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Abstract Objectives Healthcare providers in low-re-
source settings confront high rates of perinatal mortality.
How providers cope with such challenges can affect their
well-being and patient care; we therefore sought to
understand how physicians and midwives make sense of
and cope with these deaths. Methods We conducted semi-
structured interviews with midwives, obstetrician-gyne-
cologists, pediatricians and trainee physicians at a large
teaching hospital in Kumasi, Ghana. Interviews focused on
participants’ coping strategies surrounding perinatal death.
We identified themes from interview transcripts using
qualitative content analysis. Results Thirty-six participants
completed the study. Themes from the transcripts revealed
a continuum of control/self-efficacy and engagement with
the deaths. Providers demonstrated a commitment to push
on with their work and provide the best care possible. In
select cases, they described the transformative power of
attitude and sought to be agents of change. Conclusions
Physicians and midwives in a low-resource country in sub-

Electronic supplementary material The online version of this
article (doi:10.1007/s10995-016-1943-y) contains supplementary
material, which is available to authorized users.

D} Katherine J. Gold
ktgold@umich.edu

Department of Psychiatry and Behavioral Sciences,
University of Washington, Seattle, WA, USA

Department of Medical Education, University of Michigan,
Ann Arbor, MI, USA

Family Medicine, Polyclinic Directorate, Komfo Anokye
Teaching Hospital, Kumasi, Ghana

Department of Family Medicine and, Department of
Obstetrics and Gynecology, University of Michigan, 1018
Fuller Street, Ann Arbor, MI 48104-1218, USA

@ Springer

Saharan Africa showed remarkable resiliency in coping
with perinatal death. Still, future work should focus on
training clinicians in coping and strengthening their self-
efficacy and engagement.

Keywords Perinatal death - Coping - Healthcare
professional - Low-resource country - Ghana

Significance

What is already known on this subject? Healthcare provi-
ders in low-resource settings confront high rates of peri-
natal mortality. Stillbirths and infant deaths have been
shown to be stressful and traumatic for physicians and
midwives, with the majority of this research coming from
high-income countries.

What this study adds? This qualitative analysis of how
healthcare providers working in one resource-poor setting
make sense of and cope with high rates of perinatal death.
Providers’ responses to stillbirths and infant deaths span-
ned a spectrum from focusing on systemic issues that were
beyond their control to emphasizing their self-efficacy.
Coping mechanisms were most notable for a commitment
to pushing on and providing the best care possible.

Introduction

Healthcare providers’ experiences with their patients’
deaths can significantly impact their well-being, empathy,
and patient care. Stillbirths and infant deaths can be par-
ticularly challenging, and have been shown to be stressful
and traumatic for physicians, midwives and nurses [1-5].
However, the majority of this research is from high-income
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countries where these deaths occur relatively infrequently.
In low-resource settings such as sub-Saharan Africa, clin-
icians face far more frequent deaths. This burden of death
typically occurs in settings with limited staff, minimal
resources, and heavy patient loads, making it more difficult
for providers to have time, backup (other staff to help with
their work) or other support to cope. Studies from low-
resource settings have documented emergency healthcare
providers’ emotional distress surrounding death, including
feelings of blame and having to reject their emotions.
These providers noted particular struggles with pediatric
deaths, which felt unnatural and exceptionally tragic, as
well as in situations where they were unable to grieve
previous losses [6]. A South African study documented
high levels of burnout among hospice workers, attributed
both to the nature of working with dying patients as well as
various other work-related stressors [7].

While multifaceted efforts continue to reduce the global
burden of perinatal mortality [8], attention must be paid to
the well-being of clinicians who face these deaths on a
daily basis. Thus, it is pertinent to ask how they are
affected by high rates of perinatal death. Coping theory
research suggests that stress results when the demands on
an individual exceed the ability to cope [9]. Extensive
research on coping method classifications exists, with
pioneering work demonstrating that individuals often
employ multiple coping strategies for a single stressor [9].
Bandura’s theory of self-efficacy suggests that effort in
coping is related to a sense of personal mastery, and that
individuals will avoid difficult experiences if they do not
feel they have adequate skills to manage them. Similarly,
self-efficacy can predict how well and how long individ-
uals can cope in the face of grave challenges [10]. Latack
described a demarcation between coping styles with con-
trol/proactive orientations versus escapist/avoidance ori-
entations, but also recognized other categorizations
including solitary/social and cognitive/behavioral. Control/
proactive orientations include taking action on a problem
or positive thinking, whereas escapist/avoidance orienta-
tions can involve staying away from a stressor or trying not
to worry about it [11]. Others have used Latack’s classifi-
cations and found that control-oriented strategies led to
lower levels of burnout and emotional exhaustion than
avoidance strategies [12]. The limited research on health-
care provider coping with death in low-resource settings
has documented that healthcare workers generally benefit
from support from colleagues, but require further resources
and training to adequately cope [13, 14].

We identified no studies on how healthcare workers in
low-resource countries cope with high levels of perinatal
death, which is known to raise unique challenges. These
include these deaths’ often sudden and unexpected nature,
the simultaneous and seemingly incongruent occurrence of

birth and death, the lack of control which health providers
may feel, the frequent absence of an apparent cause, and in
some countries, the associated medical-legal issues [5]. We
therefore performed an exploratory qualitative content
analysis study to determine how healthcare providers
working in one such country make sense of and cope with
high rates of perinatal death.

Methods

We interviewed clinicians at Komfo Anokye Teaching
Hospital (KATH) in Kumasi, Ghana. KATH is a tertiary
referral hospital with roughly 14,000 deliveries, 500 still-
births, and over 900 neonatal deaths per year [15]. His-
torically, mortality in the newborn unit was about 20 %
[unpublished data]. Thus, providers in obstetrical and
pediatric units are likely to face high levels of death.
Obstetrician-gynecologists, pediatricians, midwives and
trainee physicians on the obstetrical and newborn units
were selected as subjects since they were most likely to
have frequent experiences with perinatal death. Deliveries
are typically staffed by obstetrician—gynecologists or
midwives, and the neonatal ward is staffed by both junior
and senior pediatricians. House officers are physicians who
are completing 2 years of general training, which includes
6 months each in pediatrics and obstetrics—gynecology.
Residents are physicians completing 3 years of additional
training in a given field, and specialists have completed
their training. Perinatal death was defined as a death
occurring between 28 weeks gestation (stated or presumed)
through the first 28 days of age. Healthcare providers in
Ghana are trained in English, enabling us to conduct
interviews in English. All participants were age 18 or older.
Interviews occurred in two discrete periods (June—July of
2011 and 2012) during separate research trips to Ghana.
This research built on a longstanding collaborative
relationship between KATH and the University of Michi-
gan, and key contacts at KATH endorsed the study.
Capacity-building occurred in a broader context, including
assistance in the establishment of residency programs at
KATH, research training and collaborations (outside of this
study), and bilateral exchange of trainees and faculty.
The number of subjects was determined based on being
likely to both obtain a diversity of views from different
specialties and achieve thematic saturation. Potential par-
ticipants were identified through staff registries, and those
with availability and interest were invited to participate.
We used snowball sampling to identify subsequent subjects
using purposeful efforts to obtain as broad a diversity as
possible of specialties, levels of training and experience,
and gender. Demographic diversity was to some extent
limited by the baseline characteristics of these departments.
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Selection was also made based on participants’ anticipated
availability, and previous participants’ recommendations of
who would offer helpful perspectives. Participants were
approached in person or via telephone. No provider
declined to participate but a small number (<5) were
unavailable. Interviews occurred in private rooms in the
hospital or medical school; the 1-2 interviewers and
interviewee were the only people present, except in a few
cases where interviewees explicitly allowed the presence of
a non-participant colleague.

After giving verbal informed consent, subjects provided
demographic information and completed a written survey
mirroring a similar study with U.S. physicians [5]. Except
for the demographic data, information from these surveys
is not presented here as it was felt this manuscript was most
cohesive looking only at the qualitative interviews. Eight
pre-clinical, second-year University of Michigan medical
students (including one of the authors), of whom seven
were female, served as interviewers. They were trained in
qualitative interviewing techniques and conducted indi-
vidual semi-structured interviews lasting on average
30 min. These addressed the causes and emotional impacts
of perinatal death and providers’ coping strategies, plus
additional questions as part of a larger study (Supplemen-
tary Material S1). Interviewers had minimal contact with
participants outside the interviews. Participants were
offered an incentive worth about $3, and each participant
was interviewed once. The distribution of specialties
(though relatively even over the 2 years) included more
pediatricians in the first year and more obstetrician—gyne-
cologists in the second. Interviews were audio-recorded
and transcribed verbatim. Written field notes documented
the tone and other noteworthy characteristics of the inter-
view. As data analysis occurred after data collection was
completed, reflexivity to ensure complete thematic satura-
tion was not possible. Participants did not review their
transcripts or provide feedback after data collection.

Following the completion of all interviews, two reviewers
(A.D.P. and K.J.G.) read the anonymized transcripts and
identified themes that emerged. After multiple iterations,
these were organized into nine discrete themes. Reviewers
coded the transcripts with these nine themes, and individual
discordances were resolved through consensus. To connect
this study to the larger body of coping research, existing
literature was reviewed (described in the “Introduction” and
“Discussion” sections) and found to be consistent with the
themes. The themes from our respondents showed varying
levels of control/self-efficacy—the practitioner’s ability to
do something about the death—and engagement, defined as
the provider’s tendency to process and think about the death.
The concept of control/self-efficacy was derived directly
from participants’ words, and includes elements both of
being able to cope with a situation as well as ability to modify
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the situation itself. This reflects the concept of self-efficacy
articulated by both Bandura and Latack [10, 11]. We orga-
nized the themes along a continuum of increasing con-
trol/self-efficacy and engagement, here presented as ‘low,’
‘moderate’ and ‘high.” In ‘low’ themes providers felt limited
control over deaths and their ability to respond, with minimal
acknowledgment of an emotional response; in ‘high’
themes, clinicians took action in response to deaths, and
engaged more deeply with the emotional implications on
themselves and others.

The study received human subjects approval from the
Institutional Review Board at the University of Michigan
and the Committee on Human Research Publication and
Ethics of the Kwame Nkrumah University of Science and
Technology in Kumasi, Ghana.

Results

Thirty-six healthcare providers participated in the study,
including 10 midwives, 13 obstetrician-gynecologists (in-
cluding trainees) and 13 pediatricians (including trainees).
The cohort included 21 females (58 %) and 15 males
(42 %). The average time in practice was 7 years, with a
range of 4 months—28 years (Table 1).

Nine themes emerged from the interview transcripts,
including coping mechanisms—things that participants did
when faced with a stressor—as well as various ways they
thought about perinatal deaths. The latter were key to how
providers made sense of these deaths, and especially
whether they had a role in causing them. On the spectrum
of control/self-efficacy and engagement, ‘low’ themes
included statements on systemic issues that participants
characterized as beyond the influence of the individual
clinician; in ‘high’ themes, providers recognized their
ability to be agents of change and demonstrated emotional
engagement with the death (Fig. 1). For the interview
themes, no noteworthy differences in response patterns
across specialties were observed. Each respondent was
noted to have responses in more than one of the themes,
suggesting they coped in multiple ways.

Low Control/Self-Efficacy and Engagement Themes

Low control/self-efficacy and engagement themes (Table 2)
included statements on (1) “resources and system issues”
causing deaths; (2) perinatal death being an “unexplainable
reality of life”; (3) providers trying to “forget about” or
“being cold” towards the death; and (4) stating that the death
was “not my fault.” In these responses, clinicians focused on
factors in the external world. When asked how they coped,
15 (42 %) responded that perinatal deaths are caused by
resource and systems issues that—though preventable—are
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Table 1 Demographics of

healthcare providers by Specialty Obstetrics—gynecology Pediatrics Midwifery All providers n (%)
specialty n (%) 13 (36 %) 13 (36 %) 10 (27 %) 36 (100 %)
Level of training
House officer” 8 N/A 8 (31 %)
Resident N/A 7 (27 %)
Specialist 3 N/A 11 (42 %)
Gender
Female 2 9 10 21 (58 %)
Male 11 0 15 (42 %)
Time in practice
Mean 13 years 5 years 4 years 7 years

* House officers categorized by the field in which they were currently working
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Fig. 1 Transcript themes along continuums of control/self-efficacy and engagement

beyond their control. For example, they cited staffing levels,
facilities, and medical equipment as inadequate for their
heavy patient load, and patients being referred from outside
hospitals too late. Eight providers (22 %) stated that some
perinatal deaths are an inevitable reality of life, or are
unexplainable and must be left to God. The fact that provi-
ders responded in this way when asked how they coped
suggests that such concepts were important to how they
made sense of these deaths.

Nineteen participants (53 %) reported trying not to think
about the deaths, or distancing themselves emotionally. Some
commented that the high volume of deaths requires a degree
of detachment, and actively distanced themselves; others
were frustrated with not having time to grieve, and felt that
“being cold” was problematic. Seven providers (19 %) did
not assign blame for the death but only stated that it was not
their fault. For some, knowing that they could not have done
anything to save the baby lessened the emotional impact.

Moderate Control/Self-Efficacy and Engagement
Themes

In themes reflecting moderate control/self-efficacy and
engagement (Table 3), participants (5) conveyed the need to

“just keep going” and accepted perinatal death as “part of
the job”; (6) acknowledged the “emotional impact” of the
death; and (7) employed “active coping” strategies includ-
ing talking with others. Here they seemed to focus their
attention more internally onto things they could control.
Both when asked how they coped with a death and how they
went on to their next patient, 22 providers (61 %) replied that
they just keep going. While descriptions of “moving on”
also existed in the “forget about it/being cold” theme, here
participants displayed greater acceptance of the need to keep
going. They stated that in this environment, encountering
perinatal death was a reality of their work.

Twenty-six providers (72 %) reported substantial emo-
tional impacts from perinatal deaths, including trauma,
stress, pain, sadness and sharing in the mother’s grief.
Twenty-six participants (72 %) also described active cop-
ing mechanisms including talking about the death with
colleagues, family, or friends, which they found helpful.
Some shared their grief with the patient’s family, prayed,
or took time for themselves before caring for their next
patient. These themes demonstrate moderate control/self-
efficacy—providers taking some action related to the
death—and moderate engagement, as they recognized and
processed their emotions.
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Table 2 Themes and illustrative quotations representing low control/self-efficacy and engagement

Theme

Illustrative quotations

1) Resources/systems
issues

2) Unexplainable/reality
of life

3) Forget about it/being
cold

4) Not my fault

The number of patients that come here everyday is a whole lot. It is above us, and there is nothing we can do. There
should be more of the hospitals and facilities in the country, and more of the doctors and the midwives and the
nurses. (Midwife 7)

The patient was obstructed...somewhere before coming to Komfo Anokye. So we were only trying our best to
salvage the situation. (Obstetrics-Gynecology Resident 1)

I don’t know how to put it, but just deal with the loss, as in everybody will die one day. (Pediatrics House Officer 4)

Sometimes bad things happen in obstetrics. (Obstetrics-Gynecology Specialist 6)

But I keep telling myself that it’s not everything you can explain and there are some things that you cannot prevent.

When it gets to that point, that is how I usually cope. Some things are best left to God because you can’t explain it.
(Obstetrics-Gynecology Resident 3)

I don’t need to let this one particular child distort the way I work. I try to forget fast and then move on to care for the
other babies. (Midwife 5)

We don’t have a lot of time to ourselves to cope with the death because the workload is so much. So basically, no
matter how you feel about it, you move on...you don’t even have time off to go and grieve or anything like that.
(Pediatrics Resident 2)

I think over here, because [perinatal death] happens a lot, and sometimes it is from preventable causes...sometimes
we end up being cold towards it because we see a lot of these deaths. We can’t have this huge load of guilt on you
all the time so you tend to push it away...So sometimes we approach the parents with that cold attitude, like
nothing has happened, just get over it. (Pediatrics House Officer 6)

Usually if it is something I couldn’t have done much, I think I am able to stand it. (Obstetrics-Gynecology Specialist
5)
Very very very difficult and frustrating, but...there’s nothing I can do about it. (Obstetrics-Gynecology Specialist 2)

In all these cases, you try your best, but you see, some people die. If you mean to think about it and blame yourself
for it, then you can’t do this job. (Obstetrics-Gynecology Resident 1)

Table 3 Themes and illustrative quotations representing moderate control/self-efficacy and engagement

Theme

Ilustrative quotations

5) Just keep going/part of
the job

6) Emotional impact

7) Active coping/talking

There are so many that you have to hurry up otherwise the next one is gasping, and there are usually very few
doctors. So many patients. (Pediatrics House Officer 8)

It doesn’t deter me from going on to do my job because I know that this is the job I’ll be doing. Once in a while I'm
going to meet such problem. So I don’t let such losses discourage me or frustrate me from doing my work.
(Obstetrics-Gynecology Resident 4)

Like you are in the war, the military, a soldier in the war. Whether your colleagues are dying or not you still have to
fight. (Pediatrics Resident 1)

It really, it really has an effect on you, like emotionally. It brings you down. You feel down. (Obstetrics-
Gynecology Specialist 4)

If the death is unexpected, then in that sense I share in the mother’s grief. (Pediatrics House Officer 4)

Or maybe the family involved are really taking it badly, then most of the time I will talk to a colleague or a friend
about it just to ease the pain. (Pediatrics House Officer 6)

Be with [the mother], identify, put myself in her state, let her understand that I share in her loss, that I share in her
sorrow. (Obstetrics-Gynecology Specialist 5)

[How do you manage to go on to the next baby or the next delivery when you have just dealt with a stillbirth or
infant death?] Well I don’t. I don’t attend to the next patient maybe for a couple of hours, and then I can attend to
the next patient. (Midwife 10)
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Table 4 Themes and illustrative quotations representing high control/self-efficacy and engagement

Theme

Illustrative quotations

8) Find a cause/do my best

9) Understand the patient/
attitude

I try to see if there is any reason why this baby died...If it’s something I could have prevented, on a few occasions,
yes, maybe if we had kept a closer eye on this person—and for that one, I usually—I usually don’t make that
mistake again, in that, it’s an experience you don’t want to repeat, because you start feeling guilty at that point.
(Obstetrics-Gynecology Resident 3)

Very difficult but if you lose one, you have to make sure the next one is alive. So personally, what I do is that I
become more vigilant. If one is gone, the other ones will not go. That is how I react to it. Because I don’t want, I
wouldn’t want to go through another stress of that magnitude. (Obstetrics-Gynecology Specialist 2)

I always try to do my best when I am seeing a patient, so when I know I did my best, I can cope very well...So
some of us have turned into workaholics because of that. You always want to be able to cope when a bad event
happens, so you always want to do our best so that when it happens, you know that you did the work you were
supposed to do. (Obstetrics-Gynecology Specialist 3)

When you come in and you see people in need, people suffering, you have no choice but to go on and on and on.
Nothing special...it’s just the, zeal and the will to do what is good. (Obstetrics-Gynecology Specialist 1)

People...are not changing their attitude because they think that, ‘Oh, this is just one person dying...” But if you see
the gravity of the issue, ...it might not be a thousand, but you get somebody to understand that even that one
death...could send a whole family going down because the leader of that family has gone mental, and that means
father, mother, grandfather, cousins, somebody, who you are supporting...have lost their support. So, it’s not just
about some baby who hasn’t got a name dying, that’s, there’s wide and diverse complications and implications.
And when people come to comprehend that, attitudes, I’'m sure, will change. (Obstetrics-Gynecology Specialist 7)

We have a huge workload. But you see...workload becomes a punishment depending upon the mind. And it
becomes a joy depending upon your mind. If you think, this patient has been trusted into your hands, you
understand, and that...by just a little effort you can save a life, you don’t see it as...workload or punishment...We
will always have less number, even though we are training and training, we’ll find some leaving the country. So

those of us who are left must have the correct attitude. (Obstetrics-Gynecology Specialist 8)

High Control/Self-Efficacy and Engagement Themes

In high control/self-efficacy and engagement themes
(Table 4), clinicians sought to “find a cause” for the death
and “do my best”; they also conveyed a fuller under-
standing of their patients and the power of attitude. The
most frequent coping strategy by far—endorsed by 33
participants (92 %)—was striving to provide the best care
possible. Providers coped with a death by reviewing the
case and their management of it, trying to determine its
cause, and then becoming more vigilant to prevent future
losses. These activities reflect substantial self-efficacy, as
providers focused on their management and how to prevent
such deaths in the future.

Finally, nine participants (25 %) were driven to con-
tinue with their work by a deeper sense of purpose. They
reported an intense awareness of their patients’ pain and
suffering, which often related to recognizing the gravity of
perinatal loss and its impacts on families. Some noted that
healthcare workers often feel overwhelmed by systemic
issues but with a different attitude can control more than
they think, a direct contrast to statements deferring to
systemic issues. This enhanced understanding of patients’
lives demonstrates the highest level of engagement, as
clinicians took a more holistic approach to the implications
of a loss.

Discussion

We sought to determine how physicians and midwives in
Ghana make sense of and cope with high levels of perinatal
mortality. Responses were most notable for providers’
commitment to keep going with their work and offer the
best care possible, which was observed across participants
and specialties. Moreover, select providers sought to be
agents of change in a struggling system. This research
offers a unique contribution to the literature on healthcare
worker coping and perinatal mortality as it is the first study
to our knowledge to address this issue in a low-resource
setting [1-4]. The inclusion of physicians and midwives is
a noteworthy addition to this research.

Most existing research from low-resource settings on
healthcare providers’ responses to death has focused on
emotional distress and burnout [6, 7]. Our work showed
elements of depersonalization, as is documented through-
out the world [16], but was dominated by providers’
commitment to pushing on and providing the best care
possible. Similar themes are documented among Ugandan
nurses, who demonstrated a firm professional identity and
deep commitment to helping, despite limited resources
[17]. Tanzanian maternal and newborn healthcare provi-
ders derived substantial job satisfaction from providing
competent, helpful care [18]. Such stories of resilience may
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be overlooked, as in the midst of the challenges facing low-
resource nations we tend not to recognize their strengths.

The pattern of control and engagement was consistent
with Latack’s description of control/proactive orientations
[11]. Of note, many of the externally-oriented, low control
statements cite clear contributors to perinatal death [19],
particularly issues of resources in the environment as a
whole. Given Bandura’s theory that stronger self-efficacy
will lead to increased effort and success in coping, recog-
nizing these factors may help providers contextualize their
role in a setting of frequent deaths [10]. Similar frustrations
with inadequate resources have been documented among
healthcare workers in Ghana and elsewhere [18, 20].
However, our participants found more proactive coping
approaches to be valuable. They reported that not having
opportunities to grieve and “being cold” were problematic;
that talking about the death was useful; and that evaluating
their management of a situation was helpful. This is con-
sistent with coping research showing that control-oriented
strategies are more emotionally effective [12]. Further-
more, we postulate that increasing engagement with the
death process can bring meaning to one’s work. Thus, we
propose that the implications of this continuum of con-
trol/self-efficacy and engagement are that behaviors and
attitudes higher on the spectrum are more supportive to
providers continuing with their work.

Even with the impressive level of resilience our partic-
ipants demonstrated, there is a need to further understand
and support healthcare providers’ coping with perinatal
death. Providers’ responses and needs will vary by setting
so research on coping should be expanded to additional
sites and countries. This could aid in identifying and ulti-
mately disseminating the most helpful and positive strate-
gies. As one obstetrician-gynecologist pointed out when
discussing global healthcare worker migration, “those of us
who are left must have the correct attitude.” This is a
reminder that a workforce’s capacity is determined by the
efforts of its members as well as its size. Ongoing work
appropriately seeks to reduce perinatal mortality by
building the global healthcare workforce [21]. In doing so,
we must recognize the intense stressors of working in low-
resource settings with high levels of death and dying.
Training should aim to strengthen providers’ coping abil-
ities for the more emotionally challenging aspects of their
work, focusing on strategies which help them develop
higher levels of self-efficacy.

Strengths of this research included its incorporating a
range of clinicians. Relating identified themes to published
frameworks on coping extends the value of this study.
Limitations include the study site of a single tertiary care
center in one country, which limits generalizability. Within
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Ghana, transferability is limited by the fact that this is a
tertiary care center and thus relatively better-resourced than
many hospitals; however, it should be generalizable to
other tertiary referral centers and large hospitals, which are
likely to see similarly high mortality rates. Also, data was
collected over two discrete time periods, with interviews in
the second time block including more obstetricians—gyne-
cologists and generally being longer. Although these are
potential confounders, we did not observe marked dis-
crepancies across the specialties. We also saw no evidence
in the responses to suggest there were variations based on
the length of the interview (which was typically set by the
length of the respondent’s answers and his or her willing-
ness to elaborate). It is possible that there were variations
among interviewers, but no clear patterns emerged; how-
ever, the use of multiple interviewers may still have been a
limitation. Though we did not hypothesize that there would
be differences based on participants’ specialty, gender or
time in practice, the lack of noteworthy variations across
these domains suggests either that response patterns are
truly similar among providers of different specialties,
gender, and duration of practice, or that this qualitative
study was not able to detect differences based on our
queries or sample size. The use of medical student inter-
viewers who had minimal contact with subjects clinically is
a strength, as we believe providers were more likely to be
open with those junior to them and see them as less
threatening. It is possible that they may have withheld
information from people seen as outsiders, however given
the candidness of many the comments received this is
unlikely to have been the case. A final limitation is that due
to logistical matters of the international field work, analysis
of the transcripts occurred after data collection had been
completed, thus true thematic saturation was not achieved.

In summary, our work shows that physicians and mid-
wives in Ghana make sense of and cope with high rates of
perinatal mortality in a variety of ways, most notable for a
commitment to pushing on and providing the best care
possible. They demonstrated significant resilience amidst
challenging conditions, for which they deserve recognition
and further work to bolster their ability to cope with greater
self-efficacy and engagement.
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