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Summary of evidence-based suggestions to inform discussions
Derived from evidence/themes gathered from systematic reviews in HIC and LMIC
Overarching
1. Public education.
· Public education about stillbirth, increased awareness and understanding of the causes may improve social support and reduce the stigma felt by some women

2. Respectful care.
· The behaviours and actions of staff have an impact on the experience of women.
· Staff should provide respectful care to bereaved women.
· Staff should provide privacy, but not abandon women.

3. Acknowledge loss and grief.
· Healthcare workers should acknowledge the birth and death of the baby, the feelings associated with bereavement and the breadth of manifestations of grief that women experience across all settings.  
· Staff and the public should be aware of, and able to provide support for, the variety of coping mechanisms that parents use to assist with the grieving process.

Diagnosis, delivery, and postnatal care
4. Information.
· Training in breaking the bad news should include all the professionals likely to be involved
· Parents should be provided with clear and understandable information, management options and sufficient time to enable them to be involved in decision making; including delivery and pain relief.  
· Empower women to participate in decision-making.
· Parents should be encouraged to share questions and concerns.  

5. Clear guidance for units and healthcare workers.
· Maternity units should provide specialised care and have guidelines/protocols in place for caring for women with stillbirth.  
· Wherever possible, bereaved parents should have access to separate facilities, and privacy.

6. Making memories
· Spending time and making memories with their baby, as culturally appropriate, should be an option supported and offered to parents – and sensitively revisited in case they have changed their mind.

7. Birth
· Staff should not automatically change focus away from the stillborn baby, as it creates tension
· Discussions of mode of birth should include the thorough preparation of parents for every step of the process, and conclude with the development of a revised parent-centred birth plan
· To enable joint-decision making on mode (and timing) of birth, staff should explore the reason(s) behind requests especially those for caesareans
· One to one care is important for bereaved parents especially given their emotional strain


8. Investigations and post-mortem.
· Support for investigations may help to reduce stigma and inform decisions around future pregnancy.
· Investigation of cause of death, including post-mortem, should be offered and supported, as appropriate to the setting.  
· Discussions of post-mortem should be tailored to the individual and supported by written information if possible.
· The influence of all staff on decision-making makes critical their appropriate training to understand and communicate the purpose and respectful nature of PM; and to be able to explain the role of staff involved in PM, and local processes and timescales for PM
· Not finding a reason for stillbirth is useful in its own right and should be framed in positive not negative terms

9. Support from family during care
· Women should not be alone or isolated, family presence and support encouraged.  
· Needs of men, inclusion in decision making, should not be overlooked.

Follow up and support
10. Psychological support.  
· Health care workers should be trained to recognise women and partners who would benefit from further psychological support and refer appropriately.
· Health systems should strive to provide access to timely and culturally appropriate psychological support, including support groups and counselling, if desired, by woman and her family. 

11. Follow up. 
· Postnatally health systems should strive to provide adequate information, debriefing, and a follow up appointment, to assist parents return to health.
· Bereaved parents should be given information at initial discharge including a single point of contact in the follow-up period
· Care should be streamlined and standardised, including test result reports and letters
· Every unit should provide for follow-up consultations a dedicated private space, a named known professional, and a pre-determined structure to the meeting and the output of the follow-up consultation; the consultation should include assessments for pathological/complex grief
· Better, collaborative care at the interface between hospital and community is needed urgently
· There should be continuity of carer and care if possible.

Healthcare workers
12. Training.
· Staff should receive comprehensive/specialist training in the care of bereaved parents.
· Training should include: evidence-based principles of care and management, common challenges, difficult situations and how to address them, and good communication principles; moreover, techniques for self-composure and dealing with expected and unexpected grief reactions, post-mortem consent process, and necessary information to be given/discussed at discharge from hospital and in the community. 
· Training should address common erroneous assumptions that often compromise care.
· Training of out-of-hours staff in skills to be able to diagnose intrauterine death competently and confidently is critical in providing 24/7 optimal care.
· Dedicated training modules are necessary for all staff likely to come into contact with bereaved parents, including for example receptionists and porters.


13. Support.
· Support should be available for staff working with bereaved parents, to reduce their emotional burden, particularly in settings with high levels of perinatal loss.
