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Abstract 

Objective. To illuminate the experiences of primary healthcare midwives who care for parents who have suffered an 

involuntary pregnancy loss. 

Design. The phenomenological hermeneutic approach developed by Lindseth and Norberg was used to carry out 

narrative interviews. 

Setting and participants. A purposive sample of 11 public primary healthcare midwives from a municipality in 

northern Spain, was selected. The participants’ ages ranged between 26 and 62 years, and they were all women. 

Findings. Four main themes were identified: (1) handling adversity, (2) finding a motive to get involved, (3) 

providing care from the rear, and (4) avoiding emotional connections with the parents. For the midwives, caring for 

parents who had suffered an involuntary pregnancy loss meant leaving their own comfort zone and handling 

adversity. They described acting in different ways such as going beyond task-focused care, following their intuition 

or avoiding encounters with the parents. 

Conclusions. More knowledge and preparation in terms of communication skills and bereavement is crucial for 

midwives in order to meet the needs of parents who have suffered an involuntary pregnancy loss. A caring 

organizational culture and supportive leadership will facilitate care continuity between specialized and primary 

healthcare and promote the welfare of midwives. 
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Introduction 

Involuntary pregnancy loss (IPL), including miscarriages and stillbirths, is a common occurrence, and, 

therefore, midwives have a high probability of encountering families who have experienced IPL in a 

current or previous pregnancy (Heazell et al., 2019). This loss can lead to a set of painful emotional 

reactions by the parents (Flenady et al., 2014). Previous research has focused mainly on the impact on 

women (Fernández-Basanta et al., 2019), whereas the experiences of men have been given little attention 

(McCreight, 2004). 

 

The literature has highlighted the importance of the care provided by healthcare professionals in the 

management of these losses (Fernández‐Basanta et al., 2020a). Midwives have a fundamental role in this 

care because of their frequent encounters with the parents (Ellis et al., 2016; Gold, 2007). However, 

knowledge, skills, and personal sacrifice are required in order to avoid delivering superficial and task-

focused care (Ellis et al., 2016; Martínez-Serrano et al., 2018). Generally, recommendations are to 

provide care soon after the loss occurs, but follow-up has not been addressed in depth (Peters et al., 

2016). 

 

In the Spanish primary healthcare system, midwives are those who follow up a pregnancy and, in many 

cases, are the professionals who refer the patient to the hospital when they suspect a miscarriage or 

stillbirth has occurred. Therefore, the midwives function as the link between the parents and the 

healthcare system. They are also the professionals that accompany the parents throughout the subsequent 

process of loss. Although nurses’ and midwives’ experiences of caring for parents who have suffered an 

IPL have been synthesised previously in the literature, little research has been conducted on the primary 

healthcare midwife's perspective (Fernández-Basanta et al., 2020b). Currently, few guidelines exist for 

this area of healthcare; therefore, the care provided is based on each midwife's own professional 

judgement (López García de Madinabeitia, 2011). 

Theoretical perspective 

This study employed the Caritative Caring Theory (Eriksson, 1994) to gain a better understanding of the 

complexity and wholeness of the experiences of primary healthcare midwives in the care of IPLs. This 

theory assumes that caring is the core of nursing. Caritative caring involves a caring encounter between 

the suffering human being and the caregiver that is based on their own experiences and wishes. 

 

Ontologically, the human being is conceived as an indivisible entity that includes body, soul, and spirit. 

The ethos of care includes caritas, love, and charity; the respect of health professionals for the dignity of 

the person; and a striving for a genuine communion and understanding of the unique human 

being. Caritas represents the unconditional love that constitutes the motive for caring. Therefore, 

caritative care is based on the relationship between the person who needs and hopes for care and the 

person who provides the care, through genuine communion and understanding of the uniqueness of the 

human being. 

Aim 

To illuminate care for parents, who have suffered an IPL from the perspective of primary health care 

midwives. 
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Methods 

Design 

This qualitative study used a phenomenological hermeneutic design that was inspired 

by Ricoeur (1976) and developed by Lindseth and Norberg (2004). Hermeneutic phenomenology is 

conceived of as the philosophy of understanding and the science of textual interpretation (Wiklund et al., 

2002), which has been used successfully in research in midwifery and nursing. It is an appropriate 

approach to illuminate the phenomenon from an insider perspective of primary healthcare midwives. We 

wanted to focus on the understandable meaning of these experiences (Lindseth and Norberg, 2004). 

 

Lincoln and Guba (1985) proposed the following trustworthiness criteria for carrying out naturalistic 

inquiries: ‘credibility’, ‘confirmability’, ‘transferability’, and ‘dependability’. This study was carried out 

maintaining theoretical-epistemological adaptation and consistency. Credibility was ensured through the 

presentation of data according to the authors ’interpretations, along with the comments of the midwives. 

During the analysis, the researcher's notes (collected after the interviews) were used, analysis was 

triangulated by all the authors, and findings were offered the possibility of recognition and comments by 

the midwives. Furthermore, the researchers’ reflections on their own positions on the topic and an audit 

trail that detailed the process of data analysis and interpretation of the data guaranteed confirmability. 

Transferability was facilitated through a description of the context and the participants. To enhance 

dependability, detailed descriptions of the study sample, data collection process, analysis and 

interpretation of the data, role of researchers, and study limitations are presented. 

 

Analysis and interpretation of the data was triangulated by the authors to strengthen the interpretation by 

contesting and supplementing each other's readings. All authors were trained qualitative researchers who 

had experience working on the topic of IPL. Moreover, one of the authors has professional experience 

working in a gynaecological hospital and in primary healthcare encountering parents who have 

experienced IPLs. 

 

The authors’ preunderstandings to be addressed during the study were that the care provided after an IPL 

should be focused on the human being as a whole and continue from the hospital to primary care and that 

the midwife is who has the competencies to provide care and follow up to parents who suffer IPLs. 

Participants 

Eleven midwives working in 10 primary healthcare centres in Spain, voluntarily participated in the study. 

The number of potential participants from the 10 centres was 13. Two midwives did not participate (one 

due to family commitments and the other could not be reached). A purposive sample was performed, 

according to the study aim. In order to recruit participants, two authors (SFB and MJMF) attended the 

monthly meeting attended by all primary healthcare midwives. Details of the study were presented at the 

meeting and written information was given to the attendees. The inclusion criteria were being a primary 

healthcare midwife and having experience in providing care to parents who have suffered an IPL. 

Data collection 

According to Lindseth and Norberg (2004), narrative interviews are an appropriate method for disclosing 

the meaning of lived experience. Data were collected between February and April 2019 by SFB. 

Participants were able to choose the location for the interview. Most of the interviews were conducted in 

the midwives’ offices at the healthcare centres. Two were conducted at the Faculty of Nursing and 

Podiatry at the University of X. The interviews lasted 60 minutes on average. A guide based on a 

literature review and previous knowledge was used to conduct the interviews. All interviews commenced 

with the prompt ‘Tell me about your experience of providing care for an IPL as a primary healthcare 

provider’. A question route with main topics based on literature research and previous knowledge was 

used (Table 1). Further questions that encouraged additional narration were asked. Field notes collected 

after the interviews were integrated into the transcripts to enrich the data. The interviews were conducted 
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in Spanish or Galician and were tape-recorded and transcribed (by SFB). Sufficiency of data to enable the 

illumination of the phenomenon was reached, since the data provided enough information to reflect on 

and validate the naïve understanding. 

Table 1. Narrative interview script. 

Thematic field Questions 

  

Care provided for involuntary 
pregnancy losses 

How do you act when an involuntary pregnancy loss occurs? 

 How do you act with the father? 

 What difficulties do you experience regarding the care? 
Training  Do you think that in your professional career these losses are addressed in education or 

training? 

 How useful is the current training in imparting the knowledge and skills necessary to 
provide care for and manage this situation? 

Personal impact of involuntary 
pregnancy losses 

How do you feel when you face these situations? 

 What impact does the care of these losses have on you? 

Coping strategies How do you cope with caring for parents that have experienced an involuntary pregnancy 
loss? 

  

 

Ethical considerations 

Midwives were provided with verbal and written information on the study, and prior written informed 

consent was obtained from each participant. All midwives were informed about guaranteed 

confidentiality, the voluntariness of participation and the right to discontinue the interview at any time. 

The study obtained the approval of the Autonomous Committee of Research Ethics of Galicia 

(registration code 2015/232) and had the access permission by health area of X. The interviews were 

anonymized, and the audio recordings were destroyed after transcription. 

 

Data analysis 

The transcribed interviews were interpreted using a phenomenological hermeneutic method developed by 

Lindseth and Norberg (2004). The first step involved a naïve reading, in which three authors (SFB, CC, 

and MJMF) grasped the meaning as a whole and formulated a naïve understanding of the text. Next, a 

thematic structural analysis, which means the methodical instance of interpretation, was carried out by 

SFB. Any text relating to the experience of providing care to parents who have experienced IPLs was 

read through several times. Analytic questions were posed, and answers were searched for in the text. The 

text was divided into meaning units that were based on the aim of the study. The meaning units were 

condensed and abstracted to form preliminary subthemes and themes, which were compared with the 

naïve understanding for validation. The structural analysis was discussed in a dialectic movement 

between understanding and explanation until all the authors agreed. Finally, a comprehensive 

understanding was elaborated, based on the naïve understanding, structural analysis, study context, the 

researchers’ preunderstandings, and theoretical perspectives. During this step, TB audited the analysis 

process and results. 

 

The preunderstandings of the authors were discussed throughout the process in order to avoid distortion in 

the interpretation of the data. These processes were recorded in notes. To support the data analysis, grids 

created for this purpose were used. 

  



Findings 

All 11 midwives were Spanish and trained in Spain. They all had experience in specialized and primary 

healthcare. The age range was 26 to 62 years, and all were women. Table 2 presents their 

sociodemographic characteristics. 

Table 2. Sociodemographic characteristics of the participants. 

Participant Gender Nationality Age Working experience 

     

PCM1 Woman Spanish 60 39 years 

PCM2 Woman Spanish 26 2 years 
PCM3 Woman Spanish 40 12 years 

PCM4 Woman Spanish 37 6 years 

PCM5 Woman Spanish 41 14 years 
PCM6 Woman Spanish 58 32 years 

PCM7 Woman Spanish 62 35 years 

PCM8 Woman Spanish 36 10 years 
PCM9 Woman Spanish 30 6 years 

PCM10 Woman Spanish 60 35 years 

PCM11 Woman Spanish 35 8 years 
     

 
*Abbreviations: PCM (Primary Care Midwife) 

Four main themes were identified: ‘handling adversity’, ‘finding a motive to get involved’, ‘providing 

care from the rear’, and ‘avoiding emotional connections with the parents’. 

Naïve understanding 

Midwives reported that providing care to parents who have suffering an IPL involved leaving their own 

comfort zone and dealing with various forms of adversity, such as lack of training and knowledge, 

personal costs resulting from the provision of care, lack of organizational support, and lack of or little 

communication between specialised and primary healthcare providers. Under these circumstances, 

midwives had to look for reasons to go beyond task-focused care. The bond with the mother, coping 

strategies, a strong sense of professional responsibility, and having experienced the loss of a loved one 

were drivers. Care, therefore, meant that midwives got involved following their intuition, or that they 

avoided going beyond the provision of task-focused care because of their difficult encounters with the 

suffering parents. 

Structural analysis 

The structural analysis identified four themes of the lived experience of primary healthcare midwives who 

provide care to parents who have experienced an IPL (figure 1). 

  



 
 

 
Fig. 1. Themes and subthemes of the lived experience of primary healthcare midwives who provide care to parents who have 

experienced IPL. 

Handling adversity 

Lack of training and knowledge on the experience of encountering suffering, emotionally demanding 

care, unsupportive organizational culture, and poor communication between specialized and primary 

healthcare were the difficulties that midwives had to deal with in the care of parents who have IPLs. 

 

Lack of training and knowledge on the experience of encountering suffering 

Midwives felt poorly prepared to care for the parents in the context of primary healthcare. Their training 

had not exposed them to these experiences, because their supervisors had wanted to protect them. Some 

commented that the lack of training reflects society's avoidance of topics related to death and suffering. 

 

The limited training available did not provide enough knowledge and skills to manage the emotional 

demands of this type of care. Moreover, the training did not address the care provided in primary 

healthcare and it did not include the experiences of women following IPLs. 

 

We are not trained on how to deal with those losses. We don't know how we can help the woman. 

A lot of training is missing. That is, how to manage them [the losses], and how to deal with them, 

and how to care for the couple. (PCM11) 

 

Midwives supplemented their lack of training with private training, peer learning, and the knowledge and 

skills acquired from their personal and professional experiences of loss. This allowed them to understand 

how the woman could feel and improved communication and empathy with the parents. However, private 

training meant that midwives had to be trained outside working hours, incurred travel costs, and may not 

have been able to fully participate in the private training due to the difficulties in balancing work and 

family life. 

 

If you have experienced something ... [personal experience provides you with] some tools to face 

it. On your own, not because you had training (PCM5) 

 

As a result of lack of knowledge, midwives did not feel fully capable of leading in the provision of care 

and did not understand their role as the healthcare provider to the parents. Furthermore, at some point 

they experienced fear of failing in this role. 

Emotionally demanding care 

Caring for parents who have experienced an IPL entailed personal costs because of the emotional 

involvement with the parents. Being involved in this form of care was a challenge for midwives, because 

it forced them to leave their own comfort zone. Moreover, this care was in many ways the opposite of 

midwifery, which is the care of life. There could be questions of whether the care provided was adequate 

and the midwife may experience fear of legal repercussions in advanced losses. Nonetheless, some of 



them felt protected from legal reprisals, as primary healthcare providers. Metaphorically they feel that 

they are not in the front line of war, but in the rear. 

 

I really like to listen, and I let them talk and I listen to them. But then that also makes you 

emotional. Then you have to know how to let go emotionally. (PCM4) 

 

It was especially difficult for them to manage their emotions after being exposed to those of the parents. 

In primary healthcare, the suspicion of IPL after not finding the heartbeat is emotionally devastating. In 

this context, the link between the midwife and the woman was closer before the IPL, especially in 

advanced losses. This original closeness entails higher personal costs because the woman is more able to 

express her discontent. For example, for one midwife, it was difficult to feel the mother's rejection: But it 

was very painful. It was hard feeling her rejection (PCM7). 

Unsupportive organizational culture 

Midwives found that the healthcare system did not provide them with resources for managing the 

emotional impact of their work with the parents. Although many of the midwives mentioned that the 

workload in healthcare centres is no excuse for not going beyond task-focused care, some midwives 

reported that the limited time for consultations sometimes prevented them from being more involved with 

the couple. 

 

I believe that healthcare professionals should take care of ourselves—the care of the healthcare 

professional. If you do not do it on your own, the system also does not worry that this therapy will 

be performed. (PCM3) 

Poor communication between specialized and primary healthcare 

Poor communication between specialized and primary care can cause a lack of continuity of care. For 

instance, on suspicion of a pregnancy loss, referred to the hospital for diagnosis, women may be sitting in 

waiting rooms with other pregnant women, despite warnings from the healthcare centre midwife. 

 

That I call the hospital and say: ‘I'm sending you a woman for whom I just can't find foetal 

monitoring’. I call the hospital so that when she arrives, she doesn't experience ‘What are you 

here for?’ and the woman has to say, ‘Look, it's just that my child died.’ (PCM7) 

 

When the findings were brought back to the participants, one midwife suggested that this lack of 

communication is possibly due to structural deficiencies rather than a lack of communication between 

professionals. 

 

Moreover, healthcare centres have the Connect 72 program, which is a program in which physicians and 

nurses automatically receive an alert for a telephone consultation within 72 hours after a patient is 

discharged. The system does not directly notify primary healthcare midwives, and although some cases 

are referred to midwives, not all are captured by them. Moreover, in early losses that did not require 

hospitalization, the system does not create the alert and the occurrence of a follow-up depends on whether 

the woman requests an appointment with the primary healthcare midwife. On the other hand, the call is 

made within 72 hours after discharge, which may be the time of greatest need for women. 

Finding a motive to get involved 

Despite the difficulties, midwives become more emotionally involved in the care when there is a strong 

bond with the mother, when they are better able to manage the involvement through coping strategies, 

when they feel a professional responsibility to care, and when they have also experienced a personal loss. 

Bonding with the mother 

The bond with the woman motivated midwives to go beyond task-focused care. This bond was created 

especially in primary healthcare. In many cases, women receive care from the same midwife during 

pregnancy, and a trusting relationship is built, in which women can express their feelings freely. This link 

was closer when losses were advanced, and therefore, the midwives’ involvement was easier.  



From the point of view of midwives, the primary healthcare setting allowed them to relate to the 

experiences of the women and use the feedback from the women to reflect on and to improve the care. 

 

In a healthcare centre, you create a bond with them, that they share things with you that they don't 

tell you in the hospital. Then it is when you realize ‘Well, yes a miscarriage affects them’. (PCM9) 

Coping strategies 

The provision of care beyond medical tasks also depended on the coping tools of the midwives. Tools 

such as psychological therapy, which was used to enhance self-awareness of their feelings, helped them to 

understand the death in a way that allowed them to get more involved in the care. Many of the midwives 

understood IPLs as causes beyond them, as another possibility in life, or as unfavourable aspects of their 

work that could result in learning opportunities. 

 

I personally went to therapy. I am very happy because I think it has helped me a lot to manage my 

issues, so as not be [negatively] affected by the issues of others. (PCM3) 

Professional responsibility 

Although the provision of care was a challenge for midwives, and it entailed personal costs to get 

involved in the care, midwives felt it was their responsibility as professionals. Previous situations in 

which they received negative feedback from the woman, motivated them to go beyond task-focused care. 

On the other hand, this implication in the care was strongly influenced by the midwives’ personalities. 

 

For me [the IPL] is one hundred percent my responsibility. And it wouldn't occur to me not to take 

care of her, even though it hurts. It hurts, but at the same time I want to take care of them. (PCM9) 

Personal experiences with loss 

Finally, personal losses motivate midwives to get more involved in caring, because they understood the 

couple's feelings and it was easier to empathize with them. One midwife reported the following: As a 

result of having abortions, you get a little more involved in ... And you can understand a little better what 

the other person is feeling. (PCM5) 

Providing care from the rear 

The care provide for these losses was based on the intuition of the midwives because of the lack of 

guidelines. Furthermore, the care of the father was an emerging concern in their narratives. 

Lack of guidelines 

Primary healthcare midwives do not have guidelines on providing care to parents who have experienced 

an IPL. Because of the lack of guidelines and knowledge, the care provided depends on the practices of 

each midwife and is based on their intuition. Furthermore, the healthcare follow-up of the woman is 

focused on her physical wellbeing, and consideration of other aspects depends on the requests of the 

woman. 

 

So, it's to improvise, listen, and communicate. And sometimes, even, being there and saying, ‘What 

do I do? What do I say?’ Because I don't know. (PCM2) 

 

The care is designed to allow the woman to express her experiences and feelings, listen to her, respect her 

time, resolve her doubts, and normalize her feelings. 

  



Providing care to the father 

One aspect that emerged from the midwives’ narratives was the care provided to the partner. Midwives 

commented that the healthcare is mainly focused on mothers, because of the physical aspects. Some 

midwives reported that they did not know how to empathize with the father or how to deal with the 

fathers’ feelings. Two possible reasons for this may be the weakness of the prior bond between the father 

and the midwife and the social pressure on the father to be strong and inscrutable. 

 

It is very difficult for men to open up, although I try to involve them. I don't know why, if it's 

because they don't have the confidence that women have with me or why. (PCM9) 

Avoiding emotional connections with the parents 

Lack of knowledge and time, personal costs, high emotional demands of getting involved in the care, and 

lack of effective coping strategies could hinder midwives from going beyond task-focused care. 

Midwives may feel that they are incapable of encountering the suffering of these parents. Therefore, 

midwives may avoid encounters with the woman and partner and engage in superficial communication 

with them. They may also experience fear of getting involved. 

 

I think what we are trying to do is cover this up a bit. As we say, to pass soon, and sometimes what 

we have is fear of entering... Maybe not knowing what to do with the answers that women can say. 

(PCM8) 

Discussion 

This study focused on the meaning of lived experiences of primary healthcare midwives caring for 

parents who have suffered an IPL. For the midwives, this care involved handling adversity. Under these 

circumstances, they found motivation to go beyond task-focused care. In their provision of care the 

midwives followed their intuition or avoided encounters with the parents (figure 1). 

 

Midwives may experience fear of being labelled unprofessional for providing caritative care or going 

beyond the medical task (Arman and Rehnsfeldt, 2006). Eriksson (2002) states that the basic motive of 

caring is the caritas motive, and, in the Western health systems, it means going beyond a role. Our 

findings showed ethos, or human value base, was what motivated midwives to get more involved in the 

care of these couples. This involvement is seen as a gift that the midwife gives the couples, as a result of a 

choice she makes because she wants to, not because she has to (Bolton, 2000). In this sense, the 

organizational culture could minimize the personal cost of this care by ensuring support for midwives and 

a caring culture, through training and the provision of spaces and time in which they can share their 

experiences and emotions. 

 

According to the Caritative Caring Theory, genuine caring is provided to alleviate suffering and promote 

health and life (Eriksson, 1994). Midwives are essential professionals in the genuine care of IPLs because 

they are best positioned to build strong ties with the parents. This situation is facilitated in the case of 

primary healthcare midwives, because a previous relationship was surely established (Ellis et al., 2016; 

Gold, 2007). However, taking care of these parents is a challenge for them (Beaudoin and Ouellet, 2018; 

Jones and Smythe, 2015). 

 

Dealing with death causes anxiety in nursing staff, and adequate knowledge about dying care is needed 

(Zomorodi and Lynn, 2010). According to Begley (2003), structured support during clinical experiences 

and education about bereavement and communication should be included in the training of midwives. 

However, in Western societies, death, particularly IPLs, are taboo, and it means the antithesis of the 

expected in the midwifery discipline (Granero-Moya et al., 2016; Lang et al., 2011). 

 

The social context also has influence on the experiences of male partners. The literature highlights a 

societal pressure on men to ‘be strong’ and the belief that ‘men don't share’ (O'Leary and Thorwick, 

2006; Samuelsson et al., 2001). However, IPLs have been shown to have an impact on them, but the 

manifestations of these feelings may be different from those of women. Lack of knowledge by healthcare 

professionals regarding men's experiences may lead to helplessness and marginalization (Due et al., 2017; 



McCreight, 2004). However, our results showed that what midwives did not know was how to approach 

them. This may be due to the lack of a previous tie and to the fact that the encounters with the midwife 

were carried out as a couple and the man wanted to keep the façade of strength in front of the woman. 

According to Strandås and Bondas (2018), the development and maintenance of a trusting relationship 

with the parents, specifically with the men, requires work on the part of midwives. They should be 

supported by the healthcare organizations, which should facilitate the establishment of a couple-midwife 

relationship. Moreover, further research is needed to shed light on the experiences of men in these losses 

and to promote the establishment of a trusting relationship. 

 

Guidelines often focus on specialized care that involves the acute moment of loss, but follow-up is hardly 

addressed (Koopmans et al., 2013; Peters et al., 2016). Our results, in line with the literature, showed that 

the care provided by midwives was based on their intuition or their personal and professional experiences 

(Hutti et al., 2016; McCreight, 2004; Nash et al., 2018). 

 

Follow-up is hindered by poor communication between specialized and primary healthcare. In our results, 

this aspect was controversial, because although it emerged from the analysis of the interviews, after 

participants’ feedback, one midwife who previously reported this information, did not recognize the break 

between the two healthcare levels. This may be understood from the collaboration among professionals 

who are involved in the continuity of care. The involvement of other sectors is also necessary for 

continuity of care (Maarsingh et al., 2016). Various strategic collaboration plans have been carried out in 

our context, but they have not been successful in terms of continuity care (Guzmán-Fernández, 2011). 

 

The literature highlights the important role of leaders in improving collaboration (Lemetti et al., 2015). 

According to Sjølie et al. (2020), first-line nursing managers are essential for improving the quality of 

care; they are able to change work practices, which leads to better outcomes for patients. However, in our 

context, the assistance units are physically far from the management ones (Guzmán-Fernández, 2011). It 

is necessary to have new forms of leadership and to professionalize management and strengthen 

competences and skills, including professionalism, leadership, decision-making, conflict management and 

problem-solving skills (Lemetti et al., 2015). 

 

Our results highlighted the beneficial position of primary healthcare midwives in caring for these losses. 

The establishment of a previous emotional bond allowed the women to be more open and to share their 

experiences with the midwives. However, empathy and compassion may also entail additional emotional 

labour (McQueen, 2000). A market mentality and a predominant biomedical model can belittle the 

therapeutic value of that emotional involvement and promote the provision of task-focused care 

(McCreight, 2005; McQueen, 2000). This emotional demand can cause emotional exhaustion and 

professional burnout (Hunter and Smith, 2007; Huynh et al., 2008). In early losses, due to the high 

frequency in clinical practice, this exhaustion is often associated with the loss of the ability to provide 

compassionate care and a decrease in care quality (Houck, 2014). 

 

Strengths and limitations 

Narrative interview was an appropriate method for disclosing the meaning of midwives’ lived experience. 

The different backgrounds of the research team enhanced the design and analysis phases of the study. 

Regarding the sample, this study provides the meaning of primary healthcare midwives’ lived 

experiences, which offers a novel contribution not previously addressed in the body of knowledge. In 

addition, the sample was heterogeneous in relation to training and professional experience, which has 

enriched the knowledge of these experiences. 

 

Results from this study can be transferred to other settings where midwives are present in primary 

healthcare. Moreover, the results may be beneficial for other professionals and disciplines with similar 

responsibilities to those performed by the midwives of this study. 

 

Among the challenges of the study we highlight that the midwives were all women. According to them, 

being a woman might facilitate the establishment of a trusting bond with the mothers, with whom they 

felt comfortable to share their experience. 



Conclusion 

The findings of this study showed that in caring for parents who have experienced an IPL, primary 

healthcare midwives leave their comfort zone. They experience high emotional demands and lack of 

knowledge and must engage in support and communication with specialized healthcare. The absence of 

care guidelines and the lack of recognition of primary healthcare in care recommendations can cause 

midwives to avoid encountering parents’ suffering. However, they go beyond task-focused care, 

providing care based on their intuition, when they find motivation to get more involved. 

 

Education and training are required in order to prepare midwives for encounters with parents who have 

suffered an IPL. Leadership is also needed to facilitate care continuity through the improvement of 

communication between specialized and primary healthcare and the promotion of the welfare of 

midwives. This study fills a gap by elucidating the meaning of primary healthcare midwives’ lived 

experiences, and can bring about change in clinical practice, by informing improvement efforts in the care 

of parents who suffer IPLs. 
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