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ABSTRACT

According to South African annual statistics, stillbirth is a relevant issue and National
health policies, social welfare services and health care providers should place special
focus on pregnant women to avoid the possible occurrence of a negative pregnancy

outcome such as a stillbirth.

An event that should have been a joyous birth, ended in a tragic death, forcing the
mother to deal with the emotions of birth and death simultaneously. The bereaved
mother needs to receive special care and support as soon as possible and the crisis
intervention approach is seen as being helpful to regain a sense of equilibrium in her
and the family’s life before starting to adapt to the new situation.

This study explores and describes the lived experience of 25 mothers who experienced
a stillbirth. Focus was given to the psychosocial implications of stillbirth on mothers and
their families. This study examined the mothers’ feelings about the stillbirth six months
or longer after the event, as well as its impact on relationships with partners and other
children. By adopting a crisis intervention approach, the effectiveness of crisis

intervention shortly after the stillbirth could be investigated.

This study used a combination of quantitative and qualitative research approaches and
assumed an exploratory and descriptive research design to provide a detailed
description of the phenomenon being studied, i.e. the psychosocial implications of
stillbirth. A questionnaire was used to obtain demographic (quantitative) data and a
semi-structured questionnaire — the design based on information from literature - was
administered during individual interviews. Obtained data was both measurable and rich
in description and revealed that mothers still longed for their stillborn babies after a
period of six or more months had passed. It also indicated that the father or partner of
the baby and other children were affected by a stillbirth. Gender differences in how
stillbirth is experienced by each partner, consequently adds extra tension on the
relationship.

Most of the mothers experienced the stillbirth as a crisis and found support in their

mothers, family and a counsellor. Significantly, mothers felt crisis-intervention was
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beneficial, but preferred that crisis intervention be followed by on-going therapy. The
stillbirth also resulted in feelings of alienation from community, friends and family - who
did not know how to approach them. Generally, mothers were satisfied with medical
care received but several issues regarding autopsy consent and guilt feelings
surrounding this are highlighted.

Important recommendations resulting from the study indicate that the crisis-intervention
approach as method in social work is effective when rendering service for bereaved
mothers and families after a stillbirth. It helps to regain a sense of equilibrium, but
further intervention is recommended to facilitate the grief process. In addition, the study
emphasizes the importance of social workers being aware that the stillbirth causes
tension in partner- and family relationships. Receiving social work intervention is not
only highly effective, but allows bereaved mothers to feel empowered and encouraged
to openly grieve for their stillborn babies - much needed in an environment where a

stillbirth is seen as a silent birth.
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OPSOMMING

Volgens jaarlikse Suid-Afrikaanse statistieke, is stilgeboorte ‘n relevante onderwerp en
die Nasionale gesondheidsbeleid, maatskaplike welsynsdienste en
gesondheidssorgverskaffers moet fokus op swanger vroue ten einde moontlike

negatiewe swangerskapuitkomstes, soos stilgeboorte, te voorkom.

Tydens ‘n stilgeboorte, eindig die heuglike vooruitsig van ‘n geboorte in die tragiese
afsterwe van die baba en word die moeder geforseer om emosies van geboorte en
sterfte gelyktydig te hanteer. Sulke moeders benodig spesiale versorging asook
ondersteuning so spoedig moontlik. Krisis intervensie is ‘n effektiewe metode om die
moeder te help om ‘n mate van balans in haar en haar gesin se lewe te herwin voordat

hulle kan begin aanpas by die nuwe situasie.

Hierdie studie ondersoek en beskryf ervarings van 25 moeders wat ‘n stilgeboorte
ervaar het. Fokus word geplaas op die psigososiale effek van stilgeboorte op moeders
en hul gesinne. Moeders se gevoelens rakende die stilgeboorte ses maande of langer
na die geboorte, is ondersoek, asook die effek daarvan op hul verhoudings met
lewensmaats en ander kinders. Deur die krisis intervensie benadering te gebruik, kon

die effektiwiteit daarvan kort na die stilgeboorte ondersoek word.

Kwantitatiewe en kwalitatiewe navorsingsmetodes is in hierdie studie gebruik. Die
studie veronderstel 'n verkennende en beskrywende navorsingsontwerp om sodoende n
uitvoerige beskrywing van die psigososiale implikasie van stilgeboorte te verskaf. Data
word verkry deur 'n vraelyste - demografiese (kwantitatiewe) data, asook
semigestruktureerde vraelyste (kwalitatief) wat tydens individuele onderhoude
toegedien is. Die ontwerp van die semi-gestruktureerde vraelys is gebaseer op inligting
vanuit die literatuurstudie. Die bevindinge van die empiriese ondersoek dui aan dat
moeders na ses maande of langer steeds hunker na hul stilgebore babas.
Geslagsverskille rakende die wyse waarop moeders en vaders die stilgeboorte ervaar

dra gevolglik by tot ekstra spanning in die verhouding.
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Vi

Die meeste moeders het die stilgeboorte as ‘n krisis ervaar en het ondersteuning
gevind by hulle moeders, gesinne en ‘n berader/maatskaplike werker. ‘n Beduidende
bevinding was dat moeders krisis intervensie as voordelig beskou het, maar verkies dat
dit opgevolg moet word deur deurlopende terapie. Die stilgeboorte veroorsaak ook dat
die moeders ‘n gevoel van vereensaming van die gemeenskap, vriende en familie
ervaar het. Volgens hulle was mense te bang en onseker in hoe om hulle te benader. In
die algemeen was moeders tevrede met die mediese sorg wat hulle ontvang het, maar
kwessies rakende toestemming en skuldgevoelens rondom nadoodse ondersoeke word
uitgelig.

Belangrike aanbevelings dui aan dat krisis intervensie as metode in maatskaplike werk
effektief is ten opsigte van dienslewering vir ‘n moeder en haar gesin na ‘n stilgeboorte.
Dit help om ‘n mate van balans te herstel, maar verdere intervensie word aanbeveel om
die rouproses te fasiliteer. Die studie beklemtoon ook dat dit belangrik is dat
maatskaplike werkers bewus moet wees dat ‘n stilgeboorte spanning veroorsaak in
huweliks- en gesinsverhoudings. Die ontvangs van maatskaplike werk intervensie is nie
net hoogs effektief nie, maar bemagtig en motiveer moeders om openlik te rou vir hulle
stilgebore babas, iets wat nodig is in ‘n samelewing waar stilgeboorte as ‘n geboorte

beskou word waaroor daar nie gepraat word nie.



Stellenbosch University http://scholar.sun.ac.za

Vii

ACKNOWLEDGMENTS

| would like to express my sincere appreciation to the following people:

e Professor Sulina Green, Department of Social Work, Stellenbosch University, for
her support, encouragement and expert guidance.

e Professor Hein Odendaal, Department of Obstetrics and Gynaecology,
Stellenbosch University, for his motivation, professional guidance, support and
availability.

e Dr Hanna Kinney, Developmental Biology Pathology Center (DBPC), Children’s
Hospital, Boston, for her support and expert guidance.

e Dr. Richard Goldstein, M.D. Assistant Professor in Pediatrics, Harvard Medical
School.

e PASS Network (Safe Passage Study), for making it possible to use their
participants for this study. This research was funded by the following grants from
the National Institute on Alcohol Abuse and Alcoholism and the Eunice Kennedy
Shriver National Institute of Child Health and Human Development: UO1
HDO055154, UO01 HDO045935, U0l HDO055155, U0l HDO045991, and UO1
AA016501.

e Ms Helaine Pelser, for the professional editing of this thesis.

e My family for their love and encouragement, the consistent belief in me and the

interest they have shown in my studies.

e My husband Kosie and my three children, Elaine, Marli and Corné, for
motivating, supporting and loving me throughout my studies.

e All the mothers who participated in this study. Their bravery, courage and
willingness to open up their hearts to me, despite the sensitivity of the material

under examination, have made this study possible.



Stellenbosch University http://scholar.sun.ac.za

viii
CONTENTS
CHAPTER 1
INTRODUCTION
1.1 PRELIMINARY STUDY AND RATIONALE........ccooiiiiiiiii e
1.2 PROBLEM STATEMENT AND RESEARCH HYPOTHESIS..................... 4
1.3 AIMS AND OBJECTIVES OF THE STUDY AND THEORETICAL POINTS
OF DEPARTURE. ... . e 5
1.4 CLARIFICATION OF KEY CONCEPTS. ...t 6
141 Perinatal....... ..o 6
1.4.2 Perinatal [0SS.......ooiui 7
1.4.3  Stillbirth. ... 7
144 Psychosocial....... ..o 7
1.45 7 11 1 7
1.4.6 Crisis INtervention..... ..o 7
1.5 RESEARCH DESIGN AND METHODOLOGY .....cciiiiiiiiiiiiieieeee 8
151 Research approach...........cccoviiiiii e 8
152 Research design........o.ouiiiiiii 8
153 Researchmethod..........coooiii i, 9
1531 Literature study...........coooiiii
1.53.2 Demarcation of research area............................... 9
1.53.3 Population and sampling.............cccooiiiiiiiiiinn. 9
1.5.3.4  Method of data collection....................cooiiiiini. 10
1535 Pilotstudy......coooiiiiiii 12
1.6 DATA MANAGEMENT AND STATISTICAL ANALYSIS.........cccoeviientns 12
1.6.1 OUICOMES. .. e 12
1.6.2 Method of data analysis.............coooiiiiiiii 12
1.6.3 Method of data verification..............ccoooiiii 12
1.7 TIME PLAN AND STUDY LOGISTICS......oiiiiii e 13
1.8 ETHICAL ASPECT S. ... i 13
1.9 RESOURCES AND BUDGET.......iititiiiie e 15



Stellenbosch University http://scholar.sun.ac.za

1.10 STRENGTHS AND LIMITATIONS. .. ..o
1.11 REPORTING OF RESULTS. .. ..o

CHAPTER 2
REVIEW OF THE MEDICAL CAUSES SURROUNDING STILLBIRTH

2.1 INTRODUCTION. ... e ae e
2.2 HISTORY OF PERINATAL STUDIES........co e,
2.3 NORMAL PREGNANCY — IMPORTANT FACTS AND INFORMATION....
2.4 DIFFERENT DEFINITIONS OF PERINATALLOSS.......ciiiiiiiiiiene,
24.1 Perinatal...... ..o
24.2 Perinatal l0SS.......o.oii
2.4.3  Whatis a StillDIirth?. ...
2.4.4 Defining the term infant: The seven different types of infants......
245  WhatiS @ a NEONALE?.........uuuuiiiiiiiiiiiiiie e e
2.4.6 Several types of miscarriages. .........coovvviiiiiiiiii
2.5 WHAT ARE PERINATAL MORTALITY RATES AND HOW ARE THESE
CALCULATED?. ...ttt ettt e e e e e e e e e e s s s e e e e e e e e e e annannnes
2.6 CAUSES OF STILLBIRTHS . ...
2.7 MATERNAL CONDITIONS ASSOCIATED WITH STILLBIRTH................
2.8 WORLD-WIDE TRENDS IN PERINATAL CARE/PERINATAL LOSS.........
2.9 INTERVENTIONS TO REDUCE STILLBIRTHS......cciiiie
2.10 WHAT IS CURRENTLY BEING DONE IN SOUTH AFRICA TO REDUCE
STILLBIRTHS . .ttt e e e e e aa e e e e e e e e e e e
2.11  CONCLUSION. ... e
CHAPTER 3

GRIEF, GRIEF RESPONSES AND MODELS OF GRIEF

3.1 INTRODUGCTION. ...t
3.2 DEFINITIONS OFGRIEF, LOSS, BEREAVEMENT AND MOURNING......

15
16

17
17
19
20
20
21
21
23
24
25

26

28

31

36

38



3.3
3.4

3.5

3.6

4.1
4.2

Stellenbosch University http://scholar.sun.ac.za

3.2.1 00 1T
3.2.2 Bereavement. ... ...,
3.2.3 MOUMNING. . e et e
3.24 Grief and grief reSpoNSes. .........oiiiiiiii
GRIEF PROCESS. ... e
MODELS OF GRIEF ... e
3.4.1 Task MOdEl. ... ..o
3.4.2 Dual-process model..........ccoviiiiiii
3.4.3 Transcendence model...........oooiiiiiiiii i,
TYPES OF COMPLICATED GRIEF......c o
3.5.1 Chronic grief... ...
3.5.2 Delayed grief...... ..o
3.5.3  Absentgrief.......oooiii
3.5.4 Posttraumatic stress disorder (PTSD)........coviiiiiiiiiiiinns.
3.5.5 Fixated grief... ...
3.5.6 Denial. ...
3.5.7 Reversibility of the 10SS. ...,
3.5.8 MeEMENTOS. .. ..
3.5.9 Emotions in disguiSe........c.ooiiiiiii
3.5.10 Anniversary reactionsS...........oouieiuiiieiiii e
3.5.11 Replicated [0SS......conii i
CONCLUSION. . . e e eees

CHAPTER 4

REVIEW OF THE CURRENT UNDERSTANDING OF PSYCHOSOCIAL
IMPLICATIONS OF STILLBIRTH FOR A MOTHER AND HER FAMILY

INTRODUCTION. ... e
PSYCHOSOCIAL IMPLICATIONS OF A STILLBIRTH........cccooiiii,
4.2.1 Implications for the mother................oooi
4.2.2 Implications for the father.................oco
4.2.3 COUPIES/PArENtS. ...



4.3

4.4

5.1
5.2
5.3

5.4

5.5

Stellenbosch University http://scholar.sun.ac.za

Xi

4.2.4 Single women or teenage mothers............coooiiiiiiiiiiii e, 67
4.2.5 ChildreN. .. 68
4.2.6 Grandparents, extended family and friends.............................. 73
PERSPECTIVE ON LOSS... .o 74
4.3.1 Social work perspectives on l0SS.........ccovvviiiiiiiiiiie 74
4.3.2 Psychological perpectives on 10SS.........c.cooiiiiiiiiiiiii, 75
4.3.3 Theological perspectives on 10SS.........coooeiiiiiiiiiiiiiiiiias 76
CONCLUSION. . .ttt eaas 78

CHAPTER 5
THE USE OF THE CRISIS INTERVENTION APPROACH IN SOCIAL WORK TO
ASSIST PATIENTS WHO HAVE EXPERIENCED A STILLBIRTH

INTRODUCTION. ..o e e 79
ORIGINS OF CRISIS INTERVENTION. ..ot 79
DEFINITIONS ... e 80
531 7 1S 1 80
5.3.2 Crisis intervention............ooi i 81
CHARACTERISTICS OF ACRISIS..... e 82
541 Possible crisis reactions. ...........ooiiiiiiiii 82
54.2 Characteristics of @ CriSIS.......ccooiiiiii e, 84
CRISIS INTERVENTION MODELS AND STRATEGIES............cccevevien.. 86
5.5.1 Roberts’s Seven-Stage Crisis Intervention Model..................... 86
5.5.1.1  Plan and conduct a crisis assessment..................... 87

5.5.1.2 Establish rapport and rapidly establish a relationship... 88
5.5.1.3 Examine the dimensionsof the problem in order to

define it ..o 88
5.5.1.4 Encourage an exploration of feelings and emotions....... 88
5.5.1.5 Explore and assess past coping attempts................... 89

5.5.1.6  Restore cognitive functioning through implementation
ofanactionplan.............oooiii i 89
5.5.1.7  FOHOW-UP....ei e 90



Stellenbosch University http://scholar.sun.ac.za

Xii
5.5.2 Crisis-in-Context Theory Model.............cooooiiiiiie 90
(i) Premise1: Layers of aCrisSiS........cccoviiiiiiiiiiciiecee 92
(ii) Premise 2: Reciprocal Effect.................oooii 93
(iii) Premise 3: Time factor...........coooviiiiiii 94
5.5.3 Comparison between the two models...............cooooiiiiiinnen. 95
5.6 FOUNDATIONS FOR CRISIS INTERVENTION IN SOCIAL WORK......... 95
5.6.1 The ethical base of crisis intervention.......................o. 96
(i) Knowledge and eXperiencCe. ... ......oeeieiiiiiiiiiiiiiee e, 96
(ii) The use of power and control.............cooviiiiiiiii i 97
(Ii)) RESOUICES......vieie e 97
5.6.2 The theoretical underpinning of crisiswork............................... 97
5.6.3 Self-awareness in Crisis situations.............ccooiiiiiiiiiiineenn. 98
5.6.4 Practical principles, skills and techniques.........................oni 100
5.6.4.1 PriNCiples. . ..ot 100
5.6.4.2 TechniquesandsKills...............oooiiiiiiiii . 100
(A) Professional skills..........c.cooviiiiiiii e 101
() Attentiveness. ... ... veiiiiii i 102
(ii) Accurate listening and responding........................ 102

(iif) Congruence between thinking, feeling and acting
therapeurically.............ooiii 102
(iv) Reassuring and supporting skills.......................... 102
(v) Basic assessment and referral skills..................... 103

(vi) Ability to explore alternatives and solve

ProblEMS. ... 103
(B) Personal skKills..........cccooeiiiii 105
() POISE. ...t 105
(i) Creativity and flexibility...............cooiii . 105
(i) ENEIgY. .o 105
(iv) Quick mental reflexes..........cooviiiiiiiiiiiiiinns 105
(V) TenacCity......ououiiii e 106
(VI) COUMAQE. ... ettt 106

5.7 IMPLEMENTING CRISIS INTERVENTION AS METHOD IN SOCIAL
WORK TO ASSIST PATIENTS WHO HAVE EXPERIENCED A



5.8

Stellenbosch University http://scholar.sun.ac.za

xiii
STILLBIRTH. ..o e 106
5.7.1 Important tasks during crisis intervention by social workers......... 107
5.7.1.1 MaKing MemOri€sS........ooeiiiiiiii i 108
5.7.1.2 Talk to the parents and listen to them........................ 109
5.7.1.3 Help parents to find a trusted friend, clergyman, or
undertaker to assist them with their planning............... 109
5.7.1.4 Refer parents to a self-help group or put them in 110
contact with others who have had a stillbirth............... 110
5.7.1.5 Help parents to obtain results from an autopsy and
provide them with the opportunity for questions and
AISCUSSION.....eeie e 110
5.7.1.6 Be alert, in taking a history, to the presence of delayed
grief or reactivated grief.................o 111
5.7.1.7 Recognize that the birth of a stillborn baby, as in any
loss, requires a process of mourning......................... 111
5.7.1.8 Advocate for changes in hospital policies and
procedures that would make it possible to carry out the
above recommendations.............c.cooiiic 111
CONCLUSION. .. et aas 111

CHAPTER 6

AN EMPIRICAL STUDY OF THE LIVED EXPERIENCES OF MOTHERS WHO HAD A

6.1
6.2
6.3
6.4

STILLBIRTH AND THEIR PERCEPTION OF THE CRISIS

INTRODUCTION. ...t 113

DELIMITATION OF THE STUDY ....iiiiiiiiie e 114

THE EMPIRICAL STUDY ...t e 115

RESULTS OF THE EMPIRICAL INVESTIGATION: QUANTITIVE

STU DY L 115

6.4.1 Identifying particulars..............cooiiiii 115
6.4.1.1 Ageof participants.............cccoiiiiiiii 116

6.4.1.2 Homelanguage..........ccooiiiiiiiiiiiii i 117



6.4.1.3
6.4.1.4

6.4.1.5
6.4.1.6
6.4.1.7
6.4.1.8

6.4.1.9

6.4.1.10
6.4.1.11
6.4.1.12
6.4.1.13
6.4.1.14
6.4.1.15

Stellenbosch University http://scholar.sun.ac.za

Relationship or marital status..................................

Number of years married or duration of current

relationship........coooii
Highest educational qualification.............................
Current occupation of participants................c.oooenee.
Income distribution of family...................................

Information regarding social grants..........................

6.4.1.8.1 Distribution of grants received by

participants..............cooiiiiii
Total gross monthly income of family........................
Number of other (living) children..............................
Distribution of children in different age groups............
Religion pf participant and partner/husband...............
Type of housing............oooiiiiii
Number of occupants in the house...........................

AcCCesS to basiC SeIrVICES. ..o

6.5 RESULTS OF THE EMPIRICAL INVESTIGATION QUALITATIVE

6.5.1 Loss of a baby

6.5.1.1
6.5.1.2

6.5.1.3

Types, number and date of loss.............cooeiiiiinntt.

Current emotions, Six or more months after the

stillbirth.........o

(i) Ambivilant emotions................ocoo

(i) Reliving the circumstances surrounding the

Stillbirth. ...

(iii) Constant triggers.......ccooviiiii i
(iv) Role of family and friends.....................cccoe.

(v) Cannot come to terms with the stillbirth.................
(vi) Coping mechanisms (Positive and negative).........

(vii) Subsequent pregnancies............ccocveeiiiiiiinann.

Current health issues, six or more months after the

stillbirth. ...

Xiv

118

119
120
121
123
124

125
126
127
128
129
130
131
132

134
134
134

135
138



6.5.2

6.5.1.4

6.5.1.5

6.5.1.6

6.5.1.7

Stellenbosch University http://scholar.sun.ac.za

Comparing thoughts experienced directly after the loss
with thoughts experienced a few months later.............
6.5.1.5.1 Participants’ views on their own possible
depresSioN.....ovieii i
6.5.1.5.2 Participants’ views on possible depression
of theirpartners.................ocoiia.
() Supportive and StrONG........ouvuiieiiiiieieieeeeeeaee
(ii) Crying and being angry, but not depressed............
(iii) Keeping their feelings to themselves....................
(iv) Behavioutal change..............ccoooiiiiiiiiiiiie,
(v) Continued normal behaviour...............................
(V) Depressed. .....c.ouiuiiiiiii i
6.5.1.6.1 Participants’ knowledge regarding the
symptons of their depression...................
6.5.1.6.2 Medication prescribed for depression........

Pregnancy history..........c.oooi

The effect of the stillbirth on the marriage or relationship.............

6.5.2.1

6.5.2.2
6.5.2.3

6.5.2.4

Participants’ views on communication between

partners: before, during and after the stillbirth..............
Participants’ description of their marriage/relationship...
Partner’s involvement during the pregnancy...............
(i) Supportive and excited..............cccooiiiiiiiiiiie
(i) Non-supportive and not involved..........................
(iiif) Contributed financially..............ccooooiiii,
(iv) Easily influenced by friends.............c.cooiviiiiin,
(v) Chose not to involve partner in pregnancy..............
Problems of changes in relationship after the stillbirth...
(NOChanNges. ..o
(i) Communication...........coiiiiii
(1ii) INSECUNILY.....eee e
(iv) Fury or blame towards each other or oneself.........
(v) Poor coping mechanisms............ccooviiiiiniiiiennnn

(vi) Wanted distance in the relationship.....................

XV



Stellenbosch University http://scholar.sun.ac.za

Xvi
6.5.3 The effect of the stillbirth on other children siblings.................... 155
6.5.3.1  Physical and emotional reaction of siblings/other
children after the stillbirth........................ol. 155
(i) No significant reaction................cocooiiiiiiienn, 156
(i) Showing emotional reaction.................c.cooeieiennee. 156
(iii) Continued questioning.............ccovviiiiiiiinn.. 157
6.5.3.2  Manner in which the stillbirth influenced the
participants’ relationship with other children.............. 157

6.5.3.3  Manner in which participants informed their children
about the stillbirth.................o 158

6.5.4 Coping mechanisms playing a role during the acceptance/non-

acceptance of the 10SS........ooo i 159

6.5.4.1  Participants’ description of the stillbirth...................... 159
6.5.4.2  Activities which helped participants to cope with

StllbIrth. .o 160

6.5.4.3 The importance of certain actions............................. 161

6.5.4.3.1 Seeing yourbaby.............cooiiiiiiiiiiiin. 161

(iYSawbaby.........ccoooiii 162

(i) Did notsee baby............ccooiviiiin. 162

6.5.4.3.2 Holding your baby.............cccooiiiiiiiinnn. 162

(Y Held baby........cccooviiii 163

(ii) Did not hold baby.............cccooviiinnil. 163

6.5.4.3.3 Photographs of your baby....................... 163

6.5.4.4  The point of acceptance and making sense of things.... 164

6.5.4.5 Person/s playing a prominent role in the healing............ 164

6.5.4.6  Crisis intervention evaluation.........................ooin 165

6.5.4.6.1 Indication whether participant received a
crisis intervention session..................... 165

6.5.4.6.2 Degree to which the crisis intervention

was beneficial to participants................. 165
(i) Emotional support..........ccooiiiiinn. 166
(i) Needed ongoing support.................. 166

(iii) Timing of support...........c.coovievennne. 167



6.6

7.1
7.2

Stellenbosch University http://scholar.sun.ac.za

XVii

6.5.4.6.3 Recommendation of crisis intervention by

a social worker according to participants.. 167

6.5.5 Medical care and autopsy —related issues during the loss........... 168
6.5.5.1  Perceptions of participants regarding the
service/treatment received in hospital......................... 168
6.5.5.2  Perceptions regarding autopsy after the loss and six or
more months later................o 169
6.5.5.3  Reaction upon receiving the autopsy results............... 171
(i) Peace of mind..........c.cooiiiiiiii e 171
() Blame.......cooiii 172
() AN .. 172
(iv) Unable to comprehend............cooooviiiiiiiiiiinin, 172
(V)Noresultsyet.........oooiiiiiiiie 172
(vi) No autopsy done..........ccoiiiiiiiiiiciiceee, 172
6.5.6 Attitudes regarding support in the community/support groups....... 173
6.5.6.1  People in the community’s reaction towards the
stillbirth. ... 173
(i) Positive reactions............cccooiiiiiiiiiiic e 173
(i) Negative reactions..............ccciviiiiiiiiiiie, 173
6.5.6.2  Participants’ attitudes towards a support group............ 174
CONCLUSION. ..t e aaeaas 174
CHAPTER 7
CONCLUSIONS AND RECOMMENDATIONS
INTRODUCTION. ... e 176
CONCLUSIONS AND RECOMMENDATIONS......c.oiiiiiiiieeieieee 179
7.2.1 Particulars of female respondents...............coooiiiiiiii 179
7.2.1.1 Ageand homelanguage............ccooiiiiiiiiiiiiiiiinnnnn. 179
7.2.1.2  Marital/relationship status.................cooiiiiiinn. 180
7.2.1.3  Education and employment................ccoiiiiiiiiinn.. 181

7.2.1.4  Income distribution of participants and their families..... 182



7.3
7.4
7.5

Stellenbosch University http://scholar.sun.ac.za

xviii
7.2.1.5 Other (living) children.............coooiiiiiie 183
7.2.1.6  Religious background of participants......................... 184
7.2.1.7 Housing circumstances of participants....................... 185
7.22 Lossofthe baby.......ooiiii 186
7.2.2.1  Stillbirth and when it occurred...................ooooiil. 186
7.2.2.2  Emotions still affecting the mother more than six
months after the stillbirth..................... 188
7.2.2.3  Feelings/thoughts and emotions experienced after the
stillbirth and currently............oo 190
7.2.2.4  Physical and mental health issues............................ 191
7.2.3 Effect of stillbirth on the marriage/relationship........................... 193
7.2.4  Effect of stillbirth on other children of participant........................ 195
7.2.5 Coping mechanisms playing a role during the acceptance/non-
acceptance of the stillbirth.................... 196
7.25.1 Participants’depiction of stillbirth as crisis and what
helped them cope with the stillbirth........................... 197
7.2.5.2 Participants’ attitude towards seeing, holding and
taking photos of their babies........................co 198
7.25.3 The point of acceptance...............ccooiiiiiiiiin, 200
7.2.5.4  Persons playing a role in the healing process.............. 200
7.2.5.5  Crisis intervention evaluation........................oon. 201
7.2.6 Medical care duringthe l0Ss.........cccoiiiiiiiii 202
7.2.6.1 Perceptions regarding autopsy............ccoiiiiiiiiiinn, 203
7.2.6.2 Reaction upon receiving the autopsy results............... 205
T.2.7  SUPPOIt GrOUPS . ...ttt ettt ettt et ae e 205
GENERAL COMMENT S ...t e 206
FURTHER RESEARCH. ... 207
SUMM AR L. 208



BIBLIOGRAPHY ............

1. Appendix Al:

2.  Appendix A2:

3.  Appendix B1:
4.  Appendix B2:

5.  Appendix C1:

6. Appendix C2:

7.  Appendix D:

Stellenbosch University http://scholar.sun.ac.za

Questionnaire 1 — Identifying particulars in
English.....coooi

Questionnaire 1 — Identifying particulars in

AFMKAANS ..o

Semi-structured interview schedule in English ....

Semi-structured interview schedule in Afrikaans ..

Participant information and consent form —
ENglish ..o

Participant information and consent form —

AfTTKAANS oo

Approval letters from Safe Passage Study,
Ethical Committee Tygerberg Hospital,
Department of Health and

Stellenbosch University............ccocoeeiiiiiinne.

XiX

209

220

225
230

240



TABLES

Table 2.1

Table 2.2

Table 2.3

Table 3.1

Table 4.1

Table 5.1

Table 5.2

Table 5.3

Table 6.1

Table 6.2

Table 6.3

Table 6.4

Table 6.5
Table 6.6

Table 6.7

Table 6.8

Table 6.9

Table 6.10

Table 6.11

Stellenbosch University http://scholar.sun.ac.za

Top ten countries in the world with the highest number of

stillbirths and maternal and neonatal deaths, in 2008...........

Interventions to reduce stillbirths................ccoo
Health worker related factors associated with perinatal death..

Stages of grief. ...

Impact of stillbirth in a child/sibling according to development

Techniques and skills used in crisis intervention...................

How social workers can assist parents to cope with grief over
Stillbirth. ...
Indication of relationship statuses during the loss as well as
the current status of the mothers.(Focus is placed on the
movement between the different statises.)........................
Indication of respondents’ access to basic

ServicesS...............

Types and number of losses of the respondents...................

Current emotion s, six or more months after the stillbirth......

Health issues of respondents six or more months after loss....
Comparing thoughts experienced directly after the loss and

currentthoughts. ...

Symptoms of depression as identified by participants............
Pregnancy history of participants.................cooooi

Statements regarding communication in a relationship...........

Description of marriage/relationship during the time periods
before and after stillbirth...................o

Partner/husband’s involvement during the pregnancy............

28
37

39

a7

71

101

108

118

133
134

136

141

142
145

146

147

148
150

XX



Table 6.12

Table 6.13

Table 6.14

Table 6.15

Table 6.16

Table 6.17

Table 6.18

Table 6.19

Table 6.20

Table 6.21

Table 6.22

Table 6.23

Table 7.1

Stellenbosch University http://scholar.sun.ac.za

Problems or changes in relationship after the stillbirth.........

Physical and emotional reaction of siblings/other children
after the
stillbirth. ...

Manner in which the stillbirth influenced the participants’

relationship with other children........................o il

Severity of the crisis according to the participant..................

Participant’s views on the importance of seeing their babies...

Participant’s views on the importance of holding their

Indication of when feelings of sadness lessened..................

Degree to which crisis intervention was beneficial to

PANICIDANTS. ...

Opinions regarding the service/treatment received in

hospital. ... ..o

Reaction after receiving the autopsy

Attitudes regarding support groups........ccceveviiiiiiiiie e,

Conclusions and recommendations as evidence of meeting

the objectives of the study............coooiiii

153

156

157
159

161

162
164

166

168
171

173

174

XXi



FIGURES

Figure 2.1

Figure 2.2

Figure 2.3.1

Figure 2.3.2

Figure 2.4

Figure 3.1
Figure 3.2
Figure 3.3
Figure 3.4
Figure 4.1

Figure 4.2

Figure 5.1

Figure 5.2

Figure 5.3

Figure 5.4

Figure 6.1

Stellenbosch University http://scholar.sun.ac.za

Classification of the different stages of the fetus from pregnancy
to birth and early neonatal period (Adapted from DeCherney &
Nathan, 2007 & Lawn, (2011:50).......ccccoviiiiiiiiiiiieae

PIPP data on causes of stillbirths as discussed by Ndlovu
(2009:74)....eee
Associated maternal conditions: Antepartum (Adapted from
Lawn, 2011:58, & PPIP, 2005).......ccccoiiiiiiiieeeeeeeee
Associated maternal conditions: Intrapartum. (Adapted from
Lawn et al., 2011:58 & PPIP, 2005)........cccceiiiiiiiiiiean,
Relevant risk factors not related to pregnancy or medical
Middleton,
Coory, Gordon, Ellwood, Mcintyre,

disorders. (Adapted from Flenady,
Frgen, Smith, Gibbons,
Fretts & Ezzati, 2011:29)......coiiiiiii e,

Circular grief process as described by Sue Hale (2009).........

Koopmans,

Coping with grief: Task-centred model................................
The dual-process model of coping with bereavement............
Transcending model of grief ...
Important indicators that can influence reactions afer a stillbirth
(Adapted from Brownlee & Oikonen, 2004: 520).....................
Classic mistakes parents make when talking to surviving
children. (Figure compiled from data reported in Mahan &
Calica, 1997:149). ... i
Three possible reactions (Adapted from Gilliland & James,
199314 )
Roberts’s Seven-Stage Crisis Intervention Model (Adapted from
Roberts, 2005:20. ..ot
Layers and interactions of crises (Adapted from Myer & Moore,
2006:140). ..
Flow-chart indicating the foundation in crisis intervention in
social work (Adapted for O’'Hagan, 1991:140-155)................
Age of participants.........coooii i

24

30

32

32

33

49
50
51
53

60

61

83

87

91

96

XXii



Figure 6.2
Figure 6.3
Figure 6.4

Figure 6.5
Figure 6.6

Figure 6.7
Figure 6.8

Figure 6.9

Figure 6.10
Figure 6.11
Figure 6.12
Figure 6.13
Figure 6.14
Figure 6.15
Figure 6.16
Figure 6.17
Figure 6.18
Figure 6.19

Stellenbosch University http://scholar.sun.ac.za

Home language of participants..............cooooii, 117
Length of current relationship or years married..................... 119
Pie chart illustrating the educational qualification of the

PArICIPANTS. ... 120
Chart indicating the current occupations of participants.......... 122
Bubble diagram indicating the income distribution of

PArtiCIPANtS. ... 123
Distribution of participants receiving a social grant................. 124
Distribution of social grants received by participants and

their households. ... ..o 125
Gross monthly income of participants including their

houSENOIdS. ... 127
Other living children....... ..o 128
Age distribution of participants’ other children......................... 128
Religious affiliations of participants and partners/husbands....... 129
Housing circumstances of participants................................. 131
Number of occupants inthe house...................ocooiiiiin. 132
Manner in which siblings were informed about the stillbirth....... 158
Activities which helped participants to cope with stillbirth......... 160
Indication of photos taken of stillborn baby............................ 163
Persons who assisted most in the bereavement process......... 164
Perceptions regarding autopsSy........coooeiiiiiiiiiiiiiieieeea, 169

XXiii



Stellenbosch University http://scholar.sun.ac.za

CHAPTER 1

INTRODUCTION

1.1 PRELIMINARY STUDY AND RATIONALE

“‘We grieve all that cannot be spoken, that for which there is no name (Griffin, 1978,
cited in Cacciatore, 2009).”

The death of a fetus or newborn infant prompts a grief response which has numerous
unique aspects. It affects not only the parents of the demised baby but also has an
impact on the family and friends of the parents as well as the socio-economic

environment of the parents.

The perinatal mortality rate in South Africa during 2006-2007 was approximately
38/1000 births (birth weight 500 g and above). Stillbirths alone extrapolate to
approximately 8000 annually in health care institutions in South Africa (Pattinson,
2009:28). In contrast, the perinatal mortality rate is less than 10/1000 births in all
industrialized countries of Western Europe and North America; a significant difference
when compared to the rates in South Africa. The World Health Organization (WHO)
estimates that there are 22 000 neonatal deaths in South Africa every year (Stephen &
Patrick, 2008:83).

Stillbirth defies the modern expectation of a healthy outcome for pregnancy and has
been demonstrated to be as profound and significant as any other type of bereavement
(Chan, Lou, Arthur, Cao, Wu, Li & Lui, 2008:509). Grief experienced during this time is
complex and individualistic. Main reasons contributing to the fact that this specific type
of grief is so complex are: 1) lack of memories surrounding the baby, 2) sense of
biological failure, especially felt by the mother of the baby, 3) minimization by others as
well as lack of validation from others and 4) uncertainty regarding further pregnancies
or parental future hopes (Hutti, 2005:630).

Various authors like Brier (2008:451) and Hughes and Riches (2003:108) agree with
Capitulo (2005:390) and Hutti (2005:630) that for a stillborn baby, as in any loss, a
period of grieving is required, but that this grieving can be a very lonely process owing

to a lack of understanding of this unique and complex loss. Grief following miscarriage,
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stillbirth or infant death is particularly susceptible to being disenfranchised, as only

parents may have known the baby, felt it move, or observed it by ultrasound.

Brownlee and Oikonen (2004:526) did a review on perinatal bereavement and
recommended that further research was necessary to address the social context of
perinatal bereavement and the impact of factors compounding grief, such as financial
resources, culture and social identity. These issues have been neglected in the
literature, but may greatly influence people’s style of grieving and the meaning they
attribute to their loss. Brownlee and Oikonen (2004:526) further stated that social
workers, by virtue of their knowledge of the social environment in which a person lives
and its impact on social problems and emotional well-being, are in a good position to
address these issues and make a substantial contribution to the theoretical and practice

literature on perinatal bereavement.

Cacciatore (2009:93) also believes that the social worker has a prominent role in the
macro culture to sway attitudes, beliefs and values about women experiencing stillbirth.
This position is congruent with social work values such as advocacy, social change and

self-determination.

Research regarding the psychosocial implications of stillbirth not only for the parents
but also the impact of the loss on their families and themselves as a “total person”
functioning in different systems is scarce. The literature review suggested a need for
insight regarding whether different cultural and religious beliefs affect the way a person
experiences the bereavement process. Do bereaved parents have a need for further
support and in what form? As Cacciatore (2009:91) points out, there is an increased
awareness of the psychosocial impact of stillbirth on the mother, and a holistic
approach from the crisis intervention perspective needs to be done to understand
stillbirth as experienced in a South African context where cultural and socio-economic
factors are vital in forming an individual. Callister (2006:231) indicated a need for more
gualitative data documenting cultural influences on perinatal loss, as well as the
examination of paternal and sibling grief. A systematic review indicated that there is a
paucity of research in this area, with no randomized trials documenting benefits of
specific interventions (Callister, 2006:231). Further empirical investigation of the effects
of parental exposure to the baby they have lost, needs to be conducted (Badenhorst &
Hughes, 2007:256).
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A literature study was conducted regarding this topic and it was found that little
information is available about the follow-up of bereaved persons and that the focus is
mainly on the period shortly after the stillbirth has occurred. To know whether support
provided during the crisis period was beneficial for the person concerned, it is
necessary to evaluate the functioning of that person a few months after the loss

occurred.

The researcher gained a personal interest in the perinatal research field during an
orientation period at Tygerberg Hospital in the Western Cape, before starting work
there. Through-out the orientation period and during current duties at the Safe Passage
Research Study, the researcher became closely involved with parents, especially
mothers who have experienced a stillbirth. The researcher’s task was to assist the
parents emotionally through the stages of loss and grief. During this time it was noticed
that, although research has been done on the impact of stillbirth on the parents as well
as the family, this research had mainly been undertaken in industrialized countries of
Western Europe and North America, with little research done in a South African context.
The research that was done focused on the impact of stillbirth on the mother, but this
was done before the onset of democracy in South Africa and during a time when
stillbirth was not recognized as important enough to grieve about. Thus the need has
arisen for a more recent study with special focus on social work intervention and the
effectiveness thereof in a fast changing South Africa. The researcher’s interest was
further stimulated by existing conditions facts and a literature search. According to
Pauw, publications dealing with the role of the social worker in infant death are few
(Pauw, 1991:292).

The great need for a better understanding of the psychosocial implications of stillbirth
for parents has been clearly perceived by the researcher during bereavement
counselling of participants after stillbirth. This counselling entails an important follow-up
call or visit a few months after the loss for all participants in the Safe Passage Study
who have experienced a perinatal loss. Information from these follow-up visits provides
the social worker with valuable details regarding participants' ability to maintain an
acceptable level of functioning after the loss. In addition, opportunity is given for
reflection on the crisis period. (Feelings about giving consent/or not giving consent for

autopsy, holding the baby/or not holding the baby are normally reflected on.)
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Providing emotional support and bereavement counselling to parents who have
experienced a loss forms part of the tasks of the social worker of the Safe Passage
Study at the clinical site at Tygerberg Hospital, Stellenbosch University. The following
data can be provided regarding interviews which were conducted with prospective study
participants.

During intervention the mourning process should be facilitated and appropriate support
be provided. Unfortunately very few proper support groups for bereaved parents of
stillbirths or infant deaths exist in South Africa. Internationally the Stillbirth Alliance and
SANDS (Stillbirth and Neonatal Death Society) actively provide support to this specific
group of parents. In South Africa the Compassionate Friends support group is actively
providing support to bereaved parents (Ndlovu, 2009), but this is for any bereaved
parent and not just for parents experiencing perinatal loss. This makes it less
accessible for parents who might think their loss cannot be compared to the loss of a
child that was much older.

The perceived lack of support groups motivated the researcher to explore the
effectiveness of support to bereaved parents and to determine the feasibility of
specialized support groups. From the above it can be reasoned that social workers play
an important role in offering support to parents and families after the loss of a
baby/infant, taking into account the psychosocial implications of such a loss on the
entire family system. According to Pauw, publications dealing with the role of the social
worker in infant death are few (Pauw, 1991:292). The need for the proposed study is
therefore based on the above-mentioned rationale. Furthermore, after a comprehensive
literature study of national and international literature it was found that there was a need
to explore the implications of perinatal loss from a crisis intervention approach and a
social worker’s perspective. The value of the research will be to explore the
psychosocial implications of stillbirth and to clarify the importance of social work
intervention in this field of practice. The proposed research can therefore be seen as

relevant.

1.2 PROBLEM STATEMENT AND RESEARCH HYPOTHESIS

A miscarriage or perinatal loss is a psychologically challenging event. Unlike with the
loss of other family members, the grieving individual has had few direct life experiences
or actual times with the deceased to review, remember and cherish (Brier, 2008:455).
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While stillbirth affects all socio-economic groups, races, and ethnicities world-wide, they
disproportionately afflict socio-economically disadvantaged populations. This correlates

with the high perinatal mortality rate mentioned above.

Research on the psychosocial implications of stillbirth on the parents has mostly done
in European countries, Australia and the United States of America (Callister, 2006:231,
Badenhorst & Hughes, 2007:255, Hughes & Riches, 2003:107 and Hutti, 2005:630).
Literature on perinatal loss in a South African context is scant and mainly focuses on
the psychological perspective, investigating the psychological impact of stillbirth shortly
after the incident and not investigating the psychosocial impact on the parents and
family.

Research regarding the psychosocial implications of stillbirth not only for the parents
but also the impact of the loss on their families and themselves as a “total person”
functioning in different systems is scarce. The literature review suggested that there is a
need for insight into the implications of stillbirth for the mother and her family, and
whether cultural and gender beliefs have an effect on the crisis such a person is
experiencing. Do bereaved parents have a need for further support and in what form?
As Cacciatore (2009:91) points out, there is an increased awareness of the
psychosocial impact of stillbirth loss on the mother, and that a holistic approach from
the crisis intervention perspective needs to be done to understand stillbirth as
experienced in a South African context where cultural and socio-economic factors are

vital in forming an individual.

The overall hypothesis of the study is: “The loss of a fetus/baby has long-term
psychosocial implications for the mother and her family as perceived by the mother and
proper social work support is needed to alleviate the grief process during the crisis

period as well as the adjustment period thereafter.”

1.3 AIMS AND OBJECTIVES OF THE STUDY AND THEORETICAL POINTS OF
DEPARTURE

The goal of the study is to gain a better understanding of the psychosocial implications

of stillbirth for the mother and her family in order to provide guidelines for intervention
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by the social worker from the crisis intervention perspective. In order to achieve the goal

of the study and to investigate the hypothesis, the individual aims/objectives will be:

1.4

To investigate and gain information regarding the lived experiences of mothers
who had experienced a stillbirth and their perceptions of the crisis by means of a
guestionnaire and semi-structured interview.

To ascertain the nature and consequences of the loss on marital and/or family
relationships as perceived by the mother.

To investigate the bereaved mother’s attitude regarding autopsy, whether she
has consented to an autopsy or not and what the significance of autopsy is
during the bereavement process.

To develop pilot data about potential mechanisms for future in-depth analysis
concerning how social workers can use a crisis intervention approach to assist
mothers who have experienced a stillbirth and to assist the family to adjust
constructively.

To conduct a comprehensive literature review of the medical causes of stillbirth
as a foundation for understanding its psychosocial impact in this study.

To present a comprehensive literature review of the current understanding of the
psychosocial implications of stillbirth for a mother and her family. This review will
include information from multiple disciplines including social work, theology and

psychology.

CLARIFICATION OF KEY CONCEPTS

For the purpose of this research study the following terms will be defined:

1.4.1 Perinatal

Perinatal means "around the time of birth". Perinatal usually applies to the last months

of pregnancy and the first week after delivery (Woods & Theron, 1994). Brummer et al.

(1990) refer to the perinatal time window as the time from 22 weeks of pregnancy (or

5009 fetal weight) up until the first seven days of the neonates’ life (Brummer, Cronje,

Grobler & Visser, 1990). For the Safe Passage Study, the perinatal period ranges from

a gestation period of 20 weeks to the 28 days after birth.
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1.4.2 Perinatal loss
Perinatal loss includes early and late fetal death (miscarriage and stillbirth) and the
death of a live neonate in the first 28 days after birth (Armstrong, 2002:339).

1.4.3 Stillbirth

A stillbirth (SB), or stillborn infant, is an infant who is potentially viable but is born dead.
Potentially viable means that the infant would have had a reasonable chance of
surviving had it been born alive. Born dead means that the infant shows no sign of life
at delivery. Stillbirths are sometimes referred to as intra-uterine deaths or fetal deaths
(Woods, Pattinson, & Greenfield, 2010).

1.4.4 Psychosocial

Psychosocial pertains to a person’s psychological development in relation to his social
environment. A psychosocial problem is a multiple and complex transaction pertaining
to the social functioning of individuals or to the social and organizational functioning of
larger social systems which are affected by, among others, personality disorders or
mental illnesses, inadequate role performance and life transitions involving
developmental changes, crises as well as communication and relationship difficulties

(Terminology Committee for Social Work, 1995:50).

1.4.5 Crisis

A crisis can be defined as a functionally debilitating emotional state resulting from the
individual's reaction to some event perceived to be so dangerous that it leaves him or
her feeling helpless and unable to cope effectively by usual methods (Sheafor, Horejsi
& Horejsi,1994:413). Among the events that can precipitate a crisis are the death of a
loved one, loss of a job, marital separation, birth of a disabled child serious illness or

accident, house fire, rape or other traumatic event.

1.4.6 Crisis intervention

The crisis intervention model is used to address the special needs and concerns of a
client in an acute, psychological crisis. Crisis intervention can be defined as follows: “It
is a process for actively influencing psychosocial functioning during a period of

disequilibrium in order to alleviate the immediate impact of disruptive stressful events
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and to help mobilize the psychological capabilities and social resources of persons
directly affected by the crisis” (Sheafor, et.al.1994:68-69). Interventive efforts have two
principal aims: (1) to cushion the stressful event by immediate or emergency emotional
and environmental first aid and (2) to strengthen the person in his or her coping through
immediate therapeutic clarification and guidance during the crisis period (Sheafor,
et.al.1994:68-69).

1.5 RESEARCH DESIGN AND METHODOLOGY
1.5.1 Research approach

A combination of the qualitative and quantitative approach, with greater emphasis on
the qualitative will be used to obtain the aim of the research. De Vos et al. (2005:74)
explains that the qualitative paradigm stems from an antipositivistic, interpretative
approach, is idiographic and thus holistic in nature, and aims mainly to understand
social life and the meaning that people attach to everyday life (De Vos, Strydom,
Fouché & Delport, 2005).

For the purpose of the study, the qualitative approach will focus on the participants’
view of the challenges they faced after losing a baby, and the quantitative approach will
present a statistical profile of the respondents’ demographic background, whereafter

the results will be interpreted.

1.5.2. Research design

Mouton (2001:55) defines a research design as a plan or blueprint of how one intends
to conduct the research. For the purpose of this study a combination of the exploratory
and descriptive designs will be used. The exploratory design generally refers to the

‘what” question and the descriptive design refers to the “how” (Mouton, 2001:53).

According to Bless and Higson-Smith as mentioned in De Vos et al.(2005:106),
exploratory research is conducted to gain insight into a situation, phenomenon,
community or individual. The intention of this study is to explore the psychosocial
implications of perinatal loss for the mother and her family. An exploratory design will

make it possible for the researcher to do this.
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Information gained from a survey that will be conducted on identified participants will be
described from a social worker perspective with special focus on the crisis intervention
theoretical perspective. A descriptive design will be used to describe the findings and
will also be used to provide guidelines for bereaved parents and the professionals
working with these parents. Deductive reasoning will be used as it moves from the
general to the specific. In this research the “general” aspect is the fact that perinatal
loss has a psychological effect on the mother and the “specific” aspect would deal with
the extent of the implications of the perinatal loss for the psychosocial well-being of the
mother and her family, as being perceived from a social work perspective.

1.5.3 Research method

1.5.3.1 Literature study

De Vos et al. (2005:123) describe the necessity of a review of literature as a
contribution towards a clearer understanding of the nature and meaning of the problem
that has been identified. The literature study will thus focus on books, journals, articles
and dissertations of both local and international literature, selected from the social and
medical sciences as well as from theology.

1.5.3.2 Demarcation of research area

The research will be conducted within the Safe Passage Study — PASS (Prenatal
Alcohol SIDS Stillbirth) Network at Tygerberg Hospital. The Safe Passage Study is a
research study conducted by the Department of Obstetrics and Gynaecology, University
of Stellenbosch in conjunction with the PASS Research Network. The Safe Passage
Study investigates the hypothesis that prenatal alcohol and drug exposure increases
the risk of negative pregnancy outcomes, like stillbirth or SIDS (sudden infant death
syndrome). A sample group of participants who have experienced a stillbirth will be
taken from the study where the researcher is currently working. Permission from the

Steering Committee of the Safe Passage Study in USA has been granted.
1.5.3.3 Population and sampling

Powers et al. (1985:235) define a population as a set of entities in which all the
measurements of interest to the practitioner or researcher are represented (Powers,

Meenaghan & Toomey, 1985). According to Seaberg (1988:240) a sample is a small
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portion of the total set of objects, events or persons which together comprise the

subject of our study.

For the purpose of this research the population refers to all the participants recruited for
the Safe Passage Study. These patients come from within the referral area of
Tygerberg Hospital, including Belhar, Valhalla Park, Bishop Lavis, Kalksteenfontein,
Delft and Netreg. The sample can be representative of any racial group, as long as
participants live in the demarcated area and are able to communicate in English or
Afrikaans. The sample will include a selection or possibly all the participants who have
experienced a stillbirth. For this research 30 prospective study-participants who have
experienced a stillbirth will be targeted to be part of the study.

Purposive sampling techniques, as part of non-probability sampling methods, will be
used for this research. This type of sample is based entirely on the judgment of the
researcher, in that a sample is composed of elements that contain the most
characteristic, representative or typical attributes of the population (De Vos et al.
2005:202). Current data already collected by the researcher in everyday practice
indicate the need for ongoing support and not just for support directly after the stillbirth.
This was integral in forming the rationale for this study. The criteria for inclusion will be
that participants have experienced a stillbirth between six and 18 months ago. This will
give the researcher the opportunity to gain insight into the aftercare needs of bereaved
parents and their experience of support during the crisis period, as well as looking back
a few months later. Another criterion for inclusion is that participants need to be able to
speak either English or Afrikaans. Unfortunately the researcher is not able to speak
Xhosa and owing to the highly emotional content of the study, it might be difficult to
identify themes or feelings through an interpreter.

1.5.3.4 Method of data collection

The main method of data collection will comprise semi-structured one-on-one
interviews. The researcher will have a set of prepared questions on an interview
schedule, but the interview will be guided by the schedule rather than be dictated by it
(De Vos et al., 2005:296). Owing to the emotional complexity of the research topic,
interviews will provide the best way to collect the most appropriate data and a rich
description of the problem would be possible. Prior to these semi-structured interviews,

informed consent will be obtained from the participant before the research process will
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continue. Obtaining informed consent implies that all possible information on the goal of
the investigation, the procedures which will be followed during the investigation, the
possible advantages, disadvantages and dangers to which participants may be
exposed, as well as the credibility of the researcher, is rendered to potential
participants. Consent will be obtained at the beginning of the first interview and after
supplying participants with the necessary information; ample opportunity will be given to
participants to ask any relevant questions about the consent or study. The participants

will also receive a copy of the consent form for future reference.

Holstein and Gubrium (1995:3) stated the following: “Every word that people use in
telling their stories is a microcosm of their consciousness. All interviews are
interactional events and interviewers are deeply and unavoidably implicated in creating
meanings that ostensibly reside within participants.” For this research 25 prospective
participants who have experienced a stillbirth will be targeted to be part of the study.
Research procedures will include one interview with each participant of between 45 and
75 minutes. During the interview participants will be asked to complete Section A
(Particulars of participant) which forms part of the quantitative part of the study. (See
Appendix Al and A2). Rapport and trust will be established during this first part of the
interview, which will make it easier to talk about more sensitive/personal issues during
the second semi-structured part of the interview. An interview schedule (Section B — G)
will be used during the interview. (See Appendix B1 and B2 for the interview schedule).
These interviews will take place six months or more after the loss but not more than 18

months after the loss.

In addition to the interviews, questionnaires will be used to obtain specifically the
guantitative data needed for the research. Descriptive data will be used because of the
qualitative nature of the study. The quantitative part of the study will consist of basic
data regarding the profile of the participant (including age, marital status and income)
which will be frequency measurements. (See Appendix A1 and A2 for an example of
this questionnaire.) Hancke (2009:104) suggested that researchers avoid relying on

interview data alone. This remark helps to motivate the use of questionnaires.
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1.5.3.5 Pilot study

A pilot study is defined in the New Dictionary of Social Work (1995:45) as the “process
whereby the research design for a prospective survey is tested”. A pilot study can be
regarded as a small-scale trial run of all the aspects planned for use in the main inquiry.
A pilot study will be implemented before the main study takes place to clarify
uncertainties in the research design and to make modifications where necessary. Two

to three respondents qualifying for inclusion in the study will form part of the pilot study.
1.6 DATA MANAGEMENT AND STATISTICAL ANALYSIS

1.6.1 Outcomes

Results relating to the psychosocial experience following the loss of a fetus will be used
to determine how the crisis intervention approach can be used for bereavement
counselling to parents. The study will be conducted from a social work viewpoint and

within a South African context.

Primary outcomes would be measurable reactions of participants indicating that the loss
of a fetus/baby is experienced as a crisis. These outcomes will be evaluated on three

levels, namely individual, relationship and social levels.

1.6.2 Method of data analysis
Data analysis is the process of bringing order, structure and meaning to the mass of
collected data (De Vos et al., 2005:333). The following is a summary of the method of

data analysis that will be used according to Marshall and Rossman (1995:113):

o Organize the data by reading repeatedly to become familiar with the contents.
o Generate categories, themes and patterns.

o Search for alternatives, explanations and linkages.

o Present the data in a scientific manner. Quantitative data will be presented

in tables and figures and qualitative data will be presented by using participants’

verbatim responses (De Vos et al., 2005:334).

1.6.3 Method of data verification
Lincoln and Guba, (1985:290) suggest using the following constructs to evaluate

the trustworthiness of the research:
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o Credibility: The goal is to demonstrate that the inquiry was conducted in such a
manner as to ensure that the subject was accurately identified and described.
o Transferability: This guideline refers to the extent to which findings of the study
can be applied in other contexts or with other respondents.
o Dependability: This is where the researcher attempts to account for changing

conditions in the phenomenon chosen for study as well as changes in the design
created by increasingly refined understanding for the setting.
o Conformability: The concept of objectivity is the focus of this construct. It is

important to ask whether the findings of the study could be confirmed by another.

1.7 TIME PLAN AND STUDY LOGISTICS

The investigation was conducted from 8 February 2010 to 1 November 2012. The final
proposal was concluded by November 2010. The literature study chapters were
completed thereafter and were finalised from January 2011 till June 2012. The data for
the research were gathered by means of a questionnaire and semi-structured
interviews. This was done from June 2011 until the end of August 2011. The
information was presented by means of an empirical study, which was completed by
July 2012, after which the conclusions and recommendations were submitted. The final

research report was submitted on 1 November 2012.

No logistical impediment was placed on the Safe Passage Study (where the main
research is being done) or the clinical coordinators at this site, as interviews with
participants took place in the comfort of the social worker’s office and did not interfere

with the workload of the clinical coordinators.

1.8 ETHICAL ASPECTS

“Ethics is a set of moral principles which is suggested by an individual or group, is
subsequently widely accepted, and which offers rules and behavioural expectations
about the most correct conduct towards experimental subjects and respondents,
employers, sponsors, other researchers, assistants and students” (De Vos et al.,
2005:57). De Vos et al. (2005:68) mention that social work research has no specific

ethical code in South Africa; however, the general Ethical Code of the South African
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Council for Social Service Professions can be seen as binding for social work research
as well (SACSSP, 2011). The researcher is registered with the South African Council
of Social Service Professions, which means that the researcher adheres to a strict code
of ethics that influences the research process and particularly the course of data
collection. Because the research was conducted at Tygerberg Hospital and the Safe

Passage Study, the proposal had to be reviewed by the Human Research Ethics

Committee and the Steering Committee of the study. (See Appendix D for letters of

approval.) This is necessary to protect the interests and rights of the participants.

The following ethical considerations will be relevant for the research:

o Avoidance of harm: De Vos et al. (2005:58) refer to the obligation of the
researcher to protect the respondents from any form of physical or emotional
harm or discomfort. Every participant must be informed about the potential
impact of the investigation.

o Informed consent:  Obtaining informed consent implies that all possible
information on the goal of the investigation, the procedures which will be followed
during the investigation, the possible advantages, disadvantages and dangers to
which respondents may be exposed, as well as the credibility of the researcher,
be rendered to potential subjects (Williams, Tutty & Grinnel, 1995: 30). (See
Appendix C1 and C2 for example of informed consent form.)

o Confidentiality: The researcher has an obligation to handle information in a
confidential and respectful manner.

o Debriefing of respondents: Debriefing sessions with participants were made
available due to the emotional nature of this research. In acute cases, should
the participant present with signs of severe emotional distress or indicate that
she has suicidal thoughts, an immediate referral would be made to the Registrar
of Psychiatry on call at Tygerberg Hospital as was arranged with liaison
psychiatrist. In non-acute cases a referral would be made to the Psychiatric
Clinic at Tygerberg Hospital at J-lower ground (contact number 021 938 5120) or
to the Psychiatric Nurse, at the Community Clinic in Bishop Lavis, (contact
number 021 934 6050).

o Non-discrimination: Because participants for this research were recruited (or

identified) from the main study of the Safe Passage Study, the researcher had to
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keep to the guidelines of that study. Because the Safe Passage Study’s
inclusion criterion regarding language is that only Afrikaans- and English-
speaking participants can be recruited for the study, this study had to have the
same inclusion criterion. Fortunately participants of all races in South Africa can
take part in the study if they live in the demarcated area, as long as they can

speak English or Afrikaans.

1.9 RESOURCES AND BUDGET

This study is regarded as ancillary to the main study of the PASS Study Network
because of follow-up of participants from the prospective study who had experienced a
stillbirth, and additional questionnaires put to these participants. The researcher did not
use any information from the main study. The data for this study were obtained during
and after counselling sessions by the social worker of the Safe Passage Study, at the
Clinical Site, Tygerberg Hospital. Therefore the Safe Passage Study will be the main

resource and provider of the sample for this study.

A budget is not needed for this study. The service is already taking place (counselling
service). Because a thesis towards a master's degree will present the outcomes of the
study, the costs (registration as master's degree student and any other relevant

expenditure) will be the responsibility of the researcher, Melanie Human.

1.10 STRENGTHS AND LIMITATIONS
Strengths of study:

o The study will be conducted within the Safe Passage Network.
o The concept sheet/proposal has been approved for the study to move forward.
o The researcher has been involved with bereavement counselling at the Safe

Passage Study for three years, which provides the ideal situation to conduct
interviews with participants who had experienced a loss more than six months
ago.

o Contact details of participants are available therefore simplifying the recruitment

of the participants.
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Limitations to be considered:
o Shortage of literature regarding the psychosocial implications of perinatal loss
from a social work point of view.
o Due to the emotional nature of the research, information gained from interviews

might be fragmented or non-chronological. Some participants might not be able
to express themselves due to their emotional state.
o Contact details of participants might have changed after a few months. This will

complicate the recruitment phase of the study.

Steps to compensate for these limitations:

o Consider literature from other professions such as psychology, theology, nursing
and the medical profession. Greater insight will be gained into the research
problem.

o Should telephonic contact not provide any results, informative letters will be sent
to participants to inform them about the proposed study.

o Enough time will be provided to complete the interview in order to ensure that
participants, who might be very emotional, feel comfortable and not rushed to

complete the questions.

1.11 REPORTING OF RESULTS

Results will be compiled in a research report (thesis) which will be divided into seven
chapters. Chapter 1 serves as an introduction to the study and presents an outline of
how the research will be undertaken. Chapter 2 provides an overview of medical
information regarding stillbirth. Possible causes of stillbirth will be explained. In chapter
3 a background will be provided regarding grief and the grief process in order to
understand the psychosocial implications of stillbirth for a mother and her family better.
Chapter 4 will focus on the psychosocial implications for a mother and her family. In
chapter 5 the crisis intervention approach is discussed in relation to stillbirth. Chapter 6 |
contains a presentation of data collected during the empirical investigation. Based on
these findings, chapter 7 provides conclusions and recommendations for social work

intervention for mothers and families who have experienced stillbirth.
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CHAPTER 2
REVIEW OF THE MEDICAL CAUSES SURROUNDING STILLBIRTH

2.1 INTRODUCTION

Despite more than three million annual stillbirths, more than 8 200 babies dying every
day and approximately one million neonatal deaths directly due to preterm birth, these
burdens and the associated loss to families and nations are rarely highlighted. The
impact of these deaths from stillbirth and preterm birth, plus the morbidity and long-term
disability associated with preterm birth, is considerable. Clinical researchers and
epidemiologists face formidable barriers in collecting and analyzing data about
prevalence and interventions, particularly in South Asia and sub-Saharan Africa where
two-thirds of these events occur. The places with the highest risk currently have the
least information available (Lawn, Kerber, Enweronu-Laryea & Cousens, 2010: 371).
These are shocking statistics taking in account that there are twice as many stillbirths
as deaths due to HIV/AIDS. By contrast, stillbirths are almost invisible, unrecognised as
a global health issue (Lawn et al., 2011:62187). If the prevalence of stillbirth is taken
into account, it can be said that stillbirth always was a silent phenomenon with little

recognition in the medical, psychological as well as social work fields.

This chapter will meet the first objective of the study, which is to present a
comprehensive literature review of the medical causes of stillbirth as a foundation for
understanding its psychosocial impact. To achieve this aim this chapter will focus on the
definition of stillbirths and other terminology, the causes of stillbirth, what is currently
being done regarding stillbirth research and how stillbirth might be prevented. The first
part of this chapter will provide some background about the history of perinatal studies

and basic information about pregnancy.
2.2 HISTORY OF PERINATAL STUDIES

In an article titled “Regionalization of Perinatal Care” in Child Health, Sawyer (1984:90)
wrote that until the latter part of the 19™ century, childbirth still took place in the home,
whereafter there was an increasing tendency to develop hospital-based maternity

centres. While the availability of skilled obstetrics was undoubtedly beneficial in many
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cases of dystocia or obstructed labour, infant mortality rates of the order of 100/1,000

live births were not unusual up to the early years of the 20" century.

The first half of this century saw a consolidation of knowledge and practice in obstetric
and neonatal medicine as well as further advances in living standards which
accelerated the downward trend in morbidity and mortality. Technological advances,
particularly in electronics, after the Second World War, provided the means to an
entirely new understanding of the pathology-physiology of the newborn. In the early
1950s the thrust for investigation of the mechanisms of normal and abnormal processes
in the newborn received a powerful stimulus from the occurrence of the epidemic of
neonatal blindness in the Western world, eventually found to be due to the toxic effects

of oxygen on the developing retina of the premature.

According to Sawyer (1984:92-93) the decades following have seen extensive
advances in knowledge accompanied by the technological means for effective

intervention based on this new knowledge.

Systems have been developed for continuous monitoring of vital functions such as
heart rate, blood pressure, respiration, oxygen tension in arterial blood, as well as for
monitoring and controlling environmental conditions of oxygen administration,
temperature and relative humidity. In addition to the monitoring and control of the
external environment, recent advances in physics, physical chemistry,
ultramicrobiochemistry and electronics have made possible the monitoring of the
internal environment of the infant in relation to the acid-base balance, blood gas and
electrolyte status, levels of bilirubin, blood sugar and numerous other components
which may be important in individual cases. Thus it has become possible to intervene
in a rational manner to correct abnormalities disclosed by these means. Infusion pumps
enable precisely metered doses of corrective infusion and even intravenous nutrition,
ventilators permit support of failing ventilation, and air/oxygen measurement and non-
invasive transcutaneous electrodes allow more correct oxygen dosimetry. The
development of ultrasonic echography and computerized imaging techniques has
greatly improved our diagnostic and prognostic abilities, the essential steps towards

more effective prevention and therapy.
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Falkner (1984:94) mentioned that the rapid evolution in neonatal medicine and
advances in technology, have greatly benefited the science of obstetrics, transforming

the practice in this field.

Currently advanced research is being done in most developed and industrialized
countries. Due to the fact that the prevalence of stillbirths is the highest in Asia and
sub-Saharan Africa extensive research is also taking place there in a quest to obtain

answers to the most pertinent questions about stillbirth.

2.3 NORMAL PREGNANCY = IMPORTANT FACTS AND INFORMATION

To understand the literature regarding stillbirth it is important to be familiar with

important facts and information about normal pregnancy.

Pregnancy (gestation) is the maternal condition of having a developing fetus in the
uterus (womb). The human conceptus from fertilization through the eighth week of
pregnancy is termed an embryo; from the eighth week until delivery, it is a fetus. For
obstetric purposes, the duration of pregnancy is based on gestational age: the
estimated age of the fetus is calculated from the first day of the last (normal) menstrual
period (LMP) assuming a 28-day cycle. Gestational age is expressed in completed
weeks. This is in contrast to developmental age (fetal age), which is the age of the

offspring calculated from the time of implantation (DeCherney & Nathan, 2007).

The terms gravid and gravidity are used to give more information about the number of
pregnancies a woman has had. This provides the multi-disciplinary team with
information about the obstetric history of the patient. For example it is possible to know
immediately whether the patient has had any previous pregnancy losses, and is
especially useful to psychologists and social workers in the hospital setting, who need

to provide counselling to the patient in the case of a pregnancy loss.

The term gravid means pregnant, and gravidity denotes the total number of
pregnancies (normal or abnormal). Parity is the state of having given birth to an infant
or infants weighing 500 g or more, alive or dead. In the absence of known weight, an
estimated duration of gestation of 20 completed weeks or more (calculated from the first
day of the last menstrual period (LMP)) may be used (DeCherney & Nathan, 2007) (24

weeks in South Africa and 28 weeks in many other countries).
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DeCherney and Nathan (2007) explain that a fetus is considered viable when it has
reached a gestational age of 23 to 24 weeks and a weight of 500 to 600g or more.
DeCherney and Nathan (2007) highlight the fact that only very rarely will a fetus of 20
to 23 weeks weighing 500 g or less survive, even with optimal care. With regard to
parity, a multiple birth is a single parous experience.

Another important term when discussing normal pregnancy is the definition of a birth. A
liveborn infant, according to the Saving Mothers and Babies Manual (Woods et al.
2010) is defined as an infant weighing 500 g or more and showing any sign of life at
birth (i.e. breathing or movement). All infants born alive and weighing 500 g or more

should be included in the definition of a liveborn infant in South Africa.

Falkner (1984:3) recalls the definitions of live birth as being: “The complete expulsion or
extraction from its mother of a product of conception, irrespective of the duration of the
pregnancy, which, after such separation, breathes or shows any other evidence of life,
such as beating of the heart, pulsation of the umbilical cord, or definite movement of
voluntary muscle, whether or not the umbilical cord has been cut or the placenta is

attached; each product of such a birth is considered live born”.

2.4 DIFFERENT DEFINITIONS OF PERINATAL LOSS

The best way to describe perinatal loss is to define the many concepts associated
therewith. It is important to bear in mind that each country has a different definition for
“perinatal”. In developed countries like Europe and the United Stated of America an
infant born with a weight of more than 500 g is included in the definition of perinatal
death. This is not the case in developing countries. Normal infants weighing more than
1000 g are included in the perinatal category, because infants weighing less than 1000
g usually do not survive. In many developing countries small infants are not even
weighed and are simply seen as miscarriages (DeCherney & Nathan, 2007). Vital

perinatal information can be lost in this way.
2.4.1 Perinatal

“The perinatal period is strictly defined from the beginning of fetal viability until the end
of the sixth day after birth. Defining fetal viability is difficult as it depends on the
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gestational age and the special care facilities available. Therefore, it is easier to use
birth weight to define viability. In industrialised countries, infants may survive from 22
weeks gestation (500 g) while in developing countries infants are only expected to
survive from 28 weeks (1000 g) (Woods et. al. 2010).

Perinatal means "around the time of birth". Perinatal usually applies to the last months
of pregnancy and the first week after delivery (Woods & Theron, 1994:61). Brummer et
al. (1990) refer to the perinatal time frame as the time from 22 weeks of pregnancy (or

500 g fetal weight) up until the first seven days of neonatal life.

DeCherney and Nathan, (2007) define the perinatal period as the time from 28 weeks
of completed gestation to the first seven days of life, spanning the fetal and early
neonatal interval. It is clear that different authors disagree about the starting point of
the perinatal period and it is debatable whether the starting point of this period is in fact
22 weeks or rather 28 weeks. The Safe Passage Study, where the researcher is
conducting this study, has defined the perinatal period as the period from 20 weeks of
gestation until the first seven days of life, which will be used as parameters for this

study.

2.4.2 Perinatal loss

Perinatal loss includes early and late fetal death (miscarriage and stillbirth) and the
death of a live neonate on the first day after birth (Armstrong, 2002:339). The Saving
Mothers and Babies Manual which was written as part of the Perinatal Educational
Programme, 2010 by Woods et al., (2010) states that perinatal deaths include infants
that are born dead plus infants that are born alive but die within the first seven days

after delivery, i.e. stillbirths and early neonatal deaths (Woods et al., 2010).

2.4.3 What is a stillbirth?

A stillbirth (SB), or stillborn infant, is an infant who is potentially viable but is born
dead. Potentially viable means that the infant would have had a reasonable chance of
surviving if it was born alive. Born dead means that the infant shows no sign of life at
delivery. Stillbirths are sometimes referred to as intra-uterine deaths or fetal deaths
(Woods et al., 2010).
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Although stillbirth is a term widely used in the medical field, other definitions can be
used when talking about a loss of a fetus. Falkner (1984:3) suggested the use of the
term fetal death to imply that the death of the fetus has occurred prior to expulsion from
the mother. He explains fetal death as follows: “Fetal death is death prior to the
complete expulsion or extraction from its mother of a product of conception, irrespective
of the duration of pregnancy, the death is indicated by the fact that after such
separation the fetus does not breathe or show any other evidence of life, such as
beating of the heart, pulsation of the umbilical cord, or definite movement of voluntary
muscles (Falkner, 1984:3). The International Classification of Diseases, 10™ revision
(WHO, 2010) refers to fetal deaths, not stillbirths.

Lewis as quoted in Borg and Lasker, (1981:62) described stillbirth as an “empty
tragedy”: after a stillbirth there is a double sense of loss for the bereaved mother, who
now has a void where there was so evidently fullness. Even with a live birth the mother
feels a sense of loss, but the consolation of a surviving “outside” baby helps the mother
to overcome her puzzling and bewildering sadness at losing her “inside” baby. With a

stillbirth, the mother has to cope with an outer as well as an inner void.

According to the World Health Organization (WHO), stillbirth is the birth of a baby with a
birth weight of 500 g or more, 22 or more completed weeks of gestation or a body
length of 25 cm or more, who died before or during labour and birth. Frgen (2011:1353)
mentioned that for international comparisons, WHO recommends reporting of stillbirths
with a birth weight of 1000 g or more, of 28 weeks’ gestation or more, or a body length
of 35 cm or more. But when does stillbirth most occur? According to Lawn (2011:1454),
a practical grouping of stillbirths is by time of death: ante-partum (before the onset of
labour) or intra-partum (during labour and birth). Labour and birth are the times of
highest risk and most babies who die during labour are term babies who should survive

if born alive and their deaths are often associated with suboptimal care.

The perinatal period has now been clarified but two more important terms need to be
defined and explained namely infant and neonatal. Although the terms are mostly
used in the medical field, for social work intervention to be effective the social worker

needs to be familiar with these terms, especially when crisis intervention takes place.
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2.4.4 Defining the term infant: The seven different types of infants

It is clear that during pregnancy, the time period is very important, and this also
determines the definition of an infant. The time of birth indicates the term that will be
used to identify the infant in medical terms. Below is a classification by weight or
duration of gestation of the different types of infants as identified by DeCherney and
Nathan (2007):

e Preterm infant: A preterm infant is defined as one born before the 37" week of
gestation (259 days). In the United States, a sub-classification is increasingly
being used, namely, very early preterm, early preterm, mid-preterm and late
preterm. This is because the mortality and morbidity numbers are different for
these four groups. Also, it used to be thought that it was not a significant problem
to be born late preterm (34-36 weeks), but there is mounting evidence that such
infants are at risk for respiratory illness, infection and sudden infant death
syndrome (Dudley, Goldenberg, Conway, Silver, Saade, Varner, Pinar, Coustan,
Bukowski,Stoll, Koch, Parker & Reddy, 2010:258)

o Immature infant: An immature infant weighs 500 to 1000 g and has completed

20 or less than 28 weeks of gestation.

o Premature infant: This infant is one with a birth weight of 1000 to 2500 g and
duration of gestation of between 28 and 37 weeks. The premature infant would

be stronger at birth than the immature infant.

o Low birth weight infant: A low birth weight infant is any live-born infant

weighing 2500 g or less at birth.

o Undergrown / small-for-gestational-age infant: This infant is one who is

significantly undersized for the period of gestation.

o Mature infant: A mature infant is a live-born infant who has completed 37 weeks

of gestation (and usually weighs more that 25009).

o Post- mature infant: This infant is one who has completed 42 weeks or more of

gestation. The post-maturity syndrome is usually associated with the post-
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mature infant and is characterized by prolonged gestation and excessive-size
fetus (DeCherney & Nathan, 2007).

2.4.5 What is a “neonate”?

Although in this study the focus is on stillbirths, it is important for the social worker who
is going to render the crisis intervention, to be aware of these medical terms.
DeCherney and Nathan (2007) describe the neonatal interval as the time from birth until
28 days of life. During this interval, the infant is referred to as a newborn. The interval

may be divided into three periods:

o Neonatal period I: birth through 23 hours, 59 minutes.
o Neonatal period II: 24 hours of life through six days, 23 hours, 59 minutes.

e Neonatal period Ill: seventh day of life through 27 days, 23 hours, 59 minutes.

The following figure provides a clear and identifiable classification of the different stages

of the fetus, infant and neonate.
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Figure 2.1: Classification of the different stages of the fetus from pregnancy to
birth and early neonate. (Adapted from DeCherney & Nathan, (2007),
and Lawn, 2011:50.)
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2.4.6 Several types of miscarriages

It is important to note that although this study focuses on crisis intervention regarding

stillbirth, it is important for the social worker to be familiar with other terms which are

also associated with loss. This might be significant when a couple counselled for a

stillbirth, have had a previous miscarriage as well. It puts the current loss in greater

perspective.

Borg and Lasker, (1981: 35) identified six categories of miscarriages:

Threatened abortion/miscarriage: The term is used when a woman bleeds and
may have cramps but the cervix is still closed; the process could stop and the
pregnancy continues. At least half the women who bleed early in pregnancy will
not miscarry and are in fact bleeding for reasons unrelated to the condition of the
fetus.

Inevitable abortion: Bleeding becomes heavy and continues for several days,
and if the cervix opens and severe contractions begin, the miscarriage becomes
inevitable. Hospitalization may be necessary, especial