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Background: Stillbirth is the death, in 
utero, of a fetus from 20 weeks’ gestation 
until immediately before birth. This may 
be spontaneous or can occur after termi-
nation for medical reasons (TFMR). The 
experience of stillbirth profoundly impacts 
subsequent pregnancies, with mothers 
frequently experiencing conflicted emo-
tions, heightened anxiety, stress, symp-
toms of depression, fear, isolation, and 
a diminished sense of trust in a positive 
outcome. Supportive care options for indi-
viduals pregnant after a stillbirth or TFMR 
are needed to help meet their psychologi-
cal and emotional needs. Individuals preg-
nant after a loss do not feel emotionally 
safe in their pregnancies; thus, the side 
effects and perception of safety in support 
interventions need to be explored.

Purpose: This article reports partici-
pants’ experiences of safety, the harms, 
and adverse events in a study exploring 
massage as a support for individuals preg-
nant after a stillbirth.

Methods: The study used questionnaires 
to collect side effect data and qualitative 
interviews to examine participants’ experi-
ence of safety.

Results: The study found that 75% of 
participants experienced one or more side 
effects. Post-massage soreness (45.8%) 
was the most frequently reported side 
effect, followed by tiredness (43.1%). The 

main theme of the qualitative analysis 
was “safety: so much more than physical 
safety,” reflecting the importance of safety 
to study participants and that safety was 
much more than avoiding physical harm.

Conclusion: Participants needed the 
massage space to feel safe, both environ-
mentally and psychologically, to facilitate 
their capacity to engage. Having trained 
massage therapists was important as this 
helped reassure participants that mas-
sage was a safe treatment for themselves 
and their baby.

KEYWORDS: Massage therapy; side 
effects; stillbirth; termination for medical 
reasons; emotional safety

INTRODUCTION

In Australia, stillbirth is defined as “in 
utero death from 20 weeks of gestation 
until immediately before birth”(1–3); approxi-
mately six stillbirths occur each day. In 
Australia, a termination for medical rea-
sons (TFMR) (where parents elect to end 
a pregnancy due to medical conditions in 
the fetus or mother) performed at 20 or 
more weeks of gestation is often recorded 
as a stillbirth.(4) The experience of stillbirth 
or TFMR profoundly impacts subsequent 
pregnancies, with mothers f requently 
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describing the associated stress as some-
thing to be “survived.”(5,6) Doyle et al. note 
that women who had TFMR required men-
tal health support in subsequent pregnan-
cies(7) indicating that individuals who have 
TFMR have similar needs for psychological 
support as individuals who experienced a 
spontaneous loss. Throughout this article, 
we use the term stillbirth inclusively to 
refer to parents who have experienced 
a stillbirth, including those whose loss 
occurred following a TFMR from 20 weeks’ 
gestation. The psychological effects of still-
birth on subsequent pregnancies include 
conflicted emotions, heightened anxiety 
and stress, symptoms of depression, fear, 
isolation, and a diminished sense of trust 
in a positive outcome.(8–13) Additionally, 
individuals who have experienced stillbirth 
face increased risks of adverse pregnancy 
outcomes, such as preterm birth and low 
birth weight, in subsequent pregnan-
cies.(10,14) The mental health of individu-
als pregnant after a stillbirth is similarly 
affected. Research indicates that these 
individuals are more likely to experience 
symptoms of post-traumatic stress dis-
order(15) and exhibit significantly higher 
rates of depression and anxiety compared 
to pregnant individuals without a history 
of stillbirth.(16,17) Standard antenatal care 
often fails to meet the psychological and 
emotional needs of individuals pregnant 
after loss, with many reporting nega-
tive experiences, including exacerbated 
stress and the reactivation of traumatic 
memories.(12,18) There is a notable lack of 
specialized antenatal services tailored to 
the unique needs of individuals pregnant 
after a stillbirth.(6,12)

In this context of a lack of specialized 
antenatal services tailored to support the 
unique needs of individuals pregnant after 
a stillbirth or TFMR, a research feasibility 
trial aimed at Helping support individuals 
Pregnant after Experiencing a Stillbirth 
(HOPES) was conducted.(19) This trial evalu-
ated the use of individualized Swedish 
massage as an adjunct approach to care 
for pregnant individuals with a history of 
stillbirth, with the goal of assessing its fea-
sibility and potential to improve emotional 
well-being in this population.(19) Massage 
therapy, including Swedish and remedial 
techniques, aimed to support the physi-
ological, structural, and emotional well-
being of the mother.(19)

Reporting of harms in randomized 
clinical trials (i.e., “all important harms or 

unintended effects in each group”(20)) and 
in trials in general is an important aspect 
of ethical conduct in human research.(21) 
Adverse events and safety are important 
for individuals pregnant after a loss. Indi-
viduals pregnant after a loss do not feel 
emotionally safe in their pregnancies(22) 
and individuals mark off the progress of 
their pregnancy in terms of fetal devel-
opment and safety.(23) A study involving 
individuals who had received a mas-
sage when pregnant found that safety is 
made up of not only the treatment that 
massage therapists provide, but also the 
environment they provide it in and how 
they administer both the treatment and 
the consultation(24) and that the expe-
rience of feeling safe, both emotional 
and physical, was important.(24) There is 
limited reporting of harms and adverse 
events in pregnancy massage research 
studies,(25,26) and the authors could find 
no massage trial that has reported on 
harms, adverse events, or experiences 
of safety for individuals pregnant after 
a loss. Given the importance of harms, 
adverse events, and experience of safety 
for individuals pregnant after a loss, the 
HOPES feasibility study collected out-
come measures related to adverse events 
and gave participants the opportunity to 
discuss their experience of safety during 
the massage(s). This article reports on the 
HOPES study findings related to harms, 
adverse events, and experience of safety. 
The results and findings, including fea-
sibility targets, psychological outcomes, 
and massage benefits, from the HOPES 
feasibility study have been published 
elsewhere.(27)

METHODS

Study Design

The HOPES feasibility trial utilized a sin-
gle-arm, repeated measures, convergent 
parallel mixed-methods pilot trial design 
to evaluate the feasibility of Swedish mas-
sage as a complementary intervention for 
pregnant individuals with a prior history of 
stillbirth. The study ran from February 2023 
to July 2024 (see Figure 1). Ninety-three 
individuals enquired about, or expressed 
interest in, the study, and 76 individuals 
enrolled in the study leading to an 84.9% 
participant conversion rate from interest 
to enrollment.
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Recruitment and Screening

The study included pregnant individu-
als who had experienced stillbirth or a 
TFMR after 20 weeks’ gestation in a prior 
pregnancy. Participants were recruited 
through social media platforms and refer-
rals from maternity clinics, shared-care 
general practitioners, and obstetric clinics 
located near participating massage thera-
pists across Australia. Recruitment efforts 

were concentrated in areas proximal to 
the therapists’ practice locations. Study 
details were disseminated via obstetric 
health-care providers and stillbirth sup-
port organizations, such as Stillbirth and 
Neonatal Death Support Australia (SANDS) 
and Red Nose.

Interested individuals contacted the 
research team using the provided contact 
details, and their eligibility was assessed 
following a clear explanation of the 
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Figure 1.  CONSORT diagram for the side effects aspect of the Helping support individuals Pregnant after 
Experiencing a Stillbirth (HOPES) observational study.
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study’s requirements. Participants were 
given the opportunity to ask questions 
and deliberate before providing written 
informed consent. Eligible participants 
who met the inclusion criteria were then 
enrolled in the study. Participants were 
eligible if they were pregnant (under 
30 weeks’ gestation), aged 18 or older, 
had experienced a stillbirth or TFMR 
from 20 weeks in a previous pregnancy 
(self-reported), and could attend study 
massage sessions at an Australian clinic 
within a 4-month period. Exclusion cri-
teria included scheduling conflicts, lack 
of access to a nearby study therapist, or 
inability to travel to sessions. More detailed 
eligibility criteria are outlined in the pub-
lished protocol.(19)

Ethical Approval and Participant Consent

Ethics approval was granted by the 
Western Sydney University Ethics Commit-
tee (approval number: H15261). Participants 
were provided with written information 
about the study, supplemented by oral 
explanations if requested. Informed written 
consent was obtained from all participants 
prior to their inclusion, ensuring voluntary 
participation with the right to withdraw at 
any time.

Outcome Measures

The primary outcomes for the HOPES trial 
focused on the feasibility and acceptability 
of the intervention, as well as identifying 
optimal timing for massage treatments 
and collecting measures of anxiety, worry, 
stress, and self-management. Data were 
also collected on side effects and adverse 
events, and this article presents data col-
lected in the HOPES trial related to side 
effects and experiences of safety.(19) The 
decision was made to use the term side 
effect in the participant questionnaire 
and in publications. Side effects refer to an 
outcome that occurs as a result of the mas-
sage treatment being performed, and we 
did not specifically clarify that side effects 
refers to negative consequences. The use of 
this terminology and not specifically clari-
fying negative outcomes was selected in 
preference to terms such as adverse event 
or harm to avoid unintended implications 
of danger. This decision reflects the need 
for sensitivity to the context of our study 
population while collecting important 
information about the effects of massage 

on individuals who are pregnant after a 
stillbirth.

•	 Side effects questionnaire: Side effect 
data were collected via a questionnaire. 
Participants were asked the following 
question: “Did you experience any side 
effects from your last massage treat-
ment (e.g., post-massage soreness)?” 
Participants were then given the fol-
lowing options: (i) no side effects, (ii) 
post-massage soreness, (iii) headache, 
(iv) tiredness, (v) other, please specify.(19) 
This questionnaire was sent 24–28 
hours after each massage treatment.(19)

•	 Qualitative data: A subsample of the 
cohort (n = 33) shared their experiences 
by interview during the study and 
thematic analysis was used to analy-
sis participant experiences related to 
experience of safety.(19) Interviews were 
conducted after completion of all study 
treatments, and participants were 
asked open-ended questions by SF 
about their experience of safety being 
part of the massage research study.

Study Intervention

The study intervention is detailed in 
the protocol(19); briefly, it comprised up to 
five 60-min pregnancy massage sessions 
using Swedish massage techniques with 
scheduling tailored to participants’ pref-
erences and availability. Each session was 
tailored to address the specific needs of 
the participant on the day of treatment. 
The intervention was grounded in the 
vulnerability–stress conceptual framework, 
which posits that stress can exacerbate 
individual vulnerabilities, while protective 
factors mitigate stress.(28) The intervention 
employed hands-on massage techniques 
and emphasized active listening and cre-
ating a supportive environment to foster 
a therapeutic alliance. This alliance aimed 
to introduce protective factors and assist 
participants in managing the stress of 
pregnancy following stillbirth. Allowable 
massage techniques included longitudinal 
gliding, transverse gliding, digital ischemic 
pressure, and transverse frictions. These 
techniques were informed by previous 
research on pregnancy massage.(16,29) The 
specific areas treated, depth of pressure, 
and choice of techniques were guided 
by the clinical judgment of the massage 
therapist, mirroring real-world practice.
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Delivery of the Intervention

There were 23 female massage thera-
pists with expertise in pregnancy mas-
sage and perinatal loss, across multiple 
sites in Australia, who were able to provide 
the study treatments. The average level 
of experience of the therapists was 9.3 
years (standard deviation 5.8 years). The 
therapists had all undertaken specif ic 
pregnancy massage training following 
their initial qualif ications which was a 
criterion to be part of the study. Eighteen 
therapists provided 303 massage treat-
ments. All therapists participated in a 3-h 
online training session in standardizing 
the intervention delivery.

Demographics of the Overall Study 
Population

Given the recruitment methods and 
study detail dissemination, it is unknown 
how many people were informed about 
or viewed the study details. Ninety-three 
individuals expressed interest in the study, 
and 76 individuals signed up for the study 
(see Figure 1). At least one participant came 
from each Australian state and territory. 
Participants were predominately f rom 
the east coast of Australia (87.5%), with the 
majority of the study population coming 
from New South Wales and Victoria (n = 48; 
66.7%). Over half of the participants were 
professionals (n = 39; 54.2%), with managers 
being the next most common occupation 
(n = 12; 16.7%). Almost all participants were 
married or partnered (n = 68; 95.5%). Partici-
pants had, on average, three pregnancies 
and one birth. The majority of participants 
had a stillbirth (n = 47; 65.2%) followed by 
TFMR (n = 16; 22.2%). Almost two-thirds 
were classified as high risk in their cur-
rent pregnancy (n = 46; 63.9%), almost all 
participants had had prior experience of 
massage (n = 69; 95.8%), and over half had 
prior experience of pregnancy massage (n 
= 45; 62.5%).

Data Analysis

A convergent parallel mixed-methods 
methodology was utilized for the HOPES 
study.(19) Although the qualitative and 
quantitative findings are reported in sepa-
rate articles, the data on side effects and 
participants’ experience of safety were not 
reported in these publications. In the cur-
rent article, the data on harm or side effects 

and emotional safety were not compared 
and related for areas of convergence or 
divergence and then interpreted. This is 
due to the importance of the meaning 
of safe (“safe” means the preservation of 
value, such as human health and life”(30)) 
and safety, particularly in the context of a 
pregnancy after stillbirth or TFMR, as com-
pared to participants’ experience of “feel-
ing emotionally safe.” It is important that 
these concepts, alongside side effects, are 
kept separate as this study was not pow-
ered, nor designed, to assess safety.

Quantitative data analysis
The participant’s demographic and 

clinical characteristics, as well as the 
side effect data, were summarized using 
descriptive statistics. Outcomes did not 
differ between participants who had early 
versus late gestation stillbirth or the dura-
tion of the interpregnancy interval,(19) so all 
side effect data were pooled and analyzed 
collectively.

Qualitative data analysis
The in-depth interview data were ana-

lyzed using thematic inductive analysis. 
The author SF immersed themselves in 
the data to ascertain and identify the 
key concepts.(31) All authors discussed 
emerging themes until a consensus was 
reached. As mentioned in the study pro-
tocol,(19) the concept of data saturation 
and its determination vary significantly 
depending on the qualitative research 
approach and the specif ic saturation 
model employed.(32–35) Thus, rather than 
relying solely on data saturation as a 
determinant for qualitative data collec-
tion, the final sample size for this study 
was guided by the adequacy of the data, 
its richness, and complexity in addressing 
the research question.(32)

Reflexivity Statement

All authors are parents and researchers. 
Two of the authors have lived experience 
of pregnancy after stillbirth or loss (SF 
and AEPH). SF is a massage therapist who 
works with parents who have experienced 
a loss and are pregnant after a loss. AEPH is 
the clinical lead for a specialist pregnancy 
after loss clinic in the UK but has no expe-
rience of massage therapy in that clinical 
setting. PH is a psychiatrist with expertise 
in counseling individuals and families fol-
lowing the experience of a stillbirth and an 
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interest in furthering the understanding 
of psychotherapeutic modalities that may 
be more acceptable to individuals during 
pregnancy, for example, medications. NM 
is an experienced massage therapist and 
researcher who works with vulnerable 
populations.

Maintaining Trustworthiness

The trustworthiness of the results and 
that the f indings authentically repre-
sented the participants’ perspectives were 
ensured through member checking.(36) 
After the initial results were drafted, all par-
ticipants were invited to review and provide 
feedback on whether the descriptions and 
selected quotes accurately reflected their 
experiences.

RESULTS

Side Effects

Eighteen participants (25%) experienced 
no side effects after any of their treat-
ments. Of the remaining 54 participants 
who experienced side effects, 45 (83.3%) 
experienced one or more treatments with 
no side effects. Nine participants (16.7%) 
experienced side effects at each treat-
ment. Participants reported no adverse 
effects after 158 of the 287 treatments 
(55.1%).

Of the reported side effects, the most 
frequent was post-massage soreness, with 
33 participants (45.8%) reporting this after 
one or more of their treatments, totaling 67 
incidents among these 33 participants. The 
next most frequent side effect was tired-
ness, experienced by 31 participants (43.1%) 
after one or more of their treatments. There 
were 59 incidents of tiredness. The third 
most frequent side effect was headache, 
experienced by 16 participants (22.2%). 
There were 21 reports of headache post-
treatment across 16 participants. Nineteen 
participants (26.4%) experienced “other” 
effects after one or more of their treat-
ments, totaling 29 episodes. The other 
incidences including both positive and 
negative effects are listed in Table 1.

A chi-square test of independence 
was performed to examine the relation 
between side effects and the treatment 
visit number, for example, treatment 1 or 
treatment 2. The relation between these 
variables was not significant, X2 (1, N = 287) 

= 6.9; p = 0.142. Individuals were not more 
likely to experience a side effect from one 
visit over another (see Table 2).

Four people explained their side effects, 
particularly where the side effect might not 
have been directly related to the massage. 
Participant 36 said, “my headache was 
probably due to lack of water – I’ll drink 
water during the massage next time,” and 
participant 08: “I have had post-massage 
soreness, but I think that is due to preg-
nancy aches and pains and coming off 
immune suppressants and steroids.” For 
participant S31, they felt a “bit emotional 
in the evening although more related to 
anniversary of first bubs birth coming up 
this weekend.” One participant (participant 
15) explained that their side effect was posi-
tive: “Tiredness was a positive—I had felt 
tension, but massage allowed me to relax 
and experience my body’s actual tiredness 
and willingness to sleep.”

Qualitative Data

Thirty-three study participants pro-
vided qualitative data via interview. Five 
responded to the request for feedback 
during the member checking. All reported 
that the results resonated with their expe-
riences, and no one added anything or 
asked for changes. No themes emerged 
that were specific to participants who had 
early versus late gestation stillbirth or those 
who had a TFMR compared to those who 
did not.

Table 1.  Other Incidences Reported

Other Incidences Reported

Issues urinating (n = 1) (later determined not to be 
massage related)

Increased well-being (n = 7 (relaxed × 5a, feeling  
great × 2b))

Musculoskeletal effects (n = 7 (tender to touch/a little 
sore × 7c, stiffness × 2b, crampy × 1))

Emotional (n = 5b)

Better sleep (n = 3d)

Exhausted (n = 1)

Irritation from oil used (n = 1)

aFour different people.
bAll different people.
cFive different people.
dTwo different people.
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Main Theme: Safety: So Much More than 
Physical Safety

Safety is more than physical harm or 
danger. It is the combination of physi-
cal, emotional, environmental, and psy-
chological safety. Safety was important 
for the study participants; the aspects 
of massage care that helped them feel 
safe were feeling secure so they could 
relax, believing that massage was not a 
harmful treatment for themselves and 
their baby, and not experiencing thera-
pists’ reactions that indicated distress 
when discussing the loss and where the 
responsibility was not on the participant 
to “f ix” any distress. The participants 
also needed the massage space to feel 
safe, both in terms of the environment 
and from a psychological perspective. 
Some participants used the massage as 
a source of reassurance that helped them 
navigate pregnancy aches and pains. The 
subthemes were a safe appointment, the 
importance of choice and voice, navigat-
ing the discomfort, a sense of belonging 
and inclusion, safety as a precursor, a 
resource to reassure me, and professional 
and trained. Analysis revealed a signifi-
cant crosscutting theme of a non-verbal 
therapeutic space which refers to the 
environment created in therapy which is 
a safe space to express oneself without 
the need to verbalize everything. This was 
emphasized by participant 52: “it’s like she 
doesn’t know me, but somehow, she got 
it all much more straight away. It’s like 
she just seems to understand.” Figure 2 
presents a visual representation of the 
interaction of crosscutting themes and 
subthemes that contribute to the main 
theme.

A safe appointment
An element of safety for participants was 

that they could enter a space that would 
not traumatize them or cause distress. For 
TFMR participants, massage was perceived 
as a health-care appointment where they 
were unlikely to receive “bad” news: “I’ve got 
medical appointments all to do with the 
baby and the pregnancy and medical stuff 
and I always feel like there’s a potential that 
something could go wrong every time I go 
to an appointment. There’s going to be no 
test results [at the massage appointment], 
there’s going to be no, yeah, nothing that 
can pop up and confront me at any point. 
It’s just relaxing” (participant 33).

Entering the same spaces or environ-
ments that related to their stillbirth or 
TFMR was difficult and distressing, and 
having the location of the massage 
appointment not in these spaces made 
the massage feel like a health-care option 
that they could manage.

“I think that the environment was per-
fect, like it’s a normal massage clinic, it’s 
not like you’re going into a hospital, and 
it’s not like you’re going into a therapist’s 
off ice which can provoke anxiety and 
almost prevent people from attending. 
Whereas I feel like it’s a much less threat-
ening environment, going into a massage 
room” (participant 69).

The importance of choice and voice
The massage consultation was a health-

care option that did not require detailed 
information or discussion about how 
or why the loss occurred, details about 
the procedures, or discussion of memo-
rial events. Having the stillbirth or TFMR 
already known before attending the first 
massage appointment eased participants’ 
feelings of anxiety as “knowing that the 
information was already out there meant 
that it was easier to just say what I had to 
say or wanted to say or how I was feeling” 
(participant 66). The freedom to be able to 
share only what parts of their journey they 
wanted to share, if any, empowered partici-
pants and gave them options and choice.

“Not having to explain my story was 
really helpful as well, not having to go into 
it. Everywhere I go, I have to tell people, 
people ask me questions and I have to 
go into everything … And it was just nice 
to be able to go to an appointment and 
not have to explain that to anyone” (par-
ticipant 33).

Table 2.  Side Effects by Treatment (n = 287)

Experienced 
a Side Effect

Did Not Experience 
a Side Effect

Treatment 1 39 34

Treatment 2 31 36

Treatment 3 29 36

Treatment 4 23 39

Treatment 5a 5 15

aTwenty-four individuals had five treatments.
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For one TFMR client, the massage 
space was a safe place to acknowledge 
the pregnancy prior to the 20-week scans 
while still having the autonomy to share 
only what they felt comfortable and not 
be subjected to multiple questions. “It 
[the massage] was probably more help-
ful in a way because nobody knew I was 
pregnant, and I was unable to really 
acknowledge the pregnancy or really do 
too much specifically for it in a safe way 
because I didn’t have the energy prob-
ably to access other certain supports … 
because I didn’t want to have to tell them 
that I was early stages of pregnancy and 
then have to have all of the questions 
that come with it. And so, I would just 
avoid those sorts of treatments or those 
sorts of things regardless of whether or 
not it might make me feel good” (partici-
pant 7). The choice to share and talk was 
not just about loss but the option to chat 
or be silent during the massage: “So, I 
definitely felt like it was a nice safe space 
and if I could, if I wanted to, I’d know that 
she would have been there to chat” (par-
ticipant 50).

Navigating the discomfort
An aspect of feeling safe in the mas-

sage consultation was about navigating 

discomfort. For participants experiencing 
pregnancy after a stillbirth or TFMR, this 
involved two subthemes: not having to 
manage other people’s discomfort and 
able to manage my discomfort.

Not having to manage other people’s 
discomfort: Participants experiencing 
pregnancy after a stillbirth or TFMR high-
lighted the importance of having a space 
to go where the burden is not placed on 
the bereaved parent to manage people’s 
discomfort in response to conversations 
about pregnancy loss. “It’s [stillbirth] a dif-
ficult thing to bring up… There wasn’t awk-
wardness [at the massage appointment], 
there wasn’t hesitation, it was just, you 
know, how are you? And … those kinds of 
things, that started the conversation that 
just made it feel very safe” (participant 66).

The negation of the practitioners’ dis-
comfort meant that participants felt 
comfortable to be themselves and be 
honest about the stress of being pregnant 
after a stillbirth or TFMR as evidenced by 
participant 09 who valued being able to 
be a mother: “I think that’s what made 
it feel like such a safe space as well. Like 
that I wasn’t doing something wrong by 
speaking about my baby and sharing my 
experience, that I was simply just talking 
to someone.”

Figure 2.  Representation of safety, the study themes, and how they intersect.
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Able to manage my discomfort: An 
important aspect of feeling safe was the 
capacity for participants to be vulner-
able and express or display stigmatized 
emotions such as sadness, anxiety, and 
dysregulation: “I definitely felt safe there. 
Even if there was a hair’s breadth of hesi-
tation, that day that I went there after the 
psychiatrist, like, she just dealt with me so 
well. I was the most dysregulated I had 
been in years. I was a mess” (participant 
3). Participants felt that they did not need 
to suppress their emotions in the massage 
space and that they could experience their 
emotions while maintaining self-control 
such as participant 68 who felt the mas-
sage space “is I guess a little bit of a grad-
ual space where you can feel things, where 
it feels safe but it doesn’t necessarily feel 
like you’re going to unravel and never be 
able to put yourself back together.”

A sense of belonging and inclusion
A sense of acceptance, inclusion, and 

connection is important to a sense of 
belonging. A sense of belonging encom-
passes not only the conversation that 
occurred at the consultations but also 
the physical spaces that the participants 
visited and spent time in. Participants 
experienced the massage intervention 
and the physical environment as a place 
where they could feel like they belonged 
and where social isolation was reduced: “I 
definitely felt like I belonged” (participant 
31).

An important aspect of participants feel-
ing like they belonged was feeling like the 
therapists understood the participants’ 
needs in pregnancy after stillbirth or TFMR 
and used appropriate conversation and 
treatment techniques to reinforce this. 
Participants appreciated that the study 
therapists understood the physical and 
psychological impacts of a pregnancy after 
stillbirth or TFMR, and they found the mas-
sage space to be a safe place: “[the mas-
sage space] felt like a safe place, someone 
that understood physically what I might 
have been going through at that time and 
… about how I was feeling more from the 
psychological perspective as well” (par-
ticipant 61).

Participants who experienced a late 
stillbirth articulated that it was particu-
larly important to be understood, and 
this enabled them to feel that they could 
access care. They felt that when misun-
derstood, this negatively influenced their 

decision about accessing massage: “with 
both my boys [in pregnancies after still-
birth], I kind of treated myself to a mas-
sage when I got past 20 weeks. I would 
have liked to have gone more often, but 
then, again, you’re weighing up... seeing 
a therapist who might not necessarily 
understand” (participant 17).

At times, a single question from a prac-
titioner can convey a lack of understand-
ing and impact a person’s sense of safety, 
inclusion, and belonging. Participants 
articulated that avoiding triggering ques-
tions and conversations in the massage 
space was an integral part of feeling like 
they belonged. Difficult and stressful ques-
tions included “is this your first?” which 
was commonly mentioned by study par-
ticipants as being difficult: “everyone asks 
you that question over and over again 
and it just gets exhausting” (participant 
13). Having a space where these difficult 
questions and conversations did not occur 
was appreciated by participants: “So, you 
know, she didn’t ask questions about num-
bers of children and prior pregnancies and 
gender and all that stuff that just brings 
these things up” (participant 6).

There was one instance where a com-
mon but difficult question was asked in 
the study materials and the participant 
remarked how challenging this was: “The 
form that you filled in at XXX’s clinic had 
a question that said, do you have any 
children? And then the next question was, 
how old is your child? I found that quite 
a hard question … I was like, I don’t know 
how to answer that question. Do I say, yes, 
I have a child who’s zero?” (participant 13).

Therapists in the study were also able to 
avoid some of the clichéd platitudes and 
expressions of excitement and happiness 
that commonly occur when a pregnancy 
is shared. Avoiding clichéd responses 
bypassed the potential anxiety that accom-
panies these platitudes: “I imagine if I were 
to book a pregnancy massage, it’s just like, 
it would just be so like, carefree, and like, 
you’re pregnant, and isn’t it all amazing? 
It’s so exciting! Yeah, and …, it just doesn’t 
fit. You’re just kind of like, yeah, sure, but 
like none of that applies to me. And these 
are the kind of things that irritate me” 
(participant 21).

Safety as a precursor
An environment where it is safe to relax: 

Feeling safe and comfortable was the 
foundation needed for participants to be 



27

FOGARTY: MASSAGE AFTER STILLBIRTH OR TFMR PREGNANCY LOSS

International Journal of Therapeutic Massage and Bodywork—Volume 19, Number 1, March 2026

able to relax. For some participants, this 
was facilitated by the therapist, such as 
participant 38, who felt her therapist made 
her very comfortable: “XXX made me very 
comfortable physically but also in terms of 
checking in to see if I was okay and letting 
me know what was going to happen. I felt 
like I could really trust her and properly 
relax.” For other participants, it was the 
massage experience that allowed them to 
feel safe and switch their brain off: “I don’t 
turn my brain off because I just can’t. And 
that is the one time I can switch off and 
just, it just feels like you’re dreaming but in 
a nice way and you’re safe and you know 
you’ve got an hour of not being disturbed 
and it’s lovely” (participant 33).

Fostering a sense of connection: Safety 
was also the precursor for fostering a sense 
of connection. Being able to talk freely, 
without judgment about their loss and 
their experience in this pregnancy, created 
a connection between participants and 
therapists, decreasing their sense of isola-
tion: “It is particularly important for any 
kind of support for pregnant individuals, 
especially after loss, is that it can feel very 
isolating because you don’t want to talk 
to many people about how hard preg-
nancy is or how difficult because people 
don’t really want to hear that. So, to have 
a space where you can be honest about 
how very difficult it is and how unenjoy-
able it is, is I think part of the therapeutic 
aspect of it” (participant 67).

Connection was fostered, for some par-
ticipants, not just with the therapist but 
with their body and their baby, such as 
participant 51, who expressed: “to know 
[the therapist] and connect in a safe and 
relaxing space, encouraged me to connect 
to my body and my baby.” This was also 
the case for participant 61, who was able 
to feel safe: “feel safe in my body again … 
because a lot of dissociation happens, I 
think massage just allows you to feel your 
body again.”

A resource to reassure me
An unexpected aspect of the massage 

care provided during the study was the 
support that massage therapists provided 
in reassuring participants that their preg-
nancy musculoskeletal aches and pains 
were “normal”: “I have found early on, I 
found some of the pains quite triggering. 
And a lot of them did feel really similar to 
around the same time, especially after 
having a termination for medical reasons. 

And some of the discomforts in my body 
in those two days between having his 
heart stopped and then giving birth, a 
lot of them were really similar. So having 
some of the pains and the sensations in 
my body are quite triggering, but it has 
helped having, yeah, massage to support 
my body and knowing that it’s my body 
and not the baby and having that sort of 
reaffirming like knowledge I guess or hav-
ing someone else tell me that you know it’s 
normal” (participant 9).

Professional and trained
Having pregnancy massage-trained 

therapists providing the study treatments 
was more important to the stillbirth par-
ticipants than those who had a TFMR. This 
was important: “because I guess I’m a bit 
more cautious in so far as, not that I think 
anything could go wrong, but it would 
just alleviate that fear so it wouldn’t be 
an extra thing that I have to think about 
on top of everything else” (participant 49).

Participants expressed that the preg-
nancy massage training alleviated their 
fears and was an assurance that the mas-
sage would not put them or their baby 
at risk: “because you’re already high risk 
and you don’t want to risk anything else” 
(participant 72).

DISCUSSION

Safety mattered to the study partici-
pants, but in this context, it was described 
much more than physical safety. Partici-
pants’ experience of emotional safety facili-
tated numerous aspects of the research 
study and their positive experiences of 
massage, as they felt able to relax and 
attend appointments as therapists were 
understanding and non-judgmental. 
Having trained massage therapists was 
important as this helped reassure partici-
pants that massage was a safe treatment 
for themselves and their baby. Participants 
needed the massage space to feel safe 
both in terms of the environment and 
psychologically.

The role of the massage therapist in the 
experience of individuals pregnant after 
a stillbirth or TRFM feeling safe was an 
important aspect of the support offered 
in the massage consultation. Reassurance 
as part of psychological supportive health 
care has not been extensively explored as 
part of massage care; however, it has been 
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studied more extensively in nursing.(37) 
Reassurance as part of health care requires 
health-care providers to “demonstrate 
self-awareness and emotional connect-
edness and apply verbal and non-verbal 
techniques to help restore conf idence 
and empower patients.”(37) Our study find-
ings demonstrate that reassurance, as 
described above, was an important aspect 
of study participants’ experience of safety 
mediated by emotional connectedness, 
compassion, and capacity for participants 
to be honest and empathetic. Profes-
sional competence and verbal forms of 
reassurance, particularly around “normal” 
pregnancy aches and pains, were also 
important. The use of reassurance as part 
of massage care is difficult to teach, rep-
licate, and/or standardize in clinical care 
and research studies, because it involves 
non-verbal and verbal interactions that are 
often complex and situational, and it can 
be difficult to express or record as aspects 
of care. Indeed, what might be perceived 
as reassuring for one client group such 
as individuals pregnant after a stillbirth 
or TFMR may not be reassuring for other 
client groups. Nevertheless, one way to 
increase knowledge of reassurance in mas-
sage care is to document massage thera-
pists’ experience of providing reassurance, 
particularly for different client groups, 
so that common themes and important 
aspects of reassurance can be identified.

Having an emotionally safe support 
option was important to the participants 
in the study. Individuals pregnant after a 
loss have reported feeling a lack of sup-
port from others, fear of bad news, and 
worries never end.(38) Care provision that 
includes support by skilled and familiar 
care teams knowledgeable about the 
pervasive impact of stillbirth on the subse-
quent pregnancy and beyond(39) has been 
identified as critical, and our findings sup-
port these critical and important aspects, 
in particular, the perception of emotional 
safety. Where possible, all supportive care 
provided to individuals pregnant after a 
stillbirth or TFMR needs to ensure that 
the environment in which the care is pro-
vided and the care itself do not exacerbate 
existing concerns, anxieties, worries, and 
fears.(40) Care that intensifies individuals’ 
concerns, worries, anxieties, and fears and 
a lack of understanding about the perva-
sive impact of stillbirth can be barriers for 
accessing and continuing supportive care. 
Feeling emotionally safe was associated 

with the removal of barriers to receiving 
supportive care and allowed individuals to 
access services in a place where they felt 
like they belonged. Feeling isolated has 
been reported by individuals pregnant 
after a stillbirth,(41,42) and having a place 
where individuals can be themselves, feel 
safe to be vulnerable and themselves, and 
create connections is an important aspect 
of supportive care, potentially decreasing 
the isolation individuals feel.(43) Individu-
als pregnant after a loss seek health-care 
options and social support to help manage 
and cope with pregnancy after a loss,(43,44) 
and our findings indicate that massage 
might be a support that provides a sense 
of connection which could decrease isola-
tion and help individuals pregnant after a 
stillbirth or TFMR.

The reporting of adverse events or harms 
in pregnancy massage research studies 
is limited.(25,26) The Mueller and Grunwald 
systematic review on pregnancy mas-
sage found that only two studies reported 
adverse events. One study had two adverse 
events reported (exacerbation of anxiety 
and tiredness),(45) and the other study 
found 2% (n = 48) of individuals reported 
side effects (tiredness after treatment).(46) 
All of the included papers in the review 
either excluded individuals with pregnan-
cies or preexisting physical complications 
(i.e., placenta previa, premature labor, 
blood clotting disorders, or diabetes)(25) 
or did not report whether the individuals 
had any known preexisting conditions. 
These low levels of adverse events is in 
stark contrast to an observational study 
that found 40% of individuals receiving 
massage in a clinical setting (n = 32) expe-
rienced one or more post-massage side 
effects.(26) The two most common side 
effects experienced in the observational 
study were post-massage soreness (n = 30) 
and tiredness (n = 7).(26) Our study found 
75% of participants experienced one or 
more side effects, with post-massage sore-
ness (45.8%) and tiredness (43.1%) being the 
two most common side effects. The inten-
sity or severity of the side effects was not 
measured, so it is unclear what the severity 
of these side effects was, or whether they 
were viewed by participants positively or 
negatively. Individuals who are pregnant 
after a stillbirth or TFMR can experience a 
hyperawareness of their physical body and 
any changes or sensations in their body(8,23) 
which might make them more aware of 
any massage side effects.
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Future Research

Given the frequency of reported side 
effects in our study, future studies should 
look at collecting data about the intensity 
or severity of side effects from massage in 
a population of pregnant after loss. While 
this study collected data on the area of 
the body treated and area(s) of focus for 
the session, data were not collected on 
how long a therapist spent on each area 
of the body or which techniques were 
used on what parts of the body. Collecting 
this information would allow an analysis 
to determine if there was an association 
between the area of the body treated, the 
choice of techniques, and side effects. 
Ethnicity and country of birth were not 
collected as part of the demographic 
information as this is not usual in Australia; 
however, the country of birth should be 
included to future research to determine if 
ethnicity or country is a factor in the expe-
rience of safety.

Strengths and Limitations

The study was not intended to provide a 
complete view of maternal or fetal “safety” 
of massage, which would require a much 
larger sample size and different research 
methodology. This article should not be 
interpreted as making any conclusions or 
statements about the safety of massage 
for individuals pregnant after a loss, but 
rather as identifying facets of safety that 
were important to participants of this 
feasibility study. The study methodology 
and massage treatment aligns closely to 
real-world clinical practice which enhances 
applicability and relevance for replication 
of findings in clinical practice, in particu-
lar it provides information for participants 
of future studies about likely side effects. 
However, the sample of participants was 
not heterogeneous which may impact 
the generalizability of the findings, and 
the contributions of massage may not be 
applicable to all individuals pregnant after 
a stillbirth or TFMR. Due to the use of social 
media in recruitment, we were unable 
to determine how many women viewed 
the study advertisement. As a result, we 
could not calculate the proportion of 
those exposed to the study information, 
and this limits knowledge about recruit-
ment efficiency and potential barriers to 
participation.

CONCLUSION

Safety and side effects are important 
aspects of research and research out-
comes. Minor side effects were expe-
rienced by three-quarters of the study 
population. Safety mattered to the study 
participants and was much more than 
physical safety, encompassing emotional 
and environmental elements. Participants 
needed the massage space to feel safe, 
both environmentally and psychologically, 
and this facilitated participants’ capacity to 
engage in supportive adjunct health care. 
Therapists’ understanding and knowledge 
about the diff iculties experienced in a 
pregnancy after a stillbirth or TFMR were 
key factors in creating a safe therapeutic 
space.
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