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Psychological impact of stillbirth on fathers

in the subsequent pregnancy and puerperium

PENELOPE TURTON, WILLIAM BADENHORST, PATRICIA HUGHES,
JULIA WARD, SAMANTHA RICHES and SARAH WHITE

Background Approximately | in 200
UK pregnancies ends in stillbirth. Although
serious psychological effects of stillbirth on
mothers are well established, much less is
known about the impact of such loss on
fathers.

Aims To assess the psychological
morbidity of fathers in the pregnancy and
post-partum year subsequentto a
stillbirth, to test within-couple effects and
to identify risk factors.

Method This was a community-based
cohort study of 38 pregnant couples
whose previous pregnancy had ended in
stillbirth, and 38 pair-matched controls.
Psychological assessments took place
antenatally and at 6 weeks, 6 months and
| year postnatally.

Results Fathersinthe index group
experienced significant levels of anxiety
and post-traumatic stress disorder
antenatally, but all of their symptoms
remitted postnatally (after the birth ofa
live baby). Fathers'symptom levels were
lower than those of mothers at all time
points. In contrast to mothers, fathers
experienced greater anxiety when a
subsequent pregnancy (following stillbirth)

was delayed.

Conclusions The vulnerability of
fathers to psychological distress during the
pregnancy after a stillbirth needs to be
recognised.

Declaration of interest None.

Much research on the psychological impact
of perinatal loss on mothers has been
published and widely disseminated over
the past 30 years. Recent studies by our
research group on the impact of stillbirth
on mothers, case—control
community-based sample, have established
that stillbirth is a significant risk factor
for depression and anxiety when assessed

using a

during a subsequent pregnancy and puer-
perium (Hughes e# al, 1999). These studies
have identified stillbirth as a category A
of post-
traumatic stress disorder (PTSD) in mothers
(Turton et al, 2001). Much less is known
about the impact of this relatively common

event for the development

trauma on fathers. This is perhaps not
surprising, given the traditionally more
peripheral role of men in the upbringing
of children. However, social attitudes are
changing, and today’s father is expected
to love and cherish his children, and to take
an active part in their care.

This paper reports a systematic investi-
gation of the psychological effects of still-
birth on fathers, and aims to address some
of the limitations of the existing literature.
We have restricted our focus to a specific
type of loss, namely stillbirth, to avoid con-
flation with other pregnancy or child losses.
We assessed parents in the pregnancy
following a stillbirth, as we had postulated
that this would be a reactivating stressor for
all parents, irrespective of the time that had
elapsed since their loss.

METHOD

Procedure

The local
approval of the procedure. To ensure that
the study sample was drawn from a repre-

ethics committees granted

sentative community-based population,
participants were identified by screening
consecutive case records in the antenatal
clinics of three district general hospitals

over a 3-year period. Using antenatal
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records, progress
monitored to ensure that the pregnancy
was healthy and proceeding well. A letter
describing the study and inviting couples
to participate was sent during the third tri-
mester of pregnancy. This was followed up
by a telephone call 2 weeks later. The first
interviews took place between 32 and 38
weeks’ gestation, either in the hospital

in pregnancy was

out-patient department or in participants’
own homes. Follow-up interviews took
place in participants’ own homes.

Assessments

Antenatal (third-trimester) assessment
(current successful pregnancy)

Observer-rated questionnaireintwo parts. The
first part of the questionnaire elicited the

parents’ socio-economic and medical
history (age, ethnicity, level of education,
employment status, income, obstetric

history, history of previous physical and
mental illness). The second part focused
on the stillbirth (gestational age, time since
the loss, level of family and partner
support, clinical and social management
of the stillbirth).
Assessment of depression. Depression in
fathers was assessed with the Beck Depres-
sion Inventory (BDI; Beck et al, 1961),
using the conventional cut-off score of 10/
11 (Metcalfe & Goldman, 1965).

Depression in mothers was assessed by
means of the Edinburgh Postnatal Depres-
sion Scale (EPDS; Cox et al, 1987), a 10-
item self-report scale that was developed
and validated to assess postnatal depres-
sion, and which is extensively used in the
UK. The instrument has now been validated
for use during pregnancy (Murray & Cox,
1990), employing a cut-off score of 14/15
for dichotomous analysis because of the
high levels of dysphoria that occur in
pregnancy.

Assessment of anxiety. The Spielberger
State-Trait Inventory (Spielberger et al,
1970) was used. This 40-item questionnaire
measures anxiety at the time of testing
(state) and general tendency to anxiety
(trait).

Assessmentof PTSD. The PTSD-I Interview
(Watson et al, 1991) was used. This inter-
view shows close correspondence with
DSM-III-R
Association, 1987) standards and correlates
strongly with parallel Diagnostic Interview

(American Psychiatric
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Schedule criteria and with the PTSD sub-
scale of the Minnesota Multiphasic Person-
ality Inventory (MMPIL; Keane et al, 1984).
The PTSD-I Interview has been shown to
have substantial reliability and validity,
with very high internal consistency and
test-retest reliability. It provides binary
present/absent and continuous severity/
frequency outputs on each symptom and

symptom cluster, and on the entire
syndrome.
Assessment of marital satisfaction. The

Golombok Rust Inventory of Marital
Satisfaction (GRIMS; Rust et al, 1988)
was used.

Assessment 6 weeks and 6 months after
a recent successful pregnancy

The following instruments were used:

(a) measures for assessment of depression
(as above, except that in the case of
the EPDS the conventional postnatal
cut-off score of 12/13 was used for
dichotomous analysis);

(b) the Spielberger State-Trait Inventory;
(c) the PTSD-I Interview.

Assessment 12 months after a recent
successful pregnancy

The following instruments were used:

(a) the BDI (in both mothers and fathers,
because the EPDS is only validated up
to 6 months post-partum);

(b) the Spielberger State-Trait Inventory;
(c) the PTSD-I Interview;
(d) the GRIMS.

Analysis

All analyses were performed using the
Statistical Package for the Social Sciences
version 10.0 for Windows and SAS version
8.1 for SunOS. In univariate analyses the
y*test or Fisher’s exact test was used to
look for associations between two cate-
gorical variables. Independent-samples #-tests
were used to compare the mean scores be-
tween two groups, and Pearson correlations
were used to look for an association
between two continuous variables. Paired
t-tests were used for the within-couple
analysis.

Mixed models (using PROC MIXED in
SAS) were employed to investigate depres-
sion and anxiety scores for all assessments,
examining whether they differed between
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the index and control groups (group
effects), whether they changed over time
(time effects), or whether there was a
group X time interaction (where any differ-
ence between the groups is not constant
over time). This methodology was used so
that all of the data collected could be
utilised. More standard methods such as
repeated-measures analysis of variance
would have deleted a participant from the
analysis if they had data missing for any
assessment. This does not occur in PROC
MIXED.

Multivariate analysis of variance
(MANOVA) was used to ascertain what
factors (all dichotomous) were associated
with psychological morbidity (depression,
state and trait anxiety and PTSD symptom
severity) at the antenatal assessment in the
index group of fathers.

Recruitment of the index group

Of 105 mothers who appeared to meet the
study criteria on the basis of screening of
case records, 16 mothers were subsequently
excluded because we found that they had
started a relationship with a new partner
since the stillbirth. In the case of a further
16 couples the baby was born before they
could be interviewed antenatally, either
because the birth occurred a few weeks
early, or because of difficulty in arranging
a meeting. We excluded these couples
because important baseline data would be
missing. However, towards the end of the
recruitment period, when the difficulty in
enrolling couples who met the study criteria
was more fully appreciated, the inclusion
criteria were relaxed and we decided to
include data for four couples who asked
to be interviewed only after the safe arrival
of their baby. Another 32 couples declined
to participate, more often owing to refusal
by the father than by the mother. Three
couples proved impossible to contact despite
repeated efforts.

A total of 38 couples (52.1% of the 73
couples who were not excluded) had an
initial assessment, of whom 34 were inter-
viewed during pregnancy and 4 had their
initial assessment postnatally. In total, 15
stillborn infants (40.5%) had been born in
the second trimester (20-27 weeks, mean
gestational age 21.8 weeks) and 23
(59.5%) had been born in the third
trimester (2841 weeks, mean gestational
age 35.8 weeks). The time lapse between
stillbirth and the expected date of delivery
ranged from 11 to 44 months (mean=18.8,
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18.8, s.d.=8.7). In total, 26 mothers
(68.4%) conceived within 1 year of a
stillbirth.

Subsequent to the initial assessment, 1
couple was excluded because the mother
had another stillbirth, 2 couples dropped
out and attributed this to major marital
difficulties, 2 couples moved abroad and 1
couple dropped out without giving a
reason. We here report the 6-week follow-
up data for 35 couples, the 6-month
follow-up data for 33 couples and the
1-year follow-up data for 32 couples.

Recruitment of the control group

In total, 110 couples were matched from
antenatal records to the index group. Of
these, 51 couples (46.4%) consented to par-
ticipate in the study but, as with the index
group, some couples (13 in total) had their
baby before they could be interviewed
antenatally, and were therefore excluded.
A total of 38 couples (39.2% of the 97
couples who were not excluded) entered
the study, 43 couples declined to take part
and 16 couples proved impossible to
contact despite repeated efforts. Again it
was nearly always the fathers who refused
to take part in the study or were impossible
to contact.

Subsequent to the antenatal assessment,
one couple dropped out before the 6-month
assessment without giving a reason. At the
6-week assessment data were not available
for one family because the baby was ill
and the family did not want a visit, and at
the 6-month assessment data were unavail-
able for another family who refused a visit
because they were moving house. We here
report the 6-week follow-up data for 37
couples, the 6-month follow-up data for
36 couples and the 1-year follow-up data
for 37 couples.

RESULTS

Demographic characteristics
of the sample

The demographic data for the sample are
shown in Table 1. This demonstrates that
the index and control groups were well
matched, as none of the data show signifi-
cant differences between the index and con-
trol participants, with the exception of the
fact that index group couples had a signifi-
cantly lower combined gross annual income
(P=0.017). Although overall the socio-
economic status of the study population

was considerably above the national
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Tablel Demographic data for index and control groups Data on income and education for couples
who refused to take part in the study were

insufficiently complete to allow valid

Index group Control group )
comparisons.
Age, years: mean (s.d.) .
Total 33.75 (4.89) 3433 (4.70) Rates of psychological symptoms
Fathers 3484(504)  3558(4.57) in fathers
Mothers 32.66 (4.55) 33.08 (4.55) Table 2 shows .that fa_thers in the
Obstetric history, n (%) index group experienced higher levels of
Previous miscarriage (mother) 13(34.2) 13(34.2) depression  than controls across all
assessments (except for the mean score at
Previous TOP (mother) 3 @9) 2 63 the 6-week follow-up, which was fraction-
Live children — fathers 13 (34.2) 18 (47.4) ally higher in the control group). However,
Live children — mothers 14 (36.8) 15(39.5) the mixed-model analysis did not show a
Level of education, n (%) significant effect of group (F,;=0.42,
No examinations 0 3 39 P=0.517), although there was a significant
‘O’ level 17 (22.4) 11 (14.5) time effect (Fg=3.36, P=0.025), with
‘A’ level 20 (26.3) 18 (23.7) levels of depression falling postnatally. At
University 39(51.3) 44 (57.9) the antenatal assessment, 5 out of 34 men
Ethnicity, n (%) (14.7%) in the index group compared with
White 55 (72.4) 58 (76.3) 2 out of 36 men (5.6%) in the control
African—Caribbean 2 (26) 4 (53) group reachfed case threshold levels for de-
Indian/Pakistani/Sri Lankan 8(10.5) 10 (13.2) pression (Fisher’s exact test: P=0.253).
These rates fell to 3 (9.7%) v. 2 (5.9%)
African 2(11.8) 463 by the 1-year follow-up. For both anxiety
Other 2 (26) 0 outcomes there were significant group
Involuntary unemployment >3 months, n (%) 3 (39 4 (5.3) (state: F;;,=5.28, P=0.024; trait:
Mean gross combined annual income, £ 45000 64000 F,;=5.45, P=0.022) and time (state:
Gross combined annual income <£20000, n (%) 15(19.7) 9(11.8) F,=8.20, P=0.006; trait: F,,=5.35,
Gross combined annual income below national average, n (%) 24 (31.6) 17 (23.0) P=0.024) effects, indicating that levels
History of serious physical illness', n (%) 7 (92 2 (2.6) of anxiety differed both between the
History of treatment for psychological symptoms?, n (%) 18 (23.7) 11 (14.5) groups and over time. For state anxiety

there was also evidence of a group x time
interaction (Fg=5.50, P=0.022) (i.e. the
difference between the two groups was not
constant over the two assessment times).

TOP, termination of pregnancy.

I. Serious physical illness constituted an acute episode of illness that required in-patient treatment, or chronic disease
(e.g. diabetes, kidney disease, tuberculosis) that required out-patient treatment.

2. Active treatment from general practitioner, or as an out-patient or in-patient. In the index group, at least one of
these treatment episodes was related to the stillbirth in 15 out of 18 individuals.

average in terms of both education and
income, there was no significant difference
between the index and control couples in
the proportion of families whose annual
income was below the national household
average (£29000; CACI, 2003), or who
might be considered economically dis-
advantaged because they had a relatively

likely to be from a Black or minority ethnic
group (60.3% v. 27.6%; y* test: P=0.001).
There were no significant differences with
regard to the presence of children in the
family, problem pregnancies other than
stillbirth, or gestation of lost pregnancy.

Table2 Levels of depression and anxiety in fathers

PTSD

We cannot report group effects for
stillbirth-related PTSD because the control
group had not experienced comparable
trauma. However, we have already estab-
lished that stillbirth is a category A stressor

low combined annual income (<£20 000).

Outcome Group n Assessment
Representativeness of the sample
Only limited data from antenatal records Antenatal 6 weeks 6 months ! year
(for maternal age, ethnicity, gestation of Mean s.d. Mean s.d. Mean s.d. Mean sd.
lost baby and the presence of live children
in the family) were available for those BDI score Index 34 606 655 369 376 424 894 442 479

couples who refused to take part in the
study or who did not meet the inclusion

Control 36 417 4.10 428 5.19 371 462 3.56 3.39

el Spielberger state Index 35 3697 11.69 NA NA 31.32 9.36
Cr;:e“a-fwe found tlilat among theh“’“Ples score Control 37 30.16 6.83 29.17 887
who refused to take part or who were (L oiie ndex 34 3797 968 NA NA 3468 10.09
excluded the mothers were slightly younger

score Control 37 3281 672 3091 83l

(mean age 30.0 v. 32.7 years; #,,,=2.308,
P=0.023) and were significantly more

BDI, Beck Depression Inventory; NA, not available.
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for PTSD in mothers, and that mothers
experience high levels of PTSD in the preg-
nancy subsequent to a stillbirth (Turton et
al, 2001). We found similar levels of
stillbirth-related PTSD in fathers. At the
antenatal assessment, five fathers (15.6%)
met the criteria for a current diagnosis of
PTSD, and six fathers (18.8%) met the
criteria for a lifetime diagnosis. As was
found for PTSD
remitted rapidly after the birth of a live
baby. At the 6-week post-partum assess-
ment, none of the fathers still had case-level

mothers, symptoms

symptoms, and this remained true at all of
the remaining assessments.

We also assessed PTSD in relation to
other stressors in all of the participants.
With regard to non-stillbirth-related
trauma, there was no difference between
the groups in the prevalence of PTSD (life-
time or current) or in the overall symptom
severity score. Only one father in the
control group and none of the fathers in
the index group reached case threshold
level at the antenatal assessment, and none
of the fathers in either group reached case
threshold level at the 1-year assessment.

Fathers’ marital satisfaction

Two couples in the index group dropped
out during the course of the study and cited
marital difficulties as a reason for this,
whereas none of the control couples
dropped out for this reason. However,
there was no real evidence of a higher
prevalence of marital problems in the index
group. Although fathers in the index group

had a slightly higher mean score on the
GRIMS (indicating lower levels of marital
satisfaction) at both the antenatal assess-
ment and the 1-year post-partum assess-
ment, these differences
significant, and the
indicated high levels of marital satisfaction.

were not

scores generally

Fathers’ coping strategies

Fathers retrospectively reported that they
had used various coping strategies to try
to come to terms with their loss. Out of
the 34 fathers who were not non-drinkers,
9 (26.5%) reported increased alcohol con-
sumption after the loss. Out of 38 fathers
7 (18.4%) reported that they had used
prescribed drugs specifically to enable them
to cope after the stillbirth. Three fathers
(7.9%) reported using illegal drugs. Nearly
half of the fathers (47.4%) had received
some form of professional help from hos-
pital counsellors, ministers of religion or
other healthcare professionals, and five
fathers (13.2%) had been in contact with
the voluntary self-help group Stillbirth and
Neonatal Death Society (SANDS). A sub-
stantial proportion of the fathers (39.5%
of fathers v. 42.1% of mothers) would have
welcomed some form of further support
(other than that of family and friends) after
the stillbirth.

Levels of psychological symptoms
in mothers
As in our previous study (Hughes et al,

1999), mothers who had experienced a
stillbirth had significantly higher levels

Table 3 Index group within-couple analysis

Couples Mean 95% Cl Significance Correlation

(n) difference’ (paired t-test) (significance)

Antenatal PTSD 30 —6.63 —14.68to .4l 0.102 0.429 (0.018)
symptom severity score
Antenatal Spielberger 33 —4.42 —9.24t00.39 0.070 0.413(0.017)
state score
Antenatal Spielberger 32 —1.41 —5.43t02.62 0.482 0.341 (0.056)
trait score
I-year Spielberger state 30 —2.57 —7.05t01.92 0.251 0.309 (0.096)
score
I-year Spielberger trait 30 —2.13 —7.02t02.76 0.380 0.158 (0.403)
score
|-year BDlI score 3l —2.35 —4.72t02.64 0.052 0.209 (0.259)

PTSD, post-traumatic stress disorder; BDI, Beck Depression Inventory.
I. Difference is equal to fathers’ scores minus mothers’ scores. Thus negative scores indicate higher levels in the

mothers.

168

https://doi.org/10.1192/bjp.188.2.165 Published online by Cambridge University Press

of depression and anxiety than controls
across all assessments and at all time
points, with the exception of depression
scores at the 6-month assessment. We
also replicated the finding of noteworthy
levels of stillbirth-related PTSD in
mothers. The prevalence of PTSD in
response to the stillbirth was similar for
fathers and mothers at both the antenatal
assessment and the 1-year follow-up.
Six of the mothers (18.8%) met the
criteria for current PTSD during pregnancy
but, as with the fathers, symptoms had
remitted in all but one mother by 1 year
post-partum following the birth of a live
baby.

Comparison between mothers’
and fathers’ symptom levels
in the index group

When we compared mothers’ and fathers’
symptom levels within samples on the same
measures (BDI depression scores at 1-year
follow-up, Spielberger
anxiety scores both antenatally and at
1-year follow-up, and PTSD symptom
severity score antenatally), we found that

state and trait

mothers had higher levels of psychological
symptoms than fathers at every assessment,
although the difference did not reach the
level of significance (see Table 3). We also
wanted to determine whether there was
any correlation between partners’ (i.e.
mothers’ and fathers’) scores — that is,
whether both partners within a couple
responded in similar ways to their trauma,
or whether within-couple scores were un-
related. In fact, within-pair correlations
were not strong, only reaching significance
in relation to antenatal PTSD symptom se-
verity scores and Spielberger state anxiety
scores (see Table 3).

Factors associated with
psychological morbidity in fathers
in the index group

As with mothers, there was no association
between fathers’ levels of psychological
symptoms in the pregnancy following
stillbirth and socio-demographic factors
(age, ethnicity,
education). There was also no association

income or level of
with the presence of other children in the
family.

Using MANOVA, we then looked at
two sets of dichotomous factors. First, we
examined background factors that have
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been identified as being associated with
poorer outcome in mothers (history of
treatment for psychological symptoms,
time period between loss and becoming
pregnant again (<12 months or >12
months), whether or not the father felt that
he received emotional support from his
partner and family). Secondly, we examin-
ed factors connected with the loss itself
(the gestation of the lost pregnancy (second
or third trimester), whether or not the
father had seen the dead infant). Possibly
because of the small numbers in each
group, none of these independent variables
in fathers were found to be significantly
associated with depression, anxiety or
PTSD symptom scores at the antenatal
assessment. However, Table 4 shows a con-
sistent trend towards findings being similar
in fathers to those that have been reported
in mothers, with a worse outcome occur-
ring if fathers had a history of treatment
for psychological symptoms, if they had not
felt well supported by their partner and
family at the time of the loss, if the loss
had occurred in the third trimester, or if they
had seen their dead infant. Interestingly, the
finding in relation to the time interval be-
tween a stillbirth and conceiving again
showed a trend in the opposite direction

PSYCHOLOGICAL IMPACT OF STILLBIRTH ON FATHERS

in fathers, with higher depression and anxi-
ety scores occurring where there had been a
longer delay (more than 1 year). The Pear-
son correlation between the time interval
in months and antenatal trait anxiety in
fathers was 0.455 (P=0.007). For mothers
in the present study, again there was a
slight trend towards higher trait anxiety
and PTSD scores if the pregnancy under in-
vestigation (i.e. that following a stillbirth)
had been delayed. This finding runs counter
to the results of other reports.

DISCUSSION

There are good reasons for postulating that
stillbirth may have an effect on fathers that
is comparable to the effect on mothers. For
both parents, the stillbirth may represent
the loss of dreams and hopes that were in-
vested in the prospect of parenthood (de
Montigny et al, 1999). Moreover, because
of a tendency to focus on the experience
of mothers, the severity of the loss for the
father may not be fully recognised (Peppers
& Knapp, 1980). Fathers may suffer from a
social expectation that their primary role is
to support their partner (de Montigny et al,
1999) or to remain strong in the face of
their partner’s grief (Kennell et al, 1970).

Table 4 Predictor variables and outcome scores for fathers

A systematic evaluation of the impact of
stillbirth on fathers has the potential to
identify a group that experiences distressing
but treatable symptoms, as well as to in-
form cultural knowledge and behaviour
with regard to bereaved fathers.

When we reviewed the original data in
the literature specific to the psychological
effects of perinatal death (stillbirth or neo-
natal death) on fathers, we found that the
published studies vary both in their empha-
sis and in quality of design, and most of
them have serious methodological weak-
nesses. Many studies had to be excluded
because they conflate different types of loss
(e.g. miscarriage, stillbirth, neonatal death
and sudden infant death syndrome) without
separating the results by loss category. The
studies also vary in the time interval since
the loss (e.g. 2 months in Zeanah et al,
1995, and between 2 months and 5 years
in Worth, 1997). Many studies (both
qualitative  and  quantitative)  have
problems with generalisability arising from
population bias, sampling bias and
response bias. For example, Theut et al
(1989, 1990), Worth (1997) and DeFrain
et al (1991) used volunteer samples, and one
American group (Hughes & Page-Liberman,
1989) identified some of their sample from

n Fathers’ antenatal scores
BDI Spielberger state Spielberger trait PTSD
Mean s.d. Mean s.d. Mean s.d. Mean s.d.

History of psychological symptoms

Yes 7 10.57 11.10 40.29 14.36 41.86 13.27 60.67 25.12

No 27 4.89 4.36 36.14 11.07 36.96 8.55 39.31 14.96
Loss to conception

> year 1 79 9.48 38.2 13.56 41.9 11.09 42.5 19.22

< year 23 5.2 4.57 36.4 11.00 36.1 8.55 43.7 19.07
Partner supportive

No/uncertain 8 11.9 9.36 43.6 12.14 45.0 11.15 55.1 23.82

Yes 25 43 4.31 34.6 11.01 358 8.42 40.6 16.30
Family supportive

No/uncertain 9 9.9 9.79 37.3 13.40 399 14.66 49.1 23.89

Yes 25 47 4.41 36.8 11.33 373 7.44 41.0 16.50
Third trimester loss 20 7.2 7.49 40.5 12.07 40.2 9.22 44.1 19.06
Second trimester loss 14 4.5 4.72 31.7 9.14 34.4 9.66 42.1 19.18
Saw dead infant

Yes 30 6.7 6.73 37.5 11.88 388 9.95 444 19.58

No 4 1.5 1.29 328 10.53 315 311 36.0 117
BDI, Beck Depression Inventory; PTSD, post-traumatic stress disorder.
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support groups. This is important because,
as Toedter et al (2001) have reported,
significantly higher grief scores were found
in studies that recruited participants from
support groups and self-selected popula-
tions rather than from medical sources.
Two studies (Dyregrov & Matthiesen,
1987; Samuelsson et al, 2001) systemati-
cally excluded individuals on the basis of
adverse social or family situations (which
were not described). Social class is an
important area of potential bias, and is
relevant in studies where researchers have
deliberately included only a homogenous
group (Helmrath & Steinitz, 1978), or
where responders are demographically
different from non-responders. Most of
the papers that have addressed such demo-
graphic differences have not considered
social class, with the exception of a study
by Zeanah et al (1995), who found that
non-responders were significantly more
likely to be from a lower social class. Small
sample size also limits generalisability. The
majority of the papers that we reviewed did
not report power calculations for their
sample sizes. The exception was the series
of papers by Vance, Foster, Najman and
colleagues (Vance et al, 1991, 1994,
1995a,b; Najman et al, 1993), in which
adequate sample sizes were recorded. How-
ever, a large proportion of the participants
in that cohort dropped out or were lost to
follow-up at 6 months and 8 months, and
were excluded from the analysis (Najman
et al, 1993; Vance et al, 1995a), thus
potentially skewing the reported findings.
Most of the studies (Kimble, 1991;
Worth, 1997) did not have a control group,
although some researchers compared differ-
ent types of loss, or compared the effects on
fathers with those on mothers. The out-
come measures varied. Where a qualitative
approach was used, fathers reported feel-
ings of grief and described their role as
being a social support to their partner. With
the exception of the study by Worth (1997),
these research findings were limited by a
lack of measures to ensure reliability.
Quantitative studies tend to measure grief
responses, depression and anxiety. To our
knowledge, no studies to date have mea-
sured the development of PTSD in fathers.
Other possible limitations of such research
include the wuse of instruments not
commonly employed to measure the out-
comes under investigation (for example,
Vance and colleagues used sub-scales of
the Delusions Symptoms States Inventory
to measure affective symptoms; Foulds &
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Bedford, 1978), and a tendency not to
report P values or confidence intervals.

Despite these limitations, the consis-
tency of certain findings and observations
suggests that many fathers do experience
grief after a perinatal loss, including feel-
ings of shock, anger, emptiness, helpless-
ness and loneliness (e.g. Kimble, 1991;
Zeanah et al, 1995; Worth, 1997;
Samuelsson et al, 2001). Symptoms of
depression and anxiety have also been
described (Vance et al, 1995a,b). The ex-
pected social role of fathers as a support
to their partner (Helmrath & Steinitz,
1978) may partly explain the observation
that the grief reactions of fathers tend to
be less intense than those of mothers. Levels
of marital dissatisfaction are reported to be
higher in bereaved fathers than in controls
(Najman et al, 1993), but there are no data
on whether relationships survive intact in
the wake of the loss.

This paper forms part of a series in
which our research group is investigating
the effects of a previous stillbirth on
families. As noted above, we have already
investigated psychological symptoms in
mothers (Hughes et al, 1999; Turton et al,
2001). We have also reported that unre-
solved mourning for the lost infant is preva-
lent in mothers during the next pregnancy
(Hughes et al, 2004), and that this is asso-
ciated with an increase in insecure dis-
organised attachment in infants born
subsequent to a stillbirth (Hughes et al,
2001). We have also reported on the asso-
ciation between the psychosocial manage-
ment of stillbirth and adverse outcome for
the mother and the next-born child
(Hughes et al, 2002). We are currently writ-
ing up a 7-year follow-up study of mothers
and next-born children after a stillbirth.

In the present case—control cohort study
we compared fathers whose partners’ pre-
vious pregnancy had ended in stillbirth with
both their partners and non-bereaved
fathers. The index group consisted of cou-
ples who were expecting a child and whose
last pregnancy had ended in spontaneous
loss after 20 weeks’ gestation. Although
our primary interest was in fathers, it
would have been insensitive to exclude
mothers from a study of the psychological
impact of previous stillbirth on the next
pregnancy. We chose a 20-week cut-off
point because clinicians generally regard a
loss in the second half of pregnancy as re-
presenting the loss of a child to the parents.
All of the parents were over 20 years of age,
had a singleton pregnancy and spoke
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enough English for them to be interviewed.
The control group consisted of couples who
had not experienced a stillbirth but who
were otherwise pair-matched (from the
mothers’ obstetric records) as closely as
possible with regard to age, ethnicity,
obstetric history, presence of children
in the family, and socio-economic status
according to occupation. We excluded
couples antenatally if either parent was
currently receiving treatment for acute
physical or mental illness.

Difficulties with recruitment
of male participants

We experienced many more recruitment
problems in this study than in our previous
investigation of the psychological effects of
a stillbirth on mothers, in which 86% of
mothers consented to take part. Although
it was not always possible to identify the
reason or individual responsible for a
couple’s refusal to participate, it was our
strong impression that fathers were much
more likely to refuse to take part than
mothers. This was not simply attributable
to the difficulty in finding a suitable
appointment time (we were always ready
to make appointments at times convenient
to participants, including evenings and
weekends). It seemed that we were caught
up in a more widespread problem in re-
cruiting men to psychological or social re-
search, which has been noted previously
(Lewis et al, 1989). This difficulty may
explain why other studies of parents have
involved far fewer fathers than mothers
(DeFrain et al, 1991; Zeanah et al, 1995),
and it may reflect a cultural belief that
men are less willing to talk about their feel-
ings than women. This belief may have
been exacerbated in a study related to
pregnancy, where men identify themselves
as less involved, and by the common
assumption that a pregnancy loss has a
greater impact on mothers because of their
physical involvement in carrying the baby
(Theut et al, 1988). Whatever the reason,
the difficulty with recruitment of male
participants is a problem in psychological
research involving men, and further work
is needed to identify the factors that impede
collaboration and to find ways of
overcoming those factors.

The importance and neglect
of fathers in stillbirth research

This study has confirmed that the preg-
nancy following a stillbirth is a particularly
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stressful time for parents, and that although
fathers show lower levels of psychological
morbidity than their partners, they are still
vulnerable to significant levels of distressing
symptoms, particularly anxiety and PTSD.
Reassuringly, it appears that these symp-
toms largely remit after the birth of a live
child, although mothers continue to be
more vulnerable than fathers to ongoing
psychological morbidity. This finding is
consistent with some previous research,
but runs counter to the results of other stu-
dies which have suggested that although
mothers’ grief may be more intense in the
short term, fathers’ scores do not decline
as much as the scores of mothers over time
(Stinson et al, 1992).

Our findings also suggest that there is a
tendency for parents’ levels of symptoms to
run in tandem rather than for one of the
partners to ‘carry’ the burden of symp-
tomatic distress for both parents, or for
one of the partners (typically the father)
to feel that they have to deny their grief in
order to remain strong in the face of the
other’s distress.

Factors that have a protective
effect and factors that increase risk

Previous research has identified factors that
appear to be associated with a more
adverse outcome in mothers, in particular
psychiatric before the loss
(Janssen et al, 1997), early subsequent preg-
nancy (Hughes et al, 1999), longer gesta-
tion (Theut et al, 1989) less support from
partners or family (Turton et al, 2001),
and physical contact with the dead infant
(Hughes et al, 2002). This study extends
and provides some additional support for
these findings. The finding that parental
contact with the dead infant appears to in-

symptoms

crease risk is sensitive. Not only does it run
counter to existing models of ‘good prac-
tice’, but also our interviews with parents
confirmed that those parents who did have
such contact greatly valued the opportunity
they had to spend time with their dead
infant, and would not willingly have fore-
gone the experience. It is possible that such
contact intensifies an attachment that no
parent could regret. However, given the
evidence which suggests that parents who
do have such contact are more rather than
less vulnerable to distressing symptoms in
their next pregnancy, we believe that clini-
cians should be cautious about advocating
its benefits. The parents in our study who
did not see their dead infant had no regrets

PSYCHOLOGICAL IMPACT OF STILLBIRTH ON FATHERS

CLINICAL IMPLICATIONS

m Fathers’ vulnerability to anxiety and post-traumatic stress disorder during a
pregnancy subsequent to a stillbirth should be recognised.

m Fathers need support in their own right, rather than simply as an adjunct to their

partner.

m Fathers may have different needs from their partner with regard to the timing of a

subsequent pregnancy.

LIMITATIONS

m This study illustrates the major difficulties that are encountered when recruiting

men to research related to the psychological aspects of pregnancy and pregnancy

loss.

® Our sample size is limited, which reduces the statistical power of our findings.

® Our sample is biased towards affluent White families.
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either. The solution that is usually proposed
for this problem is ‘parental choice’. How-
ever, the choice of whether or not to see
and hold their dead infant takes place in a
social and cultural context that currently
emphasises the importance of acknowled-
ging and confronting feelings (even negative
ones) rather than suppressing or avoiding
them. In such a culture it may be difficult
for parents to decline the invitation to
spend time with their dead infant. Perhaps
both society and parents believe that some
degree of psychological morbidity is a price
worth paying for such a highly valued
experience. Further research on this import-
ant topic in a broader cultural context is
urgently needed.

It is interesting that, for the fathers in
our study, there was a trend for better out-
come to be associated with conceiving
again within a year of the stillbirth,
contrary to previous research findings in
relation to mothers (Theut et al, 1990;
Hughes et al, 1999; Rich, 2000). It is poss-
ible that these are chance findings, but it is
also possible that fathers and mothers have
different needs in relation to this decision.
Whereas mothers need time to mourn and
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recover before becoming pregnant again,
fathers’ levels of depression and anxiety
may increase as more time elapses before
there is a real prospect of becoming a
parent again. If this is the case, then there
are implications for the advice that parents
should be given about the timing of a
subsequent pregnancy in the best interests
of both partners.
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