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Recently, guidelines for good psychosocial practice for parents who have lost a child at an 
obstetric or neonatal ward have been criticised. Members of a national association for parents 
who had lost an infant (N = 566) reported their acute bereavement behavior and rituals and 
filled in standardized questionnaires for degree of traumatization, symptomatology, and grief. 
The age of the child was not associated with any measure of distress. Seeing the dead child 
and having an open coffin were associated with reduced distress, while specific mementoes 
and the number of mementoes were associated with augmented distress. The gender of the lost 
and the gender of an eventual new child were also associated with specific changes in distress 
depending on the age of the deceased child.
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Infant death is a relatively rare occurrence at present time, with official Danish 
statistics reporting 0.5% prevalence of infant death within the first year of life 
(Løkke, 1998). Various terms have been used in the literature referring to dif-
ferent types of infant death. The most frequently seen are ‘SIDS’, a sudden and 
unexpected death of an infant or toddler (2 weeks to 2 years old) whose cause 
cannot be determined by a post mortem research (2); ‘Perinatal mortality’, the 
death of an infant between gestation weeks 28 and 42, during the birth, or within 
the first week of life (3); ‘Neonatal mortality’, death occurring within the first 4 
weeks of life, or when the infant does not show any signs of life in the womb 
and is born after gestation week 20 or with birth weight lower than 400 grams 
(4); and ‘stillbirths’ (SB’s), instances where the infant has died when it is born, 
whether the birth occurs before, after, or at full term, and is thus a mixture of 
both perinatal and neonatal mortality. The time reference frame for when a birth 
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should be considered a stillbirth varies, with some researchers (5) considering 
infants with a minimum gestational age of 18 weeks to be stillbirths, whereas 
others (6) use 28 weeks of gestation as a criterion for stillbirths.

A number of factors have been suggested to be associated with parental dis-
tress following the loss of an infant. These include demographical factors such 
as gender (Cornwell, Nurcombe, & Stevens, 1977; Tudehope, Iredell, Rodger, 
& Gunn, 1986; Theut, Pedersen, Zaslow, Cain, Rabinovich, & Morihisa, 1989; 
Toedter, Lasker, & Alhadeff, 1988), age (Nicol, Tompkins, Campbell, & Syme, 
1986; Lang & Gottlieb, 1993; Dyregrov & Matthiesen, 1987a), socio-economic 
status (Nicol et al., 1986), the presence of other children (Dyregrov & Matthiesen, 
1987a; Ostfeld, Ryan, Hiatt, & Hegyi, 1993) and marital status (Ostfeld et al., 
1993; Williams & Nikolaisen, 1982); the type of loss (prenatal, natal, postnatal) 
(Theut, Pedersen, Zaslow, Cain, Rabinovich, & Morihisa, 1989; Toedter, Lasker, 
& Alhadeff, 1988; Peppers & Knapp, 1980; Dyregrov & Matthiesen, 1987b), time 
since the loss (Lang & Gottlieb, 1993; LaRoche et al., 1982; Forrest, Standish, 
& Baum, 1982), physical contact with the dead infant (LaRoche et al., 1982; 
Murray & Callan, 1988), having another child relatively soon following the loss 
(Ostfeld et al., 1993, Dyregrov & Matthiesen, 1987b; Forrest et al., 1982; Cain 
& Cain, 1964; Lewis, 1979; Estok & Lehman, 1983), and other circumstances 
associated with the loss, e.g. where the death occurred and who was first to 
realize that the infant had died (Ostfeld et al., 1993; Dyregrov & Matthiesen, 
1987b). However, research results have been inconclusive as to which factors 
are of relevance for adversive parental reactions. 

Furman (1978) has suggested that normal grieving consists of two different 
processes, those of detachment from the loved one and identification with the 
dead person in the period after the loss. She posits that this identification with 
the lost person decreases or lessens the experience of detachment, but since a 
foetus or a newborn infant has not lived long enough as an individual person, 
the parents do not have much to identify with after the loss, leading them to 
struggle with feelings of detachment without being able to identify with the child. 
This would suggest that the longer time the parents get to spend with their infant 
before the loss would facilitate the identification with the infant and decrease 
feelings of detachment. Tudehope and colleagues (Tudehope et al., 1986) sug-
gested that contact with the child increases the availability of memories of the 
child as well as attachment to the child, which both are factors posited to aid 
the emotional adaptation following the loss. Arranging a funeral and having an 
autopsy performed has also been suggested to help parents cope with the death 
of an infant (Kirkley-Best & Kellner, 1982).

Peppers & Knap (1980) found no difference in parental symptom levels follow-
ing loss through miscarriage, stillbirth or neonatal death. Theut and colleagues 
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(1989) however, found a positive association between the length of the preg-
nancy (the age of the foetus/infant) and symptom levels, in that loss of an infant 
after the 20th week of gestation was associated with more intense grief reactions 
than loss before that time and Dyregrov & Mathiesen (1987b) found a positive 
association between the age of the child at the time of the death and the parents’ 
symptom levels 1-4 years post-loss, indicating that physical contact and more 
time spent with the infant increased the risk for parental distress.

Despite the mixed evidence, the clinical practices associated with the death of 
an infant have changed drastically in the last 20 years. A generation ago, a com-
mon practice in case of a stillbirth was the total removal of every reminder of the 
child, before the grieving parents returned home from the hospital. Søe (1984) 
describes her frantic search for “just one little sock” as a token of all the hope 
and joy that the loss had swept away, after her mother carefully had removed 
every possible reminder of the expected baby while she was at the hospital. 
Also within clinical settings, the stillbirth was regarded as a non-event and the 
parents were prevented from mourning their child, by hindering any meeting 
with the dead baby (Rådestad, Nordin, Steineck, & Sjögren, 1996). Today, this 
massive denial of the loss has been replaced by new practices for psychosocial 
care to the parents who have lost a child. These practices are characterized by 
(a) allowing and supporting expressions of grief and despair, (b) respecting the 
parents’ wishes for both privacy and meeting, and (c) a gentle push for adapta-
tion to the demands of the new reality. 

Part of the seldom formally described guidelines in hospital settings are taking 
a photograph, cleaning and dressing the child, taking foot- or handprints, cutting 
of a hair lock, inviting the parents to have the baby with them over night or at 
home, giving room at the ward for family and friends to participate in the mourn-
ing, and supporting the ceremonies (including e. g. funerals for miscarriages) that 
the families want to perform. The rationale behind these practices is that active 
physical contact and the creation of visible mementoes will facilitate recovery 
from loss. These practices have become very common in the Scandinavian coun-
tries. In a nationwide study of Swedish mothers who had given birth to stillborn 
infants, Rådestad, Steineck, Nordin, & Sjögren (1996) found that women who 
had a satisfactory photograph, hand and foot prints, a lock of hair, or an ultra-
sound image of their stillborn baby, and who had been able to spend as much 
time as they wanted with their child after the delivery reported fewer symptoms 
related to anxiety three years after the birth. 

Bourne and Lewis (2003) and Reynolds (2003-2004) have argued that there 
is now a danger that hospital personnel may apply these practices inflexibly, 
demanding every woman to obediently inspect and hold her stillborn child 
immediately, not considering the individual’s wishes in this respect. Moreover, 
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Hughes et al., (2002) suggested that instead of assisting the mothers in creating 
memories of the child aimed at aiding the recovery process, seeing and hold-
ing the dead infant may in some instances, further traumatize the mothers, who 
already are distressed and physically exhausted. This conclusion is based on their 
comparison study of 65 pregnant women who had previously had a spontane-
ous pregnancy loss after 18 gestational weeks, and a matched control group of 
women in their first pregnancy. Their results showed that those stillbirth moth-
ers who had seen their child had higher levels of anxiety and PTSD in the third 
semester of pregnancy, and higher PTSD levels one year after subsequent birth, 
than those who had not seen their stillborn infant. In addition, they found that 
mothers who had held their stillborn infant had significantly higher PTSD scores 
at both times than those who hadn’t. Reynolds (2003-2004) suggested that the 
results of Hughes et al. (2002) may indicate that the professionals’ overzealous 
desire to help, and their belief that they know best, may potentially have led 
them to lose sight of the possibility that encouraging parents to hold their baby 
may potentially deprive the parents of “the needed mercy of denial “ (p. 87). He 
points out that there is a lack of research on whether this practice has helpful 
or detrimental effects on the psychological well-being of the parents, and that 
too little is known about the psychosocial affects of mothers who touch or hold 
their dead infant, without being able to initiate contact or responding to maternal 
stimulation. He thus stresses that professionals should give the parents the choice 
of whether or not they want to see or hold the baby, instead of encouraging 
physical contact. 

Hughes et al.’s study had a number of limitations that reduce its generalis-
ability. First, the sample was very small; 17 stillbirth mothers who had not seen 
their infant; 14 who had seen but not held their infant, and 34 who had seen 
and held their infant. The possibility that those mothers who did not see or hold 
their infants differed from those who did cannot be excluded. Consideration of 
the time of the loss is not present when comparing the women who saw and 
held their stillborns and those who didn’t. The sample included mothers who 
had lost their infants from gestational week 18 until birth, and one may specu-
late that those mothers with the earliest losses may have been more likely not 
to have seen or held the infants than those with longer gestation. Thus, the pos-
sibility, that the more intense grief reactions in the mothers who saw and held 
their stillborn infants may potentially be related to higher gestational age of the 
stillborn cannot be excluded on the basis of the reported evidence. Moreover, 
when comparing mothers who have not previously experienced a pregnancy, 
with mothers who have previously experienced an unsuccessful pregnancy, it 
is hardly surprising that there is a difference found in the distress levels of the 
two groups. In addition, the study only included mothers, not both parents, 
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postnatal loss was not included, and the mothers did not have other children. 
The number of practices included was limited to three: seeing and holding the 
baby and having a funeral.

The purpose of the present study is to establish whether rituals associated with 
generally recommended clinical practices are helpful or detrimental for the future 
psychological well-being of the parents. It is hypothesized that contact with the 
dead infant, physical mementoes of the child, and the performance of rituals 
associated with the loss will help the parents come to terms with the loss.

Material and Method
Participants: Through cooperation with the Danish National Association for 
Infant Death, questionnaires and informational letters were sent to parents of 
650 households, who had lost an infant and were in contact with the associa-
tion. The association is a voluntary organisation which arranges a number of 
services (workshops, groups, hotline, a journal with many personal accounts). 
Bereaved are often referred to this organisation when staying in hospital. Six-
hundred-and-two questionnaires were returned. Thirty-six came from parents 
whose loss had occurred prior to gestational week 18 and later than 2 years 
post-birth, and were thus excluded. The final sample consisted of 566 parents 
who met the criteria for inclusion in the study, i.e. the loss had occurred from 
gestational week 18 until or at birth (Perinatal loss (PENL)) group; n = 297, 
52.5%), or alternatively within the first two years of life (Postnatal loss (PONL) 
group; n = 269, 47.5%). The loss had occurred on average 3.3years (SD 2.5) 
prior to the study.

Among the PENL group, the loss had, on average, occurred at 34.5 weeks of 
gestation (SD 6.3) whereas the PONL parents had, on average, had their children 
with them for 37.9 days (SD 75.5). The gender distribution within the groups was 
similar; females = 60% and 55% of the PENL and PONL groups, respectively. 
The respondents from the PENL group were significantly younger (M = 33.3 
years, SD 5.7 compared to M = 34.6 years, SD 6.1 in the PONL group: F1,563 
= 6.0, p < .05). The groups’ educational levels did not differ significantly (M = 
14.6 years, SD 3.1 in PENL parents compared to M = 15.1 years, SD 3.1 in the 
PONL parents; F1,561 = 3.69, p < .06). 

Measurements: The questionnaire included a section with demographic items, 
circumstances at the time of the loss, and during the time following the loss until 
the funeral, including contact with the child and collecting mementoes. The 
Harvard Trauma Questionnaire (Mollica et al., 1995) was included to measure 
degree of traumatization. The Trauma Symptom Checklist (Briere & Runtz, 1989) 
was applied to measure negative affectivity and psychosomatic symptoms, and 
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the Perinatal Grief Scale (Toedter, Lasker, & Alhadeff, 1988) was used to measure 
grief reactions. 

Data analysis: Pearson correlation analysis was used to investigate the asso-
ciations between demographic variables, variables associated with the loss and 
the collection of mementoes on the one hand, and parental distress on the 
other. The groups were compared by means of chi-square analysis and one-way 
ANOVA analysis. Hierarchical multiple regression analyses, using the enter 
method, were performed for each of the groups, to investigate which factors 
could predict parental distress.

Results
Pearson correlations were calculated between variables of background and the 
loss, rituals associated with the death of the infant, and the acquisition of memen-
toes on the one hand, and parental distress on the other, for each of the groups. 
The variables associated with psychological distress are shown in Table 1. 
 The female gender, parent’s younger age, more recent loss, and having fewer 
living children was correlated with higher scores on all measures of distress for 
both groups. In addition, the gender of the lost child appeared to be relevant for 
the experienced distress. Thus, the loss of a boy was correlated with greater grief 
and more trauma symptoms in both groups, and not having had another child 
of the same gender as the dead child, was correlated with greater grief in the 
PENL group. Less education and being single was correlated with higher scores 
on all measures of distress in the PONL group, whereas the prior was correlated 
with grief only, and the latter with negative affectivity and somatization in the 
PENL group. 

A number of the rituals and mementoes were not correlated with psychologi-
cal distress, including spending time with the dead child in the privacy of the 
home, holding a ceremony, seeing the child in the coffin, keeping a photograph, 
and having no memento of the child. Certain rituals appeared to be of greater 
relevance for those parents who had lost their infants postnatally than perina-
tally, including not having seen the dead infant and not having kept the coffin 
open during the funeral/ceremony. Not having seen the dead child was however, 
only correlated with TSC total score in the PENL group, whereas not having had 
the coffin open during the funeral/ceremony was correlated with higher PGS 
and HTQ scores. Yet, certain rituals, not associated with distress in the PONL 
group, were of relevance for psychological distress in the PENL group. Thus, in 
the PENL group, not having touched or held the dead infant was found to be 
correlated with higher TSC score, and having put something in the coffin with 
the dead infant was correlated with higher HTQ score.
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Table 1. Pearson Correlation coefficients between Parental Distress (PGS, TSC and HTQ total 
scores) and Background variables, the Performing of Rituals, and the Acquisition of Mementoes 
calculated separately for the Groups (only variables with significant correlations are shown).

Group Perinatal loss group Postnatal loss group
Variable PGS 

total
TSC 
total

HTQ 
total

PGS 
total

TSC 
total

HTQ 
total

Parent’s gender  .26***  .28***  .25***  .22***  .22***  .22**
Age -.22*** -.20** -.24*** -.33*** -.21** -.31***
Education -.12*  n.s.  n.s. -.25*** -.22*** -.21**
Marital status  n.s.  .12*  n.s. -.24*** -.25*** -.23***
Time since loss -.26*** -.24*** -.28*** -.29*** -.22*** -.30***
Lost child’s gender -.28***  n.s. -.20** -.14*  n.s. -.18**
Sudden and unexpected 
death  n.s.  n.s.  n.s. -.14*  n.s.  n.s.
Number of losses  n.s.  n.s.  n.s.  n.s.  n.s.  n.s.
No. of living children -.17** -.20** -.20** -.18** -.24*** -.29***
New child’s gender 
(≤ 2 yrs) -.16*  n.s.  n.s.  n.s.  n.s. -.21**
Saw the dead child  n.s. -.15*  n.s. -.15* -.19** -.14*
Touched the dead child  n.s. -.17**  n.s.  n.s.  n.s.  n.s.
Coffin open during 
funeral -.14*  n.s. -.11* -.15* -.16* -.19**
Put a symbolic item in 
the coffin with the child  n.s.  n.s. .14*  n.s.  n.s.  n.s.
Kept a lock of hair  n.s.  n.s.  n.s.  .23***  n.s.  .14*
Kept a footprint  .19**  n.s.  .12*  .15*  n.s.  .13*
Kept a handprint  .20**  n.s.  .13*  n.s.  n.s.  n.s.
Kept clothing  .16**  n.s.  .15*  n.s.  n.s.  n.s.
Kept other mementoes  n.s.  n.s.  n.s.  n.s.  .13*  n.s.
Total number of memen-
toes  .21***  n.s.  n.s.  .22**  .16* .17** 

*p < .05; ** p < .01; *** p < .0001; n.s. = non significant

Keeping physical mementoes of the child was correlated with greater distress. 
However, the type of mementoes appeared to be of relevance, depending on 
the type of loss. Thus, it was found that keeping a lock of hair was correlated 
with more grief and higher HTQ scores among the parents who had lost their 
infant postnatally, but had no correlation with distress in the parents who had 
lost their infant perinatally. Keeping a footprint was correlated with more grief 
and higher HTQ scores in both groups of parents. However, keeping a handprint 
or a piece of clothing was correlated with more grief and higher HTQ scores in 
the PENL group but not in the PONL group, whereas keeping other mementoes 
(not further defined) was correlated with higher TSC score in the PONL group. 
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Finally, a larger number of physical mementoes was correlated with higher 
scores on all measures of distress in the PONL group but only with more grief in 
the PENL group. A one-way ANOVA analysis was performed in order to compare 
the groups in terms of background variables measured on continuous scales. The 
results showed that the PENL parents had fewer living children than the PONL 
parents (M = 1.5, SD .93 compared to M = 1.8, SD 1.1; F1,508  = 9.57, p < 
.01). The age of their youngest living child was not significantly different (M = 
2.7, SD 1.5, for the PENL group compared to M = 3.0, SD 2.8, for the PONL 
group), nor did they differ in terms of the average number of losses they had 
experienced (M = 1.2, SD 0.58, for the PENL parents and M = 1.1, SD 0.32, for 
the PONL parents). However, the loss was significantly more recent in the PENL 
group than in the PONL group (M = 3.1 years, SD 2.5 years compared to M = 
3.6 years, SD 2.5 years; F1,564 = 6.26, p < .01).

A comparison of the groups on non-continuous background variables, and in 
terms of information about the loss was performed using a chi-square analysis. 
Table 2 displays the results of this comparison. 
 The experiences associated with the loss of the infant were quite different 
depending on whether the loss occurred during the pregnancy/birth or postna-
tally. Based on the presented literature in the introduction, it might be assumed 
that the PENL parents would be more distressed than the PONL parents, as they 
were significantly younger, more often single, significantly more often separated 
from the dead infant’s biological parent, had more recent losses, and fewer living 
children, and had more frequently been unprepared for the sudden and unex-
pected death of their infant. In addition, they had been notified about the death 
significantly later than the PONL’s and because their infants had died prior to, 
or at birth, they had not had the opportunity to identify with the infant before 
its death. However, the results of a one-way ANOVA comparison of the groups 
in terms of the distress measures found no significant differences in the distress 
levels (grief, traumatization, negative affectivity or somatization). 
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Table 2. A Comparison of the Perinatal Loss Parents and the Postnatal Loss Parents in Terms of 
Background Variables, and Information about the Loss

Variable PENL 
n (%)

PONL 
n (%)

1. Living with dead infants biological parent 
χ² = 6.86, df 1, p < .01)

268 (90) 257 (96)

2. Marital status (χ² 16.94=, df 2, p < .0001)
 Married 199 (67) 221 (82)
 Cohabiting  75 (25)  37 (14)
 Single or divorced  23 (8)  11 (4)

3. Have had another baby within the past 2 years 
(χ² = 95.9, df 1, p < .05)

138 (46.5) 113 (42.4)

4. Had expected that the loss might occur 
 (χ² = 75.1, df 2, p < .0001)

 15 (5.2)  84 (32.1)

5. Who discovered that the infant had died 
(χ² = 61.5, df 4, p < .0001) 

 Hospital staff 157 (55)  59 (23)
 I myself  35 (12)  51 (20)
 My spouse/partner  24 (8)  30 (12)
 Others  12 (4)   7 (3)
 Various individuals simultaneously  59 (21) 107 (42)

6. If you did not discover the death yourself, who notifi ed you that the infant had died
 (χ² = 17.5, df 3, p < .005)

 Hospital staff 172 (77.5)  66 (64.7)
 Spouse/partner  30 (13.5)  32 (31.4)
 Others   9 (4.1)   0 (0)
 Various individuals simultaneously  11 (5)   4 (3.9)

7. How long after the death were you notified 
(χ² = 46.4, df 3, p < .0001) 

 Within half an hour  16 (12.5)  24 (60)
   Between half an hour and an hour and a half  29 (22.7)  11 (27.5)

 Between 2 and 12 hours  43 (33.6)   5 (10.4)
 Between 12 hours and 15 days  40 (31.3)   0 (0)

In order to establish whether rituals associated with the generally recommended 
clinical practices are helpful or detrimental for the future psychological well-
being of the parents, the groups were compared on these measures (i.e. seeing 
or touching the child, having private time with the dead child at home, having 
a ceremony etc.), and on having acquired physical mementoes of the child. The 
results of this comparison are shown in Table 3. 
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Table 3. A Comparison of the Perinatal Loss Parents and the Postnatal Loss Parents in Terms of 
Rituals associated with the Loss and the Acquisition of Mementoes of the Child

Variable PENL

n (%)

PONL

n (%)

χ² (p =*)

all df’s = 1
Saw the child 291 (98% 265 (99%)  3.09
Touched the child 276 (93%) 262 (98%)  9.46**
Spent time with the dead child in 
the privacy of the home  44 (15%)  76 (29%) 15.87***
Knew where the child was between 
time of death until the ceremony 228 (90%) 183 (94%)  2.02
Kept a photograph 287 (97%) 266 (99%)  3.19
Kept a lock of hair  57 (19%)  77 (29%)  6.95**
Kept a footprint 190 (64%) 155 (58%)  2.39 
Kept a handprint 177 (60%) 129 (48%)  7.70**
Kept a piece of clothing  34 (11%) 127 (47%) 88.7 ***
Kept other mementoes  62 (21%) 106 (39%) 23.2***
Kept no memento of the child  11 (4%)   3 (1%)  3.92*
Held a ceremony 290 (98%) 264 (98%)  3.36
Saw the child in the coffin 198 (71%) 199 (76%)  1.90
The coffin was open during the 
ceremony  92 (34%) 109 (42%)  3.99*
A symbolic item was put in the
coffin with the child 238 (85%) 226 (87%)  0.55

p < .05; ** p < .01; *** p < .0001

A hierarchical regression analysis was performed for all measures of psycho-
logical distress, in order to determine which of the factors associated with the 
dependent variables could predict the development of psychological distress in 
each of the parent groups. Gender, age, education, marital status, living with 
the dead infant’s biological parent, number of living children, the dead child’s 
gender, and having had another child of the same gender since the loss, were 
entered first into the equation. Next, the variables associated with the loss itself 
and hearing of it, were entered, i.e. time since the loss, number of losses, having 
expected the death, who brought the news that the child had died, and the time 
between the infant’s death and being notified of its death. Finally, the variables 
concerning rituals and the acquisition of mementoes were entered as these vari-
ables have been suggested to decrease (27) or increase (5) the parents’ distress 
following the loss of an infant. Table 4 shows the variables of significance in the 
final regression model for each of the groups. 
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Table 4. Hierarchical Stepwise Regression Analysis of Variables Associated with Parental Distress 
for Perinatal and Postnatal Loss Parents, Including Only Significant Predictors 

Perinatal loss group (PENL) Postnatal loss group (PONL)
Variable  β-value Variable  β-value 
PGS TOTAL: F4, 191 = 15.02, p < .0001; 
R² = .22

PGS TOTAL: F5, 235 = 12.90, p < .0001; 

R² = .20
Gender  .29***

-.19**

-.25***

-.21**

Gender  .17**

-.16*

-.20**

-.25***

-.14*

Education Age

Dead child’s gender Education

Time since the loss Time since the loss

Was the death expected

TSC TOTAL: F4, 113 = 14.96, p < .0001; 
R² = .32

TSC TOTAL: F6, 217 = 11.76, p < .0001; 

R² = .23

Gender .34*** Gender  .21***

Time since the loss -.30*** Education -.24***

Time from death until 
notification

 .18* Number of living children -.16*

Saw the dead child -.37*** Time since the loss -.19**

Number of losses  .16**

Had the coffin open during 
ceremony

-.18**

HTQ TOTAL: F3, 113 = 11.99, p < .0001; 
R² = .22

HTQ TOTAL: F6, 184 = 13.28, p < .0001; 

R² = .28

Gender  .29** Gender  .27***

Time since the loss -.32*** Education -.23***

Time from death until notifica-
tion

 .24** Marital status -.15*

Have had a new same gender 
child since the loss

-.16*

Time since the loss -.28***

Had the coffin open during 
ceremony

-.15*

p * < .05; ** p < .01; *** p < .0001

The female gender and shorter time since the loss were found to predict higher 
score on all measures of psychological distress in the PENL parents. Less educa-
tion, and having lost a male infant predicted more grief (PGS score), whereas 
longer time interval from the time of the death until the respondents were noti-
fied that the child had died, predicted more trauma symptoms measured with 
the HTQ and higher level of negative affectivity and somatization as measured 
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with the TSC. Moreover, not having seen the dead infant predicted higher scores 
on negative affectivity and somatization in the PENL parents. No other variables 
were found to predict parental distress in this parent group. 

The female gender, less education, and shorter time since the loss predicted 
higher scores on all measures of psychological distress among the PONL parents. 
In addition, younger age of the parents and a sudden and unexpected death of 
the infant were predictive of higher PGS score. More losses and fewer living 
children predicted higher TSC total score, as did not having had the coffin open 
during the funeral/ceremony. The latter also predicted higher HTQ total score, 
as did being single and not having had a new child of the same gender as the 
one that died.

Discussion
The associations between gender, age, education (a rough measure of socio-
economic status), marital status, living with the child’s other biological parent, 
and the absence of other children, on the one hand, and psychological distress, 
on the other, are more or less in line with previous research (Tudehope et al., 
1986; Theut et al., 1989; Nicol et al., 1986; Lang & Gottlieb, 1993; Dyregrov & 
Matthiesen, 1987a), as they were found to be associated with greater level of at 
least one measure of distress in the groups. However, having had another child 
since the loss was not associated with distress levels per se, except in instances 
where the new child was of different gender than the one who had died; in 
which case it was associated with greater distress. This finding is new and may 
potentially help shed light on the mixed evidence from previous research, which 
may not have included questions about the new child’s gender. 

Similarly, the associations between stressors associated with the loss and psy-
chological distress, are in certain respects in line with previous research. The 
division of the sample into perinatal and postnatal groups revealed no signifi-
cant difference in terms of distress based on the type of loss which is accordant 
with other research (Peppers & Knapp, 1980; Benfield, Leib, & Vollman, 1978; 
Kennell, Slyter, & Klaus, 1970). The time since the loss was of great relevance 
for the level of distress in the parents, irrespective of the type of loss. Sudden 
and unexpected death was only found to be of relevance for parental grief in the 
PONL group. Unexpectedly, it was found that the gender of the dead child was 
of relevance for parental distress, and that parents appeared to grieve more and 
be more traumatized after loosing a male than a female infant. 

It was quite surprising, in light of the large differences in the experiences 
associated with the loss between the two groups, that no significant differences 
were found in terms of their distress levels. This is not consistent with what had 
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been expected. Thus, it may be speculated that other factors not accounted for 
in the present study, e.g. social support and coping, may be of greater relevance 
for parental distress levels, and may have evened out these differences. 

Rådestad, Steineck, et al. (1996) found in their study of 314 mothers who had 
had a stillbirth (defined as a foetus of 28 gestational weeks or older) that of the 
14 mothers who did not see their infant, six wished that they had, four were 
indecisive about whether or not they should have, and four were glad that they 
hadn’t. However, three (1%) of the women who didn’t see their infant reported 
that the hospital staff had tried to press them into doing so (ibid.) and quite a 
number of the women who did see their children reported that the hospital staff 
had convinced them that they should. This latter finding appears to justify the 
concerns of Bourne and Lewis (2003) and Reynolds (2003-2004) and while the 
women in Rådestad’s study who did see their children after being convinced 
to do so reported that they were glad they had, Reynolds (2003-2004) has 
pointed out that this does not exclude the possibility that having done so may 
be detrimental in the long run. However, we found in contrast with Hughes et 
al. (2002), and in line with Rådestad et al. (1996) that the parents in the PENL 
group who had not seen or touched their dead infant had higher TSC scores 
on average 3 years after the loss (SD 2.4), reflecting more negative affectivity 
and more psychosomatic symptoms. Additionally, not seeing the dead infant 
was associated with worse outcome on all measures of parental distress in the 
PONL group. Moreover, those parents in the PENL group who had not kept 
the child’s coffin open during the funeral/ceremony had more grief and more 
trauma symptoms, while this was associated with all measures of distress in the 
PONL parents. Hughes et al. (2002) pointed out that the group that did not see 
the infant in Rådestad’s study was too small to use as a comparison. Similarly 
only 2% (n = 6) of the PENL parents and 1% (n =3) of the PONL parents in the 
present study did not see their infant. However, the fact that not having kept the 
coffin open was also associated with greater distress may be taken as an indica-
tion for the importance of seeing the infant, as only 34% of the PENL parents 
and 42% of the PONL parents had kept it open. Nonetheless, our data does 
not allow for conclusion concerning cause and effects, as it cannot exclude the 
possibility that, rather than being an effect of not having kept the coffin open 
during the funeral, the parents’ distress may actually be the cause for why the 
parents chose not to do so. Putting something symbolic in the coffin with the 
dead infant was associated with more trauma symptoms in the PENL parents. 
No other associations were found between rituals and psychological distress in 
either group of parents. 

Rådestad et al. (1996) found that women who had physical mementoes of the 
stillborn had fewer anxiety symptoms than those who had no such mementoes, 
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and one third of the women reported that they wished they had more mementoes 
of the child. However, our results showed that having more mementoes was 
associated higher distress levels on all measures of distress in the PONL parents, 
and with more grief in the PENL parents. Similarly, Hughes et al. (2002) found 
that keeping mementoes was associated with worse outcomes for the mothers. 
However, in light of the small sample and the association between seeing or 
holding the infant, and keeping mementoes, they refrained from drawing con-
clusions about their relevance. Our results showed that the groups differed in 
the type of mementoes they had. In line with the results of Hughes and his col-
leagues, we found a positive association between having physical mementoes 
and parental distress, although it appears that the type of memento is relevant, 
depending on the type of loss. Thus only keeping a footprint was associated with 
greater distress in both groups of parents. Keeping a lock of hair was associated 
with more grief and greater traumatization, and other mementoes (not further 
defined) were associated with more negative affectivity and psychosomatic 
symptoms in the PONL group. However, keeping a handprint and a piece of 
clothing from the infant was associated with more grief and greater traumatiza-
tion in the PENL group. The most common type of memento, kept by 98% of the 
parents, was a photograph of the dead infant. This was the only type of memento 
not associated with distress in the parents. This appears to be in line with the 
findings associated with rituals, that not seeing the dead infant was associated 
with greater distress. Being able to visualize an image of the infant then, does 
not appear to be detrimental. However, what accounts for the different effects of 
other types of mementoes depending on the type of loss is unclear. 

The variables found to predict distress in the parents, differed depending 
on the type of loss and the distress measure, although the female gender and 
shorter time since the loss predicted higher score on all measures of distress 
in both groups. Additionally, in the perinatal group, less education and having 
lost a male infant predicted greater grief; longer time interval from the death 
until the parents were notified, and not having seen the infant predicted more 
negative affectivity and psychosomatic symptoms; and longer time from death 
until notification predicted more trauma symptoms. For the postnatal group, the 
additional predictive variables for greater grief reactions were younger age, less 
education, and the death being sudden and unexpected; while less education, 
fewer (or no) living children, number of losses, and not having kept the coffin 
open during the funeral/ceremony were predictive for more negative affectivity 
and psychosomatic symptoms; and less education, being single, not having had 
a same gender child since the loss, and not having kept the coffin open during 
the funeral/ceremony predicted more trauma symptoms. 
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Thus, the results of this study show that while the performance of certain 
rituals is associated with parental distress, only keeping the coffin open dur-
ing the funeral/ceremony appears to have a protective value against negative 
affectivity, psychosomatic symptoms, and trauma symptoms in parents who 
have lost a child postnatally. However, in those parents who have lost an infant 
perinatally, seeing the infant appears to have a protective effect against negative 
affectivity and psychosomatic symptoms. Keeping mementoes was found to be 
associated with parental distress, but did not increase or decrease the risk for 
such distress. 

The data analysis resulted in a new finding which may be of importance in 
explaining the different findings in terms of the importance of having other 
children, i.e. the loss of a male infant predicted greater grief in the perinatal 
loss parents, and not having given birth to a male infant since the loss predicted 
more trauma symptoms in the postnatal loss parents. This finding gives rise to 
speculations about whether the traditional higher value assigned to the male 
gender may still be predominant among parents. Further research is needed in 
order to confirm or disconfirm this finding. 

This study’s main limitation is its retrospective design and the fact that the 
sample consisted of a group of bereaved parents without a control group, making 
it difficult to disentangle normal grief reactions from pathological states of the 
parents. Moreover, the fact that such a large percentage of the parents had seen 
and touched the dead infant may limit the value of using those who had not as 
a comparison. However, as has already been mentioned the predictive value 
of keeping the coffin open during the funeral/ceremony adds to the conclusion 
that seeing the infant may aid the grieving process. The study’s strengths lie in 
the size of the sample and the comparison of two groups of bereaved parents, 
which allows a more refined analysis of the time effect. In addition, and unlike 
the studies of both Hughes et al. (2002) and Rådestad, Steineck et al. (1996), 
the present sample consists of both mothers and fathers who have lost an infant 
through either perinatal or postnatal death. 
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