn’t have any sister or relative in that place, it was

just the hearts of people in the village.’

[Nalweyiso, mother, Semi-rural Uganda]

Many parents did not feel they received enough support

in the early days and weeks after their baby’s death. Several

described a sense of isolation, even though they were sur-

rounded by other people, reflecting a lack of understanding

of their labile emotional state. A few women were aware of

unpleasant gossip, among neighbours, surrounding their

stillbirth:

‘Some of them are very understanding, others were sus-

pecting that I was bewitched and others started saying I

was HIV positive. All in all, I have kept my faith in the

Lord.’

[Kate, mother, Peri-urban l Kenya]

Hope for the future
Realisation that stillbirth was more common than thought,

and a shared experience with others was a source of com-

fort for some women. Several described chance conversa-

tions with women in hospital or their community with a

personal experience of baby loss and relief in feeling they

were ‘not the only ones’. Also, for many women and part-

ners, maintaining a sense of hope that there would be

another chance and they would have a live baby in the

future was important:

‘I cope by reminding myself that I already lost another

baby and even if I lost this one again, I should not worry,

I will still be able to deliver another baby, and God will

give me more children if I want.’

[Molly, mother, Peri-urban Kenya]

Discussion

Main findings
This qualitative study explored the lived experiences of par-

ents in the days and weeks following the death of their

baby in urban, peri-urban and semi-rural facilities in Kenya
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and Uganda; settings facing a high burden of stillbirth. Our

findings confirm the devastating impact on parents, and

that care and support provided in facilities had a pivotal

influence on experiences and adjustment. Although some

parents were complimentary about their care, many had

negative experiences. Health workers lacked sensitivity and

empathy and often failed to provide clear information. The

baby’s existence was not validated, and opportunities for

parenting were not adequately supported. Limited separa-

tion from other women compounded distress, and rigid

adherence to policies inhibited companion support in facil-

ities. Social support was important once women were dis-

charged, but was impeded by geographical separation from

family and persistent stigma in communities surrounding

baby death.

Strengths and limitations
Despite the disproportionate burden of stillbirths in sub-

Saharan Africa, very few studies have explored bereavement

support in this context.13 This study provides the widest-

ranging in-depth exploration of experiences of bereaved

parents in health facilities in Kenya and Uganda to date.

Experienced local researchers conducted the interviews and

parents were overwhelmingly positive about having, for

most, their first opportunity to discuss experiences sur-

rounding their baby’s death. Involvement of local service

users and clinicians in the design, conduct and interpreta-

tion added trustworthiness to our findings.

The study was conducted in Kenya and Uganda;

although experiences resonated strongly with other East

African partners in our Global Health Group, the findings

might not extend to other African settings. Only a small

number of women who gave birth outside health facilities

or accessed traditional birth attendants (TBAs) in one site

in Uganda were included. Despite initiatives to discourage

(or prohibit) involvement in childbirth care, TBAs have an

important influence and status, particularly in rural areas.
14 It would also be helpful to understand the experiences of

other family and community members who supported

women and partners. Since health worker’s behaviour was

a key determinant of the quality of support received, their

views and experiences would also contribute to the design

of context-appropriate and sensitive interventions.

Interpretation
The profound and lasting trauma experienced by parents

after the death of a baby before or during birth is increas-

ingly being acknowledged.15 Our study confirms compara-

ble emotional responses among parents in Kenya and

Uganda. In common with other settings, fathers were

observed to internalise grief, reflecting socio-cultural role

expectations of ‘manliness’.16 Outward detachment did not

reflect men’s inner feelings but likely contributed to

relationship difficulties encountered by some couples.17

Women perceived stigmatisation and a lack of understand-

ing among peers. Motherhood confers particular esteem in

African society, and scorn and isolation by communities

and abandonment by partners are not uncommon after

stillbirth.18

Health workers had a critical role in influencing parent’s

adjustment and recovery after the death of their baby.

However, our findings suggest opportunities to prevent fur-

ther trauma were often missed. Poor communication after

stillbirth has often been linked to limited societal awareness

of the impacts, lack of pre- and in-service preparation of

health workers19 and, here, paucity of context-specific edu-

cational materials and resource pressures could also con-

tribute. The lack of routine investigations into causes of

death might have acted as a barrier to effective communi-

cation, and it is possible that health workers felt unable to

answer parents’ questions and therefore avoided discus-

sions. Opportunities to validate the baby’s existence,

including seeing and holding the baby, were important to

many parents. Although widely practised in HIC, the bene-

fits of encouraging contact are debated20,21 and cultural

appropriateness might be a concern in some LMIC set-

tings.13 However, our findings support a Nigerian study

which found that many women wanted to see/hold their

baby after stillbirth despite traditional prohibitions on

mournng, suggesting changing attitudes.22 Our findings

also highlight the importance of organisational factors and

system support in facilitating adequate care provision.

Some environmental changes, e.g. providing separate spaces

for bereaved women and families, might be challenging

where resources are already limited. However, simple low-

cost measures, for example use of screens to provide some

additional privacy in postnatal wards, could significantly

improve experiences. Contact with faith leaders and reli-

gious communities was an important source of comfort.

However, this was only available to parents after discharge

from hospital. Increased availability of pastoral and spiritual

care in facilities might also be beneficial in the immediate

wake of the death of a baby,23 this could be supported

through involvement of dedicated chaplains where engaged,

or encouraging visits from the parents’ preferred religious

leaders. Recognising additional needs of bereaved families in

facility policies and guidelines is also important; for exam-

ple, flexible visiting policies could help to facilitate

improved companion support for women after stillbirth.

Policies and guidance for bereavement care can also demon-

strate organisational commitment to providing respectful

and supportive care.24 Increased perinatal bereavement edu-

cation in pre- and post-registration programmes would help

staff understand parents’ needs and develop communication

skills, but there should also be emphasis on staff support,

such as developing skills in self-care and resilience.25
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Conclusion

This study has demonstrated that mothers and fathers were

not always treated with compassion and were not, despite

some good practice, offered the support they required after

their baby’s death in Kenya and Uganda. This is important,

as all individuals, wherever they live, should have a basic

right to expect respectful care and support after the death

of a baby. There were many commonalities with issues

identified in HIC,26 suggesting some transferability in

approaches, but there is a need for development and testing

of specific interventions to improve immediate care in

facilities and access to support in communities after still-

birth in the African context.27
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