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Social support: An approach to maintaining the health 
of women who have experienced stillbirth
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Abstract
Background: Stillbirth is one of the deepest losses that can inflict a broad range of cognitive, mental, spiritual, and physical 
turmoil. Many researchers believe that the failure to provide the care required by health teams during the hard times is the main 
determinant of maternal mental health in the future. In other words, social support can significantly improve the mental health 
outcomes of mothers after stillbirth. This study aimed to explore social support to aid mothers in adaptation after the experience 
of stillbirth.
Materials and Methods: This was a qualitative content analysis in which 15 women who had experienced stillbirth participated. They 
were selected through purposeful sampling method. Data were gathered by individual interviews recorded on audiotapes, transcribed, 
and analyzed. Interview transcriptions were coded and then classified. Finally, two main categories and five subcategories emerged.
Results: Analysis of participants’ viewpoints and their statements about social support led to the emergence of the two main 
categories of support from relatives and support from social support systems with two and three subcategories, respectively. 
Analysis of findings showed that mothers experiencing stillbirth need the support of their spouse and family and friends through 
sympathizing, in performing everyday activities and to escape loneliness. These women require support from a peer group to 
exchange experiences and from trauma counseling centers to meet their needs.
Conclusions: It seems necessary to revise and modify the care plan in the experience of stillbirth using these results and, of 
course, to be considered by a panel of experts in order to provide social support to these women. Thus, midwives and healthcare 
provider can act, based on the development and strengthening of social protection of women experiencing stillbirth, to provide 
these women with effective and appropriate care.
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significant increase in the incidence of both disorders and 
increases the risk of poor mental health outcomes during 
the postpartum period.[2] The terms “stillbirth” or “infant 
death” are used to describe the absence of signs of life at 
birth, after 22 weeks of gestation.[3] Fetal death at any age 
and from any cause is a traumatic experience for a life 
undergoing change.[4] Stillbirth is one of the deepest and 
most important losses in the lives of women and could 
be associated with a wide range of cognitive, emotional, 
spiritual, and physical impacts. Following stillbirth, most 
mothers look for answers and any explanation regarding 
their baby’s death and they may unreasonably blame 
themselves.[5] Therefore, appropriate management of the 
grief of parents after stillbirth is essential and its impact can 

Original 
Article

Access this article online

Quick Response Code:
Website:
www.ijnmrjournal.net

DOI:
10.4103/1735-9066.160998 

Introduction

Stillbirth is a tragedy for the birth parents because it 
breaks the emotional attachment that was created 
between them and their baby.[1] Childbirth, even 

when the outcome is the birth of a newborn, can cause 
much stress and depression in women. Stillbirth causes a 
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be observed in the reduction of anxiety and depression and 
good outcomes in subsequent pregnancies.[6]

At this critical time, support for the mothers to maintain 
their physical and mental health is essential. However, 
sometimes due to social pressure caused by encountering the 
children of the family, these grieving mothers are reluctant 
to communicate with others.[7] Moreover, the role of social 
support systems should not be overlooked.[8] In other words, 
these women feel that after experiencing stillbirth they need 
social support more than before, while generally their grief 
is considered trivial.[9] Comprehensive care for mothers and 
fathers after experiencing stillbirth should include counseling 
and psychological support.[10] Studies also suggest that 
support groups play an important role in providing 
practical assistance in relation to strategies for adapting, and 
reducing psychological distress and depressive symptoms 
in women.[11] This interpretation reflects the fact that if the 
happy nature of birth does not connect with the sadness of 
death in an appropriate way, perinatal bereavement will 
be intensified.[12] Cacciatore et  al., in an investigation of 
the experience of care after fetal death in Swedish men, 
stated that most women who had suffered stillbirth were 
grateful of the healthcare providers who allowed them to 
see the baby and hold a mourning ceremony. In addition, 
healthcare providers who had supported the bereaved 
mothers had helped them in reducing the long‑term negative 
psychological consequences.[13]

In this regard, the National Institute for Health and Clinical 
Excellence of England recommended that to identify the 
specific characteristics of the parent and specific components 
of this support tailored to each community’s culture, 
research should be done in that community.[14] It should 
be noted that despite imposing a large burden on women 
and their families, stillbirth remains largely overlooked in 
the collection of health statistics and less attention from 
researchers, policy makers, and programmers is paid to 
it. In Iran, no guideline has been dedicated to supporting 
these women and the same routine postpartum care that 
is common for mothers of newborns is provided for them. 
Moreover, studies have only looked at the frequency of 
stillbirth and its associated factors. For example, a study in 
Ahvaz investigated the incidence of intrauterine death and 
the factors related to it.[15] Furthermore, similar studies were 
conducted in Firuzabad[16] and Baboul[17] in Iran. However, 
no study has been found focusing on the mothers’ needs 
and experiences of stillbirth. As a result, considering Iran’s 
cultural differences with other countries in coping with the 
grief caused by the death of the fetus, determining social 
support for women experiencing stillbirth and providing 
appropriate care is necessary. Therefore, the present study, 
which was part of a larger research, was conducted to 
explain the social support in order to improve the health of 

women who experienced stillbirth natively, and to integrate 
it into the health system.

Materials and Methods

This research was performed using qualitative content 
analysis, known as the Granheim and Longman method, 
through qualitative data reduction and classification.[18] 
Participants were 15 married women with the experience 
of stillbirth. They participated in semi‑structured individual 
interviews. Purposeful sampling was conducted among 
volunteers and continued with a maximum variation 
sampling. The inclusion criteria of the study were as follows: 
Willingness to participate in the study, the experience of 
at least one stillbirth confirmed by the gynecologist in 
the medical record, no history of mental illness, stillbirth 
experienced preferably in the last 3 months, having Iranian 
citizenship, and being able to understand and speak the 
Persian language. In addition, subjects were selected from 
both people with known cause of stillbirth and those with 
unknown cause of stillbirth. Unwillingness to continue the 
collaboration in any phase of the study was considered as 
the exclusion criterion.

Mothers were identified based on records at healthcare 
centers and were invited for participation in the study by 
a phone call and after an introduction by the researcher 
and a brief description of the objectives was given. The 
interview took place at the destination and time most 
convenient for the participants. At the beginning of the 
interview, an explanation of the purposes of the study was 
given and a written informed consent was received. The 
interview started with the question, “Please talk about 
your experience of stillbirth” and based on the reply of 
the participants, was continued with the question “What 
support did you need during this experience?” The duration 
of the interviews was between 30 and 70 min. They were 
recorded with a tape recorder which continued until no 
additional data was collected. Data collection and analysis 
were performed simultaneously. Data were analyzed 
using qualitative content analysis. Immediately after each 
interview, the researchers listened to the recording and 
transcribed the content of the interview in Word software, 
and thus, formed the unit of analysis. Then, the data 
were read, and important phrases and expressions were 
determined and labeled. Similar codes were then merged 
and initial clustering was performed. The declining trend 
in the data continued in all the interviews until categories 
emerged.

With the help of the mentioned methods, the researcher 
tried to reflect the participants’ actual words in findings. 
Interviews were reviewed by the participants and experts of 
methodology, and the study content and, thus, content validity 
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was measured. Reliability was obtained by the complete and 
constant registration of the researcher’s activities on the 
method of collection, analysis, and presentation of excerpts 
from the interviews for each of the categories. The derived 
categories were given to a number of individuals, who did 
not participate in the study, with the same characteristics 
as the participants and their judgment about the similarity 
between research results and their experiences was assessed. 
In addition, the text portions of a number of the interviews, 
codes, and derived categories were given to the researcher’s 
colleagues who did not participate in the study and were 
familiar with the analysis of qualitative research, in order to 
assess their agreements on the derived concepts.

The study was approved by the Ethics Committee of Isfahan 
University of Medical Sciences, Iran. Moreover, by obtaining 
written informed consents from the participants, allowing 
them to withdraw from the study, and referring them to 
counseling centers if they needed emotional support, ethical 
standards were maintained.

Results

The participants consisted of 15 women who had experienced 
stillbirth, and were selected by purposive sampling method and 
compliance with the maximum variation between individuals 
with various causes of stillbirth, different ages, at different 
stages of pregnancy, and previous pregnancy and delivery 
experiences [Table 1]. From the analysis of the participants’ 
interviews, two major categories emerged and each main 
category included subcategories. The main categories were 
introduced first, and then, each subcategory was introduced 
based on the cited statements of the participants [Table 2]. 
By using qualitative content analysis method of Granheim 
and Longman, the interviews were read and the units of 
analysis were separated. One example is “Thank God! My 
husband was beside me when I heard the news about my 
fetus’ death; he comforted me and did not show his sadness, 
and his support made me realize I was more important for 
him than the child helped me accept what had happened.” 
“Thank God! My husband was beside me and he comforted 
me, this support helped me accept what had happened” 
was considered as a semantic unit. Then, the condensed 
meaning unit, which was the accompaniment and support 
of the husband, was determined and the empathy code was 
extracted. Thus, similar derived codes were placed under 
the category of spouse support and in the main category of 
support from relatives.

Support from relatives
The main category that women expressed regarding their 
health promotion in order to return to ordinary life after 
experiencing stillbirth was support from relatives, in other 

words, the support they expected from the first moment of 
the event until returning home. The majority of mothers said 
when they heard the news about their infant’s death, the 
presence and sympathy of their husband was very helpful in 
accepting the incident. On the other hand, Iranian women, 
due to family ties, mentioned the need for family support 
during labor at the hospital as essential in helping them 
deal with the situation.

Husband support
Most participants stated that the spouse as the person closest 
to the mother plays an important role in supporting her. 
These mothers stated that it was helpful if their husbands 
were present when they were informed about their fetus’ 
death, and understood them, continued to express their 
love, and showed their acceptance of the event through 
their behavior and attitude. In other words, Iranian mothers 
wanted their husbands’ support and presence at the time 
of hearing about their fetus’ death, discharge from the 
hospital, and returning home and also in planning for their 

Table 1: The demographic characteristics of participants
Frequency

Age (years)

Less than 30 10

30-40 5

Education

Primary and secondary 2

Diploma 10

University 3

Occupation

Housewife 11

Employee 4

Number of children

0 8

1-2 5

More than 3 2

Duration of the pregnancy (weeks)

22-28 7

28-37 5

More than 37 3

Table 2: Main category and subcategories of interviews with 
participants
Main category Subcategories
Support from 
relatives

Support from spouse

Support from family and friends

Support from 
social systems

Support from peers

Support from counseling and social worker centers

Support from healthcare centers
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next pregnancy. Iranian mothers wanted their spouse to be 
present during hospital admission and labor, if possible, and 
give them emotional support. In fact, this was very effective 
for mothers in accepting and dealing with this incident.

A housewife aged 26 said:
”�Thank God! my husband was beside me when I was 
informed of the death of the fetus, he comforted me 
and did not show his sadness, but then my brother 
told me that the night that I was in the hospital he had 
not slept and cried all night. He tried to hide it from 
me in that situation. His support that showed me I was 
more important to him than the baby helped me in the 
acceptance of the situation.” (Participant number 2)

Other Iranian mothers mentioned the role of support 
from the spouse after discharge from the hospital and in 
returning home in cases such as providing support during 
blaming of the mother by others, accompaniment during 
counseling, and consolation and sympathy with her, efforts 
to strengthen their marriage, and helping her return to public 
and professional life.

Support from family and friends
Many participants stated that receiving support from family 
and friends was very effective in gaining mental relaxation 
and reducing stress. Iranian women needed family support 
during hospitalization and felt the need for accompaniment, 
so that they could escape loneliness and feel sympathy. 
Iranian women spoke of the positive impact of relatives 
visiting them after discharge from the hospital and returning 
home in reducing their feeling of guilt.

A 32‑year‑old female employee said:
“�When I returned home to my family and relatives 
came to visit me, I was calmer and did not feel 
guilty. My family’s sympathy helped me accept the 
incident.” (Participant number 14)

Many participants stated that after giving birth, due to their 
mental condition, they were unable to perform everyday 
tasks and even self‑care, and this condition made life difficult 
for their husbands and children and aggravated their guilt. 
They suggested that their family and friends, in addition to 
comforting them, had an important role in helping them 
perform daily activities and housekeeping and return to 
their normal lives.

The social support systems
Many participants stated that the loss of the fetus can quickly 
lead to mental vulnerability. In  addition, intervention and 
counseling support were important needs for these women 
to adapt to the circumstances in order to provide their 
mental health needs after delivery. On the other hand, 

support and suitable counseling from the moment that the 
mother is informed until the next pregnancy can be very 
effective in the grieving process, facilitate acceptance of the 
issue, and reduce stress.

Economic support
Many participants remarked that if they were aware of the 
cause of the death of the fetus, they would experience less 
stress, but due to poor economic conditions, they were 
not able to do the tests and canceled them. A 25‑year‑old 
housewife said:

“�I would like to know why my child died; if I knew I would 
not have much stress in my next pregnancy and would 
not feel guilty.” (Participant number 8)

It seems that support from the hospital social aid system 
in the funding of a fetal autopsy could help in improving 
the mental health of these patients. On the other hand, 
many participants felt the need to visit a counselor, but 
because they could not afford the costs, they avoided it. 
A 27‑year‑old housewife said:

“�May be if I went to counseling I would recover faster, 
but unfortunately I could not pay the costs. I wish there 
were governmental counseling centers, so the costs 
would be less.” (Participant number 10)

According to participants’ comments, it appears that 
offering advisory services in hospitals and health centers is 
an essential need of the mothers.

Support from healthcare centers
Many participants and Iranian mothers stated that at the 
time of delivery at the hospital, they had so much stress 
that they forgot about the training they were given by 
the medical staff. They did not know when to refer for 
postpartum visit and what kind of care they needed after 
delivery. They expressed that they wanted follow‑up from 
the health center that provided them with care services 
during pregnancy and had their family records, so that while 
receiving care from the medical team, their mental health 
problems would be identified and they would be referred to 
counseling centers. A 30‑year‑old employed mother said:

“�I was feeling so bad and I was so upset that I forgot 
everything the doctor had taught me. I even lost the 
information brochures. I  think it was the duty of the 
prenatal care provider to follow‑up and ask why I had 
not referred for healthcare.” (Participant number 6)

Peer support
Many participants stated that if they had met a mother who 
had had the same experience and had seen her success 
in passing these difficult stages and having a successful 
pregnancy after stillbirth, the acceptance of fetal death and 
adaptation to these conditions would have been easier. 
A 28‑year‑old employed mother said:
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“�I wish to see and talk to mothers who have had 
the same experience as me, but have been able to 
overcome this situation. Seeing them would make me 
hopeful.” (Participant number 2)

Discussion

This study was performed in Iran for the first time to explain 
the social support needed to improve the health of mothers 
after they experience stillbirth. Categories extracted showed 
the kind of suitable support that can improve the health of 
women who have experienced stillbirth. The study findings 
showed that providing social support for women helped them 
in coping with the grief caused by the death of the fetus. 
Many of these women reported that receiving emotional 
support from relatives was effective in the acceptance of 
and adaptation to the issue. The women participating in this 
study indicated that receiving emotional support from their 
spouse, as the closest person to them, was very effective in 
their mental health. In fact, sharing the feelings of grief for the 
lost baby brings them closer to each other. The study findings 
of Toller and Braithwaite suggested that parents need each 
other to mourn their dead fetus.[19] On the other hand, these 
mothers indicated that their spouse, by showing sympathy 
and interest, which indicated the acceptance of the dead fetus, 
helped reduce their feeling of guilt. In this regard, the findings 
of the study by Avelin et al. indicated that although it seems 
that couples had different style and manner of mourning for 
the dead child, most of these couples will be able to accept 
and respect each other.[20] However, after this experience, most 
mothers wished to express their grief loud and clear, otherwise 
it would be difficult for them to experience the grief of losing 
a child and share it with their spouse.   Vance et al. stated that 
the quality of a couple’s relationship can affect each couple’s 
response to fetal death. In cases where there is satisfaction 
in the couple’s relationship, the bereaved mother’s mental 
health is better, and in fact, the supportive relationship will 
help in adapting to the death.[21] Surkan et al. stated that if 
after the fetal death, the father refuses to talk to the mother, 
postpartum depression would be twice as likely to occur and 
an appropriate relationship has a supportive aspect.[22]

Family support was one of the needs of mothers in order to 
accept the death of the fetus. As Shreffler et al. had stated, the 
impact of this event is broad, it affects the father, brother, or 
sister who were waiting for the birth of the baby, and  even the 
healthcare providers share the mother’s grief.[23] Säflund and 
Sjögren also stated that family members’ conversation about 
the stillbirth can help them in sharing their experiences.[24]

The results show that fetal death is a debilitating experience 
and results in loss of power and loneliness. These mothers 
mentioned that meeting people who have had the same 
experience in the past and hearing their stories in dealing 

with the event, the treatment they received, and returning 
to normal life were their supportive needs. Cacciatorestated 
that in support groups where members express and share 
their stories, the process of adaptation to trauma can be 
developed. This relationship between two or more people 
with similar experiences helps the bereaved person to create 
meaning for her experience.[11] Roehrs et al. mentioned that 
some participants discussed the difficulty in talking about 
their experience with friends and family and stated the 
benefits of support from peer groups at the time of crisis 
and even in the coming years.[25]

Consultation requirements in respect to improvement of the 
mental health of the mother were found to be a supportive 
need of the mothers. Kuti stated that consultations for 
bereaved parents of a dead baby provide an opportunity 
to assess their mental health status.[1]

Most mothers experiencing stillbirth mentioned that knowing 
the cause of death was an affective factor in the reduction of 
psychological stress, especially in later pregnancies. Iranian 
women reported the need for financial assistance in order to 
perform an autopsy. Britain’s Royal College of Obstetricians 
and Gynecologists stated that investigation after stillbirth is 
one of the most useful actions to provide information for the 
parents about their child’s cause of death. Most international 
care guidelines on stillbirth recommend high‑quality studies 
on fetal death and suggest that such studies be provided 
to all parents who experience stillbirth, so that they can 
make a decision on whether to take such surveys or not. It 
should be noted that studies on stillbirth do not only have 
diagnostic benefits but also lead to improved emotional 
outcomes for both mothers and fathers.[13]

Many mothers commented that they need support from 
health centers and care workers to gain information on the 
care needed for future pregnancies. In fact, many of these 
women mentioned the need for follow‑up by healthcare 
providers after delivery for the diagnosis of mental disorders 
and referral to counselors, if needed, as necessary support 
after delivery. The findings of Saflund and Wredling showed 
that parents recognized the important role of healthcare 
providers. These parents stated that the midwife and 
doctor’s recommendations had a great impact on their 
ability to adapt with the death of their fetus.[26]

Conclusion

It seems, however, that fetal and infant mortality rates have 
declined slowly over time by the increase in prenatal care 
quality, but still as an adverse outcome of pregnancy, it has 
significant psychological effects on parents. Investigating the 
extracted main categories of this study indicated that health 
centers’ current approach in providing services to mothers 
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who experienced stillbirth needs to change and improve in 
a way that it can improve the health of these mothers and 
comprehensively support and strengthen the foundation of 
the family. Thus, health services’ planning, especially for 
mothers grieving the loss of a child, should focus on support 
services and counseling with the approach of empathy from 
the moment the mother is informed until she achieves a 
stable mental condition. Moreover, this goal can be achieved 
through designing informing methods, appropriate training, 
and coordination of care, especially with counseling and 
social aid centers. It is suggested that the findings of this study 
be used in designing care guidelines for medical staff in order 
to teach the appropriate use of psychological support and 
counseling to promote the mental health of mothers and 
Iranian families experiencing stillbirth. Thus, a step can be 
taken toward reducing the long‑term psychological effects 
on mothers and their families.
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