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Abstract

Objective: The highest burden of stillbirth occurs in sub-Saharan African countries, where 

cultural norms, religious beliefs and community understandings of stillbirth can significantly 

influence how the community may understand stillbirth, as well as how mothers grieve. 

Through four research questions, this study aimed to explore how culture impacts mothers’ 

grief experiences after stillbirth.

Methods: A systematic review and meta-synthesis was conducted using a meta-aggregative 

approach to create synthesised findings. Five databases were searched from inception until 

January 2023, with eligible studies appraised for quality using the QualSyst Quality 

Assessment Checklist.

Results: Sixteen studies contributed to the four final synthesised findings: (i) after stillbirth, 

most mothers endure a complex and overwhelming emotional experience that encompasses 

blame, guilt, relationship impacts and long-term coping efforts including hope and gratitude; 

(ii) stillborn babies are often not recognised as human by communities, with mothers finding 

it difficult to understand their stillbirth, attributing it to religious or spiritual explanations; 

(iii) cultural and societal norms place high value on motherhood, with mothers questioning 

their identity and pressured to internalise their emotions; and (iv) mothers want accurate and 

timely information, consistent hospital care, opportunities for memory-making and support 

from family and community.

Conclusion: This meta-synthesis emphasises the need for guidelines to ensure appropriate 

and supportive care is provided to mothers in sub-Saharan Africa following stillbirth. 

Additional research across sub-Saharan Africa is required to understand the nuances in 

various cultural norms and religious beliefs regarding stillbirth and how this impacts 

mothers’ grief experiences. Effective guidelines would consider these nuances and address 

the impact of cultural/societal norms on support provided.



6

Background

The loss of a baby due to stillbirth is a devasting and overwhelming experience for 

families. The World Health Organisation (2023) classifies stillbirth as a baby who dies after 

28 weeks of pregnancy, before or during birth. More than 5400 stillbirths occur daily 

worldwide (Kwesiga et al., 2022). The highest number of stillbirths occur in sub-Saharan 

African countries, with approximately 28.3 stillbirths per 1000 births (most of which are in 

low-income sub-Saharan African countries), compared to 3.1 stillbirths per 1000 births in 

high-income countries (Kwesiga et al., 2022). However, these figures likely underestimate 

the number of stillbirths occurring in sub-Saharan Africa since research suggests stillbirth is 

under-reported in this region due to differing community definitions of stillbirth, cultural 

stigma regarding pregnancy loss, and inadequate reporting systems (Baffour-Awua & 

Richter, 2020; Bedwell et al., 2021; Haws et al., 2010).

Research in high-income countries demonstrates that after losing a baby to stillbirth, 

mothers experience a range of emotions, including shock, anger, guilt and pain (Bakhbakhi et 

al., 2017). Such outcomes are evident across stillbirth research, with multiple systematic 

reviews discussing various subsequent psychological issues for mothers, most commonly 

depression (Burden et al., 2016; Ellis et al., 2016). Additionally, grief can be complex and 

long-lasting, with many mothers experiencing disenfranchised grief, defined as grief that is 

not publicly acknowledged or socially supported (Flenady et al., 2014; Lang et al., 2011). 

Lack of legitimisation of grief and incongruent grieving styles with partners reported across 

the literature can significantly impact familial relationships (Burden et al., 2016; Ellis et al., 

2016). Given these various impacts, stillbirth is considered a life-changing event that can 

represent the loss of an imagined future for some mothers, impacting their sense of self and 

further complicating their grief experience (Burden et al., 2016). As a result of research and 

sustained funding, in most high-income countries specific guidelines for compassionate 
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bereavement care are a standard part of healthcare providers’ post-stillbirth practice (Kuti & 

Ilesanmi, 2011).

However, literature on stillbirth in sub-Saharan Africa commonly describes cultural 

norms and religious/spiritual beliefs that suggest the grieving for a stillborn baby is not part 

of standard cultural practice. This includes a belief that stillbirth may result from ‘wicked 

spirits’ (Adeyemi et al., 2008, p. 1463), as well as ongoing stigma more generally (Adeyemi 

et al., 2008; Bogee et al., 2023; Shakespeare et al., 2019). Research has also found that 

mothers from sub-Saharan Africa frequently experience blame for pregnancy losses and are 

subjected to social exclusion and gossip (Bogee et al., 2023). Across cultural/religious 

communities and countries, more generally, mothers are discouraged from openly speaking 

about their grief after stillbirth due to potential blame and fear, including that discussing their 

experience will lead to infertility in the future (Haws et al., 2010; Shakespeare et al., 2019). 

In the face of these views and beliefs, mothers from much of Sub-Saharan Africa are instead 

expected to internalise their emotions and or rely on their religion or spirituality to cope with 

their grief (Kwesiga et al., 2022). 

Despite the high incidence of stillbirth in sub-Saharan Africa, limited options for 

bereavement care are available for families (Bogee et al., 2023). Mothers require support 

from close relatives such as partners, children and extended family (Kwesiga et al., 2022), 

but this may be limited due to issues such as stigma as highlighted above. Health 

professionals also play a key role, as compassionate care in the hours after a stillbirth is 

critical in minimising trauma for mothers (Mills et al., 2022). However, research regarding 

stillbirth in lower- and middle-income countries reports that healthcare professionals do not 

always recognise mothers’ grief and/or there may be limited facilities to provide this support 

to women (Shakespeare et al., 2019). There is also limited evidence of social or bereavement 
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support groups where families can share their emotions, with cultural norms discouraging 

mothers from displays of emotion (Kwesiga et al., 2022).

The risk and intensity of mothers’ psychological problems after stillbirth depends on 

their medical/mental condition, support provided by family and friends, and access to 

appropriate bereavement care (Bogee et al., 2023; Kuti & Ilesanmi, 2011). A substantial 

evidence base is required to further understand the complex, inter-related experiences of 

mothers from sub-Saharan Africa who have experienced a stillbirth, including the factors that 

may affect their grief and ongoing psychological wellbeing (Shakespeare et al., 2019). This 

systematic review and meta-synthesis aims to explore the impact of culture on grief 

experiences after stillbirth for mothers living in sub-Saharan Africa, through the following 

research questions: (i) How do mothers living in sub-Saharan Africa experience grief after 

stillbirth?; (ii) What explanations are used by mothers to make sense of stillbirth?; (iii) What 

cultural/religious norms and/or community understandings of stillbirth influence how 

mothers grieve after stillbirth?; (iv) What supports do mothers desire following stillbirth?

Methods
Design

This systematic review and meta-synthesis employed a meta-aggregative approach. It 

followed an a priori protocol, pre-registered with PROSPERO (ID: CRD42023431874) 

Preferred Reporting Items for Systematic Reviews and Meta-analyses guidelines (PRISMA; 

Page et al., 2020) guided searches and the Enhancing Transparency in Reporting the 

Synthesis of Qualitative Research (ENTREQ; Tong et al., 2012) guidelines informed the 

reporting of findings. An inductive approach was used to generate categories and sub-

categories and synthesised findings from data extracted from the included studies. Using a 

meta-aggregative approach allows for the creation of generalisable statements in the form of 

synthesised findings and recommendations to guide policymakers and practitioners 



9

(Lockwood et al., 2015). Ethics approval was not required as the study utilised pre-existing 

data from published qualitative studies.

Search Strategy and Data Collection

Five online databases (CINAHL, Embase, PsycInfo, PubMed and Web of Science) 

were searched from database inception to January 2023 for qualitative studies that examined 

sub-Saharan African mothers’ grief experiences after stillbirth. The search terms were 

adapted to each database’s indexing system and were refined by a research librarian to 

maximise accuracy. Searches included terms such as ‘stillbirth’, ‘perinatal death’, ‘sub-

Saharan Africa’, ‘qualitative’, and other suitable variations of these terms (see Supplementary 

Table 1). Alerts were generated for each database to ensure that any studies published after 

the initial search could be considered for inclusion. Additionally, the reference lists of 

included articles were manually searched, and citation searching was conducted using Scopus 

to locate any relevant studies not discovered in the database searches. Identified records were 

imported into EndNote for screening. 

Selection Criteria

Studies were included if they: (i) investigated Sub-Saharan African mothers’ 

experiences of grief after stillbirth (studies that reported multiple forms of perinatal loss were 

eligible provided stillbirth data was reported separately and in sufficient detail to extract), (ii) 

presented qualitative data (mixed methods papers were eligible if qualitative data was 

reported separately and in sufficient detail to extract), and (iii) were published in English in a 

peer-reviewed journal. Studies were excluded if they (i) reported only quantitative data, (ii) 

were not published in English in a peer-reviewed journal, (iii) did not report primary data 

(e.g., editorials, opinion pieces, book reviews), (iv) did not report full data (e.g., conference 

abstracts, brief reports), (v) exclusively examined other forms of perinatal loss (i.e., 

miscarriage, neonatal death), (vi) examined grief among mothers who experienced stillbirth 
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in other geographic locations (i.e., not Sub-Saharan Africa), or (vii) examined non-grief 

related aspects of stillbirth.

Quality Appraisal

The Qualsyst Quality Assessment Checklist (13) was used to evaluate the quality of 

the eligible studies across 10 criteria (Kmet et al., 2004). Each study was appraised for 

quality with a full score (2 points), a partial score (1 point) or no score (0 points) allocated to 

each criterion. A summary score (sum of individual scores divided by a total possible score 

of 20) was calculated for each study, with higher scores indicating a higher quality paper. The 

first and third authors independently appraised a random sample of included studies, with all 

studies receiving the same scores for each criterion from both authors. The first author then 

independently appraised the remaining articles. Kmet et al. (2004) provide two options for 

cut-off scores: .55 as liberal and .75 as conservative. The conservative cut-off score was 

chosen to ensure that only high-quality papers were included in this review.

Data Extraction and Synthesis

Data were extracted from eligible studies and recorded on a study-specific data 

extraction sheet. Data extracted from each study included (i) study characteristics (e.g., 

region, data collection and analysis methods), (ii) participant characteristics (e.g., age, 

relationship status, education), (iii) stillbirth characteristics (e.g., type of stillbirth, number of 

stillbirths, time since stillbirth, previous births) and (iv) cultural characteristics of the 

country/countries where the research took place (e.g., main religion(s) and cultural group(s)). 

Findings from the qualitative studies were extracted verbatim in the form of categories or 

themes. Similar findings were grouped into categories and further combined to create 

synthesised findings that addressed the research aims. The author and the research 

supervisors reviewed, refined and agreed upon the synthesised findings.



11

Reflexivity

Self-reflexivity in qualitative research has been highlighted to show awareness of the 

ways in which the researcher’s identity may impact the research (Tracy, 2010). The author is 

a young female without personal experience of pregnancy loss or stillbirth. They do not live 

in sub-Saharan Africa or a low- or middle-income country. All researchers examined the 

verbatim findings extracted from included articles to minimise potential biases before 

generating synthesised findings. The author and research supervisors checked the synthesised 

findings against the original data to minimise misinterpretation, and all agreed on the final 

synthesised findings.

Results
Study Selection

The initial search yielded 2,233 records (see Figure 1). After removing 1,203 

duplicates, the titles and abstracts of 1030 records were screened. The first and second 

authors co-screened the titles and abstracts of 10% of the records, achieving high inter-rater 

reliability. The first author independently screened the titles and abstracts of the remaining 

records, with 158 records progressing to full-text screening. During full-text screening, 

authors of 11 studies that focused on multiple types of pregnancy loss and/or multiple family 

members’ perspectives were emailed to identify findings specific to mothers’ experiences of 

stillbirth. Five authors responded, with two studies included. The remaining three articles for 

which replies were received, and the six articles where authors did not reply were excluded. 

After full-text screening, 16 articles remained eligible for inclusion. An additional six records 

were identified through the reference lists and citation searching of these 16 articles. The full-

texts of the six records were screened, and five articles were excluded, with one author 

emailed to identify findings specific to mothers’ experiences of stillbirth. No reply was 

received so this article was also excluded. All 16 of the included articles met the Qualsyst 

(Kmet et al., 2004) conservative cut-off score of .75 and were included in the meta-synthesis.





13

Study Characteristics

Table 1 summarises the key characteristics of the 16 included studies. The studies 

were published between 2001 and 2022, with most published in 2022 (Nstudies = 7). 

Qualitative data was collected primarily through interviews, with only two exceptions of 

focus groups. A range of approaches were used for data analysis across the included studies, 

with thematic analysis (Nstudies = 6) and comparative analysis (Nstudies = 2) most commonly 

utilised.

Reporting Quality of Included Studies

Figure 2 summarises the reporting quality of included studies, assessed using the 

Qualsyst Quality Assessment Checklist (Kmet et al., 2004; refer to Supplementary Table 2 

for detailed criterion scores for each included study). All included studies had a clear 

question/objective, specified study design, comprehensive theoretical framework, a 

description of data collection methods and conclusions that were drawn from findings (Items 

1, 2, 4, 6 and 9; 100% fulfilled). Most studies also provided a clear description of the study 

context (Item 3; 97% fulfilled) and analysis methods (Item 7; 97% fulfilled) and stated at 

least one verification procedure (Item 8; 94% fulfilled). However, only some studies met 

criteria for sampling strategy (Item 5; 88% fulfilled) and few satisfied reflexivity (Item 9; 

22% fulfilled).

Participant Characteristics

The sample comprised 281 mothers who had experienced a stillbirth (Nstudies = 12; 

four studies shared the same sample). Participants were aged 17-54 (Nstudies = 11; Nparticipants = 

199 participants), with a mean age of 29.44 years (SD =7.67; Nstudies = 8; Nparticipants = 172).
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Table 1.

Characteristics of Included Studies

Lead 

Author

(Year)

Country Sample 

Size

Recruitment Strategy Data Collection Data Analysis Quality 

Score

Arach 

(2022)

Uganda 14 Home visits to potential participants, identified from a 

previous trial, health facilities records and community 

leaders

Semi-structured 

interviews

Content thematic 

analysis

.95

Ayebare 

(2021)

Uganda; 

Kenya

75 Healthcare workers across five facilities provided 

consent from participants to be contacted by researchers

Semi-structured 

interviews

Descriptive 

thematic analysis

.90

Bedwell 

(2023)

Malawi; 

Tanzania; 

Zambia

33 Midwives and doctors in postnatal wards provided 

consent from participants to be contacted by researchers

Interviews Comparative 

analysis

.90

Corbet-

Owen 

(2001)

South 

Africa

3 Contacted participants of a larger qualitative study Interviews Constructionist 

grounded theory 

techniques

.90

Danna 

(2023)

Malawi; 

Tanzania; 

Zambia

33 Midwives and doctors in postnatal wards provided 

consent from participants to be contacted by researchers

Semi-structured 

interviews

Comparative 

analysis

1.0
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Jimoh 

(2022)

South 

Africa

30 Mothers who delivered stillborn babies at Steve Biko 

Academic Hospital were invited to participate

Semi-structured 

interviews

Colaizzi’s 

phenomenological 

analysis

.85

Kiguli 

(2015)

Uganda 14 Hospital maternity ward register and through village 

community leaders

Interviews Content analysis .90

Lappeman 

(2022)

South 

Africa

10 Hospital records Interviews Free Association 

Narrative Interview 

method

.85

Mills 

(2020)

Kenya; 

Uganda

75 Healthcare workers across five facilities provided 

consent from participants to be contacted by researchers

Interviews Van Manen’s 

reflexive approach

.90

Milton 

(2021)

Nigeria 16 Phone calls to participants of a wider feasibility study Focus groups Thematic analysis .95

Noge 

(2020)

South 

Africa

36 Phone calls and home visits to potential participants 

identified from hospital birth registers

Unstructured 

interviews

Wittmann Price’s 

Emancipatory 

Decision Making 

conceptual 

framework

.85

Osman 

(2016)

Somalia 10 Traditional Birth Attendants across eight villages 

facilitated researcher contact with participants

Interviews Giorgi’s method of 

phenomenological 

description

.90
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Popoola 

(2021)

Nigeria 20 Snowball sampling through social and professional 

networks of the researcher 

Semi-structured 

interviews

Thematic analysis .85

Popoola 

(2022a)

Nigeria 20 Snowball sampling through social and professional 

networks of the researcher

Semi-structured 

interviews; 

focus group

Alexandersson .90

Popoola 

(2022b)

Nigeria 20 Snowball sampling through social and professional 

networks of the researcher

Semi-structured 

interviews

Thematic analysis .85

Simawaka 

(2014)

Malawi 20 Hospital perinatal loss records used to identify potential 

participants, then snowball sampling

Semi-structured 

interviews

Thematic analysis .90

Note. Multiple studies included mothers who did not experience a stillbirth, fathers and other family members as participants (Arach et al., 2022; 

Ayebare et al., 2021; Bedwell et al., 2023; Corbet-Owen & Kruger, 2001; Kiguli et al., 2015; Mills et al., 2020; Milton et al., 2021; Noge et al., 

2020; Simwaka et al., 2014). For these studies, only participants who were mothers who had experienced a stillbirth are reported in the sample 

size. 
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Forty-one participants had experienced a stillbirth in their first pregnancy (14.59%; Nstudies = 

7). Time since stillbirth ranged from six months to four years (Nstudies=7 studies), with one 

study interviewing women as early as one month after stillbirth and another interviewing 

participants as late as 26 years after stillbirth.

Synthesised Findings

Using a meta-aggregative approach, 58 findings extracted from the included studies 

were combined to create four synthesised findings related to the research questions (See 

Table 3). Findings on mothers’ experiences of grief were described in four categories: (i) 

Immediate emotions experienced after stillbirth are complex and overwhelming; (ii) Mothers 

often experienced blame and guilt; (iii) Relationships were significantly impacted after birth; 

(iv) Long-term coping with stillbirth included hope and gratitude for life. Findings 

concerning how mothers explain their stillbirth were covered by three categories: (i) Stillborn 

babies were considered a “thing”; (ii) Although common in the community, mothers found it 

difficult to make sense of the stillbirth; (iii) Stillbirth was interpreted to be a part of “God’s 

plan” or “witchcraft”. Two categories summarised findings for the influence of 

cultural/religious norms and community understandings of stillbirth on mothers’ grief: (i) 

High value placed on motherhood by the community results in mothers questioning their own 

identity after stillbirth; (ii) Mothers are pressured to internalise grief and suppress their 

emotions. Finally, four categories described findings regarding the support desired by 

mothers after stillbirth: (i) To be informed of the stillbirth, without delays or misinformation; 

(ii) Hospital care that is consistent in quality with the care provided to mothers who have had 

live births; (iii) Opportunities to make memories with the stillborn baby; (iv) Support and 

connection from family/community members is critical for coping.
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Table 3.

Synthesised Findings and Categories Relating to Research Questions

Sub-Saharan African Women’s Experiences of Grief after Stillbirth: After stillbirth, most mothers endure a complex and 

overwhelming emotional experience that encompasses blame, guilt, relationship impacts and long-term coping efforts including hope 

and gratitude

 Immediate emotions experienced after stillbirth are complex and overwhelming

 Mothers often experienced blame and guilt

 Relationships were significantly impacted after stillbirth

 Long-term coping with stillbirth included hope and gratitude for life

Mothers Explanations of Stillbirth: Stillborn babies are often not recognised as human by communities, with mothers finding it 

difficult to understand their stillbirth, attributing it to religious or spiritual explanations

 Stillborn babies were considered a “thing”

 Although common in the community, mothers found it difficult to make sense of the stillbirth

 Stillbirth was interpreted to be a part of “God’s plan” or “witchcraft”
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The Role of Cultural/Religious Norms and/or Community Understandings of Stillbirth in How Mothers Grieve after Stillbirth: 

Cultural and societal norms place high value on motherhood, with mothers questioning their identity and pressured to internalise 

their emotions

 High value placed on motherhood by the community results in mothers questioning their identity after stillbirth

 Mothers are pressured to internalise grief and supress their emotions

Supports Mothers Desire After Stillbirth: Mothers want accurate and timely information, consistent hospital care, opportunities for 

memory-making and support from family and community

 To be informed of the stillbirth, without delays or misinformation

 Hospital care that is consistent in quality with the care provided to mothers who have had live births

 Opportunities to make memories with the stillborn baby

 Support and connection from family/community members is critical for coping
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Mothers’ Experiences of Grief After Stillbirth

The meta-synthesis of mothers’ experiences of grief after stillbirth was developed 

from 11 studies, grouped into four categories (Table 3), to provide the overall synthesised 

finding: ‘After stillbirth, most mothers endure a complex and overwhelming emotional 

experience that encompasses blame, guilt, relationship impacts and long-term coping efforts 

including hope and gratitude’.

Mothers experienced complex emotions after stillbirth (Danna et al., 2023; Osman et 

al., 2016; Popoola et al., 2022b). Despite the commonality of stillbirth in sub-Saharan Africa, 

many mothers described feeling shocked and unprepared (Danna et al., 2023; Mills et al., 

2020; Osman et al., 2016; Popoola et al., 2022b); as highlighted by one woman who stated 

that she “couldn’t believe [her] ears when they [nurses] said [her] baby had died…it made 

no sense” (Popoola et al., 2022b, p.9) and by other mothers who reported that they only 

believed that their baby had died after they saw their baby’s body (Danna et al., 2023). 

Mothers also reported feeling completely “heartbroken” (Corbet-Owen & Kruger, 2001, 

p.417) after stillbirth or and/or interpreted their reaction as pain; as one woman described: 

“the pain of stillbirth is not a physical pain that can be managed with just medical treatment, 

the pain is deep within the soul” (Popoola et al., 2022b, p.7). Heartbreak and pain were 

reported across multiple studies (Danna et al., 2023; Jimoh et al., 2022; Osman et al., 2016; 

Simwaka et al., 2014), with experiences of pain also attributed to the sudden nature of 

stillbirth and lack of information regarding the cause (Popoola et al., 2022b). Overall, women 

expressed sadness and devastation (Corbet-Owen & Kruger, 2001; Danna et al., 2023; 

Popoola et al., 2022b; Simwaka et al., 2014) and feeling as though they “had worked for 

nothing” (Simwaka et al., 2014, p.9) and were “going home empty-handed” (Danna et al., 

2023, p. 29). Where this was explored in the studies, women’s emotions regarding their 



22

stillbirth lasted a long time (Popoola et al., 2022b; Simwaka et al., 2014), with one woman 

sharing that she “went home most days with a heavy heart” (Popoola et al., 2022b, p.8).

In addition to the emotional experiences described above, the mothers in the included 

studies commonly reported experiencing blame and guilt (Arach et al., 2022; Jimoh et al., 

2022; Milton et al., 2021; Popoola et al., 2022b; Simwaka et al., 2014), either from 

themselves, their more immediate families or broader communities (Jimoh et al., 2022). At 

times, mothers also blamed external factors such as their husbands’ promiscuity or delays in 

healthcare provision (Milton et al., 2021; Simwaka et al., 2014). Instances of self-blame were 

described across studies, with mothers lamenting whether or not their baby would have 

survived had they made different choices (Arach et al., 2022; Jimoh et al., 2022; Popoola et 

al., 2022b). Some mothers attributed their loss to not having engaged healthcare support 

earlier, as reported by one mother: “I regret that if I had been taken to a health centre that 

very night the labour pain had just started, perhaps it couldn’t have happened that way” 

(Arach et al., 2022, p.7). Members of the mothers’ families and communities also examined 

mothers’ choices before the stillbirth (Arach et al., 2022; Jimoh et al., 2022; Milton et al., 

2021). In some cases, mothers expressed being blamed for not seeking “enough” healthcare; 

however, in other cases, women were also being blamed for seeking “too much” healthcare: 

“They [husband’s relatives] would mock me, saying I go to the hospital for the smallest 

sicknesses. When I gave birth to my first baby, it was stillborn. They blamed it on my frequent 

hospital visits” (Milton et al., 2021, p.8). 

Women experienced significant impacts on their close relationships after stillbirth 

(Mills et al., 2020; Milton et al., 2021; Noge et al., 2020; Popoola et al., 2021). Mothers in 

several studies reported abandonment or feared abandonment by their partners (Mills et al., 

2020; Milton et al., 2021; Popoola et al., 2022b). Multiple mothers experienced family and 

community members advising their husbands to leave them after their stillbirth: “you hear 
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people’s words, telling even your husband to just leave you and get another wife” (Arach et 

al., 2022, p.7) with husbands encouraged to find another wife “that will give birth to live 

babies” (Milton et al., 2021, p.7). This advice, coupled with gossip, blame and insensitive 

comments, created distrust for mothers, leading them to distance themselves from others, 

often leading to loneliness (Popoola et al., 2021; Simwaka et al., 2014). In contrast, where 

close family members and friends provided emotional support, mothers reported that their 

relationships were strengthened (Popoola et al., 2021).

Long-term coping after stillbirth was evident through reports of hope for the future 

and gratitude for life, both of which often had cultural/religious drivers (Mills et al., 2020; 

Osman et al., 2016; Popoola et al., 2022b). Mothers reported maintaining a sense of hope for 

a live birth in the future, with some mothers indicating that this would occur by God’s will: 

“I cope by reminding myself that I already lost another baby…I should not worry…God will 

give me more children if I want” (Mills et al., 2020, p.106). Mothers also expressed gratitude 

for surviving childbirth themselves (Osman et al., 2016; Popoola et al., 2021), and again 

some mothers believed their survival was God’s will (Osman et al., 2016; Popoola et al., 

2022b), with one mother stating: “I could have died with the baby if not for God’s mercy…I 

considered myself lucky to be alive” (Popoola et al., 2022b, p.10). Those who saw, touched 

or held their babies viewed these memories positively (Osman et al., 2016). 

Mothers’ Explanations of Stillbirth

The meta-synthesis of mothers’ understandings of stillbirth was derived from eight 

studies, grouped into three categories (Table 3) to produce the overall synthesised finding: 

‘Stillborn babies are often not recognised as human by communities, with mothers finding it 

difficult to understand their stillbirth, attributing it to religious or spiritual explanations’.

Multiple studies compared community perceptions of a stillborn baby with 

community perceptions of a live-born baby (Ayebare et al., 2021; Bedwell et al., 2023; 
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Kiguli et al., 2015; Popoola et al., 2022a), with stillborn babies referred to as “a thing” 

(Kiguli et al., 2015, p.3). One mother shared: “One who has cried is a human while the 

stillbirth isn’t regarded as a human since they haven’t heard its cry” (Ayebare et al., 2021, 

p.5). Naming the baby was described to be uncommon (Ayebare et al., 2021), with no 

included studies indicating a practice of naming stillborn babies. Hesitance to assign a name 

was also explained by the practice of passing down familial names and the belief that 

assigning these to a dead baby would bring “bad luck to the whole family” (Ayebare et al., 

2021, p.5). Similarly, mothers were often excluded from burials or funerals for their babies 

(Kiguli et al., 2015) due to the belief that “if the mother buries their baby, she will never 

conceive again in her life” (Ayebare et al., 2021, p.6). 

Despite stillbirth being common in the community, mothers found it difficult to make 

sense of their stillbirth (Jimoh et al., 2022; Kiguli et al., 2015; Popoola et al., 2022a). Mothers 

reported knowing about family members who had experienced a stillbirth, with some 

believing that a woman would be lucky to have a live birth in her first pregnancy due to the 

prevalence of stillbirth in the community (Kiguli et al., 2015; Popoola et al., 2022a). In trying 

to make sense of their stillbirth, women sought to understand the causes both more generally 

as well as those that specifically applied to them (Arach et al., 2022; Jimoh et al., 2022; 

Kiguli et al., 2015; Popoola et al., 2022a). Some mothers considered factors such as delays in 

accessing healthcare, financial barriers and maternal infections (Kiguli et al., 2015; Popoola 

et al., 2022a). Others considered that the loss of their baby may be a direct consequence of 

going against religious or cultural practices, as articulated by one mother: “The more I think 

about it, the more I think there is a spiritual dimension to the loss…in my mind it is not 

natural for a baby to die the day he was supposed to be born” (Popoola et al., 2022a; p.6). 

The cause of stillbirth was sometimes challenging for mothers to comprehend as they found it 

difficult to understand the information given by healthcare providers despite frequently 
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seeking clarification (Jimoh et al., 2022). The fourth synthesised finding below further 

describes communication barriers with healthcare providers. When mothers could understand 

and make meaning of their loss, this was seen as helpful in coping with the grief of stillbirth 

(Corbet-Owen & Kruger, 2001).

Mothers often interpreted stillbirth as either witchcraft or a part of God’s plan 

(Ayebare et al., 2021; Jimoh et al., 2022; Kiguli et al., 2015; Popoola et al., 2022a; Simwaka 

et al., 2014). When considering spiritual and social causes of stillbirth, some mothers 

expressed doubt: “I convinced myself that God allowed it, but it was also possible that my 

husband’s first wife was responsible for it. She never liked me and could have bewitched the 

pregnancy…but I still believed the baby would not have died if God has not permitted it” 

(Popoola et al., 2022a, p.7). Witchcraft was particularly emphasised by mothers in 

polygamous relationships: “If I had known of my co-wife’s witchcraft, then I would have 

consulted with doctors and saved my baby” (Kiguli et al., 2015, p.5). Mothers also attributed 

their stillbirths to witchcraft in cases where family members had evil intentions or had been 

possessed by evil spirits (Ayebare et al., 2021; Simwaka et al., 2014). Some mothers 

experienced gossiping among community members regarding witchcraft causing their 

stillbirth, exacerbating mothers’ experience of isolation (Ayebare et al., 2021). Many studies 

described the belief that stillbirth was an event allowed by God (Ayebare et al., 2021; Jimoh 

et al., 2022; Popoola et al., 2022a; Simwaka et al., 2014), with religious perspectives 

sometimes provided by healthcare providers when providing support to parents immediately 

after the death of a baby (Ayebare et al., 2021). Mothers described feelings of gratitude to 

God that they had survived and that “God is good all the time” (Jimoh et al., 2022, p.18). 

Another mother expressed: “In the first place the pregnancy does not belong to me, it is 

God’s. When he decided to take the baby back, I cannot question him…he knows the best” 

(Popoola et al., 2022a, p.7). However, not all mothers sought comfort from the idea that the 
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baby’s death was out of their control, with some questioning God’s choice: “…am I really 

the one who gives birth to children and they die? What did I do to you God?” (Ayebare et al., 

2021, p.7).

The Role of Cultural and Societal Norms in Grief Expression

The meta-synthesis of cultural/religious norms and community understandings of 

stillbirth that influence how mothers grieve was derived from nine studies, grouped into two 

categories (Table 3), to produce the overall synthesised finding: ‘Cultural and societal norms 

place high value on motherhood, with mothers questioning their identity and pressured to 

internalise their emotions’.

Multiple studies emphasised the high value placed on motherhood by communities in 

sub-Saharan Africa (Corbet-Owen & Kruger, 2001; Kiguli et al., 2015; Mills et al., 2020; 

Popoola et al., 2021), with pregnancy considered a marker of a successful person and a good 

wife (Corbet-Owen & Kruger, 2001; Kiguli et al., 2015; Popoola et al., 2021). Women’s 

ability to mother a baby was linked to status in their communities, power in their 

relationships, and formed a significant part of their identities (Corbet-Owen & Kruger, 2001; 

Mills et al., 2020), with one mother stating that “every woman’s happiness is giving birth” 

(Kiguli et al., 2015, p.5). Within this cultural and social environment, mothers who had 

experienced stillbirth noted the opposite experience. They were considered weak, inadequate 

and “like a waste” (Corbet-Owen & Kruger, 2001, p.417). Given this key role of having 

children for women within many of the communities and cultures of Sub-Saharan Africa, 

studies reported that stillbirth altered the stability of women’s lives, with mothers of stillborn 

babies often questioning their worth and why they had to experience this level of suffering 

(Corbet-Owen & Kruger, 2001; Kiguli et al., 2015; Mills et al., 2020; Osman et al., 2016).

Shame was also an emotion commonly reported by mothers, as community members 

– including family - ridiculed them, further exacerbating their trauma (Kiguli et al., 2015; 
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Milton et al., 2021; Popoola et al., 2021). One woman described her experience with her 

husband: “these days he has few words…when he speaks to me, he always finds a way to say 

something like ‘you are not like other women. I feed you, you keep well yet there is no baby in 

this house’…it hurt’s so much” (Mills et al., 2020, p.106). In some communities, women who 

experienced multiple stillbirths were considered cursed and a bad omen (Kiguli et al., 2015). 

Many mothers felt they had done something wrong: “whenever I saw someone who was 

pregnant…I always tried to scurry away as if I had done something wrong…I felt like I had 

some impediments that I needed to be ashamed of” (Popoola et al., 2021, p.5). One mother 

likened the social shame of stillbirth to the shame experienced by an ex-convict: “what pride 

does an ex-convict have to raise shoulders in the community?” (Popoola et al., 2021, p.5). 

Mothers in sub-Saharan Africa expressed being pressured to internalise their grief and 

suppress their emotions after stillbirth (Danna et al., 2023; Osman et al., 2016; Popoola et al., 

2022a). Some communities and cultures expected mothers to contain their emotions due to 

beliefs that if a mother cried for her stillborn baby, the spirit of her stillborn baby could 

prevent her from conceiving again (Ayebare et al., 2021; Danna et al., 2023). However, 

women who internalised their grief reported struggling alone: “when everyone left and I was 

by myself, I cried” (Popoola et al., 2022a, p.8). Another woman described the difficulties she 

experienced being trapped between competing expectations about expressing her grief in the 

community:

“…on the one hand, you cannot move on too quickly because people expect a 

lengthy and genuine portrayal of soberness from you…your conduct should 

convince people that the loss truly and deeply pained you. On the other hand, 

you also cannot dwell on it for too long because people expect you to be 

grateful for your own life…so, grieving a stillborn child is like a performance; 

the timing of your re-entrance into the society, the way you carry yourself and 
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your countenance must genuinely reflect your sadness but also your gratitude. 

Performing this role is hard.” (Osman et al., 2016, p.5).

Cultural norms and community beliefs also prevented mothers from creating and thinking 

about memories of their stillborn babies (Ayebare et al., 2021), with one mother explaining 

how this approach had been explicitly taught to her by women of previous generations: “my 

grandmother told me that we should not have memories because the stillbirth’s spirit will be 

following us, so I had to follow what my tradition says” (Danna et al., 2023, p.31). Some 

women tried to hide their loss by avoiding social interactions and, on some occasions, 

relocating from their home for months and hoping people would forget about their stillbirth 

(Osman et al., 2016), as described by one mother: “I hid the loss from people because I was 

ashamed that people might call me a failure” (Popoola et al., 2021, p.106). Support from 

family and friends helped reduce shame and isolation: “I felt like I was alone and I felt like 

there was nothing good about me anymore. But with the support of my mother, my level of 

shame started to become more comfortable in the presence of others” (Osman et al., 2016, 

p.6).

Supports Mothers Desire After Stillbirth

The meta-synthesis of supports mothers desire following stillbirth was derived from 

11 studies, grouped into four categories (Table 3), to produce the overall synthesised finding: 

‘Mothers want accurate and timely information, consistent hospital care, opportunities for 

memory making and support from family and community’.

Mothers wished to be informed of their stillbirth without delays or misinformation 

(Danna et al., 2023; Mills et al., 2020; Popoola et al., 2022b). Many mothers reported that 

they were not immediately told of their baby’s death and were left waiting hours after their 

baby was taken away (Danna et al., 2023; Mills et al., 2020; Popoola et al., 2022b). Mothers 

noted sometimes being ignored when they asked for their baby, which caused them 
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significant anxiety, worry and confusion (Danna et al., 2023; Mills et al., 2020). Mothers 

appreciated when healthcare providers delivered the news and provided explanations for the 

stillbirth (Bedwell et al., 2023; Danna et al., 2023; Simwaka et al., 2014); however, several 

mothers reported that the news was given to them by a family member: “…my mother came 

to my bedside and said ‘you will have to be strong; the child did not make it” (Popoola et al., 

2022b, p.6). In some cases, healthcare providers deliberately confused mothers to delay the 

news until a family member arrived (Mills et al., 2020; Popoola et al., 2022b), as reflected by 

this mother: “even when I gained consciousness, I asked for my baby but they confused me 

around, they didn’t want to tell me the truth” (Mills et al., 2020, p.105).

When the news of stillbirth was delivered in open spaces, mothers described 

frustration and shame: “I felt like that midwife did not mind my feelings by putting me next to 

a woman who had a baby. That was so devastating, I covered my face all the time” (Danna et 

al., 2023, p.30). Several mothers reported accidentally learning of their baby’s death by 

overhearing the conversations of others (Danna et al., 2023; Mills et al., 2020; Popoola et al., 

2022b), with one mother overhearing her scan results as they were being explained to 

medical students before she “realised that [her] baby was no more” (Mills et al., 2020, 

p.105). In some of these cases, mothers also overheard spiritual explanations for their 

stillbirth: “No one came to tell me. I just hear the nurses say ‘how did it happen because the 

baby was fine. They must be something witchcraft’” (Danna et al., 2023, p.30). 

Whilst in the hospital, mothers wanted considerate care from healthcare providers, 

consistent with the type of care and support provided to mothers who had had live births 

(Danna et al., 2023; Jimoh et al., 2022; Lappeman & Swartz, 2022; Mills et al., 2020; 

Simwaka et al., 2014). Some mothers described inferior treatment and highlighted the need 

for additional care for women who have experienced a stillbirth: “I needed more care 

because I was psychologically traumatised. I was so depressed giving birth to a dead child” 
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(Danna et al., 2023, p.31). Several mothers reported being accommodated in open postnatal 

wards where the proximity of mothers with healthy newborns caused distress: “I was being 

put in the same room with other women holding their baby. I felt very bad because I too 

wanted to hold mine and feel like them” (Mills et al., 2020, p106). Mothers understood the 

limited resources and pressure on healthcare providers and appreciated their use of sensitive 

language and compassionate care (Corbet-Owen & Kruger, 2001; Danna et al., 2023; Mills et 

al., 2020; Simwaka et al., 2014). However, across the studies, mothers also reported feeling 

abandoned by healthcare providers at the time of their loss (Corbet-Owen & Kruger, 2001; 

Danna et al., 2023; Mills et al., 2020; Simwaka et al., 2014), with this example of insensitive 

communication by a nurse-midwife having a lasting impact on one mother: “Your thing has 

already died, for us we save those who are still alive…so on that note, help yourself because 

we also have no way of saving you” (Mills et al., 2020, p.105). While reporting effective 

communication methods such as focused attention on the mother and using sensitive 

language, mothers also emphasised the need for healthcare providers to involve them in 

decision-making about their care (Corbet-Owen & Kruger, 2001; Danna et al., 2023).

Mothers were provided with limited, if any, opportunities to make memories with 

their babies (Ayebare et al., 2021; Corbet-Owen & Kruger, 2001; Danna et al., 2023; Mills et 

al., 2020; Popoola et al., 2022b). One study reported that mothers were given the option to 

hold their babies (Lappeman & Swartz, 2022); however, many mothers across the other 

studies reported that they were not given this choice as healthcare providers felt that it would 

be distressing and/or detrimental to their mental health (Corbet-Owen & Kruger, 2001; Mills 

et al., 2020; Popoola et al., 2022b). Mothers reported additional frustration from not having 

any say, with one mother expressing: “How dare he (the doctor) decide that I can’t hold the 

baby and that I won’t cope with what the baby looked like?” (Corbet-Owen & Kruger, 2001, 

p.420). Another mother decided to act on her desire to see her baby despite healthcare 
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providers not supporting her decision: “I lied to the nurse…while I was going to the 

bathroom I peeped through the room where the baby was kept because I just wanted to see 

what I carried for nine months of my life” (Popoola et al., 2022b, p.7). On other occasions, 

culture was cited as a reason not to see the baby or keep anything related to the stillborn baby 

due to the belief that this could adversely impact fertility and future pregnancies (Ayebare et 

al., 2021; Danna et al., 2023; Mills et al., 2020; Popoola et al., 2022b).

Mothers frequently reported the importance of the support provided by family, friends 

and community members in coping with their grief (Ayebare et al., 2021; Corbet-Owen & 

Kruger, 2001; Jimoh et al., 2022; Kiguli et al., 2015). Support provided was emotional and 

practical, such as facilitating rituals for the baby or completing house chores for the mother 

(Ayebare et al., 2021; Kiguli et al., 2015). This support allowed mothers to focus on their 

emotional recovery and coping with their loss over time (Ayebare et al., 2021; Jimoh et al., 

2022), as described by one mother: “It strengthens you in a way; you slowly start to forget 

what happened” (Ayebare et al., 2021, p.4). For some mothers, distance and transport costs 

served were a barrier to accessing family; in these cases, church/religious groups were 

important in avoiding isolation (Ayebare et al., 2021). Additionally, one mother expressed 

her desire to share with other mothers; however, there was no support group available to her: 

“If there was a support group that I speak to some or listen or say…I know what you are 

talking about…because if there was a group like that where I could go, it would’ve been 

wonderful” (Corbet-Owen & Kruger, 2001, p.423).

Discussion

This systematic review and meta-synthesis investigated the impact of culture on grief 

experiences after stillbirth for mothers living in sub-Saharan Africa. Mothers’ emotional 

experiences and explanations of stillbirth, cultural/religious norms and community 

understandings of stillbirth, and supports that mothers desire were explored. Consistent with 
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previous findings, this review found that culture (including community perceptions, beliefs 

and religious norms) significantly influences practices, support and mothers’ grief 

experiences after stillbirth (Adeyemi et al., 2008; Baffour-Awua & Richter, 2020; Bogee et 

al., 2023; Haws et al., 2010).

This review, consistent with previous literature (Burden et al., 2016; Kuti & Ilesanmi, 

2011), demonstrated the complex and overwhelming emotions experienced by mothers after 

stillbirth, including heartbreak, shock and pain (Corbet-Owen & Kruger, 2001; Mills et al., 

2020; Popoola et al., 2022b). Key emotions highlighted in this meta-synthesis included guilt 

and shame, with mothers’ experiences evidenced across synthesised findings (Arach et al., 

2022; Danna et al., 2023; Jimoh et al., 2022; Kiguli et al., 2015; Milton et al., 2021; Popoola 

et al., 2021; Popoola et al., 2022b; Simwaka et al., 2014). Similar to previous research in sub-

Saharan African countries (Bogee et al., 2023), findings also demonstrated mothers’ 

experiences of blame - both self-blame and blame imposed by others (Milton et al., 2021). 

Blame was also noted as a significant contributor to mothers’ reporting experiencing 

significant changes in their relationships with their husbands/partners (Mills et al., 2020; 

Milton et al., 2021). This finding is inconsistent with outcomes in high-income countries, 

where incongruence in stillbirth grief experiences between partners is reflected as a primary 

reason for relationship changes (Burden et al., 2016). Incongruent grief experiences were not 

discussed in any of the included studies.

Mothers’ explanations of stillbirth were mixed, with religious and spiritual 

explanations often used (Ayebare et al., 2021; Jimoh et al., 2022; Kiguli et al., 2015; Popoola 

et al., 2022a; Simwaka et al., 2014). This meta-synthesis found that stillbirth is commonly not 

explained to mothers in healthcare settings in sub-Saharan Africa, which makes it difficult for 

them to make sense of the loss (Danna et al., 2023; Mills et al., 2020; Popoola et al., 2022b). 

While factors regarding the delivery of stillbirth explanations (e.g., sensitive language, 
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private space) have been raised as a concern in high-income healthcare settings, the presence 

of an explanation of stillbirth has not been raised as an issue (Burden et al., 2016; Ellis et al., 

2016). The broader literature has highlighted the need for understanding and knowledge 

regarding stillbirth, with greater community awareness desired (Burden et al., 2016). In sub-

Saharan Africa, information about stillbirth is seen as having the ability to empower mothers 

to understand their grief and make subsequent decisions for their health and wellbeing 

(Shakespeare et al., 2019). Ensuring that this information is provided in cultural/religiously 

safe ways will be important and more research is needed in this area as the included studies 

did not provide sufficient information about specific religions or cultures to provide 

information at this level.

As seen in previous research in high-income countries, a failure to recognise the 

significant grief that follows a stillbirth can lead to the disenfranchisement of that grief 

(Flenady et al., 2014; Lang et al., 2011). High levels of disenfranchised grief were noted in 

this review, as cultural norms and expectations pressured mothers to internalise their 

emotions and expressions of grief (Danna et al., 2023; Osman et al., 2016; Popoola et al., 

2022a). Social isolation and disconnection where the recognition of grief is limited has been 

reported in the broader literature (Burden et al., 2016), which is especially prevalent in this 

research due to dominant cultural norms in sub-Saharan African countries that resulted in 

limited recognition of a stillborn baby (Kiguli et al., 2015). Again, more research that really 

explores specific cultural elements would be useful here (Bakari et al., 2021).

The concerns raised by mothers in this review regarding the provision of care and 

support by healthcare providers (decisions made without consultation, minimal/no 

opportunities to make memories with the baby, insensitive communication, no private space; 

Danna et al., 2023; Jimoh et al., 2022; Lappeman & Swartz, 2022; Mills et al., 2020) is 

similar to what has been reported across stillbirth research and is addressed by guidelines that 
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have been implemented in high-income countries (Ellis et al., 2016). However, this review 

demonstrated a variety of poor experiences endured by mothers in sub-Saharan Africa, 

exacerbated by beliefs of infertility regarding any contact with the baby (Corbet-Owen & 

Kruger, 2001; Danna et al., 2023; Mills et al., 2020). 

At every stage, during and immediately after a stillbirth, healthcare providers' actions 

or inactions are critical to the provision and quality of care (Boyle et al., 2019). Across the 

included studies, no consistent support or care strategies used by healthcare providers or 

bereavement support groups were identified. This finding highlights the need for guidelines 

in sub-Saharan Africa, similar to those developed in high-income countries (Boyle et al., 

2019; Health Service Executive, 2019; Henderson & Davies, 2020). However, healthcare in 

low-income countries, such as those in sub-Saharan Africa, face significant resource and 

funding limitations that may delay the development and implementation of support guidelines 

(Bedwell et al., 2021; Flenady et al., 2014). Funding constraints also contribute to the lack of 

investigation into the causes of stillbirth (Kwesiga et al., 2022), resulting in limited 

community understandings of the causes of stillbirth and potential blame for mothers. 

Where guidelines can be developed, effective guidelines for sub-Saharan Africa must 

consider and integrate cultural beliefs with evidence on effective supports due to the impact 

of these beliefs on mothers’ grief experiences. Exploring the integration of cultural beliefs 

with evidence on effective support in a way that does not immediately alienate traditional 

beliefs will prevent pressure on healthcare providers (Bakari et al., 2021). For example, a 

common support guideline in high-income countries is to encourage memory-making with 

the baby; however, this review described mothers and families that believed that contact with 

the baby may lead to infertility (Mills et al., 2022). Increased agency for mothers over their 

supports, including consultation for decision-making and having their emotional experience 

considered, should be the basis for developing guidelines for sub-Saharan Africa. 
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Additionally, education and support for healthcare providers and the wider community would 

likely foster more positive support for mothers (as opposed to stigmatisation and blame) and 

improve their bereavement experience.

Limitations

While this review focuses on culture, it only reports findings and data from mothers’ 

perspectives and does not consider the views of fathers, family members, healthcare 

providers or wider communities. However, due to the high impact of culture on bereavement, 

these groups’ perspectives must also be considered in developing support guidelines for 

stillbirth. Fathers’ perspectives, in particular, must be captured, as support guidelines would 

ideally provide recommendations on caring for both parents. Additionally, the findings 

reported in this review may not represent the findings of all qualitative research about sub-

Saharan mothers’ experiences of stillbirth as several studies explored ‘pregnancy loss’ or 

‘perinatal loss’ and data on stillbirth could not be distinguished and extracted. Also, due to 

reporting in included studies, the cultural and religious differences between regions/countries 

could not be examined in this review. As there are many countries in sub-Saharan Africa, 

differences in religious/cultural beliefs between ethnic groups and their impact on mothers’ 

experiences of grief after stillbirth are likely significant. Future research on this topic will 

hopefully allow examination of nuances in the impact of culture on mothers’ experiences of 

grief after stillbirth.

Implications and Conclusion

This systematic review and meta-synthesis contributes to the evidence base exploring 

experiences of grief after stillbirth for mothers in sub-Saharan Africa. It highlights the need 

for additional research and the development of culturally appropriate formalised bereavement 

guidelines. Healthcare providers require education, training and support and public education 

is needed to increase knowledge and reduce the stigma surrounding stillbirth. In the absence 
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of bereavement guidelines, the synthesised findings can assist healthcare providers in 

supporting mothers who have experienced a stillbirth. Future research should continue to 

investigate the impact of cultural and societal norms on grief experiences for mothers who 

have had a stillbirth, as this knowledge will be critical to providing effective bereavement 

support.
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Supplementary Table 1

Logic Grids used to search databases

PsycInfo

Stillbirth AND  Sub-Saharan African Countries AND  Qualitative Research

(still birth* OR stillbirth OR stillborn* 

OR still born* OR fetal death* OR foetal 

death* OR fetus death* OR foetus death* 

OR perinatal death* OR peri natal death* 

OR peri-natal death* OR perinatal loss* 

OR peri natal loss* OR peri-natal loss* 

OR perinatal mortalit* OR peri natal 

mortalit* OR peri-natal mortalit* OR 

pregnancy loss*).ti,ab

(Africa OR Angola OR Benin OR Botswana OR Burkina 

Faso OR Burundi OR Cameroon OR Cape Verde OR 

Central African Republic OR Chad OR Comoros OR 

Congo OR "Cote d’lvoire" OR Djibouti OR Eritrea OR 

Ethiopia OR Gabon OR Gambia OR Ghana OR Guinea OR 

Guinea-Bissau OR Kenya OR Lesotho OR Liberia OR 

Madagascar OR Malawi OR Mali OR Mauritania OR 

Mauritius OR Mozambique OR Namibia OR Niger OR 

Nigeria OR Rwanda OR "Sao Tome and Principe" OR 

Senegal OR Seychelles OR Sierra Leone OR Somalia OR 

South Africa OR South Sudan OR Sudan OR Tanzania OR 

Togo OR Uganda OR Zambia OR Zimbabwe).ti,ab  

Exp qualitative methods OR 

interviews.sh OR focus group 

interview.sh OR semi-structured 

interview.sh OR ethnography.sh 

OR content analysis.sh OR 

narratives.sh OR (qualitative* OR 

focus group* OR interview* OR 

thematic analys* OR content 

analys* OR experience* OR 

perspective* OR interpretative 

phenomenolog* OR ethnograph* 

OR case stud* OR 

narrative*).ti,ab
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Embase

Stillbirth AND  Sub-Saharan African Countries AND  Qualitative Research

Stillbirth.sh OR (still birth* OR stillbirth 

OR stillborn* OR still born* OR fetal 

death* OR foetal death* OR fetus death* 

OR foetus death* OR perinatal death* 

OR peri natal death* OR peri-natal 

death* OR perinatal loss* OR peri natal 

loss* OR peri-natal loss* OR perinatal 

mortalit* OR peri natal mortalit* OR 

peri-natal mortalit* OR pregnancy 

loss*).ti,ab

Exp "Africa south of the Sahara" OR (Angola OR Benin 

OR Botswana OR Burkina Faso OR Burundi OR Cameroon 

OR Cape Verde OR Central African Republic OR Chad OR 

Comoros OR Congo OR "Cote d’lvoire" OR Djibouti OR 

Eritrea OR Ethiopia OR Gabon OR Gambia OR Ghana OR 

Guinea OR Guinea-Bissau OR Kenya OR Lesotho OR 

Liberia OR Madagascar OR Malawi OR Mali OR 

Mauritania OR Mauritius OR Mozambique OR Namibia 

OR Niger OR Nigeria OR Rwanda OR "Sao Tome and 

Principe" OR Senegal OR Seychelles OR Sierra Leone OR 

Somalia OR South Africa OR South Sudan OR Sudan OR 

Tanzania OR Togo OR Uganda OR Zambia OR 

Zimbabwe).ti,ab  

Exp qualitative research OR exp 

interview OR (qualitative* OR 

focus group* OR interview* OR 

thematic analys* OR content 

analys* OR experience* OR 

perspective* OR interpretative 

phenomenolog* OR ethnograph* 

OR case stud* OR 

narrative*).ti,ab
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CINAHL

Stillbirth AND  Sub-Saharan African Countries AND  Qualitative Research

MH “Perinatal death” OR TI ("still 

birth*" OR stillbirth OR stillborn* OR 

"still born*"OR “fetal death*” OR “foetal 

death*” OR “fetus death*” OR “foetus 

death*” OR “perinatal death*” OR “peri 

natal death*” OR “peri-natal death*” OR 

“perinatal loss*” OR “peri natal loss*” 

OR “peri-natal loss*” OR “perinatal 

mortalit*” OR “peri natal mortalit*” OR 

“peri-natal mortalit*” OR “pregnancy 

loss*”) OR AB ("still birth*" OR 

stillbirth OR stillborn* OR "still born*" 

OR “fetal death*” OR “foetal death*” 

OR “fetus death*” OR “foetus death*” 

OR “perinatal death*” OR “peri natal 

death*” OR “peri-natal death*” OR 

“perinatal loss*” OR “peri natal loss*” 

OR “peri-natal loss*” OR “perinatal 

mortalit*” OR “peri natal mortalit*” OR 

MH “Africa South of the Sahara+” OR TI (Angola OR 

Benin OR Botswana OR Burkina Faso OR Burundi OR 

Cameroon OR "Cape Verde" OR "Central African 

Republic" OR Chad OR Comoros OR Congo OR "Cote 

d’lvoire" OR Djibouti OR Eritrea OR Ethiopia OR Gabon 

OR Gambia OR Ghana OR Guinea OR "Guinea-Bissau" 

OR Kenya OR Lesotho OR Liberia OR Madagascar OR 

Malawi OR Mali OR Mauritania OR Mauritius OR 

Mozambique OR Namibia OR Niger OR Nigeria OR 

Rwanda OR "Sao Tome and Principe" OR Senegal OR 

Seychelles OR "Sierra Leone" OR Somalia OR "South 

Africa" OR "South Sudan" OR Sudan OR Tanzania OR 

Togo OR Uganda OR Zambia OR Zimbabwe) OR AB 

(Angola OR Benin OR Botswana OR Burkina Faso OR 

Burundi OR Cameroon OR "Cape Verde" OR "Central 

African Republic" OR Chad OR Comoros OR Congo OR 

"Cote d’lvoire" OR Djibouti OR Eritrea OR Ethiopia OR 

Gabon OR Gambia OR Ghana OR Guinea OR "Guinea-

Bissau" OR Kenya OR Lesotho OR Liberia OR 

MH “qualitative studies+” OR TI 

(qualitative* OR "focus group*" 

OR interview* OR "thematic 

analys*" OR "content analys*" OR 

experience* OR perspective* OR 

"interpretative phenomenolog*" 

OR ethnograph* OR "case stud*" 

OR narrative*) OR AB 

(qualitative* OR "focus group*" 

OR interview* OR "thematic 

analys*" OR "content analys*" OR 

experience* OR perspective* OR 

"interpretative phenomenolog*" 

OR ethnograph* OR "case stud*" 

OR narrative*)
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“peri-natal mortalit*” OR “pregnancy 

loss*”) 

Madagascar OR Malawi OR Mali OR Mauritania OR 

Mauritius OR Mozambique OR Namibia OR Niger OR 

Nigeria OR Rwanda OR "Sao Tome and Principe" OR 

Senegal OR Seychelles OR "Sierra Leone" OR Somalia OR 

"South Africa" OR "South Sudan" OR Sudan OR Tanzania 

OR Togo OR Uganda OR Zambia OR Zimbabwe)

Web of Science

Stillbirth AND  Sub-Saharan African Countries AND  Qualitative Research

TI=("still birth*" OR stillbirth OR 

stillborn* OR "still born*"OR “fetal 

death*” OR “foetal death*” OR “fetus 

death*” OR “foetus death*” OR 

“perinatal death*” OR “peri natal death*” 

OR “peri-natal death*” OR “perinatal 

loss*” OR “peri natal loss*” OR “peri-

natal loss*” OR “perinatal mortalit*” OR 

“peri natal mortalit*” OR “peri-natal 

mortalit*” OR “pregnancy loss*”) OR 

AB=("still birth*" OR stillbirth OR 

TI=(Africa OR Angola OR Benin OR Botswana OR 

Burkina Faso OR Burundi OR Cameroon OR "Cape Verde" 

OR "Central African Republic" OR Chad OR Comoros OR 

Congo OR "Cote d’lvoire" OR Djibouti OR Eritrea OR 

Ethiopia OR Gabon OR Gambia OR Ghana OR Guinea OR 

"Guinea-Bissau" OR Kenya OR Lesotho OR Liberia OR 

Madagascar OR Malawi OR Mali OR Mauritania OR 

Mauritius OR Mozambique OR Namibia OR Niger OR 

Nigeria OR Rwanda OR "Sao Tome and Principe" OR 

Senegal OR Seychelles OR "Sierra Leone" OR Somalia OR 

"South Africa" OR "South Sudan" OR Sudan OR Tanzania 

TI=(qualitative* OR "focus 

group*" OR interview* OR 

"thematic analys*" OR "content 

analys*" OR experience* OR 

perspective* OR "interpretative 

phenomenolog*" OR ethnograph* 

OR "case stud*" OR narrative*) 

OR AB=(qualitative* OR "focus 

group*" OR interview* OR 

"thematic analys*" OR "content 

analys*" OR experience* OR 
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stillborn* OR "still born*" OR “fetal 

death*” OR “foetal death*” OR “fetus 

death*” OR “foetus death*” OR 

“perinatal death*” OR “peri natal death*” 

OR “peri-natal death*” OR “perinatal 

loss*” OR “peri natal loss*” OR “peri-

natal loss*” OR “perinatal mortalit*” OR 

“peri natal mortalit*” OR “peri-natal 

mortalit*” OR “pregnancy loss*”) 

OR Togo OR Uganda OR Zambia OR Zimbabwe) OR 

AB=(Africa OR Angola OR Benin OR Botswana OR 

Burkina Faso OR Burundi OR Cameroon OR "Cape Verde" 

OR "Central African Republic" OR Chad OR Comoros OR 

Congo OR "Cote d’lvoire" OR Djibouti OR Eritrea OR 

Ethiopia OR Gabon OR Gambia OR Ghana OR Guinea OR 

"Guinea-Bissau" OR Kenya OR Lesotho OR Liberia OR 

Madagascar OR Malawi OR Mali OR Mauritania OR 

Mauritius OR Mozambique OR Namibia OR Niger OR 

Nigeria OR Rwanda OR "Sao Tome and Principe" OR 

Senegal OR Seychelles OR "Sierra Leone" OR Somalia OR 

"South Africa" OR "South Sudan" OR Sudan OR Tanzania 

OR Togo OR Uganda OR Zambia OR Zimbabwe)

perspective* OR "interpretative 

phenomenolog*" OR ethnograph* 

OR "case stud*" OR narrative*)

 

PubMed

Stillbirth AND  Sub-Saharan African Countries AND  Qualitative Research

“Stillbirth”[mh] OR still birth*[tiab] OR 

stillbirth [tiab] OR stillborn[tiab] OR still 

born*[tiab] OR fetal death*[tiab] OR 

foetal death*[tiab] OR fetus death*[tiab] 

“Africa South of the Sahara”[mh] OR Angola[tiab] OR 

Benin[tiab] OR Botswana[tiab] OR Burkina Faso[tiab] OR 

Burundi[tiab] OR Cameroon[tiab] OR Cape Verde[tiab] OR 

Central African Republic[tiab] OR Chad[tiab] OR 

"qualitative research"[mh] OR 

qualitative*[tiab] OR "focus 

groups"[mh] OR focus group*[tiab] 

OR interview*[tiab] OR thematic 
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OR foetus death*[tiab] OR perinatal 

death*[tiab] OR peri natal death*[tiab] 

OR peri-natal death*[tiab] OR perinatal 

loss*[tiab] OR peri natal loss*[tiab] OR 

peri-natal loss*[tiab] OR perinatal 

mortalit*[tiab] OR peri natal 

mortalit*[tiab] OR peri-natal 

mortalit*[tiab] OR pregnancy loss*[tiab]

Comoros[tiab] OR Congo[tiab] OR Cote d’lvoire[tiab] OR 

Eritrea[tiab] OR Ethiopia[tiab] OR Gabon[tiab] OR 

Gambia[tiab] OR Ghana[tiab] OR Guinea[tiab] OR Guinea-

Bissau[tiab] OR Kenya[tiab] OR Lesotho[tiab] OR 

Liberia[tiab] OR Madagascar[tiab] OR Malawi[tiab] OR 

Mali[tiab] OR Mauritania[tiab] OR Mauritius[tiab] OR 

Mozambique[tiab] OR Namibia[tiab] OR Niger[tiab] OR 

Nigeria[tiab] OR Rwanda[tiab] OR Sao Tome and 

Principe[tiab] OR Senegal[tiab] OR Seychelles[tiab] OR 

Sierra Leone[tiab] OR Somalia[tiab] OR South Africa[tiab] 

OR South Sudan[tiab] OR Sudan[tiab] OR Tanzania[tiab] 

OR Togo[tiab] OR Uganda[tiab] OR Zambia[tiab] OR 

Zimbabwe[tiab]

analys*[tiab] OR content 

analys*[tiab] OR experience*[tiab] 

OR perspective*[tiab] OR 

interpretative phenomenolog*[tiab] 

OR ethnograph*[tiab] OR case 

stud*[tiab] OR narrative*[tiab]
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Supplementary Table 2

QualSyst Quality Assessment Checklist (Detailed; Kmet et al., 2004)

Lead Author 
(Year)

Question/
Objective

Study 
Design

Context Theoretical 
Framework

Sampling 
Strategy

Data 
Collection

Data 
Analysis

Verification 
Procedure

Conclusion Reflexivity Score

Arach (2022) ● ● ● ● ● ● ● ● ● ◖ .95

Ayebare (2021) ● ● ● ● ● ● ● ● ● ○ .90

Bedwell (2023) ● ● ● ● ● ● ● ● ● ○ .90

Corbert-Owen 
(2001)

● ● ● ● ● ● ● ● ● ○ .90

Danna (2023) ● ● ● ● ● ● ● ● ● ● 1.0

Jimoh (2022) ● ● ● ● ◖ ● ● ● ● ○ .85

Kiguli (2015) ● ● ● ● ● ● ● ● ● ○ .90

Lappeman (2022) ● ● ● ● ◖ ● ● ○ ● ● .85

Mills (2020) ● ● ● ● ● ● ● ● ● ○ .90

Milton (2021) ● ● ● ● ◖ ● ● ● ● ● .95

Noge (2020) ● ● ◖ ● ● ● ● ● ● ○ .85

Osman (2016) ● ● ● ● ● ● ● ● ● ○ .90

Popoola (2021) ● ● ● ● ● ● ◖ ● ● ○ .85

Popoola (2022a) ● ● ● ● ● ● ● ● ● ○ .90
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Popoola (2022b) ● ● ● ● ◖ ● ● ● ● ○ .85

Simawaka (2014) ● ● ● ● ● ● ● ● ● ○ .90

Note. A full circle denotes that the criteria has been met (score = 2), a half-circle denotes that the criteria has been partially met (score = 1) and 

an empty circle denotes that the criteria has not been met (score = 0).
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Appendix A: Instructions to Authors (Social Science & Medicine)

Social Science & Medicine provides an international and interdisciplinary forum for the 
dissemination of social science research on health. We publish original research articles 
(both empirical and theoretical), reviews, position papers and commentaries on health issues, 
to inform current research, policy and practice in all areas of common interest to social 
scientists, health practitioners, and policy makers. The journal publishes material relevant to 
any aspect of health from a wide range of social science disciplines (anthropology, 
economics, epidemiology, geography, policy, psychology, and sociology), and material 
relevant to the social sciences from any of the professions concerned with physical and 
mental health, health care, clinical practice, and health policy and organization. We 
encourage material which is of general interest to an international readership.

The journal publishes the following types of contribution:

1) Peer-reviewed original research articles and critical analytical reviews in any area of social 
science research relevant to health and healthcare. These papers may be up to 9000 words 
including abstract, tables, figures, references and (printed) appendices as well as the main 
text. Papers below this limit are preferred.

2) Systematic reviews and literature reviews of up to 15000 words including abstract, tables, 
figures, references and (printed) appendices as well as the main text.

3) The Health Psychology section of the journal will also consider short communications of 
between 2000 and 4000 words, where a brief, focused dissemination of topical research 
findings is warranted and the scope and design of the research is appropriate for a shorter 
report. Please note that other sections do not publish Short Communications.

4) Submitted or invited commentaries and responses debating, and published alongside, 
selected articles.

5) Special Issues bringing together collections of papers on a particular theme, and usually 
guest edited.

Your Paper Your Way

We now differentiate between the requirements for new and revised submissions. You may 
choose to submit your manuscript as a single Word or PDF file to be used in the refereeing 
process. Only when your paper is at the revision stage, will you be requested to put your 
paper in to a 'correct format' for acceptance and provide the items required for the publication 
of your article.
To find out more, please visit the Preparation section below.

Introduction

Important information for prospective authors

To ensure fairness to all submissions, the Social Science & Medicine Editorial Offices cannot 
consider any queries related to the appropriateness of a manuscript that is submitted via email 
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outside of the formal submission system. We endeavor to make timely assessments on all 
manuscripts that we receive through the online submission system, and authors will receive a 
response once the appropriate assessment of the manuscript has been completed. If you are 
unsure whether or not your paper is within scope, please take some time to review previous 
issues of the journal and the Aims and Scope 
at https://www.sciencedirect.com/journal/social-science-and-medicine/about/aims-and-scope.

Social Science & Medicine provides an international and interdisciplinary forum for the 
dissemination of social science research on health. We publish original research articles (both 
empirical and theoretical), reviews, position papers and commentaries on health issues, to 
inform current research, policy and practice in all areas of common interest to social 
scientists, health practitioners, and policy makers. The journal publishes material relevant to 
any aspect of health and healthcare from a wide range of social science disciplines 
(anthropology, economics, epidemiology, geography, policy, psychology, and sociology), 
and material relevant to the social sciences from any of the professions concerned with 
physical and mental health, health care, clinical practice, and health policy and the 
organization of healthcare. We encourage material which is of general interest to an 
international readership.

Journal Policies

The journal publishes the following types of contribution:

1) Peer-reviewed original research articles and critical analytical reviews in any area of social 
science research relevant to health and healthcare. These papers may be up to 9000 words 
including abstract, tables, figures, references and (printed) appendices as well as the main 
text. Papers below this limit are preferred.

2) Systematic/scoping reviews and literature reviews of up to 15000 words including abstract, 
tables, figures, references and (printed) appendices as well as the main text. 
Systematic/scoping reviews must be reported according to PRISMA guidelines (see below 
for more details).

3) The Health Psychology section will also consider short communications of between 2000 
and 4000 words, where a brief, focused dissemination of topical research findings is 
warranted and the scope and design of the research is appropriate for a shorter report. Please 
note that other sections do not publish short communications.

4) Submitted or invited commentaries and responses debating, and published alongside, 
selected articles.

5) Special Issues bringing together collections of papers on a particular theme, and normally 
guest edited.

Preprints
It is journal policy not to consider submissions which have been made available via a preprint 
server or as working papers prior to submission. Once a final decision has been made on a 
submission, authors are free to share their preprints as they wish. For more information on 
sharing your article, please see Elsevier's sharing policy.



54

Please visit the Social Science & Medicine Policies and Guidelines page for more information 
on specific paper requirements.

Click here for guidelines on Qualitive Methods.

Submit your article
Please submit your article via https://www.editorialmanager.com/ssm/default2.aspx

Submission checklist

You can use this list to carry out a final check of your submission before you send it to the 
journal for review. Please check the relevant section in this Guide for Authors for more 
details.

Ensure that the following items are present:

One author has been designated as the corresponding author with contact details:
• E-mail address
• Full postal address

All necessary files have been uploaded:
Manuscript:
• Include keywords
• All figures (include relevant captions)
• All tables (including titles and descriptions)
• Ensure all figure and table citations in the text match the files provided
• Indicate clearly if color should be used for any figures in print
Graphical Abstracts / Highlights files (where applicable) - refer to Highlights below
Supplemental files (where applicable) - refer to Supplementary data below

Further considerations

 Manuscript has been 'spell checked' and 'grammar checked'
 All references mentioned in the Reference List are cited in the text, and vice versa
 Permission has been obtained for use of copyrighted material from other sources 

(including the Internet)
 Manuscript does not exceed the word limit
 A competing interests statement is provided, even if the authors have no competing 

interests to declare
 Journal policies detailed in this guide have been reviewed
 Referee suggestions and contact details provided, based on journal requirements
 Manuscript does not contain line numbers

For further information, visit our Support Center.

Before You Begin

Ethics in Publishing
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Please see our information pages on Ethics in publishing and Ethical guidelines for journal 
publication

Declaration of competing interest

All authors must disclose any financial and personal relationships with other people or 
organizations that could inappropriately influence (bias) their work. Examples of potential 
conflicts of interest include employment, consultancies, stock ownership, honoraria, paid 
expert testimony, patent applications/registrations, and grants or other funding. Authors 
should complete the declaration of competing interest statement using this template and 
upload to the submission system at the Attach/Upload Files step. Note: Please do not 
convert the .docx template to another file type. Author signatures are not required. If 
there are no interests to declare, please choose the first option in the template. More 
information.

Declaration of generative AI in scientific writing

The below guidance only refers to the writing process, and not to the use of AI tools to 
analyse and draw insights from data as part of the research process.

Where authors use generative artificial intelligence (AI) and AI-assisted technologies in the 
writing process, authors should only use these technologies to improve readability and 
language. Applying the technology should be done with human oversight and control, and 
authors should carefully review and edit the result, as AI can generate authoritative-sounding 
output that can be incorrect, incomplete or biased. AI and AI-assisted technologies should not 
be listed as an author or co-author, or be cited as an author. Authorship implies 
responsibilities and tasks that can only be attributed to and performed by humans, as outlined 
in Elsevier’s AI policy for authors.

Authors should disclose in their manuscript the use of AI and AI-assisted technologies in the 
writing process by following the instructions below. A statement will appear in the published 
work. Please note that authors are ultimately responsible and accountable for the contents of 
the work.

Disclosure instructions
Authors must disclose the use of generative AI and AI-assisted technologies in the writing 
process by adding a statement at the end of their manuscript in the core manuscript file, 
before the References list. The statement should be placed in a new section entitled 
‘Declaration of Generative AI and AI-assisted technologies in the writing process’.

Statement: During the preparation of this work the author(s) used [NAME TOOL / 
SERVICE] in order to [REASON]. After using this tool/service, the author(s) reviewed and 
edited the content as needed and take(s) full responsibility for the content of the publication.

This declaration does not apply to the use of basic tools for checking grammar, spelling, 
references etc. If there is nothing to disclose, there is no need to add a statement.

Submission declaration and verification

Submission of an article implies that the work described has not been published previously 
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(except in the form of an abstract, a published lecture or academic thesis, see 'Multiple, 
redundant or concurrent publication' for more information), that it is not under consideration 
for publication elsewhere, that its publication is approved by all authors and tacitly or 
explicitly by the responsible authorities where the work was carried out, and that, if accepted, 
it will not be published elsewhere in the same form, in English or in any other language, 
including electronically without the written consent of the copyright-holder. To verify 
compliance, your article may be checked by Crossref Similarity Check and other originality 
or duplicate checking software.

Use of inclusive language

Inclusive language acknowledges diversity, conveys respect to all people, is sensitive to 
differences, and promotes equal opportunities. Content should make no assumptions about 
the beliefs or commitments of any reader; contain nothing which might imply that one 
individual is superior to another on the grounds of age, gender, race, ethnicity, culture, sexual 
orientation, disability or health condition; and use inclusive language throughout. Authors 
should ensure that writing is free from bias, stereotypes, slang, reference to dominant culture 
and/or cultural assumptions. We advise to seek gender neutrality by using plural nouns 
("clinicians, patients/clients") as default/wherever possible to avoid using "he, she," or 
"he/she." We recommend avoiding the use of descriptors that refer to personal attributes such 
as age, gender, race, ethnicity, culture, sexual orientation, disability or health condition unless 
they are relevant and valid. When coding terminology is used, we recommend to avoid 
offensive or exclusionary terms such as "master", "slave", "blacklist" and "whitelist". We 
suggest using alternatives that are more appropriate and (self-) explanatory such as 
"primary", "secondary", "blocklist" and "allowlist". These guidelines are meant as a point of 
reference to help identify appropriate language but are by no means exhaustive or definitive.

Reporting sex- and gender-based analyses

Reporting guidance
For research involving or pertaining to humans, animals or eukaryotic cells, investigators 
should integrate sex and gender-based analyses (SGBA) into their research design according 
to funder/sponsor requirements and best practices within a field. Authors should address the 
sex and/or gender dimensions of their research in their article. In cases where they cannot, 
they should discuss this as a limitation to their research's generalizability. Importantly, 
authors should explicitly state what definitions of sex and/or gender they are applying to 
enhance the precision, rigor and reproducibility of their research and to avoid ambiguity or 
conflation of terms and the constructs to which they refer (see Definitions section below). 
Authors can refer to the Sex and Gender Equity in Research (SAGER) guidelines and 
the SAGER guidelines checklist. These offer systematic approaches to the use and editorial 
review of sex and gender information in study design, data analysis, outcome reporting and 
research interpretation - however, please note there is no single, universally agreed-upon set 
of guidelines for defining sex and gender.

Definitions
Sex generally refers to a set of biological attributes that are associated with physical and 
physiological features (e.g., chromosomal genotype, hormonal levels, internal and external 
anatomy). A binary sex categorization (male/female) is usually designated at birth ("sex 
assigned at birth"), most often based solely on the visible external anatomy of a newborn. 
Gender generally refers to socially constructed roles, behaviors, and identities of women, 
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men and gender-diverse people that occur in a historical and cultural context and may vary 
across societies and over time. Gender influences how people view themselves and each 
other, how they behave and interact and how power is distributed in society. Sex and gender 
are often incorrectly portrayed as binary (female/male or woman/man) and unchanging 
whereas these constructs actually exist along a spectrum and include additional sex 
categorizations and gender identities such as people who are intersex/have differences of sex 
development (DSD) or identify as non-binary. Moreover, the terms "sex" and "gender" can 
be ambiguous—thus it is important for authors to define the manner in which they are used. 
In addition to this definition guidance and the SAGER guidelines, the resources on this 
page offer further insight around sex and gender in research studies.

Author contributions

For transparency, we require corresponding authors to provide co-author contributions to the 
manuscript using the relevant CRediT roles. The CRediT taxonomy includes 14 different 
roles describing each contributor’s specific contribution to the scholarly output. The roles are: 
Conceptualization; Data curation; Formal analysis; Funding acquisition; Investigation; 
Methodology; Project administration; Resources; Software; Supervision; Validation; 
Visualization; Roles/Writing - original draft; and Writing - review & editing. Note that not all 
roles may apply to every manuscript, and authors may have contributed through multiple 
roles. More details and an example.

Changes to authorship

Authors are expected to consider carefully the list and order of authors before submitting 
their manuscript and provide the definitive list of authors at the time of the original 
submission. Any addition, deletion or rearrangement of author names in the authorship list 
should be made only before the manuscript has been accepted and only if approved by the 
journal Editor. To request such a change, the Editor must receive the following from 
the corresponding author: (a) the reason for the change in author list and (b) written 
confirmation (e-mail, letter) from all authors that they agree with the addition, removal or 
rearrangement. In the case of addition or removal of authors, this includes confirmation from 
the author being added or removed.
Only in exceptional circumstances will the Editor consider the addition, deletion or 
rearrangement of authors after the manuscript has been accepted. While the Editor considers 
the request, publication of the manuscript will be suspended. If the manuscript has already 
been published in an online issue, any requests approved by the Editor will result in a 
corrigendum.

Article transfer service
This journal uses the Elsevier Article Transfer Service to find the best home for your 
manuscript. This means that if an editor feels your manuscript is more suitable for an 
alternative journal, you might be asked to consider transferring the manuscript to such a 
journal. The recommendation might be provided by a Journal Editor, a dedicated Scientific 
Managing Editor, a tool assisted recommendation, or a combination. If you agree, your 
manuscript will be transferred, though you will have the opportunity to make changes to the 
manuscript before the submission is complete. Please note that your manuscript will be 
independently reviewed by the new journal. More information.
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Copyright

Upon acceptance of an article, authors will be asked to complete a 'Journal Publishing 
Agreement' (see more information on this). An e-mail will be sent to the corresponding 
author confirming receipt of the manuscript together with a 'Journal Publishing Agreement' 
form or a link to the online version of this agreement.

Subscribers may reproduce tables of contents or prepare lists of articles including abstracts 
for internal circulation within their institutions. Permission of the Publisher is required for 
resale or distribution outside the institution and for all other derivative works, including 
compilations and translations. If excerpts from other copyrighted works are included, the 
author(s) must obtain written permission from the copyright owners and credit the source(s) 
in the article. Elsevier has preprinted forms for use by authors in these cases.

For gold open access articles: Upon acceptance of an article, authors will be asked to 
complete a 'License Agreement' (more information). Permitted third party reuse of gold open 
access articles is determined by the author's choice of user license.

Elsevier supports responsible sharing
Find out how you can share your research published in Elsevier journals.

Role of the funding source

You are requested to identify who provided financial support for the conduct of the research 
and/or preparation of the article and to briefly describe the role of the sponsor(s), if any, in 
study design; in the collection, analysis and interpretation of data; in the writing of the 
articles; and in the decision to submit it for publication. If the funding source(s) had no such 
involvement then this should be stated. Please see https://www.elsevier.com/funding.

Open access

Please visit our Open Access page for more information.

Elsevier Researcher Academy
Researcher Academy is a free e-learning platform designed to support early and mid-career 
researchers throughout their research journey. The "Learn" environment at Researcher 
Academy offers several interactive modules, webinars, downloadable guides and resources to 
guide you through the process of writing for research and going through peer review. Feel 
free to use these free resources to improve your submission and navigate the publication 
process with ease.

Language (usage and editing services)
Please write your text in good English (American or British usage is accepted, but not a 
mixture of these). Authors who feel their English language manuscript may require editing to 
eliminate possible grammatical or spelling errors and to conform to correct scientific English 
may wish to use the Language Editing service available from Elsevier's Language Services.

Submission

Submission to this journal occurs online and you will be guided step by step through the 
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creation and uploading of your files. Please submit your article 
via https://www.editorialmanager.com/ssm/default.aspx. The system automatically converts 
source files to a single PDF file of the article, which is used in the peer-review process. 
Please note that even though manuscript source files are converted to PDF files at submission 
for the review process, these source files are needed for further processing after acceptance. 
All correspondence, including notification of the Editor's decision and requests for revision, 
takes place by e-mail.

Reviewers

Please provide the names and email addresses of 5 potential reviewers and state the reason 
for each suggestion. Colleagues within the same institution and co-authors within the last 5 
years should not be included in the suggestions. Note that the editor retains the sole right to 
decide whether or not the suggested reviewers are used. Please refer to Social Science & 
Medicine's guidelines for recommending reviewers to ensure you meet the journal's 
requirements.

Additional Information

Social Science & Medicine does not normally list more than six authors to a paper, and 
special justification must be provided for doing so. Further information on criteria for 
authorship can be found in Social Science & Medicine, 2007, 64(1), 1-4.

Authors should approach the Editor in Chief if they wish to submit companion articles.

Information about our peer-review policy can be found here.

Preparation

NEW SUBMISSIONS

Submission to this journal proceeds totally online and you will be guided stepwise through 
the creation and uploading of your files. The system automatically converts your files to a 
single PDF file, which is used in the peer-review process.
As part of the Your Paper Your Way service, you may choose to submit your manuscript as a 
single file to be used in the refereeing process. This can be a PDF file or a Word document, in 
any format or lay-out that can be used by referees to evaluate your manuscript. It should 
contain high enough quality figures for refereeing. If you prefer to do so, you may still 
provide all or some of the source files at the initial submission. Please note that individual 
figure files larger than 10 MB must be uploaded separately.

References
There are no strict requirements on reference formatting at submission. References can be in 
any style or format as long as the style is consistent. Where applicable, author(s) name(s), 
journal title/book title, chapter title/article title, year of publication, volume number/book 
chapter and the article number or pagination must be present. Use of DOI is highly 
encouraged. The reference style used by the journal will be applied to the accepted article by 
Elsevier at the proof stage. Note that missing data will be highlighted at proof stage for the 
author to correct.
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Formatting Requirements
There are no strict formatting requirements but all manuscripts must contain the essential 
elements needed to convey your manuscript, for example Abstract, Keywords, Introduction, 
Materials and Methods, Results, Conclusions, Artwork and Tables with Captions.

If your article includes any Videos and/or other Supplementary material, this should be 
included in your initial submission for peer review purposes.

Divide the article into clearly defined sections.

Double anonymized review

This journal uses double anonymized review, which means the identities of the authors are 
concealed from the reviewers, and vice versa. More information is available on our website. 
To facilitate this, please include the following separately:
Title page (with author details): This should include the title, authors' names, affiliations, 
acknowledgements and any Declaration of Interest statement, and a complete address for the 
corresponding author including an e-mail address.
Anonymized manuscript (no author details): The main body of the paper (including the 
references, figures, tables and any acknowledgements) should not include any identifying 
information, such as the authors' names or affiliations.

Peer review
All contributions will be initially assessed by the editor for suitability for the journal. Papers 
deemed suitable are then typically sent to a minimum of two independent expert reviewers to 
assess the scientific quality of the paper. The Editor is responsible for the final decision 
regarding acceptance or rejection of articles. The Editor's decision is final. Editors are not 
involved in decisions about papers which they have written themselves or have been written 
by family members or colleagues or which relate to products or services in which the editor 
has an interest. Any such submission is subject to all of the journal's usual procedures, with 
peer review handled independently of the relevant editor and their research groups. More 
information on types of peer review.

REVISED SUBMISSIONS

Use of word processing software
Regardless of the file format of the original submission, at revision you must provide us with 
an editable file of the entire article. Keep the layout of the text as simple as possible. Most 
formatting codes will be removed and replaced on processing the article. The electronic text 
should be prepared in a way very similar to that of conventional manuscripts (see also 
the Guide to Publishing with Elsevier). See also the section on Electronic artwork.
To avoid unnecessary errors you are strongly advised to use the 'spell-check' and 'grammar-
check' functions of your word processor.

Essential title page information

•Title. Concise and informative. Titles are often used in information-retrieval systems. Avoid 
abbreviations and formulae where possible and make clear the article's aim and health 
relevance.
• Author names and affiliations in the correct order. Where the family name may be 
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ambiguous (e.g., a double name), please indicate this clearly. Present the authors' affiliation 
addresses (where the actual work was done) below the names. Indicate all affiliations with a 
lower-case superscript letter immediately after the author's name and in front of the 
appropriate address. Provide the full postal address of each affiliation, including the country 
name and, if available, the e-mail address of each author.
• Corresponding author. Clearly indicate who will handle correspondence at all stages of 
refereeing and publication, also post-publication. Ensure that an email address is provided 
and that contact details are kept up to date by the corresponding author.
• Present/permanent address. If an author has moved since the work described in the article 
was done, or was visiting at the time, a 'Present address' (or 'Permanent address') may be 
indicated as a footnote to that author's name. The address at which the author actually did the 
work must be retained as the main, affiliation address. Superscript Arabic numerals are used 
for such footnotes.

Text
In the main body of the submitted manuscript this order should be followed: abstract, main 
text, references, appendix, figure captions, tables and figures. Author details, keywords and 
acknowledgements are entered separately during the online submission process, as is the 
abstract, though this is to be included in the manuscript as well. During submission authors 
are asked to provide a word count; this is to include ALL text, including that in tables, 
figures, references etc.

Title
Please consider the title very carefully, as these are often used in information-retrieval 
systems. Please use a concise and informative title (avoiding abbreviations where possible). 
Make sure that the health or healthcare focus is clear.

Highlights

Highlights are mandatory for this journal as they help increase the discoverability of your 
article via search engines. They consist of a short collection of bullet points that capture the 
novel results of your research as well as new methods that were used during the study (if 
any). Please have a look at the example Highlights.

Highlights should be submitted in a separate editable file in the online submission system. 
Please use 'Highlights' in the file name and include 3 to 5 bullet points (maximum 85 
characters, including spaces, per bullet point).

Abstract

An abstract of up to 300 words must be included in the submitted manuscript. An abstract is 
often presented separately from the article, so it must be able to stand alone. It should state 
briefly and clearly the purpose and setting of the research, the principal findings and major 
conclusions, and the paper's contribution to knowledge. For empirical papers the 
country/countries/locations of the study should be clearly stated, as should the methods and 
nature of the sample, the dates, and a summary of the findings/conclusion. Please note that 
excessive statistical details should be avoided, abbreviations/acronyms used only if essential 
or firmly established, and that the abstract should not be structured into subsections. Any 
references cited in the abstract must be given in full at the end of the abstract.
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Keywords
Up to 8 keywords are entered separately into the online editorial system during submission, 
and should accurately reflect the content of the article. Again abbreviations/acronyms should 
be used only if essential or firmly established. For empirical papers the 
country/countries/locations of the research should be included. The keywords will be used for 
indexing purposes.

Methods
Authors of empirical papers are expected to provide full details of the research methods used, 
including study location(s), sampling procedures, the date(s) when data were collected, 
research instruments, and techniques of data analysis.

Systematic reviews and meta-analyses must be reported according to PRISMA guidelines.

Acknowledgements
Collate acknowledgements in a separate section at the end of the article before the references 
and do not, therefore, include them on the title page, as a footnote to the title or otherwise. 
List here those individuals who provided help during the research (e.g., providing language 
help, writing assistance or proof reading the article, etc.).

Formatting of funding sources
List funding sources in this standard way to facilitate compliance to funder's requirements:

Funding: This work was supported by the National Institutes of Health [grant numbers xxxx, 
yyyy]; the Bill & Melinda Gates Foundation, Seattle, WA [grant number zzzz]; and the 
United States Institutes of Peace [grant number aaaa].

It is not necessary to include detailed descriptions on the program or type of grants and 
awards. When funding is from a block grant or other resources available to a university, 
college, or other research institution, submit the name of the institute or organization that 
provided the funding.

If no funding has been provided for the research, it is recommended to include the following 
sentence:

This research did not receive any specific grant from funding agencies in the public, 
commercial, or not-for-profit sectors.

Footnotes
There should be no footnotes or endnotes in the manuscript.

Artwork

General points
• Make sure you use uniform lettering and sizing of your original artwork.
• Preferred fonts: Arial (or Helvetica), Times New Roman (or Times), Symbol, Courier.
• Number the illustrations according to their sequence in the text.
• Use a logical naming convention for your artwork files.
• Indicate per figure if it is a single, 1.5 or 2-column fitting image.
• For Word submissions only, you may still provide figures and their captions, and tables 
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within a single file at the revision stage.
• Please note that individual figure files larger than 10 MB must be provided in separate 
source files.

A detailed guide on electronic artwork is available. You are urged to visit this site; some 
excerpts from the detailed information are given here.

Formats
Regardless of the application used, when your electronic artwork is finalized, please 'save as' 
or convert the images to one of the following formats (note the resolution requirements for 
line drawings, halftones, and line/halftone combinations given below):
EPS (or PDF): Vector drawings. Embed the font or save the text as 'graphics'.
TIFF (or JPG): Color or grayscale photographs (halftones): always use a minimum of 300 
dpi.
TIFF (or JPG): Bitmapped line drawings: use a minimum of 1000 dpi.
TIFF (or JPG): Combinations bitmapped line/half-tone (color or grayscale): a minimum of 
500 dpi is required.
Please do not:
• Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPG); the resolution 
is too low.
• Supply files that are too low in resolution.
• Submit graphics that are disproportionately large for the content.

Electronic artwork
General points
• Make sure you use uniform lettering and sizing of your original artwork.
• Preferred fonts: Arial (or Helvetica), Times New Roman (or Times), Symbol, Courier.
• Number the illustrations according to their sequence in the text.
• Use a logical naming convention for your artwork files.
• Indicate per figure if it is a single, 1.5 or 2-column fitting image.
• For Word submissions only, you may still provide figures and their captions, and tables 
within a single file at the revision stage.
• Please note that individual figure files larger than 10 MB must be provided in separate 
source files.

A detailed guide on electronic artwork is available.
You are urged to visit this site; some excerpts from the detailed information are given 
here.
Formats
Regardless of the application used, when your electronic artwork is finalized, please 'save as' 
or convert the images to one of the following formats (note the resolution requirements for 
line drawings, halftones, and line/halftone combinations given below):
EPS (or PDF): Vector drawings. Embed the font or save the text as 'graphics'.
TIFF (or JPG): Color or grayscale photographs (halftones): always use a minimum of 300 
dpi.
TIFF (or JPG): Bitmapped line drawings: use a minimum of 1000 dpi.
TIFF (or JPG): Combinations bitmapped line/half-tone (color or grayscale): a minimum of 
500 dpi is required.
Please do not:
• Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPG); the resolution 
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is too low.
• Supply files that are too low in resolution.
• Submit graphics that are disproportionately large for the content.

Color artwork
Please make sure that artwork files are in an acceptable format (TIFF (or JPEG), EPS (or 
PDF), or MS Office files) and with the correct resolution. If, together with your accepted 
article, you submit usable color figures then Elsevier will ensure, at no additional charge, that 
these figures will appear in color online (e.g., ScienceDirect and other sites) regardless of 
whether or not these illustrations are reproduced in color in the printed version. For color 
reproduction in print, you will receive information regarding the costs from Elsevier 
after receipt of your accepted article. Please indicate your preference for color: in print or 
online only. Further information on the preparation of electronic artwork.

Figure captions
Ensure that each illustration has a caption. A caption should comprise a brief title (not on the 
figure itself) and a description of the illustration. Keep text in the illustrations themselves to a 
minimum but explain all symbols and abbreviations used.

Tables

Please submit tables as editable text and not as images. Tables can be placed either next to 
the relevant text in the article, or on separate page(s) at the end. Number tables consecutively 
in accordance with their appearance in the text and place any table notes below the table 
body. Be sparing in the use of tables and ensure that the data presented in them do not 
duplicate results described elsewhere in the article. Please avoid using vertical rules and 
shading in table cells.

References

Citation in text
Please ensure that every reference cited in the text is also present in the reference list (and 
vice versa). Any references cited in the abstract must be given in full at the end of the 
abstract. Unpublished results and personal communications are not recommended in the 
reference list, but may be mentioned in the text. If these references are included in the 
reference list they should follow the standard reference style of the journal (see below) and 
should include a substitution of the publication date with either "Unpublished results" or 
"Personal communication" Citation of a reference as "in press" implies that the item has been 
accepted for publication.

Web references
As a minimum, the full URL should be given and the date when the reference was last 
accessed. Any further information, if known (DOI, author names, dates, reference to a source 
publication, etc.), should also be given. Web references can be listed separately (e.g., after the 
reference list) under a different heading if desired, or can be included in the reference list.

Data references
This journal encourages you to cite underlying or relevant datasets in your manuscript by 
citing them in your text and including a data reference in your Reference List. Data 
references should include the following elements: author name(s), dataset title, data 
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repository, version (where available), year, and global persistent identifier. Add [dataset] 
immediately before the reference so we can properly identify it as a data reference. The 
[dataset] identifier will not appear in your published article.

Preprint references
Where a preprint has subsequently become available as a peer-reviewed publication, the 
formal publication should be used as the reference. If there are preprints that are central to 
your work or that cover crucial developments in the topic, but are not yet formally published, 
these may be referenced. Preprints should be clearly marked as such, for example by 
including the word preprint, or the name of the preprint server, as part of the reference. The 
preprint DOI should also be provided.

References in special issue articles, commentaries and responses to commentaries
Please ensure that the words 'this issue' are added to any references in the reference list (and 
any citations in the text) to other articles which are referred to in the same issue.

Reference management software
Most Elsevier journals have their reference template available in many of the most popular 
reference management software products. These include all products that support Citation 
Style Language styles, such as Mendeley. Using citation plug-ins from these products, 
authors only need to select the appropriate journal template when preparing their article, after 
which citations and bibliographies will be automatically formatted in the journal's style. If no 
template is yet available for this journal, please follow the format of the sample references 
and citations as shown in this Guide. If you use reference management software, please 
ensure that you remove all field codes before submitting the electronic manuscript. More 
information on how to remove field codes from different reference management software.

The current Social Science & Medicine EndNote file can be directly accessed by 
clicking here.

Reference formatting
There are no strict requirements on reference formatting at submission. References can be in 
any style or format as long as the style is consistent. Where applicable, author(s) name(s), 
journal title/book title, chapter title/article title, year of publication, volume number/book 
chapter and the article number or pagination must be present. Use of DOI is highly 
encouraged. The reference style used by the journal will be applied to the accepted article by 
Elsevier at the proof stage. Note that missing data will be highlighted at proof stage for the 
author to correct. If you do wish to format the references yourself they should be arranged 
according to the following examples:

Reference style
Text: All citations in the text should refer to:
1. Single author: the author's name (without initials, unless there is ambiguity) and the year 
of publication;
2. Two authors: both authors' names and the year of publication;
3. Three or more authors: first author's name followed by 'et al.' and the year of publication.
Citations may be made directly (or parenthetically). Groups of references can be listed either 
first alphabetically, then chronologically, or vice versa.
Examples: 'as demonstrated (Allan, 2000a, 2000b, 1999; Allan and Jones, 1999)…. Or, as 
demonstrated (Jones, 1999; Allan, 2000)… Kramer et al. (2010) have recently shown …'
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List: References should be arranged first alphabetically and then further sorted 
chronologically if necessary. More than one reference from the same author(s) in the same 
year must be identified by the letters 'a', 'b', 'c', etc., placed after the year of publication.
Examples:
Reference to a journal publication:
Van der Geer, J., Hanraads, J.A.J., Lupton, R.A., 2010. The art of writing a scientific article. 
J. Sci. Commun. 163, 51–59. https://doi.org/10.1016/j.Sc.2010.00372.
Reference to a journal publication with an article number:
Van der Geer, J., Hanraads, J.A.J., Lupton, R.A., 2018. The art of writing a scientific article. 
Heliyon. 19, e00205. https://doi.org/10.1016/j.heliyon.2018.e00205.
Reference to a book:
Strunk Jr., W., White, E.B., 2000. The Elements of Style, fourth ed. Longman, New York.
Reference to a chapter in an edited book:
Mettam, G.R., Adams, L.B., 2009. How to prepare an electronic version of your article, in: 
Jones, B.S., Smith , R.Z. (Eds.), Introduction to the Electronic Age. E-Publishing Inc., New 
York, pp. 281–304.
Reference to a website:
Cancer Research UK, 1975. Cancer statistics reports for the UK. 
http://www.cancerresearchuk.org/aboutcancer/statistics/cancerstatsreport/ (accessed 13 
March 2003).
Reference to a dataset:
[dataset] Oguro, M., Imahiro, S., Saito, S., Nakashizuka, T., 2015. Mortality data for 
Japanese oak wilt disease and surrounding forest compositions. Mendeley Data, v1. 
https://doi.org/10.17632/xwj98nb39r.1.
Reference to software:
Coon, E., Berndt, M., Jan, A., Svyatsky, D., Atchley, A., Kikinzon, E., Harp, D., Manzini, G., 
Shelef, E., Lipnikov, K., Garimella, R., Xu, C., Moulton, D., Karra, S., Painter, S., Jafarov, 
E., & Molins, S., 2020. Advanced Terrestrial Simulator (ATS) v0.88 (Version 0.88). Zenodo. 
https://doi.org/10.5281/zenodo.3727209.

Video data

Elsevier accepts video material and animation sequences to support and enhance your 
scientific research. Authors who have video or animation files that they wish to submit with 
their article may do so during online submission. Where relevant, authors are strongly 
encouraged to include a video still within the body of the article. This can be done in the 
same way as a figure or table by referring to the video or animation content and noting in the 
body text where it should be placed. These will be used instead of standard icons and will 
personalize the link to your video data. All submitted files should be properly labeled so that 
they directly relate to the video file's content. In order to ensure that your video or animation 
material is directly usable, please provide the files in one of our recommended file formats 
with a maximum size of 10 MB. Video and animation files supplied will be published online 
in the electronic version of your article in Elsevier Web products, including 
ScienceDirect: https://www.sciencedirect.com. For more detailed instructions please visit our 
video instruction pages at https://www.elsevier.com/artworkinstructions. Note: since video 
and animation cannot be embedded in the print version of the journal, please provide text for 
both the electronic and the print version for the portions of the article that refer to this 
content.
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Data visualization

Include interactive data visualizations in your publication and let your readers interact and 
engage more closely with your research. Follow the instructions here to find out about 
available data visualization options and how to include them with your article.

Supplementary data

Supplementary material such as applications, images and sound clips, can be published with 
your article to enhance it. Submitted supplementary items are published exactly as they are 
received (Excel or PowerPoint files will appear as such online). Please submit your material 
together with the article and supply a concise, descriptive caption for each supplementary 
file. If you wish to make changes to supplementary material during any stage of the process, 
please make sure to provide an updated file. Do not annotate any corrections on a previous 
version. Please switch off the 'Track Changes' option in Microsoft Office files as these will 
appear in the published version.

Research data

This journal requires and enables you to share data that supports your research publication 
where appropriate, and enables you to interlink the data with your published articles. 
Research data refers to the results of observations or experimentation that validate research 
findings, which may also include software, code, models, algorithms, protocols, methods and 
other useful materials related to the project.

Below are a number of ways in which you can associate data with your article or make a 
statement about the availability of your data when submitting your manuscript. When sharing 
data in one of these ways, you are expected to cite the data in your manuscript and reference 
list. Please refer to the "References" section for more information about data citation. For 
more information on depositing, sharing and using research data and other relevant research 
materials, visit the research data page.

Data linking
If you have made your research data available in a data repository, you can link your article 
directly to the dataset. Elsevier collaborates with a number of repositories to link articles on 
ScienceDirect with relevant repositories, giving readers access to underlying data that gives 
them a better understanding of the research described.

There are different ways to link your datasets to your article. When available, you can 
directly link your dataset to your article by providing the relevant information in the 
submission system. For more information, visit the database linking page.

For supported data repositories a repository banner will automatically appear next to your 
published article on ScienceDirect.

In addition, you can link to relevant data or entities through identifiers within the text of your 
manuscript, using the following format: Database: xxxx (e.g., TAIR: AT1G01020; CCDC: 
734053; PDB: 1XFN).
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Research Elements

This journal enables you to publish research objects related to your original research – such 
as data, methods, protocols, software and hardware – as an additional paper in a Research 
Elements journal.

Research Elements is a suite of peer-reviewed, open access journals which make your 
research objects findable, accessible and reusable. Articles place research objects into context 
by providing detailed descriptions of objects and their application, and linking to the 
associated original research articles. Research Elements articles can be prepared by you, or 
by one of your collaborators.

During submission, you will be alerted to the opportunity to prepare and submit a manuscript 
to one of the Research Elements journals.

More information can be found on the Research Elements page.

Data statement
To foster transparency, we require you to state the availability of your data in your 
submission if your data is unavailable to access or unsuitable to post. This may also be a 
requirement of your funding body or institution. You will have the opportunity to provide a 
data statement during the submission process. The statement will appear with your published 
article on ScienceDirect. For more information, visit the Data Statement page..

After Acceptance

News and Embargoes

If you are planning publicity for your article via your institution or funding body, please 
inform the Journal Manager at socialscienceandmedi@elsevier.com. We are happy to discuss 
your requirements including any requests for an embargo period.

We encourage you to include a link to your article in the press release, and to also tag the 
SSM Twitter account (https://twitter.com/socscimed) in any social media posts, so we can 
also help to promote your press release.

Online proof correction

To ensure a fast publication process of the article, we kindly ask authors to provide us with 
their proof corrections within two days. Corresponding authors will receive an e-mail with a 
link to our online proofing system, allowing annotation and correction of proofs online. The 
environment is similar to MS Word: in addition to editing text, you can also comment on 
figures/tables and answer questions from the Copy Editor. Web-based proofing provides a 
faster and less error-prone process by allowing you to directly type your corrections, 
eliminating the potential introduction of errors.
If preferred, you can still choose to annotate and upload your edits on the PDF version. All 
instructions for proofing will be given in the e-mail we send to authors, including alternative 
methods to the online version and PDF.
We will do everything possible to get your article published quickly and accurately. Please 
use this proof only for checking the typesetting, editing, completeness and correctness of the 
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text, tables and figures. Significant changes to the article as accepted for publication will only 
be considered at this stage with permission from the Editor. It is important to ensure that all 
corrections are sent back to us in one communication. Please check carefully before replying, 
as inclusion of any subsequent corrections cannot be guaranteed. Proofreading is solely your 
responsibility.

Offprints

The corresponding author will, at no cost, receive a customized Share Link providing 50 days 
free access to the final published version of the article on ScienceDirect. The Share Link can 
be used for sharing the article via any communication channel, including email and social 
media. For an extra charge, paper offprints can be ordered via the offprint order form which 
is sent once the article is accepted for publication. Corresponding authors who have 
published their article gold open access do not receive a Share Link as their final published 
version of the article is available open access on ScienceDirect and can be shared through the 
article DOI link.

Author Enquiries

Visit the Elsevier Support Center to find the answers you need. Here you will find everything 
from Frequently Asked Questions to ways to get in touch.
You can also check the status of your submitted article or find out when your accepted article 
will be published.
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Appendix B: ENTREQ Checklist

Item Guide and Description Reported on Page 
Number

Aim State the research question the synthesis addresses. 9
Synthesis 
Methodology 

Identify the synthesis methodology or theoretical framework which underpins the 
synthesis and describe the rationale for choice of methodology (e.g., meta ethnography, 
thematic synthesis, critical interpretive synthesis, grounded theory synthesis, realist 
synthesis, meta-aggregation, meta-study, framework synthesis).

9

Approach to 
Searching 

Indicate whether the search was pre-planned (comprehensive search strategies to seek all 
available studies) or iterative (to seek all available concepts until theoretical saturation is 
achieved).

10

Inclusion Criteria Specify the inclusion/exclusion criteria (e.g., in terms of population, language, year limits, 
type of publication, study type).

10

Data Sources Describe the information sources used (e.g., electronic databases (MEDLINE, EMBASE, 
CINAHL, psychINFO, Econlit), grey literature databases (digital thesis, policy reports), 
relevant organizational websites, experts, information specialists, generic web searches 
(Google Scholar), hand searching, reference lists) and when the searches were conducted; 
provide the rationale for using the data sources.

10

Electronic Search 
Strategy 

Describe the literature search (e.g., provide electronic search strategies with population 
terms, clinical or health topic terms, experiential or social phenomena related terms, filters 
for qualitative research and search limits).

10; 46-52

Study Screening 
Methods 

Describe the process of study screening and sifting (e.g., title, abstract and full text review, 
number of independent reviewers who screened studies.

12

Study 
Characteristics 

Present the characteristics of the included studies (e.g., year of publication, country, 
population, number of participants, data collection, methodology, analysis, research 
questions).

13; 15-17

Study Selection 
Results 

Identify the number of studies screened and provide reasons for study exclusion (e.g., for 
comprehensive searching, provide numbers of studies screened and reasons for exclusion 
indicated in a figure/flowchart; for iterative searching describe reasons for study exclusion 

13-14
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and inclusion based on modifications to the research question and/or contribution to 
theory development).

Rationale for 
Appraisal 

Describe the rationale and approach used to appraise the included studies or selected 
findings (e.g., assessment of conduct (validity and robustness), assessment of reporting 
(transparency), assessment of content and utility of the findings).

11

Appraisal Items State the tools, frameworks and criteria used to appraise the studies or selected findings 
(e.g., Existing tools: CASP, QARI, COREQ, Mays and Pope [25]; reviewer developed tools; 
describe the domains assessed: research team, study design, data analysis and 
interpretations, reporting).

11

Appraisal Process Indicate whether the appraisal was conducted independently by more than one reviewer 
and if consensus was required.

13

Appraisal Results Present results of the quality assessment and indicate which articles, if any, were 
weighted/excluded based on the assessment and give the rationale.

13; 18

Data Extraction Indicate which sections of the primary studies were analysed and how were the data 
extracted from the primary studies? (e.g., all text under the headings “results /conclusions” 
were extracted electronically and entered into a computer software).

11

Software State the computer software used, if any. 10
Number of 
Reviewers

Identify who was involved in coding and analysis. 11

Coding Describe the process for coding of data (e.g., line by line coding to search for concepts). N/A
Study Comparison Describe how were comparisons made within and across studies (e.g., subsequent studies 

were coded into pre-existing concepts, and new concepts were created when deemed 
necessary).

11

Derivation of 
Themes 

Explain whether the process of deriving the themes or constructs was inductive or 
deductive.

9

Quotations Provide quotations from the primary studies to illustrate themes/constructs and identify 
whether the quotations were participant quotations or the author’s interpretation.

23-34

Synthesis Output Present rich, compelling, and useful results that go beyond a summary of the primary 
studies (e.g., new interpretation, models of evidence, conceptual models, analytical 
framework, development of a new theory or construct).

23-34




