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Abstract
The study aims to understand how men cope with the anticipated loss of their child when a life-limiting fetal diagnosis is 

confirmed in pregnancy. Twenty-five fathers responded to an online qualitative survey exploring their perinatal loss experiences. 
Data provide the reader with a glimpse of fathers’ thoughts and feelings between the time of the confirmed fetal diagnosis and 
the baby’s birth. Study participants chose to either engage with their pregnant partners through showing protection, emotional 
strength or by being productive in the areas in which they felt they could control; while others chose to avoid by not expressing 
their feelings with their partners, socially isolating, and turning to their work as a source of refuge. Therapeutic birth planning 
was shown to be a beneficial method to prepare fathers for their pending loss, involve fathers and their partners in the prenatal 
decision making and allow fathers to express their feelings throughout the process leading up to the loss. Study results hope 
to enhance the dearth of research on men’s bereavement experiences in the context of perinatal palliative care and encourage 
providers to acknowledge fathers’ grief in anticipation of a perinatal loss.

Keywords: Coping Mechanisms; Expectant Fathers; Grieving 
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Precis: When a life-limiting fetal diagnosis is confirmed, little 
is known about how fathers grieve during the perinatal period in 
anticipation of their baby’s death prior to, or shortly after, birth. 
It is becoming widely accepted that paternal attachment begins 
before birth [1], as fetal ultrasound scans play a significant role 
in initiating the bonding process for expectant fathers [2,3]. Due 
to the medical advances of ultrasonography and genetic studies, 
congenital anomalies, which account for approximately 20% of all 
neonatal deaths [4], are often diagnosed early in pregnancy. The 
experience of confirmatory fetal imaging via routine ultrasound 
scan is a factor related to increased levels of grief and stress among 
expectant fathers [5]. O’Leary found that fathers who saw their 
babies on ultrasound, expressed a greater sense of loss at the time 
of the neonatal death, than those who had not [6]. 

When parents decide to continue a pregnancy with the 
knowledge that their baby will likely die prior to, or shortly 
after, birth, perinatal palliative care is a model that supports these 
expectant parents. This model of care offers a gentler “good-bye” 
for parents and families by engaging a multidisciplinary team 
approach to include preliminary medical decision making and 
therapeutic birth planning before the child is born [7-10], as well as 
supportive care at the time of birth and into the postmortem period 
[3,11,12]. When a life-limiting diagnosis is confirmed in pregnancy, 
often the attention is directed towards the expectant mother and the 
grief among the expectant father is often overlooked. Fathers-to-be 
have shattered parental expectations as well, yet they have been 
described in the literature as the “forgotten mourners [13]”. Men 
can experience marginalization and neglect of their unrecognized 
emotional needs [1,3]. Men are not just bystanders in their 
partners’ pregnancy experiences. They may have been present for 
the excitement and worry of each prenatal appointment, viewed 
the ultrasound images during their partners’ scans, listened to the 
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sound of their child’s heartbeat, were present at the determination 
of the fetal sex, and embraced the fetal movement through a gentle 
touch of their partners’ abdomen. Expectant fathers often envision 
their “would be lives” with their babies as they make preparations 
at home and by talking, reading, and singing to their children in 
utero.

Fathers’ feelings of grief can be disregarded, as close relatives 
and friends often expect men to “be strong” and finish their grief 
processes quickly in order to care for the needs of their partners 
[14,15]. When faced with challenges in pregnancy, expectant 
fathers are often asked, “How is she doing?”  This question not 
only ignores the grief that men may be experiencing, but also 
leads to an assumption that his priority must be “to protect” his 
partner and unborn child. In other words, if she is not doing well, 
then somehow this is his fault or it is his job “to fix it” in order 
to remain accountable to those individuals posing the question. 
Even though fathers may be well aware that they have no control 
over the neonatal outcome, attempts to maintain control in other 
areas of life can remain a focus for day-to-day coping [16]. The 
way that healthcare providers assist grieving parents, particularly 
those who anticipate the death of their child shortly after birth, has 
an important impact on how both women and men experience the 
pregnancy and remember their loss, and may have a significant 
effect on their healing process [17].  

Goals of the Study

The paternal experience of perinatal loss is not well 
understood and is often overlooked in clinical practice and within 
the research literature [1,18-20]. Little is known about how men 
grieve during the perinatal period in anticipation of their baby’s 
death prior to, or shortly after, birth; thus the impetus for the 
current study. This paper shares qualitative survey responses from 
fathers whose partners gave birth with perinatal palliative care for 
a baby with a life-limiting fetal diagnosis confirmed in pregnancy. 
Results explore the accounts of twenty-five fathers who anticipated 
the death of their child, in order to better understand paternal 
experiences leading up to their perinatal loss. 

Method
Study Location

The Center for Fetal Diagnosis and Treatment (CFDT) 
located in the Children’s Hospital of Philadelphia (CHOP) is a 
high risk fetal and diagnostic center dedicated to healthy mothers 
carrying high risk fetuses with anatomic birth defects and/or 
complex medical and genetic conditions. Close to 1,800 pregnant 
women are referred for a comprehensive diagnostic evaluation to 
the CFDT annually. Approximately 8% of the patients seen for 
an initial evaluation in the CFDT will choose to pursue perinatal 
palliative care at the time of birth based on a life-limiting fetal 

diagnosis. The model of the CFDT’s Perinatal Palliative Care and 
Bereavement Program is described elsewhere [7].

Study Design
The project utilized a qualitative survey methods design to 

ask fathers about their perinatal loss experiences at the Children’s 
Hospital of Philadelphia (CHOP) to better understand how men 
cope with the anticipated loss of their child. Due to the sensitive 
nature of the study, face to face interviews were a preferred method 
of data collection; however, since more than 70% of all CFDT 
patients travel farther than 100 miles to CHOP, in-person interviews 
were not possible for this retrospective study. Due to the dearth 
of research in the field of paternal perinatal loss in the context of 
palliative care, the research team was interested in the feasibility 
of capturing fathers’ experiences via a detailed REDCap online 
survey. The questionnaire consisted of demographic variables as 
well as 28 open ended questions, exploring fathers’ experiences 
leading up to the anticipated loss of their child. 

The participants consisted of a retrospective cohort of male 
partners of former CFDT patients seen within a five year period. 
These previously expectant parents received a life-limiting fetal 
diagnosis within the CFDT and chose to continue their pregnancies. 
They were referred to the CFDT’s Perinatal Palliative Care and 
Bereavement Program for grief support and birth planning, and 
mothers gave birth at the Children’s Hospital of Philadelphia on 
The Garbose Family Special Delivery Unit (SDU) with perinatal 
palliative care support. Additional information about the SDU is 
described elsewhere [21]. 

After securing approval from CHOP’s Institutional Review 
Board, a recruitment email containing the study consent form and 
questionnaire was sent to all eligible patients (N = 57). Since email 
contact information was not readily available for fathers, former 
CFDT patients (mothers) were asked to forward the questionnaire 
link to their partners for completion. Participants were provided 
with specific instructions on how to access the link in order to 
complete the REDCap questionnaire. In the recruitment email, 
the purpose, methodology, study aims, and procedures were 
described, and the contact information of the primary investigator 
was provided. Fathers were assured of anonymity in reporting the 
results, confidentiality, and their right to decline or withdraw from 
the study at any time. When the questionnaire was not completed 
within one week, a reminder email was sent. If the participant did 
not respond within two weeks’ time, a member of the research team 
(JM) contacted the former CFDT patient by phone for follow-up. 
If a CFDT patient or potential study participant indicated that they 
did not wish to participate in the study, this information was added 
to the database and they were excluded from further contact. This 
occurred on two occasions. An inductive analysis approach was 
used to review and code data in order to capture patterns and main 
themes found among participants.
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Participants

During the five-year study period, 121 families received a 
perinatal palliative care consultation and, of these, 106 mothers 
gave birth on The Garbose Family Special Delivery Unit (SDU). 
Of the total consultations, 64 fathers were excluded as they did 
not meet the study criteria. The exclusion criteria and survey 
completion data are described in Table 1. Overall, 57 eligible 
fathers were invited to participate in the current study. In total, 
twenty-five fathers (43.8% response rate) were included in the 
current data analyses. See Table 2 for the description of the study 
participants. 

Category N

Pregnant patients who received perinatal palliative care 
consultation at CHOP 121

Eligible Fathers 57

Excluded fathers 64

<18years old 2

Non-English Speaking 10

Father not involved 3

Birth not on the SDU 15

Child lived 21days+post-birth 34

Complete Response after First Outreach

Completed REDCap survey after first email 15

Completed REDCap survey after first email 15

Incomplete Response after First Outreach

Did not complete REDCap survey after first email 42

Inactive emails 3

Patients and/or participants opted out of the study 2

Complete Response after Second Outreach

Completed REDCap survey after additional outreach 10

Total Completed REDCap surveys 25

Table 1: Determination of Study Inclusion and Exclusion Criteria.

Characteristic N = 25
Age 26-44 years (M= 35.6)

Race/Ethnicity
Caucasian 23

African American 1
Hispanic 1

Marital Status
Married 25
Other 0

Highest Education Level
High School Graduate 3

Some College 7
College Graduate 15

Employment
Employed 25

Unemployed 0
Partner’s Reproductive History

Primigravida 2
Multigravida 23

Number of Living Children (0-4 range)
0 5
1 13
2 5

3+ 2
Partner’s Reproductive Loss History (0-4 range)

0 15
1 6

2+ 4
Gestational Age at Time of Diagnosis (9-27 weeks range)

<15 1
15-20 18
21-25 5
26-30 1

Gestational Age at Time of Birth 29.3-40.5 weeks
Current Pregnancy

Singleton 23
Twins 2

Fetal Sex
Male 13

Female 12
Length of Time of Neonatal Survival

Stillbirth 4
0-4 hours 15
5-10 hours 3
11+ hours 3

Time since Child’s Death
1-3 months 3
4-6 months 0
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7-12 months 2
1-1 ½ years 7

Over 1 ½ years 13

Table 2: Sociodemographic Description of Study Participants.

Results

The direct quotes presented in this manuscript are from the 
study participants’ responses to the online survey, which asked 
fathers about their experiences from the time of the fetal diagnosis, 
through their partners’ pregnancies, and into the first moments 
following their child’s birth.  

Response to the Fetal Diagnosis

“We had a connection with our baby. We watched him 
move around, kick and spoke to him. We were pretty far along 
in the pregnancy when we found out something was wrong. In 
my opinion, it was too late to end the pregnancy”. Upon receiving 
the fetal diagnosis, 17 out of 25 fathers described feeling “sad,” 
“devastated,” or “depressed”. Six bereaved fathers expressed 
feelings of “anger” and a sense of “unfairness” and “injustice”. 
Five fathers reported feeling “hopeless” and “out of control” in 
response to the confirmed fetal diagnosis. “[I was] Angry (straight 
up pissed off and ready to punch something. I was ready to fight 
someone). Self-doubting (Did I make the right choices?). Useless 
(I felt like I was no good at providing comfort to my wife). Not 
suicidal, but I surely did not care if I woke up in the morning”. 
“I felt hopeless and useless. My wife was carrying the baby and 
although i did the driving and set up the hotel stays and used all of 
my medical contacts and prayed, it could not guarantee our baby 
would thrive. Many late night hours while I was alone. It broke 
me to tears”. Thirteen fathers reported struggling with untreated 
emotional issues and/or psychosomatic reactions in response 
to their stress. “Nightmares. High blood pressure, light headed, 
inability to concentrate. The sadness of life was hard to shake off.  
I fell into an ‘I don’t care about myself attitude’ and I put on a 
lot of weight”. “I had extreme anxiety issues that resulted in loss 
of sleep, headaches and panic attacks.  I took anxiety medication 
during her pregnancy”.  

The Choice for Perinatal Palliative Care

“Once I learned of the options involved with perinatal 
palliative care support, I felt that it gave me, my wife and our son 
the best opportunity to be able to meet and spend quality time with 
our child if she made it to delivery and beyond.” Fathers were 
asked to describe the reasons why they and their partners chose 
to continue their pregnancy and pursue perinatal palliative care 
after a life-limiting fetal diagnosis was confirmed. Twenty-two 
fathers identified their longstanding connection with their child 
inutero and their desire to embrace quality time with their baby, 
regardless of the quantity of time spent. “Palliative care was the 

gentlest way of dealing with this pain.  It was an option to allow us 
to have a fulfilling connection to our baby despite the prognosis”. 
“Termination was not an option for us, we wanted to meet our 
daughter regardless of the amount of time we would have with her. 
We wanted her to know love and her family for the brief time she 
was alive.”

Father’s Primary Coping Strategies: To Engage or to Avoid

“It is a stigma that men just have to be strong and push 
through”. Traditionally, men often act, solve problems, and refrain 
from expressing sadness and grief [22-24]. There are societal 
pressures for men either to not grieve or to recover quickly in order 
to “stay strong” for their partner by silencing their anxiety, stress 
and grief [2,16]. “Men are expected to be the workers and providers 
while keeping their emotions in check. In our society, men aren’t 
supposed to be emotionally expressive and needy”. Fathers often 
find themselves caught between believing the societal expectation 
that they should comfort their partners, while following the advice 
that they need to express their feelings in order to best cope with 
their own grief. This often leads many men to experience complex 
tension between grief expression and supportive caretaking [2,15]. 
Lang and colleagues claim that men exert more control over 
their emotional expressiveness and tend to intellectualize their 
grief, when compared to women [25].  Data analysis revealed 
that fathers demonstrated two main strategies to cope with their 
pending perinatal loss. Fathers chose to either engage with their 
pregnant partners through showing protection, emotional strength 
or by being productive in the areas in which they felt they could 
control; while others chose to avoid their grief by not expressing 
their feelings with their partners, socially isolating, and turning to 
their work as a source of refuge.  

Fathers Chose to Engage

The majority of the study participants chose to engage with 
their pregnant partners by demonstrating protection, emotional 
strength or productivity, and actively embraced the role of primary 
caretaker during this time of distress. “My primary interest during 
the planning period was high quality, coordinated support for my 
wife and unborn son. Knowing that they were being taken care 
of with minimal drama was the most important thing to me”. 
Cacciatore and colleagues found that fathers report feeling pressure 
as the protector and often neglect their own grief experiences in 
order to care for the needs of their partners and families [18]. “We 
need to be tough 24/7. We are supposed to protect, provide for, 
and take care of our family”. Findings found four participants that 
felt an increased sense of protectiveness toward their partners and 
regretted not being able to fully safeguard their partners from the 
physical and emotional pain of the anticipated loss [23,26]. Two 
fathers in the current study alluded to their “paternal instinct” that 
motivated them to protect their loved ones and care for their families.  
One father described his inability to protect his baby as “a sense of 



Citation: Cole JCM, Macdonald JN, Qamar H (2019) Leading up to Loss: Understanding the Perinatal Grief Experience for Expectant Fathers when a Life-Limiting Fetal 
Diagnosis is Confirmed. Arch Palliat Care Med 3: 1012. DOI: 10.29011/APCM-1012.001012

5 Volume 3; Issue 01

failure for the most basic responsibility of fatherhood”. Fathers are 
frequently expected to remain strong and deal with the practical 
details of everyday functioning when a perinatal loss is expected 
[15,27]. Cholette stated that fathers often feel overwhelming 
responsibility and need to portray “unwavering strength and 
stoicism,” which can prevent men from addressing their grief [19].  
Cacciatore and colleagues stated that grieving fathers experience 
a “double bind” social pressure to remain “strong” as caregivers 
for their partners, while also being more emotionally expressive 
[28]. “As a society, we have this image that men are supposed to 
be tough, and while that is true to a certain degree - we are talking 
about losing a child. No amount of toughness can ever compensate 
for that kind of loss”.

Three participants admitted to refraining from openly 
expressing feelings with their partners and felt the unspoken 
pressure to “be the man” and “keep it together”. In addition, eight 
participants internalized the stereotypical gender-role messages 
that their job was to “be strong” for their partners and to “not break 
down and cry”. A common strategy among study participants was 
the use of compartmentalization and refusing to look back upon 
something that they were unable to change. Common themes such 
as “Just keep moving” and “Don’t slow down” helped support 
the grief process for nine fathers. The focus often shifted towards 
goal attainment and the ability to manage day to day challenges 
effectively (e.g., daily working, paying bills on time, addressing 
the needs of the other children, etc.). “I was handling most of the 
stuff around the house along with caring for our other daughter.  As 
the pregnancy progressed, my wife was put on bed rest which only 
added to my list of responsibilities”. One father reported that caring 
for his wife became his “primary project,” which alludes to a false 
belief that men may be able to “fix” their partner’s pain if they just 
worked hard enough. As one father stated: “It was important to me 
to be good at taking care of my wife”.

Fathers Chose to Avoid

Five study participants chose a strategy of avoidance 
throughout the perinatal period as a way to cope with the anticipated 
loss. An avoidant coping style was characterized by suppressing 
and underestimating individual feelings. “I was somewhat distant. 
I coped by not thinking about it, which made her feel alone”. 
These fathers in the study demonstrated avoidance tendencies, 
blocked their negative thoughts, and primarily focused on task 
centered coping and solitary grieving [28]. These fathers denied 
the existence of their own grief and tended to grieve alone [29]. 
Similar to findings by Wing and colleagues, study participants 
reported that they chose not to express their grief openly, because 
they feared their partners would respond by crying, which they 
felt would create additional emotional pain [30]. Two fathers 
stated that they wished to “spare her the pain” of expressing their 
own struggles, which at times led to increased tension within the 

relationship. Four men chose to consciously isolate themselves 
and not ask people for help during the pregnancy.  

Preoccupation with “Life must go on” and “You just can’t 
stop” were other ways that participants attempted to manage their 
emotional distress. The anticipated grief also caused men to actively 
disengage by falling into the throes of work and other activities as 
a temporary distraction (e.g., work, alcohol use, hobbies, video 
games, DIY house projects, physical fitness, etc. 32). “I dove right 
back into work, trying to keep my mind occupied off of the fact 
that I was going to lose my little girl. I was so focused on work 
that I stuffed my emotions”. “Tried to keep busy and probably 
suppressed my emotions. Turned to alcohol for a few weeks but 
quickly snapped out of it”.

Clinical Implications
Therapeutic Birth Planning: Supporting Both Engaged and 
Avoidant Fathers 

Men can experience a depth of loss that is largely 
unrecognized [1], as fathers are often caught between attending 
to their own needs and the needs of their partners [8]. A study 
by Lang and colleagues found that the more the women showed 
their grief, the more the men tended to withhold showing their 
grief, which led to men withholding and suffering internally or 
silently in order to protect their partners [23]. Recognizing that 
gender roles exist and greatly influence the relationship dynamic 
in anticipation of a perinatal loss, therapeutic birth planning [7] 
is one way to support both engaged and avoidant coping styles 
among fathers. “Give fathers the freedom and forum to realize their 
feelings.  Even if they don’t understand what their feelings are”. 
By initiating a therapeutic relationship with both men and women 
within the couple, the skilled clinician can help expectant parents 
understand, anticipate, and cope with their individual reactions, 
as well as those of their partners, in order to facilitate the grieving 
process prior to and following the death of their child [3,30]. One 
father describes his birth planning process: “Knowing that there 
was not going to be any surprises gave us a sense of readiness and 
control when we had none.  It was the sense of being completely 
taken care of and knowing what to expect”.  

Lang and colleagues stated that “by attending to a couple’s 
intimate relationship as well as their individual emotional 
reactions, the skilled clinician may help decrease the vulnerability 
and distress experienced by bereaved parents” (p. 54) and this 
can also help create a safe space for emotional healing within 
the couple [25]. One father described the process of perinatal 
palliative care birth planning: “We transitioned to a palliative 
mindset which was incredibly hard, but also tremendously freeing. 
When you are confronted with the news that your little one is not 
going to survive, it shakes you to your core. In the birth planning 
process, we were taken step by step in a methodical and deliberate 
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manner. Despite having no control over the ultimate outcome, we 
had a small sense of control in developing the ‘life plan’ for our 
daughter”. As the clinician partners with fathers in their individual 
and dyadic processes, therapeutic birth planning increases their 
sense of control and competence over their emotional experiences 
and helps guide them through the prenatal, intrapartum and 
postpartum course. Mental health clinicians can assist grieving 
fathers to identify and challenge unrealistic beliefs, to reduce blame 
and guilt-inducing behaviors, to minimize avoidant tendencies and 
to develop effective anger management skills [30]. “Both my wife 
and I would fight verbally. I think this was a way we released pain, 
but it was unhealthy to our relationship”. 

Since men often defer to their partners’ wishes during 
pregnancy, birth planning empowers both men and women in 
the discussion.  By asking fathers “How are you doing?” in front 
of their partners helps open up communication that may have 
otherwise been closed [6,31]. Asking questions and relating 
to them both as parents, begins a conversation likely to guide 
intervention and dyadic cohesion. Working through anticipatory 
grief is associated with less complex grief following the death of 
a child [31]. Therapeutic birth planning allows both mothers and 
fathers to outline their wishes for the time of birth and to work 
through any doubts or fears, so that traumatic stress is minimized 
[7]. Clinicians who provide empathy, a strong therapeutic alliance 
and a sense of safety, create ideal conditions for expectant parents 
to begin to work toward joining with one another [30]. “Fathers, 
like myself, approach this with strength, but the true strength is 
in feeling and experiencing these feelings together, which I went 
through in this experience”. Twenty-four out of 25 fathers in the 
study actively participated in therapeutic birth planning, which 
consisted of therapy sessions (M=3) with the CFDT’s clinical 
psychologist (JC). In one case, the palliative care consultation 
occurred on the same day as the precipitous birth; not allowing 
time for the couple to develop a formalized birth plan. “Developing 
a birth plan allowed us to think through the process ahead of time 
and answer some very difficult questions without feeling rushed or 
overwhelmed with emotion”. “There are certain things we would 
not have been aware of and it was good to not have to decide these 
things on the day of delivery. It gave us a strong sense of comfort 
knowing what was going to be done regarding our baby and what 
we could expect during and after delivery”.

The Birth: Men in the Role as Fathers

The delivery room creates an environment that allows for 
privacy and a sacred atmosphere to acknowledge a newborn’s 
existence surrounded in a family’s love. Whenever possible, 
fathers should be encouraged to be present at the time of birth and 
to make connections with their babies even following their child’s 
death. One father recalls his presence at the time of the birth and 
death of his daughter: “I took you to hold you and feed you and 

[your mother] was waking up from a nap. I didn’t know that you 
were closing your eyes for the last time. So I was the first face 
you saw and the last face you saw because you passed away in 
Daddy’s arms”. It is often a father’s “job” to cut the umbilical cord 
at the time of birth, yet cutting of the cord can signal the beginning 
of the dying process. This decision is discussed during the birth 
planning process as it is important to explore fathers’ thoughts 
and feelings about this traditional act. The support that healthcare 
providers offer around the time of a newborn’s birth and death 
is important for families, and can have an effect on parents that 
lasts forever [32]. One father remembers the day of his daughter’s 
birth: “Despite the tragedy we had experienced, I look back on 
that day and remember everyone smiling and taking pictures and 
celebrating her life”. 

When a baby dies, the anguish of the mother is visible to the 
world because she has the physical experience of pregnancy and 
giving birth [16]. This does not happen for fathers. It remains clear 
from the feedback from seven participants that men also want to 
be recognized and cared for at the time of birth. One father made 
a recommendation for the obstetric staff: “My wife knew I was in 
pain. I guess my only suggestion [for the care team] is to focus on 
the mother and child, but watch for any signs with the father. Body 
language speaks volumes.  If the father looks tired, confused, ill, 
emotional...a simple ‘how are you doing?’ may not be enough”.

Ensuring that fathers are involved in the decision making 
and are able to express their needs also helps support their 
grief process [30,33]. Healthcare providers must recognize and 
anticipate the physical, spiritual and emotional needs of mothers, 
fathers and their families at the time of death. If they wish, both 
parents should be given the opportunity to be actively involved in 
the memory making process with the labor and delivery nurse and/
or child life specialist, which helps to authenticate and actualize 
the true existence of their child. Interventions offered (e.g., 
bathing, holding, making hand prints on canvas, etc.) should focus 
on making meaning of the child’s life and death [3,34,35] and 
provide a supportive environment for the family [12]. Although 
the study participants were unable to control the neonatal outcome, 
the various rituals, such as talking to, bathing, dressing, and taking 
pictures with their baby were significant in allowing fathers to 
reconcile the birth experience with their fatherhood identity and 
claim their child as their own (4.40). When asked what stood out 
the most at the time of birth, fathers reported: “Being involved 
in the birth, skin to skin contact with her, and being a part of the 
baptism”. “My daughter looking into her Mommy’s eyes while she 
grasped onto my finger”. “The silence in the room when we first 
got to hold our daughter”.

Discussion
Although the literature is mixed, many assert that a father’s 

grief is not less, rather qualitatively different, than a mother’s grief 
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[30,36]. The primary aim of this study was to enhance the narrative 
of men’s bereavement experiences when an anticipated perinatal 
loss was expected. Similar to other studies, the bereaved fathers 
reported appreciation for participating in the study and twenty-five 
fathers welcomed the opportunity to answer questions about their 
experiences [24,29,37]. This study adds to the small but growing 
body of literature on grieving fathers when the death of a baby 
is expected. Findings also highlight important considerations for 
healthcare providers for ways in which bereaved parents, both 
mothers and fathers, can be emotionally prepared as a couple prior 
to, as well as at, the time of birth [28]. There is also the opportunity 
to validate both the engaged and avoidant coping styles by 
providing men with a space to not have “to do,” while allowing 
them “to be” with their own unique experiences [38]. Attending 
to the needs within a couple’s relationship is key when a perinatal 
loss is anticipated. Through the therapeutic process of birth 
planning [7], both men and women can be lead through an in-depth 
discussion about many possible outcomes prior to and following 
their child’s birth, in order to help them prepare and minimize the 
risk for a traumatic birth experience. As providers, it is important 
to give men permission to not be “okay” and to challenge men to 
identify their own emotional experiences. The majority of study 
participants who engaged in birth planning found it to be a helpful 
process and agreed that it gave them a safe space to process their 
thoughts and feelings with their partner.  

A major strength of this study was the participation rate, 
for fathers, especially bereaved men, are often difficult to recruit 
for research [24]. It is important to note that the results from this 
group were due to a self-selection process of participating in the 
study. The sample was relatively homogenous and represents 
a convenience sample of predominantly Caucasian, college-
educated, married and employed male partners of former patients 
cared for in the CFDT. The sample is not representative of all 
men who have experienced an anticipated perinatal loss; rather 
the purpose was to obtain a sample to begin to explore this lived 
experience from men’s perspectives [2].  Study results demonstrate 
the feasibility of capturing data on perinatal loss among men via an 
online survey, as almost half of the participants eligible responded 
to the online survey within a three week period. Fathers were also 
willing to respond to the questionnaire as early as one month and 
even after 1 ½ years post-loss. The focus for future study will be to 
find an effective method of interviewing fathers in-person, prior to, 
and following, the birth and death of their child in order to gather 
in-time experiences and recommendations for care management.  
Additional objective measures may also be used to track fathers’ 
emotional coping, and/or physical and relational changes over 
time. 

Conclusion
“About an hour after our son had passed away on the SDU, 

I got in the shower. I later came out of the bathroom and saw [my 
husband] sitting in a chair holding him.  He looked at me and said 
“Just watching Sports Center with my son”. This was such a raw 
moment for me and it really hit home at that point that a grieving 
father also needs to grieve all the things that he will never get to do 
with his only son. This is not just the job of a grieving mother”. 

After a life-limiting fetal diagnosis is confirmed, hospital 
staff and the wider community must learn to recognize the profound 
impact on the expectant father’s emotional, relational and physical 
well-being, as well as acknowledge his unique grief experience in 
anticipation of the perinatal loss [1,39]. Similar to other studies 
[9,10,40], findings highlight that for fathers who receive a life-
limiting fetal diagnosis, the time between diagnosis and birth is a 
valuable time where they can be helped to process their anticipated 
loss and find meaning with the support of a multidisciplinary team. 
Therapeutic birth planning may be an effective intervention used 
to address the needs among engaged and avoidant fathers prior to 
birth; while helping men to attend to their own self-care needs and 
remaining connected to their partners when the loss of their child 
is expected.
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