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Introduction: This systematic review examines the impacts of suicide bereavement on men’s psychosocial outcomes relating to suicidality, mental health, substance use, grief, and social functioning. Given the high global incidence of suicide and the substantial number of individuals affected by each suicide, understanding the specific experiences and outcomes for men is crucial, particularly in the context of observed gender differences in suicide rates, grief coping styles and mental health outcomes.

Methods: Adhering to PRISMA guidelines, this review included peer-reviewed, English-language studies that involved men bereaved by suicide using quantitative, qualitative and mixed-methods designs. Searches were conducted in MEDLINE, Embase, Emcare, PsycINFO, and Scopus. Analysis used narrative synthesis methods due to the heterogeneity of findings. These were categorised based on comparison groups: non-bereaved men, or women bereaved by suicide. Prospero registration: CRD42023437034.

Results: The review included 35 studies (25 quantitative, 8 qualitative, 2 mixed-methods) published between 1995 and 2023. Compared to non-bereaved men, suicide-bereaved men are more likely to experience adverse psychosocial outcomes included increased suicide mortality, heightened susceptibility to mental health problems such as depression and posttraumatic stress disorder, and challenges in interpersonal relationships and social functioning. The review also identified gender differences in grief responses and coping strategies, with men often exhibiting more pronounced grief reactions and facing unique challenges due to societal expectations and norms regarding masculinity.

Discussion: The findings of this review underscore the elevated risk of adverse suicide- and mental-health related outcomes for suicide-bereaved men and the need for tailored postvention supports for this cohort. Gender-specific factors, including cultural norms and coping strategies, significantly influence men’s experiences of suicide bereavement. Further qualitative and longitudinal quantitative exploration is needed to enhance understanding and effective support for men bereaved by suicide.

Systematic Review Registration: https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42023437034.
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1 Introduction

Suicide bereavement, sometimes referred to as suicide survivorship, entails experiences of grief, distress, and adjustment felt by partners, family, friends, and others close to an individual who has died by suicide. While highly heterogenous, meta-analysis suggests that about one of every 20 people are exposed to suicide each year, with lifetime prevalence of suicide bereavement affecting one of every five people (1). Complementing estimates suggest that, on average, each suicide death affects between 6 family members and 135 people in the community (2). Given the World Health Organization’s recent estimation of approximately 703,000 suicides annually (3), it can be inferred that close to ten million individuals are impacted by the suicide of someone they know each year.

The impacts of a suicide death ripple outwards, affecting individuals to varying degrees based on their proximity and relationship to the deceased (4, 5). Literature often differentiates between the experiences of those closely connected to the deceased, termed suicide bereavement, and those less closely connected but still affected, called suicide exposure (6). Cerel and colleagues proposed a continuum of survivorship from exposed; to affected; to suicide-bereaved in the short-term; to suicide-bereaved in the long-term (5). Mitchell and colleagues expand on this by noting that the closer an individual is to the deceased, the more significant the impact of a death by suicide on their mental health and quality of life tends to be (7). The familial relationship to the deceased significantly predicts the severity of grief reactions following suicide bereavement, with the most adverse outcomes being strongly linked to the loss of a first-degree relative, including a child, spouse, sibling, or parent. (4). However, unrelated individuals who had close relationships to the deceased can also face adverse impacts similar to the bereaved family (8–10).

There are parallels between the impact of suicide bereavement and bereavement by other means. Common grief reactions include rumination about the deceased person and feelings of sadness, loneliness, emptiness, and anger. Many bereaved individuals describe their experience using the metaphor of “the hole,” indicating the profound absence of the deceased in their lives (11). Others refer to bereavement as “the journey,” highlighting the evolving and varying trajectories of grief. The Dual Process Model of bereavement, developed by Stroebe and Schut, describes this dynamic nature of grief, illustrating how bereaved individuals navigate between loss-oriented stressors—the direct emotional confrontation and process of grief—restoration-oriented stressors, which pertain to the secondary adjustments made in one’s life following bereavement (12).

However, those bereaved by suicide may experience more pronounced grief reactions than other bereaved individuals. They often grapple with heightened guilt or a sense of responsibility for not preventing the suicide (13). The perception that the deceased chose to take their own life can heighten the illusory culpability experienced by those bereaved and leave them contemplating the reasons behind the suicide (13). Bereavement by suicide can increase one’s susceptibility to suicidal behaviour and mortality, especially in immediate family members and partners (4) as well as close friends to the deceased (14). Furthermore, the risk of suicidal behaviours for suicide-bereaved individuals may be greater than for other bereaved individuals (4).

Suicide bereavement is also associated with a range of adverse mental health outcomes including a greater risk of depression, posttraumatic stress disorder (PTSD), and utilisation of psychiatric care (4, 15). Individuals bereaved by suicide often encounter major challenges in their interpersonal relationships. They may face stigmatising attitudes from their community including blame for the suicide, negative reactions ranging from morbid fascination to outright social rejection, or a withdrawal of social support (16, 17). This can prompt some individuals to retreat socially to avoid conversations about the death (16). The impacts of suicide bereavement also extend into professional and educational environments. Pitman and colleagues described the diminished concentration and motivation experienced by bereaved individuals, exacerbating existing bereavement-related stress when employers or educators lack understanding about these effects (18). They also described varied responses to such grief, with some individuals seeking compassionate leave or breaks from education, while others immersed themselves in work or study as a coping mechanism. In the context of the Dual Process Model (12), both the emotional complexity and stigmatised nature of suicide bereavement may intensify the loss- and restoration-oriented stressors. This may create challenges for those experiencing this type of bereavement to express and process their grief, and to engage with the changes in their lives.

Many of the factors impacted by suicide bereavement including suicidal behaviour, mental health outcomes, the expression of grief and emotional reactions, and shifts in interpersonal dynamics and community participation are highly gendered. The global age-standardised suicide mortality rate for men is over twice that for women (3) and a recent systematic review (19) evidenced the continuing validity of the “gender paradox” of suicidology (20); that women are at higher risk of non-fatal suicidal behaviour while men are at higher risk of suicide death. Grief literature highlights differences in prolonged grief, mechanisms of coping and adjustment, and rates of mental health conditions such as depression and PTSD between bereaved men and women (21–25). These gendered variations may be at least partly attributable to the cultural norms that shape responses to bereavement. Notions of masculinity upheld by many cultures emphasise the management of one’s problems without external support. This can heighten self-stigma and reduce help-seeking among men experiencing mental health problems (26). Such norms can also hinder men from building supportive social networks or engaging with therapeutic models that usually focus on talking through feelings of grief (27). Masculine ideals, especially those of self-reliance, are also associated with higher risks of suicidal ideation (28). Given men’s higher risk of suicide mortality and lower help-seeking for mental health problems, there is concern about the impact of suicide bereavement for this population (27). These impacts likely differ for men and women due to these gender differences in mental health- and suicide-related risk factors and may be further affected by diverse patterns often observed between genders in the use of coping mechanisms and grief processing methods (23, 25). However, to date there has been no systematic review of literature concerning the impacts of suicide bereavement specifically for men.

Systematic reviews that explore the impacts of suicide bereavement rarely mention the differential experiences of men and women (4, 9, 29). Review of sampling in suicide bereavement research found a pronounced gender imbalance due most studies including 60–90% female participants (30). This has led to a notable gap in our understanding of the characteristics of suicide bereavement for men. This review is the first to systematically investigate literature regarding the impacts of suicide bereavement for men on psychosocial aspects such as suicidal behaviour, mental health outcomes, grief experiences, social functioning, and substance use. The review also includes findings on physical health, acknowledging the psychosomatic morbidities of suicide bereavement (31).



2 Methods

The review protocol was registered with the International Prospective Register of Systematic Reviews (PROSPERO; CRD42023437034) before initiating full-text screening. The review was conducted adhering to the PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) guidelines (32), and the research question was structured using the PICO framework (33), identifying the Population (people bereaved by suicide), Intervention (influencing factors), Comparison (with various bereaved or non-bereaved groups), and Outcomes (grief, mental health, social functioning, suicidal behaviour). This guided our focused search strategy and informed the inclusion and exclusion criteria.


2.1 Inclusion and exclusion criteria

Studies were included if: (i) the population comprised people bereaved by suicide; (ii) they utilised quantitative, qualitative, or mixed-methods; (iii) they reported data on the psychosocial characteristics of men bereaved by suicide, including outcomes related to grief, mental health, social functioning, or suicidal behaviour; (iv) they were published in English in a peer-reviewed journal; (v) they compared men bereaved by suicide to non-bereaved men, men bereaved by other means, suicide-bereaved women, or did not use a comparator.

Studies were excluded if: (i) the population did not include people bereaved by suicide; (ii) they utilised other methods such as systematic review or case study; (iii) they did not report suicide bereavement-related data on men; or (iv) they were not available as full-text, in English, published in a peer-reviewed journal.

Studies rarely differentiate between cisgender men, transgender men, and other individuals categorised as male in large datasets. Therefore, the term “men” in this review encompasses all groups, with an acknowledgment that samples likely consist predominantly of cisgender men.



2.2 Search strategy

Researcher NL conducted searches on 21 April 2023 in MEDLINE, Embase, Emcare, PsycINFO and Scopus. The PRISMA diagram for this search is depicted in Figure 1. The search strings comprised concepts of suicide, bereavement, and men. MEDLINE was searched with the following combination of MeSH and keywords: (suicid*.mp OR Suicide/) AND (Grief/ OR grie*.mp OR Bereavement/ OR bereave*.mp OR suicide bereave*.mp OR loss by suicide.mp OR bereave* by suicide.mp OR suicide expos*.mp OR suicide loss survivor.mp) AND (Male/ OR male*.mp OR men.mp OR Men/ OR man.mp OR boy*.mp OR Fathers/ OR father*.mp OR Men’s Health/ OR men* health.mp OR Masculinity/ OR masculin*.mp).

[image: Figure 1]

FIGURE 1
 PRISMA diagram of original search.


The other Ovid-associated databases (Embase, Emcare, PsycINFO) were searched using the same search string, and similar searches were conducted in Scopus. Searches were limited to English-language studies published in peer-reviewed journals, but not by location or date of publication. Eligible articles were subjected to a forward citation search and their references lists were searched to identify additional articles. The database searches were re-run on 16 November 2023, with two additional terms, “suicide survivor*.mp” and “bereave* by *al suicide.mp” included. The PRISMA diagram for the updated search is depicted in Figure 2.
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FIGURE 2
 PRISMA diagram of updated search.




2.3 Study selection

Researcher NL imported all records into Covidence, a collaborative, web-based systematic review programme (34), and removed duplicate records. Reviewer NL screened the titles and abstracts of the studies to assess their potential eligibility. Researchers NL and KA independently screened full-text articles of potentially relevant studies to confirm eligibility. Disagreement regarding the inclusion of three articles was resolved through consultation with a third researcher, KK. Figures 1, 2 present the search and selection process.



2.4 Data extraction

The research team created a data extraction form including the following variables: study design, eligibility criteria, sample size, age of participants, time since bereavement, relationship to the deceased, comparator or control group, outcome and outcome measure, and main findings. Researchers NL and KK independently extracted data from the included studies, and they resolved any discrepancy through discussion.



2.5 Quality assessment of included studies

Evaluation of the quality and potential bias in included studies was conducted using the Mixed Methods Appraisal Tool (MMAT) (35). This tool provides distinct criteria for different types of studies: qualitative studies, quantitative randomised controlled trials, quantitative non-randomised studies, and quantitative descriptive studies. For mixed-methods studies, the MMAT requires evaluation based on the criteria for each specific method used within the study and additional criteria exclusive to mixed-methods designs. Overall scores were summarised for each method based on the suggestions of Hong with a star rating based on the number of quality criteria met (36). Researchers NL and KA independently assessed each study, using MMAT criteria to evaluate the clarity of research questions, appropriateness of methodology and study design, sampling and data collection methods, and the integrity of interpretations made based on the data. Any disagreement was resolved through discussion and consultation with researcher KK.



2.6 Data synthesis

Due to the heterogeneity of the included studies, meta-analysis was not suitable. We adopted narrative synthesis instead, as this method allowed for descriptive analysis of results from qualitative, quantitative, and mixed-method studies, using textual explanations. We adhered to the Enhancing Transparency in Reporting the Synthesis of Qualitative Research (ENTREQ) statement for qualitative synthesis and the Synthesis Without Meta-analysis (SWiM) guidelines for quantitative synthesis (37, 38). We synthesised qualitative and quantitative findings separately. Meta-analysis of effect estimates was not possible due to limited reporting of significance, incompleteness of the estimates and utilisation of different effect measures across studies. In alignment with recommended methods of statistical synthesis without meta-analysis, quantitative findings regarding the same outcomes were synthesised using vote counting based on the direction of effect. Findings were included regardless of reported significance or absence thereof (39). Included full-text qualitative studies were imported into NVivo R1 (40) for thematic synthesis. Adopting an iterative process involving researchers KK and KA, researcher NL coded the themes, supporting quotations, and conclusions in these texts. Research NL then examined the coded information to identify patterns related to men’s experiences of suicide bereavement. These were inductively extracted and organised hierarchically into overarching themes (41).




3 Results


3.1 Study characteristics

The searches yielded 35 studies on 31 samples across various countries (Table 1), including 25 quantitative, eight qualitative and two mixed-methods studies published between 1995 and 2023. The data extracted from the quantitative, qualitative and mixed-methods studies are included in Supplementary Tables 1–4.



TABLE 1 Included studies by region and country.
[image: Table1]



3.2 Samples

Sample sizes of the included quantitative studies (n = 25) varied, with individuals bereaved by suicide ranged from 60 (59, 60) to 15,607 (46). Two studies sampled only suicide decedents, with sizes ranging from 9011 (47) to 29,513 (48). Of the studies reporting gender distribution, most (n = 17) had fewer than half male participants (42, 47, 49, 50, 52, 54, 55, 59–66, 70, 71) with only seven having gender parity or being predominantly male (46, 48, 51, 56, 67–69). Participant relationships to the deceased varied (Table 2). Mean age ranged from 20 (67) to 54 years (46), with two studies (67, 68) including those under 18. Mean time since bereavement spanned from 1 month (59) to 15 years (77).



TABLE 2 Participant relationships to deceased in quantitative studies.
[image: Table2]

Sample sizes for suicide-bereaved individuals participating in included qualitative studies (n = 8) ranged from 2 (57) to 346 (43). While one study had a notably lower proportion of men (43), most had a gender-balanced sample (44, 45, 74, 75), and three included only men (57, 58, 73). Studies typically examined a single relationship type such as parents of the deceased (45, 74, 75) and domestic partners (57), with one covering both parents and spouses (73) and another including friends, domestic partners, or family members (58). Two studies omitted participants’ relationships to the deceased (43, 44). Of those that reported on age, most focused on individuals aged 40 years and older (45, 57, 74, 75), with others including those at least 30 (73) and two encompassing ages as young as 18 and 20 years (43, 58).

Two mixed-methods studies were included in this review. Time since bereavement ranged between 15 and 38 months in one study (53) and was not reported in the other study (76). Both studies (53, 76) had a sample size of N = 18, with a slightly lower proportion of men compared to women. One sample comprised friends of the deceased (76), while the other included partners, parents, siblings and offspring (53).



3.3 Designs

All included quantitative studies (n = 25) were non-experimental with half (n = 13) employing a cross-sectional design that either exclusively surveyed individuals bereaved by suicide (42, 52, 54, 59, 60, 62, 64, 77) or included individuals not bereaved by suicide (49, 63, 66, 69, 71). Eight quantitative studies used a cohort study design (46, 50, 51, 55, 65, 68, 70, 72), with an additional two studies using a nested case–control design (47, 48). Two quantitative studies used a case–control design (56, 67).

All included qualitative studies (n = 8) undertook thematic analysis of qualitative data. Four studies collected this data using semi-structured interviews (45, 73–75), two with photovoice techniques (57, 58), and one as part of a realist evaluation (44). An additional study analysed free-text survey responses (43).

Of the two included mixed-methods studies, one used a concurrent design that collected qualitative and quantitative data in the same timeframe (76). The other used an embedded sequential design with qualitative data being collected from a subsample of participants from a large cohort study (53). Both studies undertook thematic analysis of the qualitative data and descriptive analysis of the quantitative data (53, 76).



3.4 Outcomes

Outcomes addressed by the included quantitative studies encompassed six topics related to suicide bereavement: suicidality of the bereaved (42, 46–48, 51, 54, 56, 64, 66, 68, 69, 71, 72), mental health and substance use (46, 49, 52, 54, 56, 59, 60, 65–67, 69, 70, 77), grief (59, 60, 62, 64, 66, 77), relationships and quality of life (42, 54, 56, 60, 63, 64, 69), physical health (46, 59, 60, 70), and employment (46, 50). These topics are documented further in Table 3.



TABLE 3 Outcomes investigated by quantitative studies.
[image: Table3]

While all included qualitative studies explored the experiences of suicide bereavement, some focused on specific aspects such as grief (57, 73, 74), coping mechanisms (43, 45, 57, 74, 75), relationships with others (45, 57, 58, 74), emotional repression and masculinities (44, 58, 73), and substance use (43, 74, 75).

Of the included mixed-methods studies, one examined general health, substance use, coping styles, prolonged grief and posttraumatic growth (76). Both studies examined severity of depression and anxiety (53, 76). Qualitative outcomes for one study explored how participants coped with bereavement (76), while the other focused on the impacts of grief, support needs and wellbeing (53).



3.5 Quality assessment

The quality and risk of bias assessment of the included studies is summarised in Table 4. The details of the assessment are presented in Supplementary Tables 5, 6. Most qualitative studies (n = 17) were of high quality, achieving a star rating of 4–5 (46–51, 55, 56, 62, 63, 66, 68–72, 77). Those that achieved a star rating of 2–3 largely scored poorly on domains relating to representativeness and accounting for confounders in design and analysis (52, 54, 59, 60, 67). The qualitative studies were also of high quality with 63% achieving a 5-star rating (44, 45, 58, 74, 75). All studies with less than five stars did not fulfil the criterion relating to adequacy of data collection methods (43, 57, 73). This was largely due to the potential for selection bias being unaddressed. Regarding the mixed-methods studies, their qualitative elements of both were of high quality (53, 76). There was risk of selection bias in the quantitative elements of one study (76) and both did not adequately investigate divergences in the qualitative and quantitative components (53, 76).



TABLE 4 Summary of quality and risk of bias appraisal of quantitative studies.
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3.6 Findings


3.6.1 Quantitative studies


3.6.1.1 Comparison of suicide-bereaved men to non-suicide-bereaved men

This section documents the direction of effect and statistical significance, where available, of the investigated outcomes for men impacted by suicide bereavement. It compares measures of association for these outcomes to those of men not bereaved by suicide. The quantitative synthesis is presented as an effect direction plot in Table 5. The details of these effect estimates are presented in Supplementary Table 7.



TABLE 5 Effect direction plot summarising direction of impact of suicide bereavement on psychosocial outcomes for men.
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3.6.1.1.1 Suicide mortality and behaviours

3.6.1.1.1 Suicide mortality and behaviours. Five large population registry-based cohort or nested case–control studies indicated a positive association between suicide bereavement and increased suicide mortality in men (46–48, 51, 72), with one indicating a stronger association for men bereaved by suicide than those bereaved by other causes (48). A smaller cohort study of adolescent and young men in the US found that participants that died by suicide had significantly higher rates of a family member’s suicide in the year prior (68). Friends’ prior deaths by suicide were not associated with deaths by suicide of participants in this study. A Korean cross-sectional study (71) reported no significant impact on suicidal behaviours among men bereaved by suicide, regardless of their relationship with the deceased.



3.6.1.1.2 Mental health and substance use

3.6.1.1.2 Mental health and substance use. A Danish population registry-based cohort study (46) found that men bereaved by a partner’s suicide had an 80% higher adjusted rate of mental health problems over 5 years following bereavement, compared to non-bereaved men. Specifically, PTSD incidence was 12 times higher, and mood disorders, anxiety disorders and self-harm rates were approximately twice as high. Additionally, suicide-bereaved men were five times more likely to use psychological therapy and twice as likely to be hospitalised for psychiatric reasons. This study also reported a 50% higher incidence of alcohol use disorder and 70% higher rate of drug use disorder for men bereaved by a partner’s suicide (46). A Korean cohort study (70) indicated that men bereaved by a family member’s suicide were twice as likely to be hospitalised for psychiatric issues initially or recurrently compared to non-bereaved men. Men with previous psychiatric conditions had a higher initial hospitalisation risk but a lower recurrent hospitalisation risk.



3.6.1.1.3 Quality of life and relationships

3.6.1.1.3 Quality of life and relationships. Erlangsen and colleagues observed that Danish men bereaved by a spouse’s suicide were over three times more likely to have their children placed outside the home and to receive municipal family support compared to non-bereaved men (46). A US-based survey found no significant differences in religious beliefs or participation between men bereaved by the suicide of a close relative or friend and those who were not (63).



3.6.1.1.4 Physical health

3.6.1.1.4 Physical health. Two population registry-based studies from Denmark and Sweden reported that men bereaved by a spouse, partner, or sibling’s suicide had approximately 30% higher all-cause mortality rates than non-bereaved men (46, 51). Cho and colleagues (2016) found that while the initial hospitalisation risk for cardiovascular disease was similar for men in South Korea bereaved by a family member’s suicide and non-bereaved men, the risk of recurrent hospitalisation was higher for the bereaved (70). Suicide-bereaved men in this study also faced higher risks of both initial and recurrent hospitalisation for diabetes. However, those with pre-existing conditions had a lower hospitalisation risk compared to their non-bereaved counterparts. Erlangsen and colleagues reported that men in Denmark bereaved by a partner’s suicide experienced higher rates of somatic hospitalisation, disability pension receipt, and health conditions like cancer, sleep disorders, liver cirrhosis, and spinal disc herniation (46). Notably, their rates of diabetes were lower, and rates of cardiovascular disease and chronic lower respiratory tract diseases were similar to non-bereaved men.



3.6.1.1.5 Employment and work

3.6.1.1.5 Employment and work. A Norwegian population registry-based study found no difference in odds of unemployment between men bereaved by parental suicide and non-bereaved men (55). Conversely, Erlangsen and colleagues noted that Danish men bereaved by a partner’s suicide had higher rates of unemployment and extended sick leave than non-bereaved men (46). Wilcox and colleagues observed that Swedish fathers bereaved by their child’s suicide were more likely to miss work due to psychiatric conditions compared to non-bereaved fathers, an estimated risk similar to fathers bereaved by accidental deaths but twice as high as those bereaved by natural deaths (50). Additionally, suicide-bereaved fathers were more likely to be absent from work due to physical illness, unlike those bereaved by the natural or accidental deaths of their children.




3.6.1.2 Comparison of suicide-bereaved men and suicide-bereaved women

This section documents the direction of effect and statistical significance, where available, of the investigated outcomes for men impacted by suicide bereavement. It compares measures of association for these outcomes to women bereaved by suicide. The quantitative synthesis is presented as effect direction plots in Table 5.


3.6.1.2.1 Suicide mortality and behaviour

3.6.1.2.1 Suicide mortality and behaviour. Research that compares the suicide mortality risks of suicide-bereaved men and women present mixed findings. Agerbo found that among suicide-bereaved individuals in Denmark, men face a suicide mortality risk three times higher than that of women (47). However, subsequent studies (46, 48, 51, 72) indicate smaller gender disparities. Specifically, research from Denmark and South Korea found that men experience a smaller increase in suicide mortality risk following the suicide of a spouse or domestic partner’s suicide than women (46, 72). This pattern was similarly observed in Swedish men bereaved by a sibling’s suicide compared to women (51). In contrast, Pitman and colleagues who examined the effects of bereavement from the suicide of any first-degree relative, spouse, or domestic partner, reported a higher increase in suicide mortality risk for men than women (48). Despite these varying results, of the studies that assessed the statistical significance of gender differences in suicide mortality risk, whether substantial (47) or modest (46, 48, 72), none of them found the differences to be statistically significant.

Studies investigating the prevalence of suicide attempts and ideation among suicide-bereaved individuals also found varied results by gender. A survey on US military service members and veterans showed no gender differences in rates of suicidal ideation, planning, attempts, or symptoms (69). Similarly a Portuguese study (56) and a UK survey (42) reported no gender variance in suicidal ideation and attempts among suicide-bereaved individuals. However, an Italian study found a lower incidence of suicidal ideation in suicide-bereaved men, compared to suicide-bereaved women (54). These findings should be contextualised by a range of design issues including the employment of self-selection sampling (42, 54, 56) and lower fractions of male participants (42, 54).



3.6.1.2.2 Grief responses

3.6.1.2.2 Grief responses. Studies of suicide-bereaved cohorts tended to find lower levels of grief responses in men than women. In Germany, men reported less emotional distress than women (52). In the US, surveyed men displayed lower prolonged grief scores (66) and men in a crisis support intervention used social support and cognitive emotional regulation less frequently than women (60). Two other US-based surveys found no gender differences in grief levels among suicide-bereaved support group members (62), and did not find gender to be a significant predictor of grief-related problems (64).



3.6.1.2.3 Mental health and substance use

3.6.1.2.3 Mental health and substance use. Erlangsen and colleagues compared rate ratios of mental health conditions between men and women. They found higher adjusted incident rate ratios of any psychiatric disorder, mood disorders, PTSD, anxiety disorder, drug use disorder, and psychological therapy in suicide-bereaved men than women (46). They also found lower rate ratios for alcohol use disorder and psychiatric hospitalisation.

Other studies explored gendered comparisons of actual rates of mental health distress and conditions among suicide-bereaved individuals. In Portugal, no significant gender differences were found in distress, depression, anxiety, or hostility (56). US studies revealed men were less likely to experience anxiety (66, 77) and had lower depression scores compared to women (66). Swedish research found lower depression prevalence in fathers than mothers bereaved by a child’s suicide (49). Conversely, Feigelman and colleagues did not find gender to be a significant predictor of depressive symptoms among suicide-bereaved individuals (64). With regard to PTSD, studies in the US found a higher proportion of males not developing PTSD in cohorts of suicide-bereaved adolescents (67) and fewer suicide-bereaved fathers met PTSD criteria than mothers (65). However, van de Venne and colleagues found no significant gender differences in PTSD scores in this cohort (66).



3.6.1.2.4 Quality of life, relationships, and physical health

3.6.1.2.4 Quality of life, relationships, and physical health. In Italy, a study found no significant gender differences in impacts on participants’ life satisfaction after bereavement by suicide (54). A UK survey indicated that suicide-bereaved men were more likely to engage in high-risk behaviours than women, but reported fewer family or financial problems (42). Additionally, these men experienced fewer health declines and lower prescription drug use than suicide-bereaved women.





3.6.2 Qualitative findings


3.6.2.1 Grief and suicidality

Men who have lost a spouse or partner to suicide often encounter feelings of intense guilt and self-blame, stemming from a perceived inability to prevent the suicide, and feelings of indirect responsibility for the death (57, 73). One such study described experiences of loneliness, depression and suicidality following the suicide of a partner (57). Despite this emotional distress, men in both studies were reticent to seek help due to intersecting identity-based (57) and cultural (73) stigma. Fathers bereaved by the suicide of a child often continued grappling with the profound impact of their loss and exhibited more polarised responses compared to mothers (74). While some continued to struggle with overwhelming grief, others described finding meaning or peace with the death. Ferlatte et al. highlighted how suicide-bereaved men can experience posttraumatic growth, gaining insight into their own resilience and inner strength (57).



3.6.2.2 Coping mechanisms

Studies that explored the use of alcohol to cope with grief reported diverse findings. Among parents bereaved by the suicide of an offspring, some fathers were still using alcohol excessively 2 years following the death while others had significantly reduced their alcohol consumption (74). Another study found no differences around themes of alcohol or drug use by gender (43). Similar variation was found in the experience of continuing bonds with the deceased. Two studies that interviewed the same sample at one- and two-year intervals following bereavement heard how suicide-bereaved fathers preserved connection with their child by maintaining a journal or composing letters (74, 75). However, a study of gay men bereaved by their partner’s suicide heard how some men needed to detach completely from the deceased (57). Some studies noted that bereaved fathers and partners of the deceased coped with their grief by engaging in excessive work hours (57, 74). In contrast, other studies highlighted instances where fathers experienced a loss of motivation for work or re-evaluated the significance of work in relation to other aspects of their lives (45).



3.6.2.3 Relationships with others

Some men experienced significant isolation following bereavement, either imposed by others or themselves. Ferlatte et al. described how men bereaved by the suicide of their partner felt abandoned by their social networks and were unable to initiate new romantic relationships due to lingering trauma from their partner’s death (57). Both this study and another that included gay men (58) found that participants felt compelled to conceal their grief as their families were not aware of their sexuality or relationship. Several studies reported how men bereaved by the suicide of an offspring or close friend had a strong desire to take care of and support their female partners, describing themselves as the “emotional protector” (58, 74). Some expressed deep concern for their spouse and surviving offspring, and a fear of additional loved ones dying by suicide (45), while other men felt that these loved ones were more significantly impacted by the death than themselves (74).



3.6.2.4 Emotional repression and masculinities

Several studies described how suicide-bereaved men often suppressed their emotional responses to bereavement, adopting a more detached grief reaction due to entrenched societal norms around male emotional expression (44, 58). Male participants in a Canadian study contrasted this expectation with how women typically expressed feelings of grief, emphasising that they experienced the same depth of emotions but struggled to identify and reveal them (58). Men in a Hong Kong study also highlighted their deliberate emotional repression as a method to protect their families from the weight of their mourning (73), a theme echoed by the Canadian men who attributed their emotional repression to masculine ideals of stoicism and the importance of self-control to safeguard their loved ones from their own grief (58). However, some men bereaved by the suicide of another male also reflected on how such gender norms intensified the pressures that deceased males had experienced before their suicide and how the experience had emboldened them to seek help for their own mental health challenges (58).




3.6.3 Mixed methods studies


3.6.3.1 Mental and physical health

Spillane and colleagues examined the impacts of suicide bereavement on individuals’ mental and physical health. They found no significance statistical different in levels of depression, anxiety and stress between men and women, nor did themes from semi-structured interviews around grief, psychological and physical conditions vary by gender (53). Bartik and colleagues reported similar findings with no gender differences identified across the wellbeing and physical health of suicide-bereaved adolescent and young adults (76).



3.6.3.2 Coping mechanisms and grief experiences

Qualitative findings from Bartik and colleagues about experiences of bereavement, coping using drugs and alcohol, and support needs did not vary by gender. Young and adolescent men bereaved by the suicide of a friend were described as more likely to use avoidance- and emotion-oriented coping than the standardised male norms (76). Their scores for emotion-oriented coping, social diversion-related coping, and posttraumatic growth appeared to be lower than the young women in the sample, but the sample was too small for statistical analysis. Young men’s levels of posttraumatic growth were significantly lower than standardised male norms, but similar patterns were observed for the women in the sample (76).






4 Discussion


4.1 Suicide

Suicide-bereaved men are at greater risk of suicide mortality than non-bereaved men (46–48, 51, 72). There is also emerging evidence that they are more at risk of suicide than men bereaved by other means (48). Current impacts of suicide bereavement on suicide mortality risk appear to be similar between men and women (46, 48, 51, 72). However, suicide-bereaved men still died by suicide at higher rates than suicide-bereaved women, reflecting the overall higher suicide risk for men (78). The findings of this review are consistent with other research that suggests that spousal bereavement by any means, is linked to an increased risk of suicide for men that is comparable to that of women (79). Findings from smaller observational studies on gender differences in suicide ideation among suicide-bereaved individuals were mixed. Some reflected the “gender paradox” (80) of men experiencing lower rates of suicide ideation despite having higher rates of suicide mortality (54, 71), while others described no gender differences in risk of suicide ideation among suicide-bereaved individuals (42, 56, 69). However these studies used small samples from a single community (56) or occupation (69), or that were self-selecting (42, 54), which may not reflect patterns outside of these samples.

The qualitative findings, while also susceptible to selection bias, had very few instances of suicide-bereaved men discussing their own suicidality. This was possibly unexpected given the higher risks of suicidality for suicide-bereaved men reflected in quantitative findings. Some men who had lost other males to suicide described how this experience, and in particular seeing the impacts of the loss on other family and friends of the deceased, emboldened them to seek help for their own mental health challenges (58). The only finding to mention suicidality in bereaved men was Ferlatte et al., who described suicide ideation experienced by gay man whose partner had died by suicide during a bereavement process complicated by stigma related to his sexuality and his partner’s HIV positive status. This reflects other findings on the impacts of social marginalisation on bereavement (81) as well as the heightened risk of suicidality for the LGBTIQ+ community (82).



4.2 Grief

The quantitative studies included in this review suggest that suicide-bereaved men exhibit lower levels of emotional distress and prolonged grief compared to women, but low response rates may limit these findings’ broader applicability (52, 66). Furthermore, their interpretation must consider the timing of data collection. Examining experiences of prolonged grief among spoused bereaved by a death by any means, Lundorff and colleagues indicated that similar proportion of men and women experience prolonged grief, but with markedly different grief trajectories (22). Men generally experienced a greater intensity of prolonged grief symptoms immediately following bereavement while women showed an increase over time. Thus, the results of this review could be influenced by the predominance of studies that gathered data from participants sometime after bereavement, thereby omitting the initial post-loss phase, a period when men’s grief difficulties might have been most pronounced.

Gender differences in coping strategies for suicide bereavement identified by this review, such as men’s lower utilisation of emotional regulation strategies (60, 76) reflect patterns described by other literature (23). However, such literature also highlights how men may not recognise or report their coping behaviours as forms of emotional regulation. Indeed, qualitative findings describe how suicide-bereaved men regulate or even suppress their emotional responses, influenced by cultural norms of grief expression (73), or a desire to shield others from their own mourning (58). Such avoidance or seeking of distraction from grief emotions may be seen as a maladaptive reaction at first, but can also be part of the natural oscillations of more adaptive coping processes depicted by Stroebe and Schut’s Dual Process Model of coping with bereavement (12). Longitudinal studies with suicide-bereaved men are needed to examine their coping styles and grief outcomes with consideration to the way that these experiences may shift over time.

While studies often describe alcohol use as a common coping strategy for bereaved men (25), findings from this review were more mixed. Some studies reported that suicide-bereaved men utilised typical masculine coping strategies involving alcohol, drugs and gambling more commonly than suicide-bereaved women (42), while others reported that suicide-bereaved women had higher rate ratios of alcohol-related disorders than men (46). Qualitative studies noted that some men used alcohol to cope with the death of a child by suicide (74) but did not expressly note that this was different to women and may be a reflection of the authors’ awareness of men’s alcohol use to cope being a common theme in bereavement-related literature. Other studies found no differences in alcohol use by gender (43, 53, 76).

Further research is needed to examine other aspects of suicide-bereaved men’s grief experiences such as continuing bonds (57, 74, 75) and posttraumatic growth (57, 76) as this review did not yield sufficient and consistent findings to draw any clear conclusions.



4.3 Mental health

While only a single study compared mental health outcomes for suicide-bereaved and non-suicide-bereaved men, it found that men bereaved by spousal suicide were at a greater risk of common mental health conditions such as depression, anxiety, and PTSD than non-suicide-bereaved men (46). They were also at greater risk of drug and alcohol use disorders and were more likely to use mental health therapies and services, including psychiatric hospitalisation (46, 70). Studies that only compared risks of depression, anxiety and PTSD in suicide-bereaved men and women largely found the men were at comparatively lower risk of these outcomes (49, 65, 66, 77, 83). This may be driven by gender differences in the risks of these conditions in the broader population where women generally have higher rates of depression, anxiety and PTSD than men (84–86).

Conversely, gender comparisons of rate ratios in Erlangsen et al. found that the rate ratio for PTSD was higher in suicide-bereaved men compared to non-bereaved men, indicating a stronger association between suicide bereavement and PTSD in men than in women, who showed a lower rate ratio when comparing bereaved to non-bereaved individuals. This disparity may also be attributed to typically lower baseline rates of mental health conditions among men, suggesting that the impact of suicide bereavement is more pronounced against a backdrop of lower overall mental health issues among men. However research on spousal bereavement, not specific to suicide, also suggests that bereaved men experience poorer mental health outcomes compared to bereaved women (87).



4.4 Quality of life and relationships

Across a range of quality of life and social outcomes, including life satisfaction and family functioning, suicide bereavement appeared to have a negative effect on these aspects of men’s lives to a lesser extent than they did women’s (42, 46, 74). In other outcomes, such as religious participation, suicide bereavement did not appear to have a differential effect by gender (63). Loneliness is often experienced by those grieving a suicide loss (88), and for men, particularly those at greater risk of social isolation such as gay men, it can be more pronounced (57, 58). Some suicide-bereaved men can find purpose in their social networks by focusing on their role as protector of their family and supporting others in their grief (54, 58). However, others used this coping style to avoid addressing their own grief and emotional expression. While these men did not describe this suppression as harmful, it aligns with typical masculine experiences of subduing the emotions of grief both to avoid the stigma of inappropriate emotions and to comfort others (89).



4.5 Physical health

Men bereaved by the suicide of a spouse or partner, or sibling, were at greater risk of death by any cause than non-bereaved men (46, 51). Men bereaved by suicide also may be at higher risk of hospitalisation for physical health conditions, however these findings were mixed based on how often they were hospitalised and the conditions for which they were hospitalised (46, 70). Findings were also mixed regarding the effect of gender on the association between suicide bereavement and a range of physical health conditions. While population-level studies observed similar patterns for suicide-bereaved men and women compared to non-suicide bereaved men and women (46), other studies found men to experience fewer adverse physical health effects following suicide bereavement (42). Research on bereavement by any means suggests that this experience can be associated with adverse changes to physical health (90) and the findings of this review generally reflect this.



4.6 Strengths and limitations

This review is the first to explore the impacts of suicide bereavement on men. It includes a broad range of outcomes, including suicide mortality and suicidal behaviours, mental health conditions and service utilisation, relationships with others and quality of life, experiences in the workplace, and physical health. The review systematically investigates and synthesises results specific to men across suicide bereavement literature. While studies have used a variety of measures and methods, this review investigates and reports both their agreement and heterogeneity while acknowledging the extent to which its conclusions can be considered reliable. It provides a comparative analysis by contrasting findings from suicide-bereaved men with non-bereaved men and suicide-bereaved women. The included qualitative findings offer in-depth understanding of the emotional and psychological landscapes of suicide-bereaved men, as well as the ways that these aspects may differ from statistical representations. The review also takes an intersectional approach, exploring the different ways that culture and sexuality can impact men’s experiences of suicide bereavement. This review adheres to SWiM guidelines for reporting and discussing its findings (38). It describes and justifies its grouping of studies by comparator, uses quantitative synthesis methods appropriate to heterogenous effect estimates (such as vote counting), investigates heterogeneity of reported effects, uses appropriate data presentation methods and reports the limitations of the synthesis methods and included studies.

The review was limited to peer-reviewed studies, identified by a systematic search of the literature. Nonetheless, it is possible that some relevant studies may not have been captured. The review only included findings related to men bereaved by the suicide of someone close to them, and did not include other relationships, such as clinicians bereaved by a patient’s suicide, or that of first responders. Most studies were based in Europe and other Western countries, with only a few studies from other countries. As such, the findings may not be generalisable to men in non-Western countries, though some are specific to men from East Asian nations. Similarly, while this review suggests that some aspects of suicide bereavement to be specific for gay men, the experiences of other men from the LGBTIQA+ community were not elucidated. Identification of the effects of bereavement by suicide compared to bereavement by other means is limited as most studies compared the experiences of suicide-bereaved individuals to non-bereaved individuals. Similarly, findings regarding differences in the experiences of suicide bereavement for men compared to women may be confounded by baseline gender differences in these outcomes. While this study includes some population-level findings that include all suicide-bereaved men in a certain country and time period, many of the smaller studies had markedly lower proportions of male participants and may be subject to selection bias that often arises from the self-selection of study participants (91, 92). Finally, as meta-analysis was not feasible in this review, qualitative synthesis relied on vote counting methods to summarise the direction of effects and associations, which may oversimplify findings and fail to account for the magnitude or statistical significance of the reported outcomes.




5 Conclusion

This review offers crucial insights into the complexity of the impacts of suicide bereavement for men, including the factors that may lead to differences in outcomes within this group. The role of these factors, including relationship to the deceased and other aspects of identity including cultural group and sexuality, should be further explored. Furthermore, while some qualitative findings offer valuable perspectives, there is still an absence of men’s voices in suicide bereavement literature. A greater exploration of men’s experiences of suicide bereavement may enhance our understanding of their grief trajectories, coping, help-seeking, and the risk and protective factors for the adverse outcomes identified by this review.

Findings from this review emphasise the breadth of such adverse outcomes, most saliently the risk of suicide mortality. It is vital that men bereaved by the suicide of a close person, including non-kinship relations, can access tailored postvention supports. While it is important that these supports consider coping mechanisms and norms around masculinity that affect men’s experiences of grief, some men may find that these expectations have adverse impacts on their expression and processing of grief. Conversely, some men may draw strength from these traditional roles and their feeling of responsibility to protect and support their loved ones. It is hoped that the findings of this review may inspire practitioners and others developing postvention programmes to acknowledge men’s suicide bereavement experiences, facilitate sharing, foster a sense of belonging, and promote positive mental health outcomes.
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