FAMILY GRIEF AND RECOVERY
PROCESS WHEN A BABY DIES
A qualitative study of family grief and healing
processes after fetal or baby loss

LEENA
VÄ ISÄNE N
Department of Psychiatry

OULU 1999

LEENA VÄISÄNEN

FAMILY GRIEF AND RECOVERY
PROCESS WHEN A BABY DIES
A qualitative study of family grief and healing processes
after fetal or baby loss

Academic Dissertation to be presented with the assent
of the Faculty of Medicine, University of Oulu, for public
discussion in the Väinö Pääkkönen Hall of the
Department of Psychiatry, on January 17th, 1997, at 12
noon.

O U L U N Y L I O P I S TO , O U L U 1 9 9 9

Copyright © 1999
Oulu University Library, 1999

Manuscript received 5 December 1996
Accepted 17 December 1996

Communicated by
Professor Susan H. McDaniel
Docent Timo Tuori

ISBN 951-42-5429-5
(URL: http://herkules.oulu.fi/isbn9514254295/)
ALSO AVAILABLE IN PRINTED FORMAT
ISBN 951-42-4485-0
ISSN 0355-3221

(URL: http://herkules.oulu.fi/issn03553221/)

OULU UNIVERSITY LIBRARY
OULU 1999

Väisänen,

Leena, Family grief and recovery process when a baby dies. A

qualitative study of family grief and healing processes after fetal or baby loss
Department of Psychiatry and Department of Nursing , University of Oulu, FIN-90220
Oulu, Finland

( Manuscript received 5 December 1996)
Abstract

The purpose of this study was to describe the family grief and recovery process
through a qualitative phenomenological family therapy approach.The study included
stories of 22 families and one focus group. Of the losses 14, were perinatal, 6 Sudden
Infant Death Syndromes (SIDS) and 2 neonatal deaths. The analysed text was divided
into 21 categories, which represent different aspects of the meaning systems of the
families.
All the families had traumatic symptoms in the beginning, and some mothers suffered
from persistent posttraumatic symptoms for several months. Children processed their
experiences in grief play and tried to restore their parents back into their roles. Grief was
shared in extended families, especially religious families, where acute grief soon
generated new meanings.The recovery process starts immediately after the loss,
manifesting as thoughts of coping. Grief, trauma and recovery appear intertwined in the
stories. Family grief is a many-faceted physical, psychological, spiritual and social
process. It is paradoxical, and restorying and retelling are therefore important as a
healing
process.
The main finding of this study is the intensive way the parents initially need to
reprocess their attachment to the psychological remains of their baby in order to recover.
Grieving thus involves deep attachment rather than detachment, Some families have
phantom babies who continue to live psychologically and almost physically or little
angels who comfort and escort the family. The parents have invested so much primeval
energy in the baby who is no longer alive that they tend to re-create her/him in their
minds
psychologically
or
spiritually.
Professional helpers still have too little knowledge of crisis intervention. The loss of a
baby is an exceptional type of normal grief and the parents therefore have difficulties in
getting the support they need. Family debriefing and follow-up are necessary.
Keywords: death of a baby,
phenomenological approach

psychological aspects, family grief, qualitative study,
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My baby died. Slumbered away
On her way from dusk to darkness
I blew my breath into her, giving her strength to die.
I, I kissed her, searching for strength to keep living.
You’re a man, a stranger to mourning, they say,
But in my sadness, in my heavy heart
there are no echos of adagios by Albinoni
My grief is black like a leather jacket
on which someone - it must have been mehas scribbled “ Fight back for nothing.”

Harri Suomalainen
(translation by Tuula Sandström)
.

1. INTRODUCTION
When during a psychiatric interview, a mother or a father tells about death of their baby, the
topic is passed over quickly because at that moment something else seems more important.
There are also women who have lost babies repeatedly , experiencing every time an insecure
pregnancy and a loss again. There is no support, nor does the mother know exactly where the
babies are buried. Some people have lost several siblings. Their childhood is saturated with
recollections of a mourning mother. The husband of a miscarried woman is unhappy, because
no one in hospital talked to him. There is unmourned grief in different forms. How to handle
all, and how to mourn? What is the role of helpers?
Member of parliament, ex-minister of health, Eeva Kuuskoski said on the occasion when a
SIDS support package was published by the organisation KÄPY : "In the 1970s and 1980s it
was impossible to utter aloud the word death. And when it was the death of a child, the words
got stuck in the throat. It was impossible to ask or say anything."( Kotimaa, 20. 4. 94 )
When I begin to work on this study during my holidays, a woman is desperately looking after
me. She lost her baby and was about to die herself. I am ashamed not to be where I am needed.
When we meet at last, I feel guilty, because she would have need of acute crisis support weeks
earlier. Her restlessness and severe posttraumatic symptoms continue, though she is taking
high doses of benzodiazepines. She does not want to bring her husband or children to my
offfice. She does not know where her baby is buried. She suffers from implicit somatic distress,
not knowing consciously what has happened to her. She has fragments of memory from
hospital, but cannot integrate them. Her suffering is so intense that I begin to feel anxious.
After our conversation, I give her several crisis therapy session appointments. She cancels the
next one and says she feels better and will take contact if she needs it. I have the chance to
consult Vamik Volkan in a seminar of the Psychiatric Clinic. He also affirms that she needs
more support, but she does not call any more.

This was the pilot stage of this study, the prologue. I learnt from her about what different
feelings the death of a baby may induce in a helper.How utterly horrible the experience may be,
and how people make their own decisions and you have to respect them. She disappeared and I
never got to know how she recovered. She also showed me the paradoxical position of the
grieving mother requesting help. Brice (1991) had already written about that, and after this
incident I began to identify other dimensions of paradoxical grief.
The impetus for this study of family grief was the intense grief of a mother. I also learnt that
there are mothers who need to speak of their experiences alone to cope with their families.These
thoughts are too dangerous to share with others until they are specified as variations of normal
grief.

2.REVIEW OF THE LITERATURE

2.1. Main concepts and epidemiology of infant deaths
2.1.1. Main concepts of fetal and infant deaths
Early miscarriage is diagnosed when gestation has lasted for less than 12 weeks.
In late miscarriage gestation discontinues at 12 -21 weeks or the fetus weighs under
500g.
Stillbirth is defined as fetal death occuring after 22 completed weeks of gestation or
when the fetus weighs over 500 g.
Perinatal death refers to stillbirths and deaths in the first 7 days of life.
Sudden Infant Death Syndrome, SIDS, is always an exclusion diagnosis and have these
three criteria:
1) sudden death during the first year of a child.
2) death is unexpected
3) autopsy reveals no causes explaining death.

2.1.2. Perinatal mortality in Finland :
Perinatal mortality in Finland decreased from 33. 3 / 1000 in 1951-1955 to 14, 9 / 1000
in 1971 -1975. In the 1980s it came down to about 8 and in 1992 to 7 per thousand. We
have high-quality maternal and child health care and one of the lowest perinatal and
infant mortality rates in the world (Hemminki & Gissler 1993). The higher mortality of
male babies than females is well known in all developed countries. In the cohorts of
Northern Finland for 1966 and 1985 -86, there was an excess of male over female
perinatal deaths.The adjusted relative risk was higher among those whose mothers
smoked during pregnancy (Xu et al. 1996).

Table 1 : Stillbirths ( from 22 gestation weeks), perinatal deaths ( 0 - 6 days), Sudden
Infant Death Syndromes, infant deaths (under 1 year total ) and infant mortality rates (1
death per 1000 living babies) in Finland in 1990- 1994 :
( Statistics Finland 1995, 1996)

DEATHS
Stillbirths
Perinatal
SIDS
Infant
IM/1000

1990
303
193
39
330
5.61

1991
306
239
26
345
5.84

1992
288
185
35
324
5.16

1993
271
156
30
255
4.40

1994
249
174
30
276
4.70

In 1993, there were 4853 childbirths in the Oulu province, of which 3856 were
attended by fathers. Stillbirths numbered 19, and 13 babies died during the first
week.Total population 270.000.
In the same year the infant mortality rate in Finland was lowest in the world. Is it so rare
that we have forgotten how to support parents?
2.1.3. SIDS statistics in different countries
Forsdahl & Andersen (1996) reported the SIDS frequencies in Scandinavia:
During the years 1970-1989, there was a marked increase in cot deaths in the Nordic
countries: Denmark, Finland, Norway and Sweden. Since 1990, cot deaths have
decreased dramatically, especially in Norway and Denmark. Mortality rates decreased by
74 per cent between 1989 and 1993 and by 69 per cent in Denmark. Investigations
carried out in Norway during the same period have shown a change in the sleeping
position of infants from prone positions to supine / side positions. Infant mortality rates
have decreased in all the Nordic countries, and in 1993 they varied from 5.45 per
thousand live births in Denmark to 4.40 in Finland.
In New Zealand, the 1970s and 1980s were characterized by a rate of 4/ 1000 live births
and the 1990 national rate was 2/ 1000. In Ireland the rate has fallen from 2, 5 to 0. 9 /
1000 during 15 years. In USA The National Center for Health Statistics reported the
death rates to have been 5, 5 / 1000 in 1988 and 5, 6 / 1000 in 1989.
2.1.4. Risks of SIDS
The etiology of the SIDS is uknown, but the risks being discussed are mostly connected
to the biological factors or sleeping habits of the baby. The sleeping habit factors are cosleeping and room sharing. Should babies sleep with their mothers and fathers? In the
western countries after the early 19th century there has been a tendency to have babies
sleeping in separate rooms. In non-western societies the number of SIDS is low being 3
/ 1000 in Japan, for example. There are also low rates among ethnic minority groups,
such as Bangladeshis in the UK and the Chinese in Hong Kong ( Lee 1989, Balajaran et
al. 1989). McKenna et al. (1993) have studied the co-sleeping from the anthropologic
view point. In Finland there has been a campaign against co-sleeping especially in
dangerous water mattress beds. Scragg et al. (1996) found in New Zealand that sharing a
room with one or more adults decreased the risk of SIDS. Sharing a bed increased the
risk. The authors found a significant interaction between sharing a room with an adult
and a prone sleep position, which were together the best protective effects. They
estimated that if European infants were to sleep in the same room as their parents, 25 %
of the cases of SIDS would be prevented.
There are also biological risks such as smoking by the mother, high temperature of the
baby and respiratory and viral causes, but they are all statistical and relative and do not
predict single cases. SIDS is always an exclusion diagnosis and the cause of SIDS is still
unknown.

2.2. Stress disorders, adaptation or disease ?
2.2.1. Classification of stress disorders
There is active discussion going on about the nosology of stress symptoms on many
forums, for example
the electric list of traumatic stress
(traumatic-stress@
freud.apa.org). Is PTSD pathological or normal adaptation to impossible?
How are the longitudinal courses? Horowitz (1978 ) postulates the cyclical nature of
PTSD when periods of intrusive symptoms alterate with periods of numbing or
avoidance. The intrusive symptoms break through into consciousness and assimilate
cognitively while avoidance symptoms are a defense against the intrusions to reduce
anxiety.
In ICD-10 (1992) Acute Stress Reaction ( F43.0) is a transitory reaction to exceptional
physical and psychological stress .The reaction is immediate, the onset of symptoms
takes place within one hour. The traumatizing experience may be a serious threat to
own´s own or a close person´s life, such as a natural catastrophe, an accident, a fight, a
criminal attack, a rape or an unusual, acute or threatening change in one´s social
position or in society. It can be classified into three grades:
Mild: The criteria of two symptom´s for generalized anxiety disorder are met.
Moderate: Two of the following symptoms: Narrowing of attention, apparent
disorientation, anger or verbal aggression, despair or hopelessness, inappropriate or
purposeless over-activity, uncontrollable and excessive grief.
Severe: Four of the above symptoms are present or dissociative stupor is found.
In the case of transient stressors, the symptoms must begin to diminish after no more than
eight hours, and in the case continuous stressors after 48 hours (Weisaeth 1992).
Posttraumatic Stress Disorder, PTSD ( F43.1) was first described in DSM III in 1980
as a reaction to catastrophic trauma.
The three categories of symptoms are:
- Intrusive re-experiencing of the trauma: flash backs, recurrence of trauma-related
images.
- Avoidance or numbing : attempts to defend against memories and repetitions of the
trauma.
- Increased physiological arousal: distress at events which symbolize the trauma,
hypervigilance, increased startle responses, trouble concentrating, irritability, outburst of
anger.
The stressor ( trauma) is outside the range of usual human experience.This state starts
after a couple of weeks or one month and very seldom continues beyond 2 months.
Adjustment disorder (F43.2) is decribed as individual symptoms that appear only as a
reaction to stress, including depressive mood, anxiety, irritability and difficulties to
perform the daily tasks.Adolescents may show misbehaviour. Little children may regress,
bedwet, speak baby language and suck their thumb. This usually starts after one month
and does not last for more 6 months.
Peritraumatic dissociation ( F44 ) is restrictive stress-related behavior in which the
traumatic experiences are split apart from the other parts of the self. It impairs

reprocessing and integration of the trauma.The symptoms vary from amnesy and stupor
to fugue and ecstatic trances. This disorder is strongly associated with the subsEquent
development of PTSD.
The role of dissociation in the chain of causality that leads to PTSD has also received
several interpretations.It may be an indicator of prior trauma and a marker of greater
vulnerability (Shalev et al. 1996).
Van der Kolk and colleagues (1996) consider PTSD a relatively narrow concept
originating from the descriptions of the fluctuating nature of the acute grief reaction by
Lindemann (1944) and Horowitz (1978). They found in their DSM IV field trial that
PTSD, dissociation, somatization and affect dysregulation represent a spectrum of
adaptations to trauma. They often occur together, or in different combinations.
2.2.3. Posttraumatic stress disorder in children
The experiences of the remaining children after the death of their sibling may become
traumatic ones if they are not protected by sufficient personal support.
Posttraumatic stress disorder, PTSD is said to be more frequent in childhood and old age
than at other times of life and among people with previous psychiatric history than
among those with no such history (Andreasen 1985).
In 1987, the American Psychiatric Association recognized PTSD specifically in
children (APA 1987). Terr (1991) classified childhood traumas into two categories:
Type I where the child is harmed by a single, sudden unexpected event, and Type II,
where a long standing and repetitive series of events occurs, and although the symptoms
differ, both groups suffer from recurrent memories and behaviours, trauma specific fears
and changed attitudes to people, life and future. Yule (1989, 1992) and Stallard & Law
(1993) identified the problem issues. There is a notable paucity of knowledge and level
of awareness of the possible effects of PTSD in children.
There are interesting case reports that suggest that even in the preverbal period infants
have a capacity for memorize of events beyond simple behavioral recognition.When
provided with opportunities for nonverbal expression, children can give evidence that
salient sensory and somatically based elements of a preverbal traumatic experience have
been encoded and retained in memory (Gaensbauer 1995).

2.2.4. Trauma freezing grief
The traumatic aspect of acute grief went undetected until the 1990s.
It is typical after a death in a family that the grieving family members ask for
bentsodiazepines from the doctors of health centers and psychiatric outpatient
departments. Pills are usually contributed to every one. At the same time it is known
that their use is contraindicated especially in the daytime (Söndergaard 1993). The
medication does not diminish traumatic symptoms, but usually makes the person feel
worse.
No grief process is possible because it is surrounded by trauma, and even the trauma is
"wrapped" chemically. It is therefore important to start with trauma therapy.
Dyregrov ( 1994) lists the differences:

GRIEF WORK
Memories of the lost
person
Search for comforting
memories
Need to speak about
the lost person
Mourning
yearning
depression
Comforting dreams
of the lost person

TRAUMA WORK
Constantly intrusive memories of the traumatic
situation
Avoidance of memories linking to trauma
Difficulties to talk about what happened
Anxiety, fear, depression

Nightmares,"reliving the horror moments"

Dyregrov emphasized the possibility of posttraumatic stress disorder, especially in
parents who have had SIDS in their family. If trauma refers to intense events that
overwhelm a person’s capacity to cope with the memories and feelings that are triggered,
the death of a child is traumatic. A large proportion of parents suffer from intrusive
recollections and re-experiences, persistent avoidance of stimuli associated with the
death or numbing of general responsiveness, and symptoms of increased arousal, the
criteria for having PTSD. In intervention, working through the trauma should take the
priority over mourning.

2.2.5. Postraumatic stress disorder after childbirth
Research results on traumatic childbirth experiences are conspicuously few. This
reflects the newness of the concept of trauma and the status of birth experiences.
Two French obstetricians, Bydlowski and Raoul-Duval (1978), found 10 cases of PTSD
among 4400 normal deliveries during a two-year period. They described “ la nevrose
traumatique post-obstetricale.” All involved long, hard labors, five included forceps
delivery, and three the birth of a dead or damaged infant.
Menage (1993) collected 500 female volunteers for a study of psychological stress
associated with obstetric and gynaecological procedures. She found 30 cases of PTSD,
using PTSD-I questionnaires. The findings of their experiences included feelings of
powerlessness during the procedure, lack of information given to the patient, experience
of physical pain, a perceived unsymphatetic attitude on the part of the examiner, and a
lack of clearly understood consent by the patient for the procedure.
In their article on post-traumatic stress disorder after childbirth, Ballard et al. (1995)
describe 4 clinical case histories. Each of the deliveries was traumatic emotionally, one
because the baby suffered cardiac arrest, one because of anesthetic failure, and two
because of poor pain control.
Childbirth is an intimate and complicated experience, which is physiologically based,
but is described using cultural language (Jordan 1982). In the scientific obstetric and
physiological context childbirth is highly understood. There are references to suggest
that a traumatic childbirth experience may give rise to negative and conflicting feelings
on the baby, the role of mother and the husband ( Niemelä et al. 1982).

2.2.6.

Crisis intervention

Posttraumatic therapies developed in 1990s. Acute intervention is not an instant
therapy, but it helps in chaos, gives one´s control back and an impact on the personal
healing processes. All sensory channels are used. Traumas are encoded as sensations and
images (Van der Kolk 1988, Shay 1994). The incident is "conquered back into words",
whenever it is possible to control, understand and share it with others.
The future challenges of crisis therapists are linked to the complexity and combination
of different symptoms. Therapies are usually cognitive ,crisis- oriented or, nowadays,
mostly psychodynamic, and they may keep hidden the whole spectrum of symptoms,
especially dissociation.
Van der Kolk et al. (1996) describe this problem and conclude that in treating
traumatized people" it is critical to attend to the relative contributions of loss of stimulus
discrimination, self-regulation and cognitive integration of experience to overall
impairment and provide systematic treatment that addresses both unbidden intrusive
recollections and these other symptoms associated with having been overwhelmed by
exposure to traumatic experiences."
One of the useful methods is eye movement desensitization and reprocessing (EMDR)
developed by Shapiro (1989). This procedure involves eliciting from clients sequences of
large-magnitude rhytmic saccadic eye movements while holding in mind the most salient
aspects of a traumatic memory. This reduces anxiety, makes changes in the cognitive
assessment of memory and cessation of flashbacks, intrusive thoughts and sleep
disturbances.
The psychosocial support given to families in Finland is called family debriefing,
which means that the local crisis group takes contact immediately and meets the family
within 24-72 hours after the catastrophe. The purpose of debriefing is to turn the
traumatic experiences into words at a cognitive and emotional level. When people talk
together about what happened, they develop a more realistic view of the matter and
can also understand and handle their symptoms as normal reactions to the catastrophe.
Debriefing normally takes about 3 hours and is based on knowledge of group processes
and crisis intervention.

2.3. Psychological explanations of grief
2. 3. 1. Mourning work and positive affects
Freud was the first to describe the work of mourning in his classic Mourning and
Melancholy (1917). It is a hard and long process to get detached from the lost love
object, after which it is possible to invest in a new one. Later, in a letter to Binswanger,
he writes: " We know that the acute grief we feel after a loss will come to an end, but that
we will remain inconsolable and will never find a substitute ." (Binswanger 1957). He
modified his idea of the resolution of mourning after his own losses. Psychoanalysts
have widely cultivated views of intrapsychic grief and also kept in touch with its
qualitative aspects. ( Pollock 1961, Volkan 1981, Tähkä 1984 ).
Hagman (1995) found that rather than decathexis, there is a permanent structuring of the
relationship with the dead in the mind of the bereaved person. Distress or depression is

not inevitable. Though it is common in some populations, it is not in others, and should
therefore not be assumed to be indicative of a normal or healthy reaction to loss.
"Bereaved people are also not incapable and may show an active involvement in their
world. Very important is the bereaved person´s developmental level and capacity for
symbolisation which will determine his or her ability to integrate and structure the
frequently stormy and chaotic affect states that charaterize some bereavement
reactions."
( Hagman, 1995 )
Wortman et al. (1994) have found that positive affects are more common soon after the
loss than was once thought. Also, distress is not necessary and failure to experience
distress is no more indicative of pathology. It is also postulated that some workingthrough process is necessary, but not in Freud´s sense of working through. The single
most important factor in the mourning outcome is the extent to which the meaning of the
loss to the survivor conflicts with their "world view".
Nowadays, this conceptualization is becoming even wider. Grief is also a many faceted
social process. The borderline between the normal and the pathological is moving in
time. It may reflect the paradoxical status of grief in societies ( Shapiro 1994). Too
much emotional utterance may be dangerous, and there may hence be tendencies to
suppress or forbid intense grieving (Cochrain & Claspell 1987). Also the habit of
categorizing and diagnosing grief as a symptom of disease ( pathological, chronic,
delayed ) has destroyed the positive coping aspect of the process.
The medicalized model of grief dominates the tradition of quantitative research. Being a
narrow symptom-centered model, it excludes large areas of grief. Lindemann (1944) in
his classical study described the normal grieving process as a syndrome which may last
for anything from a couple of weeks to a couple of years. The syndrome includes somatic
distress and preoccupation with representation of the behavior and actual taking on of
the traits of the deceased. It was the Coconut Grove nightclub fire in Boston that gave
the impetus to assessing normal grieving people after a catastrophe.
Grief in its specific stages has been described by Kubler-Ross ( 1969 ), Kavanaugh
( 1972) and Cullberg ( 1972). The stages are typically denial, anger, bargaining,
depression, panic, guilt, worry and acceptance. This model is a lock-step sequence. The
immense value of stage theories is that they direct attention to qualitative meaning and
qualitative shifts meaning (Cochrain & Claspell 1987). Bowlby´s model of grief (1969,
1973) as an adaptive instinctual process is more developed, and especially his
descriptions of the grief of children are fundamentally important.

2.3.2. Pathological mourning and linking object
Pathological grief is described from clinical work but the literature is problematic,
because use of many terms makes it impossible to standardise the concept.
Volkan (1981) has shown how adult patients in established pathological mourning
reactivate, as it were, a new version of the transitional object when they make an object
magically able to link them externally with the similarities and differences of transitional
and linking objects as well as the fetish and the linking object. Since a linking object
presents a place external to the self in which the mourner can magically reunite with the

dead, he can, by avoiding it, reduce the anxiety generated by the thought of such reunion.
One version of linking object can be seen in any unusual way of memorializing the
deceased, such as keeping his room exactly as it was when he died.
It is also possibe to look at this view in a nonpathological way: people may get comfort
from objects reminding them of the lost person. Where can we draw a line, what type of
grief is harmful ? What are the interactive patterns that predict a " pathological" or "
normal" linking object?
Lazare (1989) has found thirteen criteria which are helpful in identifying the
complicated grief:
Inability to speak of the deceased without intense and fresh grief.
Triggering of intense grief reactions by minor events.
Prevailing theme of loss in the individual’s verbalisations.
Inability to move or dispose of the possessions of the deceased.
Subjective experiencing of those physical symptoms that caused death, particularly in
association with the anniversary of the death.
Radical life changes or avoidance of friends, family or former activities.
A prior history of subclinical depression with guilt, low self-esteem or false euphoria.
Imitation of the mannerisms or personality of the deceased.
Self -destructive impulses.
Unaccountable sadness at certain times of the year.
Phobias regarding illness or death.
Avoidance of death- related rituals.
Associations marked by themes of loss.
Nicol et al. (1986) followed 110 mothers who had lost a baby in the perinatal period.
The mothers were interviewed 6 to 36 months after their loss. A pathological
bereavement outcome was identified in 21 % of them. This was found to be related to
two main factors: a reported crisis during pregnancy and perceived support by the
husband and/ or the family. The women at risk for a pathological outcome of
bereavement can be identified soon after the loss.
Horowitz et al. (1993) claim that pathological grief deserves a place in the diagnostic
nomenclature, because posttraumatic stress disorder requires an event beyond the range
of usual experience and bereavement is virtually a universal experience. Middleton et al.
(1996) found in a non-clinical community sample of bereaved people syndrome of
chronic grief in 11/ 120 subjects ( 9, 2%). Non of the respondents displayed a pattern
consistent with delayed or absent grief.
2.3.3. Does family grief exist ?
Do families grieve? Gilbert (1996) has studied grieving parents ( Gilbert & Smart 1992)
and claims: "Families do not grieve. Only individuals grieve and they do in several
contexts, one of which is family. "She thinks that she has become increasingly
uncomfortable with the beliefs of a whole family phenomenon and that "systems do not
grieve".
Individual grief is better understood than family grief. However when only one member
from a family is given grief therapy or crisis support, this may unbalance the family
situation more and make the crisis worse. Family therapists were surprisingly reticent

about death for a long time. There were only a few family grief pioneers ( Bowen 1976,
Paul & Grosser 1965). It was the last taboo in the field of family therapy (McGoldrick
&Walsh 1991).
Fleck (1972) was looking for a family aspect: ” The absence of shared tragedy and
mourning early in life has wrought certain difficulties for families and individuals in
facing death and gaining reassurance in the continuity of individual and family life after
the loss of a loved one. The work of mourning is best learned as a shared family
experience". Individuals are usually treated alone, because psychotherapy for unresolved
grief is still, by and large, based on Freudian psychoanalytic assumptions (Gelcer 1983).
It is interesting to think about how much this written culture of grief as an individual
paradigm contributes to this view, because mourning people read books about how to
mourn individually?
The crucial difference between the individual and family paradigms is the concept of
fixed personality. Where is grief located? How is the mourning self constituted, if it is
constructed socially? (Gergen 1992, Kvale 1992,Weingarten 1991, 1992).
Dyregrov (1994) worked with grieving families and also did research on infant loss
(1987 a, b, c, 1991, 1994 ). He found a lot of myths around grief. People do not mourn
linearly from one stage to another. His list of myths about grief is as follows:
Grief is temporally limited.
Grief work is always necessary.
Sooner or later a reaction will occur.
There are fixed stages in the grief process.
Detachment of ties from the deceased person is necessary for the grieving person to be
able to go on.
Intense immediate expression of grief is indicative of a good prognosis.
Suppression and avoidance is only negative.
Grieving is the same no matter what type of death occurs.
The risk for marital break-up is very high following the death of a child.
For highly individualized western people family grief is a difficult concept. Both death
and birth are surrounded by powerful societal rites. In our urban societies they are hidden
and mystified, though originally all societies are built around death (Eisenbruch 1984 ).

2.4. Grief of family members after the loss of a baby
2.4.1. Views about miscarriage and baby loss
Earlier, it was considered best for the mother to know as little as possible about her
loss. Miscarriages are still problematic, because there are no rituals and women usually
share with few people what has happened to them. "The forgotten grief" by Kirkley-Best
and Kellner ( 1982) still is forgotten. Husbands are usually also left out of this
procedure in hospitals. In some hospitals miscarried women may get bereavement
counseling, but in some other hospitals these women are placed on a maternity ward
(McDaniel et al. 1992). Leppert & Pahlka (1984) met 22 women who had had
miscarriages. Once they were given permission to express their feelings, they did so with
great intensity. Two husbands also expressed visible grief. Both of them had been
present during prenatal examinations and had heard the fetal heart tones.

Elkin ( 1990) described the symptoms during a psychotherapeutic treatment after the
patient had had a miscarriage. She listed typical grief reactions: depression, sadness, a
sense of emotional instability, irritability, tearfulness, preoccupation with the loss and
disinterest in the outside world.
Jansen et al. ( 1996) investigated 227 women who had lost their baby and compared
them with 213 women who had given a birth to a living baby. Six months after their
loss, these women showed greater depression, anxiety and somatization than the women
with living babies. The women whose period of gestation had been longer showed more
symptoms. 2, 5 months after the miscarriage 5 % of women had severe mental health
symptoms. During the study period ( 18 months ) only 3 % of the women had sought
psychiatric or psychotherapeutic help in order to be better able to cope with the loss.
The main finding was that after one year the mental health of the women who had
experienced a pregnancy loss no longer differered from the mental health of the women
who had given a birth to a living baby or women in the community.
The number of multifetal deaths rose with an increase of fertility-inducing agents, such
as clomiphene citrate, and in vitro fertilization. Sainsbury (1988) found a special
grieving pattern which requires special considerations. It took the parent time of 3-5
years to incorporate their loss without significant sadness or depression. The mother and
father were ambivalent of how to label their surviving children. Surviving triplets are
not twins. Parents need a special time for grieving to survive among all their
psychological tasks.

2.4.2. Maternal mourning
The psychoanalytic view of maternity dates back to the 1940s (Deutsch 1945).
Pregnancy activates earlier needs, identifications and conflicts and strenghtens the
woman´s sex identity and the ego ideal. Pregnancy also promotes the resolution of the
oidipal conflict, alleviates ambiguity and has an effect on separation-individuation.
Death is denied by pregnancy, which increases the sense of continuity and accelerates
the omnipotent narcissistic satisfaction.
Leon (1990) is worried that perinatal loss may be increasingly viewed in the same way
as the death of any other member of the family rather than as an unique bereavement. A
comprehensive understanding of perinatal loss anchored in a theoretical framework of
pregnancy is lacking. He uses four psychoanalytic interpretations of pregnancy.
1) From the perspective of pregnancy ushering in the new developmental phase of
parenthood, perinatal loss becomes a developmental interference, disrupting a
significant milestone as well as causing isolation from peers.
2) In light of the usual recapitulation of earlier conflicts during pregnancy, as noted by
drive theory, perinatal loss may lead to an intensification of intrapsychic conflicts.
3) Understanding pregnancy as the creation of a specific person in an object relations
model highlights the importance of mourning after perinatal death, as well the tendency
to forget associated unresolved grief from earlier losses.

4) Finally, a model of narcissism shows how pregnancy reorganizes self-esteem,
thereby delineating the intense narcissistic injury and rage that often follow perinatal
loss.

Brice (1991) found, based upon his clinical experience, that the phenomenon of
mourning does not consist of clearly delineated stages and phases. It is the bereaved
person´s struggle with a series of more or less unresolvable paradoxes rather than as a
progression through stages that possess relatively distinct and predictable beginning and
ending points. The specific paradoxes encountered by a bereaved person differ, of
course, in accordance with the relationship that was lost, the developmental stage of the
bereaved, the type of death, and the cause of death. Brice depicts the specific paradoxes
of maternal mourning. The paradoxical structure of experiencing grief means that it
operates on two logical levels, each of which negates the other (Bateson 1972).
The paradoxes are: paradox of world transformation, paradox of relating to the child,
paradox of self - deception, paradox of responsibility and unfairness and paradox of
interpersonal relations. As time moves on, the paradoxes of mourning remain more or
less intact, although their intensity diminishes. Brice cites Pizer (1990), who has pointed
out that, while paradoxes are never resolved, they are negotiated.
2.4.3. Paternal mourning
Father´s attachment to his baby is regarded second to the glorious symbiose of mother.
During last years fathers have created new paternal identities though still the emotional
reactions of fathers are underestimated. Psychoanalyst Burlington (1973) studied a group
of fathers about their fantasies of their future children.He found that the baby
represents for the father the extra masculinity, " an extension of his penis" and a
materialization of his dreams. From this point of view the loss of a baby is a blow to the
father´s masculinity, a castration and shattering of his dreams.
Furman (1978) postulates that before birth the baby is invested in by the mother as a
part of her self, while at birth it becomes more a part of the mother´s mental
representation. The father-baby relationship is more like one of the mental self. For the
father attachment and also bereavement are thought to be different.
Condon (1985) noted the first palpation of fetal movements as a significant marker in
attachment for both parents. According to Sipilä ( 1994), the burden of masculinity gets
abundant support from empirical research. Men pursue their interests with notable
personal sacrifices. Masculinity is dangerous to health. Paradoxically the masculine
status in society is also associated with follows worthlessness: man is a human being who
does not visit doctors, who has less value during catastrophes, where women and
children are saved, and who, in the movies, gets shot without anybody shedding tears
(Badinter 1992).
It is still difficult for the hospital staff to assess the emotional reactions of fathers. There
is a recent study about the first reactions of parents when their child was diagnosed for
diabetes. The parents reported an equal degree of stress, but the staff underestimated the
grief and anxiety of the fathers. It seems important to study the gender aspects of
emotional expressions to help the staff to understand fathers better (Thernlund et al.
1996).

2.4.4. Grief of sibling
The possibilities of a child or an adolescent to handle the dreadful and anxietyprovoking aspects of death depend on the family´s world view and psychological security
systems. Freud talked about his grief as a sibling. He lost at the age of 23 months his 7month old baby brother. He later told that the birth of a little brother evoked genuine
childhood jealousy and his death brought a germ of self- reproaches. (Masson 1985).
A child forms his/ her age-appropriate view of death death within the frame of the
family culture (Eisenbruch 1984).
In Bowlby´s (1980) opinion, children are capable of mourning accordantly with their
developmental stage, if the parents do not distort or deny their grief. The emergence of
a child´s view of death resembles the development of animistic religion into modern
religion ( Nissilä 1992). Little children are protected by their inadequate capability to
understand the dimensions of death. They are innately open, frank and concrete.Their
concept of time is circular (Dyregrov 1993). A little child does not make a difference
between death and separation (Tamm 1988).
A child aged 3-5 years old protects his/ her thinking by lively imagination. By means of
magic thinking he/ she can control death and life.
According to Piaget ( 1962 ) a child understands the irrevocability of death at the age of
6-10 years. At this age, the child creates rituals, plays war, and plays death with
skeletons. Children fear the destruction of their growing body. In regressive states, they
can return to magic thinking.
When at the age of 8-12 death is seen as final and irreversible, anxiety may grow,
while at the same time biological death begins to appear interesting to interest. Children
plays less and peer
norms
make some distance from the parents.
Young people aged 12-15 logical and abstract thoughts, and physical and sexual growth
is central for them. They speak about death, but death is usually presented to them in
commercial banalized forms.
Adolescents aged 16-19 mature physically, acquire social skills, develop values and
ethics of their own and at the same time separate from their families. Young people often
get their knowledge from a culture that denies or distorts death, from adults who
disregard their own mortality or avoid the topic of death and give a view of sterile or
romantic media images of death (Valente & Saunders 1993). Adolescents may also
temporarily regress to the magic logic: when a suicidal adolescent may not regard death
as final, but invests in it dreams and longings.
According to Nissilä (1995) self-destructive death work takes place mainly at the
primary process level. The question of how real or unreal the images of immortality are
is crucial. Dyregrov ( 1993 ) recommends professional intervention if a child has been
an eye witness of the death of his/ her parents or siblings or if death was acute and
dramatic. The similar intervention is also needed if the child was alone when death
occurred, e.g. was a baby-sitter when baby died of SIDS was otherwise near death
when it happened.

2.4.5. Subsequent child
Obstetricians and pediatrians know from their clinical work that mothers tend to

overreact in their next pregnancy after a loss. Parents are also warned of the emotional
risks of getting having another baby especially on the basis of two descriptions
originating from the 1960s : the replacement child syndrome by Cain & Cain (1964 ) and
the vulnerable child syndrome by Green & Solnit (1964).
McGoldrick & Walsh (1991) point out on the basis oftheir clinical experience that this
replacement becomes dysfunctional if the child´s own needs and unique qualities cannot
be acknowledged or valued. Especially normative attempts at separation and
individuation may disrupt the family equilibrium and precipitate delayed grief responses
in the other family members. Shapiro (1994) recognizes this developmental hazard but
claims that parents, still in their child bearing age, are not necessarily making a
pathological
decision
in
choosing
to
have
another
child.
Twomey (1995) describes a 27- month-old boy who was referred to an outpatient infant
psychiatry program because of staring spells, regression in language development and
social withdrawal from his parents. He was born within a year after the death of his
perinatally dead brother. Twomey describes the intergenerational dynamics that had
developed when the father´s sister had been killed in a traffic accident in late
adolescence. The paternal grandmother, because of her unresolved grief, overreacted to
her grandson. Her first grandchild was her replaced daughter and also her recreated son.
Therefore, the grandmother took a special intensive regressive care of him and robbed
him emotionally from his parents.
We know very little about the long standing effects of the position of "the subsequent
child". Zeanah (1995) sees that as an important challenge for future research.When
experiences are collected from clinical work, the pathologic aspect is emphasized.
Parentification is mostly regarded as pathological when the family delegates too heavy a
burden to a child (Minuchin 1974). The role of a little therapist or a source of joy suits
the subsequent child well.
In family therapy seminars, after a drawing of
family-trees, these therapists and
caretakers emerge in different family contexts and reflect the capable and positive aspect
of this constellation of the subsequent child.
Artists have an ability to fill gaps of past through symbolic action and to express this "
knowledge" in their art. Both Vincent van Gogh and Salvador Dali were born after the
death of an elder baby brother. Van Gogh was born exactly one year later.They also got
the names of their late brothers. In their paintings, it is possible to see how they have
captivated the grief and transcended death in their own peculiar ways.

2.5. Family processes of stress, crisis and grief
2.5.1. Family Stress
Families confront difficulties and losses by creating new meanings. There are two
competing family stress models. One of them is Family Adjustment and Adaptation
Response = FAAR ( Patterson 1988, 1989). The meaning factor is divided into two
categories : situational and global meanings. The other model is Contextual Model of
Family Stress by Boss (1987). She defines boundary ambiguity as “ a state where
family members are uncertain in their perception of who is in or out of the family or who
is performing what roles and tasks within the family system. If a family member is

physically present but psychologically absent or is physically absent but psychologically
present."
Patterson & Garwick (1994) have integrated these two models and they divide these
theories into three meaning categories:
1) Situational meanings: These are consistent with the shared constructs described by
Reiss ( 1981). They refer to the various adaptation and coping processes which are
needed to new situations and challenges.
2) Family Identity: How families view themselves. Family identity is more abstract and
stable than situational meanings. It develops through routines and rituals, and
provides stability, and serves as a kind of anchoring point and a sense of balance when
stressful events happen that call for changes in the family system.
3) Family World View: This is the most abstract category and most families would
probably not be able to describe it if asked. Patterson and Garwick have learned about
variability in family world views through qualitative analysis of the language used in
conjoint family interviews where family members talk with each other about issues of
consequence to them, such as a member’s chronic illness and its impact on their lives.
The authors also ask, why some families develop positive, adaptive beliefs and meanings,
and others do not. This is one of the future research directions.
2.5.2. The family attachment unit and the disruption of family homeostasis
The relationship between the mother and the child has been a focus for many
explorations because it is the strongest known in nature. Attachment theory was a
response to the limitations prevalent in the psychoanalytic theory, which focused
primarily on the individual (Donley 1993). Bowlby ( 1969), the founder of the
attachment theory, emphasized the biologically innate behaviors that form the basis of
attachment. Ainsworth (1985) continued and distinguished three principal patterns: 1)
secure attachment 2) anxious attachment 3) anxious-avoidant attachment.
The patterns of attachment are transmitted over generations. The parents who saw their
parents as having a warm relationship adapted better to marriage and to parenting ( Main
et al. 1985, Belsky & Isabella 1985). Grief is impossible without a preceding attachment.
Bowen (1976 ), like Bowlby, thought that the human emotional relationship was a
product of man´ s phylogenetic past. Human family systems are rooted in evolution and
they are products of life forces that are universal in nature. Thus family processes are less
related to human psychology and more related to the naturally occurring processes found
in the relationship between living things.
Klass & Marwit (1989) examined the grief of parents after the death of a child and
found that neither the attachment model, nor the psychoanalytic model seem to
adequately account for many of the phenomena observed. The complex grief that parents
experience after the death of a child is in a sense continuation of the complex dynamics
by which the attachment to the child was created and developed. The disequilibrium in
the social world of the parent creates a disequilibrium in his/ her psychic structure. Grief
is a process by which the parent moves toward new equilibria. Some of the dynamics
which were important in the creation and development of the attachment to the child are

important as the parent grieves toward new equilibria. Just as parenthood is a
developmental phase, so is parental bereavement.
The functioning of any relationship is intricately related to the functioning of a larger
unit (Kerr & Bowen 1988). The family as a biological institution originated with the
evolution mammals more than 180 million years (MacLean 1982). Donley (1993) is
looking for a broader way of approaching human development. The attachment to the
baby occurs within a family context in which one becomes emotionally “wired” to the
unit as a whole. The father’s involvement with both the mother and the offspring means
that he is part of the emotional attachment configuration. The child attaches not only to
his or her primary caretaker, but also through her to the entire emotional field.

2.5.3. Impact of death on the family system
When families transfer attachments to the next generation, losses may interfere with these
processes. Jordan et al. (1993) constructed a model of family development that
emphasizes the oscillation between centripetal and centrifugal (Stierlin 1978) forms of
organisation. The death of a family member can distort or retard these transitions,
particularly in dysfunctional families and / or upon traumatic deaths. The overarching
task of family development over the life cycle is the transfer of primary attachments from
the family of origin (G1) to the family of procreation (G2). Losses can slow down and
distort the necessary transformation of primary attachments and loyalties between G1
and G2 into a centrifugal form, and thus make successful creation of new family systems
in the next generation more difficult. Fusionary and fissionary reactions may become
dysfunctional as near-term responses. Long-term dysfunctional effects are seen in
communication, in role functionings, in coping asynchronies and as alterations in
coalitions. Multigenerational dysfunctional effects may be identified in clinical work:
insufficient detachment from the family of origin, transmission of a dysfunctional
assumptive world and coping tactics, vulnerability to subsequent stressors and losses and
disturbances in parenting the next generation.

2.5.4.

Complicated family grief

Complicated family grief is parallel with concepts of individual pathologic grief and
well known especially by the Bowenian multigenerational family therapists. Bowen
(1976) was first to decribe these rigid rules which have an effect on large extended
family systems.
As early as in 1983 McGoldrick & Walsh hypothesized that the families where the
family members show the most discrepancy of memory are likely to have rigidified
family response patterns. It is infrequent for families to volunteer information regarding
past deaths, since they frequently do not view them as significant for the problems at
hand.
Herz Brown (1989) defines the factors which have a impact on the family if a family
member dies or gets fatally ill.These incidents affect the stability of a family:

Social and ethnic context of death
History of previous losses
Timing of the death in the life cycle
Nature of death from a serious illness
Position and functioning of the person in the family system
Openness of the family system
Death of a child is viewed as life´s greatest tragedy
Child´s death appears so out of place in the life cycle
McGoldrick & Walsh ( 1991) in their book of family and death recognize the lack of a
systemic perspective, with the family seen as a backdrop in supporting or impeding
individual recovery from loss. Because of this narrow focus, the family impact of loss has
gone unexamined, including both the immediate and long- term effects on parents,
siblings, extended family, and others who may not even have known the deceased, but
are touched by their relationship with the survivors.They have also identified the key
family adaptational tasks upon a loss that clinicians can actively promote for families
blocked in moving life. These are:
Shared acknowledgment of the reality of death and shared experience of loss and
reorganization of the family system and reinvestment in other relationships and life
pursuits.

The transgenerational view identifies various aspects of family dysfunctions and
traumatic catastrophes intertwined:
Sudden or lingering death, ambiguous loss, violent death, especially suicide, enmeshed
or disengaged family patterns, lacking tolerance for different responses or cohesion for
mutual support, lack of flexibility of system, blocked communication and secrecy, myths,
taboos surrounding death and lack of kin, social, and economic resources. Important
role functioning of the member lost, with precipitous replacement or inability to reinvest,
conflicted or estranged relationship at death, untimely loss, multiple losses or other
family stressors concurrent with loss, multigenerational legacy of unresolved loss,
particularly transgeneration anniversary replications , family belief system invoking
blame, shame, or guilt surrounding death and sociopolitical and historical context of
death, fostering denial, stigma or catastrophic fears.
The people living now in Bosnia, Chechnya or Rwanda are vulnerable to traumatic
complications that make grieving dysfunctional in the war context. This inherited
dysfunction may absorb through many generations even in disguise. It is like a ghost that
continues living in rigid and secret family patterns.
2. 6. Earlier studies of family grief and the loss of a baby
2. 6. 1. Quantitative studies of family grief
There is a large body of knowledge about family grief collected by quantitative methods.
Kissane & Bloch (1994) reviewed the literature on family grief over the past 25 years.
Valuable research has been done on grief as experienced by the individual. Useful

knowledge has accumulated about patterns of grieving, complications, and risk factors
that should alert one to the need of an early therapeutic intervention.
Only tentative steps have been taken to integrate systemically the study of family
functioning as it relates to grief.
We are far from understanding which grieving families need professional help,and what
would be the optimal type of treatment. Longitudinal studies are needed here to indicate
how families grieve in the wake of the death of a family member.
The authors also answered to their own questions (1995) and followed for over 13
months bereavement in 115 families:
About a quarter of the families vere "supportive" and had high cohesiveness (28%),
while another cluster was 28% consisted of " conflict resolvers", who had enough
resources to handle their problems. The remaining three groups were "hostile" , "sullen"
or "ordinary". They had very little capacity: they used avoidance, distortion and
inflexibility or had poor emotional expressiveness and low cohesiveness. This confirms
the earlier views suggesting that inflexible responses occur in families with atypical
limited capacity to cope with change. The family insists that life continues as previously.
Inherent in the concept of family grief is the recognition of individual differences in the
rates and qualities of the expression of grief. Unnatural deaths commonly occur in
settings of conflict, where relationships are based on ambivalent or negative feelings and
family life has consequently been dysfunctional.
2.6.2. Quantitative studies of the loss of a baby
There are also many problems in this research field. Zeanah (1989) reviewed all known
studies from a period of twenty years. In reaction to the previous, paternalistic practice of
excluding the mothers in an attempt to protect them from the pain of losing their infants,
an approach that emphasizes parental involvement with the deceased infant has emerged.
The process of attachment begins perinatally and suggests that the parents must
remember the loss of the stillborn or newborn infant in order to mourn successfully.
Zeanah estimated the problems of scales as shown by e. g. the Perinatal Grief Scale
developed by Toedter et al. (1988): “Factor analysis of the scale led to three independent
factors: active grief, difficulty in coping and despair. Nevertheless, items reported to
have the highest loadings on these factors do not for the most part appear to be unique to
perinatal loss.”
Comparisons of the grief of mothers and fathers usually showed more and intense
symptoms in maternal grief, while quite many fathers were refusers.
The grief after stillborn versus newborn deaths was also variable. Perhaps more
important than the gestational age of the fetus as such was the question of how
intensively the parents were bonding their attachment to the child and how much the
hospital and medical culture helped them grieve openly.
Course of bereavement after the loss was difficult to assess because many
investigations were cross-sectional which limited useful data. There were only four
investigations that had assessed parental functioning and symptoms contemporaneously
at more than one point in time:
Jensen & Zahourek (1972) interviewed 25 women who had lost a newborn or stillborn
infant. After six weeks, 16 had symptoms of depression on the Zung Self Rating
Depression Scale. One year after the death, 2 out of 10 were still depressed. The
dropout rate was 40% after 6 weeks and 60% after one year.

Harmon et al. (1984) made phone interviews and found mothers to be most affected
between 2 and 4 months. 74% of mothers were still experiencing depression 9 months
after the death.
Theut et al. (1989) constructed the Perinatal Bereavement Scale with 26 items scored on
4-point Likert scales. They studied 25 parents ( 16 miscarriages, 7 stillbirths and 2
neonatal deaths within the previous 2 years ) and found, in a three-factor repeated
measures analysis of variance, significantly more intense grief for the late loss group
among the mothers.
One of the most recent studies is by Zeanah et al. (1995). They contacted 156 mothers
after their perinatal loss. 82 mothers and 47 fathers took part in this self- report study
with two-month follow-up. Important findings were that there were no differences in the
intensity of grief related to stillborn versus liveborn loss, nor any effect of gestational
age among the mothers or the fathers. Father´s grief exceeded mother´s grief in one
quarter of the cases, which is highly similar to the findings of Benfield et al. (1978) who
has reported the same phenomenon. Their more grieving fathers accounted for 22%.
Very important finding was made concerning a group which they called Minimizers. 18
mothers (22%) and 15 fathers (32 %) showed less grief, less difficulty in coping and less
despair. There may be both healthy and unhealthy minimizers. This group needs more
attention in the future. There is the need in future " to grapple more fully with some of
the complexities of the biological, behavioural and social responses of bereaved parents".
Longitudinal designs and other means of assessing mourning are also needed. It would be
very important to arrange follow-up studies that address the effects of parental grief on
the surviving and subsequently born children.
2.6.3. Qualitative aspects of family grief
Qualitative studies are few because possibilities to get adequate guidance in this research
area has been difficult.
Defrain (1991) collected the views of grieving parents (SIDS, stillbirth or miscarriage)
from nine investigations dating back to 1975. A qualitative analysis of data on nearly 850
family members indicated 10 very common questions asked by people whose lives had
been directly affected by the death of a baby. None of the questions ,however, are easy
to answer." Many of them may remain without an ultimate answer; but all questions that
the bereaved and their loved ones and friends seem compelled to keep asking themselves
and each other and the simple act of questioning and searching for answers are an
essential part of the healing process."
Why Did This Happen? Why Did This Happen, God ? How Can I Help Someone Who Is
Grieving?
Am I Losing My Mind ? Do Men And Women Grieve Differently? What Will Happen To
The Surviving Children? Should We Have Another Child? How Long Will The Pain Last
? Should I Reach Out For Help? What Have I Learned From All This?
Gilbert & Smart (1992) interviewed 27 couples with regard to their bereavement
experience following the death of the their baby. Marital partners were interviewed
separately and simultaneously for information regarding their subjective impressions of
the ways in which they both coped with their child´s death. The semi-structured interview
served as the basic source of data for this study. The topics were 1) experiences
immediately after the death 2) recurrent grief 3) personal changes and changes in the
marriage and 4) recommendations for others. The median time since loss was from two

to three years before the interview date ( 6 months to 7 years). Their data were analyzed
qualitatively using grounded theory as the basis.
The couple´s destabilization and restabilizations were described, also the gender role
behaviors and expectations. They created the detailed suggestions for professionals and
other helpers. These couples were of middle class families and reflected the way grief is
dealt in that special culture.
2.6.4. Combination of qualitative and quantitative aspects
One possibility to make research is to collect quantitative and qualitative findings and
see if they support each other. Volker & Striegel (1995) found that majority of previous
researchers had collected their data exclusively from mothers, typically many months or
even years after the actual perinatal loss had occurred. Most of those reviewed had used
standardized questionnaires to investigate perinatal loss. Volker & Striegel had met 26
couples and had conducted semi-structured interviews with both mother and father. They
had used FACES III, Couple Communication Scale, Couple Satisfaction Scale, Partner
Social Support Scale, Perinatal Bereavement Scale, Perceived Stress Scale and CESDepression Scale. The qualitative data analysis was made using the method of
ethnographic content analysis. Categorized themes were:
1) Degree of bonding between fetus / baby and parent 2) Organization of lives around
pregnancy 3) Degree of grieving 4) Idea of emptiness 5) Feeling of helplessness 6)
Existential loneliness 7) Therapeutic aspect of talking 8) Idea of “Community Loss” 9)
Awareness of “Miracle of Life” 10) Received empathy 11) Helplessness of environment
to react 12) Insecurity of couples to interact with environment
The more the parents had bonded with the baby and the more they had organized their
lives around the pregnancy, the more openly they were able to cope with the loss. Fathers
were especially helpless in dealing with the feeling of being left out as “ non-patients”
by the medical system. With regard to their grief, fathers consistently reported that they
grieved for their wives, while mothers grieved for the loss of their babies.
“The community of loss” put the loss in a positive context. By thinking about and
talking to other people with similar experiences, the parents felt “special in a strange
way”, going through a socially exceptional process. This gave them a sense of
community which helped them to handle the death as a positive growth experience.
The “miracle of life” was the theme that redefined the tendency of mothers to show
significantly higher levels of depression and bereavement, lower levels of
communication and satisfaction and higher levels of stress than fathers. Although
fathers had fewer symptoms than mothers they were able to provide the necessary
empathy and support. The quantitative data indicated the overcomig of isolation and
hopelessness and were in accordance with qualitative findings.

2.7. Socio-cultural and theological aspects of the infant death
2.7.1. High-level technology of reproduction and slow psychological adaptation
When artificial reproduction methods develop fast, there also emerge new ethical
problems. Rowland (1987) describes the ways of controlling the female reproductive
capacity. The new methods increase the economic, physical and emotional exploitation
of women. The child has to be the perfect pride of its parents. The possibilities of
childlessness, death and imperfection are denied. Sexuality and reproduction are split
from each other.
While parents have been given new possibilities to get a child of their own, they get new
hope and feel embarrassed at the same time. They wonder what to do with their frozen
embryos which are put in storage after a successful pregnancy.
The adaptive process of the human mind is slow. Long- term childlessness is not cured
by a new pregnancy, because it has already left permanent scars to the parental meaning
system (Menning 1988, Sandelovski 1993).
Multifetal pregnancy reduction has been used since 1978. Ormont and Shapiro
( 1995) found abundant literature on techniques, a moderate amount on ethics, but
hardly any on the psychological consequences of this procedure or description the
experience of the patients and their partners.

2.7.2. Cultural aspects of the loss of a baby
The death of a baby often signifies a peril that is controlled by special rites in society.
Cultural aspects also show the variation of practices that change our view of pathological
grief.
In Hindu Indian families, the death or illness of female babies is not considered as much
a loss as that of male babies, especially in the lower castes, where financial
considerations play a vital role in survival (Almeida 1991).
Puerto-Ricans attach a high value to children. Therefore, the dead baby was dressed in
white and a painted face made her look like an angel. Flowers were placed inside and
outside the casket. Music was played and songs were sung to hail the infant into heaven
(Garcia-Preto 1991).This ritual called Baqinee was used until the beginning of this
century in peasant families (Parrilla Cruz 1996).
There are many taboos and restrictions which control the way of mourning. In China
parents and grandparents are not expected to go to the funeral. The death of a baby is a
“bad” death, i. e. an untimely death. It is hence not socially acceptable to discuss such
“bad” deaths. Due to the long years of war and starvation in China and the high mortality
of women in childbirth, many Chinese have experienced untimely deaths and have not “
completed” their mourning (Lee 1991).
Lewis (1975) describes an American Indian woman. She was very depressed after the
death of her newborn baby.
She said: “ An infant goes beyond the trees, to the circling horizon, to the sky where
souls stay. It has an invisible cord attached to the umbilicus and extending to the
mother. The cord functions to nurture both until the child can care for itself, until it can
walk and talk and eat by itself. If the child dies before this, it misses its mother and keeps

pulling on the cord." She missed her child and responded by giving up that which kept
her on earth.
On the Celebes Island In Indonesia, a shaman takes away the dead body and buries it
without rituals. In Sumatra, the place of the grave depends on whether the baby had teeth
or not. Babies with teeth are buried outside the village and those without teeth in the
village. In Indonesia stillbirths belong to the category of the dreadful deceased. Society
therefore uses exceptional rituals to shield against supernatural powers. In many cultures
babies, are concealed in a hole of a tree or under the root of a tree (Pentikäinen 1990).
The child is not given a name during a certain period, and if he /she dies, the dead body
is abandoned ( Eisenbruch 1984).
The death of a child arose the hatred of invisible powers, and one therefore has to be
alert. Many cultures have plenty of rituals to prevent untoward incidents. If another baby
dies in the same family, according to Matweba- Uyulu (1994) in Zaire, the medicine men
of the village examine the baby, estimate the cause of death and suggest a possible
solution. The causes of death are usually external and unrelated to the deceased. The
traditional African view of sickness reflects a conflict between the sick person and
society. In contrast to the African practice of crying for the deceased for several days or
even weeks, when a newborn baby dies, no funeral is arranged.
The corpse is immediately buried either in a graveyard or at the back of its home or, as is
the practice of the Ngbandi and Ngbubu tribes, buried under the floor of its home. It is
strongly believed that a baby is resurrected with the help of the soul of someone living
in the house. There is a general belief that when fruit from the grave fruit tree are eaten,
the baby returns to life.
Gatrad (1994) described in detail the Muslim death rites in hospitals. Muslims are
always buried, never cremated. They prefer to die in their homes. In hospital, a great deal
of anxiety may be due to certain beliefs. For example, if a baby has died in utero and if
no immediate delivery is induced, the mother may believe that she is going to die herself.
The religious law does not allow Muslim women to attend burials and they do not, in
practice, attend them, even if a female relative or a baby has died.
The initial bereavement period lasts for three days, during which prayers are recited
almost continuously in the home. Public rites are for men only. The extended family
network provides a great deal of support for the bereaved. Because of the physical
proximity of the family members and the custom of talking through experiences,
feelings of loneliness and isolation are less common. Most Muslims have religious
explanations for a person’s death, particularly that of a child. Their religion encourages
sharing of grief and provides means for absolution. This should be appreciated before
any counseling is attempted.
In our hospital, when a Muslim child died, nurses were astonished and angry because
the father did not comfort the crying mother. Later on they were told that it is not
suitable to comfort one´s wife in public.
2.7.3.

Dead babies without a status

Pentikäinen (1990) described Finnish death compherensively. Our death culture is split
between the western church- centered cult of death ,when funerals were held mostly in
the realm of the family, and the eastern culture with the Carelian customs and dirge

women. The eastern ceremonies strengthened the connections between people by
building bridge between the " living" family members and the thereafter. Pentikäinen
also remarks that there were no or only a few death rites when the death was exceptional.
There was no mourning society to take care of the dead. That is why the unbaptized
baby was without status.
S / he
lacked a position in the double society of the living and the dead. There are many
descriptions of these supranormal dead babies who were threatening if they had been
killed or had died unbaptized. Some of them were gentler and they returned to their
mothers, telling them not to cry too much. In Finland, naming the child was related to the
concept of soul.The newborn baby got the soul ,"its self" from a relative when named.
In many cultures, the children born dead or living for only a while are abandoned
without any rites. The nameless child is without a soul. Unbaptized children have been
subject to the most contradictory dogma of the Christian churches. According to
medieval theology, unbaptized children stay in the place-between - limbus puerorum,
the ante-chamber of Heaven.
Agamben (1995) points out that theologians regarded the unbaptized children to have
only original sin. From this point of view, those in limbo do not suffer, in contrast to the
condemned, because they only have the knowledge of the natural, not of the
supernatural. Baptized people get knowledge of the supernatural. In this way, rejection
turns into natural joy. As incurably lost forever, they live without suffering in oblivion of
God. The Greek Orthodox church has also regarded the salvation of unbaptized
individual relative. The Roman church regards the original sin in children as not equally
heavy as in the unbaptized adults.
In the Lutheran church, there have been different of sects and tendencies on this point
(Pentikäinen 1990).
2.7.4. Finnish death lullabies
Finns have a special relation to death. It is like a dark shadow following you and
reminding of the fragility and shortness of life.
Achte et al. (1987) studied lullabies from different countries and found that funeral
songs have been sung in northern and eastern Europe in the area of Finns, living in
Finland and in other parts of Scandinavia, in Estonia and among the eastern Slavs, where
life has been a hard struggle. A mother- exhausted and depressed by hard work
transferred her longing for death to her baby, singing songs about the her baby´s funeral
and her mourning. From an international perspective there are exceptionally many
death lullabies in Finland.
Our national composer Jean Sibelius composed the Song of my Heart to a poem by our
national author Aleksis Kivi. It is a favourite of many male choirs. Sibelius lost two
neonatal daughters, Eveliina and Kirsti.

SONG OF MY HEART
Grove of Death, grove of night´s land!
There´s a cradle of fine sand
There I will bring my baby.
There ´tis merry for a child,
With Death´s lord upon his field,
Tending the herd of Deathland.
There ´tis merry for a child,
when day closes to be lulled,
Folded by Deathland´s maiden.
Merry for a darling child,
In a golden cradle sprawled,
listening to the nightjar.
Thicket of Death, place of peace!
There pursuit and quarrel cease,
Far from the world`s betrayals.
(from the novel Seven Brothers)
Translated by K Bosley (1994).

2.7.5. The pastoral problem and the death of a baby
Nowadays families have a possibility to have funeral for even a very small fetus. In
Finland, the new law allows the parents to bury the ash anywhere. Also, if the
pregnancy is terminated for medical reasons parents may arrange a funeral, which is one
important way out of their contradictory feelings.
A fetus of early miscarriage ( under 12 weeks) is taken care of by the hospital and
ashburnt in a cremator. Late miscarriage fetuses (12-21 weeks, under 500grams) can be
buried or ashburnt by the hospital. A stillborn baby is always buried.
In her theological dissertation titled Perinatal Death as a Pastoral Problem, Andersson
Wretmark (1994) cites Nilsson, whose doctoral thesis De Sepultris (1989) deals with the
right to a church funeral and burial in the years 1140-1350. Since the early centuries of
Christianity, only baptized persons were allowed to be buried in consecrated ground. It
was also discussed whether a pregnant woman who died should be allowed a church
funeral, since she carried an unbaptized child. The Nordic laws allowed the mother to be
buried, because the child was seen as a part of the mother’s body. The infants who had
been only blessed but not baptized had a position in between, and they could
occasionally be buried at the outskirts of the churchyard.
Andersson Wretmark reviewed over 300 articles of medical, nursing and theological
background from the 1950s to the 1990s. In her view, the whole issue of stillborn
children and those liveborn ones who die close to birth, the issue of perinatal death, is
perhaps most of all a question of human dignity. She made an interview study with

parents who had experienced a perinatal loss in 1970 -1977, a period when the attitude
towards bereaved parents seems to have changed or was beginning to change .
She concludes: ”A liveborn child who is baptized does not constitute a problem. There is
less of conviction in the rituals if the child was not baptized and even less if it was
stillborn. The intriguing question would be the possibility of no resurrection for a
stillborn child. Does the limit for the hope of resurrection depend on the weeks of
gestation or whether the child breathed outside the uterus or not? It might be possible
and perhaps necessary to combine experiences from different areas. The studies in the
medical and nursing literature generally lack any existential or specifically pastoral
aspects while theological studies have often avoided getting too involved in fields which
are not traditional and safe. Naming could be seen as a symbolic acceptance of the child
as a child, while seeing the child and attending the funeral are activities of a more public
character.”
Andersson Wretmark recognizes that the process of acceptance be identified most easily
on the basis of funeral attendance, which was the focus of her study. It is an aspect which
rarely has been studied.
The concept of emergency baptism dates back for centuries and its purpose is to save
the baby for burial in consecrated ground. During the period of the Roman catholic
church, the baby could even be baptized in the uterus with a long-spouted can. It was
also possible to baptize the presenting part. The protestant church prohibited the use of
can.
Unbaptized dead babies were also secretly placed into caskets of adults to get them
buried in consecrated ground (Bjerström 1994).
The major premise of the revivalist movement of the Conservative Laestadians is the
postulation of belief before baptism. Children are " believers" because they do not have
" unbelief ". They think that baptism is not a sacrament where an external sign of God´s
mercy is realistically present. The mercy is not in baptism but " in the kingdom of God "
(Ruokanen 1980, Reinikainen 1986).
In his long poem” Known by an angel “ about SIDS, the Finnish poet hospital minister
Niilo Rauhala (1979) writes about young parents who have lost their first unbaptized
baby and are rejected by the local vicar, who cites an old verse:
"The child is unique
created by God
but he is not born free
nor in the light
but he is still shrouded by night, he is a stranger to angels
and impossible before God
if he lacks the mercy of baptism "

2.8. The personal challenges of a therapist dealing with loss
2.8.1. Counter- transference responses and death
Our capability to help dying and bereaved people is correlated to how our views of
death have evolved and progressed without too big traumas.

Bourne (1968) compared 100 cases of stillbirth with 100 live births and found clear
evidence of a disturbed doctor/ patient relationship. Doctors had a strong reluctance to
notice or remember anything about patients with stillbirth. The difference between the
responses of the two sets of doctors was far more striking than the reported differences
between the two sets of patients. Many authors advocate physician-patient counselling
after perinatal death (Williams 1963, Giles 1970, Kennell et al. 1970, Rowe et al. 1978,
Bruhn & Bruhn 1984, Tomsyck 1988) and underline the importance of the health care
team ( Szgalsky 1989, Carr & Knupp 1985, Weiss et al. 1989).
McDaniel et al. (1992) focused on the counter- transference responses, which require
the medical family therapist to focus on self-care and to examine his or her own
responses to life´s most challenging questions about meaning and tragedy. They cite
DeFrain (1991): ” When one becomes involved with bereaved families as a professional,
one is likely to experience over time a wide wariety of feelings: feelings of being totally
absorbed, shattered, challenged, frustrated, terrified, saddened, angered, awed beyond
comprehension, enriched, and blessed.”
Nissilä (1992) in his theological dissertation discusses the reactions of helpers. Just like
grief death also has its own world. Near death, unusual images and experiences emerge
when denial is broken. Almost everything is seen in a new light and the situation may
activate powerful negative feelings: panic, anxiety, fears, anger, guilt, shame and despair.
According to Lindquist (1995), one of the key factors explaining staff burnout is their
compulsive desire to control. If a person learns to be humble when faced by something
unavoidable, s/he does not feel depleted in the same ways as those who deny their
helplessness and engage in a desperate battle against the impossible.
Although there are hospital teams specialized in hospice work or debriefing, families
hope to have discussions with the medical and nursing staff. Voutilainen (1989) found
that the hospital team did not actively encourage the family to take part in the care of
their dying child and failed to notice the spiritual needs of the family or the child.
Families also hoped that the staff would contact to them after the death of their child,
because the were the key persons in their life after the family relationships had changed
during the sickness and death of their child.

2.8.2. Vicarious traumatization and compassion fatigue

If the helper of mourners begins to traumatize him/herself, it is hard to contain the
suffering and pain of others. There is the risk of exhaustion when faced with impossible
things. Traumatization may also take place subliminally and slowly, resulting in somatic
symptoms. It may manifest as exhaustion, depressive gray mood and feelings of
emptiness. This is a trap for those helpers who have no possibility for supervision or
education.
Vicarious traumatization as a concept was introduced in 1990 (McCann & Pearlman). It
is a transformation in the therapist´s inner experience resulting from empathic exposure
to clients trauma material.
The term secondary traumatic stress disorder refers to the responses individuals have to
hearing about others traumatic experiences. Vicarious traumatization includes the
symptomatology of secondary traumatic stress disorder in the context of profound

changes in the therapist´s sense of meaning, identity, world view and beliefs about self
and others (Pearlman & Saakvitne 1995).
In compassion fatigue ( Figley 1995), the helper identifies too much with mourning
people and therefore sees around her/ him only accidents and losses. When working with
dying people and in crisis intervention teams, this possibility is always lurking.
Exhaustion is well-known for helpers. At the same time as trauma therapies develop,
however helping the helpers is also coming to focus.
There are special features in vicarious traumatization and compassion fatique. They
differ from the wellknown concept of burnout, which rather refers to the exhaustion
experienced in demanding work where the outcome may be less conspicuous.

2.9. Summary of the literature review:
There is plenty of research on grief. Grief has been described with the best possible
research methods and psychological constructs. The individual grief has been studied in
detail. The studies on the death of a baby start from the mother, then include the father
and later even the helpers in hospitals.
Most of the studies have been quantitative up until now (Zeanah 1995).
Psychoanalytic thinking has maintained active contact to the qualitative aspect of normal
and pathologic grief of individuals. But the psychoanalytic tradition is also changing
(Wortman 1994). Both psychoanalysts and family therapists are reconstructing their
earlier conceptualizations and both have directed their attention to the discourses and
narratives in psychotherapeutic interaction. The few qualitative studies during the past
few years have concentrated on the experiences of parents. Understanding of the
connections between trauma and grief is increasing (Dyregrov 1994, Figley 1995).
Psychic traumatization upon the loss of a baby has been clearly recognized in the 1990s.
In earlier studies grief and trauma were unseparable. The loss of a child not only
disrupts individuals and family systems but is also seen as a large historical pattern and
practice, which continues to be reflected in our time. The death of a baby is an out-oforder loss, which provokes anxiety and rejection everywhere and may even traumatize
helpers.

3 . AIMS OF THE PRESENT STUDY
My purpose was to describe family grief and recovery when a baby dies. Answers were
sought to the following questions:
1. How does the loss of a baby interfere with the family processes?
2. What are the grief narratives of the family members like?
3. How does the loss change the family identity and the family´s world view?
4. What type of support does the family need after the loss?
5. How does the role of the researcher change during the research process?

4. MATERIAL AND METHODS
4.1. Method of studying grief
4.1.1. Qualitative research approach
In Finland qualititative medical research has a short tradition. In the psychiatric domain,
exclusively qualitative studies are rare. Qualitative description explores the meanings,
variations and perceptual experiences of phenomena ( Miller & Crabtree 1992). The
choice of my research approach was mostly determined by my topic of family grief, the
family therapy paradigm
and
my longlasting interest in
existential and
phenomenological philosophies. Grief studies have been predominantly quantitative
until the present time (Zeanah 1995). For over a decade in the USA, teams have been
working on in family medicine at the interface between medicine and social science.
Their aim is to incorporate a ” meaning- centered approach”. Good (1992) defines
semantic illness networks as the concurrence of meanings and experiences that are both
individual and rooted in the surrounding culture. This approach is an interpretive process
and opens up perspectives into explanatory and narrative discourses. Qualitative research
data are textual originating from spoken and written language. Language is intrinsically
social. In conversation and communication we co-create what we are (Cronen & Lang
1994). In this study, grieving and recovering families try to go on with life and find new
meanings. The roles within the family, the stage of the family life-cycle and the culture
of extended family reflected in the healing processes.

Families construct explicit grief narratives but the traumatic aspect of loss may have an
implicitly non-narrative character (Shay 1994). The research task was to collect
narratives of loss, trauma and recovery and meanings which are property of the whole
family unit ( Patterson &Garwick 1994). The purpose was to outline grief phenomena in
horizontal family meaning systems and also vertically through generations.
4.1.2. Phenomenological knowledge and the hermeneutic cycle
When parents are concretely expelled from paradise, they are alone with their pain and
suffering. The study of meanings of life and death is tied up with the analysis of our
existence in the world. In studying the meaning systems of families, phenomenologic
inquiry opens a wide research horizon. In phenomenology, experiences are studied in
their special contexts, not as something secret or hidden from outside. The
phenomenological and hermeneutic research attitudes only differ in their philosophical
background. Perttula (1995) describes existential phenomenology as a holistic view
which combines both phenomenological and existential philosophical analyses.
Hermeneutics emphasizes the interpretation of findings. Reflexive interpretation begins
from the first moment of the study, and its purpose is to get the researcher into the
circulation of the hermeneutic cycle, the wave- like movement from details to the
whole and back. Eskola (1996) uses the concept of dialogue to describe the hermeneutic
circle. Denzin (1989) refers to it as interpretive interactionism.
According to Rauhala (1995) it is possible to depict research as a spiral or a
continuous process of understanding and influencing the world view by the means of
interactional skills. The researcher uses her/ his experience of a participant as
transparently and expressively as possible. He also stresses the need for systematic,
rigorous categorization. Phenomenology does not explain the general features of the
objective world, but phenomena as we live and experience them (Luckmann 1978).
According to the tradition of hermeneutic philosophy, all knowledge has this dimension (
Gadamer 1960, Heidegger 1962). Human science also involves this world of
sociocultural meanings, which is especially emphasized by Habermas ( 1970) and
Ricoeur (1981). Sevänen & Turunen (1996) point out that a researcher of society and
culture has to practise " double hermeneutics". On the other hand the task of the
researcher is to get the meaning structure of the sociocultural world or the meanings and
interpretations according to which people orient in their life and work. On the other hand
the researcher also interprets and explains the actions of people with theoretical concepts
and gives them a theoretical interpretation.

4.1.3. Roots of existential phenomenological thinking
Rauhala (1981) applies the term ” existential phenomenology” to those philosophical
trends after Heidegger ( 1962) which were dealing with the holistic view of the
problems of human existence. Rauhala ( 1995 ) adds to phenomenology the aspect of
ontologic Heideggerian situationality. Situationality refers to the unique life situation,
the part of the world that an individual is related to. According to Kapferer (1986) the
starting-point is the loneliness of individuals an the attention in phenomenological
research is therefore directed “ to the processes whereby individuals overcome or

transcend their aloneness in the world and come to share their lived experiences with
others.”
Merleau-Ponty (1992) is one the researchers who have developed the existential tradition
which originates from the ideas of Husserl ( 1962). He maintains that our relationship
with world is an interactive process rather than anything pre- determined inside us, and
also that the objects of our lived experiences are always ambiguous and unstable.
Especially his ideas about bodily meanings and the primacy of bodily existence in the
world have now been rediscovered ( Heinämaa 1996). All of these philosophers raised
in their own way the question of correspondence between the consciousness and the
objects, which was one of the original thoughts of Husserl. They also supported the view
expressed in his last books by Husserl that all human thinking is basically tied to
Lebenswelt, the world of lived experiences, which is already known as the product of
people´s everyday knowledge (Heritage 1996).
The question of how we shape phenomena in our minds is not intellectual analysis but
existential. Individuals in this frame take their place in the world by prelogical action.
Phenomenological reflection shows that neither language, nor perception is analysable in
purely representational terms, since much of what is important in the phenomenology of
these acts, occurs on the preverbal level (Wrathall & Kelly 1996). Wittgenstein ( 1953
) aims at the same direction:"We feel, as if we had to penetrate phenomena: our
investigation, however, is not directed towards phenomena , but, as one might say,
towards the ´possibilities´ of phenomena." The existential view emphasizes concrete
human existence in the world. ( Valle &King 1978).
4.1.4. Existential phenomenological thinking in Finland
Rauhala (1995) outlines consciousness as being composed of meanings in their contexts
and their continuous process of parallel change. He divides an individual into three
ontological basic modes : The physicality, the consciousness and the situationality,
which intertwine. He calls this intertwining of phenomena the ”situational feedback
loop” where phenomena control in mutual transparency each other and then also the
whole. " Human being is a singularity from plurality”. Rauhala thinks that all existing
aspects contribute to the creation of meanings in this process of wholeness. The
relationship of meanings has its own meaning function only in the world view where it is
constituted. It is possible, with this theory, to interpret the complex meaning systems.
Rauhala´s holistic thinking resembles the biopsychosocial model created by Engel
(1977) , which is the cornerstone of Family Systems Medicine. Both postulate three
modes operating : one at the biological-bodily level, another at the psychologicalconsciousness level and a third at a social -situational level. These mutually
complementary approaches emerge from different worlds of thinking towards the same
direction of wholeness.
According to Rauhala it is typical of real personal research of consciousness that the
results are not included in report of proceedings or statistics. What happens transforms
immediately the contents of consciousness as a change of meaning experiences. In that
way, the newly developed meaning relations remain as part of the constructed world
view. After that it becomes part of the horizon basis which next interprets new material
of the mind ( noemas). Therefore, the development may be cumulative, because the basis
of interpretation is enriched. There are no any straight routes to reality. Scientific
discipline do not study reality itself, but meanings from reality. People should be

allowed to have also ambiguous and inexplicable experiences. Rauhala sees great
problems in this pursuit of " approximities”. How could we describe the non-linguistic
in a language without losing its character?

4.1.5. Phenomenological psychological method.
Phenomenological psychology studies the experiences of people in their natural milieu.
Cochrain & Claspell (1989) in their book on the dramaturgical-phenomenological
approach of grief comment: " One of the most rigorous methods for the study of
meanings is existential phenomenology. "
In Finland, Perttula (1995) has used the method presented by Giorgi (1988) in his study.
He also emphasizes the existential ontology described by Rauhala (1995) compared with
the epistemological primacy described by Giorgi. The phenomenological method permits
the researcher to keep her/ his professional presuppositions. They are not self-evident (
Cochrain & Claspell 1989, Perttula 1995), but require reflexive processing during the
study.
I call the method of this study the phenomenological family therapy approach, because
my research unit is family and I use family therapy theories as presuppositions and in
interpreting the results of the phenomenological study. This approach is not a rigorous
phenomenological analysis but rather a stream of a paradigmatic research that starts to
flow from the Husserlian rapids and takes along with it everything that links together
and helps me to understand better the family- in-the- world experiences and meanings.
4.1.6. Family Systems Medicine
The ideas of Family Systems Medicine ideas originate from the combination of family
therapy and family medicine in USA. The first big paradigmatic change in systemic
thinking took place in the 1970s, when therapeutic focus shifted moved from the
internal individual to interpersonal processes ( Wynne & Singer 1963).
Engel, himself an internist (1977) proposed the biopsychosocial model for organizing
medical care. Based on general systems theory principles attributed to von Bertanlanffy
(1958, 1968), the biopsychosocial model acknowledges the hierarchical, interdependent
relationships of biological, psychological, individual, family and community systems. In
his theory of open systems von Bertanlanffy emphasized the mutual interaction with the
surroundings. The model reminds providers that they affect multiple levels of systems
simultaneously (McDaniel et al. 1992). According this view all human problems are
problems of biopsychosocial systems. Doherty et al. ( 1987) have defined term
”systems” as transcending the Engel model to explain the interactions across the levels
of the multiple social systems involved in health and illness. The positions of therapist
and client have gone through fundamental changes. Nowadays, helping people is seen
as the collaborative team work with a systemic view. The Family Systems Medicine
approach has been used in Finland in family doctor educations in the 1990s (Kiuttu
1994). There are good results from consultations of complex systems consisting of
somatically ill patient, her/ his family and the medical organisation. These theories help
general practitioners to respond to the challenges presented by psychosomatic and
psychosocial problems, which are identifiable 60 -70 % of the clients of the health care
system (Larivaara 1987).

4.1.7. From phenomenological thinking to social constructionism.
Phenomenological philosophies and hermeneutic thinking made way for the ideas of
social constructionism. Social constructionism considers it impossible ever to reach to
the objective reality, but it concentrates on the knowledge that is constructed in
interaction and expressed in language (Penn & Frankfurt 1994). Modern hermeneutics (
Habermas 1984, Ricoeur 1981) emphasizes the communication between the interviewer
and the interviewee, which resembles discussions where members of a society tell about
the justification of their deeds. There is a transition to dialogue between the interviewer
and the interviewee which reminds the view of therapeutic discourse by Anderson &
Goolishian ( 1992). The internal monologue of an individual mourner is hard, hopeless,
and full of pain and suffering. Bakhtin (1984) states that " monologue is finalized and
deaf to the other´s response, does not expect it and does not acknowledge in it any
decisive force ." Grief shared with another adds to this one voice other gentle and
comforting voices when the internal monologue transforms into dialogue (Penn &
Frankfurt 1994).

4.1.8. From ontologic questioning to an epistemologic paradigm
Systemic family therapy has been criticized for its technological metaphor ( Erickson
1988, Goldner 1985, 1988, Hoffman 1990, Luepnitz 1988, Pare´ 1995, 1996) The
systemic metaphor as a mechanical, biological and linguistic model gave answers to the
ontological question: ”How the world is ? ” The epistemological metaphor question is: ”
How to we come to know the world?” (Pare´1995) The paradigmatic shift is seen as an
expansion of the metaphorical repertoire. Pare´ (1996) suggests that we should use the
term ”family culture” which reflects better the metaphor of the linguistic, narrative
therapy model. He points out that “actions and statements can be seen as expressions of
cultural meanings.” This makes it justified to say that "systems do not grieve " ( Gilbert
1996), but grief is shared in a family culture, which is influenced by meanings, secrets
and myths.
There are several family therapists who raised the possibilities of language and
conversation to a new paradigmatic level like Anderson & Goolishian (1988), Tomm
(1988), White & Epston (1990), de Shazer (1991) in Finland Riikonen (1992) and
Wahlström (1993). The epistemologic paradigm emphasizes meanings, interpretation
and intersubjetive knowledge. Life and world are constructed in conversations. Words
are not only categorizing signs, but they carry changing meanings and they themselves
have intrinsic power.
Social constructionism brought in its wake narrative ideas. People co-construct reality
by telling. Narratives include temporarily changing dynamics. The answers to questions
are never static. The concept of family grief story told after the death of a family
member by Sedney et al. ( 1994) comes close to the purposes of this study. Telling
stories can provide emotional relief, help to make an experience meaningful and bring
people together. It is also possible to speak about post-narrative studies, which have left
fictive discourse and moved into a non-fictive domain ( Keskinen 1996).

4.1.9. Knowing/ not-knowing

Anderson (1996) writes as follows :
The collaborative language system means a shift from language as a function, as a
rhetoric-like tool, to language as the essence of dialogue and therefore the essence of
the therapeutic process. It is a conversation in which people create meaning with each
other, are engaged in an in-there-together process, in which they talk with each other
instead of to each other.
According to this view, I am not only the expert narrative editor of the client´s story but
more like a co-author whose expertise is in the process, though I have also collected
stories and used them like an editing tool. I applied this view when I met these families
and we together co- constructed ideas of how to survive when a baby is lost.
The research and the therapeutic process include discovering new meanings in their
contexts together with the family members. The position of the researcher or therapist
has changed from being a distant observer to active participant of interaction. The
meaning of language in a therapeutic process is crucial when the position of the expert
has changed, and it is also the important to see the client as an expert in his own family
and the position of the therapist as “not- knowing” ( Anderson & Goolishian 1992).
”Not-knowing” refers to the attitude and belief that the therapist does not have access to
privileged information, can never fully understand another person, and always needs to
learn more about what has been said or left unsaid. This paradox of knowing vs. not
knowing is related to the paradox of reflectivity ( Babcock 1980 ). Anderson ( 1996 )
also postulates that the therapist avoids premature understanding, pre- knowing and preassumptions. The expertise is not anything in advance determined knowledge but it is
created out of conversations.
In not-knowing, the therapist joins the clients in the natural unfolding of their story.
Not-knowing emphasizes an open and searching attitude. Families are experts of their
own grief. Acting like an expert deprives the client of the possibility to get away from
the monologue of a victim into a dialogical domain. When dialogue is reached, it opens
up new possibilities. In dialogue, it is possible to reframe life and to discover new things
from the background, outside the dominant story (Bruner 1986, White &Epston 1990).
In this way, family system ideas are integrated into
hermeneutic reflection,
phenomenology and linguistics.

4.2. Procedures
4.2.1. Beginning of the study
The first impetus to this study came from the obstetric unit of our hospital. Docent
Anna- Liisa Hartikainen contacted the psychiatric clinic in the autumn of 1992 to
because, in her view, the outcome of the parents who had lost their baby and had
consulted a pychiatrist was not satisfactory. They did not get support. As a psychiatrist
anf family therapist I realized that the loss of a baby was often closed in silence for years.
Whenever the parents mentioned it, the experience of the loss was still strong

emotionally, as if it had happened yesterday and had been inscribed on their minds in
fiery letters. The grief was sealed under the title ” insignificant”, but it was one cause for
increasing symptoms of depression or somatization. After finding an abundant body of
quantitative studies, I decided to carry out a qualitative study of the experiences of
families. At the same time a multiprofessional group was started in our hospital to
organize support for parents and families who had lost their baby in hospital .We had
two seminars dealing with the death of a baby and also made a little guidebook for
grieving parents. I found some of parents included in this study with the help of the
group members. In the same year, 1992, a national organization was also founded to
support SIDS parents (KÄPY).

4.2.2. Process of sampling
The sampling strategy was to meet families or family members who had acutely lost
their small baby. Since the beginning of 1993 parents were informed of my study in the
obstetric unit of Oulu University Hospital and five families called. The typical latency
time was about two months. Two of the mothers wanted to come alone first, and I met
the fathers later during a home visit or in a couple session. After the family debriefings,
families also decided to take part in follow- up sessions. Four families contacted after I
had published an invitation to write about their experiences in the newsletter of the
KÄPY organisation. Some wanted to phone. Some local helpers also gave my address to
grieving parents, who called later.
The SIDS organisation KÄPY helped by arranging a weekend seminar for support
parents, where the focus group discussion was tape- recorded. My way of working with
the with families was determined by their needs. I met some families with one of the two
supervisors of this study, my husband Erkki Väisänen, who helped me as a family
therapist, co- therapist and co- interviewer ( families 3 ,7, 12 and 15 ). I contacted one
mother who was in the psychiatric unit for her crisis with the help of a local family
doctor.
I transcribed tape- recorded sessions. I also made notes from sessions and wrote down
the discourses that clarified certain family experiences. My way of collecting data was
determined by the family situation. As the study progressed, I started to trust more
myself and my own perceptions and my way of experiencing was sharpening. Some
special features of these family grief narratives began to recur quite early. I discontinued
data collecting at the end of 1995, but have kept contact with some families also
throughout 1996. I had some key families who produced a lot of material and some with
fewer notes. I did not use any prestructured way of collecting data. This attitude is
crucial in existential phenomenologic research. It is important to get rid of all
unreflected presuppositions and give up all rigid themes and titles which restrict the
horizon. This randomness was helpful when the goal was to identify something very
essential in this phenomenon of grief. I therefore also collected poems, TV programs,
articles from newspapers and seminar lessons that illuminated this loss from different
aspects. My most remarkable experience was the way the families took contacted me.
During this period of story collection, I had continuous contact with one or two families
at the same time, and when one left, a new mother phoned. It was the intrinsic rhythm of
this study and helped my way of working. I have no explanation for why it happened. It
was as if the families had known my schedule.

4.2.3. The double role of therapist and researcher
The families decided themselves whether the meetings were therapy or interview
sessions. The letter and phone contacts were meant to help other parents by telling them
of their experiences. The focus group theme was also how to recover after the loss.
Some families asked me to visit their home, telling me that they will manage with their
own grief, but want to help other families dealing with same situation. They usually had
a supporting extendend family. If the discussions were saturated with traumatic and
anxiety-provoking experiences, I did not avoid a therapeutic atttitude. Some families
said they needed right at the beginning of the session. Three mothers and one father
asked to have therapeutic help alone.
My main role was that of a family therapist. It is possible to describe my approach as as
double orientation. In the family therapy frame, we also ask how experiences transform
into meanings and how they are retold. These two roles were intertwined and my
emphasis on family expertise suited well both roles. It is also difficult for me to think
this type of interactional study in the terms of a subject - object dichotomy. When the
process with a family continued longer, they began to ask questions about my identity
and my family. At that stage the roles were no longer needed and they slowly faded
away.

4.2.4. Ethical viewpoints
Families knew that participation was voluntary. Anonymity and confidentiality are
important because of this sensitive and fragile period of bereavement.The research plan
for this study was reviewed and accepted by the Board of Ethics of the Medical Faculty
at the University of Oulu.
Respect for the family has determined my way of studying it. In Finland we have
confirmed the principle that even the researcher keeps the contents of family debriefing
confidential. It is only possible to tell of your own experiences. Usually I did not taperecord my first meeting with family, because that would have been unethical in view of
the acuteness of their grief. The families were always very open, co-operating and
helpful. I have protected them from identification though many would have been willing
to use their own names. The families of this sample actively wanted to help other
families with similar grief. The families usually contacted to me. I contacted to one
family to get more information about the background of the mother´s dissociative
reaction.
Religion emerged strongly since the beginning and I have tried to keep my attitude to it
neutral, not comparing different views. Instead I try to describe how spiritual support is
helpful in different families. The parents have had a possibility to read and comment on
what I´ve written.

4.3. Families in the study population
Families live in different parts of Finland. Names have been changed and details have
been left out to protect the privacy. The perinatal losses numbered 15, with 6 cases of
SIDS , one of which later got the explanatory diagnosis. There were two neonatal losses.
Sixteen families have got one or more new babies. I met personally 16 mothers, 11
fathers, 16 children ( 2 - 16 yrs), 9 other relatives, 2 godparents and 2 friends. With
three families have been corresponding. One mother contacted with phone.
1: Perinatal death. 1 session with parents, 1 home visit, both tape-recorded.
2: Perinatal death. I met the mother 5 times. Three tape- recordings at home, twice
family, once mother and her friend.
3: Neonatal death. Several sessions with the parents with Erkki Väisänen. Three tapes
from home visits.
4: SIDS. Family debriefing and two follow- ups. Last follow-up recorded.
5: SIDS. Two home visits with the mother and children. Notes.
6: SIDS. The mother has written two letters telling me, how the family had survived.
7: Perinatal death. One session with the mother in the obstetric unit ja two sessions in an
outpatient department.The extended family session with Erkki Väisänen. Recorded and
reviewed in appendix. A follow- up home visit, notes.
8: SIDS. The mother had several therapy sessions alone, notes. The discussion with
grandmother taped.
9: Perinatal death. The mother´s story recorded from the seminar of perinatal death.
10: Perinatal death.The mother had several therapy sessions alone, one couple session.
Notes.
11: Perinatal death. The mother told on phone about her grief. Notes.
12: Perinatal death. Four phone calls with the mother. Home visit with Erkki Väisänen,
recorded.
13: Perinatal death. Recorded home visit.
14: Perinatal death. Two home visits. Notes.
15: SIDS. Home visit with Erkki Väisänen. Notes. Daughter´s interview separately later.
Notes.
16: Perinatal death. The father´s two therapy sessions. Notes.

17: Neonatal death. The mother´s two letters. I met her once, notes.
18: Two perinatal deaths in succession. The mother´s letter.
19: SIDS. Two home visits. Notes. The mother´s poem.
20: Perinatal death. The parents write about their experiences in letters.
21: Perinatal death. One session with the mother. Notes.
22: Perinatal death. One session with the mother. Notes.
F: Focus group in Ylöjärvi on 4. 2. 95. One father, two children and twelve mothers
were present. The parents act as support parents in the Finnish SIDS organisation. The
minimum time since their own loss is one year. Recorded.
According to Carey (1994), focus group members can describe rich details of complex
experiences and the reasoning behind their actions, beliefs, perceptions and attitudes.
The impact of the group setting can enhance the quality of the data elicited.

4.4. Steps of analysis
The selection of research method was processual. It was important to find a method of
analysis that would optimally suit the narrative material. In phenomenological approach,
the purpose is to confront life in the spontaneous expressions of everyday life as it is
lived. Phenomenologic thinking does not fix the method in advance, as the concrete
form of the method depends on the contexts of the phenomenon studied
( Giorgi 1988). Phenomenology is rigorous in identifying parts, but involves the problem
how to produce a holistic construction (Cochrain & Claspell 1987). Reduction is the
cornerstone of phenomenology (Bullington & Karlsson 1984).
The first step is bracketing, which involves isolation of non-reflected presuppositions.
According to Perttula (1995), bracketing does not mean isolating one´s professional
presuppositions. It is important at any rate, to think about one´s own assumptions and
tune oneself up to a more open and sensitive channel. I used my family therapy frame.
Families tell and retell about their loss in family interactions, where meanings are
created. It is a interactive process and the grief of family members relates to the family
grief process.
I step.
The analysis of data and the intepretative process started from the beginning. The way
of collecting the stories was determined by the situation of families. Using the helpful "
not- knowing" attitude I began to concentrate especially on those meanings which
presented things in a new light. When the data were transcribed I continued my
methodocical process by reading each text several times. I looked for meanings
expressed by the family members. Those meanings were in their contexts and I knew
that " the meaning of an utterance depends on the context in which that utterance takes
place" ( Dewey 1925, Wittgenstein 1953, Bateson 1972, Cronen & Lang 1994). During

this process I used bracketing, which is the beginning of reduction and the hermeneutic
circle ( Perttula 1995, Varto 1992). I aimed at careful reflection of everything
concerning both the data and previous research. At the same time I also took details of
texts and integrated them into my own notions, experiences and counter- transference
feelings, which has arisen in me and which I had written down in my research diary.
II step.
In this phase I extracted the meaning units using by Colaizzi method (1978). Mutually
complementary family meaning systems emerged from the texts ( Bullington & Karlsson
1984, Perttula 1995). I collected meaning units into 26 categories
( table 2,
appendix ). They were variable in lenghts. Because meanings are carried in their
contexts of the stories, it was important not to fragment the texts into too small parts. It
was difficult for example to extract parts from the discourse of the focus group because
it made up a multi- voiced interactive collage that had its own harmonical rhythm. I first
picked up meanings and later described it as a whole group process (8.2.9).
There was also the problem when I personally knew these persons and they began to
continue their stories in my mind with their own voice and discussed with me. I made an
attempt to get rid of my control and go on like with fictive persons into an unreal
direction. In this respect returning to the data and taking a bird´s eye view from time to
time was important for this circular research process.
The meaning of a text is different to a reader, the story-teller and a researcher.
Because described experiences and meanings are unique, it is not possible to speak
about saturation of data in phenomenological analysis ( Perttula 1995). The texts also
give the reader a possibility to make their own views, to comment and to criticize.

Example :

Mother tells :
And my own midwife was the assistant head nurse of the ward. Whenever she left, she
asked for our permission and told about us to another midwife, who was there if we
needed anything. If we needed medicine or somebody to talk to or anything, the other
midwife came to see us, and we never lost contact, they saw to that. (12)

III step.
Using language of interviewees, I translated the meaning units into
my researcher language. This step emphasizes the benefits of the reduction and the
possibility to ignore unclear and controversial sentences and concentrate on the most
important ideas. In this phase, the researcher is warned about using ” expert discourse” (
Bullington & Karlsson 1984), which involves the risk of getting lost. It is possible to use
interpretations that destroy the original meaning. This ” translation” elicited the basic
frames but, resulted in a loss of the rich complex multilevel vitality of the narratives.

Translation of the previous II step speech by a mother:
The mother and father are taken a good care of. While on the ward, they get all they
need, and there are no breaks in the flow of information.
IV step.
I then started to look for the meaning network that was created by the translated
meaning units and their relation to the whole phenomenon. Perttula ( 1995) calls the
links and intertwinings between meanings and contents ” intertwined meanings ”. They
are related to other intertwined meanings and also to the whole.
The above text example belongs to the category :
5.1.2. ” In hospital, spontaneous experiences” to
5.1.2.4 " Empathy is important."
These good experiences contrast to bad hospital experiences from and to the process
whereby, after their traumatic shock, the parents soon try to get control over their
situation, being first very dependent of the staff and needing help and care.

V step.
In the fifth phase the intertwined meanings were integrated to the general meaning
network ( Perttula 1995). Bullington & Karlsson ( 1984) call it the collection of situated
structures, where every single expression is now seen as a part of the whole. Perttulas´s
the concept of ”general meaning network” allows more dynamic expression than
”structures”. The interpretive circle goes on.
Husserl ( 1995 ) calls this technique imaginary variation in order to arrive at the essences
of phenomena. Reflection is used to discover, not to invent or construct the meanings of
phenomena as they present themselves to consciousness. In this study, the purpose was to
find the Gestalt or the wholeness of the family grief and recovery process when coconstructed as family meanings by family members.
This is the most difficult and demanding phase (Cochrain & Claspell 1987). How to get
these multi- voiced meaning expressions integrated into a whole and translated into the
scientific language and understanding ? The form in which the general meaning network
should be created was at first unclear. By reading over and over again especially the
”untranslated ” texts and listening to the voices of the families, I found that the
categories finally settled down in a chronological order.
The texts are emotionally agitating, and it is typical that the third step translation
detracts from their original power. Experiences and meanings emerge in sequences of
stories. They are packed with so much pain, suffering and tears that no- one is left cold.
This emotional charge shakes neutral scientific discourse and emphasizes the
subjectivity of the researcher.There is the hazard that traumatic threat may compell the
researcher to take distance and result in excessively intellectual interpretations. In a
case of too much identification with the mourners may lead compassion fatigue type
exhaustion. In this respect the thoughts of Furman (1974, 1978 ) are helpful. She points

out that supporting parents who have lost their child is especially difficult, because you
have to orient always anew. It is important for your feelings to stay in the middle
ground to be able to help the family.
I have not used computer programs in my analysis because it would have interfered
with the sensitivity of my interpretive
process, which is important in the
phenomenological approach.
I then arranged and collected the stories together and gave back the voices of families
by returning to the original expressions of families and family members. Out of the 26
categories I finally extracted 21 categories. It was important to have multiple different
voices in the subcategories. The themes gained strength from other similar experiences.
Different experiences widened the horizon. In the subcategories, I used as much as
possible the original voices and phrases of the families. The collected densities of
meanings were looking for a place in a story that naturally carries these meanings. Every
family story starts from the death of a baby. Time stops, the time of grief is psychic
time, not tied to a clock or a calendar. The safe future is lost and in this domain of
defeat, time starts slowly to go on.
After I had found my way back to the stories, I began to write the reflective thoughts that
this meaning network had inspired. I also continued to read what has been written earlier
and integrate that matched.
My phenomenological exploration was based on a
the stepwise analysis freely
modified from the methods described by Perttula, Giorgi and Colaizzi. The
phenomenological method does not determine the way of presenting the results. This is
the weakness of this method and also its power ( Cochrain & Claspell 1989). How have
I succeeded in mediating contextual meanings ? These findings are local, not universal.
These are the boundaries of my knowledge ( Probyn 1990). Whether it is possible to
find intertextual links and whether there exists a metastory that underlies with the
singular experiences of grief and recovery is left to the reader to assess.

VI step.
To test the validity of my findings, I met at the end of my stepwise analysis some
mothers and parents who wanted to tell me about their loss a couple of years ago. They
read my report and gave feed back. Some parents included in this study also commented
on parts of their own stories. This was not easy because especially those who had lost
their baby recently, described having felt traumatic images and sensations emerging
intensively when they read this material.
It took me about a year to analyse the data. I entered into the interpretive hermeneutic
circle with a certain naivete´ of unexperience, and it was a surprise to realize how
holistic and time- consuming the process was and how difficult it has been to get rid of
it. At this stage, it has been fruitful and encouraging to speak with different people about
the topic. There is always the risk that a researcher is ascribed the status of an ” expert”,
which allows her/ him to make generalisations and present theoretical formulations that
restrict the space of research horizon.

In June 1996, I was asked to the ICU for little babies in our university hospital to tell
the staff how to support the parents when a baby dies. Before my lecture the head nurse
showed me the tiny premature infants in their incubators. The staff had had voluntary
meetings where they had sewed mini- sized bright-colored clothes. On the ward, there
were two beautifully decorated family rooms where the parents could stay with their
children as long as possible. There were no time restrictions for the parents. They had
converted their cleaning- room into a little chapel where the parents were peacefully
able to say goodbye to their dead child. A simple angel mobile was hung up against the
window. During the past few years the staff had developed their skills of helping
parents through difficult times.

My visit in the well functioning ” womb extension unit ” was an important to test to my
findings. I got some new ideas and confirmation for the possibilities of to supporting
families in hospitals.

5. RESULTS
5.1. Acute grief
5.1.1. Baby dies at home

In the night
an angel found her in the beautiful cot
under a clean, fragrant canopy of lace
and carried away her soul.
The morning was strange to the mother and father.
They woke up frightened,
feeling a jolt in their hearts,
as if the nighttime calm of water
had been suddenly broken by eddies in the morning,
and the room was filled with
the agony of tears...
(Niilo Rauhala, Enkelin tuttu, 1979.
Translated by Sirkka-Liisa Leinonen)

5.1.1.1. Family trauma: "Nobody could have helped"
The mother was taking a nap with the baby when the big sister noticed that the baby no
longer breathed. Everybody began to scream, and the mother tried to call the
ambulance, but in her chaos always dialled her own mother's number, who also got
very upset at home. The adolescent son took control over the situation and called the
ambulance. The father began to resuscitate the baby. He went into the ambulance,
resuscitating all the time. It seemed the ambulance had to take all possible detours and
took ages to reach the hospital. The father was exhausted from his physical effort.
Given a choice, he would rather have driven the ambulance to get a break from
resuscitation. When, at last, they reached the hospital, he lay down curling up on a
bench, and nobody consoled him. In least he cannot remember. (4)
SIDS is one of the most cruel catastrophes that can ever fall on a family. The trauma is
all the more severe, because all family members are shaken by a psychic earthquake,
starting at the moment when death is verified. It takes time to recruit outside help.
Dramatic efforts at resuscitation continue in hospital, and the parents are pushed aside.
When a decision has been made to give up resuscitation, the parents have an intense need
to say goodbye to their baby.

5.1.2. In hospital, immediate experiences
5.1.2.1. Parental trauma: "I cannot cope with this."
I was lying down on the table and the monitor showed clearly both the baby and the
heart that did not beat any longer. The shock was terrible, everything went dark, I lost
my sense of time and place, and my only thought was: I cannot cope with this! The
doctor announced coldly that the heart is not beating, and IT is dead...
My little baby was dead inside me, and I had to run along the hospital corridors,
reporting at the maternity clinic, reporting at the bathing unit, ... the ward. I was crying
out aloud as I ran from one place to another. People stared at me horrified and
probably thought me crazy! I still don't understand how I made it to the right ward.
(20)
Then she just began to switch off the equipment and wiped my tummy and she never,
when I think about it afterwards it seems unbelievable that although my husband was
crying out loud, she never reacted in any way... she just did not react, although she saw
that the other person was feeling as bad as ever. (12)
The doctor said seriously: "Dear parents, your fetus is dead, and you will now have a
hard time, because you're in a shock. (10)
I was interviewed like a criminal, and I understood that my baby was an exception that
only existed in theory. (20)
The parents break down and suffer a shock. The hospital routines and practices go on as
usual, and noboby explains to them why. The parents may feel that they are no more
than a statistical irregularity. Something that should not not have happened.
Foucault (1973) defined safety and dependence as a "devilish couple" in cases where the
unlimited needs of humans clash with the limited health care technology. A pregnant
mother longs for care and attention. She has oral and dependent needs to be cared for.
When she goes to give birth to her baby, she is like a queen served by everybody.
The death of a baby is a catastrophe and a tragedy which shatters the good, secure and
confident life in a matter of moments. The perinatal hospital ward is equipped for the
birth of living babies. The semiotic symbols of celebrating birth in hospital may include
glasses of champagne, coffee and sandwiches decorated with a miniature flag for the
parents. Smaller and smaller premature babies now survive. When a baby dies in utero
or perinatally, the parents realize they are no longer agents within the operational process
of producing healthy babies, but abnormal oddities within a completely different power
field. In accordance with the medicalized model of health care, the activities around the
mother continue: there are tests, palpations, running from place to place, things to do. If
the parents are unable to comprehend why all this is done, they may lose control. If the
parents' sense of time and their different sensory channels produce completely different
messages, the people around them may seem frightening and hostile, as the parents

project their intensive, regressive needs for security unto them. If the helper him- or
herself is also terrified and petrified, the parents interpret this as rejection.
The most vulnerable point in hospital seems to be the moment when sonography shows
the baby to be dead. The fraction of second within which this information begins to
penetrate into the parents' minds easily turns into a psychological bomb that may explode
right there. Both the parents and the diagnostic expert are traumatized simultaneously,
and the outcome may appear chaotic to the parents, who feel that life has betrayed and
rejected them and that nobody and nothing can help them.
When a parent's psychic security systems fail, he or she holds on to any person who
happens to be close at hand. A mother has just been told that the baby is no longer alive
in her uterus:
When the doctor came, he had a trainee with him, who did not introduce herself or say a
word. She just sat down there.Had there been any problems during the pregnancy? No,
there had been nothing except a flu. (12)
Trauma is an overpowering experience. The ego receives a psychological warning signal,
which may result in numbness, regression or split. Trauma fragments the self. A person
who has undergone trauma feels it to be injurious and tends to process it cognitively in
images and dreams. The consciousness of a traumatized person can be represented as a
continuum: full awareness - suppression - denial - dissociation (Williams 1993).
Extensive quantitative studies (e. g. Dyregrov & Mathiesen 1987, 1991) did not focus on
the perspective of psychic traumatization. When Dyregrov (1994) reviewed his study
material, he concluded that the loss of an infant is always traumatic.

5.1.2.2. "I died together with my baby"
It's really very hard to say how I felt about it then. The pregnancy had been like an
eternal warm summer, and suddenly I felt I was in a deep dark cave with nothing but
darkness and loneliness around me. I didn't scream, I didn't cry, I didn't do anything. I
just lay there. I felt this was so because I was dead myself. My body was there, but I
wasn't. What had been inside me had died. And at that moment I didn't believe I could
ever be revived from that condition. (9)
When a mother is told that the baby inside her is dead, she herself is dying
psychologically. All the things she has prepared herself for and built up have now been
destroyed.
An intensive trauma cuts through all psychological levels and penetrates down to the
primeval existence of mere nothingness. She is driven abjectly into dark marshlands.

5.1.2.3. "If he were to wake up after all"
A mother narrates:

At first I was petrified, but finally I began to touch and stroke the baby. I thought
nothing like this can happen. I thought that if I stroked my baby a lot, I might be able to
work a miracle. The baby would begin to kick again after gathering strength.
Otherwise I felt completely black. I talked to my baby: "You cannot do this to me after I
have been able to live with you." I felt that if my husband and all those who were
present concentrated on thinking and applying all their powers to the baby, then the
baby, I mean this nightmare would be all over and things would begin anew. (12)
Having been exposed to the information, the mother at first resorts to magic thinking.
She wants to use her psychic power to revive the baby. But no miracle takes place.
When the mother realizes that the magic does not work, she quickly begins to recover the
control she was about to lose. She decides to talk to her husband about whatever may
come to her mind. She cannot leave anything out, not even the silliest detail. The mother
begins: "Was it the corn lotion on my toe that killed the baby?" (12)

5.1.2.4. "Empathy is important"
Ultrasound showed a dead baby. The doctor spent an hour talking the thing over with us
and there was no rush. She also seemed to have tears in his her eyes. (2)
And if you think that this was my fate, all the things that I experienced in the obstetric
hospital and in the antenatal clinic, I was happy that, in the middle of all this horror, I
felt no need to blame anybody for not attending to my needs. I wonder why it was like
that? What I found good was that many people said nice things to me and said them
seriously and were close to me, and I realized the midwives and the doctors truly
allowed me to mourn. Empathy is important. (9)
And then the midwife who had helped in the delivery often just came into the room and
asked if she could come, and then she sat down and talked about something or asked
some questions. (12)
Parents undergoing a crisis keep a double account of what is said to them and how it is
said. Nonverbal communication is very important.
While in a crisis, the parents psychologically regress to the level of a 3- to 4-year old,
whose primary need is for shelter and security. The parents' best experiences were of
doctors and nurses who were able to leave off their routines and quietly listen to what
these people needed at that moment. While in shock regression, the parents divide
helpers into two categories: good or bad. There are no other alternatives.

5.1.2.5. "Giving birth to a dead baby gave me peace"
The delivery was... I protested against it, saying I didn't want to have any more pain,
hoping they would operate and take the baby away quickly and the whole thing would be
over. But afterwards it was a good thing. It's pretty horrible to think of giving birth to a
dead baby, but somehow the mourning began from the delivery. I was able to feel the

baby to be born. It was somehow so concrete, and I was really able to do something for
it. (9)
The baby was born so quickly. He had a smile on his face. He had not suffered. I felt
at peace. The baby was 55 cm long and weighed 3170 g. He was outwardly normal. My
husband tried to touch him, but couldn't. Then he touched and wondered about him
being warm. We spent about one and a half hours with the baby. I held him, and his
shoulders moved up and down as I breathed.
Why did you go away? There was only a shell left that gradually turned cool. I had
already been feeling for some time that he was on a cloud somewhere, waving to his
parents as if to say he had had a good time living with us. We saw the baby for the last
time swaddled after cardiac puncture. He was no longer warm. It was the time for the
last farewell, there would be nothing left. We felt quite calm. (12)
The parents felt horror entering the delivery room. The atmosphere turned safe.
When the delivery finally started, the parents got support and a sweet baby boy was born.
Thanks to the professional and humane presence of the obstetric staff. Afterwards the
midwife said to my husband that she had never seen any father hold his baby so
beautifully! Can you say anything nicer? (20)
The experiences of delivery are favorable, because they promote repair and mourning.
Midwives who understand and respect grief are important. One mother had a lantern with
a burning candle placed next to her, which had been given by a mother who had lost a
baby in the same way. Peace and absence of rush at this stage help to alleviate the chaos
of initial trauma.

5.1.2.6. Hospital as a refuge
Somehow I felt I had more strength while I was still in hospital than later at home. It
was good they gave me a private room, because my husband and relatives came during
the visiting hours. It seems I was more willing to meet people and had more strength in
hospital than later. It was good to have that chance. The midwife who had assisted with
the delivery came to see me on the ward. I found it comforting that she cared enough to
come and see me afterwards. (9)
The parents have good experiences of being on a hospital ward. Although the delivery
started extremely slowly in some cases (6 days), the parents afterwards realized they had
used this time to talk and to recover. (12) Leaving the hospital ward may be frightening,
as the hospital has been a refuge for recovering from trauma. Departure from the hospital
without a baby signifies the finality of the loss. The boundary between the hospital and
the outside world is sharp and frightening. The world outside the hospital is different
now.

5.1.3. Failing hope of parents
The baby that was born into the family was found to be seriously ill on his third day of
life. When the parents are able to see the baby for the first time on the ward, a nurse
comes to them, repeating over and over again: "Terrible, terrible, this life is surely
terrible!"
There are many people in white coats around the ultrasound scanner. The mother has not
been able to orient to her new role yet. Somebody says kindly: "Can the mother see?"
A father relates: A young assistant physician rushed into the intensive care unit, saying
that last night was pretty bad again, that the saturation values had been under forty. I
listened for a while, astonished, and then said I had been given completely different
information in the morning. He took the papers and realized that our baby had been
quite well all night. Then he sort of backed off and never said a word. He did not come
back until for the round with the others
Interviewer: He did not even correct his mistake?
Father: He never said anything.
The mother wonders whether doctors transform their guilt into aggressiveness.
Mother: The assistant physician said many times that this boy surely has a magnificent
heart murmur.
Father: Yes, he admired it.
Mother: He should've realized.
Father: It was such a magnificent murmur he had never heard one like it before. But
then the aggressive attitude more or less breaks down the relationship with the parents.
A group of medical students supervised by a teacher are looking at the defective heart of
a baby. The supervisor takes care that the mother is also able to see. The surrealistic
atmosphere is enhanced by the comment of one student:
It sure would be great to see it in colours!
The parents got their best support from their family pediatrician, who cancelled his
surgery hours and stayed with them until 4 p.m. The mother did not even know if she
could grieve, feeling so fragmented. She kept thinking of the same things over and over
again. Being with the baby in hospital, she felt unsure about holding him, because
everything was so touch-and-go. Mourning was difficult, because traumatic experiences
had accumulated and she felt a need to protect herself from possible new blows.
The time spent in hospital was an endless period of tense waiting. The parents gradually
got used to not being greeted in the morning, but just being told the mostly negative
news, which were like a "fax message". They simultaneously felt more and more lonely.

During the last few days, the baby was transferred into another room and his antibiotic
treatment was discontinued without negotiating with the parents.
The father relates: For example, when we came in the morning after the baby had died
during the night, the doctor did not even come to see us, but only sent a nurse to bring
the prescription. He just sent a prescription to stop lactation.
Mother: Yes, and when we came across him in the corridor, he smiled.
Father: And we certainly did not feel like smiling, as we were like ghosts.
Interviewer: It's considered one of really the high-standard hospitals in Finland?
Father: That's right. And it probably is, technically, I mean. No doubt of that. But there
are other things except technology in human life.
Interviewer: There would've been no need for him to speak.
Mother: I know. It would've been enough for him to be there and to show his empathy
otherwise.
Interviewer: And not smile.
Father: Yes.
Mother: He certainly knew who we were.
Father: Or he could just have put his hand on my shoulder.
Mother: Yes.
Father: Or anything, just a small thing, but there was nothing. (3)
The parents had been escorting their baby from one hospital to another for months.
During their crisis, they had met tens of people who had expressed differing opinions
concerning their little baby's fluttering flame of life. They had learnt to interpret the
choreography of medical behaviour. The parents had experiences of doctors who told the
bad news in a "hit and run" manner. The most difficult thing for doctors seemed to be to
be quietly present. They preferred to act, speak and run away, like men do while
mourning. As time elapsed, the parents repeatedly found themselves being left alone and
being alone.They realized that hardly any of the hospital staff were interested in how they
managed and whether they had enough strength to take care of themselves. Basic
activities, such as eating, would have been impossible without the help of relatives.
According to the parents, the person who assumes responsibility for taking care of the
baby should continue to work with the parents even after the baby's death.

The father relates: It may be for many of the doctors, you know, that in a way the doctor
is not ultimately responsible for anybody's life, but only for what he does to the other
person's life, to the other person, and how he takes care of that person, and many
probably take too much responsibility for the patient's whole life, a baby or an adult,
and are therefore afraid of meeting the family. It's probably the same thing, when an
adult dies, to meet the grownup children. (3)
Because the parents were themselves young doctors, they analyzed their own grief from
the perspective of the doctor-patient relationship. At the present, death is mostly ignored
in medical curricula.
The father pointed out that if each medical student is required to attend five births, why
should they also not attend five deaths.
When these parents later joined a weekend group for bereaved parents, they were
horrified at how little the parents generally knew about the death of their babies and how
severely traumatic experiences they all had had. Hardly any of them had received support
after their bereavement. We have high-standard hospitals and specialists equipped with
up-to-date research findings and competence. Modern doctors are able to do things that
would have been impossible ten years ago. Tiny premature babies and babies with heart
defects survive. But if a baby dies, the power field of the hospital becomes deactivated as
if by magic. The stage is overtaken by elements of evil, longing and loss. Death arouses
such feelings of rage in the doctor that it must be repressed, intellectualized or escaped
from. The doctor also feels intensely the failing hope of the parents and the rage of
disappointment, which are difficult to accept. Clyman et al. (1980) claim that each parent
reacts to tragedy in a unique way consistent with his or her particular personality
structure, past experiences and the individual meaning associated with the loss. They
think it important that doctors do not project unto a family what they think the family
should be feeling instead of listening to what they are really feeling.

5.1.4. Farewell to the baby
5.1.4.1 Dressing the baby for the funeral
A mother relates: It was important for me to dress the baby for the forensic examination.
I also got him back from there and dressed him again. Then I went to see him two days
before the funeral. It felt my own actions were important, although the man from the
funeral agency also gave me support. (5)
A mother relates: It seems I got the best support from the forensic specialist, who calmly
told me the cause of death when we went to get the baby. She also promised to answer
all the questions that I might have afterwards. I naturally had questions. We took the
baby to the chapel, although his grandfather had suggested that we should leave him in
the hall for the night, as had been the custom. I thought I wouldn't have been able to
sleep in the room next to the hall. I worried about the baby feeling cold, but I did not put
on him a hat, as he did not have one while he was alive. (19)

Dressing the baby and taking him or her back from the forensic examination is an
important opportunity for the mother to say goodbye. It is frightening to see the baby turn
cold, stiff and strange-looking, but this concretizes the reality of loss. Not all families
want this, however.
And we were told that we could look at the baby and hold her. My husband did not want
to do that yet. But it was extremely important for me to see the baby, because it is easier
to grieve for something that you know. When you have seen and held the baby, you know
what to grieve for. And my husband went to see the baby the next day, and I think it was
really good to have that opportunity. And it was good they did not make a fuss about the
autopsy, as there was no need to hurry any more. This baby was there for several days.
They told us we could go and see her. And they took a picture in hospital. (9)
A mother relates: The man at the funeral agency said he does not understand the
meaning of the death of a baby and that he had given up dressing dead babies a couple
of years ago and asked the autopsy team to help. He also said he did not want to make
profit from the funeral of a baby. That was comforting. (12)
Grieving parents may feel their sorrow more concretely when they are able to stay with
their dead baby for a while. Each parent has an individual schedule. The siblings,
grandparents and godparents should also be allowed to see the dead baby. The family
culture is variable in Finland. When the dead baby is taken back from the autopsy
department, it is possible to have the hospital theologian, the baby's nurse or the mother's
midwife present.

5.1.5. Significance of funeral
5.1.5.1. The baby is blessed and buried with a name
The funeral was beautiful. Although it seemed impossible to tolerate even that, there was
a brief ceremony in the chapel, and the short distance we walked to the graveside with
my husband carrying the small casket was touching and left us a beautiful memory. The
small grave waiting for the baby and the graveside ceremony did not cause any actual
grief, as it only seemed to be a ritual and did not really remind me of my grief for the
loss of the baby. The hospital social worker who told us the baby had died said that he
had no name, and that there would only be a last name and "baby boy" on the stone. But
the pastor who blessed the baby said there should naturally be a name that we could
use. And he used the first name throughout the ceremony, and the names were inscribed
on the cross that was put on the grave. It was somehow comforting, and it seemed the
name made the baby more like a human being. (9)
The funeral made me feel better, as if a burden had been lifted. (13)

We took care of the funeral arrangements quite well, although we had never been doing
anything like that before. I only remember wondering why I had to grow so old while
still so young. (18)
The parents continue to have unreal thoughts at the time of the funeral, because the
temporal distance to the loss is still so short. Close relatives, the godparents and a few
friends are present in the funeral of a small baby. The pastor is often the one who
baptized the baby. The funeral brings this small group of people close to each other and
makes them share the heavy atmosphere of grief.

5.1.5.2 "He is gone and only an empty shell is left"
I was sitting in the chapel with my husband an hour before the funeral. We did not
understand why this happened. It was shocking to look at the small casket. My husband
was crying. My mother had a really hard time. I felt I had to console. I was holding tight
my 5-year-old niece, who had also lost a little brother recently. The pastor came to
conduct the ceremony. When we lay the flowers on the casket, I felt unreal. No, this is
not true. Nothing is well. I touched the lid of the casket. There was no baby in there,
only the shell of a baby. The baby was up there, waving happily: Don't be sad. (12)
Before the ceremony I looked at my baby in the coffin, but I only saw a strange, cold
shell. I did not let my children to look at their sister, because she had changed so much.
I did not want to destroy the beautiful memory they had. Angels are always beautiful.
(6)
The parents do not want to show the dead baby to the siblings. There is no baby, but only
a shell in the casket. The parents often share the feeling the the baby is somewhere near,
not in the casket.

5.1.5.3 "We arranged a funeral without the funeral agency's norms"
It was important to have the kind of funeral that suited our family. When we asked about
the funeral, we were told: the funeral agency will arrange everything. This answer
aroused a rage in us and gave us enough power to act in the way we wanted. My
husband and myself did not exchange many words, but we had a clear idea of what we
wanted.
I went with my husband to get the urn from the crematorium. I held it tightly. The next
day we went out to the sea with our fisherman friend and spread out the ashes. The sea
was calm and the sun was shining when we sprinkled the ashes and threw flowers on the
surface of the water. I felt a strong bond with nature and with our daughter. I felt she
will continue to live in us, as she left a mark on us for ever. For a moment I even felt
freedom. We felt her death to be beautiful, and by making her last moment as beautiful
as possible we wanted to show respect to our beloved one. (6)

The funeral finalizes the reality of the loss. The parents have good memories of the grief
that was shared with the relatives and the best friends. There are also narratives of
intolerable traumatic psychic pain, which results in feelings of unreality and a division of
the presence of the baby into an empty shell and a comforting angel. Bowen (1991) and
Dyregrov (1993) encourage families to arrange funerals, where both adults and children
can meet death as openly and concretely as possible. According to Bowen, children are
not traumatized by seeing the dead baby, but rather by the adult reactions around them.
The child must, however, be prepared beforehand. It is also possible to put small
souvenirs, letters or drawings in the casket. There cannot be any single recommendable
procedure, as the family culture determines the way of action in each case.

5.1.6.

Notions of death

5.1.6.1 "I don't need religion, even now"
Parental religious experiences range from a denial of religion to profound religious
awakening. Many of the parents meet death for the first time in their lives. Families
without a religion are easily left without support. The significance of visiting the grave
may be different for believers and non-believers. Relatives may put pressure on the
parents to visit the grave, failing to realize that the grave does not have the same
significance for the parents as it has for them. Some of the parents also want to make
funeral arrangements that differ from the conventional ceremony. They mourn in their
own personal way and do not want the presence of outsiders.
We don't need a clergyman or religion. This doesn't mean we don't grieve. (21)

5.1.6.2. "I stopped praying"
My God had been gentle. I don't understand why he showed this cruel aspect. I thought
I had never been evil, envious or bitter. Life had never been easy, but I had managed.
While I was pregnant I folded my hands in prayer. Now I can't pray at all. I can't,
because I don't understand. (12)
The parents undergo a spiritual crisis. For a young couple, the death of their baby may be
the first death they have ever experienced. Up until then, they may have not been actively
spiritual.

5.1.6.3. "If we had not got religion, we would have gone insane"
Parents who experienced the cot death of their baby underwent the most traumatic
situation in their life. They felt about to disintegrate during the first day. The father had
to resuscitate his baby at home and for a long time in the ambulance. After a complicated
journey, he was at hospital alone with his dead baby boy.

The father relates: I stroked the baby and prayed for him. I felt irritated not
remembering the words of the Lord's prayer. I started it over and over again, but didn't
get it right. When I finally managed to say the prayer through, I felt great relief. (4)
Back at home, the parents decided to contact a believing family who had also lost a child.
Helped by these friends, the parents underwent a religious awakening. The mother said
she found a wide, light road opening before her after all the horror and pain:
I just felt something that I couldn't even think about myself, you know, like somebody
said, I got a real peace in my mind, and I guess it was the pain that made it seem even
more significant, and I got rid of all the anxiety and the feelings of despair and the the
questions of why all this happened. (4)
The father of this family relates: Although you lose so much when you lose a little baby
like that, and nobody can do anything, though they are so close to you, you realize you
can help yourself and realize that what you get in exchange is something you don't want
to give away. If we had the old life that we used to live and all the things we had in it,
there still wouldn't be this feeling of wholeness and the powerful feeling that you get
from faith when you understand how short and restricted this temporal life is and how
things continue afterwards, and this understanding gives you so much strength. (4)
The parents' religious awakening was also reflected in the grandparents, of whom the
grandmothers and one grandfather felt a profound strengthening of their personal faith.
The parents wondered at the great power that was hidden in their little baby. The baby
was a great preacher who never said a word, but still made grownup people kneel down.
The adolescents of the family were a bit sceptical, wondering whether their parents had
gone completely crazy and how long they would remain in faith.
When I visited the family in their home, I found candles burning before photographs of
the baby and a record-player playing religious music. The parents had changed
momentarily. They seemed outwardly calm and smiling. The atmosphere was sensitive.
With tears in their eyes, the parents told me about the new priority of things in their life:
spiritual matters now came first before temporal ones.
A follow-up visit showed that the parents had got new friends. They attended the parish
grief group, but somehow felt themselves more advanced in their grieving than the
others. The mother continued to have occasional difficult moments, but she now got over
them faster than she used to. The mother was feeling physically dependent on her baby
and could not even imagine moving into a different locality. She sometimes had loyalty
conflicts, as she felt that the joys and other sorrows of everyday life tended to leave too
little space for the relationship between her and her dead baby. The thought of a new
baby enhanced contradictory feelings. In retrospection, the parents realized they had had
no other alternative. Their baby was still with them, waving to them happily and showing
that everything is well. The baby was giving signals, as if he were present in their home.
In this case, grief altered the identity of the family, the meanings they shared, and their
notions of life and death. The change was a swift turn from darkness towards light. They
did not imagine escaping their difficulties, but they developed norms that were different
from the ones they used to have before their bereavement.

5.1.6.4. "God does not make mistakes"
Religion may also have negative meanings that do not promote recovery. In those cases,
religion is clad in the guise of morality. This attitude is apparent in some messages
addressed to the parents.
A believing friend says to the parents at the funeral: God does not make mistakes. (5)
A believing neighbor says to the mother: The death of the baby is a punishment for sins.
You must have another baby at once. (5)
At the funeral, a horrified friend says to the parents: The death of a baby is not an act of
God, but an act of Satan. (F)
The parents are offered many different explanations for their baby's death, especially if
there is no medically identifiable cause. Although they feel bad about them, they cannot
defend themselves against them. Their religious views undergo a crisis, but they hear
many different messages in their ears. At the initial stage, the parents go through all the
possible and impossible temporal and spiritual explanations over and over again. This is
part of the obsessive repetition typical of an early experience of loss. At a later stage, the
idea of a god who does not make mistakes may be a conclusion that signifies submission
and a new meaning. (17)

5.1.6.5. "I am in eternal services in the brightness"
The sudden death of a baby in the calm idyll of a home shatters the life of a small family,
and each second now ticks away with anxiety. This family is protected by the parents'
strong childhood faith. Religion does not alleviate the pain, but it quickly provides
meanings that help the family to continue living and to start recovering from the first
moments of loss onwards. During the first day after the death of her baby, the mother
writes a nine-page poem:
The day before Fathers' Day
unforgettable
with frosty trees,
the children and Mom having a nap,
Dad home from a hockey game...
there was a passing foreboding - does he breathe?
it would have been better to save Mom from saying it
but it could not be done...
(The peaceful family idyll is shattered.)
......
Saturday night,
the shadows were growing longer.
My baby saw eternal light,

resuscitation did not help,
it was midnight...
My son - an angel without wings
lightly smiling
asleep
under a purple blanket,
he did not seem to long for this darkness,
the milky smell of his mother's bosom...
(Resuscitation, ambulance, hospital... no help)
As if my baby angel
had said:
I am happy here,
happier than ever,
you can cry, Mom and Dad,
but I'm not sick, you know.
I'm in eternal services
in brightness...
(The baby is transformed into a comforting angel.)
where you are now, you will remind us
of the shortness of temporal life,
its purpose
and eternity.
(The baby is showing the way.)
Your brother misses you,
he nods his head when I say:
the baby is in services,
he will sing there for ever.
The baby is not sick,
he does not cry any more,
but we cry here, missing the baby.
(The brother understands with the wisdom of a 2-year-old.)
Your brother believes simply,
as you did,
being a teacher for us
in many things.
You need not believe any more,
you are there,
seeing instead of believing,
viewing us living our temporal lives.
We are trying to follow you,

although the road is rough and long,
but we want to see you
once more
and live in hope... (19)
(When you have completed your journey, you are able to see instead of just believing.)
The mother narrates about the traumatic experiences of the parents and the 2-year-old
brother and analyzes the meanings related to them. According to her individual
meanings, the brother also has the strong faith of a little child. The parents hold a
religious view of the baby singing in eternal services where it is summer or Christmas for
ever. The religious metaphors generate consolation in this context. These protective
meanings shield off traumatic feelings of terror and loss. They are activated immediately
are serve as signposts towards recovery.
The mother has photographs of the baby's last moments in hospital, from the forensic unit
and from the funeral. She has written memorial verses under these pictures. The picture
that is most important for her, shows her bending over the baby in the casket. While we
look at these pictures, the older brother becomes restless sitting next to us. He does not
calm down until we look at pictures of him. The mother has been wondering how long
the two-year-old will remember this event. Discourses of coping and recovery are evident
in the long poem. The strong religion with which the parents have grown since childhood
provides an explanation and a hope. In their Lestadian community, children have a
special meaning and their sincere faith serves as a model for adults. This revivalist
movement, which is strong and active in northern Finland, also appreciates unbaptized
children as valuable:
It is generally taught by the church that a baby has no faith before baptism and is
reborn and given faith through baptism. We teach that the baby is a believer before
baptism and that his belief helps him to receive the sacrament of baptism. (Reinikainen
1986).
5.1.6.6. "Selected to give birth to angel babies"
The mother lost her first two babies more than ten years ago. Having brought up two
children, she now views her losses in a new light of recovery. At first, life did not
promise anything, but only took away things. She now draws comfort from religion:
The reason why I coped with the loss of the first two babies was probably the new
pregnancies the new hope. I cannot explain what made me try to manage during the
hard period of mourning. It was probably my strong desire to live and my respect for
life, the good marital relationship I had and my child-like faith in rebirth and revelation.
Transfiguration through suffering, born to give birth to angel babies. (18)

5.1.6.7. Religion as a source of strength and explanation
The mother has found sentences that give her comfort:

It's been really comforting for me to have this book that I've been reading for years,
which has a quotation from the Scriptures for each day. And when I looked at the date of
my baby's dead, there was this verse from the Ecclesiastes: "Then shall the dust return to
the earth as it was: and the spirit shall return unto God who gave it". I felt this was
something for me personally, and it was a real comfort for me. (F)
The mother also wonders who can decide how long a person is allowed to live:
I once read this book where a clergyman related about the loss of their first baby while
doing mission work somewhere. And he said that if God had said to him: "Okay now,
here is your baby. How many years do you think he should be able to live? How many
weeks, how many months?" And he realized then that, being a human, he cannot say a
hundred or anything, as he does not have the power to answer that question. And it was
the same with me somehow, and I also had this spiritual question about my relationship
with God, and I felt enormous relief when I realized that there are things in life that are
not for us to decide, that we are far too small to decide about them. (F)
As time elapses, many parents begin to think about and understand the secrets of life and
death in a wider perspective. According to the parents, praying, religious music and
literature helped them to recover.

5.1.7. Paranormal experiences
5.1.7.1. An omen is given in a dream beforehand
Some members of the family may have a frightening ability to presee things in dreams.
Dead family members appear in their dreams, giving useful instructions on how to treat
an illness, for example, or foreboding death. A mother tells of her sister, who had an
ominous dream in the night the baby was born and told the mother about it before the
baby's cot death:
My sister is a dreamer. The dream is a significant omen if either our sister, who died at
the age of 17 days, or our dead grandfather appears in it. On the day my baby was born
she dreamed of our grandfather.(4)
A grandmother is horrified at a dream she would not have liked to have. The dream
incorporates aspects of her work on a psychiatric ward.
The grandmother relates: You know, it was so absurd. At first I had a feeling it was my
fault, as I had this mental examination patient who had drowned her baby girl of about
the same age as my grandchild. When she finally began to talk, she was a very hard
patient to work with and related of her anxiety in great detail.
Interviewer: She must have been a hard patient!
Grandmother: Yes, and she told me in detail how she had done it, and I somehow
compared and imagined how a baby fights back... and two nights before Suvi died I
dreamed that Suvi died.

Interviewer: That's how it is. Many mothers and grandparents have premonitions and
they tell about them afterwards.
Grandmother: And I even told my colleagues about it in the morning. There was our
secretary and some hospital aids and other colleagues having coffee in the morning and
I said: Can you imagine, I had a terrible dream about Suvi being dead. (8)
The grandmother suffers a psychic shock when her son calls in the night, telling her of
the baby's cot death. She spends the night sitting in a rocking-chair unable to remember
anything. Her husband tries to speak to her, but she does not hear. In the morning she
wants to go to the hospital to see the baby, because she cannot believe the baby is dead.
She first dreamed of her worst daytime experiences, which her mind refused to accept.
Now she is traumatized and dissociated when her bad dream becomes bad reality. She
cannot help feeling guilty. When she returns to work two weeks later, the manuscript of
her life has a new chapter about the death of the baby.
The grandmother continues: About these coincidences then... when I came back to work
after this winter vacation and the sick leave, and I was doing a night shift, they brought
in a mother who had lost her baby through cot death. At first I felt I just couldn't take it,
but it was somehow a relief that I had to, as it was the night shift and we only have
young people, though they are certainly professional, but...
Inteviewer: "They don't have very much life experience.
Grandmother: And as I went through her grief with her, I felt relieved to I realize that I
could do it after all, that I did not start crying myself and that I could do it
professionally.
Interviewer: You sure have had coincidences!
Grandmother: Haven't I? And if you think how long I've been doing this, and there has
never been a SIDS mother before... (8)

5.1.7.2. A clairvoyant told about the baby's death
A few months before the birth of my son I heard that a clairvoyant had told my brother's
wife that the baby boy of a relative would die. (5)
A clairvoyant told me the number of my living children during my pregnancy. For some
reason, I read all about cot death while I was pregnant. I also had a dream where my
husband was carrying a small casket, which was then replaced by a big one. And then
we saw a small casket in a shop window and talked about how terrible it was. (4)
I called a clairvoyant while I was expecting the birth of my baby. She said we would
have a really hard time in the fall. I thought she meant conflicts with my husband, but
then our baby died. (1)

I often talked about cot death during my pregnancy and videotaped a TV program called
Little Sister. I could never have imagined that we would have to live through the story of
Little Sister so soon" (8)
When I was admitted into hospital on October 20, I thought I knew I would have to stay
there until the end, and I drew a thick line under the date "November 20" and thought I
would make it that far, but not any longer. I had underlined the date of birth, and I
remember when the morning of November 20 came, I was dead tired in hospital, and
then I felt awfully guilty somehow when the baby died. (13)
The mother began to bleed on the date which she had underlined in her calendar and was
taken into the operating room. She later realized she was making herself feel guilty about
it all the time.
Some of the mothers had "premonitions" during the delivery. The delivery may not have
been normal, or the mother did not feel anything about it or felt exceedingly dependent
on her baby, unable to separate from it for even a moment. Paranormal experiences are
archaic signals, dreams and acts of premonition. Extended families have their female or
male seers. The mother may recall fortunes told years back, when the number of children
seems problematic to her. Women have always taken care of both the living and the
dead. One aspect of their psychic ambivalence is the story of death and loss and the
omens related to this.
All grieving people find life hazardous. The basic structure of life has collapsed and
nothing is safe any longer. This activates the magic evil that has remained hidden until
then. Its counter-image is the stereotypic notion of maternal happiness impermeable to all
evil. There are two intertwining stories. At the end, Fate casts the dice. Some mothers
have a premonition of having a different pregnancy and a different baby. Omens alleviate
their feelings of guilt and worthlessness, because they feel that Fate determined the
length of the baby's life.
When a baby dies, the parents being to review the dark aspect that overshadowed the
happy expectancy, discussing premonitions, omens and paranormal experiences. When
they no longer repress death, they begin to redefine their past months of life, seeking an
explanation for the incomprehensible. These premonitions are discussed at the acute
stage of the grief, but are not resumed later. They serve as the initial archaic meanings,
which are replaced by other meanings as the recovery proceeds. They are primitive, but
necessary for coping.

5.1.8. Grief in the family
5.1.8.1. "We needed each other"
After all, our family was held together by the strong feeling we had for each other. If I
should try to find something good about this, it's this feeling of togetherness in the
family. My husband was on paternity leave and had a two-week sick leave afterwards. I

was on sick leave for four months altogether. We had time to be together as a family,
and this was exceedingly important for all of us. We all needed each other, and I cannot
even imagine what it would have been like if my husband had started working right
away. This unity, intimacy and love kept us alive. (6)
The family have recently lost their first baby: The death is so recent that we are not
through mourning yet, but even in the middle of all this grief I have realized that this
pain has contributed something to our life. (20)

5.1.8.2. "By dying, the baby paid a price for the unity of the family"
Many people have wondered how well we have managed. That is probably partly true,
but the pain and despair that is at the background does not show. We have fought and
struggled, and I sometimes think that the death of our baby was a price paid for the
unity of our family, and that her death was a price for the life of our next baby. These
are awful thoughts, but I haven't been able to avoid them. (6)
A family grief is a shared grief. Whether the dead baby was the first or the fifth, she/he
will be counted as one of the children of the family. After the death of the first baby,
parenthood can only be reached after a painful process of inferences. Can we be
parents?
The family need a lot of time to be together in order to recover.Unity, intimacy and love
promote recovery.What is needed first is physical closeness, consolation and tolerance of
the expressions of psychic pain and rage, crying, screaming or passive existence. Family
grief is also action, a psychic survival course. It may also involve melancholy periods or
some wildly cheerful moments at times when the unrelenting grey burden of sorrow
seems too heavy to bear. All things are defined by the loss, and even recovery takes place
in relation to the loss. Despite this, we tend to see family grief as an isolated narrow
tragedy. Especially the families with small children may, very early in the process, feel
the powerful need of the children for normalized family life.

5.1.9. The shared grief of spouses
5.1.9.1. "No-one else could help at the worst moment"
Mother: I also told my husband that I wouldn't have managed if he hadn't been there.
We were so close to each other that we sat on a bench in the empty dowstairs corridor
and spoke to each other all the time in the cafeteria. That's where it began.
Interviewer: How has your husband developed such skills of listening and helping?
Father: I thought I would have to face my wife's grief first, and I could then grieve at
home later. (13)
---

Interviewer: And you know it even without saying?
Mother: Yes.
Interviewer: Do you have a feeling that you know each other's thoughts and emotions?
Mother: Well, at least I... well, yes! (13)
The spouses are the best support for each other even when other all help in the crisis
fails. They stick together, speak, listen, console.
And while grieving, you realize that there are some people who can listen and try to help
in many ways, but we still spend a lot of time together and we need this closeness
awfully. (12)
I had good friends, but no-one else was able to listen to us talking about it over and over
again except myself and my husband. (F)
After this loss we have begun to talk openly about our own death and some things we
would never have talked about without this grief. (3)
Our couple relationship was strengthened. We first fell down to the bottom and
gradually came up, and our love grew stronger. (3)
The expectations applied to the couple relationship are great, but at a moment of extreme
distress the spouses begin to help each other, reading each other's thoughts. The
recovery process begins when, after the trauma, they begin to seek words and meanings
for what has happened.
The trauma and grief suddenly open up new windows deep into the personality structure
of the other person. There is also a need for psychic protection and care that the spouses
find in each other. And nobody is able to console as well as the spouses console each
other. They later review these experiences, the thoughts about their own death and all
things introduced by the drama of grief.

5.1.9.2. "One hauls the other up"
A father relates: But the most awful thing would have been for both of us to have been
completely downcast at the same time, because one of us was always able to haul up the
other. (3)
The mother relates: You know, when one of us had a bad moment, the other always felt
stronger. The last time when I felt really bad, he began to feel bad, too, and then I felt
that I had to shake him, that we can't both be depressed at the same time. We can't both
break down. That we have to cope. And I said: I'm not going to cry any more when
you're here. I'll go to the graveyard to cry, so you won't feel sad. (19

These couples require themselves to take turns in feeling weak. If the mother just lies
down for weeks at first, it is good that the father is at home, taking care of the family.
A father relates: We have this mourning work, we have only started it. Though we may
be happy somewhere out there, we still have these moments when we feel really down
and depressed. (3)
A mother writes: Many people have wondered how well we have managed. It is probably
partly true, but the pain and despair that is at the background does not show. (6)

5.1.9.3. "Death united us and nothing can separate us"
The parents do not see their first baby alive, but at this time of grief they realize the
significance of each other in a new way. The mother relates:
I think we had felt close to each other even before, but during those days we got so
seamlessly welded together that there is nothing that could separate us. And I have told
many of my good friends who have been helping and supporting us that I have always
known I love my husband and that he is the right person for me, but I have never known
I love him this much. (12)

5.9.4. Things that make grieving possible
Parents who have lost their first baby enumerate things that make grieving possible:
- Expert help
- Possibility to discuss the events related to the baby's death with the medical and
nursing staff
- A few friends
- A hope for a new home in the future
- Work
- The most important thing is to go through one's bitter feelings and to get over them
(forgiveness) (20)

5.1.9.5. "After this it is either onward together or into different directions"
The cause of the baby's death brought the parents into a mutual crisis. Of all the people in
the world, they could even be relatives to each other.
Mother: I have occasionally thought of separating from him.
Interviewer: All couples have such thoughts at times.
Mother:Yes.
Interviewer: Did the baby's death bring you closer together?

Mother:"You say first.
Father: I don't know, I can't say really. Though there was some blaming at least.
Mother: There was. I said then that either this will end in separation or else we'll get
married. (1)
The father of this family mourned openly by talking about the baby's death to many
people.The mother even thought he talked too much. The mother settled down in her own
quiet grief and refused to see people.The parents now realize how intense their crisis has
been. Their couple relationship has changed. It is possible for them either to separate or
to commit themselves, but there is no halfway alternative.

5.1.9.6. "My husband could not take this loss"
The birth and death of our baby were such things, one reason for our divorce. We
grieved separately, not together supporting each other. Even after we had been told
about the baby's heart defect, my husband said he would leave me. I prayed to him not
to go, because it would have been intolerable for me. We talked about our baby, about
his life and the loss, but it seems I did most of the talking. I worked through my grief
very intensively, and when I became pregnant again, I lived almost completely in my
own internal world. The only things I was conscious of were the lost baby and the future
baby. (17)

Not all couples are able to share grief. In some cases the loss is the last straw on the
burden of a symptomatic couple relationship. Incongruent grief is not helpful. If the
spouses have completely different ways of grieving, grief remains at an individual level.
The parents are unable to share their grief in a complementary or reciprocal way, but
drift apart from each other.
The baby's father lives in a different locality, and we do not talk much. The father talks
more to his relatives. (7)
Both parents could be defined as "minimizers" (Zeanah et al. 1995), and they recovered
quickly both externally and at the level of symptoms. Both of them, however, had
families who processed the loss with intense emotionality. (See the appendix, Extended
family session).

5.2. Experiences and meanings
5.2.1. Mothers´grief
5.2.1.1. Part of oneself is dead - phantom baby
"For six months I felt the movements of the baby inside me." (22)

"I had strange sensations. I felt there was something left where the baby had been." (11)
The movements of a phantom baby are still felt.
"I always had a feeling there was something missing. It's an empty feeling." (12)
The mother wakes up in the night, as if aroused by a baby.
"I was awake for three hours last night. I may be that I was so prepared to have the
baby that I still wake up." (2)
Somatic pains, especially muscle pain in the shoulders, the neck and the head, reflect the
intensity of grief. When the mind in unable to digest all things, the person feels his or her
head is about to burst.
"I still have physical sensations, though less often. I seldom feel bad now, but when I
do, I feel pain all over my body." (2)
Grief encompasses the mother: "Yes. And when you begin to think about having lost a
baby, you're aroused in your thoughts and in your own world and feel that you have to
wake up from it." (12)
Somatic aspects become accentuated in this grief, exceeding all that is verbal. At first the
grief consists of intolerable pain and sensations of incompleteness and emptiness. The
baby seems to be somewhere, but is nowhere. A phantom baby makes the mother's grief
whole. The grief is paradoxical: there is nothing, and yet the emptiness is full of pain and
grief. The mother had a psychic and physical energy reserve for the baby, which now
serves as fuel for intense grief. The intensity of grief generates internal restlessness,
which the mother finds difficult to explain to others, because it is her own private world
with only the mother and no baby. There is a long way to go from this world to the world
of other living people.

5.2.1.2. What happens to the baby in the grave?
"I also sometimes had a feeling that I could dig up the baby from the grave." (11)
"I am somehow physically dependent, so that I cannot go far away. Even if I don't
actually go to see the grave, I feel I have to be near it." (4)
"For a year I was unable to leave my home locality, because I could not leave my baby,
even in the grave." (11)
"I went to the graveyard one day by myself, and it was an awful shock to me. I now think
differently about it, but there was a new grave that had been dug there, and I just
couldn't find my baby's grave. I felt I would go mad right there, that I should throw all
the soil back and fill the grave. I thought my baby's grave was underneath the heap of

soil with all the flowers crushed, but when we went to see it, there was a plastic cover
over it, and the grave looked nice and the candle was burning." (4)
The mother is sensorily and hormonally tuned to meet her newborn baby with all her
senses and physical resources. When there is no baby, the somatic organism begins to
operate erratically, as if unaware of whether there is a baby or not. When the baby dies
perinatally, the mother must recover from both the delivery and the loss. The loss is
symbolized by the drug given to stop lactation, which is not always hundred percent
effective and has side-effects that aggravate the psychophysical feeling of sickness.
After a cot death, the mother ponders about the purpose of her short life with the baby:
"Afterwards I now feel guilty. When the baby cried night after night, I lost my temper
and complained about being so tired. Later I thought this baby kept me awake to give us
more time to be together." (19)

5.2.1.3. Symbiotic longing
There is a special symbiosis between the mother and the baby, and it is extremely painful
to detach from it: "We were literally one, and suddenly one of us was gone. I kept
hearing a baby cry throughout the summer and hurried out to see it, until I remembered
there was no baby." (6)
"My friends say that although the baby is no longer here, he is in our hearts. It is a
difficult idea to accept, although the baby lives as a member of the family in our
memories." (F)
"I have a baby seat in the closet, and when I clean the closet, I always think I should
pack it away, but I can't. I just keep moving it from place to place. I don't want to give it
to anybody. It has to be in the closet. " (F)

5.2.1.4. ” I see babies and pregnant women everywhere”
"When I use the bus, I see baby prams and I can't help thinking about it." (2)
"It's too much for me to see other little children, I feel such rage." (3)
"All women seem to have big bellies. Even the neighbors are having a baby. We visited
my step-brother. Their quadruplets had their first birthday." (2)
"During the first week, when the baby was in hospital, I couldn't stand seeing other
people with babies. That feeling went over quickly, and our 3-year-old godson is a
special comfort for us." (3)
"But I have a feeling that I have an awful lot of love for other babies, and if I see that the
mother does not feel bad about it, I hold the baby and play with it. But if the mother feels

confused, I don't take the baby. The mother may feel protective and think that my loss
may somehow affect her baby." (12)
"It's often enough to have a mother with a baby come and visit me. This is enough to
make me hold out my hand. I come as myself to see you. This friend generally calls me
and says she's going to take the baby along if it's OK by me. And then there's a mother
who just had her third baby, and I took this baby boy and held him and played with him
over there. And she said: how are you able to do this and where do you get the strength?
And I told her I did not want her baby." (12)
Meeting babies is difficult at first. The grieving mother has an instinctive fear of being
labelled as perilous for little babies. This fear rises from her deep ambivalence: I was a
bad mother not to be able to keep my baby alive. She may also sense the feelings of the
other mother and say that she is not going to rob this baby. The grieving mother walks
behind other mothers who let the babies cry and fuss and are ill-tempered towards them.
She would like to say: Be careful. My baby died. But then she realizes that her grief
belongs to another world, not to this hectic treadmill of everyday life.

5.2.1.5. Quiet plateau of grief
"After the loss nothing is self-evident any longer. I wake up every morning to think that I
will use this day as well as I possibly can. It is an exceptional day, a gift, because I was
afraid of dying myself." (12)
Soon after the loss, the person begins an inventory to create new meanings of recovery
and hope.
"I feel a little more thoughtful when it comes. When there's a peaceful moment, the thing
comes to the surface. Often when I do something or read something, I can keep it out of
my mind. But if I stop by a window and look outside, for example, I begin to think about
it." (2)
Grief surfaces when one is quiet. The mother of a large family finds she can manage the
daily household tasks:
"I'm fine during the day, but in the evening I feel strangely depressed. " (13)
"I allow myself to think chaotically from time to time. I just let the other thoughts come,
too. I don't try to suppress anything that is coming. It seems that when you cannot
escape these matters, it's better to let them come." (12)
At first, the grief is an oppressive standstill that keeps you "suffering in the house of
grief", as Paavo Ruotsalainen, a Finnish revivalist preacher, put it. The grieving person
stands still, while grief washes over her/him life flood waves. The waves gradually calm
down, however, to make way for the demands of everyday life. There are not much
resources left for activity, but doing something makes one feel neutral about things. Quiet
moments and evenings are filled with grief. One must talk about things over and over
again, but even that seems to numb the mind. Grief is replaced by emptiness, which can

be filled with something without feeling guilt. When the psychic pain begins to abate,
nostalgic longing takes it place.
The mothers wants to recover quickly:
And it was a really good week, last week was, and I began to feel that I'll manage. (2)
When one talks about something a lot, it is possible at some stage to get tired of one's
own voice:
I don't know, but it seems somehow that we've been talking about it so much that I begin
to dread the whole thing and don't want to talk about it any more. It seems I don't even
want to talk about it to my husband any more, and I mostly mull over it in my own mind
now that time has passed and we have talked so much about it. That's how I often feel,
anyway. (13)
Grief is replaced by emptiness.
Grief comes from time to time when I'm alone in the evening. Grief has now been
replaced by emptiness, which can be filled with other things. It is possible to control the
feelings and thoughts of grief, and I don't feel guilt for not grieving all the time. (3)
Now I realize that I have changed. I have given my own baby away comptelety. This
matter has been given to me, and I therefore have to speak. I'm physically tired, but
other people are important. (12)

5.2.1.6. The baby comes to console
The mother wishes to have a message after the cot death of a baby:
Every time I went to the grave I prayed that the baby would come and tell me he is all
right. At home we have a picture of the baby on the wall with a toy rattle inside the
glass. When one year and one week had passed since his death, I don't understand if I
was awake or dreaming, but the baby seemed to leave the picture and float in the dress
that he was wearing in the casket, and he looked at me kindly and gently, and I said: I
can't hold you, because God took you away from me. And I asked: Are you all right, and
he calmly nodded and turned his back to me in the air and returned towards the picture.
And I still said: Do you know that Mom loves you, and he turned back and smiled so
sweetly at me and went back into the picture, and so I knew he's all right. (F)

5.2.1.7. The baby's presence
A mother relates:
"It's also strange that although I was never able to take care of that baby, I seem to see
him as a year older, and when I'm taking care of her (new baby), I sometimes seem to
shoo him to go away a bit." (F)

Although the mother was never able to take care of the baby, he is growing up in the
family along with the other children, almost like a tangible physical being.

5.2.2. Fathers´s grief
5.2.2.1. Trauma of loss
The father's grief similarly begins with a shock and trauma. Being male, he and his grief
may be allocated the peripheral role of acting and being active. The father may feel an
outsider relative to the mother and obliged only to support the mother as best he can.
The father has different channels to the outside world. When the baby was found to be
dead in sonography, the father does not remember crying out loud. (12) The mother
remembers it like a lighthouse in a fog, which indicates a need to go on. The father may
have highly traumatic recurrent images of events that were beyond his control. He has
flashbacks from the hospital and the graveyard. He may have had experiences of being
blamed, directly or indirectly, for the baby's death. When a man faces something
impossible, the first choice available to him is action. Signs of the self-destructive model
of Finnish men are observable here: the first thought of some of the men after the death
of a son, especially a firstborn, was to go and hang themselves.

5.2.2.2. Father's somatic symptoms during grief
The father may have both somatic and psychic symptoms, especially when he returns to
the everyday routines of life. Fathers do not, however, necessarily associate their
symptoms with their grief. The grief is occasionally re-activated when the father's body
becomes temporarily dysfunctional for some reason. He does not know what is wrong
with him, but he feels bad. His blood pressure is high or his gastric ulcer is aggravated,
and he may have panic attacks when he should not.
The father begins to have symptoms when the parents return to a lonely home after a
prolonged stay in hospital:
"It was probably some stress or something. I had spells of anxiety... I had a really bad
time last summer when there was pressure at work. They examined me, but found
nothing wrong. I was all right in hospital, and it only started when I came home. I didn't
really know what caused it, but I think it was somwhow triggered when we returned
home." (12)
It is hard for an active person to withdraw into his or her private misery. The father tries
to hold back all things that are about to come, thinking, paradoxically, that when the next
living baby is on its way, he will allow himself to grieve openly and intensely, but not
yet. (16) The role of a strong person assigned to the father does not make him happy, but
he has to give in a lot to his way of thinking. He may not accept anything at first, but

after all that has happened he is able to give in bit by bit: "Maybe this was what was
meant to happen." (F)

5.2.2.3. Grief as action, doing things in memory of the baby
Fathers go out to hammer nails, they shovel snow, they drive long distances and think
about their grief. The man builds a house while grieving or makes a small casket. The
man goes to the funeral agency because he has to go and associates all this doing with his
grief, with his last service to his baby. The father may make a casket out of wood or
decorate a small cardboard box to be used as a casket.
The father occasionally feels a need to speak. When the mother lies apathetically at
home, the father has a special need to talk to other people about his loss. (1) He sees
plenty of other grief around him and finds it helpful to talk about his own grieving. The
mother does not understand why the father goes about talking. Grieving men drive for
thousands of miles, thinking about their loss. Their grief comes back as soon as they are
out driving alone, although they are not otherwise disturbed by it any longer.
Even though the father may be able to control his thoughts and feelings sooner than the
mother, he carries his grief along with him for a long time. The father may be sceptical
about the conventional grieving norms: "Behave in a proper way for a given length of
time and you have grieved correctly". (3) The father's model of doing things has been
inherited from his own father. When a brother came home grief-stricken after his wife
had left him, his father gave him a shovel and told him to go out and dig a ditch. (1)

5.2.2.4. You have to dig out the battered fatherhood and grief
How can a man find his own grief? The man needs a mandate for his grief. He would
actually like to grieve intensely and thoroughly. He does not want to be a stand-in
griever, but has his own intense and shameless grief, for which it is difficult to find room
either in the family or in the working community. The man thus has to struggle to reach
his fatherhood and his own personal grief, which consists of actions, movements and
related thoughts.
The schedule of the father's grief is different from that of the mother. The father reads the
same signals of grief as his wife, but also recognizes other signals.
You know how it is, the baby grows inside its mother, and the mother can never forget it
for a moment, but when a man goes someplace else, he doesn't think about it all the
time, if he doesn't see it. I think I've come close to grief, but it's different now that I don't
feel so anxious for my wife as I used to at first. (4)
The father describes his feelings a few days after the diagnosis of a serious illnes in his
baby:
"I feel separate from the globe, as if I were underneath the icy side of the globe. To get
out of here, I would have to turn the globe round." (3)

Men talk to each other in men's groups, comparing their action-related channels of grief,
able to cry and grieve. Grief makes even a quiet man speak. For a man, the death of a
baby is an initiation rite into a different manhood, which is alien to many. A grieving
man who has some reminiscences of his own father's grief says:
"If I could, I would take a backpack and go out into the wilderness. I would go to a
place where it's quiet and yell out as much as I could." (2)

5.2.3. Child´s grief
5.2.3.1. "Did it die because I pinched it?"
The family members share the expectation for a baby. The children hope for a little
sibling, because their friends also have little brothers and sisters. They talk about the
baby's development with their parents. The child can feel the baby's movements in the
mother's belly. When the baby dies early without living for even a day with its family, the
child's imagination may run wild, if he or she is not informed adequately. When the
mother comes home, the child may repeat the same questions over and over again,
because death is difficult for him or her to comprehend. If a little baby dies, what can
happen to himself, his siblings or parents? Children are afraid of separation from their
parents. How can a baby be left alone somewhere?
If the baby lives with the family for some time, it soon becomes personified, acquires
personality features and is given a name. Cot death traumatizes even children, because
they are usually present at the time when the parents realize that the baby does not
breathe. The children then see how the parents in their initial panic try to resuscitate the
baby, call an ambulance and cry our their horror. A 4-year-old boy watches in a car while
his mother tries to manage alone with the impossible situation of resuscitating his little
sister. An adolescent may have to take control over the situation and call the emergency
number when the mother panics and is only able to dial her own mother's number. The
disaster divests the parents of their resources to recognize their living children. When not
even the parents have an answer to the question of why it was precisely this child that
died, what can they say to their other children.
A child easily misunderstands things:
A 7-year-old thinks he caused his little brother's death by swearing while the baby cried.
(5)
A 5-year-old asks her grandmother: "Did the baby die because I pinched her?" (8)
A 2-year-old begins to be afraid of planes after the funeral, because he associates them
somehow with going up to heaven. (14)

5.2.3.2. Child's trauma, psychic and somatic symptoms

Children react to a loss in accordance with their developmental stage. The parents find it
problematic to tell about the death of a sibling to a small child who thinks concretely:
A 2-year-old boy gets a high fever for a couple of days soon after the death of his little
brother. There is no other explanation for the fever. (19)
A 4-year-old boy begins to kick the grave when the parents are showing more attention
to his dead little sister. He also begins to bully other children, which has never done
before. (1)
Another 4-year-old boy begins to kick at everything at home as soon as he is told of the
death of his little step-brother. (4)
A previously calm 6-year-old boy becomes aggressively restless. After consultation by a
child psychiatrist, the family decide to visit the grave less frequently, as this boy feels
himself a loser compared to his dead little brother. (F)
An 8-year-old boy begins to have somatic symptoms without any organic cause one year
after the death of a baby sibling. As recommended by a child psychiatrist, the family
bury a Barbie doll three times, and the symptoms disappear. (F)

5.2.3.3. Little girl as a grieving mother's mother
A little girl identifies with her mother's pregnancy by playing with baby dolls and
observing the mother's belly grow. When the baby dies, this little mother begins to have
symptoms:
An 8-year-old girl shared a bedroom with her mother and little sister at their summer
cottage. When the little sister was found dead, the 8-year-old witnessed her parents'
chaotic distress. A few months later it was difficult for her leave her mother and she was
exceptionally worried about her mother's moods. We agreed that the mother should
openly talk to her daughter and point out that she is not going to die herself, although
she grieves for the baby. (15)
A 7-year-old girls begins to have panic attacks, withdraws into her own world and is
afraid of dying herself. She has tried to conceal her fear, unwilling to shock her parents
even more. (6)
Another 7-year-old girl, who is the eldest daughter in her family, did not begin to talk
about her little brother's death until two years later, although her younger sister had
been talking freely about it all the time. The eldest girl had always been quiet and
thoughtful, observing her mother's moods. The mother had simultaneously realized that
she been grieving for her baby more intensely. (21)
A daughter may begin to protect her mother and father. She is afraid of the bad things
that might happen to herself or the other family members. She has symptoms or takes
responsibility for her mother's wellbeing, comforting and cheering her up.

5.2.3.4 A child consoles an adult
The child always loses more than a sibling. He or she recognizes the signs of grief in the
parents, grandparents and siblings.The child also works actively to make the adults
conscious of her or his presence. The traumatic reactions of children after the death of a
sibling have been given very little attention. The first few days are difficult for everybody
to eat, sleep and act. Some of the families seek physical closeness to comfort each other.
The child's repeated questions and nearly compulsive activity reflect her or his effort to
recover from the trauma, thoughts of which keep recurring. The adults also benefit from
the child's activity.
A 4-year-old godson consoles the bereaved parents by saying: "I'm here, you don't have
to be sad." (3)
A 4-year-old says to his mother: "Don't be sad, I'm your living boy." (10)
When the mother clings to her children, the children, aged 4 and 7, comment with one
voice:
"Why are you like that, Mummy? Are your afraid we'll all die?" or "Did you love the
baby so much more? Aren't we important?" (6)
Children show their grief differently from adults. A child may appear not to react in any
way. The child's grief may be hidden from the adults, who are overcome by the chaos of
their acute grief. Children may also protect the adults, but simultaneously need the adults'
help to integrate incomprehensible things in their mind. The child often also asks, night
after night, why it was that the little baby died. The mother answers time after time again.
It is a shared ritual, where each participant knows the other's words in advance, but
which still has some significance for them.
Tired in the evening, a 4-four-old cries for the death of her little brother while brushing
her teeth. (2)
Children may also ask why their Mom is crying, and the mother has to explain the reason
several times.
Children try to adjust to the new situation, and they also seriously try to draw their
parents out of their grief.
When the mother lies in bed for days, the children begin to throw toys into her bed,
saying:
"Mom, make breakfast for us." The mother says she woke up twice that morning, the
second time to the reality of being a mother to her living children. (F)
"Our 5-year-old boy at first demanded that while I lay the table, I should also give his
brother a plate. I have later realized I still sometimes lay an extra plate." (5)

When the mother cries while looking at pictures of the baby and listening to a comforting
song, a sharp-sighted 3-year-old asks:
"Do you still feel bad about the baby who died?"
The mother is astonished at the ability of the little child to analyze her grief so
accurately. (F)
Mother: "I remember about the bigger children that they collected two cloths with which
the baby had been sleeping. They smelled at them and said: 'Mom, it helps to smell.' It
also helped me to feel the smell of the baby, and it was a way for the children to help
themselves." (F)
Children are the family's information agents. Everybody in the neighborhood soon knows
that the baby is dead. The child realizes that people, even adults, are exceptionally
interested in her or him.
A mother relates: "We were on a holiday trip, and he went to sit by old ladies and told
everybody that his little brother had died." (F)

5.2.3.5. The child grieves by playing
It is difficult for the child to understand how the baby goes from the casket into heaven.
The children of strongly religious families already have and age-related idea of death,
heaven and angels. The families discuss the baby's death frequently with their children.
The mother and father tell them, in accordance with their religious conviction, what will
happen to the baby:
"An angel comes the get the baby's soul and he himself becomes an angel. It is so good
for him to be in heaven that he would not want to come back on earth even if he could."
(13)
"Now he opened a tap in heaven", a 5-year-old boy says when it begins to rain while he
still misses his little brother two weeks after his death. (5)
Children concretize heaven and wonder about the baby's position there:
"The children keep asking if the Heavenly Father now takes care of the baby and if he
has toys there." (13)
A boy is disappointed at the death of his little brother and would like to have two new
ones instead:
"The 4-year-old boy said he could take a rocket to go and look for his little brother,
although it might be difficult." (2)
The mother derives comfort from her older children's drawings of heaven:
"It helped me to see that the child made heaven so concrete. There were diapers, clothes,
a baby swing and all kinds of things that were really necessary and good. It's all there
in the pictures." (F)

When the baby dies, the firstborn sibling becomes the youngest again. She continues to
play even then. She plays house, funeral and heaven with her baby doll over and over
again. The ritual of play has a healing effect. This is the child's ritual-like and healing
process of grief, and she needs the adults for this process, just as they need the child.
A 7-year-old boy was very quiet after he had seen his baby brother in a casket, while the
parents and the older girls cried openly and comforted each other. The father made a
special effort to establish a contact with his son, and a few days later the boy asked his
father whether there was a book in the library which would have pictures of the
structure of heaven. (13)
An 8-year-old boy is drawing pictures of his little brother's grave. One shows an open
casket with a line drawn from the little brother's casket to God in heaven. The other
shows the casket happily surrounded by yellow Easter chicks and eggs on a lot of green
grass." (4)
The father videotaped the few days that the baby lived in hospital. The baby girl was as
beautiful as a little doll. The mother has been unable to view the tape, but the father has
been viewing it with his little son. The parents say that they can use the tape later when
the boy grows and develops. The death of the baby will also affect the children to be
born later. The document will be especially valuable for them. (1)
If there are very small children in the family, photographs are important. Children aged
under two already try to understand the situation by playing with a picture and giving
toys to it. The smallest children react to trauma and grief holistically by developing
obscure febrile episodes or eating or sleeping problems. They also distinctly reflect the
distress of their parents. When the parents recover, the children also begin to feel better.
A 2-year-old reacted to his little brother's cot death by developing fever. He also
stopped eating for a while, only drinking juice from a baby bottle. On the other hand,
however, he got out of diapers and became otherwise more independent. (19)
The parents approach their child's grief through questions and comforting comments.
With their imagination, children soften the hard everyday life and bring joy to it, even
making their parents laugh in the midst of their misery.
A grandmother relates the thoughts of her 5-year-old grandchild. They were playing
outside, and the boy had taken along his new pushing sled:
"And why she died, I said, none of us wanted it, but the Heavenly Father decided it that
way and we couldn't help it. We played and walked and played and he pushed the sled
so deep into a ditch that he couldn't get it out. He pulled and pulled and then said:
'Bloody sled, do you think you're a god or something!" (8)
Children live their own life amidst the family grief. They comment on the boring funeral
("no toys in the chapel"), tell their parents to close the lid of the casket tight ("so that the
baby does not jump out"), mix concepts ("the bowels [suolet] go into heaven" = the soul
[sielu] goes into heaven), they have their own secret playing rituals ("what it's like to play

dead and then wake up"). Through grief, the child is forced to face loneliness, separation
and misunderstanding, especially at the early stages.

5.2.4. Adolescent´s grief
5.2.4.1. An adolescent shares his or her grief with friend
The families who participated in this study had three adolescent siblings. The adolescent
siblings in a family of remarried parents loved their little brother. The baby signified
family union, and they discussed the baby a lot during the mother's pregnancy and shared
their joy ever since they were told of the pregnancy. When the baby came home,
everybody loved it. The mother was wondering whether it was possible to love a baby
too much, as somebody was holding him all the while he was awake. The big sister was
the first to notice that the baby, who was being held by the mother, no longer breathed.
The big brother called an ambulance, which the others were not able to do in their shock.
Both siblings grieved intensely, crying but not talking during the early sessions. The
sister said she had drawn support from discussions with her mother and friends. The
brother had been talking mostly to his friends. (4)
The 16-year-old daughter of another family relates of the cot death of her baby sister a
year later:
"Grief comes when I'm alone. It's a calm grief that doesn't interfere with my life. I'm no
longer worried about Mom, though she's probably going to grieve for the baby for a
long time. It's been really helpful to talk to my friends. I had a dream about a month
after the baby's death. In this dream the little sister was at first dead, but woke up when
a doctor came. At the end of the dream she became a boy. I think all the early sessions
were important. It was good to talk about things with the whole family present and not
just separately." (15)
The dream reflects well the transition of grief into a seeking-separation phase. Similar
dreams were reported by grieving mothers and some of the grandmothers who were
interviewed.
My 16-year-old interviewee is herself separating from her home: she will be going to
school a long way from home for the following few years and likes the idea. This means
that she is doing well and has not assumed a parentified role as the eldest sibling of the
family.
Ladame (1996) argues that after puberty, dreams and actions are indicators of the
capacity of the psychic apparatus to perform the work of binding drive energy. Dreams
are, nevertheless, paradoxical: they allow binding while at the same time expressing and
bearing witness to the existence of the life of drives. Failures of dream work expose the
psyche to potentially traumatic instinctual attacks. This dream reflects the girl's wish for
a reawakening of the little sister, and because it is not so simple to be a girl and bear
children, the baby changes into a little boy.

5.2.5. Grandparent´s grief
5.2.5.1. Grandmother's doubled grief
People who are able to comfort others have not be traumatized although they have faced
sorrows and crises in their lives. They have solved difficult things progressively and
managed to cope. They are hence able to encourage the younger generation to hope and
manage.
Grandmothers and mothers-in-law, who have themselves matured and become empathic
through their own sorrows, are needed at the early stages of grief, when general chaos
prevails. Their loss is twofold. Even when the grandparents live farther away, the
grieving mother begins to watch for what she is saying, because the grandmother
processes her own grief through her daughter:
If the daughter feels bad, she also feels bad. (2)
A grandmother who lost a granddaughter through SIDS analyzes her grief six months
later:
"It was a painful thing and I still think about it daily, and the hatred I felt at first and the
feeling of injustice have disappeared, but there's still the grief and the knowledge of
what they must have felt when I feel so bad about it, too." (8)
Most of the families in this study got from their grandparents all the possible support
they were able to give. They tried to help both emotionally and physically, for example,
by taking care of their grandchildren.
An appendix to this book contains a summary of a tape-recorded network session of an
extended family soon after the perinatal death experienced by a daughter of the family.
(7) This appendix gives some answers to the question of what family grief is like and
how it is construed in the speech of the different family members. The central members
of this family are the grandparents, who also open up the conversation.

5.2.5.2. Grandfathers are quiet at the background
"I remember how my father, dear and close to me, did not say anything, but only laid his
work-hardened hand on my own hands, which were resting on my empty belly. This
consoled me more than a thousand words." (18)
Grandfathers act and wait. They sit in hospital waiting rooms for hours, waiting for a
miracle to happen. And when there is no miracle, they sometimes find it hard to accept
the reality of death even afterwards.
"I could not discuss the loss of my baby with my Dad. When I called home, Dad tried to
say that there might still be some hope. I got angry at that. When I later tried to show my

album of pictures of the baby girl to my Mom and Dad, Dad did not look at it all. There
were pictures and poems in the album. I had been Dad's girl." (11)

5.2.5.3 Grandmother's dilemma in grief: the invisible daughter of a dominant mother
Boszormenyi-Nagy (1981) emphasizes the invisible bond of loyalty that binds
individuals to the chain of generations. Family dynamics are recorded through "bookkeeping", where both goodness and guilt are assessed. One has to pay an appropriate
price for guilt.
Walsh and McGoldrick (1991) describe the life cycle of a family, where sudden death
has accumulated both vertically and horizontally as myths, taboos and traditions of the
older generations. This view requires the presence of at least three generations.
A mother relates: "My Mom also had a dead baby at one time, and they did not even
show the baby to the mother then, and they seem to think it natural that things like that
happen." (13)
A young couple who have hardly separated from their parents yet find the grieving norms
of the older generation strange. The grandparents may deny the whole thing and tell them
not to visit the grave too often.
"But we realized one thing together, that our mothers did not understand, because they
had not experienced anything like that. We talked about this in the group, and Liisa said
that they have not experienced anything like it themselves. That it does not even exist for
them... There's something strange in it when they're more concerned about gas bills than
this." (1)
A mother relates:
"It was extremely important for my grief to be able to dress my baby and get her from
the Pathology Department with the funeral agent. My mother-in-law tried to prevent me,
saying it would be too expensive." (5)
Superficially, these attacks by grandmothers and mothers-in-law seem cruel, but when we
discussed them in more detail, we found in every case personal losses that they had been
strictly denied to grieve for. They had lost babies, some of them even their husband,
within a period of a few years, but had remained without support. They also belong to
the generation who experienced the time of war, when grief was nationally accepted, but
no crisis teams existed. They were never been able to protect their daughters from the
destructive aspects of life, and the daughters had to perceive physicality and sexuality as
taboos. The mothers of this generation of mothers were born in the 19th century, when
infant mortality was very high. Their attitude reflects the model of grief denial in several
generations described by Bowen (1978). The more strictly denied grief was, the more
stiffly and insidiously it was transferred to the next generations.
The grandmothers' negative attitude crystallizes the collective memory of women
concerning sexuality and the cruel and evil aspects of womanhood in the cultural history.

The grief of the the previous generations has probably been prevented by the traumatic
experiences of the women.
When a baby girl dies a cot death on the midsummer night, the maternal grandmother
comments curtly: "It's no use crying. You won't get it back!" (15)
This sentence implies many traumatic events in the lives of the grandmother, the mother
and the mother's family. There have been sudden accidental deaths at a time when no
help was available for crises. They had to go on living, nevertheless. The family system
now becomes dysfunctional. The mother begins to have serious symptoms after the
debriefing. She has symptoms of dissociation, she does not remember things and she
wants to die. She does not want to stay at home and is therefore referred to a psychiatric
ward for a few days. Afterwards, she does not remember anything about the ward,
because she was in deep regression, silent and overwhelmed by her traumatic symsptoms
and grief. According to the ward records, she cuddled her pillow like a baby. Upon
discharge, however, she was oriented. Her family attended sessions on the ward. When
she returned home, her mother's comments nearly shattered her again, because she was
unable to defend herself in her grief.
When she recovered, she collected her resources and told her mother to stay away for a
while to get more room for herself and to have time to be alone. The grieving mother
knows her mother did not get along with her own mother, either. This was the
perspective of four generations.

5.2.5.4 Grief as a boundary mark between generations
Our way to arrange the funeral did not please my mother, but for the first time I did not
mind. I did what I myself and my family wanted, without asking for anybody's opinion.
(6)
Grief makes the family marshal their forces. They act sensitively and instinctively,
precisely as they think they should. This is also the stage at which the family's own way
of grieving consolidates the boundaries between them and the previous generation,
particularly the grandmother. The young family also refuse to oblige to the older
relatives' requirements for external grieving rituals. Living in a different locality, they
feel free to cry or laugh whenever they feel like it. Grief consolidates the boundaries
between the family and the outside world, while it also strengthens the bonds between the
family members. The family create new meaning systems and a family identify which
may be notably different from the old ones.

5.2.5.6. Grief of an extended family - the grieving task of three generations
After I had decided not to collect any more material, a mother who had lost a baby girl
10 years previously wanted to talk about her grief. While drawing her family tree in
family therapist training, she had realized she had been born after the death of her older
brother and had been delegated the role of bringing joy to her mother. Her grandmother

had also lost a baby girl. On the tenth anniversary of her grief, she had wondered about
the intensity of her grief reaction. At some stage, she had considered her own grief
insignificant in comparison to her mother's great grief. (22)
The grieving parents had received support from each other, which had been a deeply
unifying experience for them, so deep, in fact, that it was difficult to put it into words.
The mother can also see her own special task in the intensity of her grief: to grieve her
own grief and the griefs of the other generations, so that her living daughters will no
longer need to live in the shadow of numbed grief.

5.2.6. Friends and acquaintances
5.2.6.1. Support by friends
Those of the friends who have an open contact to grief come immediately, while some
friends disappear for variable periods. It is important for the mother to have a friend
available all the time.The friend comes to visit as soon as she hears about the death and
listens on the phone for hours. The friend goes for a walk and asks the mother to come
along, even if she doesn't feel like it.The friend is always slightly ahead of the things. The
mother is afraid of her friend getting tired of hearing her talk about the same thing so
much. The friend says her turn to talk will come later.
Whenever I feel really bad, I have somebody I can call and talk to. (12)
Friends are awfully important at first. Some friends invited me and the children to stay
at their cottage for three days, and it was truly significant for me to be there. And I also
remember that when I came home, another friend had come and cleaned the house,
which was just great. And we had the wicker basket for the baby to sleep in, and she had
put a plant in there, one of the pot plants. I went into the room and looked at the plant.
And I felt there's some hope in life, after all, and that plant was a symbol of life for me.
(F)
The best experiences of friends can be divided into being present, comforting and
listening. Equally important are the friends who take care of the children when the
parents feel comptelety depleted. A third group of friends act and take care of the basic
needs, such as meals, house cleaning, personal business, etc.
But I remember all those people who dared to approach us. Meeting people, hugging
them and crying together was unbelievable. We needed no words. I will also always
remember the tearful phone calls and the letters and poems that people sent. I have
afterwards decided that I will send a card if there's nothing else I can do whenever any
of my friends has some grief. But I certainly understand how difficult it was for some
people to meet our family. I was afraid of meeting other people myself, and they were all
probably afraid of meeting me. (6)

As time elapses, the people around the grieving parents may not always adjust to the idea
that grief may last for years:
People sometimes find it hard to tolerate our openness. There's an uneasy silence, no
conversation. People who share many things with us are suddenly helpless when faced
by the death of my baby. I understand that this evokes anxiety in them, and I certainly
don't want to blame anybody. I have also often realized that I can comfort somebody and
then somehow take back my words: it's not so bad, you know. Although it really is so
bad, no matter which way you think about it. But there have been many fruitful
discussions. I've been hugged by so many people. Thanks for that. (6)
Each grieving parent has been forced, in one way or another, to console others ever since
the time they spent in hospital.The parents wonder why the roles of the helpers and the
ones being helped are occasionally confused. The rule is: the more deeply you grieve, the
more others try to draw you out of it.
From the systemic point of view, the death of a baby is like the circles on the surface of
water after a stone is thrown in. They radiate across the entire social field. Within these
circles, there are also local whirlpools, which result in bad or good loops. The ultimate
reaction depends on the meanings that the individual has for death and grief in his or her
context. Repression and escape are alternatives when death and grief are too frightening.
There are no dirge women available in our time. Nor do we have neighbors like the
farmer's wife who, having heard news of death, heated her brick oven and baked bread.
She then took a freshly baked loaf to her neighbor, able to console the grieving person,
having grieved herself.
One year after my loss I had my first living baby. I have noticed that the friends who
have been absent for a year are in an even more difficult situation now, not knowing
what to say when we meet. (12)

5.2.6.2. Loss of friends
A mother relates:
"I have a very good friend and I wrote to her about this, but I have heard nothing from
her ever since." (3)
Friends are weighed in this situation, and some of them take distance or cross the street
rather than meet the grieving parent. Over time, the parents also begin to understand the
friends unable to face their situation. In some families, the children demand renewed
contact while the parents still feel ambivalent.

5.2.6.3. Reactions of colleagues and neighbors

The door bells rings less often. There is resonance in the social field: when one realizes
having changed her- or himself, one begins to wonder about the new norms that now
apply.
A father relates:
"Some people may be offended if I don't feel too humorous about things, because I
simply don't feel like that and live up to my feelings."(3)
A mother relates:
"I feel bad to meet casual acquaintances in the street. They ask: which did you have, and
I have to tell them we had neither" (2)
The situation is even more critical with acquaintances:
The father senses the atmosphere:
"People seemed to avoid me at my workplace and found it difficult to start conversation.
In the canteen, one woman said: I know what has happened to you, but was not able to
continue. Somebody tried to make joke about it: Have you already started working on
the next one?" (3)
A mother relates astonished:
"A believing neighbor came to tell me that this was a punishment and God's will and
that we should have a new baby at once." (5)
Several parents feel like stricken by plague or AIDS, because some of their acuaintances,
quite concretely, cross the street rather than meet them. Women who are pregnant
themselves also seem to shy away from contact. At a party, this avoidance behavior goes
on for some time, until after a few drinks the mother suddenly finds a few female
colleagues tearfully clinging to her, telling they know how she feels. The death of a baby
in community is like the "horror" story in an evening paper: it makes people feel terrified
for a while, but they all soon forget about it. After catastrophes and losses, people tend to
lose interest quickly at a stage when the real need of the grieving people for support is
still great.
A father says:
"In a way, it fades away very soon... I mean it's different for us, but other people seem
to forget all about it after some time." (3)
Some of the parents had a good reception upon returning to work. Some fathers relate
that their male colleagues showed a matter-of-fact attitude, supporting and talking.
Women, however, tend to be quiet and locked-up.
A father relates:
”I sort of noticed it when I went back to work that people had this terribly reserved
attitude, that I had to force myself to say: "Hello, how's life?' to some people who just
looked from a distance and didn't say anything, and even after this I had to somehow
invite them to come near. There's an invisible barrier that you have to break down for
everybody separately, well, I don't mean that everybody's like that, but about half of my

colleagues were. I had to work hard to get back to the old kind of conversation, but after
that things have been fine. (3)
According to Furman (1978), the loss of a baby is identical to a narcissistic loss at the
primitive level and, similarly to amputation, activates repression. It is something that
cannot be conveived of, something that should not happen. Rando (1986) points out that
parents who have lost a child frequently report that friends who are parents avoid them
because they cannot bear the reminder of the enormity of parental loss and grief. Due to
this reaction, some of the grieving parents are too much alone after their spouse returns
to work. The mother is also often struggling with her own disappointment and rage,
unwilling to see other people. She is afraid of people and feels that people reciprocate
this fear. In comprehension involves repression: this cannot happen to us, but the
situation is like Russian roulette. When the baby dies an intrauterine death without any
obvious cause, as in cot death, people become suspicious. This is impossible, there must
be something wrong. The parents also ponder about the unspoken demand of their
friends and acquaintances that they should quickly resume their old selves. But the
parents remain labelled in their grief. It is no wonder that some parents hope for a
concrete external sign of grief, which would relieve them of the need to tell everybody.
(20)

5.2.6.4. Grief in the media
We see a lot of cruel violence and death in television newscasts. They may
stereotypically depict a group of women attending to the bodies of their beloved ones or
burying them, giving powerful expression to their grief, or occasionally crying old men.
The media have now begun to generate some narratives of grieving people. The death of
a baby has been discussed in at least three Finnish television programs over the past three
years. People tell very openly of what grief has been for them personally. Magazines also
publish stories of grieving people. This makes it possible for the reader to relate her or
his own grief to the story of somebody else's grief and to draw comfort from it.
A mother finds it hard to be at home alone:
"A friend brought me five baby magazines, each of which had stories told by mothers of
the death of a baby. When I was alone at home and felt bad, I took one story at a time
and read it out loud. When I cried, I felt better." (2)
Death is no longer a taboo.Death as a personal experience and a source of grieving is,
however, less commonly discussed, and people try to repress it, because it is not
compatible with the performance orientation of the mainstream societal ideology.

5.2.7. Asking and getting support
5.2.7.1. Getting help

A mother writes:
"It was really helpful to talk to other bereaved parents. I learnt about the KÄPY society
from a letter to the editor in a newspaper two days after the death of my baby. I got this
person's address from the editor and called her, and we also wrote letters afterwards.
These conversations were extremely important." (6)
A mother relates:
"When the baby had died, they asked me (about a hospital theologian), but I didn't need
one, and I realized it quite clearly myself that I didn't need anything like that for it."
(13)
A father relates:
When the baby died, nobody provided mental support to us. They offered a theologian or
other people, but we should have asked for them specifically. We weren't scheduled an
appointment with the social worker because we didn't want autopsy. " (3)
A mother relates:
"I didn't get any special support, but the social worker gave me the phone number of a
mother who had lost her baby in August." (12)
A mother relates:
"I called this psychologist (in a health care centre) and visited her a few times, and it
brought some hope into my dreary everyday life." (9)
"The psychologist always sat there quiet for half an hour, then looked at her watch and
soon closed the session. It was no use. I'm glad she wasn't present in the grieving
group." (5)
A mother writes:
"I started individual therapy at the mental health bureau to work myself out of my guilt
feelings and intense fears. I was offered palliative medication, but I refused it over and
over again. I had a feeling that the therapist just could not tolerate my anxiety. I
stopped going there. The therapist said I should have continued, but I should have
continued it for the rest of my life." (6)
A mother says:
"But my mental recovery process has been slow. The only reason to survive has been the
prospect of getting pregnant again. I therefore consulted a doctor who specializes in
infertility and hoped for quick help. That was our first obstacle: we would have to wait
for at least six months more and then try...
We wanted help through conversation and we also got it." (20)
A mother relates:
"It's good that the crisis team visits all the families who experience cot death. I also got
help from the mental health bureau. Although the name is awful, it's good there have
been empathetic outsiders available for our family, ones who don't get drowned into
grief, but live by our side. I guess I wouldn't have recovered this well otherwise." (8)

Leon (1990) described 20 brief psychoanalytically oriented psychotherapies of bereaved
parents. He described the symptoms of the women as intensive, but not traumatic. Within
the present research setup, I worked separately with three mothers, using methods of
crisis therapy. Along with this, I met their spouses and children during home visits or at
the outpatient clinic. The mothers in these families typically wanted to see me separately
to talk about their most difficult and frightening thoughts and physical sensations. Signs
of recovery were visible in all of them since the beginning. The task of the mother and
the therapist was to go through the pradoxical trap of grief described by Brice (1989) and
the mother's sensations of being not-alive. When the mothers had been able to work
through all these things, their nightmares changed and began to reflect the subsequent
stages of grief. They had a feeling that they did not burden their otherwise worrying
husbands with their most terrible thoughts.
Therapeutic help is targeted to each mother's personal sensations. If the therapist listens
and is present without being shocked, co-operation can continue. The parents must be
allowed to "grieve intensely in the beginning". (20) Most parents, however, had a feeling
that people did not listen to them or provide any chance to derive help from
conversation. If there was help available somewhere, they were required to make an
appointment.

5.2.7.2. Help from a grieving group
A mother relates:
"These meetings then. We all cried, and you didn't need to try not to. There were about
twenty people present in the meeting, and the atmosphere of grief was thick and
tangible. The others did not cry for the death of my baby, but for the death of their own
babies." (F)
A mother relates:
"I went to this grieving group. There was also a woman who had lost a baby through
intrauterine death 30 years ago. I think this woman got the most benefit from the group."
(11)
The group discusses thoughts and things that are typical of bereaved parents. They are
united by their physical sensations, the intensity of their grief, their confusing thoughts of
the baby in the grave and the reactions of their relatives and friends. When the parents
are able to mirror their experiences against the experiences and narratives of the others,
they acquire new meanings and proceed in their recovery.
Some parents were unwilling to attend, because they found that the group involved too
much bereavement and pain and the narratives of other people did not alleviate their own
loss.

5.2.8. Seeking for the cause of death and feelings of acquiescence
5.2.8.1. Control checkup, sentence or release
At the control checkup the doctor said he didn't find anything wrong. Anywhere. It
seemed a relief. The doctor said it was no use seeking for a cause. They had thrown up
their hands. They had thought the umbilical cord might have caused some pressure, but
there was no sign of it. He told me to come back as soon as I was pregnant again. (12)
The doctor said that this cannot recur, because nothing was found at autopsy. It's no
use being afraid of having a new baby, just as it's no use expecting to have cancer or to
be overrun by a bus. (11)
The doctor doing the control checkup seemed to have time. There had been nothing
wrong with the baby, and the cause of death had been due to concurrent small causes.
(2)
The doctor said it might be hard to have another baby. (8)
The control checkup takes place when the acute shock of the loss is over, and the parents
are given the kind of information they long for:
1) If there was nothing wrong with the baby, the parents feel relieved about their future.
2) If a hereditary disorder was found in the baby, the parents are referred for further
examinations and counselling. They have to reconsider their desire to have children from
a new perspective, and their grief continues as a crisis relative to their own reproduction.

5.2.8.2. "If there were a cause, it would change nothing now"
A father relates:
"And even if they find a cause or don't find a cause, it won't change my life in any way
now. It would've been good to know at first what went wrong and if something could've
been done and why it happened to us, but it's the fate and I believe that everybody have
their own fate and who's controlling it?" (F)

5.2.8.3. Genetic defect - ancestors are responsible
The parents have been told that the baby's genetic defect may have been derived from
their common ancestor five hundred years back or be a genetic defect present in one of
their families. The father wonders how anybody could be held responsible after five
hundred years. (1)

5.2.8.4. A short life can be a good life

"The 19 days of the baby were the only days that had been given to him, not more and
not less." (4)
The parents talk about the short life of their baby and do not necessarily see anything
good about it:
"On the other hand, however, the value of life is not in its length. A short life can be
good, full of love and care, important and unique." (9)

5.2.8.5. "I think about life more deeply now"
The mother realizes she has changed:
"This is a paradox that has no solution. The death of the baby was a watershed in my
life. I realize that I cannot have this very baby back even if I had babies for the rest of
my life. The death of this baby made me realize the uniqueness of life." (17)

5.2.8.6. Need to meet the attending doctors later
"For two years I carried the burden of uncertainties. During the past three years, I have
cleared them up once by one, slowly. I opened one knot at a time, until the burden
became clearly less heavy. I asked a pediatrician to review the epicrises of my baby. He
did that and convinced me that the baby girl had been healthy. He was sorry we had not
had a chance to consult him right after her death. I also went to see the doctor who tried
to resuscitate the baby and she hugged me." (6)
Although the parents are informed, it is typical of the grief associated with the loss of a
baby that they can only fully understand the information years later. The parents apply
their most intensive expectations to the attending doctor, even after the death. The
parents long to be told about things. Did they do all that could have been done to our
baby? How much did he suffer? Did he have pains at the moment of death?
The parents may return to these questions years later. The questions keep recurring to
them at the different stages of the recovery process. After a certain time, they have more
strength to read what has been written and to understand better. Although the limits of
human knowledge are reached quickly, it is important for the parents to feel that all was
done that could have been done. This process of seeking for information may take long,
because it provides a way of maintaining contact with the baby that does not exist any
more. It is important that the parents get information even years later. It is typical at the
later stages of grief that the narrative of loss is supplemented with details when enough
time has elapsed and the parents are able to view their grief with new eyes.

5.2.9. Dreams of grief and recovery

5.2.9.1. Dreams of saving the baby
Dreams reflect accurately the different stages of grief and recovery.
A mother discharged from hospital relates:
I've been having these terrible nightmares, and I thought this morning that it was the
first time last night that I didn't have nightmares, but only some absurd things all mixed
up, but I still felt heavy in that dream, I guess I've have nightmares. (13)
Dreams reflect directly the stages of the grieving process. Fathers seldom tell about their
dreams. Some of the mothers do not remember any dreams associated with their
bereavement, but rather tell of chaotic nightmares which seem to have no meaning. The
grief of some mothers proceeds as a series of dreams reflecting their loss and longing at
the symbiotic stage.
A mother dreams:
There was a baby girl in the casket and the lid was open. But her eyes were open and
moving. I tried to say: Look, she's alive. The baby sat up and stuck her finger in her
mouth. I was frightened. (11)

5.2.9.2. Many dreams of the baby with closed eyes
A mother had a series of dreams after the intrauterine death of her baby:
"I'm breast-feeding a baby, the baby sucks and I put him to bed. The baby always has
his eyes closed.
I'm dreaming again. I'm sharing the bed with my baby. I try to be careful of him. I cry
for my love towards the baby. When I wake up, I realize I'm crying for my loneliness.
The baby always has his eyes closed in the dream. I did not want to see his eyes, which
were closed. I was afraid of finding empty eyes.
I'm dreaming. It's Sunday morning and he's lying contently between us. I wake up and
he's not there.”
The first dreams were about taking care of the baby and crying both for love and because
of the loss. Gradually the dream changed. The baby was so big that it could no longer
sleep in a wicker basket. He was a big boy. But what was always the same in the dreams
was that the baby had his eyes closed.
I was going to give the first lecture during my grieving period.Before the lecture, I
dreamt in the morning: I was on my way to give the lecture, but the baby had mixed up
the transparencies. In my dream I began my lecture by telling the audience what had
happened to my transparencies.

I was in hospital for a scheduled procedure. They removed and replaced some bone
marrow. As long as I was able to concentrate, things went fine. I radiated internal
peace.
In my dream I was a midwife. I helped mothers give birth to babies. I was able to
support the fathers and mothers, because I felt my own experiences had enriched my
understanding. (12)
The baby has his eyes closed in every dream. The baby is marked by death, but it is
possible to love him and to long for him. The mother's grief advances to a new stage whe
she dreams of bone marrow replacement and internal peace. Her most intense pain is
over, and the pain has been replaced by longing. Although she still carries her grief to her
lectures, she realizes she has changed and is better able to help other people.

5.2.9.3. Dreams of a dead baby who wakes up
At the initial stages of grief, most mothers dream that the baby is dead or at peril and that
they are not able to save the baby, no matter how hard they try. These dreams share
characteristics with the distressing dreams of saving babies that mothers of small infants
have at the time when the baby begins to separate from the symbiotic relationship.
The mothers who have lost a baby try to wake up the baby in their dreams as long as this
stage of seeking and symbiotic longing lasts. These dreams reflect the stage of seeking
and separation. According to Kast (1994), for example, the duration of this working stage
depends on how soon the grieving person becomes able to express her chaotic thoughts
with adequate clarity.
The dreams of this stage are useful. They allow the mother to meet the baby again, to
take care of it, to talk to it and to say farewell. The grieving mother is given a time-out.
She meets her baby as many times as it is necessary for her. The dreams gradually
undergo a transformation: the baby grows and the atmosphere becomes lighter.
Fathers do not tell much about their dreams. In the dreams of the grandmothers, on the
other hand, the baby is equally at peril and in need of rescue as in the dreams of the
mothers:
"I was going somewhere with my grandchild, and my late father was often present in
that dream and told us to go this way, and that's what always happened. And I said that
I can't come, that this baby will suffocate in that mud pipe or whatever, and my husband
often woke me up in the night and said I was screaming." (8)
The following dream was related by the grandmother's daughter-in-law. It reflects a
transition in her process of grief:
"I was riding in my sister's car together with my sister (who has a baby boy the same age
as my daughter was). My sister had my daughter in a bundle, her face white with
blotches. She handed the bundle to me and said: it's time for you, too, to put your

daughter in a grave. We drove to our place, and I put my daughter on a mattress that my
bigger boy usually plays with. When I came from the kitchen into the living-room, I saw
the baby move her legs. I became happy and asked my husband to look. My baby's alive,
I thought, I should've seen the doctor right away. The dream continued. She suddenly
changed into a young dark woman who didn't look like anybody I know. But her mouth
began to bleed and I felt confused and asked somebody to call the ambulance. She said
she would call the ambulance herself and then fell down dead." (8)
After this dream she did not feel terrible any longer.The grief had turned into longing.
She was able to cry (and cried). She also began to look at photographs and remember
the good days, though that was not easy. This dreaming mother had had very serious
traumatic symptoms, because she had had to face the cot death of her baby girl while
driving with her other child. She had many intensely dramatic dreams that gradually
made both the trauma and the grief alleviate. The last dream was a dream of giving up
pain. The sister in the dream represents the recovering aspect of herself. It is time to bury
the grief, at least the most poignant phase.

5.3. New baby
5.3.1. New pregnancy and a baby
5.3.1.1. Emotional chain
The parents realize quickly that the new pregnancy and baby are psychologically
difficult, even when the mother has recovered physically. Experienced doctors advise
them to wait for at least six months. The parents are given different kinds of advice and
make their own decision while still living through their acute grief. They often want to
have another baby as soon as possible:
New baby at once -> when the baby begins to develop, the mother receives new
strength and hope, but her sorrows and fears also grow -> disregard of the first baby,
who, through death, paid the price for the life of the new baby -> it is not permissible
to be happy during the pregnancy, but to live carefully one day at a time -> as the
pregnancy proceeds, the parents hardly dare to breathe; the more advanced the
pregnancy, the more fearful they may feel -> a living baby is only the skin's thickness
away and yet so far -> at the first cry of a living baby the wounds begin to heal ->
grieving continues after the birth of the new baby; the new baby lightens the burden of
grief, but may prolong the period of grieving -> the mother is happy for being able to
keep the new baby alive; she is not a bad mother, after all.

5.3.1.2. Expecting one day at a time
A mother tells of her new pregnancy:
"While I was pregnant, we lived one day at a time. We had become realistic. I said, a bit
cruelly, that we were ahead of the others, because we had learnt to be prepared for the
worst. The good doctor-patient relationship helped us. Twice it seemed that the baby did

not wake up inside me. Both times we went to have an ultrasound examination as
emergency cases, even in the night. We couldn't afford to make a mistake as parents, like
we had once done. For this baby I had contractions for a month, while that first time I
only had one contraction.
We were expecting this new baby with the same seasonal schedule as the first, and the
date of death and the date of term were close. We talked together of how fruitful the past
year had been, although it had been heavy. Somehow it all ended with the birth of the
new baby and a completely new period in life began.
After the delivery I wanted to stay in hospital for as long as I felt I needed. I left on the
seventh day. On that day I asked one of the nurses to read to me the autopsy report on
my first baby, because I had never heard it. The doctor had only leafed through my
papers. It was important for my grief to hear the details. Nothing wrong. The nurse was
shocked to find what I had experienced before, as she had not been aware of it. In my
mind I have been bringing up the dead baby along with this living one." (12)
A mother relates of her failures:
"I became pregnant again in the spring. The blighted ovum pregnancy was aborted right
away. Then there was another blighted ovum. I had a two-week sick leave after
curettage. I will try again. I just made an appointment with a doctor at the maternity
clinic." (2)

5.3.1.3. Pregnant again on the second week of grieving
The story of the death of a baby intertwines with the story of a new baby. When the
mother realizes she has become pregnant very soon, she feels embarrassed, because she
finds it hard to conceal her joy from the others and because she feels fine after all. The
grief does not disapper, bu she is able to grieve and be happy at the same time without
traumatic symptoms. The doctor once locates two placentas and suspects there will be
two fetuses. One big fetus is visualized at follow-up.
”The doctor said there are two placentas, but only saw one fetus. I feel awfully good, but
I also have bad days. I try to write a memorial poem whenever I have contractions.
We're going to get a gravestone before the new baby is born. We're not going to have a
cross, but three birds to symbolize the three of us who stay here and his three months of
life.” (19)

5.3.1.4. It may be that the baby is born alive
A mother relates:
"And we had another baby as soon as possible.The midwife who took care of the first
delivery said: promise me to have another. But the doctor advised us to let the grief

alleviate and only have another baby after that. And when I became pregnant again six
months later, we were terribly afraid. During the the first pregnancy, whenever I saw
little babies I thought: oh well, we'll soon have one like that, too. But this second time I
only kept thinking about the dead baby. And I felt guilty not being able to be happy
about this new baby. It was quite impossible to think that we were to have a baby at all.
The time up to the term and delivery seemed to end there. This time we made no
preparations, no clothes for the baby, no cot, no pram. And when the time came, I
somehow got over that period of grief. The experience of having one healthy, living baby
gave me confidence to believe that it is possible to have a living baby after all." (9)

5.3.1.5. A new baby sooner or later
If there is a longer interval before the birth of the new baby, the emotional tangle may be
less complex and the mother better able emotionally to keep the two babies separate. She
does not mentally reapply her love for the dead baby to the new baby. Nor does she feel
so treacherous or guilty.
The mother of four living and one dead child relates:
"This new baby is like the previous one, although it was hard to go through the same
stages of pregnancy and the same seasons. I couldn't help thinking of all that had been
and I was afraid." (13)
The need of the parents to decide themselves on the schedule of the new baby reflects
their need to restore their autonomy and their own control, of which they were transiently
deprived in a frightening way. Both parents had been psychically and physically prepared
to live the first symbiotic year with their baby. Although this possibility was destroyed at
the conscious level, the mother feels the longing in her own body and knows, with the
"transcendental knowledge of her female ancestors", what women have done throughout
the ages. The new baby is also part of the family's strategy to reach normality and it
simultaneously serves to mobilize their will to live and a new hope. From the viewpoint
of psychophysiological, holistic longing, the best way to help a mother with empty arms
is to give her a new baby. The mother is not ready emotionally, but has to pay a high
price for her expectations of joy and happiness because of her still acute grief. Mothers
have realized that it helps to talk about these fears or even to use humor. The parents' life
has become hazardous, and nothing is like it used to be.When the new baby is born,
unharmed by all terrible thoughts, the parents find this to be a supreme miracle.

5.3.1.6. Recovery through a new baby
The new baby is different. It is given a different name and reminds the parents of their
loss because of its difference. Parental recovery proceeds when the child grows beyond
the age at which the previous baby was lost. It is possible to recover through the baby,
because the baby comforts its parents more than anything else possibly can, although it
cannot eliminate the past events.

The parents necessarily concentrate especially on this baby. This is not a way of seeking
recompensation (Cain & Cain 1964), but rather sheer astonishment. When the mother
looks at her baby with tears in her eyes, joy intermingles with grief.

5.4. Recovery
But ask now the beasts, and they shall teach thee; and the fowls of the air, and they shall
teach thee; Or speak to the earth, and it shall teach thee... Job 12: 7-8.
5.4.1. When time elapses, the feelings of pain alleviate
5.4.1.1. Schedules of grief
If the baby died an intrauterine death prematurely, the first frightening date is the date of
term.
A mother relates:
"For the first month I did not know whether I was alive or dead. Two years later I still
find myself grieving intensely, and it's hard for the others to understand." (21)
Mothers who have lost their babies through cot death have realized:
"The first year is the hardest time for many. When a year has passed and all seasons
have been lived through, the restlessness begins to abate." (17)
"The first year was the worst. It still hurts to think about it. I often think about myself at
the hardest stage. Now that a year has passed I don't grieve so openly any more. I keep
my grief to myself. When I'm alone, I sometimes cry. The new baby has also helped me
recover. The new baby was a good solution for me." (8)
Another mother says she grieved for three years and has noticed that one should not
compare oneself with anybody else. She also points out that a year is a short time to
grieve.

It's really hard to set any limits. I mean I thought I was through it. Until another year
passed and I thought again: now I'm through it. Then we went to a party two and a half
years later and I suddenly began to feel like crying something awful. I missed Jaakko so
much and I talked for hours to these ladies, and there were some gynecologists and
nurses there. I suddenly felt such terrible longing. I cried an awful lot. I don't know why,
but the professional helpers got upset and went to get my husband. After that I've been
feeling calmer, but I think that was the last bond or something. And it was really strong.
(F)
The schedule of grief is personal and depends on the family situation and the person's
previous history of losses. The parents sometimes report of signals that seem totally
unrelated, but can trigger a wave of pain anywhere. Over the years, however, grief turns
into longing, which no longer painfully tears apart all existence. All things have been
changed and redefined through the loss. The family have recreated their identity and
world view. Things will never return to what they used to be, and the family members are
now more aware, more prepared and willing to protect themselves against the superificial
and trashy aspects of life.

5.4.1.2. "I only think of him weekly now instead of daily"
As more time elapses, the feelings of psychic pain alleviate. What has happened is
irrevocably past, and the new meanings that have been created tend to define all future
things. Grief makes people more sensitive and forces them to recognize details of their
environment in a new way. Siltala (1993 a) has analyzed creative understanding, pointing
out that it consists of the development of a sense of meanings, an improved ability to
differentiate between meanings and enhanced sensitivity. According to her, creativity
reflects each individual's personal life history and their way of facing conflicts. Grieving
is heavy and intolerable, frightening and even dangerous. It puts all things to test, starting
from the couple relationship. As time elapses, families begin to find mature, clear
meanings for their family identity and world view. Life also has things to give and share
and there is a renewed confidence in the future. This includes a sense of blessing, an
anticipation of some temporal happiness in the future after all the terrible experiences.
I think she's in my mind all the time. Sometimes consciously, but now mostly
unconsciously. I may not think about her consciously every day, but certainly every week
or month. I'm not happy that she's dead, but I can accept it without feeling anxiety or
crying or grieving. There are moments when I still cry for her, but less often. (17)
Four years later, the mother realizes that three years passed without her being able to
concentrate on her study plans or anything else.

5.4.1.3. Activity promotes recovery
The mother of a large family relates:

"I seem to get caught in the daily routines. I must do something, after all, things like
getting up in the morning, sending the children to school, attending parent-teacher
meetings." (F)
Parents who lost their first baby tried to protect themselves by praying, listening to
music, having sauna baths and enjoying nature. (3)
The mother has been recently discharged after the intrauterine death of her baby:
"I've been able to muster some strength, however. I've been having this physiotherapy,
and I feel I get some strength from it." (2)
The mother has been feeling so bad that she has not even been able to sew. She finally
got down to sewing;
"Sewing clothes for the children helps you best to recover." (21)
The mother goes for a walk every day:
"It seemed good to walk, I felt able to think clearly." (F)
Interviewer: "The boy makes you feel better?"
Mother: "He certainly does."
Interviewer: "Children make the mother feel better?"
Mother: "It sure seems to help you to do the daily routines and go out and play in the
snow and things like that." (2)
A child's godmother helped the mother.
"It helped me to have my child's godmother drop in every day, asking me to go for a
walk with her. We also went to the grave, even if it had been the third time that day."
(F)
Since the grief for bereavement at the symbiotic stage locates in the nonverbal physical
domain, the recovery and healing process should also be focused on physical recovery.
Most of the somatic sensations take place in the shoulders, the neck, the arms and the
back, being pain signals of empty arms. A good masseur is able to alleviate the
symptoms and provide much more comfort than painkillers. Mothers have also found
help from fitness centres, gymnastics, swimming and especially walking or hiking and
enjoying the peace of nature. If there are other small children in the family, their vitality
makes the parents move actively. It is possible to recover actively. One need not feel bad
all the time:
A mother relates: "I've always wanted to have things over and done with quickly. When
I was last operated on, they said: you recover so quickly because you want to get up and
start moving. It's because I want that, and I don't want to listen to every small pain."
(20)

As time elapses, grief begins to acquire new shades:
Father: "It seems to me that even when you grieve for your losses, you begin to see
cheerful things and have happy feelings, and there are less feelings of grief, but..."
Mother: "That's grieving, but it's..."
Interviewer: "You mean that a happy thought can be part of grief?"
Father: "Yes." (3)
Similarly to grief, recovery is also paradoxical and stepwise. Stages of grief and recovery
alternate. One can never be sure of the next day, and an unexpected signal may trigger
and wave of grief. Good days also come unexpectedly, and the horizon of recovery
comes into sight after the first year.

5.4.1.4. Creativity promotes recovery
A mother relates:
"I kept writing for a long time, and that was part of my grieving." (6)
She continues:
"Music, pictorial art, films, theater and literature are also important and give you
strength to cope. You don't cope just by talking. You must also have sensorial
experiences. There must be channels for emotions. Everybody sees in art the meanings
that have been generated by his or her previous life and experiences." (6)
Focusing:
"A friend of mine sent me a cassette of spritual music by Pekka Simojoki called 'Hold me
tight'. I listened to that cassette every single day of the year. It was so comforting. I
always had that cassette playing, and whenever I realized I had not been listening to it
for some time and put it on, there came this wave of feelings. That was the emotions."
(F)
The mother alleviates her grief by means of comforting songs. Music dresses the
emotional sores. It alleviates nonverbal grief.
I went with my husband to see Kieslowski's film "Blue". It made an enormous impression
on us, and we've been listening to the music over and over again." (6)
The parents find "icons" of grief and keep returning to them. Music resonates in the deep
regions of symbiotic fusion and primeval emotions, and it is possible to immerse oneself
in music to heal one's experiences of psychological emptiness, vulnerability and
handicap. The parents may use, ritual-like, the same healing music from day to day. The
subconscious of a grieving person established contact with the psychic content of the
work of a creative artist. A given piece of music thus becomes the personal requiem of
the grieving person. When recovery proceeds, this transitional object (Winnicot 1978) is

no longer needed. It is possible to return to it occasionally, but it is no longer necessary
for one's psychic balance. It has helped in the transition.

5.4.1.5. Having experienced this, I feel stronger
A mother supported a few mothers who had lost their babies and, after a process of
several years, applied to and was accepted in an educational program on interpersonal
helping methods:
"Maybe I think more deeply of life now, more strongly and more powerfully, feeling that
it is a unique gift and an opportunity and that one should work to be able to live it well,
esteeming its value, being satisfied oneself, yet not forgetting the others." (17)
A mother relates:
"Having experienced this, I'm stronger. I now have the right to concentrate on myself
and on doing the things I want, and nobody asks me why." (6)
And:
"I have tried to avoid bitterness ever since the beginning and think that all people have
their own sorrows... You cannot rank the losses and difficulties people experience into
any order of importance. My deep belief that she is all right comforts me. We were left
with a sea of longing with no bottom and no horizon, but we also have many good
memories. Life has changed and we have changed along with it. Our attitude towards
death has changed most: I have tried to see it as part of life." (6)

5.4.1.6. All the abandoned children in the world
The mothers and fathers who never saw their baby alive are, however, able to experience
deeply the process of parenthood, which began when they found each other and began to
talk about a baby.
In this life we were only shown the empty shell of a baby. The baby is our angel. (12)
A mother who lost her baby through SIDS ponders:
"The baby was taken away from us, loving parents, although there are so many
abandoned children in this world that nobody cares about." (6)
And:
"As an adult, I had to understand that I lost my daughter. We lost her, but why. TV
programs show us children in the middle of warfare, catastrophes and starvation
without any human opportunities in life. Our children find it hard to understand why our
daughter, who was to have all things so good, had to die. The event generated pain,
despair and loss, and the love that was meant for her was channeled into grief. That love
could not be applied to the other children, because it was reserved for her. Only the
longing remained." (6)

5.4.1.7. You can recover by retelling about your experiences
A mother realizes that she relates all her experiences to the death of her baby. The baby
has left his mark on all things.
That's good. When the baby died, I felt a need to tell about what had happened over and
over again so long that I felt disgusted myself. (6)
When events are told many times, they change and become organized. Talking facilitates
recovery. The world can be viewed as a network of interpretable signals and the human
being, homo significans, as a creator and interpreter of signals (Alter 1984). The narrator
repeats the story of her baby's death so many times that she grows tired of it. Psychic
activity is repetition. Repetition turns into a mantra of recovery. The narrator's subject
repeats, paradoxically, her narratives of both grief and recovery. The narrator finds new
signals and meanings, and the narrative undergoes a transformation. At some stage it is
no longer needed. It has served as a transitional narrative between loss and recovery.
Ricoeur (1983) points out that we thus follow the transition from "prefigured time" to
"refigured" time through "configured time".
During the narrative that was described here, grief forced the families to refigure their
world view and family identity.Nothing remained unchanged. Especially the family's
security systems remain tuned to the "day at a time" and "nothing is secure" channels for
a considerable length of time.The burden of grief is so heavy that when, for once, one
forgets it for a while, one may feel guilty.When the quota of narrating is complete,
something else has emerged to replace it.The narratives of grief told by multiple voices
make up an intertextual network, which is not just text. The voices express humanity and
a need for interaction. The narratives that have been discussed here were always told to
be retold. These people wanted to make room for a kind of grief that has mostly gone
unnarrated.

6.

CONCLUSIONS

6.1. Narratives of grief, silence and trauma
6.1.1. Grief turns into a paradoxical narrative
The analysis of material was begun using the stepwise phenomenological procedure
described by Perttula (1995), Giorgi and Colaizzi (1978). The text made up natural
categories and networks of categories. Even when divided into parts and translated, these
texts persistently retained their narrative quality (mother narrating, father narrating, child
narrating). The material also turned out to have the chronology of narrative, which takes
meaning forward in their natural form.

The crisis begins from traumatic experiences. The parents transit into the liminal space
between life and death. This stage also underlines the paradoxical quality of grief. A
logical thought is followed by another, which contradicts the first, as in: the mother feels
she cannot respond at all, because she feels dead herself. She cannot be alive, because
her baby is dead. (9) Recovery also seems something impossible and far away, although
ideas of recovery appear early on in the process, balancing the mind and necessarily
protecting the ego from being split (12). The subliminal time of grief is shown in the
altered way of experiencing things. One lives in an altered time with strange symbols,
omens, dreams and unusual psychic and physical experiences. The experience of grief is
not only stepwise and processual, but multi-voiced and stratified, like counterpoint in
music, and there is reciprocal movement within it like in paradoxical loops.
The narrator gives her/his narrative a linear form to get out of her/his experiential chaos.
Narrating clarifies and organizes things and makes it possible to apply meanings to
experiences. People find meanings through their narratives, which help them to create
new meanings. Anderson (1996) writes about a narrative self, which establishes a new
self-identity through narrative, thereby opening up new horizons in life. From this point
of view, recovery consists of new meanings that emerge from the dialogue of narrative
and relieve the narrator of the burden of grief.
Phenomenological analysis showed narrative to be the intrinsic cohesive force of the
material. Narrative can be called the root metaphor (Sarbin 1986). The narrative of grief
is never-ending. The narrative carries forward the changing meanings of grief and
recovery. Each member of the family is changed by grief, and each must change in order
to recover. The narratives of grief and recovery are intertwined, as neither can exist
without the other.

6.1.2. The counternarrative of grief is silence
Silence in the presence of a grieving person can be a sign of genuine interactive sharing
or withdrawal into one's own monologue of silence, which prohibits trespassing by
others. The narrative of silence can surpass a spoken narrative. In the grief of men and
boys, silence is an alternative to narrative. Some fathers also have problems with verbal
expression. In Norway, Dyregrov (1994) estimated that half of men and boys do not use
languge to express their feelings. According to the present findings, fathers ranged from
very quiet to verbose, but the verbalism of mothers also varied. The narrative of silence
is part of the family grief. In none of the families that I met did silence seem to be an
indicator of non-grief. When there are pauses in speech, family silence serves to share the
grief between all those present. Crying, sighing and searching for words expressive of
grief are signs of the initial shock of trauma. Conceptualization of the stages of grief
underlines the chronology of grieving. Silence counteracts the passage of time. As a
counternarrative, it allows one to return to the old times and to reminisce.
According to Surakka (1994), emotions are a supreme means of communication, because
a human being is able to monitor and subjectively interpret the emotional expressions of
her/his interlocutor, of which there may be several in one second. Some of the families I

met during the research project were extremely open. It was as if the grief had opened all
of their mental compartments. The dreams of grieving persons are also compatible with
the process of grief. (8, 11, 12)
The "minimizers" mentioned by Zeanah (1995) were notably less verbose, but their
quietness did not imply a lack of grief. Grief cannot be measured on any scale, because
it consists of changes in meanings, quiet withdrawal and somatic sensations. A good
example of a "minimizer" was the mother in the recorded family session, where the
relatives cried freely and openly. The mother's grief process was more guarded, and even
while grieving, she maintained her role of an intellectual tomboy in her family. (7)
From the perspective of this research, the persons least vocal about their grief were those
that I heard about from others. These are people who are considered by therapists to be
most in need of psychiatric help. These families, however, have the most marked need to
deny and repress: "I'm not going to tell anybody here of what happened." Alternatively,
the husband may deny his wife from telling anybody about their bereavement. A third
group goes to court to get recompensation for treatment mistakes or leaves the ward
aggressively. These groups constitute the "loss" of material in this qualitative study.
These people have presumably had previous traumatic experiences without support.
According to Bowen (1991), a rigid denial of loss at one level may give rise to ostensibly
unrelated "afterquakes" within the extended family.

6.1.3. There is always trauma present in the death of a baby
Traumatization was most intense in the families 3, 4, 12, 15 and 20, but signs of it were
present in every family. When the families later read and commented on my material to
improve the validity of the qualitative findings, most of them were astonished to find out
how intensely this review re-activated their traumatic feelings and how difficult it was to
remember what had really happened. "Did I really say that?" (3)
Psychic traumatization is recognizable as a painful and anxiety-evoking counter-emotion.
If one fails to ask about traumatic symptoms, they may easily go unnoticed. This
enhances the possibility that they may be, even otherwise, dissociated from
consciousness as something too painful. Every time when I met a family for the first
time, posttraumatic symptoms were present in some form. Traumatic symptoms and
grief were often intermingled. Kirk (1984) points out that the early stages of grief involve
numbness, disbelief and shock that prevent the mother and the family from making
critical decisions in an objective way, particularly in the new situation where reality
testing is fraught with difficulty.
Posttraumatic symptoms were mostly seen in the family debriefings. The person's sense
of time was disturbed, s/he felt restless and had intrusive thoughts, and details of death
kept occurring to her/him. Sleeping was difficult and meal times were forgotten. All
family members had symptoms, including members of the extended family. These
symptoms should be described as a normal reaction to an overwhelming situation. It is
important to talk about these symptoms, because they tend to handicap a person if they
become chronic, and because there are specific modes of trauma therapy available.

Posttraumatic symptoms were most marked after occurrences of SIDS, because families
tend to feel most helpless in that situation (Dyregrov 1994). In one case, EMDR (Shapiro
1989) provided concrete and quick help. (8)
All the mothers who sought help from crisis therapy continued to have various traumatic
symptoms months later. (2, 8, 10) The persistence of these symptoms had actually made
them seek help.
Encouraged by their local doctor, a couple who had lost their first baby wrote to a
newspaper about their traumatic hospital experiences. (20)
The parents who followed their first baby from one hospital to another suffered a longterm trauma, because their traumatic experiences accumulated. After the death of the
baby, the situation culminated in the inadequate smile of the attending physician, whom
they happened to meet in the hospital corridor. No-one asked the parents how they felt.
The mother has hardly any retrospective memories of those few months or even the
whole year. Reading her material in a written form also evoked symptoms (3).
The mother who underwent the most serious dissociative crisis in this study population
was hospitalized on a psychiatric ward for a few days (15). The family had been given
adequate debriefing support. The mother, however, had not been allowed to spend
enough time with the body of her SIDS baby. The mother and the doctor who had been
on duty afterwards discussed the situation and agreed that the parents should have been
allowed to be with their baby for as long as especially the mother would have needed to
make her farewells. Alone with her baby without outside interference, the mother might
have been able to work through the reality of death. This might have prevented her
severe regression.
Parental reactions to the death of a baby have been traditionally approached at the level
grief-related symptoms. In the 1990s, sufficient knowledge has accumulated concerning
posttraumatic reactions to show that they interfere with the actual grief process
(Dyregrov 1994). Posttraumatic symptoms do not always disappear spontaneously, but
may require effective therapeutic interventions. The death of a baby in hospital should
therefore always be followed by family debriefing, where traumatic symptoms can be
discussed. Each of the study families who had lost a baby through SIDS had been given
adequate debriefing.
The narratives showed trauma, grief and recovery to be interrelated in a complex way.
The restlessness of trauma and the pain of grief are largely nonverbal and somatic, and
they are poignantly communicated to other people through expressions and gestures.
Despite this, it may be difficult for the helper to perceive that a person who is outwardly
fully matter-of-fact and calm may be inwardly numb and unable, due to shock, to feel
anything apart from feeling her- or himself dead (9).
6.2. Grief of family members
6.2.1. The mother's way of grieving shapes family life

The mother feels shocked at the somatic quality and intensity of her grief. In some
families, the traumatic early stage is associated with omens and premonitions, which
further enhance the surrealistic quality of the loss. (1, 4, 8) In scientific texts, these
phenomena have been recategorized as folklore or disgarded into the trash bin of
parapsychology. In narratives of human grief, however, they are common. The moment
of death seems to be portended in the dreams of relatives and good friends. In the oldtime rural communities with poor means of communications, messages were transmitted
along different routes, which were considered natural. At the present, omens tend to
provoke anxiety. During pregnancy, every woman comes face to face with the possibility
of her own death and the death of her baby, though not necessarily as something
conscious, but rather as a fleeting thought that needs to be repressed. Women have
always had a special relationship to grief and birth rituals (Nenola 1986). Mothers are
also able, retrospectively, to find premonitions of the loss in their own behavior and
thoughts during the pregnancy. They recall various incidences afterwards. They would
not, if the baby had survived. Under normal circumstances, the dark aspect of maternity
is hidden. All omens and signs are therefore reprocessed at the acute stage of grief. (1, 4,
5, 8, 13)
When a baby dies, the mother's traumatization is also partly implicit, which means that
she is verbally locked in behind two walls of muteness. The mother moves about in a
transitional space between life and death, "not-living" (Brice 1991). She must make a
special effort to emerge into the world where other people are living. She is horrified by
her own thoughts and dreams. She is alive and not-alive. She may also be full of rage and
anger, having been deprived of her baby. She has sensations of power and powerlessness
at the same time. The baby is almost physically present somewhere and yet is not. (2, 6,
11, 12, F)
A baby lost through SIDS has already acquired a personality, has grown through
interaction and has learnt to know her/his family as a small person with an inherited
temperament and characteristics. Many expectations have been applied to her/his future.
The baby has also been a burden to its parents, real in its crying, demanding care and
attention like all babies do. When the baby suddenly dies, the mother shares her trauma
with the whole family, when the crucial dialogue between herself and her baby breaks
physically and psychically. But is it broken? The mother must go round and round in the
paradoxical circle of grief until she is exhausted, reminiscing the few weeks of her baby's
short life (4, 5, 6, 8, 15)
Because the drama of maternal grief can be viewed as a paradoxical trap on the double
stage of life and death, the essential question is whether the mother begins to find words
to express her feelings and whether her husband or somebody else is able to listen to
these words safely. The mother feels her emptiness as a fullness of grief (Brice 1990).
She needs helpers, but may not trust outsiders. The initial pain is somatic, psychologic
and existential. Each mother described this pain as intense. The pain as an experience is
difficult to define and defies verbalisation. A strong religious experience may initially
serve as an auxiliary ego (Nissilä 1996) (4, 8, 13), because the shock keeps the mother
helpless and child-like. If the parents lack a strong religious conviction, they have no
obvious explanations available, even if they were later able to find them from the

spiritual realm. Because everything around the parents has changed and the mother
herself has changed, the husband may sometimes find it hard to understand her wife's
grief, unless the wife is able to describe it. If there are children in the family, their active
and comforting interaction arouses the mother from her subliminal space. Through her
grief, the mother also outlines herself in relation to her own parents (1, 3, 6, 13, 15). The
mother's feeling of power arises from the intensity of her grief. When the worst and most
depressing stage of death is over, she finds she is still alive, though constantly aware of
her loss. The wellbeing of the family members depends on the mother's way of grieving.
The mother needs her family to draw her towards the everyday routines, but she also
needs enough psychologic space to grieve and to recover.

6.2.2. Intentionality of somatic grief
The loss of a baby in the symbiotic phase results in grief manifested as physical pain and
longing, feelings of emptiness, strange sensations and a phantom baby. Some mothers
are able to verbalize this better, but all losses involve feelings of distress, restlessness,
pain and anxiety which are due to the fact that the mother, with all her finely tuned
physiological systems, was intended to keep her baby alife. Although there is no baby,
the mother's psychophysiological need to care tends to persist. She is still symbiotically
dependent on her baby, who no longer exists as a living being. She is constantly
preoccupied with the baby, the grave and death. She may even be so intensely dependent
on the grave that she cannot leave the locality. (4, 5, 11, 12) Visiting the grave daily may
be important, and even when she does not actually visit the grave, she may be conscious
of it. Because the baby is in a grave, the mother may feel for a long time that she is in a
grave herself.
Both parents may have oppressive thoughts of what will happen to the baby in the grave
and thoughts of opening the grave. The parents are sorely aware of their empty arms.
Grief is saturated by emptiness, inadequacy and powerlessness.
When the baby dies in the symbiotic phase, most of the grief is manifested as somatic
meanings, pains, longing and sensations. The grief for the loss of a baby is related to the
grief felt by an identical twin upon the loss of her/his co-twin (Nissilä 1996).
According to Merleau-Ponty (1992), physical existence is a necessary prerequisite for all
other kinds of existence. Physical existence is also a necessary precondition for
consciousness and ego identity. According to Husserl (1995), on the other hand,
meanings emerge from consciousness, which alone is intentional. Rauhala (1995) also
criticizes Merleau-Ponty for using the concept of intentionality too loosely. One of the
problems of this study was to be able to describe and interpret the signs of physical grief.
Physicality is so markedly present in this grief that it seems to be the primary aspect of
intentionality, defining the secondary psychological battle of the mother and the father in
the abject psychological badlands described by Kristeva (1993). Luhmann (1986) points
out, however:
Expressions are equivalent to reality; and we recognize in everyday life the gap between
experience and its symbolic manifestation in expression. Some experiences are inchoate,

in that we simply do not understand what we are experiencing, either because the
experiences are not storyable, or because we lack the performative and narrative
resources, or because the vocabulary is lacking.
The nomenclature of physical grief is inadequate. Its power and message can be grasped
in interaction, but it is impossible to generalize or categorize it. Physical experience also
implicitly incorporates symptoms of trauma, resulting in intolerable anxiety and pain,
which are alleviated over time, but which are impossible to describe afterwards. (2, 6, 11,
12, F) The parents who read my analysis later on found that the descriptions of
psychophysiological experiences by other parents matched theirs. In this respect, the
texts make up an intertextual network, a dialogue between the texts and the parents.
Some mothers said they read the whole thing through without a break, because they felt it
came so close them personally.
The crying madonna, "Mater dolorosa", conquered the Western world in the 11th century
and reached the peak of her fame in the 14th century. She was a suffering mother with
tears flowing from her eyes and milk flowing from her breasts. According to Kristeva
(1993), these secretions share the quality of being metaphors of nonlinguistic "semiotics"
which defy verbalisation. The physical sensations of mothers who have lost a baby in the
symbiotic phase involve layers of meaning that can never be reached verbally. Touch,
space, tactile sensation and movement are the central modes of sensation underlying
language. When traumatized, the body retrieves early memories and sensations. This
nonverbality is mostly related to the physical fusion between the mother and the
baby,where communication takes place through expressions, gestures and bodily
wisdom.

6.2.3. Transformation of the baby into an angel or a phantom baby
After their loss, some of the parents begin to think of their baby as a consoling angel. The
baby angel appears the earlier, the more strongly religious the parents are. An angel
comes to fetch the baby, and the baby him- or herself turns into an angel. (4, 8, 12, 13,
19, 22, F)
The baby angel protects the parental mind agains the hardness of reality. The angel is
split from the loss, as one aspect of the angel is the body of the baby, whose existence
troubles the parents' mind.
The baby may exist psychologically in the family for a long time. The mother may also
sense the baby physically inside her or near her. The mother occasionally hears her baby
cry. The baby may move about in the home, and the mother sometimes even feels
disturbed by it. (F)
Some of the families face their grief without angels or phantom babies. Some bind a
notable part of their grief energy to the baby's physical belongings, which must not be
touched or moved. The mother herself determines the schedule for this preservation.
Certain objects may remain where they are for years.

According to Eisenbruch (1984),
In the West hallucinating the dead for a month or so would be considered a normal part
of grief reaction. But among some ethnic groups these hallucinations may continue for
many months or even years.
According to the present follow-up findings, these "hallucinations" may persist for years,
and the baby may even grow along with the other children (F). If perceived as an angel
by the parents, the baby will remain a baby angel in their minds. (4, 8, 12, 13, 19, 22, F)
Mothers hear a baby cry and wake up to find no baby (6). A mother who gave birth to a
dead baby through cesarean section felt she had not given birth to the baby
psychologically, but continued to feel the baby's intrauterine movements now and then
for another six months (22).
The baby is a phantom baby who makes the mother's arms ache, and she wakes up in the
night as if to a baby crying. The phantom sensations and the phantom baby develop out
of the mother's intense symbiotic physical needs. (21, 11, F)
Merleau-Ponty (1993) made a detailed phenomenological analysis of the construction of
phantoms. He used the concept "operative intentionalism". The phantom originates from
a double concept, a space between absolute existence and absolute non-existence. It is
not created by conscious decision or assessment. The phantom baby is an intention of the
mother's body.

6.2.4. Father's grief comes after mother's grief
The studies made in the 1970s and 1980s depicted the fathers as following the mothers,
accompanying them and lifting them up, as in the pas de deux dance of classical ballet.
(Benfield et al 1978, Helmranth, Steinitz 1978, 1978, Peppers, Knapp 1980, Wilson et al
1982, Smith, Borgers 1988 - 1989, Theut et al 1989). Today's parents are different,
however, and the modern father's role is more human and less limited. The mother is
able, more maturely, to share her attachment to the future baby with her husband, and the
process of parenthood is thus well advanced at the time the baby is born. The father is
also present in the delivery room, establishing a profound contact with the newborn baby.
The father usually also takes the dead baby in his arms and begins the grief process in his
own way (20).
Women and men are naturally different in their biology and the consequent functions, but
the difference in their grief discourses is not necessarily great. The grief of fathers and
boys has also been underestimated on the basis of their verbal production, which has
traditionally been ascribed a dominant position in research (Rauhala 1995). If most of the
meanings are beyond the scope of verbalisation, the research findings may appear
meager. According to Rauhala, this is solely the problem of the researcher. The father's
grief is congruent with the man's role. The stereotypic role of the traditional father figure
makes men organize and protect the mother by repressing their own open grief. In his
book on male initiation, Iron John Robert Bly (1990) points out that "he is more often in

touch with women's pain than his own, and he will offer to carry a woman's pain rather
than his own heart to see if this labour is in proper situation. I think each gender drops its
own pain when it tries to carry the pain of the other gender."
The men who participated in this study were ambivalent about this strict role and,
criticizing their own internalized model of man, reached out towards their own genuine
grief, which is located outside the father's map of psychological routines. To reach this
no-man's-land, the man must pass through his wife's grief and find a place which is the
destination of lonely grieving men. The men who shared their bereavement most
intensely with their wives even since the acute stage grieved most openly (1, 2, 3, 4, 12,
13, 14, 19, 20, 21). They disproved the myth of men's inability to grieve. We find a
place in the Old Testament where a father grieving for the loss of his baby is described:
In the Second Book of Samuel (Sam. 12:23), David kills Uriah the Hittite and takes his
wife Bathsheba as his mistress. David learns that his son is going to die because of his
tresspass. He begins to fast and sleeps on bare ground, but this does not help. When
their baby boy dies at the age of 7 days, David mourns: "But now he is dead, wherefore
should I fast? Can I bring him back again? I shall go to him, but he shall not return to
me."
David's grief is reminiscent of the paradox of maternal grief: a desire to go to the baby,
who will no longer return to her/his parents.
In his grief, the father loses his chance of being happy and proud. There will be no
boisterous "baby shower" with cigars for the father, if the baby dies at the perinatal stage.
After SIDS, the father is ashamed of his helplessness, for not being able to protect his
offspring, although he rationally understands what happened. (4) Three fathers
participating in this study took some distance: they did not want to attend the sessions (5,
7, 15), although each of them had supported his wife in his own way. The parents of one
family divorced, and the father later developed a serious psychic disorder. (18) One of
the fathers consulted me on his own to work through his own grief (16). His wife had
derived consolation from a grief support group, but the husband wanted to discuss his
grief alone.
The father's grief proceeds in his own separate schedule. It is not congruent with his
employer's schedule and may not be synchronous with his wife's grief, either. If, in
family grief, the father's grief is complementary relative to the mother's grief, the parents
may engage in a dialogue of recovery and grief ever since the acute stage of the loss. The
parents share each thought of grief, they talk for hours and get re-acquainted with each
other through this dialogue. After this experience, they feel themselves inseparable as a
couple. (3, 4, 12, 13)

6.2.5. Children as interpreters of family grief
The families who had children recovered with the help of their living children. The child
may take an active role in the family, drawing his/her parents back to reality, providing
information, and interpreting life, death and religion. (2, 6, 8, 13, F) The parents marvel

at their children's ability to anticipate even the finest nuances of their thoughts. Children
play funeral and develop fantasies of heaven through repeated imaginary rituals that
reflect their compulsive need to process the family loss. Playing with photographs of the
baby and looking at pictures of the funeral are possible for even very small children. (1,
8, 14)
It may be difficult for a child to describe death in words, but s/he is able to express
her/his views precisely in play. The child also needs an adult as a supporter in her/his
grief.
Each child has a certain limit up to which s/he can take in the family grief. If the child
finds the others exaggerate the matter, s/he begins to react with symptoms or
misbehavior. (F)
The child easily feels guilty if left alone. The child is also particularly sensitive to
situations and tries different approaches if s/he becomes aware of her/his parents'
exhaustion. Little boys may jump and kick at the grave, because the grave draws their
parents attention so completely.
Some people have talked about an adult conspiracy against children's depression. In the
same way, only that part of the child's grief has been defined that is reflected through
adult understanding. We know that childhood traumas may seriously interfere with the
whole stage of childhood.
In the Western countries, children have been protected from the reality of death as being
fragile and undeveloped. (Eisenbruch 1984) Children's safety depends on the family's
psychic security systems. Children always know more than adults, and the risk of
misinterpretation is particularly great in the case of death. Children are curious and find
the viewing of a little sibling's body natural, provided the parents prepare them for it.
(13) Children seem to have a natural ability to understand the paradoxical quality of
grief, and they are closer to primitive people's notion of cyclic time and ways of thinking.
The hardness of death is softened by imagination, which consoles the parents and gives
rise to a different narrative of family grief.

6.2.6. Distress of latency age girls
The persistence of traumatic symptoms in children is rare. The present findings,
however, suggested the possible risk that latency age girls may undertake to control
destruction and death prematurely. (6, 15, 21) Orhbach and Eichenbaum (1993) claim
that the desires and needs of girls (their "little girl") are neglected systematically, if the
mothers do not know how to deal with their personal needs themselves. The girls try to
identify with the mother, who is grieving and deep in her own thoughts. One alternative
available to them is to protect the mother against anxiety-provoking thoughts. The main
themes that need to be hidden are fears of their own or their parents' death. A girl of this
age may develop compulsive symptoms or fears. She feels a need to make sure that
nobody is going to die. If she has adequate resources, she may also begin to act as a little
therapist to her mother, which interferes with her possibility to play like other girls of her

age. These girls read directly their mother's subconscious thoughts (McDougall 1986):
they project the mother's horrors, depressions and anxieties upon themselves. If, during
her mother's pregnancy, the girl has identified with this pregnancy and mysterious
fecundity, physicality has been associated with pleasure and joy. When both parents are
traumatized by the death of their baby, the little girl begins to struggle with her own
destructiveness and ideas of death, which she finds impossible to control without the help
of adults.
Later in their own grief, mothers often feel anxiety for their daughters' fears, because
girls are often mute to their parents and begin to tell about their personal matters
relatively late. It would be good for the girl to have an adult friend outside the family, if
family discussions are unproductive. It will also help if the mother, even when grieving
deeply, tells her daughter that she is not going to die. (15)

6.2.7. Dreams of loss
According to Tähkä (1984), a grieving person negotiates with the internal representation
of the lost object. Introjection is most intensive and lively in the beginning. Tähkä points
out that the most reliable information of the difference stages of this process can be
derived from the grieving person's dreams, which initially show the lost object alive, but
later represent it as deprived of its vitality and finally as dying or dead (Pollock 1961,
Volkan 1981). In the dreams of mothers (8, 11, 12, 13), a young daughter (15) and a
grandmother (8), the baby is marked by death even when alive. A dream that seemed to
epitomize the entire tragedy of grief was a narrative of a baby girl who was dead, but
woke up, grew up as a young woman and then fell down dead. The dream may seem a
horror story to an outsider, but it was the most significant dream for the mother's
recovery process. After that dream, she began to feel more energetic and concentrate
more on the new baby that was growing inside her. (8) Mothers feel their dreams to be
special gifts and are not afraid of them. After such dreams they feel better.
The dreams of mothers grieving for their babies are easy to interpret and fully
understandable. There is no need to decipher anything. Mothers also dream of threat and
rescue. The baby is no longer present in these dreams, but the father and the mother are
in peril together and are rescued by an outsider, often a young man. (10) These dreams
reflect the couple's shared need to protect themselves against new perils and to recruit
help in their powerlessness and exhaustion. The young man in the mother's dream reflects
her renewed vitality in the midst of grief, her own animus, which is incarnated as
Hermes.
Lock (1995) writes about the dialectic between word and action:
There is a fundamental rift between language and emotion when language fails as a
form of communication - language has "miscarried". In dream interpretations the
primary-process thinking that characterizes dreaming could be replaced by secondaryprocess thinking. Dreaming, like acting out, is an alternative language dissociated from
ego integration until interpreted.

The dreams of grieving people are very clear and touching. They are alternative
narratives, which illustrate the stage and direction of grief and recovery even more
poignantly than verbal narratives. Family-therapeutic literature does not discuss dreams.
Dreams are analyzed in terms of the Freudian or Jungian psychotherapeutic tradition in a
psychotherapeutic relationship. But each family have their own interpretations, which are
related to the family myths. The spouses tell each other about their dreams, but some of
the children may also be assigned the special role of a dreamer quite early. Dreaming
takes place in the no-man's-land between the family's magic and real meanings systems.
When the grieving person tells another family member of her/his dream, it is added to the
family's shared narrative of grief and recovery. Dreams also have direct access to the
sensitive and creative sources of recovery (Vaillant 1993).
Dreams are valuable in that they make implicit, nonverbal material communicable. This
material rises from the deep layers of the mind, the abject state described by Kristeva
(1993). This abjectness consists of deprivation filled by horror and pain that defies
analysis or definition. Siltala (1993 b) has compared abjectness to the state of self-loss
described by Heidegger (1985) and also compared it to Winnicott's (1971) transitional
space. The time after horror is difficult to verbalize. Negligence, boredom and silence are
followed by a moment of creativity. At that moment, the human being is able to catch
images, recollections and symbolic processes that carry a mythical and collective
message from very far away. A creative human being integrates her/his mental
representations with the archetypes. According to Siltala, people use their mental
representations, symbolic skills and mythical thinking to provide security, protection and
peace, which help them to survive. Because these dreams are clearly understandable
without any interpretations, the dreamer learns to observe her/his own recovery and finds
momentary relief in them. Traumatized mourners should also have channels of art and
music therapy available to them, which are easily forgotten in our word-dominated
culture. Persons who act on the stage of grief in psychodrama have similarly found
themselves to recover.

6.2.8. Denial of loss is a cruel transgenerational pattern
If a daughter's life has been dominated by the mother, the daughter is not able to protect
herself adequately when faced by grief. The daughter remains invisible, without a voice.
(15)
In Greek mythology, Kore (=girl) was the daughter of Demeter, the goddess of crops.
She was stolen by Hades, the king of the underworld, who intended to make her his
queen. Demeter thus lost her daughter for good. When the daughter left her mother, she
lost her voice. Grieving for her loss, Demeter did not allow the crops to grow, making
the earth cold and bare. Zeus came and ordered her brother Hades to give Kore back.
Kore, who was now married to Hades and was called Persefone, was to share her time
between the earth and the underworld. Each year Demeter saw her daughter leave for
the winter and return to the flowering festival of spring, which symbolizes the reunion
between the mother and the daughter. Hades, however, secretly gave his spouse the seed
of a pomegranate, which symbolizes both sexuality and death. Demeter's mother was

Rhea, a daughter of Mother Earth. Mother Earth was never separated from the earth or
personified (Thesleff 1979).
In this narrative, women of different generations struggle as mothers and daughters to
separate themselves from Mother Earth (Krausz 1994). The narrative is also a
description of the development of a girl into womanhood. Krausz being a psychoanalyst,
points out that Persefore fell into a paradoxical trap and would have destroyed her
mother by leaving it. She left, however, mute for the "subconscious" underworld and
thereby moved from the visible world of her mother into the symbolic world of her
father. Persefone could only mutely express her desire for her husband, because her
mother was unable to tolerate her mature femininity. The unconscious conspiracy of the
three generations established Persefone as an eternal spring maiden, who appeared
innocent to her mother. Her feminine desire was hidden in death, which appeared
seductive to her. Demeter represents those mothers who are unable to separate from their
daughters.
When a daughter's baby dies, the mother sees it as a punishment for sexuality or as part
of the suffering that inherently belongs to the woman's role, about which no fuss should
be made (15). Sexuality has been a taboo and therefore appears in a negative light. It is
also associated with the social context of the subordinate position of women: women had
to keep quiet about the different forms of sexuality-related violence, which were kept
invisible both socially and culturally. Violence against women was a product of the
patriarchal society. Women learnt to be afraid of men and lived in this fear, which
increased their dependence, passivity, poor self-esteem, helplessness and occasionally
even depression (Greenlass 1993). This is the dark and sinister message from the past,
which is now beginning to fade, but which has, probably because it is so sinister and
denied, its own special power. It is also manifested in some of the grandmothers'
comments on the expenses of visiting the grave or the hospital daily.
It has been generally thought that close relatives are not good supporters. Leon (1990)
confirms this view: "I know of no empirical studies that have focused on the reactions
and influences of the parents and siblings of the bereaved parents in perinatal
bereavement. The available material suggests that extended family were usually unable to
provide much support or empathy for bereaved parents." He continues to quote Grubb
(1976), who found that relatives tend to discourage intense grieving and in some
instances deny the reality of the loss. According to Leon, these reactions may be similar
to those of friends.
Extended families may provide a lot of active support (7, appendix), or the parents of the
dead baby take conscious distance from their own parents, whereby their grief serves to
promote separation-individuation. In the most exaggerated cases, a hostile mother or
mother-in-law may deny all suffering and pain (15, 5). This denial dates back beyond
generations, and the mother thereby denies from her daughter the voice of grief. The
denial may be an effort to protect the daughter from unnecessary pain in accordance with
ancient rules. The denial remains a burden between the mother and the daughter, but the
daughter talks to other people and visits the grave as often as she feels she needs to.

6.3. Metaphorical changes of family identity, meanings and world view
6.3.1. Religious metaphors as explanations for the narrative of grief
Death puts to test the family's religious security system, although grieving parents draw
significant comfort from spiritual beliefs. Grief breaks down the meaning systems of
families. There are families who end up in a spiritual crisis, because God took away the
smallest member of the family (14).
According to Prest and Keller (1993), the spiritual system is intra- and interpersonally
constructed to provide faith explanations of past and present experiences and, for some,
to predict the future and to explain the ultimate meanings of life and existence. It may
also serve to construct meaning out of the seeming chaos and randomness of life,
thereby alleviating anxiety and providing a heightened sense of security.
According to the religious metaphor, when there is death in the family, the heaven is near
and holiness becomes tangible to the family members.This experience of religious
holiness and grace may result in a family member's decision to take up theological
studies (F). It also involves a blessing, a promise of temporal happiness at some time in
the future and a promise of seeing the baby one day, even if life is full of pain at the
moment.
Religious language is predominant in the discourse of both the parents who had been
believers since childhood (mother's poem, 19) and the parents who had been recently
converted (4). According to Eliade (1992), the main benefit of Christianity is in that it
gives a meaning to grief by converting a negative state into a positive spiritual
experience.
The parents of the families whose recovery was promoted by increased positive resources
early on in the process cherished their knowledge of a baby angel who comforted them
and told them that all things were well. The other children had been told that an angel
came to get the baby, who turned into an angel her/himself (13, 19).
The transformation of the baby into an angel is a religious metaphor. According to
Ricoeur (1981), the metaphor combines two different areas in a cognitive and affective
relationship. We can also talk about the "differentiating" and "uniting" roles of a
metaphor (Eskola 1996). The baby angel comforts the family, and the parents can engage
in long dialogues with this psychological family member, their phantom baby. They
simultaneously know that the angel does not really exist and it thus reminds them of the
acute suffering caused by death. It this respect, the quotation from Rainer Maria Rilke:
"Ein jeder Engel is schrecklich" ('every angel is horrible') is true of the other aspect of
the angel metaphor. "Real angels" are no commercial gossamer-dressed fairies, but
beings in whom the family members invest powerful feelings of grief, love, attachment
and longing: all that they expected, loved and lost. The power of the angel is the counterpower of the black hole (Lewis 1978) which absorbs the grief for bereavement.

6.2.3. Grief in the light of contradictory paradigms
If grief consisted of mere anxiety and depression, it would only take a short time,
statistically speaking, to recover from it. Tähkä (1984) rejects the concept of "mourning
work" and suggests we should instead talk about "working through the loss" or "dealing
with the loss", which imply that grieving in the classical sense is only one important part
of this process. According to him, there are two different processes available for dealing
with the loss. The first process focuses on the loss of a whole and individual human life,
while the other process pertains to the loss of the functional aspects of the object. Since
the latter represent noninternalized aspects of the subject's personality, their loss actually
implies that a corresponding part of the self is also potentially lost. One part of the self
has been lost along with the object. According to Tähkä, this grieving is difficult,
because the subject must her/himself replace the previous function of the object or find
replacement for it. He also cautions against the possibility of replacing the function with
alcohol, medication, overeating or transient human relations. This functional aspect is
transferred as such to the possible new object. In the minds of the mother and the father,
the baby was hardly a separate individual, but rather part of the mother-child symbiosis.
Grieving is therefore made difficult by the scantness of memories. Mothers protest
against this interpretation, pointing out that this baby was separate and different from the
other children, and that the love reserved for this baby cannot be directly applied to the
next baby, but remains concealed in this particular grief (6).

Intense emotions are dangerous, such as too much crying or laughing (Cochrain, Claspell
1987). Communities control strictly excessive emotions and our norms define the
appropriate way of grieving. Our Nordic norms are subdued compared to, for example,
the el ataque outbursts of Latin Americans. Ataque type reactions are, however,
acceptable among Finnish Romanies. Leon (1992 a, b) has cautioned against
homogenizing grief in cases of perinatal loss.
The most central aspects revealed by the present study were the experiences of grief
energy and positive strength and coping. If we approach grief and recovery from the
viewpoint of changing meanings, we become aware of the paradoxes of grief. When a
mother who has recently lost a baby says she is fine, the people who have cautiously
come to visit and console do not understand how that can be possible. (19) Parents who
have lost a baby are typically psychically up and down at the same time. This feature was
not visible in all mothers, but was conspicuous in the deeply religious mothers. At the
early stage of grief, moods similarly vary widely from one moment to the next. Wortman
and colleagues (1994) emphasize the ability of a grieving person to experience positive
affects and to remain functional despite her/his grief.
Our own stereotypic notion of grief defines joy as being outside grief. Grief has been
categorized into states, stages and adaptations that resemble psychiatric illnesses
(Cochrain & Claspell 1987). These definitions prevent the recognition of the actual
phenomenon. The family quality of grief can be easily denied by perceiving grief as the
internal mourning work of an individual. In actual life, people with their emotions and

meanings are notably interrelated, and grief is not clearly delineated, either. The paradox
is due to the tension between grief and non-grief, power and powerlessness. It is possible
to be simultaneously in two states, up and down.
In grief support groups, people often laugh when they are exhausted of crying and
grieving. The laughter is usually triggered by an insignificant detail and it is
uncontrollable (Nissilä 1996). The laughter of a grieving person is the other side of the
paradox: one has to laugh to generate strength to grieve. It is part of the shared loss.
The loss of a baby results in grief that runs counter to the expectations. The parents have
invested so much primeval energy in the baby who is no longer alive that they tend to recreate her/him in their minds psychologically or spiritually. Grieving thus involves deep
attachment rather than detachment, and the processing of this attachment makes it
possible to recover.
The fact that grief has been presented as linear and stepwise in textbooks only shows one
side of the paradox. The narratives of grief also aim at a linear, stepwise explanation,
which will allow one to give some shape to the chaotic and cyclic material and to try to
understand it as a temporally proceeding narrative.

6.3.3. Changes in the family meanings, identity and world view
When the security systems break down at the traumatic initial stage, the parents are
deprived of all prospects and life appears frightening in a new way. Religious conversion
or resorting to one's personal faith quickly provide meanings which appear secure,
especially at the initial moments of trauma. (4, 8) Along with improved coping, life is
bequested with a new hope, a hope for survival after all. Time is divided into time
before and time after the bereavement.
The change in the family identity may be extremely great: a young couple are first
dreaming of parenthood and then struggling for a justification of their parenthood after
the death of their baby (3, 12, 20). Family identity often draws grieving families to other
grieving people. They are oversensitively aware of others who are like them. When they
meet, they are astonished at how well they can understand each other. Years after the
loss, they still recognize themselves as members of a group of parents who bear a secret
mark of grief. (20) When a baby dies somewhere, they are present immediately to
console the parents. They are not frightened by death and grief and feel no need to
escape. The community poses an identity problem to the parents. When they are asked
how many children they have, should they say n + one dead or n?
The death of a child overshadows the family world view. It violates the natural order of
things, and the family therefore have to seek explanations from mutually different
directions and to tolerate uncertainly. The change in the world view alters the priority of
things (4). Family security and the basic matters of life appear as particularly valuable.
The most important thing in life is not to collect property or to compete with others, but
to enjoy the small, simple joys of everyday life. (F) The surrounding world seems to
harbor mere suffering and destruction. Why are small children not allowed to live in this

perilous world of warfare? (6) One aspect of this changing world view is recovery, which
results in creative understanding and increased sensitivity. Life has something to give,
after all.

6.4. Grief as tragedy
Cochrain and Claspell (1987) have done detailed research on grief as drama.They think
that the dramatic form guides the way the themes or strands of meaning are identified.
They think that people lack words, and it is therefore also important to grasp what is not
said, to see beyond the words to a meaning intended, to make explicit what is implicitly
present in a description.
In drama, you know your destiny. The parents and the whole family change their
positions because of their traumatic loss and they undergo the transitional rite of grief,
which is difficult because of the idiosyncratic life cycle transition (Imber-Black 1989).
During this phase they are between the past and the future in a liminal space in noman´s land. During their recovery they assume new positions. The death gives them
roles. The active grieving role is very heavy and it is hard to act that out on stage, where
you have to repeat the thoughts of loss so many times that
" even you yourself get
tired" (6). The roles of this tragedy may at first be stereotypic, the grieving mother and
father are horrified when they are obliged to take these roles.
Mother: " I could have managed better if someone had told me that this will happen"
(20).
The mother wanted to have information, but no-one spoke of death during the pregnancy
training.It did not exist.
According to Kinnunen (1989), a story is a reply to the question of the audience: "What
has happened? What has changed?" He divides stories into original and mythic stories:
The original story takes place in an open world, where the future is unknown. There is
also always the shadow of the story present, the knowledge of what could have
happened but did not happen. The baby could have survived.
In the mythic story, God or some other powerful agent orders everything and free human
will is therefore not possible.
According to this view, the openness of the world determines the status of the storyteller. S/he cannot tell everything, because the world where the story exists is bigger than
her/his capability to communicate. The story is anthropomorphic, it is told in cultural
terms which are inevitably historical and hence also processual.
The religious mother writes in her poem
"You are there safe
reminding us of the miracles
and the precipitousness of life
and of
how everything is allowed
and decreed by the hand of the Highest.." (19)

When the meaning is found, the mythic story comes to a close. It initially defines quickly
the parental identities of the grief process. There is also immediate support from the
religious explanation and also religious friends.
The open original story continues for years looking for answers:
Father: "I think she was allowed to live for a short time, though there is not necessarily
anything good in that."
Mother: " But I know that she lived here for a short time, and doesn´t have to suffer
here but got there, to the good place, where we shall go some day. In a way it is like a
gift, but it is impossible to think about it like that.It is not possible to think , like one
religious person said, that don´t thank that she got away."
Father: "Then there is the bitterness, and the question of why the child did not get a
chance to live?"
Mother: ” But that´s it, there must be some purpose that we did not understand."
Father: " There is also the question of who can decide who is allowed to live and who
isn´t?" (1)
The parents try to find an explanation, but protest against their fate. In this story the
parents are ambivalent. It is not possible even for a religious person to understand the
purpose of their daughter´s death.
In ancient Greece drama emerged when Thespis from Athens added to the dancing and
singing chorus a speaking actor. Aeschylos introduced a second actor and Sofokles a
third, whereupon the dominance of the chorus diminished. The chorus was there as the
emotional bridge between the spectators and the actors. The narrative of tragedy was of
mythic origin. At the same time it reflected contemporary reality. The myths were retold
from generation to generation and were shaped by the selective emphasis on an oral
tradition. According to Knox (1982), the audience with its knowledge of the past and the
future is at the level of gods; they see the ambition, passion and actions of the characters
against the larger pattern of their lives and deaths. The spectators are highly involved
emotionally as human beings, as a god knows what will happen.
During the 1970s in hospitals, the medical chorus carried out the choreography and
took the dead baby away immediately and did not allow any visible role to the parents.
After the 1970s the grieving mother was assigned the mythic grieving role and was left
alone in her bereavement without any support. The grieving father began to use his voice
during the 1980s and the grieving siblings in the 1990s.
Nowadays, the medical teams, especially hospital ministers, child psychiatrists and the
support groups for parents (SIDS, SANDS, in Finland Käpy) tend to see the loss of a
baby as a grief process of the whole family.

6.5. Special features of family grief
What makes grief family grief? One criterion could be that grief is a biological
evolutional function, whose purpose is to maintain the family as a social unit. According
to Bowlby (1969) and Averill (1968), the basis of grief is biological. The family differs

from other systems and contexts through its biology, which unites members of two (or
more) extended families. The newly established family inherits genetically the health and
illnesses of the previous generations
and mentally the special burdens or benefits of family culture. Families also share openly
their feelings of attachment to the future baby. There can be no grief without previous
attachment, and all family members together expect the new baby. The mother shares
her biological miracle with the others. Horizontally, family grief is delegated by the
invisible but binding and obliging rules of family loyalty and the book-keeping with the
previous generations (Boszormenyi-Nagy 1984). The quality of family grief depends on
the older generations' ability to grieve or tendency to deny and conceal their losses
(Bowen 1978). Whether grieved for or not, the losses are entered into the family bookkeeping, and a baby born to the next generation may therefore replace the meaning of the
lost baby within the family (Cain & Cain 1964). Also, if many babies are lost, the
balance of book-keeping may indicate that there is no need for overpowering grief,
because babies often die. The resources of a single family are not necessary always
adequate, and grief may still be denied if the mother or mother-in-law denies the need to
grieve or visit the grave. (1,5, 15)
The transgenerational perspective described by Bowen was concretely present in this
study: When a mother loses her baby, like her own mother and grandmother once did,
she realizes she has to grieve vicariously for the two previous generations as well. The
grieving women of the older generations had been given no support in their grief, and the
third woman in the chain therefore undertakes a threefold burden of grief (22).
In another family (15), the difficulties of the grieving mother culminated in the
ambiguous femininity and destructiveness of the mothers of the previous generations.
The direction of family grief crucially depends on the direction of the mother's grief. If
the mother withdraws into herself in the subliminal space between life and death for a
long time, her husband and children actively try to get her back. The children make an
appeal for her living presence and a concerted effort to restore her into her role as a
mother. If there are no other children in the family, the role of the husband may vary
from the early moments of trauma onwards. He may be continuously present to share all
events with her wife or take distance. The father's grief may be complementary to the
mother's grief and support her ever since the beginning. In complementary and
symmetric interaction, the grief is shared. In a negative case, the mother recites her
monologue without being heard or understood by anybody (18). The distance/proximity
between the parents crucially affects the outcome. Initial clinging to each other protects
from too much aloneness. Being both traumatized, the parents are able to see deeper into
each other than ever.
Children interpret their parents' notions of religion and death with astonishing precision.
The psychic symptoms of a child reflect the crisis in the family's energy balance and
caregiving functions. When all emotions are applied to something that no longer exists
physically, the deprived family members develop symptoms. It is hard for a mother to
recognize the parentification and symptoms of her latency age daughter, because she is
painfully aware of her own guilt and powerlessness in relation to her daughter (6, 15).
The family lives in a psychological state of emergency for a long time, and the children
need an adult close to them. The family is internally labelled as "different" for years.

There is the life before and the life after the bereavement. There are the children who
were born before and those who were born after. All life is either before or after the loss.

6.6. Family recovery
6.6.1. Recovery through creativity and rituals
Every mother and father in this study group faced their loss as real, and none experienced
the stage of denial described by Kubler-Ross (1969) or Kavanaugh (1972). Rather, the
cruelty of the bereavement placed the parents at the opening stage of the four-act drama
described by Bowlby (1969, 1973): shock or numbness. Recovery begins immediately
after the loss, however, unless the traumatic experience has split the self too heavily (15,
20). In the beginning, recovery consists of the soothing and reassuring thoughts, images,
dreams and actions that balance and protect the mind against horror and pain. One must
find such images and dreams to survive (12). They console and provide psychological
emergency aid in the form of thoughts and meanings that establish a foundation for
further recovery. This foundation may consist of the religious promise of reunion after
the brief temporal span of one's own life. It may consist of the psychological baby
present as a phantom or an angel that one can talk to. It can be another human being who
is willing to listen and stay near. According to Vaillant (1993), an ability to tolerate
paradoxes is a sign of a mature ego. The grief for the loss of a baby appeared markedly
paradoxical in this material. When the grieving individual has gone through all the
paradoxical traps, s/he is highly different as a person from what s/he used to be. Vaillant
outlines well the creativity that characterizes the later stages of the parental recovery
process (6, F):
Our capacities for creativity, or mature self-deception, and for religious wonder are all
facilitated by situations that create a virtual reality, a way of supplementing and
enhancing the love we have received.
He also analyzes in more detail human creativity as a capacity to dream, to attend sacral
places, to play and to combine the idea and the affect. The parents point out that grief in
itself is not a gift (Kubler-Ross 1969) or anything that would make them better. They
have, however, redefined and simplified many things in their life and conquered new
ground, whether it is religion, art, music or nature. Each new domain appears to have its
sacral aspect.
The family recovery process mostly takes place through dialogue between the family
members, which allows them to find new meanings. Their goal is to survive the
catastrophe by finding new meanings for the family security system, their identity as a
family and their world view. Grief and recovery are intertwined and mutually dependent
ever since the beginning, like yin and yang.

The family's own grieving ritual emphasizes their possibility to grieve in their own
memorable way. Its significance is all the more pronounced in the absence of
conventional rituals. The healing effect of rituals is based on the changes of meaning
through symbolic and metaphoric acts (Imber-Black 1991). The parents have realized
that rituals and actions commemorating the baby are valuable and promote recovery.
Dressing the baby and placing her/him in the casket helps concretely. A mother who
learnt during her pregnancy that her baby would die, made a beautiful christening robe as
her mourning ritual. It is also possible to put in the casket small memorial objects, toys
from the grandparents and verses and drawings produced by the siblings. (Dyregrov
1994) The baby can be brought home before the funeral. A small casket surrounded by
summer flowers on the yard in the middle of the family members symbolizes the fleeting
transience of time. The blessing ceremony can be conducted in a garden as well as in a
chapel. The parents can arrange the funeral in the way they find intuitively satisfying,
regardless of the funeral agency's norms. (4) The most important thing is to have a ritual
that has been created by the family, not by outsiders.

6.6.2. Focus group as an interpreter of recovery
It was significant that we did not remain alone. People dared to come and visit. We did
not always talk, we just cried. Sometimes we didn't speak at all, but the important thing
was that there were people. Although my husband didn't necessarily want that and
would rather have been alone. But I found it good to have the people come. As I said
before, I'm on good terms with my Mom and siblings and I could share things with my
relatives. People have been talking about the negative attitude towards bereaved
families, but we never felt that. People indulged us, all of them. (F)
In the focus group, support parents, who had advanced far in their recovery process,
retrospectively analyzed the things that had helped them. The members of this group
supplemented the multi-layered and richly detailed narratives of each other. The key
message was that they had all received help in their individual and family tragedies and
were therefore also able to help others. The thoughts of these people have a special
intensity, and the words they speak have a special expressiveness, because their views
have become crystallized during hard and quiet periods of grief. The words arise from
suffering and pain and, when shared in the group, make up a verbal texture where affects
and ideas are integrated into a healing process. According to the group leader, the
integrative metaphor is the archetypal mother, whose embrace and many breasts provide
comfort and strength. The group members have the capacity to listen for hours on end to
individuals at the acute stage of their grief. The ability to help others, having received
help oneself, reflects recovery as an increase of empathy and resources at a stage where
one's own grief has been processed nearly through. These parents undertake their task as
a mission in the area where the public support network has the biggest hole.
6.7. Parents' comments on the texts which they were asked to read
When I read these texts, I had extremely vivid memories and I felt the same as I did in
the grief support group, where I didn't know the other people. Though I didn't know

them, there was this strange feeling that they had had the same experience, which united
us. (3)
I surely felt that one part of me died along with the baby. I also remember that I had a
toothache on the day the baby died. I remember thinking: why this, too? But I guess it
was a psychic reaction, because the pain was gone the next day. (18)
I wish you would emphasize the positive power of grief, that grief can be - as you write
here - an agent of change. I think the material illuminates the prospect of recovery,
which is an important aspect, probably the most important thing that is needed by the
grieving person. (18)

6.8. Time of grief
Grieving takes a lot of time. Although the restlessness, anxiety and depressive moods
disappear, grief continues as a long process. There can be no recovery without grief, but
each parent has her/his individual schedule. Grief is not something that becomes linearly
alleviated, but rather a circular process that is activated by the intense initial guilt and
obsessive need to find out causes and details. This initial chaos of grief makes the parents
resort to books for the ways of grieving (3). The parents clearly seek support from
descriptions of a stepwise process, looking forward to a time when the worst part is over.
It is possible that people grieve as they are told they should. Their sense of security
increases after a few years. Grief follows the parents like a shadow and reminds them that
they must live one day at a time, since there is necessarily no future. A new baby "that
will be ours to keep" (12) provides a lighter prospect. Grief takes one more paradoxical
turn: grief exists and does not exist at the same time.
The literature reports on the length of grief reactions vary notably. According to
Cornwell et al (1977), the average grief period was reported to be 10.3 months by SIDS
mothers was and 3.6 months by fathers. Defrain et al (1982) did not find any differences
in the duration of recovery between mothers and fathers. Kirk (1984) estimated that full
recovery from perinatal loss may take 2 years or longer. Fish (1986) reported that
maternal grief was intensified after two years, while paternal grief began to decline. A
Dutch study (Jensen 1996) revealed no differences in depression between mothers who
had had a pregnancy loss, mothers who had had a normal birth and a subsequent loss and
a group of normal mothers one year after the loss.
Among the Ostyak and Salekhard people, the female relatives of the dead person make a
doll in the image of the person and dress, wash and feed it every day for two and a half
years if the dead person was male and for two years if it was female. (Eisenbruch 1984).
This study showed the recovery times to vary, depending on the individual personalities
of the parents and the family structure. The very short recovery times reported in
quantitative studies reflect their short follow-up times and the research setup. Grief for
the death of a baby continues at some level for ever, although it is not pathological or
complicated.
6.9. Counterexperiences and paradox of knowing

6.9.1. Position of researcher/therapist in the house of grief
Chekhov once advised a female writer: "When you write about the most painful things,
write as coolly as you can, or else you will fail." According to Alasuutari (1994), caring
as an ethical norm is really part of the repertoire and self-insight of woman and action
research, as is the view that material produced through a subject-subject relationship is
superior to other kinds of material (Honkasalo 1994). In order to meet the acute grief of
families, one must have a basic human ability to listen and console. This is always
difficult and exposes one's own helplessness. Counter-feelings are aroused by the entire
spectrum of grieving, but especially by the traumatic experiences and symptoms of the
family members. In the traumatic domain, the individual's ability to perceive clearly is
impaired because of her/his need to protect her/himself, and the family members' own
capacity of verbalization may be defective. The major risk in these situtations consist of
the need to intellectualize, explain and reframe things too early. In a traumatic situation,
the personality of the individual is so thoroughly exposed that s/he seeks psychological
shelter and protection from other people and from the listener. The subject-subject
relationship used in this study illustrates the attempt of both parties to establish dialogical
interaction. Both parties influenced each other and both changed. My own identity also
changed from one situation to another. My role as a family therapist helped me to
understand the family's resources and the positive aspects of the recovery process. The
families were vital and grieved with the intensity of young people.
During the first few family debriefing sessions we talk and cry in a group of several
people. My own role is to keep the conversation going, but to remain at the background
otherwise. What did you do when you heard the baby had died? What thoughts and
sensations did you have first? Everbody tells of their own experiences. The first
narrative is supplemented, details acquire prominence. The parents will remember the
words spoken by the doctor for ever, as they will remember each other's presence and
distress. The conversation follows the parental narrative. Small children are held by
adults and older children sit quiet and miserable. They all share the initial narrative of
trauma and grief. They are all very close to each other. Some of the families were
initially so full and about to burst with their grief that they hardly perceived anything
but my role as a listener. (1, 4)
The later sessions are attended by relatives and friends. They talk about practical
arrangements, about driving to town to fetch the baby's body. The mother is preparing a
meal, helped by the baby's godmother. The telephone rings. The two-year-old brother is
walking about with a bottle of juice is his hand, saying "baby" over and over again. The
family shows the typical intensive atmosphere of longing. When we talk about the baby,
the parents re-experience their love for the baby almost as a physical sensation of
thermal energy.
Gradually, the family members become more interested in my role and their own
expertise in their grief. (1, 2, 4, 5, 7, 8, 13) During the last few follow-up visit I am no
longer a reseacher or a therapist. I play with the children, have coffee and talk about
the recovery for a while to make the parents take a break and reminisce. They remember
how horrible it was, but there are so many things in everyday life that now soften their

grief. The narrative is drawing to a close, though it continues to exist in the altered
meanings. (2, 7)
The archaic society always found an explanation for suffering (Eliade 1992). The
present-day explanation is a long process of many questions and few answers that
gradually turns into acquiescence. The experience of loss has, however, changed the
family.
Many of the researchers in this field have introduced their own grief or their family grief
narrative into their texts. (Leon 1990, Walsh & McGoldrick 1991, Shapiro 1994). When
you have been faced with death in your own family, you are sensitized to other losses,
even as a helper. As I visited more and more grieving families in the course of my study,
I began to recognize my own physical and psychic sensations. Grief is present as
something intensely physical, and this sensation is further strengthened by the people's
expressions and postures as well as the quiet pauses in their speech. Volkan (1993) has
described grief as an emotional agitation comparable and contrary to falling in love.
During this process of study, I also began to have vivid memories of the sudden death of
my little brother when I was eight years old. I possibly chose this topic of research due to
the delegation of my family's grief, or else the topic found me. Even so, I am aware that I
should not imagine my expertise to be more far-ranging than it actually is. It does,
however, permit me to talk to my 8-year-old self, which shows that family grief remains
the same despite the passage of time. Rauhala (1995) reminds us that the researcher as a
subject can never penetrate into the innermost personal meanings of the person s/he is
studying, and that the researcher's view of things is never complete. The researcher must
also be careful in her/his conclusions, because identification with a tumultuous emotional
process may well obscure her/his rational thinking and give an impression of more
profound understanding than is warranted.
This process of research involved a personal crisis, which seemed to provide catharsis
and eliminate all superficial noise. Work with grieving and dying people puts the
therapist's own views of life and death to test.
While describing this process of research, I cannot claim, hypocritically, having always
been able to maintain a real dialogue. From time to time, I recognized in myself
compassion fatigue which made me feel that no-one can tolerate this enormity of grief,
and why should I? This dichotomy between the thermal energy of grieving and the
thermal loss of compassion fatigue seemed to be present throughout my work. The reality
of helping is halfway between these extremes. It is also in this area that I found most
new personal meanings. According to the bereaved parents, the most important quality of
the therapist who is able to help is that s/he stays with the parents in their pain and
suffering and shares even the most frightening thoughts without escaping.

6.9.2. The researcher shares the marginality of grieving people
At the early stages of my research I realized that when I talked freely about grief, I
experienced some of the marginality of actually grieving people. People felt confused or
embarrassed and took up another topic or said empathetically that this is surely a hard

thing to study. Grieving for a little baby still arouses intense anxiety and repression in
people. The support provided by people also tended to run short soon after the loss. The
overemphasis on individualism present in our time also makes it difficult for people to
support others. According to Elias (1993), collective fantasies of death have been
replaced by individual death fantasies. Another personal prospect that opened up was
that I suddenly realized there were very many grieving people around me. It was as if
people had suddenly opened up a magic secret window in themselves, allowing me to
look inside.
In the fall of 1992, I sat next to a Mexican psychiatrist in a congress on thanatology in
Mexico. I told her of my intention to study the significance of perinatal bereavement for
the family. She told me she had lost a baby 15 years previously and had only worked
through her grief in psychotherapy quite recently.
After that I have come across both women and men in most unlikely places who, having
heard of my topic, have narrated their own story or the story of a friend concerning the
loss of a baby, no matter how long ago. If the story is about a personal loss, it has the
freshness of a recent event. The central theme in these stories is the experience of
loneliness and pain. The loss has been inscribed on the mind with fiery letters, and it has
not been alleviated by the years that have elapsed since.
Being a researcher, I could not remain in the same position all the time, and moving
about near this marginal space helped my reflection within the hermeneutic circle. It is
possible to eliminate unnecessary noise and, as Bateson (1972) puts it, look for "the
difference that makes the difference". It was typically easy to recruit families to
participate in this study. They wanted to help the families who will have to undergo the
same grief later. In this sense, every narrative is a precious gift. Every narrative that was
told was meant to be re-told.

6.9.3 On the paradoxical ontology of the grief for baby loss
In the Arabic tradition, the Aristotelian actor intelligence appears in the guise of an
angel. This angel is called "Qalam" 'pen', and he lives in unexplored power. The angel
writes nothing except his power not to write (Agamben 1995). Is perfect grief thus the
power not to grieve?
Grief begins at the moment when the knowledge of the baby's death traumatically
penetrates into the parents' consciousness. At that intensive moment, they themselves and
their world change. They lose parts of their future, and nothing is like it used to be. They
rebel against grief, because the role of a griever seems appropriate to old ladies, but not
to a young couple. It takes a lot of time and many other people for the parents to be able
to assume the role of a griever, to integrate it with the grieving culture of the extended
family (either grieving traditionally or rebelling against the traditions) and to get rid of
their overwhelming personal grief. If we take a critical look at the presuppositions, grief
should not be explained as causes and consequences, but as experiences. Phenomenology
reflects life as it is lived instead of presenting objective, strictly delineated results. The
results of existential phenomenological research are therefore vague and ambiguous

singular meanings, which cannot be used to construct a statistical representation of grief
and recovery.
According to Agamben (1995), word has been ascribed the position reserved for
omnipotent god in traditional metaphysics. Word is the most perfect thing and the only
thing that exists. Agamben also looks for the boundaries of language to be able to restore
the unspoken autonomy of every utterance, the nonverbal and eidetic aspects of our
existence in the world, which are necessary for the redefinition of space for human
experience. It is only when we are aware of the boundaries of our language that we able
to experience the whole world. The experience of the boundaries of language is an
experience of the whole world, of the existence of something outside our own
representations. The thoughts of Agamben and Rauhala (1995) intersect. Part of grief is
nonverbal and eidetic, bordering on the no-man's-land. Para-deigma in Greek means
"that which appears by the side" (Agamben 1995). Each word has a space by the side,
the paradigmatic message of the human experience of that word. This space provides a
route to the least verbal area of grief and recovery: the badlands of psychic trauma and
physicality. This area is shrouded in mist and silence. It conceals the power and
powerlessness of grief and recovery.

7. DISCUSSION
Karen Blixen once said that there are seven stories in the world and all the others are
variations of these seven. I suspect that the death of a baby is not one of the seven stories.
The thanatological vein present in baby loss takes us back to the primeval origin of
humankind and even further. A female monkey carries her dead baby along for a few
days, for as long as her grief lasts. The parenthood of monkeys has been studied by
Lawick-Goodall (1971) and some others.
The earliest belief of ancient Finns was a belief in the spirits of the dead (Pentikäinen
1990). At a time when the dead were buried near or under the house, it was natural for
the living to live in co-existence with their dead. A dead person continued her/his
psychological life in the family. It was probably as late as the 18th century, when
clergymen ordered the dead to be buried in the churchyard, that people began to take
some distance to death. At the same time death became frightening. Clergymen did not
approve of communication with the dead. On the other hand, the prevailing high infant

mortality made death everyday reality for families. Women were also aware that they
risked their own lives giving birth.
The narrative of baby loss tries hard both families and communities. A review of the
ancient ethnic practices providing protection against perinatal loss shows astonishing
closeness to the present-day practices. The death of a child is an impossible thing. Some
people cannot approach the topic, but turn away. Friends of grieving families disappear
completely or for years. Rituals are few. Friends and acquaintances send cut flowers,
which soon wither in the vase, symbolizing the brevity of life (F).
The purpose of my study was to recognize the space the families had for grieving in their
own way, intensely or quietly, without homogenizing grief (Leon 1992). The families
were ready to discuss, and the only problem lay in the ability of the helpers to help and to
find ways to help. The availability of support was still not guaranteed, though notable
advances have taken place.The family narratives were powerful and rich. The grieving
family was a "familia significans" co-constructing meanings and views of what it is to
mourn and recover in their own context.
Being an expert on grief is like claiming to know the purpose of life best. Grief research
is, like grief itself, paradoxical, because we are all the great experts of our own grief and
have a contact to grief as an affect.
The analysis and interpretation of a qualitative material require a lot of hard work and
always remain subjective. These conclusions reflect my thinking at this moment.
Research is like painting an icon: after the first sketch of the outlines, many thin layers of
paint are applied, until the figure of the madonna and her baby gradually emerge.
Everything is done in congruence with canonical rules, and the colors have their own
meanings. The artist always remains anonymous (Rothemund 1966).
This
"phenomenological icon" represents a family with bowed heads looking at their dead
baby, while a baby angel is gesturing to them to make them look up.
The icon is a symbol of the connection between God and man. When a human being
prays before an icon, the two-dimensional picture acquires a third dimension. The icon
is imprinted on the praying person's soul. The person can then close her/his eyes and
have connection to the original iconic representation (Archbishop Paavali 1982).
Death initiates a family crisis. In this passage of family grief, nothing remains unchanged.
An altered sense of time and strange omens, symbols and dreams are present and make
life transparent and fragile. Meeting death, especially for the first time, forces the parents
into a state of existential loneliness and rejection. Death always leads one into the
unknown. The thoroughgoing changes in identities and realities bring along trauma.
Religious metaphors help, as do also music, poems and religious aphorisms, which serve
as transitional objects.
Archbishop Paavali finds access to the original spiritual representation through an icon.
Phenomenological analysis is a temporal way of finding the original representation of the
phenomenon under study. This study set out to find a metanarrative that opens up an
intertextual network of other narratives of grief. The metanarrative incorporates the

voices of the families. The position of the researcher as not-knowing implies anonymity.
The families tell me in order to have their stories re-told. The canonized stages of
research result in an outcome that is not generalizable. After that, it is possible to sum up
some of the practical and theoretical perspectives that emerge from the experiences of
this material and provide so much new understanding of the phenomenon.

8. CLINICAL IMPLICATIONS
1) The death of a baby is always a traumatic experience to the family. The feeling of
helplessness increase traumatic symptoms.
2) The traumatic experience is decreased by a safe, comforting and unperturbed attitude
of the hospital staff. It is possible to help the parents to themselves better control by
appointing for them a contact person from the moment the child is found dead.
3) After the perinatal or neonatal death of a baby in hospital , the parents need a family
debriefing within 24- 72 hours.
4) When the parents with a SIDS- suspected baby are admitted to an out-patient
department, the need one person to inform and support them especially during the
resuscitation of the baby.
5) If a neonatal baby has to stay in hospital for a long time, the parents need
psychological support to survive.
6) The body of baby is of vital importance to parents. The dead child is still a member of
the family. The parents should be allowed to stay with their child to say good-bye even
they need a long time to do so. The possibility to take the dead baby home should be
considered. The need to stay with the baby varies.
If parents do not want to see the dead baby, they should not be pressed to do so. The
parents may also visit the pathological department later. It the staff hurry up the farewell
process, the traumatic symptoms of the parents may increase.
7) The parents are often left too alone when they return home. The task of the contact
person in hospital is to keep up contacts afterwards and establish contact with the child
welfare clinic, the support group or the crisis therapist. They may ask for help after
months of traumatic symptoms if left alone.
8) When a baby dies, the helpers also need their own debriefing. Education and
supervision are necessary for handling this type of crisis and grief work.
9) When a baby dies, the parents want to keep contact with the medical and nursing staff
for years. Late contacts are important. By then, the parents a attained the phase when it is
possible to handle the details and finish the cognitive process of recovery.

9. SUMMARY

The purpose of the study was to use qualitative phenomenological analysis to describe
the grief and recovery of families after the death of a small baby. The material consists of
narratives produced by 22 families and one focus group during 1993 - 1995 in the form
of tape-recorded interviews, notes on crisis therapy sessions and home visits, letters
written by the families and phone calls made by family members. The themes present in
the material were divided into 21 categories.

9.1. Family members' grief
All families experienced the death of the baby as a traumatic event that required crisistherapeutic intervention. Even the mothers who attended crisis therapy after a delay were
still suffering from posttraumatic symptoms that had not resolved spontaneously. Some
of the thoughts in the mother's experiential world may be so hard to tolerate that they
prefer to talk about them to an outsider who has had a similar experience or has been
educated to understand the special quality of this grief.
The mother's grief process and recovery are reflected in the family's overall coping. If
the mother is able to share her attachment to the future baby early on in the pregnancy,
the father is able to support his wife after their bereavement. Fathers are generally the
best supporters for their wives. The challenge posed by grief to the father is a need to
find his own specific grief beyond the mother's grief. Among both mothers and fathers
there were also "minimizers" (Zeanah 1995), whose grief was scantly reflected in
symptomatology and was mostly nonverbal. Children were the active parties who
interpreted and commented on their parents, and who used use their energy and
imagination to console their parents by all possible means. A child may also assume the
role of a therapist in relation to her/his parents. In this study group, latency age girls who
had identified with their mother's pregnancy appeared to be at risk, because they also lost
symbolically the baby or identified with the baby and began to fear for their own death.
Children may also have transient age-appropriate symptoms and therefore need an adult
to talk about things that are important for them. The basic attitude of children towards
death and dead people is natural and curious. Children are conscious of the paradoxical
quality of their parents' grief, because they share a cyclic notion of time and way of
reasoning. Children are also able to delay their own grief reaction to help their parents.
Grandparents grieve intensely. Grandmothers identify with the loss in many ways or, in
exceptional cases, deny grieving. Grandfathers support the bereaved parents by being
present, although they are unable to verbalize the their thoughts. The grandparents
interviewed here generally helped and supported the young families as best they could.
In some families, however, the grandmother did not understand her daughter's
experiences and even denied her need to grieve. This is an indication of the
transgenerational perspective described by Bowen, where rigid denial of grief enhances
the traumatic quality of grief and underlines the primordial cruelty of the role of the
woman (McGoldrick & Walsh 1983, 1991, Nenola 1986).

9.2. Family grief and recovery
Family grief requires collective tolerance and sharing. The family members huddle close
together and set up a wailing wall around them: it is permissible at home to cry aloud or
grieve quietly. The families who already had a strong social network were given
adequate outside support of many kinds. It is important in these families to be able to be
alone from time to time.
In the light of the present findings, young parents who lose their first child need a lot of
support. They may have an inadequate support network, having moved to a new locality
as students, for example. They have abundant experiences of being left alone.
The quiet, largely somatic aspect of grief is strongly present after perinatal loss. The
mother, and occasionally also the father, may find themselves in a subliminal space
between life and death, where the pain of the loss, emptiness and longing is present as
physical pain. Phantom babies are symbolic representations of grief and continue their
nearly physical existence in the family. The alternative religious metaphor is a baby
angel, which splits the traumatic experience into two: the disconcerting body of the baby
in the grave and a consoling angel. Grief reflects the psychological and spiritual
attachment to the baby that was lost physically and strongly resists abandonment of the
baby. It is based on the primeval energy of parental attachment, which is used, although
there is no baby.
Recovery begins immediately after the loss. At first, it consists of intertwined motifs of
trauma, grief and recovery. Recovery depends on the family culture. Religious families
derive emergency aid from their religious security system. The family who were
converted after the trauma experienced a sudden and dramatic alleviation of pain. The
crisis in relation to religion may also result in abandonment of personal faith. When the
family security systems fail, life turns hazardous. The family members have to live one
day at a time, and even after a new baby has been born, the family may long feel
uncertain about whether they are able to keep the baby or not. The family identity is
markedly colored by their position as "a family who have lost their baby", and the
family's world view begins to involve meanings pertaining to the purpose and duration of
life, joy and grief. As the families recover, they begin to engage in complex and versatile
analyses of meanings that enrich their life and provide new perspectives to the
interpretation of life. The paradoxical quality of the grief for perinatal loss was also
conspicuous at the family level. The families described their feelings of being up and
down at the same time.

9.3. Problems of therapists
Posttraumatic symptoms constitute the first challenge. All families had such symptoms
initially, but it was difficult to predict the subsequent course of the crisis. The helper
should also recognize the situation created by the loss of a baby at the symbiotic stage,
especially in cases of SIDS, where the parents suddenly lose an apparently healthy baby.
The time needed to say goodbye to the baby depends on the individual, but it is a

significant early part of trauma therapy. Leaving the hospital, the parents are unaware of
what is waiting for them. After they return home, the situation begins to appear more
real. At this stage, however, they may still feel unable to contact anybody. If the
posttraumatic symptoms persist, some parents only seek help after a certain length of
time, occasionally worried about their own mental health. Early use of family debriefing
is recommendable from this viewpoint. It is important to provide both general and
detailed information on symptoms and available help. Families must be told of the
special quality of this grief, which is an intense variation of normal grief. Grief for a loss
is normal, something that can be shared with relatives, friends, grief support groups and
professional helpers. It is a long process, which is different in each family and has a
number of variations. Families must be allowed to grieve in their own way, even feeling
transiently well and happy.
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11. APPENDIX

THE GRIEF OF AN EXTENDED FAMILY

An analysis of the discussions with an extended family ( names changed)
230494 in a rural area.
One month after the death of Marja´s baby (lived for 3 hours).
Marja (34 ) secretary : lives alone, the father of the child lives faraway and did not take
part in this meeting.
Grandma ( 57) shopkeeper
Grandpa ( 62) pensioner
Liisa ( 29) sister, midwife.
Pekka ( 35) brother, engineer
Jaakko ( 2 ) Pekka´s son.
Tuija ( 19 ) student
( Liisa´s husband also takes participates as a silent member for part of the time)
Interviewers
Erkki = E
Leena = L
Marja has lost her first child and she asked her relatives to take part in this meeting. Her
fiancé did not come.
I After the opening, grandma asks his husband to start:
Grandpa:
“It was a big disappointment for me, I had a lot of dreams and when I had pains I was
there alone and all kind of thoughts came to my mind...”
Then the grandparents started to act and organize supressing the worst part of their
grief.
They then told us the name which has been given to the baby. He had the name of
grandma’s father and the second name was the name of grandpa’s father.
Grandma started by telling about her daughter´s grief, and some details of the time she
spent in hospital
Grandma: “ Marja phoned me from the hospital in the morning and said that a baby
boy had been born and I congratulated her and she told me that he died...”
A dialogue between the grandparents about their first thoughts and feelings.
Grandma: ” The first idea was to visit her and bring chocolate because she likes that,
and her brother’s wife would take crosswords because she loves to do them.."

The grandparents also arranged the return of Marja and her dead baby from the
hospital. They went to the mortuary to see the baby.
(When the grandparents tell about the details, they cry openly, and the others also cry.)
II
Liisa: “Yes, I’m a midwife by profession and you never get accustomed to the death of
a little baby .”
That means for her a frustration after a huge amount of work and waiting.
At first she thought that it would not be dangerous, but then she heard that some amnion
fluid had leaked out and she got afraid. When the section was done ,she thougth that
there were too few weeks. She phoned and the Apgar points were one, two and three,
almost nothing.
Liisa: “ The next night I had a dream that had I something like a kitten (laughs a
little) ,if it is possible to compare, and that a woman, or was it a man, was handling a
little baby, who was the size a little kitten and was throwing the baby. It seemed
horrible. We were in hospital. So it was in my mind all the time !”
Liisa thinks that the baby was too premature to live. He got his chances but it would have
taken a long time until he would have been a real baby , possible to bring home.
----------About motherhood:
Liisa: “She matured to that. My sister looked extremely happy, like pregnant women
do.”
III
Then the family talk about the secrecy of the pregnancy at first and how everyone
thought about their new roles.
When Liisa heard about the loss, she started to think superstitiously about why grandma
had knitted woollen clothes for the baby and whether they had organized too many future
things.
Pekka: “About that superstition. When we bought early a pram for our baby- to-come,
my sister-in-law asked why we had already buying it, as it means bad luck. But I think
that those superstitious things are nothing. They are only based on imaginations...”
IV The monologues of the little sister:
The family start to discuss how the two women, Marja and Pekka´s wife were due to
have their babies on the same day . They had talked a lot of their pregnancies together
and had had a wonderful time.
Tuija
starts
to
speak
and
cry
“...I remember when Liisa had Minna and Pekka had Jaakko, but it was somehow
different..if someone had told me that Marja will have a baby I would have said :
Nonsense, nonsense. That I would get rather a baby ( laughs) than Marja. But then I
began to think about a name for the baby...

But I have felt so bad until now or I m such a person that I feel horrible when I know
that my sister feels so bad.”
Tuija expresses all her ideas and thoughts about the loss vividly and fast and crying.
She is the emotional leader of the family. She is like the crying counterpart of her sister.
Marja herself is quiet and the family process brings forth different aspects of her grief.
The loss has been very traumatic to Tuija. She is very close to her sister.
V The family speak of how they discuss openly the family grief:
Tuija: “ We have perhaps never talked together like this. I have talked to my parents.”
Liisa: “ We have not talked together.”
Marja: “ I have spoken most to Dad. Because they’ve been so much at home. They´ve
grown together . I’ve been here working all the time.”
Tuija:” There has been always discussions between some of the siblings. It also
depends on the age and the topic what is said .I’m in a little different position, because
I’m much younger than the others.”
L: “Pekka was going to say something”
Pekka:” So we don’t usually talk about worries and sorrows at home. For instance,
when we visit here during weekends, we just do not speak about father´s illness, it is
clear.”
Liisa: “ We have grown into that.”
Pekka: “So we have been in contact with that for most of our lives, but we don’t speak.”

VI The brother’s grief :
Pekka heard about the loss when Marja phoned. He was quite busy at that time, but on
holidays afterwards the baby has been on his mind every day.
Pekka:” So . I thought about one time was I was dreaming about a cousin of the same
age, he would be closer than a usual friend. Cousins were closer. Liisa and Marja could
have been together, if they had had babies of the same age. They could have got help
and talked about everything concerning these things.”
It was also difficult for Pekka to mourn for her sister´s loss and be happy about own
future baby at the same time.
Pekka also wondered how Marja would feel about the new baby.
Marja: “ I won´t be jealous. I think that if I were, I would feel it already.”

VII How to become a mother?
E: “ Pekka said that for him the baby was not yet personified .What about you?”
Marja: “ Yes, in that respect the baby was not a completely personified baby, though I
touched him, looked at him for a long time, stroked his hand and cheek, but he was not
yet a full baby.”
E: “ He was so tiny”
Marja: “ He was so tiny.”
E: “ Anyway, what has happened has made you know how to be a mother.”
Marja: “ Yes, I know.”
VIII Mothers and daughters
Tuija: “ Even Liisa says that she had matured to accept it. That she wanted to become a
mother, it was something that I am not able to handle because I haven´t been pregnant,
that will take time, but how it is to have one´s own baby, I tried to dream, but the most
regrettable thing is now how Marja will survive and how I could help her.”
Liisa: “ That is because you are now at an age when you yourself could have a baby.”
Tuija: “ Yes, I could”.
Liisa: “ When my children were born, you were young and you’ve been like a friend.”
E: “ When your eldest sister was born, your mother was younger than you are now.”
Women in choir:” That´s right.”
Marja : “Mother was the same age as I am now when Tuija was born."
Grandma: ” I was of her age when Tuija was born.”
IX Tuija ´s grief:
Tuija: “ I like to act out my feelings out in the open air.When I have gone jogging, I’ve
been crying enormously. Sometimes and now here I’ve thought a lot.”

X

How do other people react to Marja´s loss?

Marja: “ It was myself,first of all, that I was afraid of...During the first few days I was
listening to sounds of somebody coming, and somehow I kept away and I shopped very

fast or visited a bank or post office, so that I wouldn´t have to stay to explain anybody
and I did not.”
Grandpa: “ But I see that there are some people who hesitate to come to speak to you
about your loss or anything.”
Marja: ( in same time) “..or anything.”
Grandpa: “ anything”
Marja : “And I decided,when I was here and that had happened, that if someone asked
directly , I would say how it was ,but have not told anybody so far.”
XI Father of the baby
Grandma: “After the death of our grandson we have learnt to know him.”
Grandpa: “Yes, we have.”
Grandma: “He was in the funeral and we were there, the four of us.”
--Grandma:
” From the churchyard we went home, we thanked the vicar, the cantor and the verger
and did not ask them for coffee, we went home to our place and made coffee and ate.”
--Grandma: “ Very smiling and big-eyed, the baby would have had big eyes. Bigger than
Marja`s.”
Marja:” Ummm”

XII Meaning of talking together
Tuija :” Actually, we didn´t think of taking this up with my Mom or Dad or with Marja,
but I think that I would not speak to Pekka, not much anyway .”
Liisa:” It isn´t easy to cry in front of your family and tell them about your feelings,
perhaps I had to constrain a little ,but it gives back a lot once you managed to speak
like this, and the second time it would be easier and I think that we can now speak
about this in another way.”
Grandma: “In another way”

XIII Grief of men

Pekka: “ I think that it is much more difficult for men to speak. Women speak among
themselves more deeply than men.”
L: “ But I particularly try to find out the grief of men and how they would get out of
their thoughts. I don’t think that they are more superficial.”
Pekka: “ I don’t mean that, I just meant that men don’t speak.”
L: “ Ummm”
Pekka: “ Yes, it is so, I know”
E: “ Not all men speak.”
Pekka: “ But it´s different, I mean women speak differently about things ,for example ,at
work they speak among themselves more deeply and openly.”
Grandma.: “ And very openly”
Pekka: “ More deeply and openly, they tell about their problems, but we men, we never
speak.”
Liisa: “ They don’t speak.”
Pekka: “ We comment, for example, on the bankruptcy of an ice hockey team.”
(laughing)
Grandpa: “ But when I am in hospital, I speak to everyone, woman, man.. young or
old.”
L: “All speak.”
Grandpa: “ All speak to me, but do you know with whom it is most difficult to speak, it is
the young men who are 18 -25 years old, they are most difficult.”

The choreography and hierarchy of the family meeting.
At the beginning, everybody is a little anxious and restless. Grandmother asks
grandfather to start and they then talk about their grief experiences, and about how it
was important for them to be active and help concretely their daughter. In the sibling
hierarchy the midwife sister is the most important, she is professional, she knows more.
The little sister is verbally talented and her tears flow freely. She is very emotional, and
for her the loss is a real trauma. The role of the brother is to represent the realism of
male grief. He is a good father for a little boy and is soon getting a new baby. He does´nt
like superstition and he sees the grief of men as very nonverbal. This family grief drama
is acted in discursive sequences. There is a hierarchical order, and the rhythm of

speeches is slow but cohesive. Everyone has her/his turn. It is interesting that Marja
herself assists rather than takes solos. There are five women talking and three men. The
grief is intensive, mutually divided, there is a lot of sobbing and crying.
Does family grief exist? How does it differ from individual mourning?
The pregnancy and the loss of a baby by the eldest daughter of the family has changed
most the life of the grandparents and the youngest daughter still living at home. But the
daughter and the son with their own families also resonate with the loss : The daughter
as a midwife and the son because his wife is pregnant and due to have her baby at the
same time as the dead baby should have been born.
This family meeting shows how the members of the family present a variety of views,
meanings and feelings, which are complementary to Marja`s grief. The family´s
explanatory model is reconstructed. The move is centripetal, they are closer each other in
this phase. This family supports Marja through crying and warm feelings
This family meeting was important for Marja, who is herself not an open person.The
narrative form of this family grief story is opening towards the future.

Marja recovered quite fast , and she also got support from the emphathetic family of her
fiancé.
Marja had a healthy daughter at the beginning of 1995. She gave her a rare Lappish
name in memory of her paternal grandmother.

TABLE 2
ACTING, FEELING AND MEANING SYNOPSIS OF FAMILY GRIEF
Phenomenological analysis, phse 2. 26 categories: 404 items

FAMILY REALM 276 items
Experiences of bonding with a fetus 3
Mutual grief of parents 22
Grief of children 35
Grief of men 27
Experiences with grandparents and parents-in-law 14
Experiences of trauma, grief, anger, rage and loneliness 43
Paranormal experiences 8
Grief dreams 17
Experiences of bodily sensations 21
Experiences of healing and recovery 28
Experiences of knowing 20
Experiences of searching the cause of death and resigning 18
Experiences of bereavement time 6

Meaning of new pregancy and new child 14
SOCIAL REALM 26 items
Experiences of other children 6
Experiences of friends 13
Experiences of other people 7
MEDICAL REALM 68 items
Experiences of delivery room 5
Experiences of acute room and ward 19
Experiences of nurses and midwives 12
Experiences of doctors 10
Experiences of co-cordinance and bureaucracy in hospital 22
RECRUITING AND OFFERING SUPPORT 16 items
SACRAL AND SPIRITUAL REALM 33 items
Experiences of funeral 14
Experiences of hospital minister 2
Spiritual experiences 17

