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Abstract

The death of a child in the intrauterine stage has legal, psychological, spiritual, and
health-related connotations that condition the woman’s experience. To understand
better the processes set in motion around early pregnancy loss, this ethnographic study
explores the experiences of miscarriage in a group of 15 women. The following themes
are analyzed: Experience of losing the child, spirituality, health care, and the need to
physically recognize the child. The study shows that the need women have to honor the
child who did not live may be conditioned by the perception of an uncertain loss and by
the absence of a place to honor him/her. Attitudes among professionals are revealed
that could be perceived as gender-related abuse. The care of women places emphasis
on physical aspects, underlining the lack of comprehensive care during the grieving
process.
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Introduction

There are legal, social, psychological, spiritual, and health-related connotations at-
tached to the loss of a pregnancy that have an impact on the experience of those who go
through it.

Conceptual Details of Early Pregnancy Loss

Disparities exist regarding definitions of stillbirth and miscarriage. There are different
concepts around early pregnancy loss. Thus, miscarriage is defined as the spontaneous
loss of a pregnancy during the first 24 weeks of gestation; in the case of Australia
miscarriage is considered to be up to 20 weeks of pregnancy and in Britain up to
24 weeks (Lee & Rowlands, 2015). According to Hay (2004), early miscarriage is the
loss of a pregnancy during the first trimester, that is, less than 12 weeks of gestation,
which occurs in up to one in every five pregnancies. Late miscarriage, in contrast, is less
common, occurs during the second trimester between 12 and 24 weeks of gestation and
affects 1 to 2% of pregnancies.

Social Silence

Early pregnancy loss or miscarriage is a phenomenon which receives scant public
recognition, despite the frequency with which it occurs. Women who have suffered
have identified positive and negative support-related experiences among those close to
them. They also point out that close family and friends try to be supportive but are
unsure about how to behave or what to say. Many women attribute this to the great
silence surrounding miscarriage (Bellhouse et al., 2018).

This loss has considerable consequences for the mental health of the women, such
that the symptoms of depressive and perinatal pain persist long after the loss (de
Montigny et al., 2017). The manner in which health personnel communicate the loss to
the parents can also affect their experience and psychological well-being (Murphy &
Cacciatore, 2017). Disrespectful, cold, forceful, or inconsiderate communication
further distresses parents. Moreover, medical terms and ambiguous descriptions may
not be understood and this can generate more distress. Empathic health support gives
parents a chance to be heard. The parents see the health team as a source of support and
practical assistance that can help them to cope with their loss in the best way (Louw &
Sturrock, 2013).

The consequences of pain due to perinatal loss can include important difficulties in
the relationship with one’s partner, depression, anxiety, and posttraumatic stress (Mills,
2015). Similarly, it leads to psychological, social and economic impacts on the whole
family system (Murphy & Cacciatore, 2017). It is an unexpected loss receiving little
attention at the social level and is of an ambiguous nature (Golan & Leichtentritt, 2016;
Shannon & Wilkinson, 2020).
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Both parents can present psychopathological symptoms immediately following the
loss, or in the long-term. The woman may present immediate symptoms such as
sadness, irritability, and appetite and sleep disturbances (Badenhorst & Hughes, 2007).
They may also present symptoms in the long-term including anxiety about death,
obsessive compulsive behaviors, suicidal ideation, guilt, shame, and worry about future
pregnancies (Shannon & Wilkinson, 2020).

Women experience a bodily emptiness, feelings of inadequacy, helplessness, and a
feeling of inefficacy and failure. The loss impacts their self-esteem, femininity and
maternal capacity. At the same time, it is difficult for others to comprehend and ap-
preciate what they have lost (Costa et al., 2013; Marquina et al., 2009). The fathers,
meanwhile, must align their expectations of paternity while struggling with the
emotional pain felt by their wives (Obst et al., 2020).

Many bereaved people are encouraged to put their experience of grief aside early,
leaving it to be endured alone or abandoned before the process is complete, which can
affect the psyche of the person going through it (Costa et al., 2013).

Regarding farewell rituals, the literature is divided on whether it is beneficial or
harmful for the parents to have direct contact with their deceased child (Jones, 2019).
Some studies (Badenhorst & Hughes, 2007; Hughes, et al., 2002) show that birthing
parents who had direct contact with their deceased child presented higher levels of
anxiety and depression than those who did not. On the other hand, parents’ need to
perform funeral rituals and to honor the child who did not live may be conditioned by
the perception of an uncertain loss, or a body to bury producing an ambiguous loss
(Boss et al., 2016; Golan & Leichtentritt, 2016).

Health Team

When early pregnancy loss occurs, the feelings of the staff and the care of the grieving
parents are often inadequately addressed (Puia et al., 2013). Within the health team, it is
the nurses and midwives who form significant relationships with women during
pregnancy, birth, and postpartum (Wallbank & Robertson, 2013).

Stillbirth represents one of the most difficult experiences for health professionals.
They reveal an inability to answer the spiritual needs of bereaved parents, that is, they
are unable to respond with their own beliefs and as such cannot help. The reasons are
probably linked to a personal conflict of faith and the incongruence between their own
faith and professional practice (Nuzum & Meaney, 2016). Faith provides relief and
confidence in situations of loss. In a study including Jewish women, faith allowed them
to reconstruct meaning in the face of loss and move on, preserving their beliefs
(Hamama-Raz et al., 2014).

Legal Aspects

From the legal point of view, it is the duty of physicians to inform and the right of parents
to receive information about the unborn child (Uruguay, 1992, Decreto 258/992).
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Administrative regulations conceptualize stillbirth or intrauterine fetal death as the
cessation of fetal life during gestation, where the fetus is retained in the uterine cavity
for time periods that can vary (Lozano Méndez et al., 2007).

The study focused on the experience of women whose child had lost his/her life
before 20 weeks gestation or who weighed less than 500 g at the time of death; as well
as on the experience of health professionals. In the South American context, legislation
regarding registry and the health action protocol when early loss of a pregnancy occurs
has recently been discussed and the legislation is in the process of being modified
(Montevideo Portal, 2019; La Diaria, 2021; Proyecto de Ley. 150970 Camara de
Senadores (2021).

Method

The research was carried out in accordance with the qualitative paradigmatic position as
away of producing information coming from women who suffered the loss of a child at
an early stage of pregnancy, and from health professionals who participated in their
care. The study was performed within the post positivist paradigm in which the re-
searchers position themselves as relative, neutral observers of the phenomenon
(Lincoln et al., 2017).

The qualitative study involved the collection of information on beliefs, coping
strategies, attitudes, and participant content (Kuen et al., 2019).

The study follows a flexible, circular design from an ethnographic perspective which
is mainly descriptive and which combines beliefs and cultural aspects to address the
problem under study. In this respect, culture is shared among the members of a group,
without implying that they are cohesive groups. Ethnography focused as a theoretical
perspective is pertinent in this study as those participating have common behaviors due
to the experience of loss and are treated by health professionals in accordance with the
characteristics, beliefs, and values which qualify them (Bikker et al., 2017). The loss of
a child from the parental perspective was addressed through the narratives of the
women and key informants. According to Gadamer (1969), the experience is the
content of permanent meaning that an experience has for the person who lived it.

Participants

Fifteen informants voluntarily took part in the study. The inclusion criteria were women
who experienced a miscarriage after no more than 20 weeks pregnancy or the fetus died
weighing no more than 500 g, and the professionals who cared for the women suffering
this loss. The time between losing the child and the study interview ranged from 1 to
12 years. Women receiving either public or private care were included. According to
Rizo Garcia (2015) emotions are maintained over time in the experience of daily life,
which is why participants who suffered the loss of pregnancy at different times were
included.
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The study was carried out in two stages. In the first stage, women were contacted by
telephone to invite them to participate and to request the details of other women in the
same situation. In this stage, the same modality was applied to participating health
personnel.

In the second stage, participant interviews were conducted: 9 women who had
suffered the loss of a child and 6 key informants. Sampling was done using the snowball
strategy, in which existing participants recruit other participants among their contacts
who meet inclusion criteria, until information saturation is reached (Naderifar et al.,
2017). The number of patients was determined by theoretical saturation of the in-
formation (Ortega-Bastidas, 2020). Data were collected through repeated face-to-face
interactions between the researcher and the interviewee in a planned manner. In this
technique, interviewees give their opinions on issues that may be related to their life,
experiences or lived situations while the interviewer gathers and interprets this par-
ticular vision (Pessoa et al., 2019).

A guideline was designed for the interview which was validated by expert judgment
and through pilot tests distributed according to the type of participant so that they could
be checked and appropriate adjustments made. The interviews were performed by
members of the research team with proven experience in this technique in a safe, private
place selected in agreement with the participant. Confidentiality regarding participant
identity and the information collected was ensured at all times.

Analysis

Analysis was carried out inductively through content analysis. This allowed the
meaning of a message to be discovered, with the classification and/or coding of the
elements into defined categories, with the aim of objectively and systematically
identifying its meaning and achieving interpretation (Saldafia, 2021). ATLAS.ti 8 ®
software was used to facilitate the ordering and coding of the information.

For the purposes of this research, the criteria of rigor of reflexivity, transferability
and triangulation were used (Johnson & Rasulova, 2017). These criteria were met
through coordination meetings, through the clarification of value and ideological
positions prior to the interviews, triangulation of interviewers, use of field notes, and
inclusion of information on all participants.

The ethical criteria used were those defined by Ezekiel (2008) which state that
research must comply with aspects of social value, scientific validity, equitable par-
ticipant selection, favorable risk—benefit ratio, independent assessment, informed
consent, and respect for registered participants. Identities were coded as follows:
women who suffered miscarriage (WM) and professional women informants (PW).

Results

12 subcategories were identified which were classified into 4 main categories (See
Table 1).
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Table I. Emergent Categories and Subcategories.

Experience of the Loss of the Child: Silenced Grief

Me and my Pain. The Family Environment before the Loss
Survival
Spirituality Religion
Search for comfort
Resignation
Health care Violence-abuse in care relationships and care of women.

Good practices
Consequences for mental health
Restrictions on the right to decide on the fate of remains
of the child: Biological waste.
Need to recognize and keep the child Recognize their child: see the body
that did not live Honor the child’s passing

Category |—Experience of the Loss of the Child: Me and My Pain

This category was constructed with the emerging codes of silenced grief, family
environment and survival. The participants refer to the moment they were told of the
fetal infeasibility as one of the most difficult of their lives. They also expressed a feeling
of emptiness, of a truncated life project, and frustration over the loss.

The silenced grief code emerged from the accounts given by the women who lost
their pregnancy and from professionals who were close to the experience, who agreed
that it was a silenced process; a phenomenon that cannot be discussed. In some cases,
this silence is linked to feeling responsible or to blame for the failure. In other cases,
there is talk of an intra-couple dynamic and, at other times, this includes the family who
do not know how to provide comfort when faced with this loss. This also causes
unelaborated grief as the women do not express their emotions or feelings and prefer to
grieve without speaking, without externalizing the loss.

“the pain would not let me see, the pain is like a black tube, I couldn’t see (...) and well, if
someone came close, with clearer things, that some type of support they could give...
without doubt it would have been different (...) I think I was very lonely (...) at that time I
was like wrapped in pain and everything is a bomb... I didn’t think clearly, no, you can’t
think, at one moment the pain overwhelms you and more if you can’t share it, if you can’t
say anything” (WM 8)

“I lost it at 14 weeks, the loss was very traumatic because after the curretage, at home, I
couldn’t talk about the subject, my husband took it as relief, as though, that’s it!.. it was
very difficult for me” (WM 12)

“I remember that that day I walked and I came back walking because I had to let off steam
in some way, but I had nobody to talk to... nor had I told my family that [ was pregnant, it
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was very recent, my husband and I knew about it. He was sad, but, the truth is we never
spoke about it again” (WM 9)

The family environment before the loss gives an account of the response of the
woman’s close circle to the miscarriage. In the case of the extended family, some
relatives were unaware of the pregnancy so the women made the decision to keep it
secret and thus excluded their support and emotional backing. Regarding the per-
spective of the professionals interviewed, they stated that within the families, de-
pending on the gestational age at the time of the loss, the experience could be more
intense if the embryo had lived more weeks.

“And later, we felt very alone, me and my husband because nobody spoke about the
subject in the family environment, they didn’t speak to me about it to avoid stirring the
pain, but later I understood that, because talking about the death of a child is not... it’s not
an easy thing and even less so when it’s a baby” (WM 10)

“(...) sometimes the family experiences it in another way, like not communicating until
three months of pregnancy, because it’s like it can be lost. For the family it’s only that the

pregnancy is lost and that’s it and, for her, the woman experiences it as something horrible”
(PW 3)

“It has some truth, because in reality pregnancies under 12 weeks that are lost, most of the
time it’s because they are incompatible with life...to lose a pregnancy of more than
14 weeks has a different impact, perhaps because they already see the fetus, it’s fully
formed. Do you understand? It has another emotional impact” (PW 2)

The survival subcategory emerges from the need to continue living, to remain
functioning to the husband, other children and the family. The women try to understand,
explain and give new meaning to the lived experience. Despite this, they say that it is
impossible to forget the pain that the loss causes them. Also present is the support that
the woman understands as family pressure to overcome the grief quickly.

“... they tell me you are young, you’re going to have more children, let’s move on... and
no, it’s not like that, it’s not that I lost a pregnancy, I lost one of my children” (WM 7)

Category 2-Spirituality

In this category emerge the subcategories of religion, search for comfort, and resig-
nation. Behaviors that the women engaged in after the perinatal loss are included, such
as actions aimed at self-preservation. Among these are elements of faith and learning
from people who had suffered the same. The chance to talk about the child that did not
live, put the experience into words, share and integrate it, helps them to preserve their
integrity. It also includes being a part of everything in harmony with oneself, with
others, with God and with nature.
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The religion subcategory shows the closeness and the refuge that religion represents
and how, through rites, it can alleviate the anguish. The prayers and going to church to
hear mass comforts the women. There is also the hope of seeing the child again in
heaven or feeling the child’s presence as though they were an angel who cares for them
and accompanies them at all times, and this allows them to find some comfort among so
much pain.

“I am certain that he is accompanied and cared for by God and if I have this, I don’t need
anything else; God was taking him for a reason. This certainty was very strong” (WM 15)

“I put the rosary on my belly and said: please God, give me strength” (WM 12)

The search for comfort through spirituality is an important support for the women
since it points to an understanding of the meaning and purpose for life. This includes
belonging to a particular religion, belief in a superior being and the presence of energies
that move the world. The women and the health personnel with a high level of
spirituality help the other women to focus on themselves and cope with the loss.

“I am a very spiritual person; I always try to explain things that happen from this per-
spective. | have also tried to look in (beyond) the empty spaces of classical medicine in
search of another response in biodecoding, bioneuroemotion, family constelations and
this, this has given me the peace to find an answer” (WM 9)

Regarding the resignation category, the participants state that after experiencing
grief, they become resigned to the loss but without putting aside the sadness that the
memory of the dead child causes. The modification of the life project due to miscarriage
generates uncertainty and distress. They refer to asking themselves on occasion why
this happened to them and try to find some sense in the lived experience and give it a
new meaning. They also think that if they have a new pregnancy, they will be able to
overcome the pain of the loss.

“Nature is wise...it happened for a reason, he didn’t stay for a reason, I think it has a
reason, there’s something to learn... I remember the moment, it was a heartbreaking time
...and then the fear of not getting pregnant again... Then the little girl arrived to give me
back my happiness” (WM 14)

Category 3—Health Care

This category integrates the subcategories violence/abuse in care relationships, good
practices, consequences for mental health, and restricting decisions. In the care of
women with perinatal loss by the professionals and health team personnel, experiences
perceived as violence/abuse in care relationships and lack of empathy are collected.
This inadequate care translated into abuse includes behaviors such as doubting that the
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woman is suffering a miscarriage and making value judgments regarding the origin of
the loss and issues related to gender equality can also be considered. In addition, there
may be the intention to persuade the pregnant person to terminate the pregnancy.

“The sonographer told me to talk to my gynecologist because of my age. Why would
I get complications with my fifth child!? ...he clearly told me that I should take
advantage of the fact I was only a few weeks pregnant to have an abortion, but it
happened spontaneously soon after...” (WM 11)

“I went to the emergency room with the loss, the doctor who saw me assumed that I had
wanted to provoke the loss and she asked me, ‘what did you take? That was horrible for
me” (WM 7)

Nevertheless, good practices were identified, some participants reported feeling
accompanied, supported and understood by the health care team.

“The nurses were very loving, they saw that [ was very alone ...I really received affection
there while they transferred me... they were kind to me by putting me in a single room,
because hospitalization was on the maternity ward” (WM 13)

“After seeing the ecograph, the gynecologist told me ‘If you want, take some days to
process it and perhaps there it will come out naturally’, I was 13 weeks pregnant. Then |
went home calmly to wait for something natural” (WM 11)

“There are differences in the quality of care because of the human factor, not the pro-
fession, although the professionals who are closest are the nurses” (PW 6)

Inadequate care has consequences for mental health revealed as depression, mood
swings and feelings of emptiness. As a result, the professionals refer to a truncated
project.

“These things weigh heavily in the lives of the women, the post-event is a question of
gender and it’s a question of mental health which is not considered in health systems... I
don’t think that any woman can carry all this lightly” (PW 5)

“There is a project in this woman that was cut short we have to offer her that space and
there is a small committee for that. Accompany the woman for as long as it takes to
improve her quality of life after that pain” (PW 4)

“I had a discharge from my breasts...that reminded me every day of what happened,
beyond the severe anemia... as a woman there is much more than physical consequences
to remember: those of the spirit and the feeling of loss” (WM 14)

“I have been dragging this pain for eight years and each time the date passes it is a
significant low-point, but in my experience, [ wasn’t accompanied. I got depressed.... it hit
us hard... much more than we imagined” (WM 13).
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In the restricting decisions category health professionals’ denial of the right of the
pregnant person or the parents to decide on the fate of the child’s remains is identified. It
is the health professionals who elect not to explain the whole truth. In the effort to avoid
more pain for the family, a fetus weighing more than 500 g is registered with a lower
weight. Consequently, there is no certificate or funeral paperwork. Apparently, it is a
common practice.

“The doctors say ‘Poor people. Don’t make life any harder for them!” and nursing
too ‘How can we do this to the parents!?” Well they had to do the registration process,
find a funeral home to deposit it and take it to the cemetery... In some cases, if it had
breathed although it was more than 22 weeks and more than 500 g, it is said, it was
stillborn” (PW 1)

“When it is a pregnancy of more than 20 weeks or at the limit, we ourselves decide, that’s
enough, it stops here. To avoid pain for the mother or something worse... I do not re-
member that we were going to ask the mother what she wanted to do... The woman is
going to be with the recent loss of her pregnancy and she’s going to have to go out and bury
it and go through the cemetery with a little box... well, it’s horrible and frightening... (PW
3)

“You don’t bury it, so there is no obligation to give it... there’s no burial so there’s no death
certificate and, later, what to do if it’s given? Where do you put it? Where do you take it?
You’re not going to bring it home... this is also another whole issue, he could have a full
pathology” (PW 2)

“I expelled a mass of tissue and blood and put it in a small flask. .. when it was all finished I
asked the doctor and he told me IT’S DONE... but I always think it ended up in the trash or
they burnt it... I think they refused to give it to me, but I wasn’t strong, I didn’t claim it”
(WM 12)

Category 4—Need to Recognize and Keep the Child Who Did Not Live

This category deals with the emerging codes honor and recognize your child: see the
body. This makes it possible to grieve; seeing the body of the child who did not live
implies recognizing it as your child and acknowledging her death. The idea is that the
health care team should offer this alternative, making the body available and presenting
it in the best way possible so that the parents can remember it.

“If the health team which attends a vulnerable mother or family, who is in shock, rec-
ommends that she does not see the body as it may be upsetting, she certainly won’t see it.
But in the grief, which is the part the professionals don’t see, this appears and perhaps the
woman/family will ask themselves later, why didn’t they give us more time?” (PW 4)

“the health personnel wanted to see who the crazy woman was who wanted the embryo to
be given back (...) I stayed calm and went to look for her in the laboratory, they gave her to
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me in a sample bottle, then I went to the church and we buried her there, with a beautiful
prayer and great peace” (WM 15)

Discussion

There is a seemingly widespread convention to keep the pregnancy secret during the
first trimester. The silence is prolonged in the women as they do not feel empowered to
reveal the pain of the loss. Thus, Bellhouse et al. (2018) found that the women felt alone
and isolated with their feelings of pain and loss as friends and family were not aware
that they were pregnant and did not know how to show their support. Other studies
show that women who had an abortion where family support was inadequate, had the
perception that there was an imposition to get pregnant to supplant the lost child. In
contrast, in some cultures, family support for the woman following perinatal loss has
been satisfactory (Kharb & Sheoran, 2018).

With the loss of a pregnancy, women report feelings of isolation and exclusion. They
also refer to having been put under pressure by their families and friends to get back to
their normal lives and “move on” without social validation of their loss. As a result, they
decide not to talk about their experience of grief, which also allows them to avoid
making those close to them uncomfortable. Despite the trauma of the experience, the
women continue struggling to get on with their lives and survive the loss, although this
means pretending to be calm and resigned when this is not yet the case (Garrod &
Pascal, 2019).

In the study by Kalu (2019), religious beliefs allow the women to overcome the loss,
remain emotionally strong, and hope for a better future and a successful pregnancy.
They also state that the prayers of family members help them to accept and adapt to the
loss. Spirituality and religious beliefs were the most common source of psychological
support reported by women in the study.

Results from the study by Wright (2020) indicate that faith plays a key role in the
process of perinatal mourning. Women turn to their faith and religious beliefs in search
of comfort following their loss, also attributing their healing to the Love of God. The
belief that God is actively involved with them in their suffering is translated into
movement towards greater spirituality.

On the other hand, there is implicit criticism of the health care system. The loss of a
child in the early stages of pregnancy leaves its mark on the women, which could be less
deep or better tolerated with the appropriate professional accompaniment. The accounts
of most participants show disagreement with the care received in emergency, ultra-
sound and during admission. In line with other authors, it is considered necessary to
implement education programs in health institutions focused on sensitive, empathic
care in situations of miscarriage (Cullen et al., 2017). Along the same lines but in a very
different context, the women reflect on the right to receive comprehensive care, not
solely addressing the cause of the loss (Kharb & Sheoran, 2018). Inappropriate
treatment on the part of distinct health professionals and in different services is
perceived as abuse. These would include cases such as the medical consultation with
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the intention of incriminating the women having a miscarriage to the attempt to
persuade a woman who had recently received bad news to terminate the pregnancy.
Further, parents have heard insensitive comments from personnel regarding the period
of expulsion of the fetus (Cullen et al., 2017).

In agreement with other studies, this study reveals situations of depression linked to
the loss and the lack of professional support and guidance in this regard. In the study by
Bellhouse et al. (2018), the women made a series of recommendations to improve care
following SA. Some of the demands echo those of participants in this study, including
the call for follow-up care after miscarriage and referrals to support services. Similarly,
effective screening instruments and treatment options for the consequences of mis-
carriage on mental health have recently been recommended (Quenby et al., 2021).

Although this study did not find psychological or emotional support for women as
follow-up, some participants felt the empathy of other health professionals through
closeness, understanding, and affection. Care oriented to the support of the women has
a positive effect in helping them to complete a normal grieving process after a mis-
carriage (Palas Karaca & Oskay, 2021). The treatment options for miscarriage require
decisions that are sensitive to the woman’s preferences and imply greater satisfaction
with the care services provided. A good practice in this respect was the chance to
choose the treatment for early pregnancy loss. This reassured the women, who were
able to choose between conservative, medical or surgical management. Such a decision
could lead to complex emotions including deep grief, denial, guilt, disappointment,
pain, or comfort (Pinnaduwage et al., 2018).

One of'the issues that emerges strongly and demands greater attention is the decision
regarding the child’s remains; to give them a place. According to the law in effect in
Uruguay, those miscarriages after 20 weeks or where the fetus weighs more than 500 g
are registered with names and buried. Remains not meeting these criteria are treated as
biological waste after being studied anatomopathologically. Our study found that some
health professionals decided on the fate of the remains without consulting the woman.
In England, pregnancy losses before 24 weeks are considered miscarriages and the
remains are legally deemed to be the woman’s tissue (Human Tissue Act 2004). A
miscarriage is not recorded, although many hospitals provide the woman with an
unofficial certificate and crematoria frequently maintain non-mandatory records
(Kuberska et al., 2020).

It was observed that most participants recognize this need after emerging from the
shock of the recent loss, with the exception of one woman who was able to decide
beforehand. Time is probably a key factor in the decision made by women who ex-
perienced the loss. When a miscarriage occurs, both the women’s bodies and the fetuses
have a somewhat uncertain nature. The women have begun the development of an
identity as a parent although they cannot establish the identity with this child in the way
they expected. Similarly, they feel the loss as something inherent to their physical
dimensions. However, this part of themselves was on the way to becoming a person in
his/her own right. As such, the fetus occupies a liminal space as it is already a baby in
some sense and is also human tissue (Kuberska et al., 2020).
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The possibility of seeing the remains of the loss for some women means coming into
contact with the death of the child. Some women cannot make this contact, which in all
likelihood makes the grieving process more difficult, although other women are
comforted by being able to preserve the child’s remains in a vessel.

The way of keeping the child in the memory implies the possibility of honoring her
and to do this the women need to preserve something of the child. Here the importance
arises of professionals’ orientation toward the woman who feels too vulnerable and
labile to make decisions or choices. The memory often requires a place to honor the
child but if there is no place, no physical space, this spiritual need is not satisfied. At
present in Uruguay, burials of remains with the characteristics mentioned above are not
carried out. The ceremony is important to the grieving process. In contrast, in England,
sensitive burial or cremation of remains from before 24 weeks are permitted (Human
Tissue Authority, 2015). In other studies, it can be observed that the women accept the
unofficial certificate of pregnancy loss offered to them in the hospital. However, other
women preferred to have the chance to formally register the death in recognition of their
child (Fuller et al., 2018).

In the study, the ritual to honor the dead child is linked to a religion, which offers
symbols to help connect the memories and the identity of the child. The evidence shows
that in the choice of objects that represent the loved one, the emotions of bereavement
are channeled through the form of the ritual (Wojtkowiak et al., 2021).

Final Considerations

An important strength of this research is the opportunity to be able to fully understand
the experiences of miscarriage from both the point of view of the women who had the
loss and the various health professionals. The focus on the woman reveals an expe-
rience of great suffering with unmet and inadequately resolved needs. These needs
include the right to grieve, to make a decision on the remains of the child who did not
live and the right to comprehensive care that preserves their health in all respects.
Furthermore, it is possible to warn of the perception of abuse in health care during early
loss linked to stereotyped gender roles.

Focused ethnography was a suitable approach to achieve the aims. A study limi-
tation is related to the snowball recruitment method, an aspect that could skew the
sample and include women from similar backgrounds. In future research, it would be
important to use other means of recruitment and data collection. This would allow the
inclusion of other participants so that cultural differences in needs can be explored.
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