
ARTICLE

Australian fathers’ experiences of support following neonatal
death: a need for better access to diverse support options
Shazleen Azeez 1✉, Kate Louise Obst 1, Melissa Oxlad 1, Clemence Due1 and Philippa Middleton2

© The Author(s), under exclusive licence to Springer Nature America, Inc. 2021

OBJECTIVE: To explore fathers’ experiences of support following neonatal death, including the availability and perceived adequacy
of support, barriers and facilitators to support and desired support.
STUDY DESIGN: Semi-structured interviews were conducted with ten Australian fathers who had experienced the death of a baby
in the neonatal period at least 6 months previously. Data were analysed using thematic analysis.
RESULTS: Two overarching themes were identified: From hospital to home: Continuity of care and Self and community barriers to
support. Fathers who could access the support they required found this to be beneficial. Overall, however, supports were perceived
as inadequate in variety and availability, with more follow-up support from the hospital desired. Fathers highlighted limited
opportunities to form emotional connections with others and a strong desire to talk about their baby.
CONCLUSION: Healthcare professionals and support organisations can more effectively assist fathers by increasing the variety of
supports available and facilitating follow-up or referrals after hospital discharge.
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INTRODUCTION
The death of a baby in the neonatal period, defined in Australia as
the death of a baby within the first 28 days after birth [1], is a
usually unexpected pregnancy outcome occurring in ~2.5 of
every 1000 pregnancies [2]. Research on the impact of gestational
age or age of the baby on the intensity of parents grief are mixed,
with literature emphasising the individualised nature of grief after
the loss of a baby [3, 4]. Research suggests that there are
numerous factors that impact the nature of parents grief, with
neonatal death resulting in adverse impacts on parents’ physical
and psychological wellbeing [5–7]. However, very few studies
have focused on parents’ support needs following neonatal
death, especially fathers’ needs [8], leaving a significant gap in
knowledge concerning how to best support fathers in the event
of neonatal death. Therefore, we aimed to explore Australian
fathers’ support experiences after the death of their baby in the
neonatal period.

Background and previous literature
When parents experience the death of a baby in the neonatal
period, they may desire support from formal and informal sources,
including tangible, informational, and emotional support. Within
the hospital setting, mixed experiences have been reported
following neonatal death, with most research focussing on
mothers rather than fathers. For example, Redshaw and Hender-
son’s quantitative study of 249 mothers [9] found that limited
private facilities were available, with some mothers receiving care
in a postnatal ward alongside mothers with live babies. Often,
there were minimal opportunities for fathers to discuss concerns

privately with neonatal intensive care unit (NICU) staff [10] with no
space for fathers to stay in the hospital overnight [9, 11]. In terms
of information provision, results of studies have varied, with some
mothers conveying positive experiences [9] and others reporting
feeling disempowered due to a lack of accurate and useful
information [11]. Overall, research into desired and required
support in the hospital setting following neonatal death has
highlighted a need for shared decision-making between health-
care professionals and parents [12].
There are often limited formal support options for parents after

neonatal death and pregnancy loss, with primary supports
including support groups and individual counselling [13–15].
Mothers have highlighted the importance of connecting with
other parents who have experienced neonatal death to form an
emotional connection and feel understood [16]. Peer support,
particularly for parents in the NICU, can offer a shared experience
in which parents can relate to each other and provide each other
with comfort [13]. A qualitative study into a fathers’ support group
within the NICU found that fathers may also benefit from peer
support, as observing men in a similar situation and talking about
coping strategies helps to give fathers a comparative norm [17].
However, research on men’s grief has suggested that some fathers
may be reluctant to openly share their feelings in organised
support groups [18].
Previous research regarding informal supports suggests that

information or emotional support from family and friends is an
important factor in coping after pregnancy loss or neonatal
death [19]. For example, in one qualitative study, mothers
discussed the importance of others acknowledging their baby’s
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life after neonatal death [16]. However, bereaved parents’ friends
and family may feel unsure about how to best provide support,
particularly for pregnancy loss and neonatal death, which
continue to have an absence of norms and rituals concerning
grief [20].
In an effort to improve care for parents after stillbirth and

neonatal death, the Stillbirth Centre of Research Excellence
(Stillbirth CRE) and the Perinatal Society of Australia and New
Zealand (PSANZ) have recently updated guidelines to inform
quality bereavement care practices [21]. These guidelines
encompass four overarching care goals: good communication,
shared decision making, recognition of parenthood and effective
support. These goals are mirrored in neonatal death care
guidelines internationally; in Ireland, Canada and the UK [22–24].
Practical recommendations from PSANZ/Stillbirth CRE for hospitals
include a collaborative decision-making approach and facilitating
parents to bond with their baby, through memory-making
activities for example. Once discharged from the hospital, it is
recommended that parents have access to 24-h follow-up support,
written information about ongoing bereavement support services,
and a hospital review meeting within 12 weeks of their baby’s
death. While an excellent resource, the PSANZ/Stillbirth CRE
guidelines focus predominately on supporting mothers or both
parents together. The guidelines acknowledge that healthcare
professionals should include fathers in all communication regard-
ing their baby, but no bereavement support guidelines are
specifically for fathers. Given research to suggest men and women
may grieve differently following neonatal death [18, 25, 26] and a
lack of specific recommendations relating to support for fathers,
there is a need to understand father’s experiences of support and
build on existing care guidelines.
We aimed to explore fathers’ support experiences following

neonatal death through the following research questions: (1)
What supports do fathers perceive are available to them
following neonatal death, and are these considered adequate?
and (2) What are some of the barriers and facilitators that fathers
experience in accessing supports, and what future support
options do they desire?

SUBJECTS AND METHODS
Study design
This study formed part of a larger research programme exploring
Australian men’s grief and support experiences following pregnancy loss
or neonatal death (other results published elsewhere [25]). As part of this
more extensive programme, participants completed an online survey and
indicated if they wished to participate in a follow-up interview. Participants
who indicated such interest and had experienced a neonatal death were
contacted for participation in the current study (N= 14).

Study sample and setting
Interviews were conducted with men across Australia between May and
July 2020. Men who had experienced a neonatal death and expressed
interest in a follow-up interview were contacted via the email address they
provided in the survey. The neonatal death could have occurred at any
time within the first 28 days since birth, but must have occurred at least
6 months before the interview, to minimise distress for fathers recently
bereaved. Ten of the original 14 men (71%) responded to the invitation to
participate and informed consent was obtained. The University of Adelaide
Human Research Ethics Committee approved the research. The first author
conducted interviews via telephone or Zoom due to participants’
geographic location and COVID-19 restrictions. Another researcher, a
clinical and health psychologist, was available if a father became
significantly distressed during his interview.
Given the exploratory nature of the research, interviews took a semi-

structured approach with open-ended questioning. Interview questions
were developed based on previous pregnancy loss studies [26–28],
including the findings of the larger research programme [25]. A pilot
interview assessed the proposed interview schedules’ suitability: no
changes were required. Example interview questions included: “can you

tell me about your experiences in the neonatal intensive care unit?” and
“were you offered information on men’s grief or the supports that may be
available to you?”. The interviews were recorded and transcribed verbatim
using an orthographic method [29]. Each participant was allocated a
pseudonym to maintain confidentiality, and all identifying features were
removed from the transcripts.
Following Tracy’s [30] criteria for robust qualitative research, an audit

trail was used and participants could review their transcript and a theme
overview to allow for member reflections. Three participants responded;
two indicated agreement with the theme overview, and one provided
additional feedback (specifically highlighting the difference between
neonatal death and other pregnancy loss types and emphasising the
need for specialised support services based on the type of loss).
It is important to engage in self-reflexivity when undertaking qualitative

research [30]. The first author does not have children and has no
experience of pregnancy loss or neonatal death. Therefore, participants
may have felt that the interviewer would be unable to directly relate to
their experiences, which may have influenced participants’ willingness
to speak openly. However, multiple participants expressed a strong desire
to discuss their neonatal death experiences and verbalised their
appreciation for research focusing on this under-represented area. Most
fathers expressed a hope that sharing their experience would contribute to
better support for men in the future. The second and fifth authors do not
have children, while the third and fourth authors are women with children.
The fourth author has experience of pregnancy loss, and the fifth author
has experience of pregnancy loss and neonatal death (great nephew).
None of the authors are clinical neonatal professionals.

Data analysis
The Consolidated Criteria for Reporting Qualitative Studies (COREQ)
checklist [31] guided the reporting of this research. This study was
informed by a realist epistemology, whereby meaning was not applied
beyond the participants’ interview data [29]. Thematic analysis was used
to analyse the data. After the interviews were transcribed, six steps to
comprehensive thematic analysis [29] were undertaken. An inductive
approach was used to identify themes from the data, guided by the
research questions. At each step of the analysis, codes and themes were
discussed and refined through discussions between the authors to
ensure the trustworthiness of the themes. All authors agreed on the final
themes.

RESULTS
Interviews ranged between 45 and 97 min in length (M= 61
min). Participants were aged between 31 and 42 years (M= 35
years) at the time of the interview, and time since loss was
between one and 12 years ago (see Table 1). The age of the baby
at the time of death ranged from 30 min to 27 days. For brevity,
the term “baby” will be used, however we wish to explicitly
acknowledge that one father lost twins in the neonatal period.
All participants were in a relationship with the mother of their
baby at the time of the interview.
Thematic analysis led to two overarching themes: “From

hospital to home: continuity of care” and “Self and community
barriers to support”. Each theme also includes three subthemes
(see Fig. 1).

FROM HOSPITAL TO HOME: CONTINUITY OF CARE
Hospital support experiences are critical to fathers’ support
needs
Most fathers reported positive experiences of support within the
NICU and hospital. For example, Nathan praised the NICU nurses
that cared for his baby, saying: “The NICU staff, the nursing staff
particularly, were brilliant”. Most fathers described clear, sensitive
communication about their baby’s medical condition from
healthcare professionals:

“Everyone was amazing and spoke clearly and, um, presented
our options in the most professional manner they could.” (Ben)
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All fathers described spending time with their baby at the point
of death, and many highlighted that healthcare professionals
encouraged bonding with their baby. This was also the case for
babies who had no chance of survival who were not admitted to
the NICU. Some fathers were also provided with private time with
their baby before their death, with one father describing efforts
from the NICU nurses to ensure his baby’s wellbeing was not
compromised:

“…we hadn’t actually had the chance to, you know, put him on
our lap and sit with him and so when [my wife] asked to do
that, they had like six nurses come in and work together to
move all the machinery and [baby] around to make sure that
everything stayed connected and nothing got broken. […]
they’re very caring people.” (Harrison)

Many fathers reported feeling included in the NICU and the
hospital. Sam described that both he and his wife “were included
and basically put at the same level”. However, some fathers noted
that there was a clear focus on the mother of their baby. There were
often minimal practical facilities and space to accommodate fathers
in the hospital, despite their baby’s severe medical complications
and limited chance of survival. This was reflected by Cameron, who
stayed at the hospital for the 3 days that his baby lived:

“So my wife had a private room um and it had like a bench, it
was almost single bed length, not quite single bed width, but
yeah they provided blankets and stuff I just had to like clean
them up, fold them up and just re-use them. They wouldn’t
replace them and that was fine. The first couple of nights I just
slept in the, um, well one of the nights I slept in the family

Table 1. Participant characteristics.

Namea Age Ethnicity Education/
Qualification

Other children Age of baby Time since loss

Sam 42 Australian Undergraduate Three children 9 days 12 years

Paul 35 Australian/
European

Postgraduate Three children 10 days 10 years

James NP New Zealander TAFE/Trade Two children 26 days 4 years

Cameron NP Australian TAFE/Trade Two children 3 days 3 years

Nathan 38 Australian NP Four children; one is a
surviving twin

27 days 2 years

Bill 31 European Undergraduate No other children Lost twins at 3 days
and 12 days

2 years

Harrison 32 Australian Undergraduate Two children 3 days 2 years

Ben 33 Australian High school Partner is currently pregnant 30min 2 years

Adam 38 Australian Postgraduate Partner currently pregnant, one
child prior to loss

21 days 1 year

Max 34 Australian Postgraduate One child 32min 1 year

NP not provided.
aParticipant names are pseudonyms.

Fig. 1 Father’s experiences of support after neonatal death. — Relationship between theme and subthemes, ╌╌Relationship between
subthemes.
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room, in the NICU, for like an hour and I was like the only one
in there.”

While Cameron was not provided with a place to sleep in the
hospital, he noted that he and his family were given privacy when
sensitive medical information was delivered, and were moved to a
quieter ward after his son’s death:

“…when he died, they moved everyone into a separate room
where it wasn’t as busy […] They put a blue butterfly on the door
[as a] signal [of neonatal death]. The others on the street don’t
know what it is, but all the midwives and nurses and stuff,
doctors, all know what that means and that you’ve lost a child.”

Other fathers echoed that these subtle actions by the hospital
system were helpful in acknowledging their grief.

“Like a number in the system”: inconsistencies with discharge
from the hospital and follow-up supports
While fathers mostly felt that hospital services before their baby’s
death and in the NICU were sufficient, there were inconsistencies
in experiences after their baby died and following discharge from
the hospital. A focus on the mother also extended to emotional
supports provided to parents after their baby’s death, with some
fathers reporting that they were unable to access hospital
bereavement services as they were not officially recognised as a
patient in the hospital. In line with recommendations from PSANZ/
Stillbirth CRE [21], all fathers received information about supports
available after discharge in the form of booklets or pamphlets.
Two fathers, whose losses occurred a decade apart (2 and 12 years
ago), received a pamphlet about supports specifically tailored for
fathers. No other father-specific supports were reported. Some
fathers described this provision of information to be the only
support offered by the hospital at the point of discharge:

“…all of the support we were given was basically, booklets and
things like that and with information to the places like
[community support organisations] and things like that but
no direct contact.” (Sam)

In addition to limited information about male-specific supports,
Harrison indicated that he found it challenging to obtain
additional support from the hospital:

“…I remember they definitely offered their services to us to
help, but I also remember after that they were really hard to
get hold of. The social worker we had was um ((pauses))
probably a very busy person, but trying to get hold of her to
book in meetings or just have a chat, seemed really difficult.”

Most fathers did not receive a follow-up telephone call from the
hospital. Ben described receiving no contact despite explicitly
being told that the assigned social worker would call him:

“…the social worker that we were seeing at the hospital had
said that she would give us a call a week or two weeks after we
returned home and, we didn’t receive a call. […] there was um,
no other form of contact from the social worker that we’re
aware of either.”

Several fathers were offered a review meeting with a healthcare
professional in the hospital. These meetings were to enable parents
to discuss their baby’s medical complications and their wellbeing.

However, the review meetings focused on the mother, and some
fathers perceived that they were overlooked:

“…there was a review session with the hospital as well, there
was a definite focus on [my wife] rather than myself as the dad
[…] that may also have been because I was a little bit closed-
off as well, but they would more often talk to her about what
was going on and uh sort of like what feelings were happening
for her rather than specifically approaching me about them.”
(Nathan)

Most fathers desired male-specific supports, but felt that
information provided about these supports was inadequate or
not tailored to their needs. Bill, who strongly desired follow-up
phone calls from the hospital, likened this lack of direct follow-up
support to being treated “like a number in the system”, indicating
a lack of tailored and specialised services for fathers.

Referral/continuity of services: the key facilitator to
engagement in support options
Engagement with formal supports was limited, however some
fathers reported positive experiences and successful engagement
in formal support options. Harrison, who engaged with several
bereavement support providers, described being referred to these
services before discharge from the hospital:

“…the social worker at the hospital, she got us onto um
organisations like [organisation] and [organisation] and uh I
think [organisation] is the other one that deal with sort of
helping people get through the loss of a child. We connected
pretty well with [organisation] and we went to support groups
for their infant loss help and we still have like ongoing
counselling one on one with one of their counsellors every
month or so…”

Another father experienced continued care from the hospital, as
the bereavement counsellor supporting him in the hospital setting
continued to support him after discharge:

“When [baby] was in NICU we had the bereavement counsellor
[…] she was very good, we continued seeing her for a few
months and then she went on leave […] we’d meet her
privately and just have a coffee or a chat outside of the
hospital” (Cameron)

Further analysis suggested that formal support, particularly
individual counselling, was more likely to be used by fathers if
they had accessed it previously. For example, Adam actively
sought support from a psychologist he had seen previously:

“He’s a person that I did see probably ten years before that. I
had a lot of things happen in my career that I felt very hard to
deal with, I lost a whole career because of a medical issue, so
he helped me in a short period of time just, reconcile with that
a little bit and provide a bit of direction. So I was quite
comfortable knowing I was going to a person who I knew and
trusted so that made it a bit easier.”

Overall, men identified that follow-up supports from the
hospital were minimal and inconsistent, leading to a lack of
continuity of care. However, in some cases, engagement in formal
support options was facilitated by adequate referral to services by
the hospital or prior positive experiences with support.
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SELF AND COMMUNITY BARRIERS TO SUPPORT
Informal supports: social recognition and acknowledgement
Fathers described the importance of talking about their baby’s
birth and death, however expressed that family and friends were
often unwilling to engage in these discussions. Some fathers
shared a belief that their family and friends may have been
unaware of appropriate ways to respond to a parent who has
experienced neonatal death. Harrison explained:

“I think a lot of people were too scared to have said anything
[…] I mean what do you say, there’s not really any words that
can make it better, so I suppose that’s just people trying to
protect themselves as well as protect you.”

The nature of these experiences did not seem to vary
substantially according to the time since fathers’ losses had
occurred, highlighted in descriptions from Paul, who experienced
a neonatal death 10 years ago:

“…all our friends disappeared. People just didn’t call anymore,
even siblings, no one would bring it up. It’s all we wanted to
talk about, it’s all we cared about, is our baby and it died, but
no one would talk about it because they didn’t want to
upset us.”

As social recognition and acknowledgement were unavailable,
with referral to services by the hospital reported above, Harrison
engaged with a support group. Harrison describes positive
experiences with the support group, where he received acknowl-
edgement for the life and death of his baby:

“Support groups were good they were very close and quiet and
people just sharing stories and pictures […] it was nice just to
go somewhere like once a month and not have to worry about
getting upset or saying the wrong thing and people just
getting it.”

Overall, most fathers expressed that they did not feel that those
around them recognised their loss or could provide adequate
informal support and emphasised the need to acknowledge their
baby’s life.

Masculine norms can impede engagement in support for
fathers
Fathers in this study described focusing on practical tasks and
being the supporter for their female partner and family
following neonatal death. This focus was considered a barrier
to support for some fathers, who found it challenging to balance
expressing their needs while simultaneously being “strong” and
attending to responsibilities. In contrast to Harrison’s support
group experience above, when Adam was offered to attend a
NICU-connected support group while his baby was in the NICU,
he chose not to engage due to fear of openly expressing his
emotion:

“… I didn’t go. Um I think there’s probably two parts to it, one
I was you know, it was a lot to deal with and that was just
another thing I didn’t want to have to deal with, but there
also is a lot of fear in that too. I’m going to have to go in there
and address everything that I’m feeling about it […]
I’m better off just, staying focused on the task at hand and
doing it that way. Looking back on it I probably should’ve
done that, but, you know, it’s optional they don’t make you
do it.”

In line with this, Bill described hesitancy to actively seek support
as he was a “stereotypical bloke” who “wouldn’t be willing to ring
this support group”. Despite a strong desire for both professional
and peer support options explicitly aimed at fathers, the
availability of such support was limited for the fathers in this
study. Cameron attributed this limited availability of male-specific
supports to a lack of engagement/interest by other fathers, as a
result of masculine norms:

“…they had like a father’s group thing but the take up on that,
like there was supposed to be like a coffee thing that I was
going to go to but then they cancelled it because there was
only two people that said yes, and they just, like I don’t know -
don’t know if it’s a cultural thing [or] like a masculinity thing
that you know, we’ll just grin and bear it or they’ve got other
kids other responsibilities to work or whatever.”

Similarly, Sam, who experienced a neonatal death over a
decade ago, was unable to find the emotional connection he was
seeking when his baby died. Sam went on to volunteer for a
pregnancy loss/neonatal death support organisation attempting
to provide fathers with an opportunity to connect with another
father. However, Sam found that the demand for men’s services
was low; he did not receive a single call:

“…I actually ended up uh later on uh, training at [organisation]
as a volunteer myself but was never I was called up once in the
whole time that I volunteered there, so I don’t think […] a lot of
men [engage].”

Overall, the support options desired by fathers in this study
varied, with some fathers unable to access the father-specific
emotional supports that they were seeking, and others choosing
not to engage in emotional supports despite these options being
available to them.

Support options must be varied to meet fathers’ needs
Although fathers described limited uptake of father-specific
supports, the fathers in this study also emphasised that father-
specific supports were limited in nature and that supports were
focused primarily on mothers. All fathers indicated that the focus
on mothers was somewhat warranted, as the mothers had
experienced the physical process of pregnancy and birth. Despite
this, most fathers emphasised that they still required individua-
lised bereavement support, separate and different to the support
provided to the mother of the baby. For example, Paul described
how he and his wife’s experiences differed:

“…it affected my wife straight away and it’s obviously because
she had that physical connection with him um being in her and
going through the birth, whereas I was just - I almost distracted
myself by focusing on some of the medical and technical
things that happened and I think I was affected emotionally, in
a more slow and over a longer period of time, so I think it’s the
different kind of support.”

Overall, the support options currently available to men were
considered insufficient, with greater variability and availability
desired. Adam explained that others kept trying to push him
towards support groups when that type of support did not appeal
to him:

“…I think everyone tries to push you into these group things
[…] I don’t know maybe they are successful, I don’t know but

S. Azeez et al.

2726

Journal of Perinatology (2021) 41:2722 – 2729



for me it was just not something that, you know, I’m not too
sure I would um, recommend how hard they push you into that
and I think that, if they could offer different forms, it seems to
be that that’s the only way, it’s like hey there’s a men’s group
go over there. That seems to be the answer once you leave the
hospital.”

Several fathers also highlighted a need for support options that
allowed expression of emotion from men, as they “need to feel the
grief and anger and whatever else that [they] want to feel,
otherwise it can overtake [them]” (Ben). Although some fathers
have reported that they did not engage in emotional supports,
others expressed a desire to connect with another father to make
sense of their experience. This desire aligned with the limited
social recognition fathers experienced regarding their loss.
Harrison, who attended a formal support group, described the
need for male-specific supports throughout his experience:

“…the support groups are really good but you know, sitting in
there when you’re the only dad and it’s full of you know eight
or nine mums it’s hard [because] mum and dads have different
connections […] I think if there was a dads group running, I
think that would’ve helped a little bit more, at least just to start
knowing that everything I was feeling was normal for the
situation that I was in, because a lot of the time you doubt
yourself like am I allowed to laugh at these jokes or you know
am I allowed to smile today.”

Finally, Paul found that some formal supports were not
specialised enough regarding neonatal death. For example, he
suggested that combining supports with other pregnancy losses
such as miscarriage made it more difficult for him to relate to
other parents involved:

“…we always hated it when people would compare a
miscarriage experience to a neonatal death, so whenever we
kind of talked about our experience and somebody was talking
about miscarriage we felt that’s not even in the same realm
[…] we kind of [felt as] though they’re not the same thing and
you can’t – the services need to be different because there’s
different needs.”

Overall, many fathers highlighted masculine norms and limited
access to male-specific supports as barriers to support. Hospital
referrals to support options and adequate continuity of care were
considered facilitators to accessing support. The available support
options were reported to focus primarily on the bereaved mother,
and fathers expressed a need for a greater variety, as some were
unable to access the type of support they desired. Several fathers
expressed that peer support from another father would have been
beneficial.

DISCUSSION
The fathers in our study reported mostly positive experiences
within the hospital and NICU setting; however, they described
minimal follow-up support from hospital staff. Where support
options were familiar to fathers or referral to services was
facilitated before discharge from the hospital, these acted as
facilitators to support engagement. Barriers to engagement
included masculine norms, male “supporter” role expectations,
and limited availability and variety of support options. These
experiences are consistent with fathers’ support experiences
reflected in the wider pregnancy loss literature [25, 32]. Overall,
fathers in our study expressed a desire for greater availability of
male-specific support options, including peer and professional

support facilitated by males. Our findings point to a clear need to
develop and fund evidence-based support options that are best
suited for men who have experienced neonatal death.
In sharing their support experiences, fathers in our study

highlighted the importance of specialised support for fathers who
have experienced the death of a baby in the neonatal period.
Neonatal death presents unique challenges compared to other
pregnancy losses due to the emotional toll of having a baby
admitted to the NICU, with different considerations regarding the
baby’s medical care and potential decisions regarding withdrawal
of life support [33]. Guidelines that combine general recommen-
dations for both stillbirth and neonatal death may overlook this
difference. Despite this, all fathers in our study reported positive
experiences of support within the hospital setting, including being
provided with privacy, clear explanations of medical complica-
tions, and sensitive delivery of information. However, while most
fathers reported feeling included by hospital and NICU staff,
limited facilities and space for fathers to stay in hospital were also
reported. This issue is consistent with literature that examines
fathers’ experiences in the NICU [11].
Mirroring pregnancy loss research [15, 32], inconsistencies in

support were most commonly reported regarding follow-up
services and the provision of information upon hospital discharge.
Fathers across our sample described that most supports occurred
before hospital discharge, with minimal supports provided to
fathers outside the hospital setting. As per the PSANZ/Stillbirth
CRE guidelines [21], fathers were provided with written informa-
tion on support options; however, few of these supports were
specific to fathers. Importantly, while fathers noted clear gaps in
bereavement care and support, all fathers also reported positive
experiences within the NICU, with many reflecting on positive
support experiences with their in-hospital social worker or
counsellor. Positive NICU and hospital staff experiences have
been reflected in a variety of literature [14, 34, 35]. With this
existing relationship, the in-hospital social worker or counsellor is
well-positioned to facilitate referral to formal support options after
hospital discharge and encourage engagement in those supports.
The few fathers in our study who attended a support group also
reported adequate facilitation of services by the hospital,
emphasising the hospital’s opportunity to establish support
options after neonatal death. Participants who desired greater
emotional and practical support but did not engage in existing
support options also highlighted the need for increased follow-up
support and facilitation of referrals to community support services
tailored to fathers.
We identified two main barriers to accessing support. First,

cultural and societal norms concerning men—such as hetero-
sexual men as supporters to their female partners—that exist in
many western cultures [36, 37] were consistently reported by the
fathers in our study. Fathers in our study experienced minimisa-
tion of their experience and lack of validation from healthcare
professionals, friends and family, consistent with research focusing
on men’s experiences after a child’s death [38, 39]. While
some fathers reported supportive and helpful experiences with
family and friends, comments from others that minimised fathers’
emotions were hurtful.
In addition, most fathers reflected that existing supports were

limited in variety and availability, and highlighted the importance
of diverse support options. Suggestions for useful support options
varied and, in some cases, did not align with responses from other
fathers. Across our sample, fathers described a need for peer
support opportunities with other fathers, follow-up telephone calls
to discuss the emotional toll of their experience and individualised
bereavement support for fathers separate to supports provided to
the mother of the baby. While support groups and counselling
were available, some fathers reported that the emotional
connection they were seeking was unavailable due to a lack of
facilitated connections between bereaved fathers. Peer support
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from other bereaved parents is essential when parents face
limited social recognition and disenfranchised grief, as reflected in
previous neonatal death research [17, 18]. The PSANZ/Stillbirth
CRE guidelines highlight the importance of adequate commu-
nication with fathers and giving them ways to express their
support needs, as their expressions of grief may differ from those
of mothers [21].

Limitations and future research
While we have highlighted important aspects of fathers’ support
needs for future revision of bereavement care guidelines, there is
a need for research with fathers of more varied demographic
criteria, including age, cultural background and marital status. The
recruitment approach for participants for this study and self-
selected nature of sampling is open to potential bias, as the
fathers of our study may have been unique from fathers who were
unaware of the study or those who chose not to participate.
Additionally, although the majority of men reflected on losses
within the last 5 years, this study relied on retrospective accounts
of grief that may be open to recall bias and changes to health
system/policy level supports, especially for losses that occurred up
to 12 years ago. However, analyses did not indicate any significant
differences between support experiences according to time since
neonatal death. Our qualitative study also focused specifically on
fathers’ experiences of support; it did not examine whether
support would be most effectively delivered by the NICU team or
other healthcare professionals external to the hospital. Future
research may examine the most effective timing, provider and
delivery (i.e., individual or parent) for fathers, as well as
broadening inclusion to all fathers whose baby dies in the NICU
rather than only those who die before 28 days.
Future research is also required to build upon the few existing

studies (e.g., [39]) that have sought to understand the support and
bereavement care needs of lesbian, gay, bisexual, transgender,
queer, intersex, asexual, and other gender or sexuality diverse
(LGBTQIA+) parents who have experienced the death of a baby in
the neonatal period. LGBTQIA+ parents may face additional
challenges due to heteronormative values and the potential
avoidance of formal peer supports due to fear of prejudice [40–43].
As this research occurred within the Australian context, it

focuses on bereaved fathers’ experiences in a particular set of
cultural norms and values. A disproportionate amount of existing
research on pregnancy loss and neonatal death is situated within
western contexts, with the experiences of fathers in other cultural
contexts often overlooked [44]. The barriers and facilitators
reported across the literature may not apply, and supports may
differ in other cultural settings or for people from other cultural
backgrounds [45, 46]. Future research in various contexts will
assist in developing an understanding of supports that may
benefit across cultures.
Due to the sensitive nature of neonatal death, studies in this

area typically consist of small sample sizes and express difficulties
in developing rigorous clinical trials [47]. Further research may
build on the current findings by trialling and evaluating various
male-specific services to determine best-practice support options
for fathers after neonatal death.

CONCLUSIONS
Minimal literature about fathers’ experiences of neonatal death,
and in particular support experiences, exists. This first Australian
study to explore fathers’ experiences of support following
neonatal death has highlighted the need for variety and
availability of male-specific supports for fathers after neonatal
death. Key policy and practice recommendations stemming from
this paper include: the provision of greater recognition and
facilities for fathers in the hospital setting; funding and resourcing
for hospital follow-up support to provide continuity of care and

facilitate the transition to community-based support services, and;
the development of targeted support strategies and bereavement
care programmes for men specifically, including peer support. In
developing such supports, consideration should be given to
masculine norms such as heterosexual men as supporters to their
female partner and men as “tough” and “stoic”. Finally,
reconnecting with previously engaged or existing formal supports
should be encouraged. In conclusion, men whose baby died in the
neonatal period currently face a substantial lack of varied and
desired support options in Australia. There is a clear imperative for
further research and the development/evaluation of support
programmes to support this group of men.
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