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Position Statement:

When a baby dies, parents should be offered their baby within the context of an
empathic relationship, where the health care provider engages parents in periodic
conversations, eliciting their thoughts and feelings about spending time with their baby,
and then supports the parents in doing what they believe is best, whether or not they
elect to spend time with their baby.
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When a baby dies during pregnancy, birth, or following delivery, health care providers have the
unique opportunity to support parents in their desire to spend time with their baby.
Parents vary widely on how much time, if any, they want to spend with their baby, as well as when
they’d like to see their baby, with whom, and what they would find meaningful and nurturing to do.
Rather than having a single approach for all families or making sure that all bereaved parents
spend time with their baby, the provider should engage in multiple conversations with the parents
about their thoughts and feelings regarding their baby and the opportunity to see their baby, and
then support them in doing what they believe is best for themselves.
To support parents as they figure out what to do and how to make the most of this irreplaceable
time, the provider should offer unbiased information and individualized guidance, including
exploring the options and possibilities, offering reassurances for their concerns, and letting them
know their baby continues to be freely available to them.
Health care providers have a responsibility to make the baby freely available to parents for the
duration of the hospital stay, as most parents are grappling with shock upon their baby’s death and
need plenty of time and support to consider their options. Some reluctant parents may change their
minds, and knowing that their baby continues to be available gives them the freedom to reconsider.
Whether parents want to be with their baby or not, parents need an experienced, knowledgeable,
compassionate bereavement care provider to offer a safe and sacred space where they can do
what is emotionally and spiritually meaningful to them.
Cultivating an empathic relationship with the parents is what enables the provider to ask them about
their unique emotional, physical, cultural, and spiritual needs, and to be responsive to them.

In the past few decades, increased awareness and sensitivity to the special needs of perinatally
bereaved parents has changed hospital-based intervention— from shielding parents from the death of
their baby to supporting parents through the experience. As a result, the modern standard of care is to
encourage and offer grieving parents repeated and extended opportunities to have close contact with
their baby. Most parents value the time spent with their baby, as well as the photographs and
keepsakes from this time. Particularly for the mother, such contact can satisfy a strong and natural
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desire to provide ongoing care for the baby in whom she is emotionally invested and psychobiologically
oriented.
However, this intervention has recently come under scrutiny. It is sometimes carried out insensitively or
inconsistently, as some health care providers feel unsupported, unsure, or uncomfortable about
accompanying parents through this experience. Some parents report being given little choice regarding
their care, and a lack of communication and support from their providers. There have also been
questions raised about the long-term benefit to parents, particularly as there are some parents who do
not want to see their baby after death, and there is no published empirical evidence that warrants
insisting that reluctant parents do so. Finally, poor outcomes may be more likely for parents who do not
receive adequate or appropriate follow-up care, underscoring the parents’ need for information and
long-term support around the grieving process as well as subsequent pregnancy and parenting.
Understanding the complexities of parental bereavement requires further systematic research.
In the meantime, how can the health care provider navigate these tensions, and accommodate the
parents who desire contact and stand to benefit as well as the parents who wish to decline time with
their baby? And how can the provider work to ensure a better experience and outcome for all parents?
The answer lies in focusing not on protocol, but process— or how the intervention is carried out.
Because many parents embrace the opportunity to spend time with their baby and report that they
benefit, providers are justified in offering and supporting parents through this experience. But offering
the baby needs to be more than a direct or one-time query. Most parents are in shock, unfamiliar with
the concept, and unable to weigh their needs on the spot. Instead, offering the baby should happen in
the context of creating a caring relationship with the parents, where the provider engages parents in
periodic, open-ended conversations regarding their thoughts and feelings about their baby and about
spending time with their baby’s body. These conversations can help parents move through their shock,
ask their questions, get reassurance for their fears, consider their options, and identify their needs.
When parents decide to see their baby, these conversations also allow the provider to help them figure
out how they want to spend this time. When one or both parents remain satisfied with their choice to not
see their baby, the provider can support this decision and remain available to listen to parents talk
about their baby and their grief. When a parent remains undecided, this indicates the need for more
time and more dialogue. By remaining unbiased, openly exploring ideas and feelings, and letting them
know their baby remains freely available, the provider can know that there is truly informed consent,
whatever the parents decide to do.
Protocols and checklists, when used in the context of caring relationships, are important implements for
promoting and guiding care. Protocols and checklists ensure choices and opportunities are offered to
all parents regardless of the time of day, day of the week, or who is working. The health care provider
must also individualize care, engaging parents in conversations about their options, enlisting each
parent’s right to make decisions, accommodating a variety of grief reactions, and regarding the
uniqueness of each parent, family, need, and circumstance. Cultivating a caring relationship with
parents is what makes this individualized care possible.
In short, implementation of this intervention requires an experienced, knowledgeable, and
compassionate bereavement care provider who sensitively engages parents around the opportunity to
spend time with their baby, and then supports parents in proceeding at their own pace and in their own
way. This focus on building relationships is known as relationship-based care, and is a way to ensure
parent satisfaction with care during this tragic time.

For more information, guidance, and support around implementation, please refer to the
PLIDA Practice Guidelines: Offering the Baby to Bereaved Parents.
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This position statement was approved June 26, 2008 by the Board of Directors of PLIDA, the
Pregnancy Loss and Infant Death Alliance. PLIDA is solely responsible for the content.
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