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BEREAVEMENT COUNSELING



 

When we were initially planning mentorship, this topic was one of the first to add to the agenda. Both of 
us have had varying levels of hospital training in bereavement. Still, it has taken extra, outside the hospital 
training, study, and experience, to really get a grasp on this topic. Taking care of bereaved families is 
uncomfortable for many of us, yes, US. It’s even uncomfortable for both of us, but the more we know, the 
more we are prepared, and the more confident we will feel taking care of these families. This area of what 
we do is so essential and yet is typically an area that needs more support. We hope to provide that for you 
this month.  

As you can imagine, this information and education can be heavy and overwhelming. Be sure to take your 
time to go through it, pace yourself, be extra aware of how you’re doing or if you’re being triggered, and 
walk away for a bit if you need to. Everything you have learned up to this point will help you immensely 
when taking care of these families. We trust and know you are more than capable of making them feel safe 
and heard but we wanted to give you a few more practical tips when planning your care. You were placed 
in their life on that shift for a reason; what you do matters.  

          Ju!ine & S"#  
 
Disclaimers:  

1) Please remember that your hospital, city, and state rules and regulations will differ. Please be familiar 
with them.  

2) This workbook is designed to help supplement your hospital’s bereavement process, not replace it. 
Grab a copy of your hospital’s paperwork, organize it in your head, and then see if there’s anything 
extra helpful to help you build confidence.  

3) If you are pregnant yourself, it may be wise to watch this module after you have your baby.  
4) The guides made for you in this module are for personal use only. If your hospital would like to use 

and duplicate them, you can have them reach out to bundlebirth@gmail.com for rights to use. 

-  -2
All Content & images are for personal use only.  

Not for reproduction, distribution or resale.

In memory of Asher, Clark, Karis, Stephyn, Lillian, Camille and Hank, and all of the 
families we have and will take care of that have lost their beloved babies. We honor you.

Bereavement

mailto:bundlebirth@gmail.com


 

What are things Alyssa's care team did that was therapeutic?  

 
 

Wha 

 

 

-  -3
All Content & images are for personal use only.  

Not for reproduction, distribution or resale.

Alyssa & AsherWhat are things Alyssa care team did that was therapeutic?  
Was there anything that surprised you while listening to their story? 
Was there anything you loved and want to implement in your practice? 
How did her story impact you as a human and as a nurse?
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Terms
Stillbirth   fetal death greater than 20 weeks of 350 grams or more.  

Fetal Death  the fetus shoes no signs of life at birth no matter the gestational age. 

Neonatal Death  death of a newborn within the first 28 days of life.  

Miscarriage  fetal death before 20 weeks gestation.  

Products of Conception  pregnancy or placenta tissue that passes or is surgically removed under 20 weeks. 

IUFD  intrauterine fetal demise. 

Bereavement  being deprived of a person or an object that is lost - the entire process   
 precipitated by death. 

Ectopic Pregnancy  when a fertilized egg grows outside the uterus, somewhere else in their belly. It  
 can cause life-threatening bleeding. In more than 90% of cases, the egg implants  
 in a fallopian tube. 

Molar Pregnancy  is an abnormal form of pregnancy in which a non-viable fertilized egg   
 implants in the uterus and will fail to come to term. 

Blighted Ovum  when a fertilized egg implants in the uterus but doesn't develop into an embryo   
 and is a leading cause of early pregnancy failure or miscarriage. 

Medical Interruption  the use of medicine to terminate a pregnancy.  

SAB  spontaneous abortion (otherwise known as a miscarriage). 

TAB/IAB  therapeutic or induced abortion. 
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GRADE OF MACERATION FEATURES ESTIMATED DURATION OF 
INTRAUTERINE DEMISE

GRADE 0 "Parboiled" reddened skin < 8 Hours

GRADE 1 Skin slippage and peeling >8 Hours

GRADE 2
Extensive skin peeling 

Red serous effusions in chest and abdomen due to 
hemoglobin staining

2-7 days

GRADE 3
Liver yellow-brown 

Turbid effusion 
May be mummified

>= 8 days

Maceration Categories



 

Weeks 9-12 
Sexual differentiation continues  
Buds for all 20 temporary teeth laid down  
The digestive system shows activity  
Head comprises nearly half the fetus's size  
Face and neck are well-formed  
Urine begins to be produced and excreted  
Fetal gender can be determined by week 12  
Limbs are long and thin; fingers and toes are well-
formed 

Weeks 13-16 
Lanugo is formed 
Skin is almost transparent 
Bones become harder 
Head still dominant in size 
Fetus makes active movement 
Sucking motions are made with the mouth 
Amniotic fluid is swallowed 
Fingernails and toenails present 
Weight quadruples 
Fetal movement (also known as quickening)  
can be felt 

Weeks 17-20 
Rapid brain growth 
Fetal heart tones can be heard with EFM 
Vernix covers fetus 

Eyebrows and head hair appear 
Muscles are well developed 

Weeks 21-24 
Eyebrows and eyelashes are well-formed 
Fetus has a hand grasp and startle reflex 
Body is lean but fairly well proportioned 
Skin is translucent and red 
Lungs begin to produce surfactant 

Weeks 25-28 
Fetus reaches a length of 15 inches 
Eyelids open and close 
Fingerprints are set 
Fetus usually assumes head-down position 

Weeks 29-32 
Rapid increase in the amount of body fat 
Rhythmic breathing movements occur 
Lungs are not fully mature 

Weeks 33-38 
Testes are in the scrotum of a male fetus 
Lanugo begins to disappear 
Increase in body fat 
Fingernails reach the ends of fingertips 
Small breast buds are present on both sexes 
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Gestational Age

28 W
eeks

33 Weeks

39 w
eeks

It’s important for us to have a basic understanding of what to 
expect for each gestational age so we, ourselves, can prepare for 
what to expect, as well as prepare the families we care for. 
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10 Weeks

22 Weeks

7 Weeks

17
 W

ee
ks

18 Weeks

24 Weeks

14 Weeks

14
 W

ee
ks

21 Weeks

15 Weeks

Gestational Age

Use this photo guide to help you understand 
what to expect. These pictures are not to show 
your patients unless they request to see. 
Photos from Atlas.Muni



 
The World Health Organization 
(WHO) defines fetal death as the intrauterine death of a fetus at any 
time during pregnancy. Interestingly, they also recommend defining stillbirth as a baby with no signs of 
life at or after 28 weeks of gestation. 

The United States National Center for Health Statistics defines stillbirth as a fetal death or loss that 
occurs after 20 weeks of pregnancy and before or during delivery. They divide this further into early 
stillbirth, which is 20 to 27 completed weeks, late stillbirth, which is 28 to 36 completed weeks, and 
term stillbirth, which is ≥37 completed weeks. Approximately 50 percent of stillbirths occur between 20 
and 27 weeks of gestation, primarily from 20 to 23 weeks, and the other 50 percent occur at ≥28 weeks. 

Unexplained stillbirth — An unexplained stillbirth is a fetal death that cannot be attributed to an 
identifiable fetal, placental, maternal, or obstetric etiology due to a lack of sufficient information or 
because the cause cannot be determined at the current level of diagnostic ability. This is reported to 
account for 25 to 60 percent of all fetal deaths. 

Congenital anomalies — Fifteen to 20 percent of stillborns have a major malformation. This rate 
varies from country to country and is greatly influenced by the availability of prenatal diagnosis and 
pregnancy termination. Malformations associated with an increased risk of fetal demise but unrelated 
to structural chromosomal abnormalities include: abdominal wall defects, neural tube defects, Potter 
syndrome, homozygous achondrogenesis, thanatophoric dysplasia, lethal multiple pterygium 
syndrome, and amniotic band sequence. In a study of registry data, the isolated anomalies with the 
highest rates of stillbirth after exclusion of pregnancy terminations were anencephaly (51 percent), 
encephalocele (15 percent), arhinencephaly/holoprosencephaly (12 percent), hydrocephaly (9 
percent), hypoplastic left or right heart (9 percent), single cardiac ventricle (9 percent), spina bifida (6 
percent), gastroschisis or omphalocele (6 percent), common arterial truncus (4 percent), and 
diaphragmatic hernia (3 percent). 

Fetal growth restriction — Death of a growth-restricted fetus is the second most common type of 
stillbirth. The stillbirth rate in such fetuses is estimated to be 10 to 47 per 1000 live births and stillbirths 
and increases with increasing severity of growth restriction. Placental dysfunction is the presumed 
cause of both growth restriction and stillbirth.  

Infection — Infection accounts for approximately 50 percent of stillbirths in low- and middle-income 
countries and 10 to 25 percent in high-income countries. Infection may lead to fetal demise as a result 
of severe systemic maternal illness (e.g., pneumonia), placental dysfunction due to placental infection 
(e.g., malaria), or fetal systemic illness (e.g., Escherichia coli, group B Streptococcus [GBS], 
cytomegalovirus [CMV], Zika virus). 

Genetic abnormalities — Most aneuploidies are lethal in utero. Some aneuploidies (such as trisomy 
21, 18, and 13 and monosomy X) can cause an increased risk of fetal demise but can also result in a 
live birth. The most common abnormalities were trisomies 18, 13, and 21, sex chromosome 
aneuploidy, and unbalanced translocations.  
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Common Causes of Fetal Loss



Hydrops fetalis — Hydrops fetalis is severe swelling in an unborn baby or newborn, and it may be due 
to immune or non-immune etiologies and is often fatal. 

Fetal arrhythmia — An unrecognized arrhythmia, such as long QT syndrome, may cause unexplained 
fetal demise. 

Abruptio placentae — Abruptio placentae occur in approximately 1 percent of pregnancies but 
account for between 10 and 20 percent of all stillbirths. The risk of stillbirth is highest when more than 
50 percent of the placental surface becomes separated or when the abruption involves the central 
aspect of the placenta. 

Umbilical cord abnormalities — Umbilical cord complications (nuchal cord, true knot, torsion, 
stricture, prolapse, single umbilical artery, histopathologic evidence of compromised fetal 
microcirculation) are often cited as a cause of fetal death in the third trimester and accounted for 19 
percent of 500 fetal deaths in a population-based study.  

Placental abnormalities — Placental causes of stillbirth include abruptio placentae, ruptured vasa 
previa,  infection, neoplasm, structural or vascular malformations, vasculopathy, and infarction. 

Fetomaternal hemorrhage — Fetomaternal hemorrhage sufficiently large to cause fetal death has 
been reported in up to 5 percent of stillborns. Usually, there is no identifiable etiology; however, case 
reports have described associations with abruptio placentae, vasa previa, chorioangioma, 
choriocarcinoma, maternal trauma, cephalic version, and amniocentesis. 
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We want you to feel comfortable with your patient’s grief, and we believe knowing what is expected will help you. Please 

review below the seven stages of grief. These definitions were taken from Nursing Grief and Loss by Julianne R. 
Oates; Patricia A. Maani-Fogelman. 

SHOCK  
 A person may react to the learning of a loss with numbed disbelief. Shock may provide an emotional 

buffer and can protect an individual from being overwhelmed all at once. 

DENIAL  
This stage continues to help survive the loss. Individuals may feel like the world around them is 

meaningless or overwhelming, and their life may make no sense. They may have a feeling or sense that 
everything feels numb. Shock and denial help people cope with loss and make their survival possible. 

Denial allows an individual to pace their feelings of grief. This is the beauty of denial; it is nature’s way of 
dealing with only what can be handled. Denial does not just mean denying that a loss has happened; 
although this may occur, denial often is denying the experience of all the feelings. As an individual can 

accept that this loss is their reality, they will be able to move into the healing process, and denial will begin 
to diminish. 

ANGER 
Anger is a necessary stage of the healing process. Before the anger stage, an individual experiencing grief 
may feel like they have been abandoned or feel no connection to anything. Experiencing anger allows for 
a connection and something to hold on to. Anger may be directed at the thing or person that was lost, the 

doctors, friends, family, God, etc. Under the anger is the individual’s pain. Anger 
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https://www.ncbi.nlm.nih.gov/books/NBK518989/


provides structure, and that is better than the initial numbness. It can be a challenge for some to feel 
anger; sometimes, it is easier to try and suppress the anger. Feeling the anger and addressing the anger 
are part of the grieving process. Awareness that this is a step in the process is essential, not only for the 
person experiencing grief but also for any caretaker involved. Do not take any outbursts personally, as 

they are most likely signs of a person in grief. 

BARGAINING 
This is the step in the grieving process where one may think, “If this __, then this__.” For example: “I will do 

anything if you take the hurt away” or “I will never sin again if my loved one is spared.” Bargaining may 
come in the form of “what if” statements. For example, “What if we found cancer sooner?” or “What if this 
accident never happened?” These “what ifs” are a way to negotiate the fact that an individual wants life to 

go back to how it once was. Guilt will often accompany this frame of thinking. This stage may be 
experienced at any point in the grieving process and exhibits the fact that an individual can move through 
the different stages throughout their healing process in several ways. There is no set linear path in grief. As 
a healthcare worker, it is important to be able to assess this stage of grief and listen. Provide empathy and 
compassion and educate them that this is a normal thought process if they question it. Provide resources 

if appropriate. 

DEPRESSION 
After the thoughts of the past in bargaining, thoughts of the present flood in. They realize that the situation 

is real. Empty feelings come forward, and one’s grief moves in on a deeper level than before. This type of 
depression is not a sign of mental illness, although, reaching out for help may be the right step. It is an 

appropriate response to a significant loss. Individuals may withdraw from their daily life activities and feel 
a fog of intense sadness. To not experience any depression after losing a loved one would be unusual. The 
stage of depression is a necessary step in the healing process, that is grieving. As a healthcare worker, it is 
imperative to discern normal signs of depression due to grief and someone struggling with complicated 

grief and depression. Be able to assess for signs of suicidal ideations, and when in doubt, ask. Provide 
appropriate resources as needed. 

TESTING 
An individual may try to find realistic solutions for dealing with and living with this loss. This is the process 
of rebuilding their lives in their new reality. The individual may require further resources during this stage 

as they are trying out what works for their unique way of life. It is possible to flow in and out of other 
stages during the testing phase as well. Providing resources that may be appropriate during this phase 

can be very helpful for the individual to try out as they may feel ready for that experience. 

ACCEPTANCE 
 Acceptance does not have to mean one is “all right with what has happened.” An individual may never be 
the same as before after a loss. They may never feel “OK” about the loss. Acceptance, as a stage, is about 
accepting that this is their new reality, and it is permanent. Life cannot go on as it once did, but through 

acceptance, life can and will go on. Roles will reorganize. New connections and relationships will be made. 
Individuals experiencing acceptance understand that they must listen to their needs and evolve. There 

may be days that are harder than others, but an individual who has given their grief the time it has needed 
to heal will begin to live again. 
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Normal Signs/Symptoms of Grief 
Some normal signs of grief are as follows, but rule out any other pathological cause or complication first.  

Stomach and arm aches 
Changes in heart and breathing patterns 
Throat tightness 
Palpitations 
Decreased appetite 
Dry mouth 
Blurred vision 
Weight loss/gain 
Restlessness 
Headache 
Difficulty sleeping 
Lack of energy 
Generalized malaise, tiredness 
Crying  
Withdrawal from normal activity 
Time confusion 
Longing for a sense of connectedness/
community 
Searching for meaning 

Difficulty with activities of daily living 
Anger, especially with God 
Denial 
Guilt 
Resentment 
Failure 
Isolation 
Sadness 
Preoccupation with the deceased  
Shock, disbelief, bewilderment 
Depression 
Blame  
Envy, jealousy, and suffering 
Self-pity 
Difficulty making decisions 
Sense of failure 
Dreams 
Mood swings 

 
Common Fears of those Grieving 
• Loss of control 
• Appearing weak to others 
• Unable to stop tears 
• Unable to bear the loss 
• Fearing the deceased will be forgotten 

How can you support your patients in helping them overcome their fears and engage in the 
grieving process?  

 Things you can say:      What you can do: 
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3 Questions Bereaved Ask Themselves: 
“Am I normal?” 
“Am I going crazy?” 
“Will I ever get over this?”



Complicated Grief  
Complicated grief can happen after the loss of a baby. It is like being in a constant, heightened state 
of mourning that keeps you from healing. You may not see complicated grief in your acute setting, but it is 
something you can teach the patient and/or family members about.  

Signs and symptoms — The clinical features of complicated grief consist of emotional, cognitive, and 
behavioral reactions to the death of a loved one. This could be a topic you can teach at the bedside as 
part of discharge teaching.  

Prolonged acute grief lasting at least 6 to 12 months after the loss, typically characterized by: 

Yearning for and preoccupation with their baby and feelings of sorrow, emotional pain,   
frustration, anxiety, and guilt. 
Loss of interest in ongoing life, difficulty envisioning a meaningful life without their baby, and 
feeling estranged from others. 
Disbelief and difficulty accepting the death; feeling stunned, dazed, lost, unfocused, or 
emotionally numb; and intrusive thoughts or images of the death. 

Complicating features, such as: 

Repetitive thinking about the circumstances or consequences of the death can include guilt and 
self-blame regarding the deceased or the death. 

Intense emotional and/or physiologic reactions (e.g., increased somatic symptoms and/or 
insomnia) to reminders of the loss. 

Dysfunctional behaviors characterized by either of the following or both: 

Excessively seeking proximity to the deceased through objects (e.g., pictures, keepsakes, or 
clothing) or places associated with the loved one. 
Excessively avoiding reminders of the loss. 
Inadequate regulation of emotions. 
Impaired functioning (e.g., difficulty trusting or caring for others, impaired concentration, or 
interference with performing daily activities). 
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• Address the baby however the family is referring to it. E.g. “baby Daniel” or “it”.  

• When you enter the room, respond to the elephant in the room and acknowledge their loss.  

• Slow down. Offer silence. Acknowledge their pain/feeling(s). 

• Check-in regularly. If they are not interested in something, revisit it later. Their feelings/opinions/
preferences may change throughout your shift.  

• When there is one, help provide an explanation for their loved one’s death from their provider. 
Reinforce PRN. Listen to family members explain their feelings.  

• Allow them to tell/retell their stories. They may tell the same story over and over. Don’t correct 
them; listen as if it’s their first time.  

• Listen and ask questions rather than make statements. Don’t write their story for them. 

• “Have you been thinking through your pregnancy and wondering what happened?” 

• This is a severe crisis for families. Provide appropriate interventions (e.g., support groups, 
professional counseling, social work).  

• Be flexible in caring for their needs and advocate for exceptions to policies as appropriate and 
safe.  

• Males are likely to suffer as much as females from death; however, special efforts may be 
necessary to “uncover” men's grief. 

• Subsequent pregnancies: consider asking if they want to talk about it and allow them to make the 
decision regarding another pregnancy—help advocate for this conversation with their provider. 

• Families need reassurance that they will be able to feel joy again and that life will go on. With 
good support from family, friends, and professionals, people do recover. However, there will 
always be that bittersweet memory.  

• Never compare the pain of other losses. Emotional pain cannot be weighed or measured.  

• Families who have lost a loved one have learned 
a great deal about life and its challenges and 
have a great deal to teach us. Approach them 
with an open mind and heart, focusing on 
listening and learning.  

• Hold space for them. Create an environment of 
safety to share, yet not forcing any conversations 
and giving them space if they ask for it or appear 
withdrawn.  
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Tips f$ C"ing f$ Bereaved F%&i' 

Here’s where we are 
Here’s what's coming  

This is how long it takes 
Questions, comments/concerns 

“Tell me when you’re ready”

Check-In

adapted from Resolve Through Sharing Manual, 2019



 

  
Checklist of Supplies 

 Consents  
Funeral and mortuary information  
Snacks/Drinks 
Tissues 
Warm Blankets 
Pillows 
Camera 
Mementos your unit provides 
Chucks (2-4) 
Towels 
Swaddles 
Scissors 
Extra masks/materials to make a bow PRN 
Anything parents brought for the baby 
Baby beanie 
Stuffing for a beanie to help head shape PRN 
Two basins 
Cup 
Baby brush/comb 
Baby shampoo 
Basins x 2 
Q tips or cotton tip applicators  
Clay or molding supplies 
Footprint supplies 
  
  
  
  
  
  
  
  
  
  
  
  
  
  

These spots are available for you to add different supplies you might need and use on your unit. 
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Getting Through the Door



 

Don’t | Here are some easy and practical things you do NOT want to do.  
• Dominate the conversation.   
• Ask one question after another without a break.   
• Use clichés such as “I know just how you feel,” “this will bring your family closer,” or “at least you have 

other children.”   
• Pass judgment (“you should be feeling better by now”).  
• Avoid them because you are uncomfortable. (Avoidance adds pain; acknowledgment of their loss is 

what they need).   
• Change the subject when they talk about their dead child.  
• Try to find something positive about the loss. 
• Answer a question you don’t have the answer to.   
• Give advice, particularly medical or legal, unless you’re an MD or a lawyer.  
• Make comments that suggest they or their child received inadequate medical care.   
• Talk only with mothers (including partners, children, and elders). 

Reflective Listening  
This is all a part of the therapeutic communication you already know and do! But as a refresher, try 
to follow these guidelines:  

• Reflect feeling statements back to the other person. Let the person know what feelings you’re hearing 
them express. 

• Don’t take responsibility for solving others’ problems. Your purpose is to help them understand how 
they feel about the situation and what they want to do about it.  

• Ask open-ended questions rather than questions that require a yes, no, or some other simple answer. 
• Leave them room to go in the direction that is most important to them.  
• Don’t impose your own feelings and attitudes on people. Be nonjudgmental; a solution that’s right for 

you may be wrong for someone else. 
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What to Say/Do

DO Say DON’T Say

I am having a hard time finding your baby’s heartbeat. I 
should have found it by now and I am worried. I’m sure everything is ok.

I’m sad for you. You’re young you can try again.

How are you doing with all of this. At least it was early.

This must be so hard. At least you didn’t know them.

I am so sorry. You did say you didn’t want any more kids.

I am here for you.

I wish this pregnancy had turned out the way you hoped.



Giving the Bad News 
Being the one to realize there are no heart tones is never a comfortable situation. Here are some tips if you 
find yourself in this scenario.  

If you suspect something is wrong, don’t lie— tell them what you suspect. Suspicion is different from a 
diagnosis.  

“I am having a hard time finding the baby’s heartbeat. I should have heard it by now, and I am worried.” 
“I should have found the heartbeat by now. This isn’t normal; I suspect something is wrong.” 

Try not to leave the patient after saying this. If you must go to get orders, tell them exactly when you will 
return. If they are adamant about you not leaving, call in a new nurse to help you make your calls while 
you stay.  

When this happens unexpectedly (no symptoms, uneventful pregnancy, etc.), watch your body language. 
If you start shifting from warmness and lightheartedness to cold professionalism, your patient may also 
shift. Talking through what you are thinking is critical.  

Common Questions Bereaved Ask 
It is not expected that you have all the answers! Here are some questions that your patients may ask: 

What caused this? 
Why did this happen? 
Why would God do this? 
Did I do something wrong? 
What do I tell my (enter family member)? 
How long will I be sad? 
Do I give them a name? 
Is there any chance it’s a mistake? 
When can I have another baby? 
Do we have a funeral? 
Can I take them home? 
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Tips for Nursing Interventions 
Not every patient and family is the same, but here are some things you can expect to say and offer these 
families. You can tailor each one to your specific care plan. On the following few pages, you will find some 
more interventions in a checklist format if that is more helpful.  

1. If the nurse taking care of the patient is pregnant, the nurse and care team should think about how 
this will make the family feel.  

2. Offer the family time to spend with their baby. If they do not want to see them, respect their wishes by 
explaining what you know about grief.  

3. Offer choices such as a blessing, photos, mementos, etc. As they choose what they want, create a 
running checklist to ensure nothing is forgotten.  

4. Speak with dietary about getting the family snacks and drinks to the room.  

5. When speaking of their baby, observe their words— follow their lead in naming their baby.  

6. Offer time alone, explaining that you are always available to come back when they need you by 
explaining how to get ahold of you.  

7. Cluster your care. Don’t go in and out of your patient’s room because you forgot something. 

8. Work with social work to ensure the team isn’t asking the same questions repeatedly.  

9. Look through your bereavement supplies and pick clothing and mementos appropriate for 
gestational age. Give the parents color options if possible. 

10. Work with administration on fulfilling the patient's wishes if they are outside of “normal” protocol. For 
example, if you have a stringent visitor policy, you can advocate for more family members to come in 
if they desire.  

11. Work with lactation if the patient needs help learning how to dry up her milk supply and/or donate 
milk.  

12. Call and collaborate with the Organ/Tissue donation company if the baby qualifies. The idea of this 
may feel uncomfortable but remember, donating organs and tissues can be very healing for these 
families. If they qualify, the organ donation company will give you the next steps to follow.  

13. Depending on gestational age and last known heartbeat, anticipate what baby will look like once 
delivered. Start to prepare the family by educating them based on what they want to do. Ask them 
how much they want to know and tailor that information. 

14. Get the family involved when doing weight, height, and baby bath. ALWAYS offer to do these 
interventions even if you need to do them again.  

15. Prepare your patients on what to expect once the baby is delivered, such as bleeding, skin, 
temperature, etc.  
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 Take a breath, prepare mentally and physically 
to enter the room 

Address the elephant in the room head on 

Offer simple words and comfort to the family, 
create and hold space for them. 

Flag the patient's door  

Bring tissues, water, and food per MD orders 

Contact social work 

Fill out the paperwork as much as possible, 
make necessary phone calls (organ donation) 

Assess what stage of grief the family is in (for 
your reference only) 

Patient  

Partner 

Siblings 

Slow your pace down and worry less about 
getting everything done in a certain way or time 

Help prepare them for what they may see 

Help make sure their pain goals are met 

Treat delivery as a normal birth  

Offer skin to skin, holding the baby 

Make sure the family as options 

Seeing and holding baby  

Photography photos for family 

Family photo 

Blessing/Baptism 

Mementos (keepsake box) 

 Lock of hair   

 Footprints/Handprints 

 Mold/Clay 

 Stuffed animal  

 Photos 

 Crib Card  

 Outfit worn  

 Beanie  

 Measuring tape used  

 Swaddle 

Handouts 

Offer to give baby a bath and attempt to get the 
family involved 

Bathed 

Clothed 

Photos 

Dress baby like a live baby, handling them with 
love and care 

Fill out ID bands and tags 

Naked photos for medical record 

Make after-birth phone calls within the hour 

Burial information— letting them know that 
there are different options 

Cemeteries 

Cremation 

Embalming 

Autopsy information 

Autopsy consent, if chosen 

Genetic studies information  

Family visitation  

Allow the family to  have as much time as 
needed with their baby  

Use baby’s name when referring to them  

When it is time to remove the baby from the 
room, tag the baby per your hospital policy and 
follow protocols for disposal.  

  

  

  

  

  

  

NOTES: 
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N(sing To -Do Checkl)t 



Patients name: ____________________________      

Partner’s name: ___________________________ 

Other support people present: _______________ 

________________________________________    

Religious preference: _______________________ 

Religious Preference: ____________________________________ 

Special requests identified per pt: 

“How can we make you feel more safe and comfortable?” 

Discuss the following with your patient and record their preferences, educating on each as you go: 

Discussed/
Offered? Pt Preference Did Family 

Complete? Notes

Timing of birth 
(IOL)

Y / N

Length of labor Y / N

What to expect Y / N

Labor/IOL 
education

Y / N

Signs of 
immanent birth

Y / N

Pain Management 
Options Y / N

Mood in room Y / N

Cesarean prn Y / N

Chaplain Y / N

Baptism Y / N

Prayer Y / N

Naming baby name chosen Y / N

Seeing baby Y / N

Holding baby Y / N

Touching baby Y / N

Skin to skin Y / N
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Age: ____  Gr ____ Para ____  EDC ____________ 

Previous loss?   Y  /N 

Other children (names, ages):  

Date/time Delivery: ________________________ 

Signs of life?  Y / N Date/time Death: ___________ 

Weight ______________ Length _____________

P*i+t Educ*i, & Pr-er+.s 



NOTES: Causes 
 

Private time with 
baby Y / N

Postpartum bed 
location Y / N

Siblings to visit Y / N

Family to visit Y / N

Photos Y / N

Mementos Y / N

Autopsy Y / N

Burial Options Y / N

Hospital disposal 
(<20 wks) Y / N

Keepsake book/
box Y / N

Organ donation Y / N

Breastmilk plans Y / N

Postpartum Y / N

Early discharge Y / N

PMADs Y / N

Support outside 
hospital Y / N

Y / N
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The biggest thing to remember when caring for these babies is to be confident           
in your care for them and treat them tenderly.  Learn their name if they have one to help guide your care 
and help you see them for the beautiful baby that they are!  

In this module, we will discuss tips for taking care of these babies that can be therapeutic to the families 
you are taking care of.  

Temperature Regulation 
Depending on how long the family will keep their baby, you may want to consider some cooling measures 
to slow down the natural breakdown that will start to occur after the death of the baby. Your unit may have 
cooling cots or pads, but if they don’t, you can get creative with ice! When using ice or ice packs, be sure to 
have barriers between the ice and baby to prevent more skin breakdown.  

Skin to Skin, Holding, Seeing 
Encourage the family to, at minimum, see their baby, but even more, hold them or do skin-to-skin. You can 
cut or fold a swaddle to make it smaller if need be. If the family refuses, you can use the line, “I completely 
respect your decision. If it’s okay with you, I might offer again in a bit because many families may be 
nervous at first, but I find it helpful and impactful to see or hold their baby.” Very few regrets looking or 
holding; many regret not looking or holding.  

Bleeding 
Bleeding is common from the nose, eyes, ears, and mouth. Remember that families are looking to you for 
how to respond - lovingly show them how to wipe the nose/ears and provide gauze or cotton swabs to do 
so. This may be the only “care” they do for their baby. Remember what Shelly said in her birth story: “The 
only care I could offer my infant was to wipe drops of blood from his nose, which I did lovingly.” 

Dressing 
Find appropriate clothes for the baby to wear based on size and parent color preference. It would be a 
good idea to give the parents an option of both. Take photos of the baby in these clothes and send them 
home with the parents.  

** If you're uncomfortable doing the baby care, see if anyone is available to be with you while you perform 
all the skills. There is power in a shared experience. You can then process together outside the room and 
help support each other while doing the tasks and afterwards.  

NOTES: 
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Care of the Baby

“f%&i' need time to say h/o, b-$e 0ey "e 1le to say goodbye”



A memento is an object kept as a reminder or 
souvenir of a person or event. We can help create 

beautiful memories with simple items.      
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Mementos

Footprints are easily smeared and can take a few attempts. It is important to 
go from heal to toe and then lift quickly. You can apply rubbing alcohol to 
the  feet prior to inking to make the footprints more clear, especially on tiny 
babies. Another trick would be to place the foot in ice so it becomes more 
rigid if it is very gelatinous. It is good to note that very premature babies do 
not have footprints and you are creating an outline. If you do not have an ink 
less foot printer, petroleum jelly and lotion have been great options to get 
the ink off the feet and hands.  

When collecting handprints it is easier to do when you have a partner to help 
support the paper and peel back the fingers. Start at the heel of the palm 

and do the same motion you did with their feet, spreading out their 
fingers.  

3D Clay/Molds will be different unit to unit if you have them. Be sure 
to familiarize yourself  with what your unit has and please read the 

directions closely!  Check out this module for some tips on doing 3D 
molds. 

Random items are sometimes in your bereavement boxes. These could be 
teddy bears, flowers, pins, etc. The point to remember is that everything that 
touches the baby is a memento. Take those “random” items and get photos 
with the baby for the family so when they take that memento home, they 
attach a memory to it. 

List out the different mementos your unit has:



 
Baptism is a common practice in Christianity/Catholicism. For many, this is symbolic of dedicating the 
child to God. Some families that are not religious still choose to baptize their baby. A baptism or blessing 
can happen anywhere, and nurses can play a huge part in organizing and creating this memory for our 
patients if they want. Some will prefer or require a priest or pastor. Others would choose a family member 
to do so.  

This was taken from the Concise Lexicon of Christianity and edited for a baby.  

Water must be involved. Immersion is valid in all churches, but since this is an emergency, that is probably 
not practical. These instructions go back to the first-century document called the Didache, or the Teaching 
of the Twelve Apostles. 

Pour water on the baby’s head three times 
— or — 

Daub the baby’s  forehead with water three times. 

You must use the formula in Matthew 28:19. You must say to the candidate,  
“I baptize you in the Name of the Father, the Son, and the Holy Spirit.”  
You can add any additional wording you like, but it’s probably best to stick to the bare essentials. If you 
substitute other formulas or baptize only in Jesus’ name, the baptism may be valid in some churches, but 
in most churches, it won’t be valid. 
 
In Matthew 28:19, Jesus gives us the words to say when we baptize in His name. 

What this looks like practically would be:  
• Discuss the process with the family. Have them decide who will baptize, who will hold the baby, 

what supplies you’ll use if they want to share anything/prayer if they have a scripture they want to 
read, and get consent for photos with their phone.  

• Gather anyone available to join in on the baptism. This could be their family, nurses, the OB, scrub 
tech, etc. Let the family decide whom they want present.   

• Set up an area in another room—not the one they labored in, if possible so that they have a new 
environment that is not associated with death.  

• Set up a bathtub, sink, or even a basin of water. 
• Ask the family if they want to say or read anything.  
• Take family photos or have someone take pictures. 
• Whoever is holding the baby, have them hold their head over the tub/basin. Whoever is performing 

the baptism should use a cup or a shell (if the family brings one) or their cupped hand or thumb to 
daub the baby’s head or pour water, whichever works best in that scenario, and repeat the scripture 
“I baptize you in the Name of the Father and the Son and of the Holy Spirit.” You could then 
continue reading the blessing on the next page. Say your own prayer, or offer the parents to say a 
prayer or read a scripture.  

It doesn’t have to be perfect. If you are in a position where you are performing a baptism, please don’t aim 
for perfection or be tripped up on what to say. Use these resources to provide this memory to your 
patients and their families if this time comes.  
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Blessing/Baptism
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‘Dear God, thank you for being here with us today. We are together in deep heartache with 
____________________________, to honor this child, __________________, who was not able to be 
alive with us here as we had hoped him/her to be. We need the love and comfort that you promise us 

in these hard times, and we know that you feel this pain with us as you also experienced the death of a 
child, your Son,  Jesus. Thank you for the gift of ________________. Thank you that we don’t need to 

carry this burden alone. Thank you that you promise to hold us when we mourn, and that we don’t 
have to carry this burden alone. Send your peace, comfort and remind __________________ of your 
everlasting love as they grieve your child, ______________. Your presence is here with us as we bless 

_________________, name him/her, and dedicate him/her to you, forever. 

2 Corinthians 1:3-4: “Blessed be the God and Father of our Lord Jesus Christ, the Father of mercies 
and God of all comfort, who comforts us in all our tribulation, that we may be able to comfort those 

who are in any trouble, with the comfort with which we ourselves are comforted by God.”



. 
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The Lord is my shepherd; I shall not want. 
    He makes me lie down in green pastures. 
He leads me beside still waters.  
    He restores my soul. 
He leads me in paths of righteousness 
    for his name's sake. 
Even though I walk through the  
    valley of the shadow of death, 
    I will fear no evil, 
for you are with me; 
    your rod and your staff, 
    they comfort me. 
You prepare a table before me 
    in the presence of my enemies; 
you anoint my head with oil; 
    my cup overflows. 
Surely goodness and mercy shall follow me 
    all the days of my life, 
and I shall dwell in the house of the Lord 
    forever. 

I lift up my eyes to the hills. 
    From where does my help come? 

  
My help comes from the Lord, 

    who made heaven and earth. 
  

He will not let your foot be moved; 
    he who keeps you will not slumber. 

  
Behold, he who keeps Israel 

    will neither slumber nor sleep. 
  

The Lord is your keeper; 
    the Lord is your shade on your right hand. 

The sun shall not strike you by day, 
    nor the moon by night. 

  
The Lord will keep you from all evil; 

    he will keep your life. 
  

The Lord will keep 
    your going out and your coming in 

    from this time forth and forevermore.



Gather your supplies and put your gloves on. 

Gather whoever is going to help, and teach them what to expect. 

Have a camera handy, and make sure to take photos. 

You have two options: to submerge the baby or do a sponge bath on a chux with a blanket/towel. Fill a 
bath basin with warm water and a tiny bit of baby shampoo; then, if you are performing a submersion 
bath, place the baby in the water. You can have a parent or family member hold the baby while you 
wash or vice versa. If you are not doing a submersion bath, fill the basin and have it on the side while 
placing the baby on a blanket (with the chux underneath).  

Soak a washcloth in this water and squeeze it all over the baby. Be careful NOT to rub. Rubbing can 
cause the skin to peel, even more, bruise or even rupture.  

Place some shampoo in your gloved hands and glide your hands over their body to remove any 
drainage that might already be occurring. Gently shampoo the head and hair if they have any. Do not 
pull at any loose or peeling skin. If excess tissue or blood doesn’t remove easily, just let it be; you may 
tear the skin even more and cause more excoriation/bleeding. 

Fill another basin of warm water (no soap), remove the baby from soapy water, and place in a clean 
water basin to rinse off, OR hold the baby under a gentle stream of water from the shower or sink. 

Gently dry ears and nostrils with a q-tip or cotton applicator.  

Diaper if wanted/needed. 
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Bath
A bath is an amazing memory to facilitate 
with families. Here is a step by step tutorial  
on how you can support this special moment.  

First, gather your supplies. You will need: 
• 2 basins 
• 2-3 Chux 
• Gloves 
• 3 baby blankets 
• Baby shampoo  
• 5 q-tips 
• Baby clothes 
• Surgical mask or newborn hat 
• Comb and scissors if they have hair 
• Diaper 
• Washcloth 
• Towel 



Give the parents the option of what color they want their baby dressed in if you have options. You can 
also ask if they brought anything/clothes they wanted their baby dressed in, which can be so crucial to 
their memory as they can take pictures with the baby in them, cover any maceration that is 
uncomfortable to look at, help make the baby appear more newborn-like and then go home with the 
family to cherish. You can use pins and tape to help it fit better, rubber band, don't worry if they are too 
big, it's okay.  

Use a brush or comb to brush hair. Some families would enjoy a bow on the head of their baby. If you 
have bows, you can make them stick by putting a small amount of petroleum jelly on the back of the 
bow to keep it in place for photos. If you don’t have any in your unit, ask the mother/baby. If your unit 
doesn’t have a bow, you can make one with the straps from a surgical mask. Be mindful to ask before 
putting a bow on the baby’s head as some families prefer not to refer to typical gender norms as a bow 
often represents a female. Offer everything you use to the parents as a keepsake - the blanket, 
measuring tape, comb, and diaper.  

If the baby has hair, this would be an excellent time to offer a lock of hair to the parents if they want it 
and it is possible. Many supply kits have a small baggie like a zip lock that you can place the cut hair 
into as a keepsake.  

If the baby’s head has started to sink, you can fill a cap or hat at the top with gauze or cotton balls, then 
tie it under the chin to keep it in place, although this is somewhat controversial because we don’t want 
families to think that we think something is “wrong” with them for looking a certain way. 

Ask if the family would want a diaper placed, and allow the family to “change” their diaper. Be sure to 
dry the baby well; any excess fluid can cause further skin breakdown.  

You can move the towel or keep it depending on how wet the towel is. 

When swaddling the baby, line the blanket with a chux pad. This will prevent the blanket from getting 
wet so the parents can take home a dry blanket. If you have baby powder or essential oils on your unit, 
you could put a small amount on the blanket to provide a pleasant scent for future memories. If some 
blood gets on the baby blanket, do not stress about it. Some families find it comforting to have 
remnants of their baby on the blanket. It feels more real to them, especially if or when they go home 
with that blanket.  

NOTES: 

Be sure to watch this video on your module. 
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Photography  



Ph3ography Tips: 
Suppose you are required to take a photo for the medical chart. In that case, medical photography usually 
requires frontal and lateral pictures of their face, whole body (including limbs), and any photos of 
abnormal features. There should be no clothes on the baby, no hat, and all obstructions removed from 
the photo.  

After asking if the family wants photos and deciding how you will take them (their phone/unit camera), 
Nonmedical photography can be anything you can think of that could be therapeutic for the family and 
provide better memories. 

It's important to take several photos of the baby in different positions. You saw many other examples in Alex’s 
photos. If you didn’t get a chance to watch those, I would recommend doing that!  

• Always get consent before taking photos, and never use your personal cell. 

• If using the family’s cellphone and they have an iPhone, use the portrait mode!  

• Using a towel or pillow to prop them in a more natural position can be helpful and look more natural 
than a baby laying completely flat.  

• Another way to make it look more natural is to always include the baby's hand in the photo. You can 
place their hands on their face or chest or place a soft toy, flower, or rattle in their hand. You could ask 
the parents if they have anything they want to add to the photo.  

• Suppose you are taking care of a baby that has many malformations or is just really, really small, and it 
seems like it will be impossible to take a photo that would be comforting. In that case, you can try just 
getting photos of their hands and feet or even small parts of their face or body. You could also wrap the 
baby up and get a picture of the parents holding them. You can use the baby beanie to cover up head 
malformations if they have any.  

• Pay attention to the lighting. Working with hospital lighting can be just awful. Shooting near a window 
with no flash is ideal and produces clear, nice, warm shots. You can also play with the baby warmer light 
settings to find something that looks good; make sure the heat is off.  

• Remember that photos that may not seem therapeutic to you might be therapeutic to them. Capture 
moments for them - holding their hand, crying, kissing, etc. Try not to interrupt their grief by posing 
them for pictures.  

• Don’t forget to take photos of the baby with their family. This family photo may seem awkward to 
initiate, but remember, this is their only opportunity to get this photo with their baby. Offer them to 
every family.  
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Ph3ography|Bir0 St$y N3':



It’s not just us on the care team! Here are a few 
more players you may not know about.  

Records Clerk
A medical records clerk is someone who is in charge of managing patient health records at your hospital. 
In California, they are in charge of making sure the baby has a birth certificate if they are over 20 weeks or 
if the baby was born with signs of life no matter the gestational age. Live births need a live birth certificate 
because a death certificate cannot be completed without one. A death certificate is required for the baby 
to be released to a funeral home. There are steps we need to follow and checklists in place to complete 
the entire process for these families; they will differ depending on where you work. I encourage you to 
look into what is in place at your facility on your next shift and familiarize yourself with all the steps.

Coroner 
A coroner is a medical examiner who investigates suspicious deaths. Stillbirths occurring in the last few 
weeks before a baby is due may be investigated by coroners to help families find answers. Depending on 
your facility, you will need to call your coroner before a specific time and for a specific gestational age. You 
usually do not need to call for losses before 20 weeks. You will tell them the age of the baby cause of death 
if you know, and they may request to come to pick up the infant to investigate further. Many times the 
placenta will go with the baby.  

It is common to provide the coroner with the following information:   

• Mother’s name, age, address, phone number, a medical record number 
• Birth time and date 
• Cause of death, if stated by the attending physician 
• Gestational age 
• Death pronounced by whom with the time 
• Attending physician and phone number 
• Last office visit, if known 
• Medication, drug use  
• Report of domestic abuse 
• Document coroners name on the mortuary receipt 

Social Work 
A social worker’s role is to provide supportive counseling in the form of bereavement support, follow-up 
resources like counseling and support groups, and information regarding the next steps in terms of a 
burial or cremation. The majority of this is done at the bedside. Most times, the social worker helps with 
mortuary arrangements and does check-ins if they need more support in the form of community 
resources. A social work consult is always an important order that your provider should place, but you, as 
an RN, can usually place this order yourself without an MD order in most facilities. Social work should 
ALWAYS be included in your team, and guidelines for when to notify may differ in each facility. If your 
facility doesn’t offer much guidance, we suggest once you have settled with your patient, you know their 
story, to give them a call. Don’t wait till the baby is born. It is a good idea to learn about their role at your 
hospital. If you have time, one shift give them a call and ask some questions, or even find out where their 
office is.  
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Who’s Who?



Lactation
Lactation can be very helpful in bereavement. Depending on the gestational 

age (after 18 weeks), your patient should be aware of the changes that can occur to her breasts and milk 
supply. They have two options: dry up their milk or donate it. You can initiate the conversation and bring 
in the lactation experts to help guide the care. If your patient desires to donate, here is one resource they 
can use to get involved if your lactation department doesn’t have any local resources.  

Organ and Tissue Donation 
Every state and hospital has different organ and tissue donation companies guidelines. We want you to 
find out about yours and write it here!  

  

Spiritual Care 
Spiritual care will differ from hospital to hospital. You may work on a unit with many resources and some 
with literally nothing. It is important to make sure you know what you have, especially before you need 
them. 

One thing you can expect from the Spiritual Care team is to pray with your patients, perform blessings, 
speak about services for baby, read scripture, and sit with and follow up with family after the birth.  
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Company Name: 

When do I call?

Who do I call for?

What are the requirements ?

https://www.mothersmilk.coop/


We may or may not take care of bereaved clients for very long once they are postpartum. Most of our care 
will involve everything in the Care of the Baby module. Let’s not forget that they are a postpartum person 
and will need the same education as anyone else, in addition to some tailored advice based on their 
clinical scenario.  

Education topics you should be familiar with in GENERAL with postpartum: 

Postpartum bleeding- what is normal  

Signs of infection-mastitis and wound infections 

Lactation- education on drying up supply or donating 

PMADs 

• Baby Blues: most new mothers — up to 80% — experience a wide range of emotions, including 
sadness and irritability, during the first few weeks after the baby is born. Often referred to as the 
Baby Blues, this is a normal adjustment as pregnancy, and the postpartum hormones calibrate. 
 Symptoms usually last 2-3 weeks and resolve without medical intervention.  

• Depression: a woman experiencing depression during pregnancy or the first year postpartum 
might have feelings of anger, sadness, irritability, guilt, changes in eating and sleeping habits, 
trouble concentrating, thoughts of hopelessness, and sometimes even thoughts of harming 
herself. 

• Anxiety: a woman with anxiety may experience extreme worries and fears, often over the health 
and safety of the baby. Some women have panic attacks and might feel shortness of breath, chest 
pain, dizziness, a feeling of losing control, and numbness and tingling.  

• Obsessive-Compulsive Disorder (OCD): women with OCD can have repetitive, upsetting, and 
unwanted thoughts or mental images (obsessions), and sometimes they need to do certain things 
over and over (compulsions) to reduce the anxiety caused by those thoughts. These moms find 
these thoughts scary and unusual and are unlikely to ever act on them.  

• Panic Disorder: This is a form of anxiety in which the sufferer feels very nervous and has recurring 
panic attacks. During a panic attack, she may experience shortness of breath, chest pain, 
claustrophobia, dizziness, heart palpitations, and numbness and tingling in the extremities.  Panic 
attacks seem to go in waves but are temporary and resolve without assistance. 

• Post-Traumatic Stress Disorder (PTSD): PTSD is often caused by a traumatic or frightening 
childbirth loss of a baby. Symptoms may include flashbacks of the trauma with feelings of anxiety 
and the need to avoid things related to that event.  

• Psychosis: individuals experiencing psychosis sometimes see and hear voices or images that 
others can’t, called hallucinations. They may believe things that aren’t true and distrust those 
around them. They may also have periods of confusion, and memory loss, and seem manic. This 
severe condition is dangerous, so it is important to seek help immediately. 

These definitions were taken from this website. 
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Postpartum

https://postpartumva.org/


 
BIPTAME was created in our Coping with Labor class, and we have revamped it to help you care for 
these families if you find this page helpful, print it out for your locker or to have on your unit!  

 Take a deep breath. Close your eyes and fill your lungs. Remind yourself why you are doing this 
job. Think about how you would want to be treated in this scenario. Calm yourself through your 
breath. Your patient needs your calm, empathetic but confident energy. Do this occasionally 
throughout or even every time before you enter the room. You are a stability for these patients - 

but you need to be stable yourself.  
Trust your instinct! I believe that if you are here, you desire to know and do better- that alone 
makes a difference in their lives. I believe your instincts will come into play if you trust yourself not 
to worry so much about what you are going to say. What would you want if you were in their 
situation? 

Position yourself at eye level. You are in NO rush here. Sit down and introduce yourself to every 
family member. Explain your role and give pauses for questions and a slow response time. 
Position your body facing the patient. Put any tasks aside. Show that you are fully available.  

Touch with permission, hold your patient's hand and/or touch their arm. If they are crying, ask if 
it’s okay if you hold their hand. There may be patients that grab on to you, which is totally 
normal, but others may need you to make the first move to know that they can use you for 
comfort if they want.  

Adjust your care. Adjust your body language, your face, your tone, and your speed. Everything 
about these patients is different. We need to adjust our care to the temperature in the room. As 
labor nurses, we are usually fast-paced and quick to complete all our tasks. We have to 
remember that rushing, bustling about, and focusing on the tasks may be more harmful in 

these circumstances than they would be in a labor situation.  

Mood: set the mood in the room. What are the lights like? Is it loud? Are they warm? Do they 
want peaceful music playing? Do they want their family on FaceTime or with them? What can 
we do to help create a healing environment that supplements their experience? 

Be prepared to encourage these patients to talk to you and ask questions by offering yourself 
and giving them ample time to speak their mind. Sit for an extra few seconds to hold space for 
them. “Holding space” means being physically, mentally, and emotionally present for 
someone. It means focusing on someone to support them as they feel their feelings. Managing 

judgment while you are present is an important aspect of encouraging a relationship and the 
space to openly discuss what’s on their mind. Be in their room. You already have your supplies, so calmly 
get everything set up and ready, pausing to check in, making yourself available to them to talk, ask 
questions, and educate.  
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One of our goals for you is that you would be LIVING YOUR 
BEST LIFE. What does that mean? You tell us! We want you to 
have a lasting, life-long career in L&D, but the turnaround is 
very high in this specialty. Here’s a list of signs that you may be 
moving towards burnout; therefore, something’s got to 
change. Do a self-inventory and save this for if you’re ever 
concerned, you could be heading in that direction. Be sure to 
consider other factors that could be leading to your symptoms. 
Let’s be clear, burnout is one thing, but having challenging 
shifts is another. Sometimes you need to step away, take a 
vacation, walk, see a therapist, or do some intentional self-
care to recover from the challenges we face on this job, 
especially recovering from bereavement cases. We hope this 
mentorship has been revitalizing for you. At a bare minimum, 
review your mission statement! 

SIGNS 
Chronic fatigue 
Insomnia 
Forgetfulness 
Impaired concentration  
Loss or increased appetite 
Anxiety 
Depression 
Anger or irritability, “in a bad mood” more than usual 
Moodiness 
Loss of enjoyment in everyday activities 
Pessimism  
Negative self-talk 
Feeling disconnected from others or your environment 
Apathy - not caring like you used to 
Lack of productivity 
Social isolation 
Chronic headaches 
Neglecting personal needs, tasks 

How will you counteract any feelings of burnout you may be 
feeling?  
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Signs of Burnout

Click here to follow @minaa_b for more

https://www.instagram.com/minaa_b/?hl=en
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Care for the Caregiver aka YOU
What brings you LIFE? What makes you come alive and how do you feel refreshed? 

What support system do you have? Who are your people (professional and personal)? 

How do you take time for yourself? 

Are you a “yes” person? Meaning, do you frequently overcommit or overdo it? What do you 
need to say no to to create space for a better, more balanced life? 

What relationships feel unsettled to you? When are you going to talk to the person or work to 
create closure? 

What gives you purpose? What is your unique calling in life? What and when do you feel peace?  

What does boundary- setting mean to you? Where do you need to set better boundaries? 

What pre/post shift activities help you prepare for and process hard shifts?
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Fill the boxes below with all the things in your mind causing anxiety or taking up brain space.  
What do you need to do to “put a lid on it” and help compartmentalize and control your anxiety? 



 

“Anything that can get me to remember him, I love.”  
- Alex Mooney 
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“Anything that can get me to remember him, I love.”  
- Alex Mooney
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