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Midwives’ experience of delivering 
women with a life-threatening 
foetal diagnosis

Abstract
Background: Taking care of a woman in the delivery room who is giving birth to a baby affected by 
a life-limiting foetal condition is a difficult experience for a midwife.
Participants and methods: In a qualitative study, semi-structured interviews were conducted with 10 
midwives who are actively working in delivery rooms at four hospitals in various regions of Poland. The 
interviews were recorded, and then transcribed and analysed using the content analysis method with 
the MAXQDA tool.
Results: From the experiences of midwives who deliver babies for women after an unfavourable prenatal 
diagnosis for the baby, two main themes and four sub-themes were identified. Within the first theme, 
“Impact in the scope of personal experience”, identified sub-themes included “Difficult but positive 
experiences” and “Confronting one’s own emotions”. Within the second theme, “Impact in the scope 
of interaction with others”, identified sub-themes included “Empathising with the woman” and “Com-
munity with other midwives”.
Conclusions: Taking care of a woman giving birth to a baby affected by a life-limiting fetal condition 
is for midwives an experience that is difficult, but ultimately positive and enriching for their personal 
and professional identity. Midwives need to be prepared through education to effectively deal with the 
problems which appear in their everyday practice. Psychological support for midwives is insufficient; 
an opportunity to participate in training courses would enable them to develop their skills related to 
handling difficult situations, coping with stress, and above all the ability to talk to mothers and fathers 
of the babies in those situations that are so difficult for the parents.
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Introduction

Midwives usually attend births that involve emo-
tions of the women described as positive: happi-
ness and joy, but they can also witness difficult and 
distressing events when taking care of a woman in 
labour [1]. In Poland, according to the organisational 
standard for perinatal care issued via regulation of 
the Minister of Health, midwives take care of women 
during normal pregnancies, but also in extraordinary 
situations, which include: diagnosis of a defect in the 
baby during pregnancy, giving birth to a stillborn baby, 
giving birth to a baby incapable of surviving, giving 
birth to a sick baby or giving birth to a baby with 
congenital defects [2]. Taking care of a woman who 
is giving birth to a baby affected by a life-limiting 
foetal condition (LLFC) is a very difficult experience 
for a midwife. In the last decade, researchers have 
devoted much attention to the experiences of women 
giving birth to a baby affected by a life-limiting foetal 
condition [3–10]. On the other hand, the perspective 
of midwives who deliver babies affected by a lethal 
foetal diagnosis has been addressed only in a small 
number of publications [11–14]. Researchers point 
out that empathetic medical care received by parents 
experiencing the loss of a baby has a long-term impact 
on their mental health and determines the course of 
the grieving process [15, 16].

The philosophy of work carried out by midwives, 
associated with care based on a close relationship with 
the parturient, focused on “being with the woman”, 
can lead midwives to experience stress in situations 
of difficulties and problems during delivery. Research 
indicates that the commitment of midwives to support 
the parents throughout the entire delivery, in welcom-
ing and saying goodbye to a baby with fatal defects, 
a baby who dies after birth, may lead to them feeling 
sadness, frustration and strong emotions related to 
empathising with the pain and loss experienced by 
the parents [12, 13]. Emotions related to taking care 
of a woman who gave birth to a stillborn baby in 
many situations linger in the minds of midwives for 
many years [14]. Research also suggests that such 
events can reduce the efficiency of work carried out 
by midwives who are trying to manage such stressful 
situations. Said research indicates that such situations 
lead to a higher risk of post-traumatic stress disorder, 
depression, and occupational burnout, and can even 
trigger the decision to leave the profession [17–20].

The goal of the work whose results are presented 
in this article was to examine the experiences of mid-
wives who delivered babies affected by a life-limiting 
foetal condition (LLFC). The research was meant to 
answer the question “How does witnessing a diffi-

cult birth affect midwives and what kind of support 
should they receive?”. The results of this research will 
contribute to the creation of educational programmes 
adapted to the needs in the scope of supporting 
midwives in coping with difficult emotions, which 
will directly affect the comfort of work of midwives 
taking care of women who are giving birth to a baby 
affected by a life-limiting foetal condition.

Participants and methods

Participants
Recruitment of midwives began by sending infor-

mation about the study via e-mail to several secondary 
and tertiary referral hospitals in Poland. The response 
was received from 12 midwives from four hospitals 
(Warsaw; Łódź; Katowice; Wrocław), who, in their 
professional practice, have had experience in deli
vering babies affected by a lethal foetal diagnosis. All 
participants received detailed information about the 
goals and course of the study. An informed consent 
form was obtained from each participant before the 
commencement of the interview. Two midwives quit 
the study, stating that the subject matter was too 
difficult and stressful for them and that they did not 
wish to discuss it. The sociodemographic data of the 
participants are presented in Table 1. The youngest 
midwife was 30, and the oldest was 62. The lowest 
number of years worked as a midwife was 7, the high-
est was 38. All midwives completed tertiary education; 
two midwives had no specialisation.

Methods
A qualitative study makes use of the semi-struc-

tured interview method. Content analysis was per-
formed by coding and building themes during iterative 
team meetings using the MAXQDA tool.

Conducting the interviews and data analysis
The interviews were conducted between July 

2022 and January 2023. They were recorded either 
online using the Zoom platform at the home of the 
participants at a time most convenient for them or 
using a voice recorder during face-to-face meetings 
at a place indicated by the midwives. Recordings 
were done by the last-named author (a midwife with 
a PhD and 37 years of professional experience) using 
an interview guide with open-ended questions pre-
pared in advance. Interviews focused on the subjective 
experiences of the midwives who delivered babies 
affected by a life-limiting foetal condition (LLFC). Each 
conducted interview took between 45 and 90 minutes.

The interviews were anonymised and then com-
piled using content analysis, without relying on exist-
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ing frameworks and theories [21]. Three independent 
co-authors of the work performed coding using the 
MAXQDA software (a midwife, PhD; a midwife-psy-
chologist, PhD; a licensed midwife). Several meetings 
were held to increase the credibility of the study; once 
consensus was reached, the coding tree was accepted 
by all co-authors. The work was written by the Stan-
dards for Reporting Qualitative Research (SRQR) [22]. 
The study was approved by the Bioethics Committee 
of the CMKP no. 7/2021. The study was conducted in 
accordance with the Declaration of Helsinki.

Results

Analysis of the content of the conducted interviews 
concerning experiences of midwives related to deli

vering babies affected by a life-limiting foetal condi-
tion lead to the identification of two main themes: 
(1) “Impact on the scope of personal experience” and 
(2) “Impact on the scope of interaction with others”, 
as well as four sub-themes: “Difficult but positive 
experiences”, “Confronting one’s own emotions”, 
“Empathising with the parturient” and “Community 
with other midwives” (Figure 1).

Impact on the scope of personal experience
Difficult but positive experiences

When asked about their personal experiences 
related to attending births after an unfavourable 
prenatal diagnosis concerning the life of the baby, 
the midwives emphasised the positive aspect of 
such events. Even though it was very difficult, nine 

Table 1. Sociodemographic data of participants of the study

Interview Age Personal 
experience 

in 
motherhood

Marital 
status

Education Specialisation Years 
worked as 
a midwife

Number 
of delivered 

babies 
with LFD

Hospital 
— city

1 50 Yes Married Bachelor’s 
degree 
in obstetrics

*(OB/GYN)
**(Family)

16 10–15 Warsaw

2 62 Yes Married Master’s 
degree 
in obstetrics

*(OB/GYN) 38 20 Łódź

3 36 No Married Master’s 
degree 
in obstetrics

*(OB/GYN)
**(Family)

26 10 Warsaw

4 40 Yes Married Master’s 
degree 
in obstetrics

*(OB/GYN)
**(Family)

19 10 Warsaw

5 53 No Married Master’s 
degree 
in obstetrics 
Master’s 
degree in 
family studies

*(OB/GYN) 27 10–15 Warsaw

6 54 No Married Bachelor’s 
degree 
in obstetrics

*(OB/GYN) 33 30 Katowice

7 44 Yes Married Master’s 
degree 
in obstetrics

**(Family) 23 10 Warsaw

8 36 Yes Married Master’s 
degree 
in obstetrics

*(OB/GYN) 14 10 Warsaw

9 50 Yes Married Bachelor’s 
degree 
in obstetrics

None 34 20 Wrocław

10 30 No Married Master’s 
degree 
in obstetrics

None 7 5 Warsaw

* — specialisation in the field of obstetrics and gynaecology nursing (OB/GYN); 
** — specialisation in the field of family nursing (family)
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midwives stressed that taking care of a family which 
awaited the birth of a baby affected by a life-limiting 
foetal condition was a positive experience, with no 
negative connotations:

	— “Putting aside the feelings of the woman, putting 
aside the story of her life, putting aside what it me-
ans to her, for me, it is a positive experience” (W4).

	— “Some deliveries are certainly traumatic, dramatic. 
But going a step further, as I now look at these 
deliveries, it is something positive for me. I can’t 
say that this is a negative experience. Because then 
I would delete all these positive situations. That 
is certainly not the case. For me, it is a positive 
experience, albeit a very, very difficult one” (W8).
Accompanying families in going through difficult 

emotions related to the birth of a baby affected by 
a life-limiting foetal condition can also change the 
way midwives perceive the world. The participants 
stressed that taking part in such experience gives them 
mental strength, changes their perspective, and makes 
it easier to deal with personal difficulties:

	— “This is because attending such births somehow 
gives you a kind of strength to appreciate the 
human life, to appreciate being healthy, to ap-
preciate the good situations that we experience in 
life, while the more difficult ones become a kind 
of a challenge, there is no longer such great fear 
of going through them” (W6).
Emotions related to taking care of this group of 

women led to reflection which affected both the 
personal and professional development of the mid-
wives. Four respondents expressed an opinion that 
delivering a baby affected by a life-limiting foetal 
condition was an experience that enriched them in 
the scope of professional work:

	— “[…] I’m happy that I was able to witness these 
moments and experience them as a midwife. But, 

on the other hand, these are not easy experien-
ces… I have always said that if you work in this 
profession, it is probably a good thing if you go 
through all its chapters. It is enriching. And ulti-
mately I don’t regret that I had the opportunity 
to be with these women during these deliveries” 
(W10).
Delivering a baby that will most likely not sur-

vive is a very difficult experience for the entire deli
very ward. Midwives who are in close contact with 
a woman awaiting the birth of a sick baby may ex-
perience various emotions, including concerns about 
the quality of their medical care. Upon retrospective 
analysis of their experiences, most midwives con-
cluded that thanks to parents who appreciated their 
empathetic care, the experience reinforced their sense 
that they had done something good, despite the pain 
and suffering felt by the parents:

	— “[…] fortunately, this experience probably makes 
you stronger. But that’s only because these pe-
ople gave me good feedback. And this gave me 
this sense that I had done something good (…); 
because I was fortunate to receive good feedback, 
I feel that I had done good work, that I perform 
my work well” (W7).

	— “[…] this experience definitely makes you stronger, 
although it does weigh on you, maybe just a little. 
Because, obviously, this is a difficult experience. But 
it definitely makes you stronger. These are won-
derful people who are affected by this experience 
during these deliveries. And it is this exceptional 
nature in these decisions, not only when it comes 
to the delivery itself, that strengthens my convic-
tion in the value of life so much… in the value of 
people, in the hierarchy of these values, in the 
fact that if there are people like these mothers, 
the world still has hope” (W8).
For one midwife, the experience of working with 

women who suffered a loss was emotionally taxing. 
The fact that she had no way to hand this group of 
women over to other midwives led her to take a tem-
porary break from work:

	— “[…] this is very taxing mentally and there was 
a time in my work when I had to take a break for 
a year and a half because I was no longer able to 
work, this was really difficult for me… This sho-
uldn’t be organised so that you are the only one 
who handles ‘difficult’ deliveries, […] because this 
will just lead to burnout… I had to take a break, 
I couldn’t take it any more” (W9).
One midwife emphasised the traumatic nature 

of the experience of taking care of a woman who 
was giving birth to a baby affected by a life-limiting 
foetal condition:

Figure 1. Diagram of the impact of experiences related 
to taking care of a woman who is giving birth to a child 
affected by a life-limiting foetal condition on midwives

EXPERIENCE OF MIDWIVES

(1) Impact in the scope
of personal experience

(2) Impact in the scope
of interaction with others

a. Difficult but positive
    experiences
b. Confronting one's
    own emotions

a. Empathising
    with the woman
b. Community
    with other midwives



Palliative Medicine in Practice 2023, vol. 17, no. 3

www.journals.viamedica.pl/palliative_medicine_in_practice148

	— “But for me, this is always a traumatic experience. 
I don’t think it’s just me either. After all, if we don’t 
have to attend such a birth, we prefer to deliver 
a healthy baby, right? This is because it ultimately 
taxes us emotionally, it lingers in the mind for 
a while. So I feel that, for me, this is definitely 
a negative experience” (W3).

Confronting one’s own emotions
Accepting the reality related to saying goodbye to 

a baby in the delivery room in a way forces midwives 
to confront their own emotions.

	— “[…] until the baby was born, it was still possible 
to hold back these emotions, but once the baby 
was born, it was impossible to not cry. This was 
simply stronger. So I always had to have tissues 
prepared somewhere in my pocket” (W10).
Almost all midwives had difficulties reconciling 

the ambivalent feelings that they experienced when 
attending such births. Simultaneously reconciling 
the difficult emotions which stem from empathetic 
care, while at the same time dissociating themselves 
from these emotions, was emotionally a very difficult 
experience for them:

	— “[…] we, as midwives, are in such a very difficult si-
tuation mentally. Because on one hand, to perform 
our work well, that is, to carry out these medical 
procedures, to not forget about anything (prepare 
for the procedure, prepare the tools, documenta-
tion), […] we really have to distance ourselves from 
emotions. But on the other hand, to provide proper 
support for this woman, and to show empathy, 
we have to confront those feelings of ours. It is a 
kind of balancing act on the rim of these feelings. 
And it is very difficult, difficult emotionally” (W9).
The repeated experiences of midwives in ac-

companying parents in “welcoming” and “saying 
goodbye to” their babies led to the subject of death 
appearing in all interviews. Two midwives stated that 
death is an inevitable consequence of life, that for 
them it was not a subject that was distant or fright-
ening, but was rather an issue that was “tamed”, 
so to speak.

	— “[…] I then have this feeling that I am participa-
ting in the fullness of life, meaning also in death, 
which is a part of that life. On the other hand, 
well, attending the kind of birth that ends in joy 
is, ultimately, only a part. While complete fullness 
comprises both” (W4).

Impact on the scope of interaction with others
Empathising with the woman

The nature of the work carried out by midwives 
involves empathetic care focused on the needs of 

the woman. Accompanying women in an event as 
difficult as giving birth to a baby with fatal defects 
entails empathising with, and often also sharing in, 
the emotions of the parents:

	— “[…] the emotions of these parents are also trans-
ferred onto us in such situations. On one hand, 
being frustrated with everything, asking why such 
situations even happen…, makes one want to cry… 
And on the other hand, these parents need sup-
port, they have to be given this sense that we are 
professionals and that they can look to us for help, 
that we suggest the path they should take, what 
they can do, how to act to make this difficult situ-
ation at least a little bit easier on themselves” (W6).
When answering the question about emotions 

which accompany such deliveries, the midwives most 
frequently mentioned: compassion, empathising with 
the woman, fear, anxiety, and sense of responsibility. 
The midwives felt solidarity with the women and did 
all they could to spare them from the greater suffering 
which they could potentially cause:

	— “For me, the knowledge that it is through my ac-
tions (delivering a baby) that they will experience 
a great tragedy in their lives is very difficult. And 
it is very important to me to do everything I can 
so that they don’t have to so that they wouldn’t 
think that I have done something, that I have 
»added« even more worries to this suffering… 
I’m very afraid that I will do something that will 
later linger in their memory, that I will simply add 
to their sadness. For me, this is a great burden, 
a really great burden” (W7).
Despite an objectively short duration of a delivery, 

the empathetic care for the woman who is expecting 
the death of her baby may create a strong bond be-
tween the woman and the midwife:

	— “[…] such deliveries sit kind of deeper in us, midwi-
ves… I, at least, have a sense of »being a mother«  
to these women during delivery. I want them to 
feel that they are being cared for. And then, this 
gets transferred onto me in a way, as I think about 
this later” (W5).
One element of empathetic care in the delivery 

room is to identify and satisfy the needs of the par-
turient woman. All participating midwives wanted to 
support the woman to meet her needs. They knew 
that they could not fulfil her greatest need — to give 
birth to a healthy baby — and so they delivered the 
baby with even more empathy to meet those needs 
that could be met given the situation, to protect the 
woman from even greater suffering, to not »add« to 
this suffering:

	— “If we are unable to fulfil this greatest desire, we 
have to meet all the other small needs. Or do so-
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mething to help her get through it in the best way 
possible. And then you have to define what this 
»best way« means for this particular woman” (W4).

	— “Every time there are these thoughts to do this 
well, to not add to their suffering…” (W7).
The empathy-focused model of the work carried 

out by a midwife caused the experience of delivery 
to take on the nature of mutual interaction. The mid- 
wives expressed admiration and respect for the mothers 
and fathers who decided to give birth to a baby affected 
by a life-limiting foetal condition. They were impressed 
by the incredible love that the mother showed her child, 
celebrating her short-lived motherhood:

	— “[…] these parents were completely, with tears in 
their eyes, aware that this is the only time of their 
parenthood when they will have contact with their 
living baby. And they decided to use this time to 
say goodbye to this baby” (W4).

	— “[…] I admired them for awaiting the day of birth 
with this awareness. This has always amazed me… 
As has the calmness and the courage to welcome 
this baby. After all, the mother and father did not 
fully know what this baby would look like, and 
the defects were varied. So I take my hat off to 
them” (W10).

Community with other midwives
Mutual understanding and sharing similar, difficult 

experiences led to the formation of deep relation-
ships, a kind of community with other midwives. The 
respondents pointed out the importance of these re-
lationships:

“I think that I definitely need to be able to talk to 
someone about this (delivery). It’s liberating… I must 
admit that it’s important for that someone to be 
a woman, even better if it’s another midwife, someone 
who »wears the same shoes«. And I think that we are 
giving each other this kind of informal support. And 
this happens completely spontaneously, it’s great that 
we can just tell it to someone” (W4).

All midwives stressed the therapeutic aspect of 
the relationship with another midwife. Talking to an-
other midwife, being able to “talk it out”, to discuss 
a difficult event, and their emotions were the most 
frequently mentioned form of coping with difficult 
emotions. Midwives spontaneously formed support 
groups within their community. Solidarity with other 
midwives and mutual support manifested themselves 
in ordinary kindness, and readiness to listen or to hug.

	— “I think that it’s simple, listen, huddling in the on-
-call room. That she understands me, that today you 
are the one to handle this difficult delivery” (W9).
The main source of knowledge and support for the 

midwives when they had to deliver a sick or stillborn 

baby for the first time came from their colleagues 
sharing their knowledge and experience with them. 
The midwives also declared that they themselves try 
to support their less experienced colleagues and share 
their knowledge and experience with them.

Discussion

The present study indicates that taking care of 
a woman who is giving birth to a baby affected by 
a life-limiting foetal condition is an extraordinary ex-
perience for midwives. Although participants stressed 
that it is a very difficult experience emotionally, they 
also emphasised that it has a positive impact on 
their personal and professional development. This is 
confirmed by research carried out by authors which 
describe the experience of transformation of worl-
dview, professional satisfaction and personal and 
professional development of medical carers who were 
taking care of their patients [23]. Current research 
indicates that taking care of parents during birth 
in the event of prenatal death is also a very difficult 
experience which implies considerable stress for all 
involved [14]. Midwives who accompany women in 
labour after a lethal foetal diagnosis for the baby 
may be exhausted by empathising, which is a kind of 
emotional stress associated with general fatigue and 
tension. Stress concerns the group of medical carers 
who, in their everyday work, have contact with emo-
tions related to trauma, disease and death [24, 25]. 
Symptoms may also include general exhaustion, loss 
of compassion and empathy as well as reduced vitality 
and life energy [26].

Caring for this vulnerable group of women is 
associated with a lot of stress and tension for mid-
wives. Only talking to one another and working 
together to share responsibilities gave midwives emo-
tional support. Lack of cooperation between mid-
wives, or delegating the care of women giving birth 
to babies affected by a life-limiting foetal condition to 
a single midwife, lead to the feeling of overburden. As 
stressed by one of the participants in our study, being 
informally designated as an only  midwife to care for 
this group of women, resulted in a high level of stress 
and a need for a temporary break from work. All par-
ticipants of this study integrated with other midwives 
who have had similar experiences related to taking 
care of women. The sense of community with other 
midwives who have had similar experiences made it 
possible to feel “good” in a professional community 
which understood the difficult emotions related to 
taking care of a family welcoming and saying good-
bye to a baby in the delivery room. Research indicates 
that a relationship of similarity (relationship modality) 
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develops best in spontaneously liminal situations, 
especially between persons of equal status [27, 28]. 
“Communitas” with other midwives was for all par-
ticipants of this study the primary form of emotional 
support. Research confirms that the development of 
the so-called “social capital”, understood as a benefit 
stemming from being part of a social group, affects 
the health and well-being of an individual [29].

In modern midwifery, care focused on the needs of 
parturient women is becoming particularly important. 
The model of work carried out by a midwife based on 
the concept of reciprocity, with “giving and taking” 
present on both sides (midwife–parturient woman), 
can be emotionally satisfying also for the midwife 
[30]. Midwives participating in this study stressed the 
relational nature of care. Empathising with the pain 
and suffering experienced by a woman due to the 
loss of her baby was at the same time a testament 
to humanism and respect for every human being, 
including a newborn child. The midwives felt enriched 
by the experience of the mothers celebrating their 
short-lived motherhood.

All midwives experienced emotions related to 
saying goodbye to the baby in the delivery room. The 
subject of death often remains taboo, although in 
recent years there has been more and more informa-
tion on how to understand a good death and what 
are its elements [31, 32]. A definition of a “good 
death” was proposed by the Institute of Medicine, 
Committee on Care at the End of Life, which stated 
that it is the kind of death that is free of fear and 
suffering for patients and their families as well as 
for persons taking care of them [33]. According to 
research, the process of joint anticipation and mutual 
accompaniment between medical staff and parents 
in the event of childbirth helps parents accept a good 
death for their baby [34].

Limitations of the study
One of the limitations of the conducted study is 

the manner of selection of the studied group. The 
study involved only those midwives who were willing 
to share their experiences. It is difficult to determine 
the experiences of midwives who refused to take 
part in the study. In addition, the midwives worked 
in different hospitals, at various referral levels, which 
means that varying standards of care for this group 
of parturients may have directly affected the comfort 
of work for the midwives.

Conclusions

Midwives value the close relationship with the par-
turient, although it is a difficult experience for them. 

For this reason, midwives need to be prepared through 
education to effectively deal with the problems which 
appear in their everyday practice. Psychological sup-
port for midwives who take care of a woman with 
a lethal foetal diagnosis for her baby is insufficient. 
Midwives should be given solid knowledge on this 
issue. An opportunity to participate in training courses 
would enable them to develop their skills related to 
handling difficult situations, coping with stress, and 
above all the ability to talk to women and their part-
ners in such difficult situations.
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