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Abstract

This study explores service providers’ experiences of supporting men following a miscarriage
or stillbirth in Australia. In-depth, semi-structured interviews were completed with seven
service providers including midwives, grief counselors and social workers. Participants
highlighted that, despite the individual nature of men’s grief, there is a need to recognize and
address the additional expectations and responsibilities that may compound their experience.
Within an environment focused on women-centered care, participants described creative
strategies and inclusive language to promote engagement of men. Further research exploring
men’s grief is needed to inform training and guidelines for healthcare professionals who work

with bereaved families.
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Introduction

Pregnancy loss, including miscarriage and stillbirth, affect millions of families
worldwide. Definitions of loss by gestational age vary considerably across countries, making
determining precise prevalence difficult. However, approximately 2.6 million stillbirths
(defined as a loss occurring at or over 28 completed weeks of gestation) occur each year
(Lawn et al., 2016), while miscarriage occurs in approximately 15-20% of all recognized
pregnancies (Brier, 2008). International research has recognized the potential for high levels
of psychological distress immediately following pregnancy loss at any gestational age, with
significant distress occurring in approximately one in five parents (Cacciatore, 2013; Flenady

et al., 2014; Murphy et al., 2014).

In countries including Australia, the United States (US), Canada, and the United
Kingdom (UK), a number of guidelines have been developed to inform quality bereavement
care practices and assist services providers in supporting families experiencing pregnancy
loss (e.g., Flenady et al., 2018; Hendson & Davies, 2018; Hunter, 2016; Sands Australia,
2018; Queensland Clinical Guidelines, 2018). Sections within these guidelines that deal with
psychological support consistently emphasize key themes including the importance of open
and honest communication with both parents; using sensitive language; the need for
empathetic and compassionate emotional care; and creating memories (e.g., seeing/holding
the baby, providing mementos) that are in line with parents’ individual wishes. However,
despite the availability of supportive care guidelines, parents continue to report mixed
experiences of support from the healthcare system, particularly in relation to a lack of
sensitivity and compassion, appropriate information, and follow-up care (Bellhouse et al.,
2018; Due et al., 2018; Downe et al., 2013; Gellar et al., 2010; Rowlands & Lee, 2010). The
majority of guidelines also focus primarily on the experiences of heterosexual women, with

few to no recommendations pertaining specifically to the experiences of bereaved men.



Similarly, early research into the psychological experience and grief of pregnancy loss
focused almost exclusively on women, and concluded that women grieved more deeply than
men (e.g., Peppers and Knapp, 1980). More recent quantitative studies comparing mothers’
and fathers’ grief have also typically found men to experience less intense and enduring
emotional responses; thus potentially requiring less support (Beutel et al., 1996; Kong et al.,
2010; Murphy et al., 2014; Rinehart & Kiselica, 2010). However, qualitative research
involving men provides a more nuanced perspective, suggesting that men’s grief experiences
and support needs following pregnancy loss may differ in style — rather than intensity — to
those of women (Armstrong, 2001; Bonnette & Broom, 2011; McCreight, 2004; Miller et al.,
2019; Miron & Chapman, 1994; Murphy, 1998; Obst & Due, 2019; Wagner et al., 2018). For
example, normative gendered expectations may lead men to actively suppress their grief, or
to assume the role of ‘supporter’ and ‘protector’ to their female partners when in heterosexual
relationships. These expectations can lead to expressions of grief which may therefore be
more hidden or private, but do not necessarily require less support (Bonnette & Broom, 2011,
Miller et al., 2019; Miron & Chapman, 1994; Obst & Due, 2019; Wagner et al., 2018). Such
gendered expectations and subsequent hidden expressions of grief may also be exacerbated
by, or lead to, a lack of recognition for men’s grief from their social networks, including
family, friends, and the wider community. Overall, a widespread lack of social recognition
for men’s roles in pregnancy and childbirth more generally have been found to lead others to
downplay their position as a grieving father, in need of support (Bonnette & Broom, 2011,

McCreight, 2004; Miller et al., 2019; Obst & Due, 2019).

While there is emerging evidence from men’s perspectives with regard to their grief
and support needs (e.g. Bonnette & Broom, 2011; McCreight, 2004; Miller et al., 2019; Obst
& Due, 2019; Wagner et al., 2018) following pregnancy loss, it is essential to also explore the

experiences of service providers including midwives, nurses, social workers, and grief



counselors. These health professionals play a crucial role in providing sensitive care and
emotional support to bereaved parents, particularly as they are typically the first healthcare
staff that parents will engage with if the loss occurs in a hospital (Bellhouse et al., 2018;
Downe et al., 2013; Due et al., 2018; Edmond et al., 2019; Flenady et al., 2018; Martinez-
Serrano et al., 2018; Nash et al., 2018). Previous research concerning healthcare
professionals’ experiences has identified a number of barriers to providing effective care to
parents following pregnancy loss, including: lack of confidence, knowledge, training, and
resources to deal with parents’ needs; compassion fatigue; and systemic issues such as staff
shortages and over-crowded hospital environments (Boyle et al., 2015; Edmond et al., 2019;
Engel & Rempel, 2016; Kelley & Trinidad, 2012; Jensen et al., 2018; Modiba, 2008). Again,
however, the vast majority of this research has focused on experiences of supporting women
and not men, with only one other study to the authors’ knowledge looking at service
providers’ perspectives and attitudes toward supporting men following pregnancy loss

(McCreight, 2004).

Given the potential differences in grief and the lack of specific guidelines, then, it is
perhaps unsurprising that men have frequently reported feeling forgotten or overlooked by
both healthcare professionals as well as family members and friends following a pregnancy
loss (Bonnette & Broom, 2011; McCreight, 2004; Miller et al., 2019; Murphy & Hunt, 1997,
Obst & Due, 2019; Puddifoot & Johnson, 1997). However, there remains very little research
exploring service providers’ perspectives of providing support for bereaved parents following
miscarriage and stillbirth, and working with bereaved men in particular (e.g., Boyle et al.,
2000; Downe et al., 2013; Evans et al., 2002; Jensen et al., 2018). To address this gap, the
present study aimed to explore service providers’ experiences of supporting men following
pregnancy loss, with a view to consider current and potential future practices when working

with men whose female partners have experienced pregnancy loss. As such, this article



focuses particularly on two research questions: (1) how do service providers currently support
men following pregnancy loss, and (2) what do service providers see as future support

options?
Method
Participants

This study is part of a larger program of research involving men who have
experienced pregnancy loss, with the findings from interviews with Australian men whose
female partners have experienced pregnancy loss published previously elsewhere (see Obst &
Due, 2019). Participants for the present study were seven service providers from Australian
pregnancy loss support organizations and a large maternity hospital. Inclusion criteria were:
18 years of age or older, fluency in English, and experience providing formal care and/or
support to men following a pregnancy loss in the last five years. Participants were two social
workers, a parent supporter, a grief counselor, a nurse, a midwife, and an art therapist. They
had an average of 12 years of experience working in grief and loss (range 2-20 years). One
participant declined to provide her exact age, with the remaining participants aged between
35 and 57 (M = 48 years). All but one of the participants were Caucasian, and each had

tertiary-level qualifications.
Procedure

Ethical approval was obtained by the University of Adelaide Human Research Ethics
Committee on 13" of April, 2017, and by the Women’s and Children’s Health Network
Human Research Ethics Committee on the 5™ of July, 2017. Participants were recruited via
advertisements distributed through local pregnancy loss support organizations, and relevant

midwifery and obstetric units at the maternity hospital. Potential participants were asked to



contact the researchers to express their interest in the research, and each participant provided

written informed consent.

Individual interviews were completed between April and August 2017. A semi-
structured approach was used, with open-ended questions developed based upon previous
literature as noted in the introduction, as well as initial coding of prior interviews completed
with men as part of the wider program of research (Obst & Due, 2019). Example questions
included: Can you tell me about your experiences of supporting men following pregnancy
loss at your hospital/organization? What types of supports do you think have been most
effective in supporting men following pregnancy loss? Are there any supports you think
would be useful to men that currently aren’t available? Interviews were an average of 38
minutes (range 20-55 mins) with recruitment continuing until data saturation was reached.
This was determined at the seventh interview, as no new themes were identified — this is also
in line with Braun & Clarke’s (2013) suggestion that six to 10 interviews is sufficient for
‘small’ qualitative projects. Each interview was audio-recorded and transcribed verbatim by
the first author using an orthographic method (Braun & Clarke, 2006; 2013). To maintain
confidentiality, each participant was allocated a pseudonym, and all names and identifying

features were removed from the interview transcripts.

Methodological rigor was enhanced through the use of Tracy’s (2010) “Big-Tent”
criteria for excellence in qualitative research. The first author kept an Audit Trail to facilitate
data analysis and reflect on the quality of the interview process. All participants were also
given the opportunity to engage in member reflections of their interview transcripts. Two
participants accepted this offer, and did not request any changes. Finally, to promote the
sincerity of the research, the process of self-reflexivity was engaged throughout the research
process (Tracy, 2010). The first author does not have personal experience of pregnancy loss,

and has no children of her own, which may have influenced the ways participants interacted



with, and responded to her questions. However, all participants expressed their enthusiasm
toward being involved in the research, and their desire to contribute their experiences and
expertise. The second author has experienced pregnancy loss and has three children. Given
this, data analysis was approached from the authors’ positions and perspectives as women

both with and without experiences of pregnancy loss and children.

Data Analysis

Given the exploratory nature of the research aims, Thematic Analysis (TA) from a
realist ontological position, which assumes reality to be independent from human knowledge
and understanding, was used to analyze the data (Braun & Clarke, 2006; 2013). Interpretation
and analysis of participants’ interview data was thus perceived to be a direct reflection of
their lived experiences, without attempting to apply further meaning beyond this. Analysis
was conducted in two stages. The first involved a deductive approach in order to examine the
data according to the research questions, with coding specifically conducted in relation to
current practice in relation to providing support and potential future support options.
Following this, the complete data set was analyzed using an inductive approach where
additional themes were identified that sat outside these two research questions. All interviews
were transcribed by the first author, who also completed the initial coding. This initial
analysis was cross-checked by the second author, and the final thematic structure was

developed and agreed upon through a collaborative process of discussions and refinement.

Results

In total, three themes were identified from the interviews, outlined below.

Gender, Grief and Support for Men: Tensions in Providing Bereavement Care

Participants indicated that having an understanding of potentially gendered

expressions of grief was useful when offering services for men compared to women.



However, they also emphasized that grief is typically an individual experience, with reactions
“dependent [...] on many things” (Nicole, social worker), and therefore not always dictated
by gender. Importantly, this variability meant that gender-specific stereotypes concerning
how mothers and fathers might grieve, and their subsequent support needs, could be

unhelpful when considering what support to provide:

| try to say, look, it’s not gender-specific, you know, these are styles of grieving |...]
I’ve got a father coming in later this morning and he’s — well the wife is more the
stoic [type] and he’s more the expressive [type], and he’s coming in for one-on-one

counselling sessions. (Elise, grief counselor)

With this in mind, the importance of taking the time to understand men as individuals, with
unique styles of grieving and subsequent support needs, was an essential consideration

among participants’ work with bereaved parents, and the resulting support that they offered.

However, despite noting that gendered expectations of men’s reactions to pregnancy
loss may be unhelpful when providing support, participants also highlighted that, generally,
men do often face responsibilities and societal pressures that may conform to gendered
expectations. For example, men may be responsible for caring for their (female) partner or
other family members, as well as managing practical tasks associated with the pregnancy
loss, or returning to daily life. In addition, many men have to return to work soon after a
pregnancy loss, given the lack of leave available within most workplaces. Participants felt
that these often gendered expectations can lead both the community and healthcare

professionals to overlook men’s grief and subsequent support needs:

I think you still have the [...] image of the men, the male being the protector. And so

you often get a lot of people saying to the wife, “how are you?”” But not many people



say it to the husband, “how are you?” [...] but the fathers do grieve as well, in their

own way. (Jennifer, parent supporter)

As such, participants felt that there were common (and gendered) patterns in the support than
many men do receive following pregnancy loss. However, participants who had been
working in the bereavement space for many years also indicated that they had seen a slow
shift in perceptions over time, towards recognition of the potential effect of pregnancy loss on
men and their subsequent grief. For participants, this movement was particularly evident
among younger people, who are more “capable of sticking up for themselves” (Ashley,

nurse) and likely to voice their needs and actively seek support.

Overall, then, participants felt that while gendered expectations concerning grief for
men were still prevalent amongst healthcare professionals, there was a trend towards greater
recognition of the need to support men affected by pregnancy loss, as well as their female

partners (in heterosexual couples).

Engaging Men in Services: The Importance of Inclusivity and Recognition in the

Hospital Environment

Participants in this study focused much of their responses on hospital settings, noting
that when staff are empathetic and engaged with parents’ individual experiences and needs,
“they develop a special bond” which remains “with them during the admission and in the
delivery” (in the case of stillbirth; Rachel, social worker), and the time following the loss.
However, participants also highlighted a number of challenges to providing effective support
for bereaved fathers specifically in the hospital environment. For example, sometimes,
“people are just not ready to open up” (Rachel, social worker) so soon after a miscarriage or
stillbirth, and it can be difficult to build rapport in the often short time frame of a hospital

stay:



People don’t allow just anybody into their lives when they’re going through such a
crisis like that. Like, sometimes they don’t even have their family members there, and
then we kind of present ourselves — [but we] don’t know the client, we’re total
strangers. And so we do have to kind of be quite creative in how we engage them.

(Nicole, social worker)

In relation to this theme of inclusivity, a key point raised by participants that of language use
and the inclusion of both mothers and fathers in heterosexual couples in medical settings right

from the start of the pregnancy. For example, as Ashley (nurse) stated:

| think we have to change midwifery and obstetrics. We have to change, because [we]
all just talk about ‘the women’. The women this, the women that. You know [...]
when a woman suffers miscarriage — well actually, a couple suffers miscarriage [...]
until we change that language and actually acknowledge the loss at the coalface —

well, we have to learn to do that.

Similarly, participants indicated that it was essential that hospital staff actively engage
with fathers, since “the man is standing there, and they need to address both of them
[parents]” (Elise, grief counselor). This includes taking the time to engage with men
separately and individually, ensuring their grief and needs are validated, and that ongoing

support options are clearly explained to them:

...not just, ‘oh here’s a couple of brochures give them a call if you want’. But actually
us being able to say, ‘look this is what they provide [...] this might be good for you,
and this is the feedback that we’ve had from these services’ and so forth. Whereas, if
it’s just kind of, ‘here’s a bit of a pack’ [...] you find that people just won’t access

those services on their own. (Nicole, social worker)



Overall, participants indicated that care following pregnancy loss — both inside and
outside the hospital — is currently women-centric, given “the woman is the patient [who]
delivers” (Rachel, social worker). In this environment, participants indicated that men can
often be left feeling isolated, leading to a perceived lack of support options for themselves.

For example:

Initially you know, a lot of the men were like [...] “oh, speak to [partner], this is
happening to her” [...] And, it’s kind of like, no, no, we want to speak to both of you
[...]it’s just about educating them as well, I think, to say, you know what? This is
actually just as difficult for you as it is for your partner, it’s still a loss for you [...] I
think they have this general thing about, you know, I don’t want to take away from

her, like feeling bad to make it about them. (Nicole, social worker)

In addition, and as noted by Nicole above, participants felt that men may feel as though they
should focus on their female partners rather than seek support for themselves, further limiting

the support that might be provided to men.

Finally, participants also noted that there were differences in support provided by the
hospital for miscarriages compared to stillbirth. In particular, participants acknowledged that

miscarriages receive less attention and follow-up:

There’s a lot more around the stillbirths or a genetic termination of pregnancy than
miscarriage [ would say [...] they’ve got a great system here at this hospital where if
it is a stillbirth or a termination of pregnancy they get lots of follow-up really, they
come back for appointments to see us. Whereas if it’s a miscarriage, just like a, you

know, eight or ten week miscarriage, they get nothing. (Michelle, midwife)

Overall, then, participants felt that providing adequate support immediately in the

hospital setting was important for men — although there is a need to do this with respect and



consideration for individual needs. Further consideration of how to support those who have
experienced miscarriages rather than stillbirths in the hospital setting (if applicable) was also

raised by participants.

Supports Tailored to Men: Rethinking Support Groups and Counselling

Outside the hospital environment, participants described a range of difficulties in
engaging men in service access. In particular, participants noted that it could be “very
threatening to sit in a group” (Elise, counselor), and felt that it was more common for women
to attend support groups, which could be alienating for men. As such, participants felt that
many men might be “very opposed to counseling” (Rachel, social worker), leading to the
need to consider a range of support options to support individual needs, as also noted in the

first theme above.

In particular, service providers highlighted that, since many men may focus on the
question of “what can I do?” (Nicole, social worker), and may face a range of societal
expectations concerning their role following pregnancy loss, a potential support option was to
provide men with practical roles that also addressed their own support needs. For example,
Laura (art therapist), who worked with bereaved parents to create mementos of their babies,
often encouraged fathers to be actively involved in this process where they are present and
comfortable to do so. She explained that allowing men to “take charge of [the baby’s] hand
and foot prints” provided them with both a tangible role and an essential space to connect
with their baby following stillbirth. Participants also described a number of other strategies
which they had used successfully, including male-specific “beer and pizza” support groups,
providing counseling while going for a walk rather than face-to-face, and activity-based
group supports (such as archery, camping, or go-karting). Many explained how the use of

activity takes away some of the discomfort of a formal group or counseling setting, as “it’s



the doing that then leads to conversation [...] if they want to talk, they can” (Laura, art

therapist).

In addition to considering diverse support options to support individual needs for
bereaved fathers, and while also acknowledging that “not everybody needs counseling”
(Elise, grief counselor), participants did highlight the importance of simply knowing that
support was available following pregnancy loss. Follow-up efforts were identified as essential
for men to realize that they hadn’t been forgotten or overlooked. This could either be from
the hospital, a support organization, or a general practitioner (GP), but needed to be directed

specifically at fathers to ensure they feel affirmed and recognized:

| think some sort of [follow-up] that is part of a checklist - that there is a way of
engaging the father even if the father’s not at the appointment [...] the question is asked
anyway, or their number is sought out and they are actually called to say ‘how are you
doing with this?’ [...] I actually think GPs don’t know enough about grief and loss, and
often the follow-up appointment is just the mother [...] In actual fact, it should be seen

as an appointment that’s meant to be for the two of them, together. (Ashley, nurse)

Finally, and to facilitate the process of transition from the hospital to the community,
strong relationships between hospital staff and support organizations were also identified as
vital for supporting men. Elise (grief counselor) described how she had worked closely with
hospitals over many years to establish close relationships with staff, while Jennifer (parent
supporter) also described how she had delivered multiple educational sessions to hospital

staff to raise awareness of bereaved parents’ needs.

Discussion

This study explored Australian service providers experiences of working with men

bereaved to pregnancy loss. Consistent with mixed findings on men’s grief in previous



literature (e.g., Kong et al., 2010; Rinehart & Kiselica, 2010; Obst & Due, 2019; Puddifoot &
Johnson, 1997; Conway & Russell, 2000), participants emphasized the need to work with
bereaved men on a case-by-case basis, although they also noted tensions given the often
gendered nature of expectations concerning grief following pregnancy loss. Research
suggests that rather than subscribing to stereotypically ‘masculine’ or ‘feminine’ grieving
styles, grief for each individual exists on a continuum between intuitive (emotion-focused)
and instrumental (problem-focused; Martin & Doka, 2011). This study suggests that service
providers typically felt that men’s grief was more towards the instrumental side of the
continuum (i.e., cognitive, problem-solving grief management), but that they nevertheless
indicated that it was important not to assume grieving styles according to gender. Rather,

service providers should tailor approaches according to individual need.

Previous studies from service providers’ perspectives have identified a range of
challenges relating to supporting bereaved parents in general in the hospital environment
(e.g., Boyle et al., 2015; Engel & Rempel, 2016; Kelley & Trinidad, 2012; Jensen et al.,
2018). This study confirmed similar difficulties, including the challenge of building rapport
with bereaved men in the limited time frame of a hospital stay, and differences between
supports following miscarriage (where hospital procedures are involved) as compared to
stillbirth. However, participants also highlighted additional challenges in the hospital
environment that were specific to supporting men. For example, some service providers noted
that because men are not the primary ‘patient’ in the case of pregnancy loss, there are
systemic barriers to providing services specifically to them in the hospital environment. This
is an issue also noted in the wider palliative care literature, where although policies
emphasize the need to support family members, a lack of ‘patient’ status limits the types of
services which can be provided (e.g., Sealey et al., 2015; Breen et al., 2014). Nevertheless,

the findings of this study suggest that — at the very least — men bereaved by pregnancy loss



that occurs in a hospital should be included in memorials and provided with details of

appropriate support services.

Similarly to previous research on men’s experiences following pregnancy loss (e.g.,
Bonnette & Broom, 2011; McCreight, 2004; Miller et al., 2019; Obst & Due, 2019; Puddifoot
& Johnson, 1997), participants also identified that men often experience a lack of recognition
for their own support needs. In this case, participants had to work harder to advocate for
men’s needs and promote engagement in available support services. Helpful strategies service
providers employed in this space included providing men with tangible roles so that they
could be supported, while also recognizing the likelihood of gender-specific expectations,
such as that of organizing practical requirements associated with the stillbirth or miscarriage
(e.g., assisting in memory-making activities). Participants also highlighted the importance of
working in multi-disciplinary teams to facilitate the transition of support services from
hospital to community. In that regard, participants also noted that any follow up appointments
with GPs may only be with women — presumably because this visit is geared towards
physical health checks. One possible support avenue for men may be GPs who are trained in

grief support, with follow up visits possible for men as well as women.

In general, this research with service providers supports previous research concerning
male help-seeking for stressful life events. This is particularly in relation to the tensions
between normative expectations of masculine ideals and individual emotional responses,
which can have negative implications for men’s help-seeking behavior and engagement in
health services (Addis & Mahalik, 2003; Galdas et al., 2005; Yousaf et al., 2013, 2015). For
example, service providers noted that men can often be opposed to available support services,
particularly grief counseling, a format of support which previous research indicates is also
usually favored by women (Breen et al., 2019). Importantly, however, previous research has

also shown that encouragement from others and discussion of grief or psychological distress



as a “normal” response to loss, can lead men to engage in support (Addis & Mahalik, 2003).
Participants in this study similarly identified the essential need for ongoing efforts to validate
men’s grief and their need for support following pregnancy loss, given the current landscape
of women-centered care which contributes to a lack of recognition for men’s roles in
maternity services. Along with the development of specific support options tailored to men,
training programs for service providers are needed to facilitate this process, and promote
understanding of the unique needs of men following loss. Importantly, previous studies have
also acknowledged the emotional impact of caring for bereaved families on service providers,
particularly on midwives and social workers (e.g., see Jonas-Simpson 2010; McCreight 2005;
Nash et al., 2018; Wallbank & Robinson 2008). As such, any training programs should
consider the impact of pregnancy loss on service providers themselves, including strategies

for self-care.

It is important to note that this sample of service providers is limited in relation to
diversity; they were all female and recruited from local pregnancy loss support organizations
and only one public South Australian hospital. Nevertheless, data saturation appeared to be
reached at the theme level and, as such, the results can be seen as representative of the
experiences of this cohort of service providers. However, given the importance of research in
this area, further research among support staff from a range of public and private hospitals
and clinics is needed, along with generalized staff members who do not specialize in grief
and bereavement, but provide support when required. In relation to miscarriage support more
specifically, it would also be useful to explore the experiences of general emergency
department staff, obstetricians, and general practitioners. Given the lack of specialized
support identified by participants following miscarriage, these groups of professionals may be
parents’ only point of contact during their pregnancy loss. Overall, there remains a lack of

comprehensive understanding of men’s grief following pregnancy loss (Bonnette & Broom,



2011; McCreight, 2004; Obst & Due, 2019). Continued research in this area is required,
including the experiences of under-represented populations such as culturally and
linguistically diverse fathers, gay and transgender men, and other non-pregnant partners, such
as in lesbian couples (Cacciatore & Raffo, 2011; Ellis et al., 2015; Peel, 2010; Roberts et al.,

2017; Ziv & Freund-Eschar, 2014).

This study provides a contribution to the limited body of literature on service
providers’ perspectives of working with men following pregnancy loss, including suggestions
for potential future support options. Findings highlight the ongoing need to further service
providers’ understandings of bereaved men’s unique needs in the aftermath of loss, as well as
developing male-specific support services. Services could potentially involve: including men
in service provision concerning pregnancy from the beginning (where possible) so that where
losses do occur they are already ‘linked in’ to services; using inclusive language that
recognizes the central role of men as fathers in heterosexual couples; and considering
alternative support options that may appeal to a broader range of men, including activity-
based supports. As such, rather than completely reinventing the wheel in terms of support, it
is essential to promote strategies that ensure men are actively engaged throughout the process
of pregnancy, and early in their grief following subsequent loss. The study also points to the
tensions men may face in societal expectations of their grief following pregnancy loss and
expectations that they undertake practical tasks, support their partner, and return to work.
Supporting men bereaved by stillbirth or miscarriage requires both challenging these
expectations, as well as engaging with them so that men can be fully supported as

individuals.
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