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Neonatal loss is a catastrophic event for families and health
care providers (HCP). In the United States, more than 23,000
infants died in 2016.1 For neonatal intensive care (NICU)
health care professionals, providing end of life care (EOLC)
for dying infants and their families is challenging and can

result in strong negative psychological and emotional
responses. The provision of EOLC entails providing support
to the infant and family at the end of the infant’s life,
including the alleviation of physical pain as well as of social,
emotional, psychological, and spiritual suffering. The
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Abstract Objective The aim of this study is to evaluate formal bereavement debriefing sessions
after infant death on neonatal intensive care unit (NICU) staff.
Study Design Prospective mixed methods study. Pre- and postbereavement debrief-
ing intervention surveys were sent to clinical staff. Evaluation surveys were distributed
to participants after each debriefing session. Notes on themes were taken during each
session.
Results More staff attended sessions (p< 0.0001) and attended more sessions
(p< 0.0001) during the postdebriefing intervention epoch compared with the prede-
briefing epoch. Stress levels associated with the death of a patient whose family the
care provider have developed a close relationship with decreased (p¼ 0.0123). An
increased number of debriefing session participants was associated with infant age at
the time of death (p¼ 0.03). Themes were (1) family and provider relationships, (2)
evaluation of the death, (3) team cohesion, (4) caring for one another, and (5)
emotional impact.
Conclusion Bereavement debriefings for NICU staff reduced the stress of caring for
dying infants and contributed to staff well-being.

Key Points
• Providing end-of-life care in NICU is challenging.
• Debriefings assist staff in coping with grief.
• Staff well-being impacts patient care.
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emotional toll of EOLC can result in feelings of frustration,
guilt, burnout, moral distress, and in secondary traumatic
stress, depressive, and psychosomatic symptoms.2,3 The
scientific literature on neonatal loss has primarily empha-
sized its impact onmaternal and family outcomes and less so
on the effects of loss on HCP. Providing formalized support
for grieving parents and families is considered part of
standard patient care. In recent years, there is increasing
attention to the need for facilitated bereavement support for
neonatal HCPs.4–7

Formal bereavement debriefings, in which the events of
the death are reviewed and reflected upon, are considered an
effective strategy to assist staff with processing and coping
with the emotional and psychological response to death in
the NICU.6,8,9 The purpose of debriefing is to provide emo-
tional support to lessen the impact of difficult events, such as
patient death, and to promote provider well-being with
education aboutmaladaptive responses to stress and healthy
coping strategies.6 Participation in bereavement debriefing
sessions can decrease workplace-related stress and increase
professional satisfaction.10 Decreasing the stress among
NICU staff related to caring for dying infants and their
families may positively affect patient outcomes.11

Prior to the initiation of the bereavement debriefing
intervention, there was no standard protocol for the sched-
uling of BD sessions, which were held only when requested
by team members. The institution’s perinatal palliative care
committee informally observed and queried NICU staff
members and determined that there was a need for staff
support when a death occurred and that this need was not
being met. The members of the committee developed a
formal BD intervention to meet the emotional needs of the
NICUproviders. The purpose of this studywas to evaluate the
impact of formal bereavement debriefing sessions on health
care staff in a tertiary care NICU, discover recurrent themes
expressed by NICU staff during the sessions, and evaluate the
association between the clinical case characteristics and
attendance at BD sessions.

Materials and Methods

The setting was a level III 80-bed single family roomNICU in a
major teaching hospital in thenortheasternUnited Stateswith
approximately 8,500 births annually. A prospective Survey-
Monkey survey of multidisciplinary NICU staff (attending
physicians, neonatal perinatal medicine fellows, nurses, nutri-
tionists, occupational therapists, neonatal pharmacist, case
managers, nurse practitioners, respiratory therapists, clinical
social workers, chaplains, lactation consultants, and assistant
nurse managers) was conducted during the pre- and post-
intervention period. The preintervention survey was sent at
the beginning of the study, the postintervention survey was
sent at the conclusion of the study after 2 years of regularly
scheduled bereavement debriefings. Two reminder emails
were sent out to nonresponders. The access link to the survey
was posted in the NICU staff work room and lounges and
Sharepoint, the online internal NICU nursing communication
platform. The survey addressed issues of perception of the
quality of care provided to infants at the end of life, perceived
workplace stress levels, and perceived professional climate in
terms of end-of-life care.

Debriefing sessions were scheduled within 72 hours after
thedeath. Informationon the timeandplace of the sessionwas
made readily available to all staff members (sent via work
email, posted on Sharepoint, and posted in staff areas of the
NICU). Participation was voluntary. One of two facilitators (a
chaplain or psychiatric clinical nurse specialist)moderated the
session using the debriefing structure8 (►Table 1). Another
study group member took notes on general themes of the
discussion, for example “conflictwithparents,” “attachment to
baby,” “cultural difficulties,” as well as specific quotes by
participants related to the themes. No personal identifying
informationwas noted, neither on the patient nor the debrief-
ing participant. The debriefing session evaluation surveys
were distributed to participants at each death debriefing
session for completion, and were collected at the end of the
session. Participation in the survey was voluntary. This paper

Table 1 Neonatal intensive care unit bereavement debriefing session8

Welcome and
introductions

Purpose of BD sessions reviewed with participants
Invite participants to introduce self and describe role with family

Basic facts Review events at the time of death

Case review What was it like caring for this patient?
What was the most distressing aspect of this case?
What was the most satisfying aspect of this case?

Emotional
components
of the case

What will you remember most about this patient and family?

Grief responses Please describe what you have been feeling, thinking, and doing since the death

Wellness strategies
for navigating grief

How are you taking care of yourself so you can continue to provide care for other patients and families?
Review healthy grieving strategies
Review available resources

Reflection What lessons did we learn from caring for this patient and family?

Conclusion Acknowledge and validate care provided to this patient and family.

Abbreviation: BD, bereavement debriefing.
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survey of debriefing participantswas separate from the online
pre- and postintervention surveys of the multidisciplinary
NICU staff.

Demographic and clinical data extracted from themedical
record after the debriefing session on the patient included:
maternal age, race/ethnicity, marital status, insurance (pub-
lic or private), maternal language (English or other), gesta-
tional age, diagnosis at death, and length of stay in NICU.

The project received institutional review board approval.
Documentation of informed consent was waived.

Analysis Plan
Statistical analysis of the quantitative datawas performed as
follows: categorical variables/proportions were compared
between pre- and postsurvey cohorts using the Chi-square
test. Continuous data were compared using the Wilcoxon’s
test. The association of number of participants and continu-
ous variables was tested with Spearman correlations. Linear
models were used to test the association of number of
participants and categorical variables.

Qualitative Data Analysis
Notes on themes were recorded during each session by a
member of the research team. An inductive approach was
used whereby the theme development was directed by the
content of the data.12 After the first 12 sessions, the sessions’
theme notes were analyzed by two members of the research
team (first and third author). After completion of the project,
the remaining sessions’ theme notes were analyzed along
with the first 12 by two members of the research team (first
and last author). Differences were reconciled by reviewing
the data and reaching consensus. Findings were reviewed by
all of the authors. Recurrent patterns in meaning were
derived from the data and five of the most prevalent themes
are presented.

Results

Quantitative Results
Forty bereavement debriefing sessions were held between
June 2015 and June 2017. After the debriefing session
intervention epoch, more participants had attended a staff
bereavement debriefing session (31.4% preintervention vs.
68.6% postintervention; p< 0.0001) and they had attended a
higher number of sessions (0 sessions: 70 vs 12.5%; 1–2
sessions: 22.9 vs. 53.1%; 3–5 sessions: 5.7 vs. 31.3%; 6þ
sessions: 1.4 vs. 3.1%; p< 0.0001) in the previous 12months.
There was no difference in how many respondents had
experienced the death of one or more patient(s); whether
they had been present at the time of death of one or more
patient(s), the number of patient deaths they had been
present for, and the number of deaths they had experienced
in the previous 12 month period between the preinterven-
tion and postintervention group. There were 115 responses
to the preintervention survey and 39 responses to the post-
intervention survey.

The percentage of survey participants in specific clinical
roles is presented in ►Table 2.

Clinical care provider/respondent satisfaction with vari-
ous aspects of the care process (►Table 3) was unchanged
between the epochs.

Among situations that commonly occur in a work setting
(►Table 3), respondents’ self-reported stress levels were
decreased between the preintervention and postinterven-
tion epoch on the death of a patient whose family they have
developed a close relationship with (preintervention: 3.4,
postintervention: 3.0 on a scale of 1 to 4, and never stressful
to extremely stressful; p¼ 0.0123).

Debriefing session participants were asked to complete
feedback questionnaires after each debriefing session they
attended. ►Table 4 reflects mean scores on a scale of 1 to 7
(1¼ extremely ineffective/abysmal, 2¼ consistently ineffec-
tive/very poor, 3¼mostly ineffective/poor, 4¼ somewhat ef-
fective/average, 5¼mostly effective/good, 6¼ consistently
effective/very good, 7¼ extremely effective/outstanding).
Therewere 148 responses to this survey. Of these participants
in the debriefing sessions, 30 were nurses, 64 physicians, four
charge nurses, five chaplains, five nurse practitioners, two
nutritionists, five respiratory therapists, 22 social workers,
eight others, and three who did not indicate their role.

Whencomparingprofessionsgrouped intophysician/nurse
practitioner (MD/NP), registered nurse/assistant nurse man-
ager (RN/ANM), social worker/chaplain, respiratory therapist

Table 2 Participants in pre- and postbereavement
debriefing intervention survey by role

Role Preintervention
(n¼ 115)
n (%)

Postintervention
(n¼ 39)
n (%)

Primary nurse 10 (8.7) 2 (5.1)

Nurse at time of death 14 (12.2) 2 (5.1)

Nurse of another
patient in
proximity of the
patient who died

12 (10.4) 0 (0.0)

Nurse assigned to the
patient at least once

9 (7.8) 1 (2.6)

Charge nurse 4 (3.5) 2 (5.1)

Case manager 0(0.0) 0 (0.0)

ANM 9 (7.8) 2 (5.1)

Lactation
counselor/consultant

2 (1.7) 1 (2.6)

Social worker 2 (1.7) 3 (7.7)

Respiratory therapist 9 (7.8) 5 (12.8)

Occupational therapist 2 (1.7) 1 (2.6)

Pharmacist 0 (0.0) 1 (2.6)

Nutritionist 3 (2.6) 1 (2.6)

Chaplain 4 (3.5) 1 (2.6)

Attending physician 14 (12.2) 8 (20.5)

Fellow 7 (6.1) 6 (15.4)

Consultant physician 0 (0.0) 0 (0.0)

Nurse practitioner 14 (12.2) 3 (7.7)

Abbreviation: ANM, assistant nurse manager.
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(RT)/nutritionist or other, the mean score differed by profes-
sion for questions “how helpful was the session?” (p¼ 0.035)
and “how informative was the session?” (p¼ 0.01; ►Table 4).
In case of both the questions, RN/ANM, social worker/chaplain
and other scored similarly, MD/NP scored lower, and
RT/Nutritionist scored the lowest. For all other questions, no
difference was noted between different clinical role groups.

General descriptive analysis of the patients whose deaths
were debriefed in these sessions is depicted in ►Table 5.

An increased number of participants in the debriefing
sessions was associated with age of the infant at the time of
death, which—in a NICU setting—is a proxy for how long the
infant was cared for in the NICU (r¼ 0.33; p¼ 0.03). The
number of participants per debriefing session was not asso-
ciated with maternal age, gestational age, maternal primary
language, race/ethnicity, insurance type, marital status, days
elapsed between death and debriefing session, or type of
diagnosis (congenital anomaly, genetic syndrome, encepha-
lopathy, extreme prematurity, and prematurity).

Qualitative Results
Five predominant themes were identified: (1) the relation-
ship between the family and the providers (challenging
versus not challenging), (2) an evaluation of the death
(“how the death went”), (3) team cohesion: having a shared
mental model (“we were all on the same page”), (4) the
importance of caring for each other (“having each other’s
backs”), and (5) the emotional impact of the death on the
staff.

Theme 1: The relationship between the family and the
provider

Bereavement debriefing participants consistently de-
scribed the quality of their relationship with the family as
falling into one of two categories, challenging versus not
challenging. There were emotional factors and communica-
tion factors related to describing families that were consid-
ered challenging:

“They were very angry.”
“I felt disconnected from the family.”
“They seemed to understand what was said during the

meeting, but then they would say these things that mademe
think they did not understand.”

When discussing families that were considered not chal-
lenging, staff made comments, such as:

“Family was on the same page as we were.”
“Parents were ready (relieved) to redirect care.”
“Parentswerewilling to let us use our clinical judgement.”
“Some families you just click with. I clicked with this

family.”
Theme 2: An evaluation of the death
Participants discussed the type of death, for example, did

it go well, a “good” death, or was it difficult.
“Baby and family were peaceful by the end...”
“Given the horrible situation it went aswell as could have”
“What was difficult ... was the prolonged code and infant

not given pain meds”
“I’m glad the baby went peacefully and we weren’t doing

heroics”

Table 3 Pre- and postbereavement debriefing intervention survey questions

How satisfied you are with: (on a scale of not very (1), somewhat (2), very (3),
completely (4), do not know; not applicable)

Preintervention Postintervention p-Value

How well we manage the infants’ symptoms 3.16 (0.79) 3.14 (0.89) 0.88

How well we address providing comfort care 2.94 (0.71) 3.14 (0.97) 0.31

The emotional support provided to the family 3.09 (0.71) 3.36 (0.62) 0.11

Assistance from colleagues in caring for the family 3.27 (0.78) 3.39 (0.57) 0.43

How well we attend to the cultural needs of the family 3.00 (1.0) 3.32 (1.09) 0.21

Teamwork (shared mental model) regarding the care of the infant 2.97 (0.82) 3.32 (0.67) 0.06

Communication among members of the team with the family 3.02 (0.77) 3.21 (0.79) 0.24

Communication among members of the team with one another 2.92 (0.84) 3.21 (0.74) 0.10

Overall, how satisfied are youwith the care of infants and families receive at the end
of life?

3.02 (0.77) 3.14 (0.76) 0.50

If you attended any debriefings, how satisfied were you with the debriefing
process?

3.38 (0.78) 3.22 (0.93) 0.56

For each situation, you have encountered in your present work setting. Please
indicate how stressful it has been for you. (on a scale of not very (1), somewhat
(2), very (3), completely (4), do not know; not applicable)

Preintervention Postintervention p-Value

Performing procedures that patients experience as painful 2.51 (0.71) 2.27 (0.67) 0.10

Feeling helpless in the case of a patient who fails to improve 2.81 (0.73) 2.5 (0.76) 0.07

Listening or talking to families about an infant’s approaching death 2.83 (0.72) 2.52 (0.70) 0.07

The death of a patient 2.91 (0.68) 2.67 (0.73) 0.13

The death of a patient whose family you have developed a close relationship with 3.40 (0.71) 3.00 (0.72) 0.01

Watching a patient suffer 3.67 (0.60) 3.48 (0.65) 0.15
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Theme 3: team cohesion: having a shared mental model.
For those who were present at the death, or regularly

involved in the care of the infant, how well the teamwere in
agreement with the plan of care was important.

“I felt that we communicated well, we were all on the
same page.”

“RNandothersveryprofessional,goodhelp,communication.”
“Good team response, well organized, good team work. “
“I felt frustration about treatment…felt things were

mishandled...”
“Seems like no one was taking the lead in the care that

day.”
Theme 4: The importance of caring for each other.

Staff members commented on the emotional support pro-
vided by colleagues as well as their assistance with medical/
nursing care for the family/infant during and after the death.

“It was a bonding experience with the team” (after an
especially difficult case).

“The fellow did a great job.”
“The doctors did a great job, quiet and supportive, the

family could tell that they could feel their pain.”
“You (MD to RN) took wonderful care of this family.”
Theme 5: The emotional impact of the death on staff
Individuals in attendance described how they felt during

the infant’s death and on how they are currently coping after
the death.

“I’m not doing well. Very sudden death. Unexpected. Out
of the blue... Feel helpless, as if I failed.”

“Feel guilty, I felt shocked, still mourning, was it my
decision that caused this, difficult to handle.”

“It is a miserable feeling to have share such bad news...
over and over...”

“Guilt, did I miss something...”
“Frustration...I felt tired of saying for days that I was

concerned and feeling ignored and brushed off.”

Discussion

There’s scant literature regarding the effect of perinatal loss
on NICU HCP.3 HCP are not exempt from the experience of
grief related to the death of a patient.13,14 Formal debriefing
sessions have been identified as an effective strategy to help
NICU staff cope with the emotional response to infant death
and to aid in improving the ability to manage grief.8,9,15

The main goals of this study were to evaluate the bereave-
ment debriefing intervention among NICUHCP and to explore

Table 4 Individual debriefing session evaluation survey

On a scale of 1–7:
(1¼ extremely ineffective/
abysmal 7¼ extremely
effective/outstanding)

Responses
(n)

Mean
(SD)

Environment felt safe to
express my feelings/concerns

148 6.8 (0.48)

I had the opportunity to
share my experience

147 6.8 (0.47)

The session was
emotionally supportive

148 6.8 (0.47)

The session helped me to
express and manage my grief

142 6.5 (0.75)

How helpful was the session? 146 6.5 (0.78)

How informative was the session? 144 6.6 (0.68)

How meaningful was the session? 145 6.6 (0.75)

Overall satisfaction
with the session?

148 6.7 (0.69)

How helpful was the session?a

(p¼ 0.035)

Profession n Mean score

Registered nurse/assistant
nurse manager

34 6.7 (0.73)

Social worker/chaplain 27 6.6 (0.69)

Physician/nurse practitioner 68 6.4 (0.82)

Respiratory therapist/nutritionist 6 5.8 (0.98)

Other 8 6.6 (0.74)

How informative was the session?a

(p¼ 0.01)

Profession n Mean score

Registered nurse/assistant
nurse manager

34 6.7 (0.62)

Social worker/chaplain 27 6.7 (0.67)

Physician/nurse practitioner 68 6.4 (0.71)

Respiratory therapist/nutritionist 6 6.0 (0.63)

Other 8 6.8 (0.46)

Abbreviation: SD, standard deviation.
aFor both questions, registered nurse/assistant nurse manager, social
worker/chaplain, and other scored similarly, physician/ nurse practi-
tioner scored lower, and respiratory therapist/nutritionist scored the
lowest.

Table 5 Characteristics of patients

Mean (SD) n¼ 44

Maternal age (y) 28.6 (6.8)

Gestational age (wk) 29.9 (6.3)

Age at death (d) 16.4 (22.4)

Days elapsed between
death and debriefing

4.3 (1.9)

Number of participants 5.1 (3.3)

Diagnosis n (%)

Congenital anomalies 3 (7)

Encephalopathy 6 (14)

Extreme prematurity 22 (50)

Prematurity 9 (20)

Genetic syndrome 4 (9)

n (%)
n¼ 44

Maternal primary language

English 40 (91)

Spanish 4 (9)

Abbreviation: SD, standard deviation.
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themes related toHCP’s experience of caring for familieswhen
an infant died in the context of participation in the BD session,
and also to evaluate the association between the clinical case
characteristics and attendance at BD sessions.

Postintervention, HCPs reported having attended more
debriefing sessions than preintervention, showing that more
sessions and thus more participation occurs when sessions
are routinely scheduled after each patient death, as opposed
to on an ad hoc basis, with no clear process in place for
scheduling them. Our results demonstrating a decrease in
the perceived stress levels associated with the death of a
patient whose family the HCP had developed a close rela-
tionship with suggest a useful role for scheduled debriefing
sessions, while others have shown that provider well-being
is associated with patient safety.16

Interestingly, there was a difference in how helpful and
how informative participants found the sessions, depending
on their role on the health care team. RN/ANMs found the
sessions to bemost helpful and informative, MD/NPs second,
and RT/nutritionists the least. These findings may correlate
with the level of contact that these different provider groups
have with the patient and family, as nurses spend the most
amount of time at thebedside andRTs and nutritionists likely
less time.17 Another explanation may be to consider the
traditional nursing role as patient advocate2 along with the
challenges of engaging in interprofessional collaboration.16

When frontline RNs and physicians disagree with aspects of
the patient’s care, the physician’s treatment decisions usu-
ally prevail. Nurses who are distressed with the direction of
the infant’s care and think that they are unable18 to influence
the course of treatment, and who also believe that they are
contributing to the infant’s prolonged suffering and may
have more of a need to debrief and discuss how it felt to
provide care in this scenario.19,20

It is also interesting to note that the number of partic-
ipants at sessions was not associated with any clinical
scenario, which we had postulated, such as communication
challenges with the family, or specific diagnoses, such as
being a full term infant as opposed to an extreme premature
infant, or sudden death as opposed to expected death but
was only associated with the age of the infant, which was a
proxy for the length of hospitalization. This result is not
unexpected, as the HCPs, likely develop more meaningful
relationships and bonding with the family the longer the
patient is cared for in the NICU, as well as more HCPs coming
into contact with the family.21,22

The “quality of the relationship between providers and
the families” (Theme 1) was the predominant theme which
was described as challenging versus not challenging. The
quality of the relationships between the NICU team and
families can have an impact on team’s ability to provide
care.21 The parental role can be altered in the NICU setting
when parents of critically ill infants may not be able to feed,
bathe, or hold their child. The nurses and other HCPs often
are seen as surrogate parents. Implementing family-centered
developmental care in the NICU supports parents as “full
participatory, essential healing partners within the NICU
team”23(p.S6). When parents and their NICU team partners

collaborate effectively with feelings of regard toward each
other and with effective communication, parents are not
reduced to being bystanders and thereby watching others
care for their child.24 Adherence to the patient and family-
centered care (PFCC) principles of collaboration, information
sharing, respect, and negotiation25 is necessary for positive
provider and family relationships.

A second theme that arose from the debriefingdiscussions
was “the type of death.”Many of the comments were related
to the perception of whether or not the baby suffered, that is,
was it a “good death.” The Institute of Medicine defines a
good death as one that is “free from avoidable distress and
suffering for patients, families, and caregivers; in general
accord with patients’ and families’ wishes; and reasonably
consistent with clinical, cultural, and ethical standards”26. In
the context of the NICU, “bad” deaths may occur when
treatment goals differ between the providers’ and families’
wishes and among HCPs team members.27 Physicians and
nurses report experiencing “moral distress” when families
want them to continue with aggressive treatment, even
though the team has communicated that there is nothing
more they can do medically to change the prognosis of
death.28 Moral distress, the feeling of having a moral obliga-
tion to act, but being prevented from doing so, is related to
HCP burnout, uncertainty, and lack of support.29,30 The
desire to provide a “good” death is likely related to the
providers’ primary duties of beneficence and nonmalefi-
cence, as well as possibly to the relationship with the family.

Thenext themeobserved is “teamcohesion/havingashared
mental model” (Theme 3). As mentioned above, collaboration
among interdisciplinary teammembers is a necessary compo-
nent in healthy work environments, with effective communi-
cation and shared purpose being essential to the collaborative
process.11,31,32 In the debriefing sessions, participants com-
mentedonhowwell the team communicated and onhowwell
theyworked together.HCPsexpresseddistresswhen itwas felt
that communication and team work were less than ideal.
According to the American Association of Critical-Care Nurses
(AACN)11 skilled communication and true collaboration are
the most important standards in creating healthy work envi-
ronments in which patient and family centered care can
flourish and where HCP’s well-being is valued and supported.

The “importance of caring for one another” (Theme 4) was
expressed by NICU HCPs who attended debriefings. The state-
ments supporting this theme had an emotional tone with
participants using words and statements referring to the care
given to the infant, family, and other HCPs. Participants
complimented one another during the sessions by comment-
ing on how well a colleague took care of the infant and family
during the NICU course and/or at time of death. They also
described what it meant to have the emotional support of
other teammembers. It hasbeennoted thatemotional support
fromcolleagues andsupervisors at the timeofapatient’sdeath
is important to HCPs5,10 and contributes to a healthy work
environment.

Lastly, Theme 5 is concerned with the “emotional impact
of the death” on theHCP. Debriefing participants commented
on how they havebeen feeling since the death. HCPs reported
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experiencing feelings of guilt, frustration, non-well–being,
helplessness, and misery. These are not uncommon emo-
tional responses to the death of a patient.14,33 Disenfran-
chised grief is a phenomenon in which grief is not made
public, not supported socially, and not openly acknowl-
edged.34 This is not uncommon among HCP.35,36 The grief
process can be stuntedwhenHCP’s grief is not acknowledged
or allowed emotional expression.WhenHCPs do not have the
opportunity to grieve, bereavement overload can occur.
Bereavement overload happens when providers experience
multiple losses without having the opportunity to grieve in
between patient deaths.37 Bereavement overload is related
to compassion fatigue. Compassion fatigue is the presence of
emotional and/or distress associated with providing patient
care. Allie et al38 found that half of the HCPs in their study
experienced grief overload, and the majority of these pro-
viders also experienced compassion fatigue. Providing emo-
tional support and the opportunity to grieve can prevent
maladaptive coping responses in healthcare staff and pro-
mote a healthy workplace.

A strength of this study is the mixed method approach, in
which both quantitative and qualitative data are collected and
analyzed. The pre–post surveys measured the impact of the
formal bereavement debriefing program, and the qualitative
analysis revealed important concerns of NICU staff when
caring for dying babies and their families. Conducting the
study in one facility limits the generalizability of the quantita-
tive findings; however, this is consistent with qualitative
methodology. An additional limitation is the fact that nursing
participation in the study was lower than would be expected
basedon the proportionof thebedside care that is provided by
nurses. In spite of trying different strategies to engage nurses
to participate in the debriefings, such as personally inviting
them individually to participate and scheduling sessions dur-
ing off shifts, nurse attendance, and survey participation did
not increase during the project. It is not unusual given that
nurses report “not having enough time” as the largest barrier
to participation in research.39 While there were no obvious
differences in incentives, physicians are possiblymore likely to
fill out surveys as they aremore likely to have experiencewith
research and surveys andmay thus bemore comfortablewith
and more willing to engage with surveys than other multidis-
ciplinary team members. Additionally, physician schedules
better lend themselves to attending sessions during the day
than nurses and respiratory therapists, who often either have
patient care responsibilities or are not available given shift
scheduling. Finally, nursesmaynot feel comfortablediscussing
their feelings about a case in the presence of physicians. Thus,
future directionswill include how to specifically target nurses
for support after deaths in the NICU. Further research should
include family perceptions of EOL care and the impact of
debriefing sessions on provider-patient relationships and oth-
er quality outcomes.

Conclusion

The lossof a patient canhave a significant emotional impacton
HCP. Providing a formal bereavement debriefing program, in

which HCPs are able to express their feelings of grief and other
emotional responses related topatient loss, such as the themes
demonstrated here may reduce the emotional impact associ-
ated with caring for dying neonates and their families. The
provision of bereavement of debriefing sessionsmay help staff
bebetter prepared to care for the next patient and themselves.
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