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Background & aim: In a lower-middle income country, such as Ghana, maternal 
death still occurs even in case of providing skilled perinatal care. The impact of 
maternal death on the family, community, and society has been largely studied. 
However, its implications for midwifery practice in Ghana has not been extensively 
investigated. The purpose of this study was to explore the experiences of midwives 
whose clients died during the peripartum period and unearth the influence of their 
experiences on their personal lives and practices as midwife. 
Methods: The present study adopted a descriptive exploratory approach. 
Purposive and snowball sampling were employed to recruit six midwives attending 
the women who died during the peripartum period. The experiences of midwives 
were uncovered using in-depth interviews. Data analysis was conducted using 
Colaizzi’s phenomenological method as a frame of reference. Rigor was maintained 
through member checking and prolonged engagement. 
Results: Four main themes emerged from the data, including conceptualizing 
maternal death, midwives initial reaction to maternal death, perceived 
preparedness to manage maternal death, and building resilience (blurring the 
memory). There was minimal institutional support for the midwives when 
maternal death occurred. The participants used various coping strategies to 
rebuild their self-confidence and professional confidence.  
Conclusion: Midwives attending women who die during the peripartum period 
suffer emotionally and psychologically. The implications of these experiences in 
the midwifery profession are enormous. Supportive strategies should be 
institutionalized to achieve the complete recovery of attending midwives and 
provide experiential training of the entire midwifery staff.   
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Introduction
     In Ghana, midwives are the largest 
indeterminate of health workforce providing 
peripartum care; attending 57% of all 
supervised deliveries in 2016 (1). Attending a 
woman in the peripartum period includes being 
emotionally and physically present for the 
expectant parents during the pregnancy, 
demanding labor process, and postpartum 
period (2). The attending midwife usually 
experiences the joy of safe delivery while caring 
for the mother and child; however, unexpected 

adverse incidents, such as maternal deaths, 
sometimes occur during the peripartum period 
(3).  
    A peaceful death is an acceptable outcome of 
nursing care (4). Conversely, maternal mortality 
is an adverse incident still occurring in Ghana 
and many other third world countries in spite of 
all the efforts that have been made to end its 
occurrence (5). Therefore, the reduction of 
maternal mortality has been an important 
indicator of the success of both the Millennium 
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Development Goals (MDG) (5) and Sustainable 
Development Goals (6). 
    Ghana as a country allocated many resources 
and efforts, including the improvement of access 
to skilled delivery, to meet the above-mentioned 
goals. Recent evidence indicates that both one 
and four antenatal visits for all expectant 
mothers recommended by the World Health 
Organization exceed 90%, and the estimated 
73.7% of national deliveries are attended by 
skilled providers (7). Consequently, the 
maternal mortality ratio decreased from 580 
mortalities per 100,000 live births recorded in 
2007 (9) to 310 mortalities per 100,000 live 
births within 2010-2017 (8).  
    In spite of the decline in the rate of maternal 
mortality, Ghana was unable to achieve the MDG 
5 indicating that some midwives experience the 
death of women they attend during the 
peripartum period. These experiences of client 
loss pose a professional risk to midwives that is 
described as secondary traumatic stress (10). 
Therefore, the midwifery profession has been 
described as stressful with psychological and 
emotional tensions (11,12).  
    Given that the role of midwives is 
indispensable, it is there is the need to take 
measures to perceive healthcare challenges 
from a midwifery perspective and ensure their 
wellbeing (13). With this background in mind, 
the present study aimed to investigate the 
experiences of midwives whose clients died 
during the peripartum period and unearth the 
effects of their experience on their personal 
lives and practice as midwives.  

Materials and Methods 
     This qualitative study was carried out using 
the descriptive exploratory approach (14,15). 
The design was suitable as it allowed for an in-
depth exploration of a sensitive subject that has 
not been widely studied in the Ghanaian setting. 
Furthermore, the identity of the midwives was 
protected as a strategy to shelter them from 
stigmatization and discrimination; as a result, 
the population size was not readily known. No 
pilot study was conducted prior to data 
collection. 
    The study population included registered 
midwives in Ghana attending women who died 
during the peripartum period. The inclusion 
criterion was registered midwives in active 

service having experienced a maternal death in 
a health facility. Furthermore, midwives were 
excluded if they were retired. 
    Two non-randomized sampling approaches 
were used in the recruitment of the participants. 
Purposive sampling was applied for the 
recruitment of the first participant. 
Subsequently, the other study subjects were 
recruited through snowballing. Six (6) midwives 
attending women who died during the 
peripartum period were identified as cases with 
each experience examined as a unit of study. No 
sample attrition occurred in the present study. 
    The study employed a face-to-face in-depth 
interviewing technique for the data collection 
using a semi-structured interview guide. The 
interviews lasted between 60-90 min. To ensure 
rigor, follow-up interviews were conducted for 
the clarification of participants’ experience and 
member checking. Data saturation was achieved 
at the 12th interview. The interviews were 
carried out over a period of 6 months as a 
measure of prolonged engagement, and an audit 
trail was established as all decisions taken 
during the study were documented. The 
interviews were conducted in English and Fante 
(i.e., a local Ghanaian language) and audio-
recorded. verbatim transcription of the 
interviews was performed. The interviews 
conducted in Fante were translated into English 
prior to analysis.  
    Back-translation was conducted to ensure that 
the meanings of the participants’ experiences 
were not lost during the process of translation. 
Colaizzi’s method of data analysis (16) was 
employed to analyze the data. This method 
involved seven steps of data analysis. It allowed 
for immersion in the dataset through repeated 
reading of the interview transcripts, extracting 
significant statements, and unearthing essential 
meanings that are present in the descriptions of 
the participants’ experiences (16). 
    Ethical considerations were ensured by 
obtaining informed consent from all the 
participants and respecting their anonymity and 
privacy. The study also complied with all the 
ethical considerations stipulated in the 
Declaration of Helsinki. 

Results 

Characteristics of the participants 
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    A total of six registered midwives participated 
in the current study. The mean age of the 
participants at the time of the study was 36.8 
years. An equal number of the study subjects had 
worked in rural (n=3) and urban (n=3) health 
facilities at the time of the incident. The 
minimum qualification at the time of a maternal 

death was a certificate in midwifery which was 
held by one participant; however, four 
participants had a diploma in Midwifery. The 
present study recorded 42 years of midwifery 
experience among the participants. Five of the 
maternal mortalities occurred in the postpartum 
period (Table 1). 

Table 1. Biographic data and professional experiences of participants 

Pseudonym 
of midwife 

Age 
(year) 

 

Educational 
level at time 
of incident 

Location of 
practice at 

time of 
incident 

Duration of 
experience 
at time of 
incident 

(year) 

Incident 
ward 

Adwoa 
37 

Diploma Urban  
4 

Postnatal 
ward 

Abena 
41 

Diploma Rural 
10 

Postnatal 
ward 

Akua 32 First degree Urban 7 Labor ward 
Yaa 

28 
Diploma  Rural 

5 
Postnatal 
ward 

Afua 
32 

Diploma Urban 
3 

Postnatal 
ward  

Ama 
51 

Certificate Rural  
13 

Postnatal 
ward 

 

    Characteristics of the clients  

The mean age of the women who died while 
receiving peripartum care in the health facility 
was 31.5 years. Five cases were married among 
the participants. A total of seven surviving 
children were recorded among five women;  

 
however, one mother did not leave a surviving 
child after her mortality. The major cause of 
maternal mortality as reported by the midwives 
following the audit was postpartum hemorrhage 
accounting for the death of four participants 
(Table 2). 

Table 2. Characteristics of dead clients during the peripartum period 

Pseudonym 
of client 

Age 
(year) 

 

Marital 
status 

Gravidity Parity 

Established 
cause of 

maternal 
death 

Joy 27 Married  2 1A 
Postpartum 
hemorrhage  

Peace  30 Married 3 2AA 
Raptured 
uterus 

Love  31 Married 3 2AA Eclampsia 

Hope  40 Married 1 0 
Postpartum 
hemorrhage 

Faith  36 Married 2 1A 
Postpartum 
hemorrhage 

Forgiveness  25 Single 2 1A 
Postpartum 
hemorrhage 

 
    Four main themes emerged after analysis, 
including conceptualizing a maternal death,  

 
attending midwives’ initial reaction to a maternal 
death, perceived preparedness to manage a 
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maternal death, and building resilience (blurring 
the memory). Subthemes were     generated under 
each major theme. 

Theme one: Conceptualizing maternal death 

    The midwives conceptualized death as botched 
care, regrettable loss, adverse incident, and 
indelible scar.  

Botched care 

    The death of a woman receiving supervised 
peripartum care was likened to botched care by 
the participants. This failure was ascribed to the 
attending midwife, midwifery unit, and health 
facility in which the care was accessed by the 
woman. It was due to the fact that maternal 
mortality is an altered outcome of the midwifery 
service delivery, which is to deliver a new life into 
the world. The attending midwife was the first 
person to experience the feeling of failure when 
the incident occurred. 
    “…this [the death of a mother] is every 
midwife’s greatest fear… if it happens, it is like 
you are incompetent… ahaaaaa… like, you were 
tested, and you failed… like, I don’t know how to 
say it, but, like you failed…so do you understand?” 
(Ama) 
The failure is further imputed to the midwifery 
unit and health facility by family members, 
community, and in some instances other 
members of the health team. This concept of 
failure reportedly fueled the perception and 
rhetoric of the client’s family and community 
members about the competence of the unit and 
health facility in providing peripartum care. 
    “I remember when the news of the death was 
broken to the client’s mother, she started wailing 
and insinuated that she told her daughter to 
deliver at a private hospital and she had always 
known that the midwives in our hospital were not 
experienced… it was painful… like one person 
died, and every midwife and even the facility 
were blamed…” (Abena) 

Regrettable loss       

    All the participants described a maternal death 
as a loss. The death creates a vacuum in the family 
that is mostly felt by the immediate family, 
especially the partner and (unborn) child. 
“My main concern as a midwife at the time is the 
newborn. If a mother dies, the child will lose 

maternal love, colostrum, and warmth… they are 
precious things. No one can replace a mother…” 
(Afua) 
    The midwives expressed a sense of loss when a 
maternal incident occurred. The participants’ 
narratives revealed the establishment of a 
relationship between the midwife and client 
beginning when the women referred for 
admission at the onset of labor. The relationship 
reportedly evolved when the midwife performs 
various assessments, providing emotional and 
physical support as the labor progressed until 
mortality occurs. Consequently, the midwife’s 
feeling of loss is based on the abrupt severing of 
the relationship with the client.  
    “Hmm, it is not easy; we get to know the 
women... ooh… Me, for instance, in my case, I like 
to chat with the women when they come on 
admission. Especially, the primips; they come as 
soon as they experience a little pain… they usually 
stay for a while before they deliver. So, we chat 
and comfort them, and reassure… so if such a 
person dies, you also feel it…” (Akua) 

Adverse incident  

    Most of the midwives described a maternal 
death as an adverse incident. The midwives 
revealed that the processes which are triggered 
when maternal mortality occurs project an aura 
of urgency and negativity. 
    “When a maternal death occurs, you have to 
write a detailed report. In my ward, we quickly 
organize a ward meeting, then metro health 
[department] is informed, then they set a date for 
maternal audit, meetings upon meetings with 
everybody who matters in the facility occur… 
even this is a sign that all is not well… Heh! It is 
not easy… ooh… even outsiders will know, the 
news spreads so fast eeh… hmmm! (Akua) 

Indelible scar  

    From the narratives, a maternal death was 
similar to an indelible ink that permanently left a 
mark on the attending midwife’s professional life. 
Its implications on the subsequent practice of the 
midwife are enormous. The experience 
unconsciously cultivates and nurtures the feeling 
of incompetence, self-doubt, and fear in the 
midwives.  
    “It is unconscious. I don’t know if it is because 
mine happened a few years after I started 
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midwifery, but sometimes, I feel inadequate, like I 
doubt myself… I don’t know if you understand but 
I sometimes fear that it [maternal death] can 
happen again…”  (Ama) 
    The incident is also sculpted in their memory 
and is easily recalled although the emotions 
associated with the death wane over time. 
“The pain associated with the incident [death] 
disappears over time but the fact is that you never 
forget that patient, face, family… it remains in 
your memory forever.” (Akua) 

Theme two: Attending midwives’ initial 
reaction to maternal death  

    The attending midwives’ reactions to a 
maternal death were categorized as 
psychological, emotional, and spiritual. These 
reactions sometimes occurred concurrently, and 
most midwives were oblivious of their reactions 
at the time of the incident. 

Psychological reaction 

    An initial feeling of denial, characterized by a 
refusal to accept the death, and rapid 
performance of nursing and midwifery 
resuscitation emerged from the narratives. 
Several respondents mentioned neurological 
assessment techniques, such as calling the 
mother’s name and hitting or shaking the patient 
to wake them up (response to pain) as their 
immediate actions following the death.  
    “I kept calling her name and shaking her to 
ensure that she remained with me. I knew I was 
losing her; she was slipping away… Then, I 
opened the infusion to run it faster (exclaims), it 
was unbelievable, her death… (Exclaims)… I don’t 
understand it even today.” (Adwoa)  
    When these techniques failed to elicit any 
response from the mothers, the midwives were 
frequently catapulted from their state of denial to 
shock. The utter confusion that greets the midwife 
immediately when the death occurs was evident 
in all the narratives. 
    “I kept asking myself, what just happened? It 
wasn’t that I didn’t know she [mother] had died, 
but like what happened?” (Abena) 
    “I stood by the women, helplessly… My 
colleague covered her and pushed her to 
sideward. I was confused. I asked myself, what 
just happened? Did she just die? Just like that?” 
(Ama) 

    For some participants, they needed time to 
process what had occurred and required their 
colleagues to initiate the processes of notifying 
the superiors and other team members of the 
death. Reflection on the circumstances leading to 
the death of the women was a disturbing process 
for some of the midwives as they sought to recall 
all the activities they had performed for the client 
during the shift.  
    To most of the participants, there were no 
debriefing sessions geared to their coping with 
the situation. Attempts at debriefing were usually 
underscored by fact-finding on the cause of the 
death. 

Emotional reaction 

    The midwives narrated various emotional 
experiences during the period after death. The 
emotions fluctuated from a fear of blame to hope 
of exoneration as the midwives prepared and 
participated in maternal audits. All the 
participants, except Ama and Adwoa, reported 
feeling abject, especially when they had to write 
their reports. The midwives reported a 
heightened sense of worry and anxiety when they 
thought about an impending maternal mortality 
audit. Sorrow expressed by crying was also 
reported by some participants.  
‘’I cried myself to sleep on many nights after the 
woman died…” (Afua) 
    The participants reported a lack of emotional 
support they needed to overcome the emotional 
hurdle created by the maternal death.  
    “When the others [colleagues] came to you, they 
were just interested in ‘what happened’ but not to 
comfort you. As for support, I can’t say that it was 
institutionalized. You gained it from a few friends 
and maybe the ward-in-charge” (Yaa) 

Theme three: Perceived preparedness to 
manage maternal death 

    According to the narratives, the majority of the 
participants felt that they were ill-prepared for a 
maternal death. The theme was further 
categorized as formal training and experiential 
knowledge acquisition. 

Formal training  

    The main source of education about death was 
during their first-year training in nursing college, 
and most of the participants had not undertaken 
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any refresher courses on the management of a 
maternal death.  
    “We were taught about death and last offices in 
the midwifery training college, I think in the first 
year, when we were studying basic nursing… but 
it [death] is not really something that happens in 
midwifery so I quickly forgot about it.” (Adwoa) 

Experiential knowledge acquisition 

    The main source of knowledge about the 
management of an incident was experiential, and 
it started with the person’s own experience of a 
maternal death. Although some midwives 
conceded that they had received on the job 
training from their senior colleagues, the 
unconscious desire to repel the situation from 
occurring during their shifts clouded the 
knowledge transition process. 
    “As for me, I had seen it [a maternal death] 
happened on my ward once, but hey, I was 
praying it never happens to me, so although I 
learnt about the reporting process and 
everything, I quickly forgot about it.” (Abena) 
    Their focal knowledge of coping was the 
grieving process which was directed at assisting 
the family of the deceased to manage following 
the death. Not much information was directed to 
the care of the midwife following the incident.  

Theme four: Building resilience (blurring the 
memory) 

    All the participants at the time of the study 
were still practicing as midwives in public health 
facilities and shared how they coped with the 
adverse incident. Three subthemes emerged from 
the analysis. 

Drawing strength from the supreme power  

    All the participants reported turning to their 
religious core for sustenance and hope during the 
period following the death. The initial activities 
included prayers questioning God about why the 
death had to happen during their shift. Some 
midwives also reported fasting and requesting for 
prayers from friends, family, and even their 
religious leaders during the period prior to the 
maternal audit. The words of encouragement 
about the deliverance of God were recurring 
themes in all the narratives. 
    “I knew that God will deliver me” (Yaa) 
Bargaining with God to be exonerated from any 

blame was also identified in the narratives as a 
strategy for handling the repercussions of a 
maternal death.  
    “I prayed that God will show himself strong, and 
he did…” (Afua) 
    The belief in a superior being who supposedly 
has the power to orchestrate measures for the 
good of those who believed was identified as an 
important coping strategy.  

Audit: Submitting to queries  

    For most of the participants, the process of 
notification of a maternal death and participation 
in a maternal audit was a time of personal 
reflection, which was sometimes interrupted by 
colleagues who showed up to support the 
attending midwives. Some identified related 
factors that were attributed to the midwives 
included delayed intervention or referral. A 
feeling of relief was achieved when the cause of 
mortality was identified and not linked to the 
midwife.  
    “When the cause of death was linked to delayed 
referral from the… [Primary health center], I was 
relieved. At least, I had been cleared…” (Adwoa) 
    However, some participants shared the feeling 
of guilt, even when they had been cleared. The 
guilt was self-inflicted as most of the participants 
reported something they would have done 
differently. Nevertheless, the audit was the 
beginning of healing and recovery for most of the 
participants. 

Time away: Renewing strength 

    Most of the participants were given time off 
from work and encouraged to stay away from the 
work environment to emotionally and 
psychologically rebuild themselves. Time away 
was often followed by the maternal death audit. 
For some of the midwives, the period away from 
work, coupled with the feeling of self-blame and 
self-stigmatization resulted in an emotional 
distancing from friends and loved ones.  
    “I needed the time alone to think, and I also felt 
that others were talking about me behind my 
back. Although now I feel that it may not have 
been so. But this made me keep to myself. I 
needed to work through it on my own.” (Yaa) 
    The period allowed for reflection and   
rejuvenation of the midwives’ self-esteem and 
confidence to return to work. This subtheme 
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emerged as an important concept underscoring 
the midwives’ return to work.  

Discussion  
    The causes of maternal death recorded in the 
present study were all direct maternal causes, 
which is in line with the findings of other 
empirical studies in this regard (17,18) as well as 
the national trends in Ghana (1). The midwives 
participating in the current study had served the 
requisite years of internship and had the skills to 
provide peripartum care in Ghana with the 
aggregated years of experience amounting to 42 
years. Consequently, it is important to note that 
studies have shown that the duration of 
midwifery experience of a practitioner is not 
associated with the risk of perinatal mortalities 
of women accessing midwifery care when known 
risk factors are adjusted for (19). 
    Similar to the participants’ concept of maternal 
death, the Center for Disease Control and 
Prevention describes it as an adverse outcome 
(20), and its implications for the family, society, 
and country have been largely studied (21, 22). 
However, most empirical studies do not explore 
the concept of a maternal death from the 
perspectives of midwives attending women who 
died in the peripartum period. Conceptualizing a 
maternal death as a failure of the midwife, health 
facility, and profession can be attributed to the 
altered outcome of midwifery care which is to 
assist in delivering a new life instead of ending 
another (23).  
    The midwives in the present study were 
psychologically and emotionally traumatized 
following the experience, and this finding 
corroborates the experiences of other midwives 
reported in other studies (19, 20). The sense of 
loss expressed by the participants is consistent 
with the notion of loss proposed by Kubler-Ross 
and Kessler (21, 22). This sense of loss is 
attributed to their close engagement with the 
women while providing care (12). Similarly, their 
reactions are consistent with the grieving 
process in which denial, bargaining, and 
acceptance are stated as normal milestones.  
    Although they continue to practice as 
midwives, some of them had not attained 
acceptance even when the audit indicated that 
they were not liable for the death. The effect of 
the midwives’ experience of a maternal death 
under their supervision on their professional 

practice unearthed in this study is consistent 
with the findings of a similar study (24) as the 
innocence of their successful practice is 
traumatically striped and the possibility of being 
sued in a law court looms.  
    The present study highlighted ineffective 
coping with maternal death by the midwives. The 
emotional and psychological impacts of a 
maternal death were enormous; however, 
midwifery training did not adequately prepare 
the midwives for the management of maternal 
mortalities (24). There was obviously a lack of 
support by the midwifery leadership and hospital 
management for coping, and opportunities for 
debriefing were sparsely available in this study. 
Contrary to this, the availability of debriefing and 
support following similar incidents was recorded 
in Inner-City, UK (25). The findings of the two 
studies showed a consensus on the midwives’ 
need to be prepared to effectively respond to the 
incidence of maternal death through training.  
    The negative implications of a death on the 
image of the professional midwife (26) and 
health facility unearthed in this study are 
supported by Cauldwell et al. (25). A maternal 
death during supervised delivery affects 
expectant mothers’ perception of safer 
peripartum care (27). This could be contributed 
to low uptake of supervised delivery and delay in 
accessing care, thereby leading to maternal and 
even neonatal mortalities (28). Therefore, the 
need for the improvement of midwifery care is 
nonnegotiable. 
The strength of the present study includes the 
originality and design allowing for an in-depth 
exploration of the cases under study. It also 
provided a comprehensive description of the 
experiences of midwives attending women who 
died in the peripartum period. However, the 
current study has limitations, including the small 
sample size decreasing the generalizability. This 
limitation was addressed as the cases were 
investigated as individual units, thereby 
generating a depth of knowledge. Furthermore, 
recall bias could have happened as the 
participants were expected to share experiences 
that may have occurred more than 6 months; 
nevertheless, the researchers tried to minimize 
this limitation using clarifications, feedback 
interviews, and member check to allow for the 
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participants to report their experiences as close 
to the actual ones as possible. 
It is recommended that further research is 
conducted on training to prepare midwives for 
the incidence of maternal mortalities as well as 
institutional policies supporting and offering 
debriefing opportunities for midwives 
experiencing a maternal death while providing 
peripartum care.   

Conclusion 
    Midwives attending women who die during 
the peripartum period experience emotional 
and psychological distress. The death of a 
woman receiving supervised peripartum care 
from a midwife affects the midwifery profession 
and uptake of care from the health facility. The 
current study also reflected the need for 
curriculum development and establishment of 
support pathways for midwives following a 
maternal death. 
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