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Abstract 

 

Stillbirth is without question one of the most devastating experiences of grief for 

parents and families. The death of a baby is also a distressing experience for 

healthcare professionals who share hopes of a live healthy baby at the end of 

pregnancy. It is a sad reality however, that in Ireland one in 238 babies will die 

before birth. The creation and nurture of new life in pregnancy is a spiritual 

experience as a new baby is at the same time experienced and anticipated. There is 

little in the published literature concerning the spiritual impact of stillbirth on 

healthcare chaplains who are the main providers of spiritual care for parents and staff 

colleagues in Irish maternity units. In addition there are few qualitative studies that 

explore the impact of stillbirth on consultant obstetricians and no published studies 

on the spiritual impact of stillbirth on bereaved parents. 

 

This study explored the spiritual and professional impact of stillbirth on Irish 

maternity healthcare chaplains, consultant obstetricians and bereaved parents. 

Following an overall review of spiritual care provision following stillbirth in the Irish 

maternity services, thematic analysis was used in the first phase of the study 

following in-depth interviews with maternity healthcare chaplains. Interpretative 

Phenomenological Analysis was used in the second and third phases with consultant 

obstetricians and bereaved parents respectively. The data from both maternity 

healthcare chaplains and consultant obstetricians revealed that stillbirth posed 

immense personal, spiritual and professional challenges. Chaplains expressed the 

spiritual and professional impact of stillbirth in terms of perception of their role, 

suffering, doubt and presence as they provided care for bereaved parents. A review 

of spiritual care provision in the Irish maternity services revealed a diversity of 
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practice. The data from consultant obstetricians identified considerable personal, 

professional and spiritual impact following stillbirth that was identified in 

superordinate themes of human response to stillbirth, weight of professional 

responsibility, conflict of personal faith and incongruence between personal faith and 

professional practice.  

 

Data from bereaved parents revealed that stillbirth was spiritually challenging and all 

parents expressed that stillbirth posed considerable challenge to their faith/ belief 

structure. The parents of only three babies felt that their spiritual needs were 

adequately addressed while in hospital. The data had six superordinate themes of 

searching for meaning, maintaining hope, importance of personhood, protective care, 

questioning core beliefs and relationships. Other findings from the data from 

bereaved parents outlined the importance of environment of care and 

communication. 

 

This study has revealed the immense impact of stillbirth on healthcare chaplains, 

consultant obstetricians and most especially the spiritual impact for bereaved parents. 

Recommendations are made for improvements in clinical and spiritual care for 

bereaved parents following stillbirth and for staff wellbeing and support initiatives. 

Further research areas are recommended in the areas of spiritual care, theological 

reflection, bereavement care, post-mortem consent procedures and staff 

wellbeing. 

 





27 

Chapter 1: Introduction  

1.1 Introduction 

Stillbirth is recognised as one of the most challenging experiences of 

bereavement.(1-4) In pregnancy, parents begin a journey of expectancy and hope, with 

immense personal investment in a new future with their baby. New life is anticipated 

and experienced in ever-deepening reality as pregnancy progresses and for most 

couples it is a time of great joy. Parents develop bonds of attachment with their new 

baby during pregnancy as they plan for the future.(5-7) At an early stage this new baby 

takes his or her place within the story of their family. It is a sad reality, however, that 

not all babies will survive. The diagnosis that a baby has a life-limiting condition or 

has already died ruptures the experience of expectancy and hope for parents with the 

unwanted presence of death and grief.  

 

Birth and death are the two most significant life events in their own right: in 

stillbirth they fuse inseparably, with devastating impact not just for the baby who has 

died but also for parents, families, healthcare professionals, communities and society. 

The ripples of pain go far and wide. The care that bereaved parents receive during 

this time can shape their whole grieving process.(3, 4, 8)  

 

The reality of stillbirth is immense and has far-reaching impact for healthcare 

professionals, communities, society and most importantly for parents and immediate 

family members. For far too long the reality of this impact was under-acknowledged 

and it is only in recent decades that stillbirth has received the attention it deserves.(1)  
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The death of a baby is a profound challenge to the natural order of birth, life 

and death and it has an existential significance as expectant parents have to come to 

terms with the death and loss of life, hopes and dreams. Regardless of professed faith 

or belief, stillbirth is a profound challenge to our sense of meaning and human 

value.(9) For those of faith, stillbirth can rock belief structure to its core, with a long-

lasting destabilising effect.(10, 11) Conversely, for others, the death of a baby can 

invite a deeper reliance on faith as a supportive anchor in the turbulence of grief.(12) 

For all, stillbirth is an experience of heart-rending sadness. 

 

How parents and professionals are cared for in the midst of this pain was a 

foundational question for my study and research. What keeps us going when there 

are no answers, when expectation turns to pain? When the fullness of pregnancy and 

new life is replaced by the emptiness of death? These are strong and yet tender 

emotions. As healthcare professionals stillbirth invites and deserves our attention and 

the highest standard of care. 

 

Increasing attention in recent years has been focused on how healthcare staff 

recognise and attend to the spiritual dimensions of health and illness. This has been a 

particular focus of spirituality and healthcare in North America. There is much in the 

current published literature on how the whole healthcare team (especially clinicians) 

should include spirituality in the care provided to patients.(13-17) I tested this in an 

Irish context as part of my study. I asked bereaved parents whether they expected 

obstetricians to address matters of a spiritual nature as part of their care following 

stillbirth. I also asked obstetricians if this was something they would be comfortable 

doing. 
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Although stillbirth is recognised as an important adverse outcome of 

pregnancy with devastating consequences, historically it has failed to get the 

attention it deserves in global health policy or indeed in media consciousness.(1, 18, 41) 

Despite considerable improvements in stillbirth rates over recent decades, stillbirth 

remains one of the most common adverse pregnancy outcomes.(18) Stillbirth, with 

numbers almost as high as infant mortality, has been an overlooked area of public 

health policy and global reduction goal-setting.(42) At best, it is included in the wider 

health agenda of women and children and then tangentially included in the World 

Health Organisation (WHO) Millennium Development Goals (MDG) 4 (reduction in 

child mortality by two-thirds) and MDG 5 (improvement in maternal health through 

a reduction of maternal mortality by three-quarters and universal access to 

reproductive health).(1, 21, 43) Stillbirth has been a silent loss in public health terms; 

unacknowledged, under-reported, and under-resourced.(1, 18, 42, 44)  

 

Recognising that the prevention of stillbirths was not adequately included in 

the MDGs, the WHO in 2014 launched an action plan, Every newborn: An action 

plan to end preventable deaths, which has included stillbirth reduction as a global 

target from 2015-35.(45) As part of a comprehensive plan to reduce overall perinatal 

and infant mortality, this global action plan aims to reduce stillbirth rates from a 

current global rate of 22 per 1,000 births to 10 or less per 1,000 births by 2035.(46, 47) 

In high income countries the ambitious goal is to eliminate all preventable stillbirths. 

As Lawn et al point out, however, this goal is very ambitious and, without adequate 

investment, has resulted in little progress thus far.(47) 
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Figure 1.1 WHO Stillbirth reduction goal 2015-35(47) 

1.2.3 How common is stillbirth? 

The rate of stillbirth varies widely across the world from a high rate of over 

40 per 1,000 births in Nigeria and Pakistan to 2 per 1,000 in Finland.(48) 98% of all 

stillbirths occur in low to middle income countries where the annual number of 

stillbirths is estimated at 2.6 million.(48) 45% of these stillbirths occur in the 

intrapartum period.(49) 

 

Figure 1.2 Global stillbirth rates 1995-2010(48) 
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The latest published data from the National Perinatal Epidemiology Centre 

reported that in 2012 there were 304 stillbirths in Ireland arising from 71,755 

births.(52) 

 

Figure 1.4 Irish stillbirth rates 2008-2012(52) 

1.2.4 The causes of stillbirth 

The causes of stillbirth have been the focus of much attention and research in 

recent decades as clinicians and scientists have worked to reduce preventable 

stillbirths. This has been most successful in high-income countries, where the rate of 

stillbirth has reduced dramatically from a high of 50 per 1,000 births in the 1940s to 

the current average of fewer than 5 per 1,000 births in the highest-income 

countries.(18, 22, 55)  

 

One of the challenges in identifying causes of stillbirth has been the reducing 

rate of perinatal post-mortem examination in recent years. Post-mortem examination 

remains the gold standard in stillbirth investigation.(56-60) The reduction in perinatal 

post-mortem examinations occurred following organ retention scandals which 

became public in the United Kingdom in 1998 and in Ireland in 1999. The negative 

public and parental reaction to unauthorised organ and tissue retention left a legacy 

of strong feeling surrounding parental consent and decision making when consenting 

to a post-mortem following stillbirth.(61-65) In Ireland this led to a formal government 

inquiry and review of all paediatric post-mortem practice between 1970-2000, 
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resulting in the publication of the Report of Dr Deirdre Madden on Post Mortem 

Practice and Procedures (2006).(65)  In Ireland the perinatal post-mortem rate 

declined by 54.5% between 1992 and 2002, from a high of 73.8%  in 1992 to a low 

of 33.6%  in 2002.(66) As a result of the organ retention scandals and subsequent 

recommendations, renewed efforts have been made to examine consent counselling 

procedures and information provided to parents to improve post-mortem rates. (61, 65, 

67, 68) A Cochrane Review in 2013 failed to identify any randomised controlled 

studies concerning the effectiveness of  interventions in parental decision-making 

processes for post-mortem following stillbirth.(69) The post-mortem rate in Ireland 

following stillbirth was reported at 48% in 2012.(52) This compares with a rate of 

49% in the United Kingdom.(70)  

 

Figure 1.5 Autopsy uptake rate in Ireland 2008-12(52) 

 

In the hospital where this study was based the rate of post-mortem following 

stillbirth has increased from a rate of 50% in 2009 to 80.6% in 2013.(71, 72) Of 

significance was the introduction in 2011 of a specialist perinatal pathology service 

led by a consultant perinatal histopathologist.    
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3: improving information and standards of care, including robust clinical 

perinatal audit.(22, 45) 

1.2.6 How is stillbirth diagnosed? 

The accurate diagnosis of stillbirth is an important clinical procedure that 

should be conducted sensitively and compassionately by a senior clinician through 

the use of ultrasonography. Clinical guidelines should inform good practice about 

how, by whom, when and where a diagnosis of stillbirth should be given to 

parents.(78-80) Communication of bad news should be clear, sensitive and 

unambiguous and parents should be given enough time and supportive care to come 

to terms with a diagnosis of stillbirth.  Poor communication can add to distress and 

increase dissatisfaction with care.(81-83) 

1.2.7 How is stillbirth managed? 

The management of stillbirth is best achieved with an integrated team 

approach from the multi-disciplinary healthcare team.(78, 80, 84, 85) From the moment of 

diagnosis, how parents are cared for plays an important part in their overall grief 

experience and recovery.(1, 25, 27, 31, 86, 87) Starting with the historical position, I will 

then outline the current management of stillbirth care today. 

1.2.7.1 Historical context of stillbirth management and care 

Historically, the care of parents following stillbirth has a legacy of negative 

and traumatic experiences, in which bereaved parents felt that their grief and 
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 The management of birth should be discussed with the couple as soon as 

possible after diagnosis so that their preferences for care can be ascertained. 

Management of birth usually involves either expectant management where 

spontaneous labour is awaited or medical induction of labour. In either case parents 

may go home and return at a later time for the birth of the baby once there are no 

other medical contraindications. For a minority of parents a caesarean section will be 

the appropriate method of delivery. It is important that parents are given the 

appropriate support and twenty-four hour contact numbers for the relevant staff  in 

the hospital prior to leaving the hospital.  

1.2.7.4 Admission to hospital 

The admission of parents to hospital following the diagnosis of stillbirth 

should be planned appropriately so that they can be met and accompanied to a single 

room in a dedicated area of the hospital away from other pregnant mothers and 

babies. On admission mothers should be given the opportunity to have their partner/ 

companion stay with them during their hospitalisation. Bereaved parents should at an 

early stage be made aware of and introduced to the different members of the 

bereavement team. On admission to the labour ward parents should be introduced to 

their midwifery and medical team and their care plan reviewed in consultation with 

the parents. Parents should be cared for in a dedicated area of the labour ward where 

their emotional and physical needs can be most sensitively and appropriately met.(80) 
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their decision making and planning for ritual, ceremony, care, discharge and 

burial/cremation options in a sensitive, unhurried and culturally appropriate way.(78, 

79, 89, 107) Parents may need particular support during the consent procedure for a post-

mortem.(62, 67, 69, 78, 79, 108)   

 

Parents should be offered the opportunity to create mementos such as 

handprints, footprints, photographs, a lock of hair and any other particular memories 

that are important to a couple. As the time following birth and before 

burial/cremation is finite, parents should be afforded as much privacy and 

unnecessary interruption as possible, yet balanced with appropriate support and 

accompaniment in accordance with their wishes.(78, 79, 85, 106, 109)  

 

Parents should receive all the appropriate medical and midwifery care offered 

to all post-natal mothers and advice should be given concerning lactation 

suppression, which is of particular psychological importance following stillbirth. It is 

important that all future pregnancy-related appointments are cancelled and that the 

appropriate professionals including general practitioner and public health nurse are 

informed of the stillbirth. Parents should be given written information concerning 

ongoing support both from the hospital bereavement team and external bereavement 

support groups. This information should include a contact number. Due to the 

documented prevalence of post-traumatic stress disorder following stillbirth, 

information about bereavement counselling services and follow-up should be 

provided to all bereaved parents.(78, 79) 
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1.2.8 Support following stillbirth  

1.2.8.1 Healthcare support 

The provision of support for parents following stillbirth is a key part of 

overall care from the maternity services. This support should be initiated from the 

time of diagnosis and extend through the care provided in hospital and then 

following discharge for as long as is necessary.(78, 79, 85) The development of 

comprehensive support has been significantly influenced through the work of support 

organisations such as Sands UK.(79, 100) In particular, the development of the Sands 

Audit Tool for Maternity Services in the UK has contributed much to raise public and 

professional awareness of the importance of comprehensive stillbirth care for all 

bereaved parents.(79, 100, 110)  

 

The provision of dedicated bereavement teams contributes much to the 

support offered to parents as trained and dedicated professionals can provide 

specialised and appropriate person-centred care and follow-up investigations for 

parents. The provision of professional support has been shown to reduce the level of 

post-traumatic stress disorder following stillbirth.(87, 111)  

 

All bereaved parents should be offered follow-up care from the hospital 

bereavement team. This follow-up should include a formal appointment with their 

consultant obstetrician, in order to provide an opportunity to discuss the 

circumstances surrounding the stillbirth of their baby and any specific issues that are 

important for future pregnancies. Studies have shown that parents appreciate follow-

up care and support from their obstetric team.(26, 112) Ongoing support should also be 
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1.3.2 Impact on staff 

The impact of stillbirth on healthcare professionals is increasingly recognised 

in the published literature.(35-40) Healthcare professionals who are caring for couples 

in pregnancy are usually preparing for the safe arrival of a healthy baby so, when this 

journey changes to one of death and grief following stillbirth, the impact of this is 

considerable on staff.(35-37, 39) This impact extends to all who are caring for a couple 

and by its nature this care involves close contact with grief and associated emotional, 

psychological and spiritual pain.(35, 38-40, 86, 122) 

  

I conducted (with three co-authors) a meta-analysis of studies published 

between 2000-15 concerning staff impact following stillbirth as part of a 

forthcoming second Lancet Stillbirth Series.(120) We identified 677 manuscripts in 

electronic databases; 98 duplicates were removed, 535 papers were deemed 

ineligible by abstract review and 6 additional papers were identified by hand-

searching bibliographies.  49 manuscripts were reviewed in full. From this 49, 20 

studies met the inclusion criteria in full and were coded qualitatively. These results 

were double-checked by my co-authors. The included papers are shown in Table 1-1. 
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Table 1-1 Studies on impact of stillbirth on staff 
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The majority of studies (n=13) highlighted the need for further education and 

professional support for staff, especially in terms of the psychosocial care and 

communication skills that are required following stillbirth.(35, 37, 39, 165-173) The need 

for education and support had a frequency effect size of 65%.  The lack of structured 

institutional and peer support was also highlighted, and many studies demonstrated 

that peer support was valuable, even though it was usually informal. Quantitative 

studies using a variety of measures emphasised the risk of vicarious traumatic stress 

and depressive and psychosomatic symptoms such as guilt, self-blame, self-doubt 

and grief. These quantitative findings are consistent with similar data from the 

qualitative studies. Healthcare professionals, especially obstetricians, who felt they 

had received adequate training in stillbirth care were less likely to report guilt and 

expressed less fear of litigation. 

 

In six studies, staff also experienced positive gains in some respects, such as 

feeling a sense of honour or privilege at being able to support parents experiencing 

the death of their baby.(165-167, 169, 170, 172) The sense of positive gain had the lowest 

overall frequency effect size of 30%. Some staff also cited personal growth and the 

development of a special bond with parents and staff as a consequence. In four 

studies, staff reported more confidence and comfort, with fewer negative effects, 

when they had more direct clinical experience with stillbirth.(166, 167, 170, 172)  

1.3.3 Impact on society 

Stillbirth, in addition to being an obvious loss to parents and families and, in 

a personal and professional sense, a loss to healthcare professionals, is also a loss to 

communities and society at large. The death of any individual impacts on society yet 
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heretofore the loss of a baby to society has not been recognised as such. Stillbirth has 

traditionally been viewed by society (and experienced negatively by bereaved 

parents) as a lesser loss than for example the loss of a child.(90, 137, 159) The first 

Lancet Series on stillbirth explored the cost of stillbirth to society and yet there is 

little in the published literature about the economic costs of stillbirth to society other 

than the healthcare cost of stillbirth prevention.(49, 174) There is little in the literature 

that recognises the human cost/ value of stillbirth.(48) Such a personal loss is rarely 

acknowledged as a value and impact to society. This is incongruent with how society 

at large especially in an Irish context values, respects and acknowledges the lives of 

those who have died. This is also at odds with how death is viewed from a spiritual 

and pastoral perspective by world religions and philosophical structures. Death is a 

liminal event with profound spiritual significance. It marks the end of our earthly 

being and the beginning of a new reality. The philosopher Martin Heidegger 

describes human life as Sein zum tode (being towards death).(175) In most world belief 

structures life and death are inextricably linked.   

 

A number of studies, notably by Gold et al and Mistry et al have established 

that stillbirth has a significant cost to the healthcare system during the care provided 

following stillbirth and in subsequent pregnancies.(108, 176) Other potentially 

unquantifiable costs include the impact and care associated with psychological 

distress, which has both a personal and societal cost. In addition, there is an impact 

on employment productivity, with associated welfare costs and through employment 

absence with 10% of parents remaining on leave from work for 6 months after their 

bereavement and thereafter 38% of mothers and 21% of partners reducing their 

working hours.(121) 
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The provision of spiritual care is also an important part of hospital 

accreditation processes in which the physical, emotional and spiritual needs of 

patients are cared for during illness and recovery and especially during end of life 

care.(199)  

 

1.4.7  Spiritual care in the Irish healthcare system today 

All healthcare institutions in Ireland have officially appointed chaplains to 

care for patients/ clients and staff. While originally focusing on religious and 

sacramental need, the discipline of chaplaincy has evolved in line with the global 

trend to recognise the importance of broader spiritual need. Following the 

introduction of CPE and formal certification for healthcare chaplains, both ordained 

and suitably-trained and qualified lay chaplains are now employed as healthcare 

chaplains and are recognised as healthcare professionals. As part of the CPE 

curriculum and the formal certification process, all chaplains must have key 

competencies which enable them to provide generic spiritual care for all, regardless 

of faith or philosophical tradition.(215, 216)  

 

As a discipline, healthcare chaplaincy in Ireland is currently undergoing 

considerable change and development. This involves significant challenges as 

Ireland becomes an increasingly diverse multicultural and multi-faith society.(217) In 

faith terms, the Irish people, by self-definition in the national census, define 

themselves overwhelmingly as belonging to a faith tradition and within that as 

predominately Christian with 84% identifying themselves as Roman Catholic.(218)  
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All healthcare chaplains in Ireland maintain a dual relationship with their 

place of employment (healthcare facility) and their faith tradition.(215, 216) This dual 

relationship is recognised in the literature as a challenge in which the chaplain can 

feel on the edge of both institutions.(194) 

1.4.8 Spiritual care following stillbirth 

Every maternity hospital in Ireland has officially appointed chaplains to 

provide spiritual care for babies, parents, families and staff colleagues.(39) Currently 

however, there are no dedicated education or training programmes for perinatal 

spiritual care in Ireland. Those who wish to train in this area do so mostly in the 

USA.  The lack of formalised training in this area has been one of the focuses of my 

study. In addition, there are few resources available to support chaplains in this work. 

Notable exceptions are the work of Pierce and Kelly and resources provided by 

support organisations such as A Little Lifetime Foundation, Féileacáin, First Light, 

Sands (UK).(79, 89, 107) 

1.4.9 Place of spirituality/faith in National Stillbirth Guidelines 

National clinical practice guidelines establish a clinical care standard where 

treatment and care, in this case for stillbirth, are set out so that a consistent level of 

care and clinical procedures is available to all in a public health system. They are 

markers of quality assurance and are driven by clinical excellence, robust research, 

safe practice and comprehensive care. Various countries have developed national 

stillbirth guidelines in recent years as part of a growing global awareness of the 
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importance of thorough investigation and quality care following stillbirth. What is 

included in a clinical guideline is evidence of its importance or perceived 

importance. In looking at holistic care one might expect to see that faith/ spiritual 

needs would be included as part of a national stillbirth guideline.  

 

As part of this study I conducted a review of seven national/regional stillbirth 

guidelines written in the years 2006-11 to establish if faith or spiritual needs and care 

were included as part of the overall standard of care. The guidelines were from 

SLCOG (Sri Lanka),(97) SOGC (Canada),(219) Sweden,(220) ACOG ( United States of 

America)(99) RCOG (United Kingdom),(80) PSANZ (Australia/New Zealand)(98) and 

RCPI (Ireland).(78) Each guideline was reviewed to establish if spiritual or faith needs 

were included by the presence of key words such as ceremony, chaplain, faith, fetus, 

pastoral, religious, ritual, and spiritual. Where spiritual or faith needs were 

mentioned these were explored further to establish if this area is treated as an integral 

aspect of care or as a fleeting reference. The results of this review are illustrated in 

figure 1.7. 
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The findings of this review correlate with the identified lack of awareness of 

the spiritual dimensions and impact of stillbirth and how my study will seek to 

address this practice gap. 

1.5 Bereavement 

1.5.1 Impact of grief 

Grief is a natural and universal human reaction and experience following 

loss. For most people it is an uncomplicated process, albeit not without pain, where 

family, friends and community provide the necessary support to enable the bereaved 

person to grieve and to adjust to life without his/her loved one. The intensity of grief 

is influenced by the relationship with the person who has died, the circumstances of 

the death and on the particular coping styles of the bereaved person.(221, 222)  

1.5.2 Perinatal grief 

Perinatal grief is recognised as a distinctive grief with lifelong impact for 

parents who often have complex emotional and psychological needs following 

stillbirth.(7, 24-26, 32, 34, 137, 177) There are no published studies that have studied 

differences between perinatal and child bereavement. In one UK study the impact on 

the mortality of bereaved parents following a stillbirth or the death of a child within 

its first year of life was immense.(29)  

 

Perinatal grief has also been demonstrated to have a negative impact and 

strain on relationships with an increase in relationship breakdown following the 
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1.7 Objectives of study 

This chapter has outlined that there has been much study in the field of 

stillbirth in recent years which has led to significant developments in care, both 

physical and psychosocial. As demonstrated above, there has been little study into 

the spiritual impact of stillbirth and how the distinctive spiritual needs of bereaved 

parents might be recognised and met as part of overall comprehensive care following 

this devastating experience.  

 

Recognising that little is known about the spiritual impact of stillbirth, my 

aim was to explore this phenomenon. I wanted to explore the spiritual impact of 

stillbirth firstly with maternity healthcare chaplains as the main providers of spiritual 

care following stillbirth (Chapter 3). It became clear from the initial data that 

stillbirth had a considerable personal and professional impact on healthcare 

chaplains. Because of this insight from chaplains, I then aimed to explore the impact 

of stillbirth on consultant obstetricians in addition to looking at how consultant 

obstetricians recognise spiritual distress following stillbirth (Chapter 4). Finally I 

examined with bereaved parents what the spiritual impact of stillbirth was on them 

and how their spiritual needs were met following the stillbirth of their baby (Chapter 

5).   

 

By researching these areas, my study will bring greater understanding about 

the impact of stillbirth on healthcare staff. In addition, my study will explore how 

chaplains cope spiritually and theologically as they provide ministry in this 

challenging area. Finally, my study will provide greater insight into the spiritual 

dimension of stillbirth for bereaved parents and how those needs can be best met. As 
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a result of my study there will be a greater awareness of the spiritual dimension and 

professional impact of stillbirth and this information will contribute to ongoing 

comprehensive bereavement care and staff support. It is also hoped that the results of 

my study will serve to shape ongoing training and support for maternity healthcare 

chaplains in perinatal bereavement care. 
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2 Chapter 2: Methodology  

2.1  Introduction to methodology  

This chapter outlines the design of the study and the rationale for the chosen 

methodology to study the spiritual and professional impact of stillbirth on healthcare 

chaplains, consultant obstetricians and bereaved parents. It includes an outline of 

how I learned and applied the process of qualitative methodology starting with 

thematic analysis for the first phase of the study with maternity healthcare chaplains 

and developing this to Interpretative Phenomenological Analysis (IPA) for the 

second and third phases with consultant obstetricians and bereaved parents 

respectively. I will make a case for the justification of IPA as the most appropriate 

qualitative methodology for this study. I will outline how the interview schedule was 

developed and special precautions put in place to support participating bereaved 

parents as a vulnerable population. This is followed by an outline of the recruitment 

procedure, interview process, the methodological steps in the analysis of the data and 

the use of reflective journaling as part of on-going theological reflection during the 

study. 

2.2  Study design 

This was a qualitative study exploring the spiritual and professional impact of 

stillbirth and was designed in three phases. The first phase was with all Irish 

maternity healthcare chaplains, the second was with a purposive sample of consultant 

obstetricians working at an Irish tertiary university maternity hospital and the third 

was with a purposive sample of parents bereaved by stillbirth who had been cared for 
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of high-quality studies that in themselves serve as inspiration for further studies.(238) 

The use of qualitative methodology has brought new depth to the understanding of 

human experience and meaning-making in illness and trauma.(238, 240)  

2.2.2 Learning the methodology 

Qualitative methodology and analysis was new to me and so before 

embarking on the research design for this study I studied qualitative methodology 

and worked with a social scientist (SM) experienced in this area who works in the 

area of perinatal mortality. I gained experience of interview design and technique, 

data transcription, coding and analysis. This involved accompanying her during 

interviews and analysing data in a qualitative study being conducted.  

 

I designed the interview schedules for my study and these were supervised by 

a social scientist (SM) and my primary academic supervisor who is a consultant 

obstetrician (KOD). For the first part of my study with healthcare chaplains I used 

thematic analysis as the qualitative methodology. This enabled me to get a good 

grounding in this methodology before progressing to IPA for my study with 

consultant obstetricians and bereaved parents. At each stage the data were analysed 

independently by a social scientist (SM) and a sample from each dataset by a 

consultant obstetrician (KOD). This incremental approach enabled me to develop a 

working command of qualitative methodology, study design and data analysis. 
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confining the data collection to the topics identified by the research team as part of 

the study design. This approach allowed each participant to tell their own story.(234, 

236) 

2.2.8  Content of research schedule 

Copies of the topic guides for each of the three groups of participants are 

included at Appendix 1 -Chaplains, Obstetricians, Parents. 

2.3  Participants 

The study focussed on three groups of participants; healthcare chaplains at 

maternity units in Ireland, consultant obstetricians at a tertiary university maternity 

hospital and three groups of parents bereaved by stillbirth from each of the years 

2008, 2010 & 2013. 

 

Healthcare chaplains at all maternity units in Ireland were included in the 

study and as a phenomenological approach was taken for the consultant obstetricians 

and bereaved parents the study participants were selected purposefully so that their 

experiences of the phenomenon (spiritual and professional impact of stillbirth) were 

brought to light.(232, 234) 
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2.3.1 Inclusion criteria: healthcare chaplains 

The inclusion criteria for healthcare chaplains to participate in the study were 

that they were the officially appointed chaplain to a maternity unit and that they had 

cared for parents following stillbirth. 

2.3.2 Inclusion criteria: consultant obstetricians 

The inclusion criteria for consultant obstetricians were that they were part of 

the permanent consultant staff at the study maternity hospital and that they had 

provided care for parents following stillbirth. 

2.3.3 Inclusion criteria: bereaved parents 

The inclusion criteria for bereaved parents were that they had experienced a 

stillbirth while in the care of the study maternity hospital, were not pregnant at the 

time of the study, were over 18 years of age, had capacity to participate, could 

communicate fluently in English and were from only one of the study years 2008, 

2010 & 2013. The study were years were chosen to reflect the current year of the 

study (2013), the first full year since the opening of the hospital (2008) and the mid-

point between (2010). 
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2.4 Procedure 

2.4.1  Ethical approval 

Ethical Approval for each part of the study was received from the Clinical 

Research Ethics Committee of the Cork Teaching Hospitals (Ref: ECM 4 (pp) 

06/03/12), (Ref: ECM 4 (zzzz) 12/06/12) and (Ref: ECM 4 (jj) 04/12/12). Copies of 

the ethical approvals can be found at Appendix 2. 

 

2.5  Recruitment process 

The study participants were recruited in three phases starting with healthcare 

chaplains, then consultant obstetricians and finally bereaved parents. The recruitment 

process for each group is outlined below. 

2.5.1 Healthcare chaplains 

Healthcare chaplains from every maternity unit in Ireland (n=20) were 

contacted by letter or email to their place of work with an invitation to participate in 

the study, with the stated aim of reviewing the provision of spiritual and pastoral care 

provided to parents following stillbirth, and how they as chaplains provide that care. 

Chaplains from every maternity unit responded to the invitation to participate. 

However three units were excluded because the chaplains there did not meet the 

inclusion criteria of having personally cared for parents following stillbirth. Twenty 

chaplains from seventeen units met the inclusion criteria and participated in the 

study. Chaplains were invited to meet with the researcher for a semi-structured 
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interview at a time and venue of their choosing, or if unable to meet face to face they 

were invited to conduct the interview by skype or by telephone. A copy of the letter 

of invitation can be found at Appendix 3. A copy of the study information material 

can be found at Appendix 4 and a copy of the consent form is included at Appendix 

5. 

2.5.2 Consultant obstetricians 

A purposive sample of 50% (n=8) of the consultant obstetrician population at 

a tertiary university maternity hospital were invited by letter to participate in the 

study with the stated aim to explore the impact of providing stillbirth care. The 

purposive sample was balanced between those who were primarily obstetricians 

versus primarily gynaecologists, those who had an academic portfolio and those who 

were exclusively clinical; there was also an equal gender balance. Obstetricians who 

agreed to participate were then sent a study information leaflet and consent forms 

prior to the arranging of a face-to-face meeting for a semi-structured interview. A 

copy of the letter of invitation can be found at Appendix 3. A copy of the study 

information material can be found at Appendix 4 and a copy of the consent form is 

included at Appendix 5. 

2.5.3  Bereaved parents 

Bereaved parents from each of the years 2008, 2010 & 2013 were 

purposively sampled from the database of parents bereaved by stillbirth at a tertiary 

referral hospital with a large pregnancy loss service. As the primary relationship is 
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between the hospital and a mother, it was deemed most appropriate to access both 

mothers and fathers through the bereaved mother in each case.  

 

The mothers of six babies from each of the three years (2008, 2010 & 2013) 

were identified for initial contact to participate. These years were chosen to represent 

a broad grief timespan to include the year of bereavement, three years post 

bereavement and five years post bereavement. As bereaved parents are a vulnerable 

population each mother was contacted first by a bereavement and loss specialist 

midwife known to them to ascertain if they would be willing to receive an invitation 

to participate in a study exploring the spiritual dimensions of stillbirth.   

 

The study protocol had identified that initially the parents of four babies from 

each of the three study years would be recruited for the study and that the parents of 

the remaining two babies would only be recruited if data saturation was not reached. 

As data saturation was reached with the parents of four babies from each year, no 

further parents were recruited. The participating mothers were divided evenly in each 

year between those who had an anticipated stillbirth following an antenatal diagnosis 

of a life-limiting condition and those who presented with an unexplained stillbirth.  

 

Following initial contact from a bereavement and loss midwife and 

agreement to receive an invitation to participate in the study, I contacted each mother 

by letter, inviting them to participate in the study and provided them with a study 

information pack. In addition to information about the study and a consent form, 

each pack also contained a leaflet about support services available to parents in the 
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Each interview followed the semi-structured interview guide and was 

digitally recorded. Participants were given control of the recording device and were 

informed that if they wished to have a break or to stop the recording at any time that 

they were free to do so. This approach empowered the participant as the experiential 

expert and gave them control of the interview recording.(234, 235) Three parents and 

two obstetricians paused the interview when they were distressed. My role as the 

interviewer was to facilitate and empower the participant to tell their story in a 

trusting way and safe environment.  

 

Following the interviews, data were subsequently transcribed verbatim and 

anonymised to protect the identity of the participants and their place of work in the 

case of healthcare chaplains. Each participant was given a unique identifier code 

known only to the researcher. 

 

A reflective journal was also kept where additional material and observations 

were recorded following each interview. The reflective journal was used to capture 

data that would not be recorded by the digital recorder such as body language, 

emotion, gestures and where on one occasion a participant left the room when they 

got upset.  Following each interview I took time to reflect on the interview and to 

record the impact of the interview on me as a researcher. In addition the reflective 

journal was used to record initial thoughts and theological insights based on the 

interview experience as a tool to aid continuing theological and personal reflection as 

part of the interview process and to aid a deeper theological and interpretative 

hermeneutic between me as researcher and the participants.(253-256, 260, 261) This 
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material also formed part of the on-going analysis at every part of the study.(242) 

Sample reflective journal notes can be found at Appendix 7. 
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2.7 Data analysis 

The data were transcribed verbatim. Data from healthcare chaplains were 

analysed using thematic analysis to identify key themes for chaplains following 

stillbirth (see figure 2.1).(241) Data from consultant obstetricians and bereaved parents 

were analysed in great detail using the recognised five steps of IPA (see figure 

2.3).(240) Data from healthcare chaplains were managed manually. Data from 

consultant obstetricians and bereaved parents were managed electronically using 

NVIVO Version 10 (QSR International). I conducted the analysis on the data and it 

was also analysed independently by a social scientist (SM) and a sample by a 

consultant obstetrician (KOD) and where there were discrepancies, agreement was 

reached by consensus. The process of IPA data analysis is outlined in the following 

sections. 

 

 

Figure 2.3 Interpretative phenomenological analysis 

Production of a summary table 

Integrating cases: creation of a list of master themes 

Grouping themes together as clusters 

Preliminary themes identified 

Familiarisation of the data: first encounter with the text 
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2.7.1 Familiarisation of the transcripts  

 As the researcher I was required to enter into an interpretative relationship 

with the data and this involved familiarisation with the transcripts and recordings. 

Each transcript was verified for accuracy against the original recorded interviews. 

Transcripts were read several times and the recordings listened to both with the 

transcripts and also separately to allow for nuances to be recognised.(236) I also relied 

on my reflective journal before and after listening to each interview to increase 

familiarisation with the data, the environment of the interview and to foster a deeper 

interpretative hermeneutic.(234, 242)  

2.7.2  Preliminary themes identified   

I analysed each interview separately to identify and code expressions and 

phrases relating to the spiritual and professional impact of stillbirth. This was done 

chronologically through the transcript as the phrases occurred. Coded words and 

expressions used by the participants were then revisited to identify preliminary 

themes from the entire transcript. Each transcript was studied separately and in detail 

and only when each one was completed did I move to the next case.   

2.7.3  Themes are grouped together as clusters; related themes are arranged 
together 

As themes emerged they were grouped together as related clusters where they 

had similarities or connections. As themes were clustered they were also checked 

against the original words of the participant to ensure authenticity to the source data. 

This iterative approach deepens the level of interpretation by the researcher and 
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maintains faithfulness to the words and expression of the participants. Themes are 

not chosen based on their frequency but on their meaning for the participant.(234) The 

process of theme clustering also helped to give shape to related groups of themes 

from each interview and in the process started to give shape to overall themes 

emerging in the field. 

2.7.4 The creation of a master table of themes 

The clusters of themes were further analysed to explore commonalities and 

contradictions. This stage of analysis allowed for the creation of a master list of 

themes and the identification of superordinate or overarching themes that were then 

made up of subordinate themes. This approach allows for clarity and overall shape to 

emerge as part of the interpretation of data. Themes that were not considered relevant 

for the focus of the study were excluded.  

2.7.5 The integration of cases 

Each transcript following detailed individual analysis was then compared 

across the data set to compare and contrast the themes to establish if there was an 

overall emerging pattern from the sample as a whole.(240) This stage in the analysis 

allowed an overall emergence of superordinate and subordinate themes to emerge 

from across the entire data set for each group of interviewees; healthcare chaplains, 

consultant obstetricians and bereaved parents. Where new themes emerged in 

subsequent cases the prior transcripts were revisited in light on this. This iterative 

hermeneutic approach strengthened the overall analysis of the data to produce the 
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final table of superordinate themes for the study. Direct material from transcripts was 

identified to demonstrate and back up each theme.(234, 240)  

 

An example of coding and analysis of a transcript from a bereaved parent is 

included at Appendix 6. 

2.8 Reflexive accounting 

Reflexive accounting is the process of recording what one might expect to 

find in a study before the study begins. In my case this accounting was based on my 

experience as a healthcare chaplain working in a tertiary maternity hospital. I 

anticipated that stillbirth would have a considerable burden on chaplains, and 

obstetricians. I anticipated that most chaplains would engage in structured 

theological reflection and supervision as sustaining elements in their ministry. I 

expected that maternal-fetal medicine specialists would be highly invested in the care 

of bereaved parents and that consultants who specialised in gynaecology would not. 

 

I expected to find that bereaved parents would struggle to reconcile their 

faith/belief in a loving God following the death of their baby and that parents would 

value the opportunity to share their experiences surrounding the birth and death of 

their baby.  

2.9 Conclusion 

A detailed account of the study design, my familiarisation with qualitative 

methodology, the recruitment process, methodological justification and the use of 
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IPA as an analysis methodology used in this study has been outlined in this chapter. 

Twenty healthcare chaplains, eight consultant obstetricians and seventeen bereaved 

parents -twelve mothers and five fathers- were interviewed for the study. 
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and theologically with stillbirth? Does it challenge their faith when the natural order 

of birth, life and death is interrupted? A review of the published literature revealed 

that these areas had not been researched before. 

 

Recognising that little research has taken place amongst Irish healthcare 

chaplains it was important to approach the study in a way that would facilitate 

maximum participation and trust in what is a very sensitive area. Matters of life, 

death and faith are personal and, for many people, private.  

3.2 Study participants 

At the time of the study (2012) there were twenty maternity units in Ireland. 

The geographical spread of these units is illustrated in figure 3.1. The chaplaincy 

teams at all Irish maternity units (n=20) were contacted by personal letter or email 

and were invited to participate in the study. Chaplains from every maternity unit 

responded to the invitation, but three chaplains from three medium-sized units with 

number of births of <5,900 per annum were excluded from the study because they 

had not provided care for families following stillbirth. Therefore, 20 chaplains from 

17 maternity units participated. The participating chaplains represented most parts of 

Ireland and therefore the study gave a good overall view of the Irish maternity 

services. In one case, after the interview, a chaplain asked for comments he/she had 

made about the bereavement team in his/her hospital not to be included in the study. 

This section of data was removed as requested. 
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Figure 3.1 Irish maternity units(52) 

3.3 Interviews and analysis 

Of the 20 chaplains surveyed, 14 were interviewed face-to-face and six by 

telephone. Face-to-face interviews were conducted at the place of work of each 

chaplain in a private office environment. In order to achieve a consistency of topics 

covered, each interview followed the semi-structured topic guide. Interviews ranged 

from 28 to 75 minutes in length and were digitally recorded. Each interview was then 

transcribed verbatim and transcripts were checked against the audio recordings for 
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accuracy. Thematic analysis of each transcript revealed the experiences and reality 

for chaplains of providing spiritual care following stillbirth.  

3.4 Findings 

I will present the general findings about ministry following stillbirth in Irish 

maternity units first, followed by the analysis and findings from the thematic analysis 

of the data from healthcare chaplains (Section 3.7). 

 

All participating chaplains were from a Christian faith tradition; 17 Roman 

Catholic and three Anglican. The majority (n=14) provided ministry as part of their 

overall chaplaincy portfolio at maternity units co-located with acute hospitals. Two 

were part-time chaplains, who combined their chaplaincy work with full-time parish 

ministry. Four participating chaplains work exclusively in maternity units (two full-

time and two 0.75 time).  

 

The personal demographics of participating chaplains concerning chaplaincy 

certification status, ordained or lay, gender, experience of pregnancy loss and 

parental status are illustrated in Table 3-1. Personal experience of pregnancy loss 

was defined as the experience of miscarriage or stillbirth in the close family of the 

chaplain. 
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Table 3-1 Chaplain demographics 

 

All professional healthcare chaplains are accountable both to their hospital 

and to their ecclesiastical authority.(262) There is an inconsistency in approach in that 

an ecclesiastical authority, which in most cases is vested in the local bishop, can 

nominate an ordained priest of its choosing as a hospital chaplain even if the person 

has not received formal training or certification as a healthcare chaplain.(262) The 

expectation, however, is that the appointed chaplain would be formally trained and 

Chaplain Demographics 

Board certified chaplain 

YES 

n=12 

60% 

NO 

n=8 

40% 

Ordained/ lay 

Ordained/religious 

n=14 

70% 

Lay 

n=6 

30% 

Gender 

Male 

n=11 

55% 

Female 

n=9 

45% 

Personal experience of   

pregnancy loss 

YES 

n=9 

45% 

NO 

n=11 

55% 

Chaplain as parent 

YES 

n=8 

40% 

NO 

n=12 

60% 
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3.7 Thematic analysis  

It was evident from the data that stillbirth posed challenging questions with 

which chaplains in their ministry wrestle theologically and spiritually. Following 

thematic analysis of the data one general theme concerning perception of role and 

three theological themes of suffering, doubt and presence were identified in the data. 

I will explore each of these in turn. An overview of the thematic coding is provided 

at figure 3-2 
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Red lines indicate multiple theme impact. Blue free flow lines indicate ambivalence and uncertainty. 

ROLE SUFFERING

DOUBT PRESENCE

Isolation
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Fear

Ceremony 

Team

Vocation

UnfairBewilderment 

Why?

Inner faith con�À�Lct 

Anger
Abandonment

Parental guilt
Limbo

Salvation

Sadness

Anger

Emptiness

Incarnation
Witness 

�µBeing with�¶

Silence

Prayer

Compassion

Baptismal Rules

 
 

Figure 3.2 Thematic coding 
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illustrated by direct quotations from the data. The results reveal how chaplains are 

not adequately resourced in training or education in this area but it also highlights 

their willingness to embrace opportunities for growth and professional development. 
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Gender 
Male Female 

4 4 

Age range 
40-50 years 50+ years 

5 3 

Years in obstetrics 
0-15 Years 15+years 

2 6 

Sub-specialty 
Maternal fetal medicine Gynaecology 

4 4 

Religious practice 
Christian practicing Christian non-practicing 

5 3 

Table 4-1 Personal demographics consultant obstetricians 

4.3 Interviews and analysis 

Each participant took part in an in-depth semi-structured interview in a 

private work-environment of their choosing. Interviews were digitally recorded and 

ranged in length from 27 to 58 minutes.  Each interview was transcribed verbatim 

and transcripts were verified against the audio recordings for accuracy. Following 

each interview I completed a reflective journal account where I identified key themes  

and other personal observations that were relevant to the interview such as body 

language. An example of a reflective journal entry for a consultant obstetrician 

interview is included at Appendix 7.  

 

Each transcript was analysed using Interpretative Phenomenological Analysis 

(IPA). Analysis of the data for personal and professional impact of stillbirth revealed 
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4.7 Summary 

 

In this chapter I have outlined the personal and professional impact of 

stillbirth for consultant obstetricians working at a tertiary university maternity 

hospital and the impact of stillbirth on faith for obstetricians. I have included 

demographic details of the participants and from the data I identified four 

superordinate themes: Human response to stillbirth and the Weight of professional 

responsibility, Conflict of personal faith, Incongruence between personal faith and 

professional practice. The data also revealed positive impact for consultants as they 

provided care for bereaved parents. 

 

I have included direct quotations to illustrate each superordinate theme and 

the associated subordinate themes.
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5 Chapter 5: Results: Bereaved parents 

5.1 Introduction 

Bereaved parents are, more than any other group, at the raw and painful 

experiential edge of stillbirth. Parents have the closest relationship with their baby 

and therefore experience the impact of stillbirth most. Each of the parents who 

participated in this study gave generously of their time as they told their story and 

shared their experiences following the death of their baby. All parents were 

emotional during their interviews and the depth of expressed emotion demonstrated 

that, in keeping with the published literature, stillbirth had an enduring and profound 

impact on bereaved parents.  

 

My study explored what the spiritual impact of stillbirth was on three groups 

of bereaved parents bereaved in three different years; the year of the study (2013), 

three years previously (2010) and five years previously (2008). The parents of four 

babies who died through stillbirth from each of the three years were included in the 

study. In each study year two of the babies had been diagnosed with a life-limiting 

condition and were not expected to live beyond birth. In these cases parents were 

prepared for the anticipated stillbirth of their baby. The remaining two babies from 

each year died unexpectedly through stillbirth with no prior indication during an 

otherwise healthy pregnancy.  

5.2 Telling their story 

As a vulnerable population, I was mindful that for bereaved parents, telling 

their story might be difficult and potentially distressing. Acknowledging this 
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The study hospital opened in 2007 following the amalgamation of three 

smaller maternity units in the region. I chose 2008 as the first full year after opening 

to be the first group for the study and 2010 as a mid-point between 2008 and the 

current year of the study (2013). I chose three distinct time frames to explore 

whether there had been differences evident over time for bereaved parents. As a 

leading pregnancy loss research centre the parent cohort are regularly invited to 

participate in studies so a deliberate effort was made to recruit parents who were not 

part of other studies. 

  

Twenty four parents were invited to participate in the study: twelve mothers 

and five fathers participated. In total 100% of mothers approached and 42% of 

fathers participated. All couples were in the same relationship at the time of the study 

as at the time of the stillbirth of their baby. Eleven couples were married at the time 

of their stillbirth and one was in a long term relationship. This one couple expressed 

that the death of their son (their first child) had inspired them to plan their wedding 

within a year of his death. Each of the participants was cared for at CUMH and was 

known to the pregnancy loss team (but not to me). Details of participants including 

year of birth, whether parents were prepared or unprepared for the death of their 

baby, gestation, faith background, impact of stillbirth on parental faith, and whether 

parents felt their spiritual needs were met can be found at Figure 5.1 and Table 5.1. 

The gestation of babies ranged from 29 weeks and 0 days to 40 weeks and 3 days. 

There were 8 male and 4 female babies and all were singleton pregnancies. Three 

babies had unexplained deaths recorded. 
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n=12 

2008 

Prepared 1 
2008P1 

Trisomy 21 

Prepared 2 
2008P2 

Cardiac 
anomalies 

Unprepared 1 
2008U1 

Intrapartum 
asphyxia 

Unprepared 2 
2008U2 

Unexplained 

2010 

Prepared 1 
2010P1 

Skeletal 
dysplasia 

Prepared 2  
2010P2 

Trisomy 13 

Unprepared 1 
2010U1 

Unexplained 

Unprepared 2 
2010U2 

Unexplained 

2013 

Prepared 1 
2013P1 

Non-immune 
hydrops 

Prepared 2 
2013P2 

Anencephaly 

Unprepared 1 
2013U1 

VACTERL 

Unprepared 2 
2013U2 

Placental 
causes 

Figure 5.1 Details of participants: bereaved parents 
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Figure 5.2 Superordinate themes and associated subordinate themes 
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6 Discussion 

6.1 Introduction 

The impact of stillbirth as a distinctive experience of bereavement with 

considerable personal and psychological sequelae is well documented in the 

extensive literature review conducted as part of this study and included in chapter 

one. While there is widespread evidence that stillbirth has an immense impact on 

bereaved parents and their families, there are fewer published studies on the impact 

of stillbirth on healthcare professionals and society at large. Although there are some 

references to religious practice and faith in the published literature, there are no 

published studies that this author is aware of that examine the spiritual impact of 

stillbirth on bereaved parents, maternity healthcare chaplains or consultant 

obstetricians. Indeed, the most recent meta-synthesis of stillbirth literature carried out 

by the Joanna Briggs Institute for the Stillbirth Foundation Australia and published 

by Peters et al in 2015 made a relatively short reference to culturally specific care 

with tangential reference to the consideration of spiritual beliefs.(273, 276) Following an 

extensive literature review I set out at first to explore the spiritual impact of stillbirth 

for maternity healthcare chaplains, consultant obstetricians and bereaved parents.  

 

The focus of the first phase of the study was initially on Irish maternity 

healthcare chaplains as the professional providers of spiritual care, and on consultant 

obstetricians as the lead providers of stillbirth care. During the data collection with 

healthcare chaplains it became obvious from the data that stillbirth had a significant 

personal and professional impact on staff as they cared for bereaved parents. 

Building on existing literature by Gold et al that identified the professional impact of 
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stillbirth on obstetricians from a quantitative perspective, the study was then 

expanded to explore the professional impact of stillbirth on consultant obstetricians 

from a qualitative perspective.(36)  

 

In addition to researching the impact of stillbirth on healthcare chaplains and 

consultant obstetricians, I also set out to explore how these professionals met the 

spiritual needs of parents bereaved following stillbirth. This involved exploring if 

and how maternity healthcare chaplains and consultant obstetricians recognised and 

responded to spiritual need in bereaved parents. Recent data from the USA has 

placed much emphasis on the role of the clinician in recognising and attending to the 

spiritual needs of patients in his/her care.(13-17, 186) I sought to explore if obstetricians 

were expected to address spiritual need following stillbirth in an Irish context by 

examining this with both consultant obstetricians and bereaved parents.  

 

The second phase of the study set out to explore the spiritual impact of 

stillbirth on bereaved parents and to ascertain if and how their spiritual needs were 

met as part of their overall care. 

 

The results of the study found that stillbirth had a considerable personal and 

professional impact on both maternity healthcare chaplains and consultant 

obstetricians and that in addition stillbirth posed challenges to their faith and belief 

structures. A review of the provision of spiritual care in the Irish maternity services 

revealed that there was a diversity of approach nationally with inconsistencies in the 

education and certification of chaplains working in perinatal bereavement care. The 

data from bereaved parents highlighted that stillbirth had considerable spiritual 
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impact and distress; most parents expressed that their faith was challenged or weaker 

as a result. The data revealed that only a minority of parents felt that their spiritual 

needs were adequately met while in hospital. I will discuss these findings in detail in 

the following sections. 

6.2 Spiritual impact of stillbirth 

The spiritual impact of stillbirth, although not studied widely, has been 

recognised in the published literature from broader -mostly quantitative- pregnancy 

loss studies as being closely linked with religious practice and belief.(10, 109, 182, 277) 

Related studies on grief adjustment following loss in the wider sphere have focussed 

on the effect of religious practice and belief. However, there are no studies that 

explore the broader spiritual impact of stillbirth in a qualitative way. The results of 

this study affirmed the quantitative findings from previous studies where religious 

practice has been included, that stillbirth had a significant and lasting impact on 

bereaved parents.(10, 109, 182, 277, 278) The findings presented in chapter five support and 

demonstrate the presence of spiritual distress and ongoing spiritual struggle for 

bereaved parents. Discussion of the results from healthcare chaplains and consultant 

obstetricians will be followed by bereaved parents. 

6.2.1 Spiritual impact of stillbirth on chaplains and obstetricians 

For both healthcare chaplains and consultant obstetricians this study revealed 

that stillbirth impacted on the faith and beliefs of participants. As it is not possible to 

separate out our spiritual selves it is unsurprising that this spiritual impact extended 

to the professional and personal lives of participants as they cared for stillborn babies 
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The data from chaplains concerning theodicy and needless suffering was very 

similar to how bereaved parents and some obstetricians expressed these areas. 

Theodicy was a common struggle expressed by chaplains, obstetricians and bereaved 

parents as they wrestled with why a benevolent and caring God would allow a baby 

to die. This was particularly so with a sudden unanticipated stillbirth following an 

otherwise healthy pregnancy. The depth of emotion and expression of grief by 

chaplains was closely aligned with the expressions of grief by bereaved parents. 

Certified chaplains demonstrated an ability to express the impact of the grief they 

experienced in bereaved parents with greater depth than chaplains who were not 

certified or who had a primarily ceremonial role. As bereaved parents are a 

vulnerable group this finding suggested that uncertified chaplains did not have the 

necessary skills to meet their spiritual needs. 

6.2.1.2 Spiritual impact on consultant obstetricians 

There has been much interest in the area of spirituality and health in recent 

years with particular focus on health outcomes for patients. The place of religious 

and spiritual beliefs of clinicians and how these beliefs influence practice or are 

shaped by professional experience has been less studied.(40, 283, 284) Caring for 

bereaved parents following stillbirth brings obstetricians into close contact with acute 

grief and trauma. Data from consultant obstetricians in this study showed that 

witnessing the experiences of suffering in others raised difficult personal questions 

about suffering and theodicy. This was a challenge to personal faith and belief and in 

itself became a vicarious trauma.(39) In addition, where complex ethical issues arise, 

as they often do with antenatal diagnoses of life-limiting conditions, these can bring 

a sense of personal conflict when they are incongruous with the personal beliefs of 
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The fact that no consultant referred to any spiritual practices that they used for 

support during crisis strengthens this premise. Most consultants were emotional 

during interview, and in some cases the interviews were paused for a while 

suggesting that the enduring impact of stillbirth was significant for obstetricians. 

This is indicative of unprocessed loss and spiritual pain. If consultants are unable to 

draw on the supportive dimensions of their spirituality or beliefs there is potential for 

increased personal distress as workplace grief becomes disenfranchised.(229) It could 

also lead to an increased level of professional burnout and depersonalisation.(281, 282, 

291)  Consultants who expressed that they self-protect from emotional situations with 

bereaved parents displayed a level of depersonalisation which in turn can impact 

negatively on bereaved parents. 

 

Healthcare chaplains are well placed to provide pastoral support to consultant 

colleagues as part of their ministry with the whole hospital community.(292, 293) The 

provision of professional and pastoral support for obstetricians is a recommendation 

from this study to foster a supportive culture where obstetricians (and by implication 

the whole healthcare team) are enabled to draw on the supportive aspects of their 

faith or belief structures. This support needs to be complemented by a commitment 

from health service managers to promote professional wellbeing. A culture of 

wellbeing and support amongst staff will in turn reduce the risk of depersonalisation 

and burnout and will impact positively on the care provided to bereaved parents.(291) 

6.2.2 Spiritual impact of stillbirth on bereaved parents 

This study revealed the considerable extent of spiritual existential wrestling 

and angst that parents experienced following stillbirth. All parents expressed that 
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aware of any support available to them to address this distress. Consultants conveyed 

a level of personal and professional isolation which for some demonstrated a sense 

that to seek help was perhaps a weakness.  

 

Some consultants expressed a competitive dimension that increased their 

sense of loneliness. Competitiveness serves to increase isolation and can potentially 

foster a competitive environment and will reduce the capacity to seek help from 

peers. One consultant demonstrated this when they requested clarification that the 

research interview would remain confidential from his/her peers. Two consultants 

expressed that participating in this study was the first time they had actually spoken 

about the personal impact of stillbirth with anyone. In one case the consultant 

contacted me following the study to express gratitude for the opportunity to speak 

about this area. 

 

Building on the recommendation for pastoral support at 6.2.1.2 above, a 

further recommendation from this study is that professional support should be made 

available to all consultants in their work. In addition to supporting consultants it 

would also increase their ability to provide compassionate care rather than the 

emotional distancing that a number demonstrated as part of a protective mechanism 

in what was an emotionally challenging area of practice.  

6.3.2 Medico-legal concerns for obstetricians 

The results from this study confirmed that in an Irish context consultant 

obstetricians were impacted negatively by the reality of working in a litigious 

environment. The reality of this litigious nature with a disproportionate number of 
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obstetricians or healthcare chaplains. This study therefore has contributed the 

experiences of maternity chaplains and consultant obstetricians to the published data 

in this area.(35, 39, 40, 306) Chaplains and consultants both emphasised that caring for 

bereaved parents had positive impacts personally and professionally. In some of the 

previously published studies reporting positive impacts following stillbirth, it was 

reported that professionals found that experience of stillbirth made the task of caring 

easier.(170, 302, 303, 305) In this study this was not the case. Consultants expressed that 

they did not find it easier with experience and that it continued to impact on them 

considerably.  

 

Positive impacts in the data helped to create a sense of balance in the midst of 

painful grief and for participants this was a sustaining aspect of their bereavement 

care. Positive impacts were mostly reported when caring for parents who had been 

given a life-limiting diagnosis for their baby. A life-limiting diagnosis enabled both 

chaplains and obstetricians to have time to create positive memories for parents 

between diagnosis and death. This highlights the importance of ongoing supportive 

care in the time between diagnosis and death/birth not just for parents but also for 

healthcare staff caring for them. Previous studies have highlighted the value of this 

care for parents but this study also acknowledges the importance for staff. 

6.4 Provision of spiritual care following stillbirth in Ireland 

The key findings from the quantitative data from the study with maternity 

healthcare chaplains revealed that there was a widespread diversity in spiritual 

practice and chaplaincy training.(39) It is a well-established norm that spiritual needs 

should be attended to as part of overall holistic person-centred care. This is modelled 
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most obviously in palliative care and end-of-life care.(190, 195, 214, 307, 308) The 

quantitative data highlighted chaplaincy education and training, the provision of 

mementos, ongoing bereavement care, spiritual assessment, theological reflection 

and baptism. These areas will be discussed in turn. 

6.4.1 Chaplaincy education and training 

The lack of specialised chaplaincy training and education in perinatal 

bereavement is an area that should be addressed as a matter of urgency so that 

chaplains working in this demanding area of ministry can consolidate their 

considerable pastoral experience with formal education to maximise their skills as 

professional spiritual carers.(39) It is recommended practice that all healthcare 

chaplains are formally trained and certified.(215, 216, 263) The certification of healthcare 

chaplains ensures that those who are appointed as chaplains in the Irish healthcare 

system have received appropriate formation, supervised education and learning as 

part of the CPE process of integrative reflective learning. At present in Ireland, 1,200 

hours of supervised ministry is required before application for certification as a 

healthcare chaplain.(215, 216) Chaplaincy training is in addition to theological study 

and seminary formation for clergy and following an undergraduate degree in 

theology for lay chaplains. Specialised perinatal bereavement training is then availed 

of following certification. The fact that eight chaplains (40%) were not formally 

certified chaplains raises concerns about the professional approach and importance of 

spiritual care in this demanding and complex area of ministry. The data from this 

study highlighted that chaplains who were not certified took more of a ceremonial 

role in their ministry with bereaved parents. While the role of ceremony is not to be 

undervalued, it potentially means that the deep spiritual issues raised by parents in 
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the data were not appropriately attended to. This was confirmed by the data from 

bereaved parents in the study as the parents of only three babies (25%) felt that their 

spiritual needs were adequately met following the death of their baby. The data in 

chapter four from maternity healthcare chaplains revealed that there is a need for all 

chaplains working in the Irish maternity services to receive appropriate training in 

perinatal bereavement care. Specialist perinatal bereavement training should include 

bereavement theory, appropriate understanding of medical definitions and 

terminology used in perinatal bereavement, the role of the specialist perinatal 

bereavement team, liturgical provision following perinatal bereavement, anticipatory 

grief care, the provision of mementos. It is a concern that only one chaplain had 

received any specialist training in perinatal bereavement care.  

6.4.2 Provision of mementos and ongoing bereavement care 

Many studies in recent years clearly highlight the importance of both the 

creation of mementos and follow up care following stillbirth.(4, 27, 105, 111, 183, 309-312) 

The provision of religious and spiritual mementos are an important part of the overall 

tapestry of memory-making for bereaved parents and, with ritual, are important 

vehicles of grieving and hope.(10, 88, 89, 107, 158, 182, 313) Religious and spiritual mementos 

can include a certificate of blessing/naming, a candle, water used for 

blessing/baptism, rosary/prayer beads, and other personalised religious artefacts. The 

provision of support following stillbirth has been shown to positively affect overall 

recovery and positive mental health outcomes.(111, 314) Whether a chaplain was 

certified or not impacted on the provision of mementos and ongoing bereavement 

support: chaplains who were not certified did not see these areas as part of their role. 

Based on the results of other studies with bereaved parents the results of this study 
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recommend that the provision of mementos and ongoing bereavement support are 

provided by all chaplains in conjunction with bereavement teams.  

 

The publication of the Irish clinical practice guideline Investigation and 

Management of Late Fetal Intrauterine Death and Stillbirth (2009) and the proposed 

draft Standards for Bereavement Care following Pregnancy Loss and Perinatal 

Death (2015) both recommend a standardised approach to the provision of 

bereavement care following stillbirth in Ireland.(78, 315) The diversity of practice 

among healthcare chaplains and the provision of spiritual support following stillbirth 

in Ireland identified in this study would also benefit from a standardised approach.(39) 

6.4.3 Spiritual assessment 

One of the aims of this study was to explore if and how consultant 

obstetricians recognise and respond to the spiritual dimensions of stillbirth as part of 

their overall care. Based on published literature from the USA which argues for the 

importance of physicians recognising spiritual need and incorporating this into 

care(14-16, 186) I tested this in an Irish context with obstetricians and their care of 

bereaved parents following stillbirth. It was clear from the data that obstetricians did 

not see this as part of their role and moreover bereaved parents in the main did not 

expect it. This is a new finding and is not in keeping with previous findings by 

Pulchalski et al and Balboni et al in studies from the USA.(14-16, 186, 191)  

 

Both obstetricians and bereaved parents recognised that stillbirth had a 

spiritual dimension to it and that spiritual needs should be attended to but not by an 

obstetrician. Obstetricians indicated in the data that they would refer spiritual care to 
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6.5 Parental experience of stillbirth 

6.5.1 Communication from staff 

Communication is a core competency in healthcare most especially in the 

delivery of bad or distressing news. The impact of communication features in the 

data from bereaved parents in this study. Parents recalled in detail their experiences 

of when, where, how and from whom they received the news that their baby had died 

or was unlikely to survive. The data from parents highlighted the importance of 

clear, unambiguous and sensitive communication from staff. Parents were negatively 

impacted when they felt staff were withholding information or using diversionary 

techniques to avoid communicating bad news. These experiences were mostly with 

junior staff and this raises the question about who is empowered to communicate 

with parents when they discover that something is wrong. One area that is worth 

further exploration is whether those who are conducting ultrasound scans should then 

be empowered to communicate with parents when they make a diagnosis rather than 

having to wait for confirmation from a senior member of staff.  

 

When compared with the data from consultant obstetricians there is a high 

awareness and synchronicity from both consultants and bereaved parents about the 

importance of communication. The areas prioritised by consultants such as giving 

time, giving personal care and expertise from a consultant, follow-up care and 

expressing empathy and kindness were the same priorities that bereaved parents 

valued from their consultant. Analysis of the data showed that these experiences 

improved over time between 2008 -2013. On further analysis, where one couple 
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piloted and introduced a stillbirth awareness sticker that is placed on the medical 

notes of bereaved parents to increase awareness and to ensure that bereaved parents 

are cared for sensitively.  

 

The findings from this study affirmed that the overall development of 

perinatal bereavement care services improved the experiences of bereaved parents 

during what was a very difficult time. As negative experiences concerning how 

bereaved parents feel cared-for during their hospital stay and how staff communicate 

with them can shape their overall grieving experience and recovery process these 

improvements in care should in turn decrease the potential of complicated grief.(31, 34, 

85, 101, 125, 131, 326, 327) 

 

The data from this study demonstrate that improvements in facilities and 

training do impact positively on the experience of bereaved parents. Therefore a 

recommendation is that maternity units should continue to develop infrastructure, 

facilities and educational provision in a proactive way. 

6.6.2 Staff support and education 

Consistent with the literature on caregiver burden, the combination of 

exposure to the trauma of stillbirth, the sense of professional isolation experienced 

by some chaplains and obstetricians and the depth of spiritual wrestling experienced 

by some chaplains, the potential for stress and professional burnout was 

considerable.(281, 282, 291, 318, 334)  

 











 

284 
 

6.6.2.2 Continuing professional development 

Continuing professional development (CPD) is a mandatory requirement for 

annual retention on the Specialist Register of the Irish Medical Council.(349) This 

acknowledges the importance of professional career-long learning and development 

for doctors. The introduction of training programmes aimed at skills enhancement in 

the care of bereaved parents has contributed much to staff education and professional 

skills. These programmes include technical approaches to stillbirth investigation and 

audit, communication skills and broad perinatal bereavement training. It is a 

recommendation from this study that perinatal bereavement training should be a 

mandatory component for CPD on an annual or biennial basis for those on the 

Obstetrics and Gynaecology specialist register. The following are well-established 

programmes and it is a recommendation from this study that these programmes or 

locally adapted versions of them are provided in the Irish maternity services for all 

staff who provide perinatal bereavement care. 

6.6.2.3 IMPROVE perinatal education programme 

 

The IMPROVE interactive perinatal education programme developed by the 

Stillbirth Alliance of Australia and New Zealand based on the perinatal guidelines of 

the Australia New Zealand Perinatal Society is one programme that could be adapted 

for regional use in Ireland and the UK.(350) As none of the participating obstetricians 

in this study had received any formal education in perinatal bereavement care an 

experiential training programme covering autopsy communication, clinical 
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examination, placental examination and investigation, classification, and audit of 

stillbirth would be of benefit. 

6.6.2.4 Sands bereavement training 

Sands UK has developed considerable expertise and resources for staff 

education and audit of perinatal bereavement care.(79, 100) Sands perinatal 

bereavement training is multidisciplinary in nature and has been developed from 

robust clinical practice and evidence based methodology. As a parent support 

organisation, Sands UK has designed bereavement training programmes that have 

been shaped by the experiences of bereaved parents.(120) Based on the respected 

Sands UK Pregnancy Loss and the Death of a Baby: Guidelines for professionals 

these training courses are appropriate for all professionals providing perinatal 

bereavement care.(79) This training programme deals in particular with hospital and 

perinatal bereavement care pathways, facilities and communication.  

6.6.2.5 Communication training 

Communication is a core competency in perinatal bereavement care. A 

recommendation from this study is that all staff providing perinatal bereavement care 

should receive appropriate communication skills training. Delivering bad news is a 

multidisciplinary interactive and experiential communication training programme 

designed and provided by the Irish Hospice Foundation that has been used 

extensively in the Irish healthcare system in recent years.(351)  
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conducted by telephone. On analysis, the depth of data in telephone interviews was 

less than with face-to-face interviews. 

 

All participating consultant obstetricians were from one maternity unit and 

were known to me. This potentially impacted on the information shared by them and 

it may have made it more difficult for participants to decline to participate in the 

study. However, on the other hand this level of trust was also a strength that 

potentially enabled a deeper level of information sharing by participants. All 

participating obstetricians were from a single faith group; however, this is reflective 

of the general homogeneity of the Irish population where 90% of the population are 

Christian.(218)  

 

All participating bereaved parents were from one maternity unit. This limits 

the data in terms of looking at broader developments over time in the wider Irish 

maternity services. However, a benefit of this was that it allowed some study of the 

impact of recent versus less recent bereavement. As was the case with chaplains and 

obstetricians all participating parents were from a Christian background, although 

one no longer considers themselves as a person of faith. Greater faith diversity would 

enrich the data. The lower rate of participation of bereaved fathers is a limitation in 

the study.  

 

This study focussed on the impact of stillbirth on maternity healthcare 

chaplains and consultant obstetricians. The study did not include the experiences of 

midwives or other healthcare professionals. It is recognised in the published 
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literature that stillbirth also has considerable impact on midwives and so the absence 

of this in the current study is a limitation. 

6.9 Strengths of study 

The strengths of this study are that for each participating group, healthcare 

chaplains, consultant obstetricians and bereaved parents, the study adds previously 

unresearched data concerning the presence and depth of the spiritual impact of 

stillbirth. In addition it contributes new insights and data about the personal and 

professional burden of stillbirth. 

 

It is the first study of its kind to research the impact of stillbirth on maternity 

healthcare chaplains as a distinct group and the first study to review the overall 

provision of spiritual care following stillbirth in the Irish maternity services.  

 

This is the first study to explore the impact of stillbirth on the faith on 

consultant obstetricians in what is often considered a private and intimate world of 

faith and spirituality. The depth of qualitative data in this study exploring the 

personal and professional impact of stillbirth builds on previous quantitative findings 

in this area with obstetricians. Participant validation of the data following its 

presentation locally to participants is also a strength of this study. 

 

This is the first study to explore in a qualitative and in-depth way the spiritual 

impact of stillbirth on bereaved parents. The inclusion of parents bereaved following 

anticipated and unanticipated stillbirths is a strength of this study allowing study of 

both groups. 
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The use of IPA as a methodology is a strength of the study. IPA as a well-

established methodology in qualitative healthcare research brings considerable depth 

to the experience and attributed meaning given to stillbirth. Qualitative studies 

ordinarily have small sample sizes as the focus is on the depth of experience. The 

sample sizes for this study have contributed considerable depth and experience to 

this field of study. The experience of stillbirth and the care of bereaved parents 

following stillbirth in this study was essentially a human experience and story as 

professional human beings provided care for bereaved parents and for both the 

human and spiritual impact was considerable. 

6.10 Further research areas 

The results of this study identify a number of areas that are worthy of further 

research. These areas focus on bereaved parents, post-mortem consent procedures, 

healthcare staff and spiritual care. 

 

A recommendation from this study is that greater support should be given to 

bereaved parents when they are given a diagnosis of unanticipated stillbirth. As there 

is usually a short and defined time period between diagnosis and birth, how parents 

experience this support and what was beneficial or unhelpful are areas for future 

research interest. 

 

The sensitivities of the process of post-mortem examination consent are well 

documented. Building on the work of Heazell, Horey and Meaney and the latest 

Cochrane Review in this area, further research should explore whether parents who 
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6.11 Conclusion 

In this chapter the results of this study have been critically discussed against 

the background of the current published literature surrounding the spiritual and 

professional impact of stillbirth. This study has revealed that stillbirth had significant 

spiritual and professional impact for Irish maternity healthcare chaplains and 

consultant obstetricians. 

 

I have discussed, in light of the current published literature in this area, the 

results of this study concerning the impact that stillbirth had on bereaved parents 

spiritually and personally. The study has confirmed results from previous studies 

concerning the impact of stillbirth on relationships and the potential benefits of 

seeing and holding a stillborn baby. The study has revealed new insights into the 

depth of spiritual pain and distress experienced by bereaved parents following the 

stillbirth of their baby. 

 

Contrary to studies from North America the results of this study have 

demonstrated that neither bereaved parents nor consultant obstetricians expected that 

a consultant obstetrician should attend to the spiritual needs of bereaved parents as 

part of their care. 

 

As a result of this study a number of recommendations have been made for 

improved practice and provision of spiritual care, professional support, professional 

wellbeing, clinical supervision and ongoing education for chaplains and 

obstetricians. In addition, recommendations have been made for improved clinical 
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practice in the areas of service development, communication and the post-mortem 

consent process. 

 

I have outlined the limitations and strengths of the study and finally I have 

identified future areas of research in the area of spirituality and staff wellbeing. 

 

The results from this study open up new insights concerning the spiritual 

impact of stillbirth on bereaved parents and healthcare staff in what is a little-

researched area. In light of renewed global efforts in stillbirth prevention and care 

this study contributes important new data to the overall understanding of the 

immense impact that stillbirth has on bereaved parents, their loved ones, healthcare 

professionals and society at large. The data from this study highlights the 

commonality of the human experience, impact and burden of stillbirth for parents, 

chaplains and obstetricians. Building on previous studies where the physical, 

psychological and emotional aspects of stillbirth are now widely acknowledged, this 

study contributes an important spiritual dimension and understanding to the tragedy 

that is stillbirth. 
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Appendix 3 Study letters of invitation 

3.1 Letter of invitation -healthcare chaplains  
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3.2 Letter of invitation -consultant obstetricians  

 

 

Cork University Maternity Hospital, 
Health Service Executive, 

Wilton, 
Cork. 

Thursday 14 June 2012 

A study of the views of Consultant Obstetr icians  
and how they care for families following sti llbir th. 

Dr (Name) 
Consultant Obstetrician & Gynaecologist 
Cork University Maternity Hospital, 
Wilton, Cork 

Dear (Name), 

As a Healthcare Chaplain, I am undertaking some study in the Department of Obstetrics & 
Gynaecology at Cork University Maternity Hospital/ University College Cork exploring the 
spiritual and pastoral aspects of stillbirth. As part of this study I would like to explore the views of 
Consultant Obstetricians and how they care for families following stillbirth. This study is being 
supervised by Dr Keelin O�¶�'onoghue .  

The purpose of this aspect of my study is to explore the views and perceptions of a cross-section 
of Consultant Obstetricians and Gynaecologists concerning the care they provide for parents 
following stillbirth. Thank you for agreeing to participate. It is very much appreciated. 

Participation in this study is voluntary and all information gathered will be anonymised to protect 
the identity of each participant. As this study is being supervised by a fellow clinician all 
identifying data including who participates in the study will remain confidential to Daniel Nuzum 
alone.  

Please find enclosed copy of the information leaflet and a Consent Form and I look forward to 
meeting with you on Monday 25 June  to conduct the interview.  

If you would like to speak with me about any aspect of this review please do not hesitate to 
contact me at (021) 4920500 or by email at daniel.nuzum@hse.ie  
If you would like to speak with Dr O�¶�'onoghue about any aspect of this study she may be 
contacted at (021) 4205019 or by email at k.odonoghue@ucc.ie 

Thank you for your willingness to participate in this work which we hope will deepen and 
enhance the care we provide for families following stillbirth. 
Yours Sincerely, 

Daniel Nuzum      Dr Keelin O�¶�'onoghue 
Healthcare Chaplain    Senior Lecturer   

Consultant Obstetrician & Gynaecologist 

Women, babies and their families are the centre of our service as we strive for 
excellence and innovation.
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3.3 Letter of invitation -bereaved parents  

 



 

325 
 

Appendix 4 Study Information Sheets 

4.1 Study information sheet -healthcare chaplains  

 

Participant Infor mation Sheet 
A review of pastoral and spiritual care provision and practice following stillbirth in 

maternity facilities in Ireland 
Version 1/2012 

20/02/2012 

Please Read Carefully Before Signing Informed Consent  
 

Invitat ion to take part in a research study:  You have been invited to take part in a review 
entitled �³A review of pastoral and spiritual care provision and practice following stillbirth in 
maternity facilities in Ireland� .́ The study is being conduct by Dr. Keelin O Donoghue of Cork 
University Maternity Hospital, as well as Daniel Nuzum and Sarah Meaney,  

 
What is my role? 
You will meet with either Daniel Nuzum or Sarah Meaney for an interview which should last 
approximately 60 minutes at a time and place that is most convenient for you. You will then be 
asked to speak about your ministry and the provision of pastoral and spiritual care following 
stillbirth and your perceptions about the spiritual and pastoral needs of parents and how we 
might best meet those needs in ministry. 
   
What are the benefits and risks? 
The focus of this review is to identify, acknowledge and hopefully to improve the overall level 
of pastoral and spiritual care that is provided to families based on best practice and the sharing 
of experience and insight. There are no personal risks in participating in this study. The 
importance of confidentiality will be maintained by the anonymising of the data collected so 
that no individual person or maternity facility will be identified.  
 
Can I change my mind? 
If, at any point, and for any reason, you wish to withdraw, then you may do so.  
 
What happens to the information? 
Any information that we obtain from this study about you, including your name, and your 
place of ministry will be confidential and will not be disclosed to third parties. Interviews wil l 
be digitally recorded and will be anonymised when they are transcribed. The digital recording 
will then be deleted and the written transcripts will be stored securely at Cork University 
Maternity Hospital. The written transcripts will be identified by an interview number to 
maintain confidentiality. 

 
Do I have to sign anything? 
Yes, if you agree to participate we will ask you to sign a Consent Form.  This is to show that 
you have understood what is involved and that you have read the Information Sheet.  Please be 
aware that even though you may sign the consent form you can still withdraw from the study 
at any time.   
 
If  you have any questi ons or would li ke furt her information, please feel free to contact Dr 
Keelin O�¶ Donoghue (021- 4205019) or via e-mail k.odonoghue@ucc.ie or Daniel Nuzum 
at (021) 4920500 or by email at daniel.nuzum@hse.ie 
 
If you have any concerns about this study and wish to contact someone independent you may 
contact:  the Clinical Research Ethics Committee of the Cork Teaching Hospitals at 021-
4345599.  
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Participant I nformation Sheet
A study of the views of Consultant Obstetricians 

and how they care for families following stillbirth
Version 02/2012.   23/05/2012

Please Read Carefully Before Signing Informed Consent

Invitation to take part in a research study:  You have been invited to take part in a study 
exploring the views of Consultant Obstetricians and how they care for families following 
stillbirth. The study is being conducted by Dr. Keelin O�¶�'onoghue of Cork University 
Maternity Hospital, as well as Daniel Nuzum and Sarah Meaney

What is my role?
You will be invited to meet with  Daniel Nuzum for an interview which should last 
approximately 30 minutes at a time and place that is most convenient for you. You will then 
be asked to speak about your experiences of stillbirth as a clinician, how you care for families 
following stillbirth, your perceptions about the needs of parents and how we might best meet 
those needs.
  
What are the benefi ts and risks?
The focus of this study is to identify, acknowledge and hopefully to improve the overall level 
of care that is provided to families based on best practice and the sharing of experience and 
insight. There are no personal risks in participating in this study. The importance of 
confidentiality will be maintained by the anonymising of the data collected so that no 
individual person will be identified. As the principal Investigator is a fellow Consultant 
Obstetrician, all identifying information, including who participates in the study will remain 
confidential to Daniel Nuzum alone.

Can I change my mind?
If, at any point, and for any reason, you wish to withdraw, then you may do so. 

What happens to the information?
Any information that we obtain from this study about you, including your name, will be 
confidential and will not be disclosed to third parties. Interviews will be digitally recorded 
and will be anonymised when they are transcribed. The digital recording and the written 
transcripts will be stored securely at Cork University Maternity Hospital. The written 
transcripts will be identified by an interview number to maintain confidentiality.

Do I have to sign anything?
Yes, if you agree to participate we will ask you to sign a Consent Form.  This is to show that 
you have understood what is involved and that you have read the Information Sheet.  Please 
be aware that even though you may sign the consent form you can still withdraw from the 
study at any time.  

I f you have any questions or would like fur ther information, please feel free to contact 
Dr Keelin O�¶ Donoghue (021- 4205019) or via e-mail k.odonoghue@ucc.ie or Daniel 
Nuzum at (021) 4920500 or by email at daniel.nuzum@hse.ie

If you have any concerns about this study and wish to contact someone independent you may 
contact:  the Clinical Research Ethics Committee of the Cork Teaching Hospitals at 
021-4345599. 

4.2 Study information sheet -consultant obstetricians  
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4.3 Study information sheet -bereaved parents  
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Appendix 5 Consent Forms 

5.1 Consent form -healthcare chaplains  

 

  

Department of Obstetrics and Gynaecology, 
Cork Universit y Maternity Hospital, 

Wil ton, Cork.   
Participant Information and Informed Consent Form 

Version 1/2012 

20/02/2012 

1 

Date:      Name: _____________________  

Study ID: _________                 Principal Investigator : Dr. Keelin O�¶Donoghue.   

 

You are being asked to participate in a review to identify the provision of pastoral and 

spiritual care to families following stillbirth.  The purpose of this review is to identify 

existing pastoral practice in this area and to collate information about the provision of 

pastoral and spiritual care to families following stillbirth.  

 

In order to decide whether or not you would like to be a part of this review, you should 

understand enough about its risks and benefits to make an informed judgement.  This 

process is known as informed consent.  This consent form gives detailed information 

about the review process, which will be discussed with you.  Once you understand the 

nature of the review, you will be asked to sign this form if you are happy to participate. 

 

We would li ke to discuss with you what practices are currently in place for parents who 

experience stillbirth, what you think are the greatest spiritual and pastoral needs of 

parents following stillbirth and areas where you feel we could make improvements in the 

care we provide as chaplains and pastoral carers.  Only one discussion is needed which 

will take approximately 60 minutes to complete and at a time and venue that is most 

convenient for you.  The discussion will be digitally recorded and subsequently analysed 

by a researcher.  Following completion of the interview, you cannot be identified and the 

information you provide wil l be treated in confidence. The information will be treated in 

the same way that the National Perinatal Epidemiological Centre (NPEC) treats 

information concerning perinatal mortality so that no individual hospital will be 

identified.   

Participation in this review is voluntary.  You are free to refrain from participation in this 

review or to withdraw from the review at any time. 
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Department of Obstetrics and Gynaecology, 
Cork Universit y Maternity Hospital, 

Wil ton, Cork.   
Participant Information and Informed Consent Form 

Version 1/2012 

20/02/2012 

2 

 

 

Agreement to Consent 

 
The research project has been full y explained to me.  I have had the opportunity to ask 

questions concerning any and all aspects of the project and any procedures involved.  I 

am aware that participation is voluntary and that I may withdraw my consent at any time.  

Confidentially of records concerning my involvement in this project will be maintained in 

an appropriate manner.  When required by law, the records of this may be reviewed by 

government agencies. 

 

I, the undersigned, hereby consent to participate as a subject in the above described 

project conducted at the Cork Teaching Hospitals.  I have received a copy of this consent 

form for my records.   

 

If I have any queries about the study procedure I can contact Dr. Keelin O�¶ Donoghue at 

021- 4205019.  If I have any questions concerning my rights in connection with the 

research, I can contact the Clinical Research Ethics Committee of the Cork Teaching 

Hospitals at 021-4345599.   

 

After reading the entire consent form, if you have no further questions about giving 

consent, please sign where indicated. 

 

 

Signature of Subject: _______________________ Date: _______________ 

Witness: _________________________________ Date: _______________ 
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Anu Research Centr e 
Department of Obstetr ics and Gynaecology, 

Cork University M aternity Hospital, 
Wilton, Cork.   

Participant I nformation and Informed Consent Form 
Version 2/2012. 23/05/2012 

Date:      Name: ________________________  

Study ID: [ECM 4 (pp) 06/03/12]  Pr incipal Investigator : Dr. Keelin O�¶�'onoghue.   

You are being asked to participate in a study to explore how Consultant Obstetricians 

care for families following Stillbirth. This is part of a wider study exploring the provision 

of pastoral and spiritual care to families following stillbirth.  The purpose of this study is 

to identify existing practice in this area and to confidentially explore how clinicians feel 

about caring for families following stillbirth. You will be interviewed by Daniel Nuzum 

and as the Principal Investigator is a Consultant Obstetrician your information including 

your participation in this study will remain confidential to Daniel Nuzum alone. 

In order to decide whether or not you would like to be a part of this review, you should 

understand enough about its risks and benefi ts to make an informed judgement.  This 

process is known as informed consent.  This consent form gives detailed information 

about the study, which will be discussed with you.  Once you understand the nature of the 

study, you will be asked to sign this form if you are happy to participate. 

We would like to discuss with you what training you have received in the care of families 

following stillbirth, how comfortable you feel about caring for families following 

stillbirth, areas where you feel you might be better enabled to care and areas where you 

feel we could make improvements in the care we provide in a multidisciplinary caring 

environment.  Only one discussion is needed which will take approximately 30 minutes 

to complete and at a time and venue that is most convenient for you.  The discussion will 

!1

5.2 Consent form -consultant obstetricians  
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be digitally recorded and subsequently analysed by a researcher.  Following completion 

of the interview, you cannot be identified and the information you provide will be treated 

in confidence. Participation in this review is voluntary.  You are free to refrain from 

participation in this review or to withdraw from the review at any time. 

Agreement to Consent 

The research project has been fully explained to me.  I have had the opportunity to ask 

questions concerning any and all aspects of the project and any procedures involved.  I 

am aware that participation is voluntary and that I may withdraw my consent at any time.  

Confidentiality of records concerning my involvement in this project will be maintained 

in an appropriate manner.  When required by law, the records of this may be reviewed by 

government agencies. 

I, the undersigned, hereby consent to participate as a subject in the above described 

project conducted at the Cork Teaching Hospitals.  I have received a copy of this consent 

form for my records.   

If I have any queries about the study procedure I can contact Dr. Keelin O�¶ Donoghue at 

021- 4205019.  If I have any questions concerning my rights in connection with the 

research, I can contact the Clinical Research Ethics Committee of the Cork Teaching 

Hospitals at 021-4345599.   

After reading the entire consent form, if you have no further questions about giving 

consent, please sign where indicated. 

Signature of Subject: __________________________ Date: _______________ 

Witness: ____________________________________ Date: _______________

!2



 

332 
 

5.3 Consent form -bereaved parents  
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Appendix 6 Thematic Coding -bereaved parents 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 










