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Abstract

Objectives: Perinatal bereavement care is a complex area
of practice. The COVID-19 pandemic led to reconfigura-
tion ofmaternity and perinatal bereavement care services.
This study explores Australian health care providers’
perspectives of the impact of COVID-19 on the provision of
respectful and supportive care following stillbirth or
neonatal death.
Methods: Members of a perinatal bereavement care
network were consulted at the commencement of the
pandemic in Australia using an online feedback form.
Respondents provided ratings and free-text comments on
the impact of COVID-19 on implementation of 49 recom-
mendations contained in the Perinatal Society of Australia
and New Zealand/Stillbirth Centre of Research Clinical
Practice Guideline for Respectful and Supportive Perinatal
Bereavement Care.
Results: Responses were received from 35 health care
providers who provided perinatal bereavement care in
clinical settings or through support organisations in
Australia. Major impacts of COVID-19 were reported for
8 of 49 guideline recommendations. Impacts included

reduced: support for mothers due to visitor restrictions;
availability of cultural and spiritual support and interpreters;
involvement of support people in decision-making; op-
tions for memory-making and commemorative rituals;
and staff training and supervision. Adaptations to
minimise impacts included virtual consultations, online
staff training, use of cold cots, and increased staff sup-
port for memory-making.
Conclusions: Health care providers encounter substantial
challenges as they strive to implement best practice peri-
natal bereavement care in pandemic conditions. Some
practice adaptations developed during the COVID-19
pandemic could benefit parents; however, evaluation of
their effectiveness and acceptability is needed.

Keywords: bereavement care; COVID-19; neonatal death;
stillbirth.

Introduction

The complex area of perinatal bereavement care faces
many further challenges with the COVID-19 pandemic
as maternity services reconfigure to contain the spread
of the virus. In Australia, which fared favourably in
comparison to many other developed nations,
COVID-19 restrictions have varied in each state and
territory depending on local case numbers; been time-
limited; and subject to continual local, regional, and
national change [1]. Although populations in some
states and territories went onto have relatively unre-
stricted lives once the national six-week lockdown
enforced earlier in the pandemic was over, wider system
and process changes have resulted including, reduction
in antenatal appointments, adoption of virtual care
practices, and limited face-to-face contact [2, 3]. Post-
natal care and support have been disrupted by physical
distancing restrictions, border closures, travel bans,
and quarantine measures that increased isolation and
decreased access to social networks. COVID-19 related
changes to maternity services have led to reports from
women and their partners of reduced support and
feeling isolated, stressed, anxious, fearful and sad
[3–7].
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Perinatal loss has both short- and long-term psycho-
logical and social consequences for families [8–10], that
may be intensified and compounded by physical and social
distancing restrictions during the current pandemic. These
restrictions impeded access to family and social networks
affecting emotional support and to rituals such as funerals,
further hampering grief processes and exacerbating severe
grief responses [11]. Health professionals can make a posi-
tive difference to grief outcomes for families who experience
stillbirth. Studies consistently link parents’ grief intensity
with the quality of care received after their baby’s death [12,
13]. It is vital that essential components of perinatal
bereavement care are not lost during the pandemic to avoid
exacerbating adverse outcomes such as social isolation and
disenfranchised grief, already too frequent in stillbirth ex-
periences [10]. There are indications that maternal and fetal
outcomes have worsened globally, including an increase in
perinatal mortality during the COVID-19 pandemic [14],
making the provision of sensitive and optimal bereavement
care evenmore pertinent and urgent. To date, there appears
to be no published research on the impact of COVID-19 on
perinatal bereavement, though reports from multiple sour-
ces confirm the high need for both formal and informal
support at this highly distressing time [15, 16].

The Perinatal Society of Australia and New Zealand
(PSANZ) and the Stillbirth Centre of Research Excellence
(Stillbirth CRE) developed a Clinical Practice Guideline [17]
incorporating a section devoted to Respectful and Supportive
Perinatal BereavementCare (theBereavementCareGuideline)
based on review of research and consultation with a
Bereavement Care Guideline Update Group representing
bereaved parent support organisations, clinicians, policy
makers and researchers. The Bereavement Care Guideline
was also informed by the Lancet’s Ending Preventable Still-
births Series [10, 17], the largest source of international data of
parent-reportedbereavement care practices. The49guideline
recommendations are organised using a framework (the
PSANZ/CRE Bereavement Care Framework) that reflects five
overarching goals of care: good communication; shared de-
cision-making; recognition of parenthood; effective support;
and organisational response [18]. This paper aims to report
care providers’ perspectives of the impact of COVID-19 on
implementing respectful and supportive perinatal bereave-
ment care and practice changes that have ensued.

Subjects and methods

Following completion of the Bereavement Care Guideline in 2019, 67
members of the Bereavement Care Guideline Update Group were

invited to remain part of the Stillbirth CRE’s perinatal bereavement
care network to share updates on relevant ongoing projects. In April
2020, we again consulted this expert group about the impact
of COVID-19 restrictions on the implementation of best practice
perinatal bereavement care. The consultation involved two parts:
ratings of impact on each of the 49 guideline recommendations and
open-ended responses to describe the types of change that
occurred.

The consultation process used an online feedback form devel-
oped using Checkbox software (http://www.checkbox.com) and
asked about COVID-19 related adaptations to the 49 guideline rec-
ommendations using a five-point scale (1=“no change”; 5=“major
change”; or “not applicable” for recommendations not relevant to
their role or organisation). Free-text comments were invited for each
recommendation. The survey, which took approximately 25 min to
complete,was open for 16 days from the 22 April, 2020. A reminderwas
sent after the first week.

Ethical approval

The local Institutional Review Board (Mater Misericordiae Ltd Hu-
man Research Ethics Committee) deemed the study exempt from
review.

Data collection and analysis

Response frequencies were calculated for 48 recommendations (data
were unavailable for 1 recommendation). Two authors (DH, FB)
independently reviewed the frequencies and free-text responses to
each recommendation and categorised these as either “no change”,
“minor change” or “major change”. Disagreements were resolved
by consensus and justification for determinations recorded. These
were shared with all authors for confirmation.

The free-text responses were also collated to identify common
challenges across all goals of care. Impacts and adaptions associated
with these challenges were identified and tabulated. A core outcome
set was not available for this study.

Results

Thirty-five responses (52%) were returned. Most re-
spondents actively provided care either in clinical settings
(n=29) or through bereavement support organisations
(n=2); the remainder were active perinatal bereavement
researchers (n=4). Changes in practice due to COVID-19
were reported in all five goals of care: 16 recommenda-
tions were deemed to have had no change; 26 had minor
change; and 8 had major change. (Supplementary Table 1
provides the full list of recommendations and their
categorisation.)

Although some core elements of perinatal bereave-
ment care seemed largely unaffected, minimising the
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impact and restrictions of COVID-19 for families who had
experienced stillbirth or neonatal death while maintaining
essential public health safety measures presented chal-
lenges. Major changes were reported for recommendations
across all goals of care. The recommendations for
bereavement care that were most affected, with accompa-
nying illustrative comments from respondents, are shown
in Table 1. These changes were largely to reduce potential
exposure by limiting numbers (Recommendations 2, 19, 32
and 40) and to extend services and training by shifting to
telehealth (Recommendation 9) and to online (Recom-
mendation 43). However, as described below, their effects
were pervasive with the potential to undermine the care
parents received.

Impacts of COVID-19 on perinatal
bereavement care practice

Good communication

Changes to how care providers interacted with parents
created conditions for communication that were less than
ideal during all aspects of perinatal loss. Restricted access
to support people including partners and extended family
often meant communicating with parents separately,
including when breaking bad news. Examples were given
ofwomenbeing alonewhen a stillbirthwas diagnosed, and
support persons being contacted by phone during the
consultation. Advocacy efforts for women to have a

Table : Major changes in perinatal bereavement care practices due to COVID-.

Respectful and supportive perinatal bereavement care domains and
recommendationsa

Illustrative comments

Good communication
. Include both parents in communication and decision making, if
appropriate, and ask if they wish to have a support person present.
Acknowledge different grief responses and support parents to express
their emotions and concerns.

“We are allowing only one visitor to be with the woman at appoint-
ments and at time of admission. In the setting of additional support
persons being present we are utilising IT capability to facilitate this.
This can be problematic in the setting of access to technology,
geographical location & language barriers”.
“Consideration needs to be given about how to involve fathers, and
other supports when they may not have been as present in hospital
visits etc in the lead up to the problem. This may mean that addi-
tional time is required to support them as they make sense of the
situation”.

. Provide culturally safe care by:
– Avoiding cultural stereotypes and culture‐based assumptions and

recognising that diversity exists within cultural groups and between
individuals

– Asking all parents whether they have any religious, cultural or
spiritual needs and facilitating requests where possible

– Offering to contact appropriate support services to assist with cul-
tural needs if the parents wish

– Determining with the parents whether an interpreter is needed and,
if so, engagean accredited interpreter (somewomenmaynotwish to
have a male interpreter)

– Being aware of particular needs of vulnerable groups who may have
a history of trauma and loss

“Gatherings of the extended family, community, and religious and
cultural services to farewell the baby cannot currently take place
under Covid- lockdown.”
“Interpreting services are limited to telephone services. Religious
and cultural support provided by pastoral care workers in hospitals
are being viewed as non-essential during this time, in some cases
these families may not be seen by their pastoral care supporters.
Visitors will be restricted limiting the cultural/religious support able
to be provided by their chosen people”.
“Limitations with accessing face to face interpreters on occasions.
Difficulty with having a phone interpreter as the linkage with
consultations”.

. Identify an appropriate space for breaking bad news and all subse-
quent discussions with parents. Ideally, these spaces should be:
– Private and quiet
– Conducive to unrushed and uninterrupted time
– Separate from other pregnant women and newborn babies
– Suitable for extended family to gather
– Free of items or equipment that could be confronting or upsetting to

bereaved parents

“The appropriateness of the space is determined by the need for
protection from COVID-. The extended family cannot gather.
However, as there are no visitors allowed for anyone under the
current conditions, all areas are private and quiet”.
“Break bad news in ultrasound department – limited to one family
member being present and no children – no allowance for extended
family to gather”.
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Table : (continued)

Respectful and supportive perinatal bereavement care domains and
recommendationsa

Illustrative comments

Shared decision-making
. Ask whether parents want others to be involved in decision making
(e.g., family members, other support persons, community elders or
spiritual leaders) while also letting parents have time to themselves.

“Agreed but this can only be done within the confines of social
distancing and number rules. Thus, these may need to be taken into
account and arranged by teleconference. This could be easily ar-
ranged if need be. The new normal post COVID will be more reliance
on teleheath. Patients and health care workers will need to adapt to
this and there definitely are some advantages with more people
being able to be involved if need be”.
“This is a more challenging one through COVID. Visitations and re-
strictions can impact this and it will be important to consider using
facetime or skype or other platforms to include support persons. It
will be important health professional take the lead on how to offer
and implement this as families may not be tech savvy and will need
support”.

Recognition of parenthood
. Ensure that all parents are offered (on more than one occasion):
– Opportunities to spend time with their baby, including taking the

baby home or to another place important to the family.
– Photographs that tell the story of their baby, including: the labour

and birth; photographs of their baby, themselves and others with
their baby; and, in the case of a multiple birth, photographs of the
babies together (including any surviving babies). Advise parents of
any free photography service for bereaved parents.

– Tangiblemementoes of the baby (e.g., identification tags, cot cards,
lock of hair, hand and footprints).

– Opportunities to involve siblings and other family members.
– Opportunities for commemorative rituals such as naming ceremony,

blessing or baptism.

“Many of these activities may be restricted or limited. They may not
be able to leave self-isolation, or enter a high-risk zone, so may not
be able to take the baby anywhere or go anywhere themselves. Free
photography servicemaynot be offeredor availableOpportunities to
involve siblings and other family member may not exist.
Commemorative rituals may be limited or not offered.”
“Unfortunately, there is a limit to the amount of people able to be
involved in seeing thebaby in hospital. If themother hasone support
person, she is not able to bring in siblings or other familymembers”.
“Unfortunately, heartfelt photographers are no longer able to come
in due to Covid. So taking of photos falls to staff and parents.
Collection of all other tangible memories is unaffected. Funeral and
ceremony is now affected due to limit on numbers attending”.
“Free photography services and hand and foot casts are not possible
during the Covid- lockdown. However, some of our photographers
have still come into the facility to perform this service for parents,
who otherwise would otherwise have no photo of their baby”.

Effective support
. Offer all parents a follow‐up review meeting held within  weeks of
the baby’s death, led by a health care professional who is experienced in
providing feedback to parents, known to the parents where relevant, and
able to address the clinical and emotional aspects of their baby’s death.
Recognise the importance of follow‐up meetings for parents:
– Provide parents with clear verbal and written details of the process

for follow‐up appointments
– Ensure all available results are assembled and provide information

about any delays or interim results
– Address implications for future pregnancies, including recommen-

dations for pre‐conception and maternity care

“This is maybe the most challenging aspect of bereavement care.
Given closure of clinics it can be very difficult to find follow up spots
for review-meetings. Alternatives are phone/telehealth
consultations but often after weeks given only limited clinic spots
available”.
“Only offeringphone consultations,which canbe limited to seebody
language and get a real feel for how the parents are going post their
loss”.
“Allow this to take place as a telehealth conference. This is not only a
great practice through COVID but can alleviate anxiety the parents
may face in returning to the hospital setting”.

Organisational response
. Training and support of staff is critical for the delivery of best practice
perinatal bereavement care:
– All health care professionals in maternity settings should complete

the IMproving Perinatal Mortality Review and Outcomes Via Educa-
tion (IMPROVE) Workshops educational program or other training in
perinatal bereavement care that meets appropriate standards, re-
flects current evidence, and addresses relevant local policies

– Formal and peer support should be readily available for health care
professionals working with perinatal death

“Training programmes are essential … However, at present many
perinatal and education meetings are cancelled or postponed and
are only now beginning to be re-instituted. These could be done via
Microsoft Teams or other platforms and we will certainly be starting
these important teaching sessions soon”.
“Training is non-essential and will not be occurring during COVID-
times. Support to staff will be provided only using social distancing
measures, limiting empathic and compassionate verbal and non-
verbal communication. Staff numbers may be reduced and
precepting, mentoring, supervision may not be available”.
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support person stay with them during their loss experience
were described.

The most notable change was the rapid shift from face-
to-face to remote forms of communication. Despite some
initial “teething issues with technology”, staff had quickly
acquired skills and systems to accommodate these consul-
tations. Telehealth was generally viewed as acceptable, use-
ful and in some instances preferred by some parents with the
advantage of more people being able to be involved where
needed. However, it was important to triage and assess
families to enable face-to-face support where required and to
recognise challenges of telehealth for both parents and care
providers including differential access to Internet or appro-
priate devices, lack of technical knowledge or skills, and
limited access to non-verbal cues and body language.

Personal protective equipment (PPE), including sur-
gical masks, impeded face-to-face communication, non-
verbal communication and expressions of empathy. For
one respondent: “the hardest thing is not being able to be
physical ‒ like a touch to a patient’s hand when they are
grieving. The social distancing has been the hardest part”.
Strategies such as repetition and clarification were among
the strategies used to enhance clarity of communication.
Language barriers and hearing or speech impairment,
required particular attention.

Suitable spaces for sensitive conversationswere less often
available due to hospital layout changes. Attempts weremade
to allocate dedicated space to allow safe relating, involvement
of extended family where possible, and the use of virtual
platforms. One respondent noted that a “quieter” hospital
environment had increased opportunities for privacy.

These changes had particular consequences for
culturally safe bereavement care. Spaces for extended
family to gather and opportunities for cultural and spiritual
practices were limited and challenges of ensuring appro-
priate use of remote interpreter services were highlighted.

Shared decision-making

Facilitating support for important and time-sensitive
decisions, such as those related to timing and mode of
birth, memory-making and interacting with the baby, and
consent for autopsy or other investigations presented new
challenges. As one respondent said: “Support persons are
limited to one, whilst many families will have a team or
community of decision makers”. In contrast, limited
involvement of others was at times viewed positively as
reduced number of family members present may give
parents greater autonomy to express their needs and
preferences.

Also affected were timeframes for some decisions, the
options available, and opportunities to revisit decisions
made. For example, in some facilities restrictions meant
that it was not possible for the baby to be returned to the
parents’ room once taken to themortuary or other isolation
room. Cold cots took on further importance in giving par-
ents time to make decisions about time spent and
interactions with their baby. Ensuring that all staff had
clear and consistent information about parents’ decisions
and understanding that these decisions could change
became increasingly important.

Table : (continued)

Respectful and supportive perinatal bereavement care domains and
recommendationsa

Illustrative comments

– Mentoring, supervision and specialist training should be supported
to build capacity, sustainability and excellence in perinatal
bereavement care

– Opportunities should be provided for students and newgraduates to
gain appropriate training and mentoring in perinatal bereavement
care

“No face-to-face training available. Staff do have access to online
training where available or webinars”.

. Establish commemorative rituals, such as an annual Remembrance
Service, for parents whose babies have died.

“We do this yearly in October and this year’s services will need to be
arranged depending on the severity of the COVID- scenario. There
are, however, many other ways of remembering that could involve
social distancing and social media/video platforms. Sometimes
these may be more powerful than individual poorly attended face to
face services”.
“All Remembrance or memorial services are currently on hold; this is
where some parents struggle for closure”.

aPSANZ/Stillbirth CRE Clinical Practice Guideline for Care Around Stillbirth and Neonatal Death https://stillbirthcre.org.au/wp-content/
uploads///Section--Full-bereavement-care-guideline.pdf.
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Recognition of parenthood

Opportunities for memory-making and spending time with
the baby were curtailed. Visitor restrictions meant that
family members, including siblings and grandparents,
were not able to meet the baby. Access to photographers
and other memory-making activities such as bathing
rituals and creation of hand and foot casts was restricted
and the option for parents to take their baby home or to
another place important to the family was often not
available. Respondents described efforts to support par-
ents to make memories including spending time with
the baby and taking on the role of photographer for the
family. Collection of tangible mementoes was largely
unaffected.

Commemorative and funeral rituals were limited by
COVID-19 restrictions with limits on numbers allowed to
attend face-to-face services. Providing families with infor-
mational resources regarding options for commemorative
events and funeral services, including those developed by
parent support organisations was important.

Effective support

Disruptions to follow-up review meetings with parents
within 12 weeks of their baby’s death were frequently
noted. Traditionally held face-to-face, follow-up meetings
had beenmoved to telehealth. Telehealth, the use of phone
or video for health care consultations, was offered differ-
ently across facilities. Different video telehealth platforms
were being trialled, but in some settings “phone calls
(without video options) remain the mainstay”. One
respondent described these meetings as “maybe the most
challenging aspect of bereavement care”with others noting
that an absence of non-verbal cues limited their ability to
“get a real feel for how the parents are going post their loss”.
The potential for telehealth to diminish perceived trans-
parency was also raised.

Benefits were identified, including alleviation of anx-
iety that parents may face in returning to the hospital
setting, the support and sense of safety offered by their
home environment, and the inclusion of extended net-
works if requested.

Organisational response

Staff training, mentoring and peer support activities had
largely been paused. Perinatal bereavement care training
had become “non-essential” with the focus of staff
training shifted to COVID-19 while physical distancing re-
quirements precluded most face-to-face training and

professional development opportunities. Some organisa-
tions had responded by offering or encouraging staff to
take up online training, including the national IMPROVE
training program in Australia and mentoring sessions
through virtual platforms.

Hospital-led remembrance services had been sus-
pended or deferred. Some organisations had adapted by
pivoting to online events with potential benefits including
larger attendance numbers due to improved access for
some families. Opportunities for joint services to be con-
ducted with other organisations were also considered.

Table 2 summarises the consequences for perinatal
bereavement care resulting from these COVID-19 related
challenges and shows how four specific challenges from the
COVID-19 pandemic (physical distancing and density re-
quirements; useof PPE; reduced face-to-face care; andpublic
health restrictions) have affected goals and recommenda-
tions for perinatal bereavement care. Adaptations that have
been, or could be made or strengthened, are presented.

Good communication was affected by the need to use
PPE, with impacts on both verbal and non-verbal commu-
nication. The changes to physical distancing and density
requirements also affected communication through the
loss of support people, a consequence of hospital visitor
restrictions and changes to hospital layouts, affecting the
capacity and location of suitably sized spaces. These
changes also limited the involvement of others in decision-
making (shared decision-making goal) and reduced op-
portunities to introduce the baby to others and to make
memories (acknowledgement of parenthood goal).

The shift to telehealth was a common impact of the
need to reduce face-to-face care and was also associated
with the impacts on shared decision-making and effective
support. The overall public health restrictions meant
that commemorative and funeral rituals were limited or
unavailable (acknowledgment of parenthood goal). For
organisations, these restrictions meant a shift in focus to
the public health emergency and reconfiguring service
resources.

Some longer-term adaptations are likely to continue
including the ongoing use of telehealth, and changes that
facilitate the ease of parent access to their baby, such as the
routine use of cold cots.

Discussion

Maternity and perinatal bereavement care services have
undergone much change due to COVID-19. Our findings
point to challenges as well as adaptations and innovations
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Table : Challenges, consequences and adaptations for perinatal bereavement care arising from COVID- public health measures.

Goals of care Challenges Consequences for perinatal bereavement care Adaptations

Good
communication

Physical distancing
and density
requirements

Hospital visitor restrictions
– Access to support people for mothers

throughout the loss experience left women
alone and unsupported

– Virtual forms of communication (e.g., tele-
phone, videoconferencing) adopted

– Hospital visitations on compassionate
grounds advocated

Changes to hospital layouts
– Need for larger consulting spaces
– Access to private spaces reduced
– Cultural safety impeded due to restrictions

in size of gatherings, limiting involvement
of extended family, cultural elders and
religious or spiritual advisors

– Opportunities for cultural or religious
practices reduced

– Dedicated room or space allocated for fam-
ilies includes capacity for virtual platforms to
involve extended family and other support
people

– Consultation spaces re-arranged to allow
safe distancing where possible

– Facilitation of cultural interventions via
telehealth

– Chaplaincy and spiritual care services devel-
oped or arranged to meet parent requests

Reduced face-to-
face care

Shift to telehealth
– Face-to-face communication reduced
– Interpreter services unavailable or virtual

service only

– Protocols, spaces and training for telehealth
and hybrid services in development including
interpreter services

Use of personal
protective equip-
ment (PPE)

Verbal and non-verbal communication affected
– Expressions of sensitive and empathic

communication more difficult to convey
– Specific groups, such as thosewith hearing

impairment or other language barriers
particularly affected

– Triage process for families to assess need for
face-to-face consultation

– Virtual communication with family members
and interpreters facilitated

– Strategies to enhance communication
including repetition and clarification

– Professional development training in
providing bereavement care when using PPE

Shared decision-
making

Physical distancing
and density
requirements

Limited involvement of others in decision-
making
– Decision-making support for crucial and

time-sensitive decisions reduced
– Involvement of others in decision-making

limited and more complex to facilitate
– Opportunities for parents to revisit de-

cisions reduced including options related
to seeing baby

– Use of telehealth to include extended
networks

– Proactive strategies to facilitate parents to
revisit decisions

– Availability of cold cots ensured to extend
time for decision-making

Reduced face-to-
face care

Shift to telehealth
– Reliance on virtual forms of communication

for decision-making support

– Protocols and training for shared
decision-making in telehealth and hybrid
service environments

– Additional health professional skills to facil-
itate shared decision-making in telehealth
and/or hybrid environments

Recognition of
parenthood

Physical distancing
and density
requirements

Loss of opportunities to introduce baby to
others
– Family members, including siblings and

grandparents, and other support persons
unable to meet baby

Loss of opportunities for memory-making
– Memory-making options restricted

including loss of access to professional
photography, hand and foot casts

– Cultural practices such as ritual washing
curtailed

– Taking the baby to other places restricted
including to and from mortuary and home

– Technologies implemented to involve signif-
icant others

– Available memory-making practices rein-
forced, including staff sharing responsibility
for photographs and other activities

– Cold cots used routinely to extend parent
time with baby

– Liaison with funeral agencies to facilitate
memory-making practices

Public health
restrictions

Impact on commemorative and funeral rituals – Alternative commemorative rituals trialled
including online approaches
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that have been made to uphold key principles of respectful
and supportive perinatal bereavement care.

The impact on specific bereavement care practices
varied, and not all settings experienced the same chal-
lenges. Reassuringly, some core elements of bereavement
were not affected. It was also apparent that some
changes in care could have either positive or negative
consequences for different people. However, of concern
are a number of changes that may adversely affect long-
term adjustment to grief, including lack of access to formal
and informal support networks for bereaved families,
fewer opportunities to revisit decisions and for memory-
making, including for others to meet the baby, impact on
commemorative rituals and funerals, and on staff training
opportunities. Many of the changes we report are consis-
tent with the views of 805 practitioners concerning
bereavement care during COVID-19 in UK and Ireland [19]
where finding new ways to provide optimal care for
families and navigating the complexities of altered prac-
tices and interactions were central themes.

Perinatal bereavement care providers have risen to
these challenges by taking on new roles, learning new
skills and adapting to new ways of working. Medicare-
subsidised [Medicare is the government-funded universal
health insurance scheme in Australia] telehealth services
(phone and video consultations) have significantly
expanded in Australia, and practices have embraced this

mode of communication [20]. Telehealth was used to
respond to many challenges while caring for bereaved
families. These include involvement of support networks,
shared decision-making and ensuring provision of cultur-
ally appropriate services. Restrictions on funerals and
commemorative events have resulted in a rapid response
by parent support organisations to provide online services
and resources to support families. Follow-up review
meetings with parents are also increasingly being con-
ducted online, and so is staff training and development.
Telehealth platforms may be preferred by some parents
and clinicians as an alternative to face to face support as it
enhances access to care of support networks and may help
to reduce anxiety about returning to the hospital setting for
follow-up appointments.

These service innovations may perhaps be sustained
after the pandemic; however further evidence is needed
regarding the efficacy of telehealth and other online
practices in supporting bereaved families before routine
integration into bereavement care settings. Further, staff
professional development in strategies to optimise tele-
health communication, for example in making adjust-
ments to the expression of empathy and sensitive
communication may be a useful investment for staff
training. Telehealth may be particularly challenging for
specific groups such as when language barriers are present
orwhen families are in a state of crisis, thus families should

Table : (continued)

Goals of care Challenges Consequences for perinatal bereavement care Adaptations

– Funeral practices changed to meet physical
distancing requirements and restrictions
on attendance numbers

– Commemorative rituals deferred

– Additional informational resources devel-
oped to assist parents with topics related to
funerals and commemorative rituals during
COVID-19

Effective support Reduced face-to-
face care

Shift to telehealth
– Access to community support including

midwife home visits, face-to-face support
groups, face-to-face reviews and health
appointments reduced or removed

– Telehealth used for follow-up review
meetings

– Online information and support options
developed by parent organisations and other
agencies

Organisational
response

Public health
restrictions

Public health emergency focus
– Shift to telehealth service delivery
– Staff training focus on COVID-19, with fewer

perinatal bereavement care training
opportunities

– Face-to-face training events and staff edu-
cation meetings, mentoring and supervi-
sion paused

– Annual face to face remembrance services
suspended by hospitals

Reconfiguration of service resources
– Incorporation of telehealth and other vir-

tual services
– Changes to ward layouts and other spaces

– Telehealth resources and protocols
developed

– Online staff training in bereavement care
developed

– Mentoring sessions offered through virtual
platforms

– Planning for ongoing telehealth and hybrid
service provision

– Remembrance services available through
virtual platforms with potential for collabo-
ration with parent organisations
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continue to be triaged for face-to-face support, where this is
indicated.

Although many practitioners went above and beyond
to find innovative solutions to care for bereaved parents,
they also indicated concerns about the impact of the
pandemic on their ability to provide best practice
bereavement care to families. Health care providers are at
an increased risk of experiencing their own grief at this
time resulting from moral distress related to ethical de-
cisions and isolation from their own personal support
systems [11]. It is critical for practitioners to engage in self-
care and have access to appropriate resources and services.
Adequate supervision and support is even more crucial at
this time [11].

Strengths and limitations

To our knowledge, the impacts of COVID-19 on care
following the death of a baby have not been explored. This
study provides an early snapshot of practice adaptations.
Although the study sample was relatively small, re-
spondents were members of an expert group who were
well-placed to provide on-the-ground insights into
changes in care practices occurring across Australia. Being
part of a perinatal bereavement care networkmeant that all
had a particular interest in the topic and their experiences
may differ from those from other settings. There is a need
for improved, COVID-specific knowledge to enhance
support and empowerment and prevent negative health
outcomes, such as prolonged grief disorder. Service ad-
aptations reported in this paper have underscored some
important implications for practice of respectful and sup-
portive perinatal bereavement care.

These include:
– Where possible deliver sad news and provide care with

an appropriate level of PPE while recognising the need
for communication adjustments

– Find ways to facilitate the involvement of partners,
family members, and other support persons, including
community elders, spiritual leaders and interpreter
services according to parents’ needs and wishes

– Continue to triage and assess needs for face-to-face
consultation for each family

– Advocate for “compassionate allowances” to ensure
the availability of support for those in high distress or
crisis, while ensuring safety protocols

– Use strategies to enhance sensitive and compassionate
communication via telehealth and consider ways to
compensate for the loss of non-verbal cues

– Ensure private spaces are available for consultation
with bereaved families and re-arrange spaces to allow
for physical distancing and virtual communication

– Communicate openly and in a timely way with parents
regarding decisions they need to make including any
limitations due to COVID-19, so they have opportu-
nities to ask questions and discuss options

– Make cold cots available and use them effectively to
facilitate the time parents can spend with their baby
and to extend time for decision-making

– Support parents to engage in memory-making prac-
tices and share responsibility as needed for practices
affected by COVID-19 (e.g., taking photographs)

– Link parents with funeral agencies and parent support
organisations regarding options for online support,
memory-making and commemorative rituals

– Establish COVID-19 service specific guidelines for
bereavement care to ensure effective communication
between practitioners and parents and enhance con-
tinuity of care

– Provide professional development training in providing
bereavement care in the context of COVID-19, including
using telehealth and when wearing PPE

– Acknowledge the challenges for staff and prioritise
adequate supervision, mentoring and support for their
role

Perinatal bereavement care is a challenging area of prac-
tice and much variation exists in the care that parents
receive [21]. COVID-19 presents new challenges and the risk
of deepening an existing quality of care divide as well as
providing opportunities for service innovations that pro-
mote high quality care for bereaved families.
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