
M iscarriages and stillbirths are tragic events that 
occur in millions of families worldwide each 

year.  Miscarriage is generally defined as the loss of a 
pregnancy before viability,  occurring in 15.3% of all 
confirmed pregnancies [1].  In Japan,  stillbirth is 
defined as the end of pregnancy after 22 weeks of gesta-
tion,  with a reported rate of 2.7 per 1,000 births in 2021 
[2].  Each year globally,  there are approx.  2.6 million 
stillbirths,  which refers to the death of a baby occurring 
in-utero after 28 weeks of gestation [3].

The grief that often accompanies a miscarriage or 
stillbirth may lead to serious mental disorders for par-

ents,  such as depression,  anxiety,  and post-traumatic 
stress disorder (PTSD) [4].  In a recent UK study,  25% 
of women were found to be likely to meet the criteria for 
PTSD at 1 month after experiencing a miscarriage,  32% 
for anxiety,  and 16% for depression [5].  Stillbirth has 
been described as one of the “most shamefully 
neglected” areas of public health [6].  A British qualita-
tive study revealed that the majority of women who have 
had a stillbirth experienced “stigma” [7].  Women who 
have experienced a stillbirth have a higher incidence 
(14.8%) of current depression compared to women who 
have had live births without complications (8.3%),  and 
this depression may persist for ≥ 4 years in roughly 50% 
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of affected women [8 , 9].
The support currently offered to couples with mis-

carriage/stillbirth worldwide is known as “bereavement 
care”.  This type of care is focused on providing respect-
ful and supportive measures such as shared decision- 
making,  adequate communication,  recognition of par-
enthood,  and effective support.  Specifically,  healthcare 
professionals should use simple and appropriate lan-
guage,  provide adequate and personalized information,  
offer options for parents to see and hold their baby,  and 
provide keepsake items such as photographs,  foot-
prints,  or baby clothes to help parents create meaning-
ful memories and support the grieving process [10 , 11].  
In Japan,  “grief care” is provided to support couples 
who have experienced a miscarriage/stillbirth,  which is 
consistent with “bereavement care” [12].  A study also 
concluded that a structured supportive intervention 
implemented immediately after a miscarriage can help 
women through the grieving process [13].

Possessing an adequate level of knowledge regarding 
bereavement is beneficial for nursing staff who provide 
bereavement care in their practice.  However,  profes-
sional knowledge of bereavement care for parents who 
experience miscarriages and stillbirths is limited among 
healthcare staff [14].  Most nursing staff lack basic 
knowledge of pregnancy loss and bereavement care [15].  
A Flemish study demonstrated that most midwives 
(72.4%) lacked knowledge regarding miscarriages [14].  
Moreover,  their knowledge regarding counselling and 
communication skills,  the bereavement process experi-
enced by couples,  pain management,  and guidance for 
subsequent pregnancies was also found to be insuffi-
cient [15].

In addition,  a shortage of bereavement care educa-
tional resources has been reported [16].  In a survey of 
> 2,000 UK healthcare providers,  a third of the respon-
dents reported that they were dissatisfied with their 
training regarding parent counseling [17].  Approximately 
75% of Italian healthcare providers had never received 
specific training on bereavement care after stillbirth,  at 
university or after graduation [18].  There have been few 
studies of the knowledge of nursing staff in Japan con-
cerning bereavement care,  although research on 
bereavement care has been emphasized in Japan in 
recent years.

Positive attitudes among healthcare professionals 
can help couples better cope with their bereavement and 
create positive memories for the future.  Research con-

ducted in Hong Kong on the attitudes of midwives and 
nurses toward bereavement care indicated that the 
majority of nursing staff had a positive attitude toward 
bereavement care [19].  The factors that were observed 
to influence the nursing staff ’s attitude toward bereave-
ment care included the staff member’s age,  the experi-
ence of bereavement care,  religious beliefs,  the percep-
tion of hospital policies,  and training in bereavement 
care [19 , 20].

There are various facilities where staff may have 
access to women with pregnancy loss.  However,  differ-
ent healthcare centers serve different groups of patients.  
For example,  Assisted Reproductive Technology (ART) 
clinics primarily focus on addressing infertility.  Nurses 
within these settings aspire to facilitate successful preg-
nancies.  In contrast,  Gynecology and Obstetrics clin-
ics/hospitals,  as well as general hospitals,  mainly han-
dle regular pregnancies while also handling cases of 
miscarriage and stillbirth.  Given these variations in 
patient populations,  we hypothesize potential differ-
ences in nursing staff attitudes and knowledge concern-
ing bereavement care for couples experiencing miscar-
riage or stillbirth across these three medical facilities.

It has been proposed that a major reason for dissat-
isfaction with bereavement care may be due to insuffi-
cient training to establish the correct understanding and 
attitude toward bereavement care,  which lessens care-
givers’ enthusiasm to provide bereavement care and 
even causes them to avoid emotional contact with cou-
ples [21].  We conducted the present study to describe 
and compare the knowledge and attitudes of nursing 
staff regarding bereavement care,  as well as associated 
factors,  across several Japanese medical institutions.

Materials and Methods

Study design. Self-completed questionnaires were 
returned to us between January and April 2022 by nurs-
ing staff working in hospitals or clinics.  The content of 
the survey was based on our research team’s previous 
findings [22 , 23].  The survey questions encompassed 
the respondent’s demographic characteristics (age,  gen-
der,  marital status,  and educational background) and 
his or her gestational history.  Nursing staff were asked 
about their knowledge of pregnancy loss,  including 
mainly the definitions,  risk,  and epidemiology of mis-
carriage and recurrent pregnancy loss (RPL).  The sur-
vey questions concerning the respondent’s knowledge of 
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bereavement care included queries about the psycho-
logical characteristics of couples who experienced mis-
carriage/stillbirth,  the definition and efficacy of 
bereavement care,  and specific components such as 
follow-up care.  The third part of the survey comprised 
questions on the attitude of nursing staff toward 
bereavement care,  which included their willingness to 
provide care,  the perceived impact of care on the family 
and the nursing staff themselves,  and the appropriate 
timing for providing such care.  Ethical approval for this 
study was obtained from the Medicine Ethics 
Committee of Okayama University Hospital (No. 2201-
292).

Nursing staff recruitment. All of the hospitals 
and clinics that admitted women who had experienced 
miscarriage or stillbirth in the Chugoku-Shikoku region 
in Japan were selected via their websites.  According to 
the Kendall sample estimation method for multivariate 
analysis,  the sample size should be taken from 10 to 20 
times the number of independent variables [24].  
Eighteen independent variables were covered in this 
study.  Thus,  the preliminary sample size calculated was 
180-360 participants.  Allowing a non-response rate of 
20%,  the minimum sample size was determined to be 
216 participants in the survey.

The representatives of the 202 institutions were con-
tacted by mail.  Forty-three institutions responded and 
assured cooperation (including 503 nursing staff).  A 
final total of 388 nursing staff returned the survey.  The 
informed consent of each respondent was obtained by 
mail.  The respondents were required to indicate their 
consent to participate by ticking a box before proceed-
ing to the survey.

Statistical analyses. The survey data and other 
data were analyzed using IBM SPSS ver. 27.0 (IBM,  
Armonk,  NY,  USA) using descriptive statistics and 
frequencies.  The Kruskal-Wallis test was used to ana-
lyze the significance of differences in non-normally 
distributed continuous variables.  The χ2-test or Fisher’s 
exact test was used to compare the proportions of dif-
ferent groups,  and probability (p)-values < 0.05 were 
considered significant.  Post-hoc test was conducted 
using the Bonferroni method when a significant differ-
ence was detected by either method.

Assisted reproductive technology (ART) clinics pro-
vide infertility services and treatments such as in vitro 
fertilization (IVF).  Gynecology and obstetrics clinics/
hospitals refer to medical facilities that specialize in 

providing healthcare services related to women’s repro-
ductive health (referred to as Japanese gynecology and 
obstetrics clinics and hospitals in this study).  General 
hospitals are medical facilities that provide a wide range 
of healthcare services (referred to herein as university- 
affiliated hospitals or general hospitals).

Six items concerning the survey respondent’s knowl-
edge of pregnancy loss and 11 items about bereavement 
care were presented.  The respondents were required to 
indicate whether or not they knew about each of these 
17 items.  Their knowledge was evaluated by summing 
the total number of items known.

Knowledge score classification was based on the 
median deviation considering less affected by outliers,  
captures data distribution’s central tendency,  balances 
sample classes,  and is easy to compute and understand.  
Thus,  a score less than the median was considered 
insufficient knowledge,  while a higher value was con-
sidered sufficient.

Validity and reliability. The designed knowledge 
scale was reviewed by several experts.  The content 
validity index (CVI) for the knowledge scale was 0.868 
and the internal consistency Cronbach’s α coefficient for 
the knowledge scale was 0.832,  all of which were 
acceptable.

Results

The respondents’ characteristics. A total of 388 
completed questionnaires were obtained from the 503 
surveys distributed (recovery rate: 77.1%) at 43 institu-
tions.  We excluded 18 of the 388 questionnaires 
because they had < 50% of the items completed.  A final 
total of 370 questionnaires were used in the analyses 
(valid response rate: 95.4%).  The respondents’ median 
[range] age was 42 [23-65] years; 67% were married,  
45.9% had children,  63.8% had childbearing experi-
ence,  65.1% had graduated from nursing school,  and 
71.9% had a midwifery license (Table 1).

The respondents’ pregnancy loss knowledge. The 
respondents’ average score regarding pregnancy loss 
was 5 [0-6] (median [range]) (Table 2).  The survey 
revealed that the highest level of knowledge among the 
respondents was related to the item “The rate of miscar-
riage increases as women get older” (95.9%).  However,  
the respondents’ knowledge regarding “The cause of 
approximately 65% of cases of recurrent pregnancy loss 
is unknown” was relatively low at 45.1%.
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The respondents’ bereavement care knowledge.
The respondents’ average score concerning bereave-
ment care was 9 [0-11] (Table 2).  The item with the 
highest awareness rate was “Bereavement care is a psy-
chological support for deep grief after miscarriage/
stillbirth,” with 87.6% of the respondents indicating 
knowledge of this item.  In contrast,  “There are peer 
support groups where women who have experienced 
miscarriage/stillbirth can communicate and share 
information and feelings” had a relatively low awareness 
rate of 57.6%.

The respondents’ bereavement care education.
The survey responses indicated that 41.1% of the 
respondents had received school education on bereave-
ment care,  with classes being the most common form 
(91.4%) (Table 3).  The percentage of respondents who 
received school education was significantly higher in the 
general hospitals (48.2%) compared to the ART clinics 
(24.6%) (p = 0.004).  On-the-job bereavement care edu-
cation was reported by 64.1% of the respondents,  with 
69.6% receiving it through clinical practice.  The per-
centage of respondents who received on-the-job educa-
tion was significantly lower in the ART clinics (47.4%) 
compared to the general hospitals (69.7%) (p = 0.004).

The respondents’ attitudes toward bereavement 
care. The survey results demonstrated that 79.2% of 

the respondents were willing to provide bereavement 
care (Table 4).  No significant difference in this willing-
ness was identified among the nursing-staff respon-
dents at the general hospitals,  gynecology and obstet-
rics clinics/hospitals,  and ART clinics.  The survey also 
revealed that 99% of the nursing staff believed that 
bereavement care was effective for mothers,  97% for 
fathers,  and 72.4% for themselves.  In terms of when 
bereavement care should be initiated,  78.9% believed it 
should start with the first stillbirth,  and 65.1% believed 
it should begin with the first miscarriage.

Factors associated with the respondents’ knowledge 
and attitude. The following respondents scored sig-
nificantly higher in terms of knowledge of pregnancy 
loss (Table 5): those who had children (p = 0.000),  were 
aged > 30 years (p = 0.002),  had a history of childbirth 
(p = 0.000),  had a miscarriage/stillbirth experience 
(p = 0.017),  had a history of infertility treatment 
(p= 0.013),  were married (p= 0.012),  worked in an ART 
clinic or gynecology and obstetrics clinic/hospital 
(p = 0.002),  worked in both inpatient and outpatient/
only an outpatient unit (p = 0.001),  worked as nursing 
staff for > 16 years (p = 0.009),  and those who had 
received on-the-job education (p = 0.012).

The survey responses also demonstrated that the 
midwives had significantly better knowledge of 
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Table 3　 Education of bereavement care

Total
(n=370)

ART clinics
(n=57)a

Gynecology and
obstetrics

clinics/hospitals
(n=118)b

General
hospitals
(n=195)c

P-value Multiple comparisons

School education
　No 207 (55.9%) 41 (71.9%) 70 (59.3%) 96 (49.2%) 0.004‡ a vs. c<0.01§
　Yes 152 (41.1%) 14 (24.6%) 44 (37.3%) 94 (48.2%)
　　Class 139 (91.4%) 12 (85.7%) 37 (84.1%) 90 (95.7%) 0.001‡ a vs. c,  b vs. c<0.01§
　　Internship 17 (11.2%) 2 (14.3%) 6 (13.6%) 9 (9.6%) 0.692‡
　　Academic lecture 14 (9.2%) 2 (14.3%) 7 (15.9%) 5 (5.3%) 0.099‡
　　Self-study 6 (3.9%) 0 (0%) 4 (9.1%) 2 (2.1%) 0.111‡
　　Other 1 (0.7%) 0 (0%) 0 (0%) 1 (1.1%) 0.737‡
On-the-job education
　No 123 (33.2%) 29 (50.9%) 41 (34.7%) 53 (27.2%) 0.004‡ a vs. c<0.01§
　Yes 237 (64.1%) 27 (47.4%) 74 (62.7%) 136 (69.7%)
　　Clinical practice 165 (69.6%) 15 (55.6%) 54 (73.0%) 96 (70.6%) 0.178‡
　　Seminar 80 (33.8%) 9 (33.3%) 27 (36.5%) 44 (32.4%) 0.219‡
　　　Times of seminar 1 [1-6] 1.5 [1-6] 1 [1-5] 1 [1-6] 0.895†
　　Self-study 65 (27.4%) 5 (18.5%) 22 (29.7%) 38 (27.9%) 0.454‡
　　Other 31 (13.1%) 6 (22.2%) 5 (6.8%) 20 (14.7%) 0.508‡
median [range],  N (%),  †: Kruskal‒Wallis test,  ‡: χ2-test/Fisherʼs exact test,  §: post-hoc test by Bonferroni; a,  ART clinics; b,  
Gynecology and obstetrics clinics/hospitals; c,  General hospitals.



bereavement care compared to the nurses (p = 0.000),  
and the respondents who had received on-the-job edu-
cation had significantly higher bereavement care scores 
(p = 0.000).

The respondents who worked in both inpatient and 
outpatient departments or in only inpatient depart-
ments had a more positive attitude toward bereavement 
care compared to those who worked only in outpatient 
settings (p = 0.012).  Those working in a general hospital 
showed a positive association with attitude (p = 0.043).  
The respondents with midwifery licenses were more 
willing to provide bereavement care compared to those 
with nursing licenses (p = 0.000).  The respondents who 
scored ≥ 9 points in bereavement care knowledge had a 
better attitude toward bereavement care,  and on-the-
job education experience was positively related to the 
attitude toward bereavement care (both p = 0.000).

Discussion

Our survey obtained useful baseline data about the 
knowledge and attitudes of nursing staff toward 

bereavement care for couples with miscarriage or still-
birth experiences.

The respondents’ pregnancy loss and bereavement 
care knowledge. Compared to other investigations,  
our present study revealed a better knowledge of mis-
carriage [14 , 25].  A Flemish study showed that only 
76% of respondents could define miscarriage correctly,  
which was lower than our study’s rate of 93.8% [14].  In 
addition,  our study’s awareness rate for the frequency of 
miscarriage (77.6%) was far higher than those of studies 
conducted in both a general population (28%) and uni-
versity students (20%) [25 , 26].  The differences in rates 
may be attributed to the diverse cultural and educa-
tional backgrounds of the respondents.

However,  the responses to our survey also demon-
strated that deficiencies in the respondents’ under-
standing of RPL and follow-up bereavement care 
remain,  which is similar to other studies conducted 
among obstetrician-gynecologists and general popula-
tion [27 , 28].  This may be due to the lack of recognition 
and support for miscarriage/stillbirth in the sociocul-
tural environment [29].

December 2023 Knowledge/Attitude re: Bereavement Care 583

Table 4　 Attitude toward bereavement care

Total
(n=370)

ART clinics
(n=57)a

Gynecology and
obstetrics

clinics/hospitals
(n=118)b

General
hospitals
(n=195)c

P-value Multiple comparisons

Willingness to provide bereavement care
　Strongly agree 161 (43.5%) 15 (26.3%) 54 (45.8%) 92 (47.2%) 0.056†
　Moderately agree 132 (35.7%) 27 (47.4%) 47 (39.8%) 58 (29.7%)
　Moderately disagree 58 (15.7%) 9 (15.8%) 14 (11.9%) 35 (17.9%)
　Strongly disagree 9 (2.4%) 1 (1.8%) 2 (1.7%) 6 (3.1%)
Bereavement care is effective for wives
　Strongly agree 294 (79.5%) 41 (71.9%) 93 (78.8%) 160 (82.1%) 0.500†
　Moderately agree 72 (19.5%) 14 (24.6%) 25 (21.2%) 33 (16.9%)
　Moderately disagree 1 (0.3%) 0 (0%) 0 (0%) 1 (0.5%)
　Strongly disagree 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Bereavement care is effective for husband
　Strongly agree 258 (69.7%) 38 (66.7%) 78 (66.1%) 142 (72.8%) 0.427‡
　Moderately agree 101 (27.3%) 17 (29.8%) 39 (33.1%) 45 (23.1%)
　Moderately disagree 7 (1.9%) 1 (1.8%) 1 (0.8%) 5 (2.6%)
　Strongly disagree 1 (0.3%) 0 (0%) 0 (0%) 1 (0.5%)
Bereavement care is effective for self
　Strongly agree 125 (33.8%) 17 (29.8%) 41 (34.7%) 67 (34.4%) 0.344†
　Moderately agree 143 (38.6%) 27 (47.4%) 43 (36.4%) 73 (37.4%)
　Moderately disagree 80 (21.6%) 11 (19.3%) 30 (25.4%) 39 (20.0%)
　Strongly disagree 18 (4.9%) 1 (1.8%) 3 (2.5%) 14 (7.2%)
Timing of bereavement care
　From the 1st stillbirth 292 (78.9%) 37 (64.9%) 93 (78.8%) 162 (83.1%) 0.038† a vs. c<0.01§
　From the 1st miscarriage 241 (65.1%) 36 (63.2%) 68 (57.6%) 137 (70.3%) 0.125†
　From the 2nd miscarriage 11 (3.0%) 2 (3.5%) 4 (3.4%) 5 (2.6%) 0.759†
　From the 3rd miscarriage 2 (0.5%) 0 (0%) 0 (0%) 2 (1.0%) 0.660†

median [range],  N (%),  †: Kruskal‒Wallis test,  ‡: χ2-test/Fisherʼs exact test,  §: post-hoc test by Bonferroni;  a,  ART clinics; b,  Gynecology and obstetrics clin-
ics/hospitals; c,  General hospitals.
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The respondents’ bereavement care education.
The finding about bereavement care education is similar 
to previous research that showed that training and edu-
cation in this area were inadequate,  thus creating a 
knowledge gap [21 , 22].  In another investigation,  only 
28% of nurses reported that bereavement care was 
included in their regular educational program,  and this 
rate is notably lower than that indicated by the present 
survey (41.1%) [30].  This may be due to the policies of 
different countries and the importance attached to mis-
carriage/stillbirth.  Our present findings also revealed 
that the rates of both schooling and on-the-job educa-
tional experiences were significantly lower in the nurs-
ing staff at the ART clinics than in the general hospitals,  
which may have occurred because the number of nurs-
ing staff with midwifery licenses and university degrees 
at ART clinics was significantly lower than the numbers 
at the general hospitals,  which could lead to a lower 
level of accessibility for the relevant education.

Factors associated with knowledge. Subjectively,  
being married,  being over 30 years old with more work 
experience,  as well as having experienced a pregnancy 
loss or childbirth can facilitate obtaining more relevant 
information from health professionals and contribute to 
a higher level of knowledge regarding pregnancy loss.  
The reason why nursing staff working in general hospi-
tals have significantly lower knowledge scores about 
pregnancy loss may be because nursing staff in general 
hospitals had less exposure to women with miscarriage 
experiences,  which may have resulted in less relevant 
knowledge.  Moreover,  in Japan,  miscarriage cases are 
typically handled in outpatient departments,  and 
nurses who only work in inpatient departments often 
have limited opportunities to encounter such cases.  As 
a result,  they may lack relevant knowledge.

Another factor associated with knowledge of 
bereavement care in the present study is the possession 
of a midwifery license.  This could be related to the 
efforts in Japan to include bereavement care education 
in midwifery training programs,  as well as the provi-
sion of a series of on-the-job education projects.  These 
initiatives have likely contributed to the increased 
knowledge of bereavement care among midwives [31].  
Another reason may be the staff ’s educational back-
ground.  A larger proportion of the midwives in this 
study had received a university or higher degree,  which 
may have provided them with more educational oppor-
tunities to gain relevant knowledge.

Our respondents’ replies indicate that the provision 
of on-the-job education can effectively increase one’s 
knowledge of both pregnancy loss and bereavement 
care,  and this finding is consistent with previous studies 
[14 , 32].  This result may have occurred because tar-
geted education and training facilitate the transfer of 
and access to information for nursing staff [16 , 33].

Attitude toward bereavement care. Most of the 
present respondents had positive attitudes toward pro-
viding bereavement care,  believing it was effective for 
couples with miscarriage/stillbirth as well as for them-
selves,  and this finding is consistent with earlier reports 
[6 , 24].  This may be because providing bereavement 
care is generally considered a valuable aspect of mid-
wives’ work in Japan,  seen as a way to demonstrate 
respect to the mother and baby [33].

Factors associated with attitude. The survey 
results indicated that work-related factors are correlated 
with the willingness to provide bereavement care; this 
finding is also consistent with prior studies [19 , 34].  
Working in both outpatient and inpatient settings or 
only in an inpatient setting may provide more opportu-
nities to be in contact with parents who come to an 
outpatient department to see a physician or stay in the 
hospital due to stillbirth or miscarriage.  Nurses work-
ing in both outpatient and inpatient settings or only in 
an outpatient setting may experience the parents’ grief 
more deeply,  and they may thus be more willing to pro-
vide relevant care.  In comparison to the ART clinics,  
the nursing staff working in general hospitals seemed 
more willing to provide bereavement care,  perhaps due 
to the different types of patients being treated and the 
job responsibilities required by the hospitals.

Other important factors influencing the respon-
dents’ attitudes were educational background and 
resources.  This may be because nursing staff with more 
work experience and educational experience are more 
knowledgeable about women’s suffering and are more 
able to acknowledge couples’ pain and loss.  
Bereavement care is very emotionally demanding and 
complex,  requiring a significant amount of expertise 
and communication skills; when they gain sufficient 
knowledge and skills,  nursing staff can be confident in 
their support of parents who are coping with a stillbirth 
or miscarriage [15 , 35].

We speculated that the reason why the midwives 
appear to be more willing than the nurses to provide 
bereavement care may be due to their role as the pri-
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mary witnesses throughout the birthing process and 
their responsibility for the discharge of the parent and 
infant.  This makes it easier for them to establish a 
deeper connection with the mother and child [36].  The 
midwives who responded to our survey also had greater 
knowledge and more educational experiences and were 
thus more confident in providing appropriate care.

Our findings indicate that education has a significant 
impact on both the knowledge and the attitudes of the 
nursing staff.  Education addressing pregnancy loss and 
bereavement care should be integrated into the formal 
nursing curriculum,  clinical placements,  and academic 
discussions.  Guidance from experienced nursing staff 
has been recommended [37].  Innovative learning 
methods such as classroom theory sessions,  reflective 
exercises,  debriefings,  group work,  and seminars 
should be utilized [38 , 39].  Training programs should 
specifically focus on RPL,  follow-up support for cou-
ples,  and similar relevant topics.

Our study has several limitations.  The convenience 
sampling approach might have led to potentially biased 
estimates.  Representatives of most institution leaders 
who agreed to cooperate may have been interested in 
this topic,  potentially introducing a response bias.  The 
study was conducted at medical institutions in the 
Chugoku and Shikoku regions of Japan,  it may poten-
tially impact the generalizability of the findings.  The use 
of only quantitative data means that causal relationships 
cannot be inferred.  In addition,  while this study iden-
tified some factors that could be used to predict the 
knowledge of and attitude toward bereavement care,  it 
is difficult to identify additional factors that may be 
unique to this particular care and population.  Lastly,  
some measures tended to be subjective as the surveys 
were self-completed.  Future research should test these 
findings on a large scale across multiple centers.  
Qualitative studies are also desirable,  to broaden our 
understanding of bereavement care and design possible 
interventions.

In conclusion,  the results of this study highlight the 
insufficient knowledge about RPL and follow-up 
bereavement care among nursing staff in Japanese insti-
tutions.  Our findings emphasize the limitations sur-
rounding the availability of educational and training 
resources in this context.  Despite these challenges,  the 
overall attitude of nursing staff toward providing 
bereavement care for couples with miscarriage/stillbirth 
is positive.  Our results also indicate that variables of 

demographics,  occupation,  education,  and gestation 
are associated with nursing staff ’s knowledge and atti-
tudes.  It is crucial to provide comprehensive training 
and support to early career members of nursing staff 
without midwifery licenses in order to enable them to 
deliver effective bereavement care.
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