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Introduction

Bereavement following the death of a child is one of the most excruciating life experiences for
parents.' More difficult than any other bereavement, coping with the grief after a child’s death can
change parents’ lives and pose significant negative impact on their health.? Bereaved parents are
extremely susceptible to experiencing distress related to their well-being (i.e., physical, mental,
emotional, quality of life) and have increased mortality risks.>*

In 2016, according to the World Health Organization's statistics report, approximately 15,000
children under-five years of age and 3,000 children between the ages of 5 and 14 years, died every day
worldwide.® In the United States, about 40,000 infants and children die annually and more than 400,000
children live with life-threatening or chronic, complex conditions.® Bereavement affects all members of
the immediate family, with parents and siblings exhibiting significant health issues,”” which could pose a
significant risk to population health.

Bereaved parents often experience intense and lasting psychological distress and post-traumatic
stress-related symptoms, including anxiety and depression. Following a child’s death, the first six months
are physically the most difficult for bereaved parents; they experience increased acute illnesses,
hospitalizations, and medication changes.!® Bereaved parents are prone to illnesses and related health
concerns; 25% of the bereaved parents reported new diagnoses of illnesses including prediabetes, anxiety,
and sleep disorder.!! Bereaved parents also experience psychological distress such as anxiety, post-
traumatic stress disorder, and grief-related depressive symptoms that continue to be significant for years
after a child’s death.®!%!3

In addition to the physical health of parents, the death of a child can affect social relationships.

Bereaved parents report decreased communication, feelings of isolation, an absence of close social
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relationships, and increased marital strain and divorce.'*'> When not adequately addressed, psychological
symptoms of bereaved parents can lead to chronic illnesses and negative interpersonal relationships.*
Providing effective support to bereaved parents requires an understanding of existing
bereavement-support interventions. In order to move the science forward, the promotion of evidence-
based interventions for parents requires an evaluation of existing bereavement interventions including the
use of theoretical models or frameworks, measures, and study designs. We initially conducted a review to
evaluate the existing evidence about parental bereavement-care interventions and found literature reviews
of: hospital-based bereavement service interventions,'®!” neonatal intensive care unit based bereavement

19.20 measures used in

service interventions,'® randomized-controlled trials of bereavement interventions,
bereavement care intervention studies,'” and parents’ expectations from healthcare professionals after the
sudden death of their child.?! Forte et al.?> conducted a literature review that was wider in scope to include
all bereaved individuals and specific to interventions directed to address the grief response to
bereavement.

While Endo et al. ' conducted a review that assessed interventions for bereaved parents, it only
included randomized control trials. Considering the paucity of research in this field, our review included
all types of studies that tested bereavement care interventions for bereaved parents of children who died
of acute or chronic illness. Therefore, the purpose of this literature review is to describe interventions for
bereaved parents of children and assess the effectiveness of these interventions by evaluating the quality
of the intervention and quality of the research, including methods, measures, and theories used.

Methods

An experienced librarian (Co-author KS) searched MEDLINE via PubMed (1966-2018),
CINAHL (1937-present), PsycINFO (1887-present), and Embase (1947-present) to identify published
research studies describing bereavement care interventions for bereaved parents. See Figure 1 for the
PRISMA flow chart. The librarian iteratively developed keywords related to the domains of parents,

children, bereavement, and a select set of terms to capture interventional research. The keywords were

combined with controlled vocabulary from PubMed/MEDLINE (Supplementary Table 1) for the purpose



of preliminary search testing and construction. The librarian then mapped and implemented the search
strategy across the databases identified. The last database search was conducted on November 8, 2017.
Only English language publications were included, but no date limit was applied.

Study Selection

Records were de-duplicated using software (Rayyan:http://rayyan.qcri.org) and then, subsequent

manual deduplication. After de-duplication of records, one author (ND) and one research assistant
screened titles and abstracts for inclusion in this review paper. We included fully published empirical
studies (i.e., qualitative, quantitative, mixed methods, case studies, case reports) that examined any
intervention for bereaved parents after their child's death from acute or chronic illness. Due to the paucity
of the literature and the heterogeneity of the samples, we retained studies if the sample included children
who died of any cause including accidental deaths as part of their sample. We excluded parent
bereavement studies specifically focused on: (a) traumatic deaths of children, including suicide and
homicide, (b) interventions for family members outside of the parental role, such as grandparents and
siblings, (¢) studies that evaluated bereavement care program, and (d) reviews, editorials, and conference
abstracts. A search of references was also conducted.
Data Extraction and Quality Assessment

After reviewing the titles and abstracts, 63 records were retained. The selected records were
divided equally among four of the manuscript authors for full-text initial review. Based on this review, 54
records were eliminated because they did not meet our literature review inclusion and exclusion criteria.
Three of the nine records retained for full review were dissertation studies but had tested bereavement
interventions. The Grading of Recommendations Assessment, Development, and Evaluation (GRADE)
tool>*?* was used to rate any identified methodological flaws, inconsistencies, and effect sizes of the
reviewed research articles.

The GRADE criteria were designed to rate the quality of evidence of published research studies
using a systematic approach (i.e., high, moderate, low and very low). For example, the determination of a

strong GRADE rating includes studies that provide strong evidence that further research is very unlikely
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to change our confidence in the reported results. In comparison, the determination of a very low GRADE
rating includes studies in which any estimate of effect is very uncertain (e.g., descriptive studies without
any type of randomization procedures). Our research team members entered review criteria on the
GRADE matrix tables for each of the nine retained studies.

The GRADE matrix tables summarized key elements of the articles including purpose; design
and variables; study participants; measures; intervention details (i.e., type, time, personnel); theory;
results; and implications. Any disputes regarding article selection were settled during our research team
meetings by describing the study and subsequent discussions were based on our review of the inclusion
and exclusion criteria. The GRADE Matrix Tables for all nine studies were developed and discussed
during our research team meetings. During scheduled conference calls, the research team provided a
verbal review and critique of each assigned study and accuracy of the matrix table. The team then
determined a GRADE criteria level of evidence (overall rating) for the quality of the body of evidence for
each study and recommendations (e.g., strong to very low) were based on the GRADE criteria guidelines
(see Table 1).24

Results

Results of this research include the review of interventions for bereaved parents reported in nine
articles (Table 2). The results section is discussed based on the: (a) types of parent bereavement
interventions; (b) intervention effectiveness; (c) theoretical frameworks used to guide the interventions;
(d) timing of interventions; and (f) recruitment and sample size.

A. Types of Parent Bereavement Interventions
The types of parent bereavement interventions were classified according to the modes of the

interventions (i.e. single-modal or multi-modal interventions) and the study design and content. Six
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studies were single-modal interventions®~? and three were multi-modal interventions.

Single-modal interventions



Support-groups.

Heiney et al.?* evaluated a parent support group intervention delivered in eight bi-weekly,
one-hour group sessions to one group of five parents and led by two healthcare professionals (i.e.,
a psychologist and a nurse practitioner). The five parents included two parent dyads and one
single parent whose children had died of cancer within the last 2 to 26 months. The study used a
single-group pre-test/post-test design that evaluated parents’ outcomes using qualitative and
quantitative methods. The first intervention session began with group discussions about group
rules (e.g., empathetic listening and maintaining confidentiality about individual discussions
during all group sessions). Topics discussed during the six sessions included memories of the
child's illness, death and funeral, family reactions, the meaning of the loss, and parents' feelings
about the loss and their future. Outcomes evaluated included psychosocial function, including
emotional status, and family and social adjustment. The investigators reported no statistically
significant findings and attributed the results to the small sample size (i.e., five parents).
Psycho-therapy/cognitive-focused Interventions.

Three studies described psychotherapy interventions: (a) group therapy retreat, (b)
mindfulness-based counseling, and (c) cognitive-behavioral therapy.

Group therapy. Brown® as a dissertation work used a quasi-experimental with a
nonequivalent-control group design with bereaved parents whose child had died within the past
five years. Ages of the deceased children were not reported but stated that the organization offers
services to parents of children of all ages including stillbirth. Bereaved parents in the intervention
group attended a 48-hour weekend retreat, which consisted of 4 formal group-therapy sessions
facilitated by either a psychologist or a social worker.?’ The parents who chose to attend the
weekend retreat sponsored by an organization were part of the intervention group. The control
group consisted of parents who were invited for the retreat but did not attend the weekend retreat.
The intervention provided opportunities for bereaved parents to form support networks as they

interacted with other participating bereaved parents during each session. The study design was



within and between subjects’ analyses. The sample included 84 bereaved parents (i.e., 38 fathers
and 46 mothers). Parents in both groups completed data collection at baseline (pre-test) prior to
the retreat and after the last session (post-test) using measures of perceived social support,
depression, and general well-being. Parents who participated in the retreat showed: a significant
decrease in depressive symptoms, significant improvement in perceived quality of life, and no
change in perceived social support. In contrast, the responses of parents in the control group did
not show a significant change in depressive symptoms, perceived quality of life, or perceived
social support.

Mindfulness-based intervention. Cacciatore et al.>* described the use of a mindfulness-
based bereavement focused intervention as a case study. The intervention was delivered by a
social worker to a 34-year-old African American single father whose 13-year old son died
unexpectedly due to a cardiac condition.*® This intervention is based on the ATTEND
(attunement, trust, therapeutic touch, egalitarianism, nuance, and death education) model.** The
ATTEND model encompasses a focus on self-care of the bereaved individual and the facilitator
conveying compassion to the bereaved individual.> The ATTEND model is also described as
tripartite in that the client, the relationship, and the clinician experience and benefit from the
elements during the implementation of the model. In this case study, the father completed
measures to assess perceived anxiety and depression using the Hopkins Symptoms Checklist-25
(HSCL-25) and emotional trauma using the Impact of Event Scale-Revised (IES-R) at three-time
points over 20 months (i.e., at baseline, between three to four months, and after 20 months).*’ The
father’s responses on both study measures showed a decrease in symptoms over time but
remained above the “threshold for psychopathology.” However, the parent was also on
psychotropic medications for an unspecified portion of the mindfulness-based treatment time-
frame and the effect of these medications on the father’s improved state was unclear.

Cognitive-behavioral therapy. Dawson’s® dissertation work conducted a nonequivalent-

comparison group study in which 10 bereaved parents who had lost a child, aged between 4 and



20 years and within the last 3 years, participated. Parents were assigned to the intervention group
if they were willing to participate in the five to six therapy sessions. Six parents were assigned to
the intervention group. Parents in the intervention group attended -five to six cognitive-behavioral
therapy group sessions, over six weeks. The duration of each intervention group session was from
one-and-a-half to six hours. Intervention sessions included topics about grief, coping, stress
management, relaxation exercises, developing memories and family rituals. Four parents were
assigned to the control group. Parents in the control group received a mailed grief-support book
titled: Tear Soup: A Recipe for Healing After Loss. All enrolled parents completed the same
measures (i.e., Beck Depression Inventory, State/Trait Anxiety Inventory, Symptom Checklist
90-Revised, and the Group Cohesiveness Scale). Results showed the intervention group had a
significant reduction in overall grief symptoms (e.g., anger, guilt, despair, & sadness) compared
to the parents’ responses in the control group. Parents with more time elapsed since their child’s
death had a greater decrease in symptoms. However, there was no statistical difference in pre-test
and post-test scores of the intervention group on any of the standardized measures listed above.
Additionally, the effect of confounding variables on study outcomes was not addressed, though
the author stated that non-randomization and the non-equivalent comparison group design posed
threats to the internal validity of the study.

Intentional touch.

Kempson?® described a quasi-experimental non-equivalent pre-test/post-test control-
group design to evaluate the effect of therapeutic intentional touch therapy (i.e., the Tragers’
Psychophysical Integration) on bereaved mothers’ grief (Grief Experience Inventory) and
perceived social support (Multi-dimensional Scale of Perceived Social Support). Enrolled
mothers were randomized to either the intervention group (n=31) or the control group (n=34).
The intervention group included parents who received the intentional touch therapy. Parents who
did not receive the intentional touch therapy were part of the control group. Parents were

recruited from two self-help parent bereavement groups using purposive and snowball sampling



methods. No details were provided of the purposive sampling method. All enrolled mothers had
lost a child during the last 6 to 60 months. Tragers’ Psychophysical Integration approach
includes “calm rhythmic rocking and light shaking” (p. 345) of the participant's body to release
the pain and memory of the traumatic event.?® The intervention group sessions were delivered for
6 to 8 weeks by trained and certified Trager practitioners over a 14-week timeframe. It was
unclear if mothers in the control group received any other forms of therapy. The study reported
statistically significant effect of the touch therapy on three grief related symptoms including
despair, depersonalization, and somatization.

Expressive arts therapy.

Webb-Ferebee’s?’ dissertation study used a pre-test/post-test quasi-experimental design
without a control group. This study evaluated the impact of an expressive arts therapy
intervention on a function of 10 bereaved family members (i.e., 7 mothers, 2 grandmothers, and 1
grandfather).?” Family members had lost a child within the last 2 to 36 months. Enrolled family
members attended a weekend camp and participated in a variety of expressive arts activities in a
combination of group formats (i.e., multi-family groups; parents’ groups; developmental age
groups for children; total children’s groups; individual family groups; a mothers’ group; & a
fathers’ group). Various forms of art such as painting, sculpting, music, dance, and acting were
included. Standardized measures including the Family Environment Scale, Beck's Anxiety and
Depression Inventories and the Behavioral Symptoms Index were administered pre- and post-
intervention.?” No significant differences were found in the pre- and post-test scores between the
two groups. The responses of the participating family members did suggest a trend in some
improvement in family function scores.

Multi-modal interventions
Three studies used a combination of interventions to offer bereavement care for parents.
Darbyshire* used an interpretive phenomenology method to assess the bereaved parents’ perception and

experience with a telephone bereavement-care intervention. A nurse from the oncology team was



assigned to the child’s family shortly after the child’s death. The assigned nurse called the bereaved
parents at relevant times over 13 months. No details of the telephone conversation were provided, but the
intent was to stay connected to the bereaved parents during the first 13 months after the child’s death. In
addition, this nurse attended the child’s funeral, sent personalized birthday cards and offered other
resources, including connecting the family with professionals or support groups as needed. Parents shared
they felt supported and appreciated the continued relationship with a healthcare team member who cared
for their child. This opportunity to connect with a known health care team member assisted parents in the
process of meaning-making after their child’s death.

Two articles described the use of three complementary components: a support package, peer
support contact, and health care provider contact. The support package included information on
mourning, grief, coping strategies, crisis care, as well as poems and stories about the loss of a child. The
peer support contact occurred via a telephone call about a week after the child’s death and continued as
per the bereaved individual’s need. The healthcare providers that were a part of the child’s primary care
team also contacted the bereaved parent at two to six weeks after the child’s death. Contact was either via
telephone or in-person based on the parent’s preference. The healthcare providers were given written
information about grief and grief related topics that they could include in their conversations with the
parents, in addition to any topic the parent wanted to discuss. For both studies, parents were randomized
based on the hospital that provided care to the child. Parents who had a child in a hospital that provided
the intervention were in the intervention group and hospitals that provided standard care were part of the
control group.

Aho et al.’! described the implementation of a multi-modal bereavement care intervention for
fathers following the death of a child including perinatal deaths. The study used a single measure, post-
test design and compared 62 fathers in the intervention group to 41 fathers in the control group.®' One
standardized instrument (Hogan Grief Reaction Checklist)** was used to measure grief and one study
specific instrument was developed by the first author to measure social support. Participants were

randomized to either group based on the hospital from which they were recruited. The study reported



significant differences in personal growth among fathers. Fathers in the intervention group reported more
personal growth. In addition, fathers in the intervention group had significantly less blame and anger
compared to the control group. Contact with health care personnel and peers was reported as supportive.

Raitio et al.** described the implementation of the multi-modal bereavement care package with
bereaved mothers. This study used a single measure in a post-test control-group design that evaluated
differences between mothers in the intervention group (n=83) compared to mothers in a control group
(n=53). Among mothers receiving the intervention, the results showed: (a) maternal age and self-
perceived health, and the deceased child’s age were associated with maternal grief reactions; (b) greater
support from health care professionals was associated with stronger personal growth of grieving mothers;
and (c) no significant difference in maternal grief reactions was found between the intervention and
control group.

B. Intervention Effectiveness and Efficacy.

Based on the GRADE tool, the nine studies reviewed evidence ratings were: very low- 1; low- 3; and
low to moderate - 5. The articles varied in research design and included: two randomized clinical trials,
five quasi-experimental, one qualitative, and one case study. Efficacy flaws included the use of study-
specific, author-created, non-validated measurement tools to assess outcomes.?!%3% Several studies had
intervention fidelity limitations in that they did not describe protocols for their telephone or support group
curriculum, 228313335 Only two studies included group randomization®'*3; however, in these studies,
randomization to groups was based on the hospital setting where the child died (i.e., two hospitals
received the intervention and three were in the control group). The qualitative study was described as an
interpretive phenomenology in which participants were interviewed following the implementation of a
unit based telephone support program,? but the stated study design did not reflect a phenomenological
study.

C. Theoretical Frameworks.
Among the nine articles reviewed, only two articles?®*° described the use of a theoretical model to

guide the design and implementation of a bereavement intervention. Dawson’s?® support group model was



developed based on Cognitive-Behavioral Theory (CBT).*® Dawson acknowledged that, while grief is a
natural state following a loss, CBT has been beneficial in treating depressive and anxiety symptoms,
which often co-occur in grief. Additionally, the author cited a study in which some cognitive behavioral
strategies, such as meaning making and learning health-protective behaviors, assisted in the adjustment of
bereaved widows.

Cacciatore®® used the ATTEND model, a mindfulness-based bereavement care model built upon
the precept of self-care and compassion, integral for those who work in the emotionally intense fields of
social work. The model encompassed the experiences of clients, clinicians, and their therapeutic
relationships.

Two studies?’! introduced the history of theories in the literature review section. However, the
authors did not describe how they designed and implemented their interventions based on the specific
theories introduced. For example, Aho*’ discussed how social support is conceptualized by Kahn*® in the
literature review, but failed to describe how they designed and implemented their intervention based on
Kahn’s theory.’!

In Webb-Ferebee’s dissertation study,?’ the history, process, and evolution of expressive arts
therapy were described in the literature review; but it was not clear how this information was applied in
the method section. One of the models discussed in this study was Moos’3* model of grief, indicating that
grief happens on many levels including individual, family, and societal levels. Moos’* grief model
recognizes families as a system and posits that individuals in a family are defined by their interactions
with one another in the system. The author, however, did not describe how the intervention was guided by
the theory.

D. The Timing of Intervention

The timeframe for parent bereavement interventions varied after a death. The earliest delivery of

a parent bereavement intervention was prior to the parent(s) leaving the hospital when a support packet of

written bereavement materials was provided.’'** Three interventions (33.33%) occurred exclusively



within the first year of the child’s death.’!-** Six interventions (66.66%) occurred beyond the first year and
up to five years after the child’s death.>>3°

Interventions occurred at varying points after the loss of a child. In the two studies with the
earliest points of intervention delivery, mothers®® and fathers®! were given packets of written bereavement
materials prior to leaving the hospital after the death of their child. Additional support was provided in the
form of telephone calls and or home visits, both of which were concluded within six weeks of the child’s
death; and the earliest conclusion of any intervention.’!*3

Six studies provided bereaved parent interventions beyond the first year of the child’s death.>>3°
The case study examined a mindfulness-based intervention used with a bereaved African American single
father beginning 14 months after the loss of his son and continued over a 20 month time period.*® In
another study, bereaved mothers received touch therapy within 6 to 60 months after their child’s death.
Families who attended a weekend therapeutic retreat had lost their child within the last one to five years.?
In another study, bereaved parents participated in expressive art therapies at a weekend camp within 2 to
36 months after their child’s death.?’” Heiney et al. included bereaved parents attending a 7-session support
group from 2 to 26 months after their child's' death.?® In Darbyshire et al.’s study, a nurse from the child’s
oncology team attended the funeral and then provided bereavement telephone calls to the family over the
following 13 months.*? Lastly, in Dawson’s study, parents’ whose child died between child between three
months up to four years participated in a six-week support group intervention.”

E. Recruitment and Sample Size.

Several recruitment concerns were not explicitly addressed in the reviewed parent bereavement
intervention studies. Several of these studies recruited participants from pre-existing bereavement groups.
Due to being in an existing bereavement intervention, these parents may already be more likely to
participate in and possibly benefit from other bereavement interventions.?*?%2%32 Additionally, small
sample sizes were common among the reviewed studies, with the smallest (non-case study) sample
having 5 parent participants® and the largest having 136 parent participants.”” Although two studies

specifically focused on bereaved fathers, this population was underrepresented.**! In the nine studies



reviewed, there were 430 intervention participants, including 150 fathers (35%), 268 mothers (62%), and
12 (3%) others (grandparents and children).

Lastly, two studies evaluated parent bereavement support groups offered by the hospital where
the deceased child was treated.>® It was unclear in both of these studies whether the support group was
located on the hospital grounds. Some families may find it difficult to return to the hospital, especially
soon after the child’s death, and this could deter participation.

Discussion

The most notable finding in this literature review is the paucity of well-established bereavement
care interventions for bereaved parents. Due to the limited number of intervention studies, we included all
studies that even remotely appeared to be bereavement interventions for bereaved parents. Several flaws
were noted in the research designs in the studies reviewed. The GRADE tool considers effect sizes,
methodological flaws, and inconsistencies to determine the level of evidence. Since none of the studies
we reviewed reported effect sizes, we were only able to evaluate studies based on methodological flaws
and inconsistencies. Methodological flaws of the reviewed studies included small sample sizes; sample
and methodological heterogeneity (i.e., sample demographics, intervention type, and intervention timing);
lack of attention or description of an intervention fidelity process; and lack of any discussion about
potential effect of confounding factors on the study outcomes. Concerns about the feasibility and
replicability of the reviewed intervention also affected the quality rating of the bereavement interventions
in this literature review. All these issues posed threats to the internal/external validity of the studies and
intervention efficacy.

Selection bias was evident in most of the reviewed studies. Only two of the reviewed studies used

31,33

randomization to select participants,®** one was a case study,*® and all other studies’ recruitment was

through convenience sampling, where parent participants self-selected into the intervention,?>-27-2-32:40

Recruiting using support group or parents who are members of organization creates a sampling bias as

being part of a support group itself can be therapeutic.”



Recruitment for bereavement research is challenging due to the sensitivity of the topic and
vulnerability of the population.*! Dawson et. al.?® specifically highlighted the high attrition rate and
difficulty in recruitment resulting in changing study design. Pediatric providers and institutional review
boards are protective of this population due to the vulnerability and sensitivity of the topic creating

11,41,42

recruitment challenges, which can negatively influence the recruitment of parents to bereavement

intervention studies. In an effort to overcome sample size issues, research often is extended to a more
heterogeneous population with a wide age group or time since death, which affect the study validity.!**!

Few studies reported positive outcomes of the intervention(s). Kempson? reported that
intentional touch therapy had a positive effect on despair, depersonalization and somatization.
Cacciatore® found the mindfulness intervention decreased trauma responses, anxiety symptoms, and
depression symptoms. Participation in a weekend therapeutic retreat resulted in improvement in
depression symptoms and positive effect.?’ Qualitative studies supported prior research narratives that
bereaved parents appreciated the support from hospital staff members who knew their child** and had the
ability to connect with other bereaved parents.*?> An evaluation of a hospital-based multi-modal
intervention bereavement program found no statistical difference between the intervention and control
groups, the reason of which might be due to the short length of time (six months after the loss) when the
evaluation was conducted.?® Inadequate reporting of study procedures and treatments by investigators
limits the replicability of the interventions and thus limits the ability to confirm or refute any reported
study findings.?

The effective development and implementation of interventions require researchers to integrate

1.} recommended the appropriate

theories as the foundation for their interventions. Bartholomew et a
integration of theoretical frameworks to facilitate: (a) identifying problems, (b) explaining the logic of
change, (c¢) selecting appropriate interventions, (d) evaluating relationships among constructs, and ()
reporting findings. In this review, only two studies explicitly illustrated how their bereavement

interventions were designed based on theoretical models.?®*° Researchers should develop interventions

with theoretical foundations and avoid retrospectively overlaying a theory for their interventions.*



Implications and Recommendations

Due to the unique nature of grief experiences and the diversity of family systems, the one-size fits
all bereavement care approach does not work. This review supports Forte’s recommendation that to
improve parental bereavement care, the interventions must be targeted to specific populations and tested
through randomized-control trials with a focus on specific bereavement outcomes.?? Alternatively, one
specific intervention may not be suitable for all people, and those who are bereaved might not always
need professional support. We support the recommendation of Endo et al.' of doing feasibility and
validity studies prior to doing randomized-control trials to avoid expenditure on interventions that are not
feasible and/or do not achieve appropriate health outcomes.

The diversity in individual experiences can influence parental grief and bereavement.* Therefore,
when designing interventions for bereaved parents, researchers need to take into consideration parents’
individual differences and design interventions that can be tailored to individual needs. The Integrative
Risk Factor Framework for the Prediction of Bereavement Outcome developed using the Dual Process
Model of Coping with Bereavement and cognitive stress and coping models, highlights the need for
nuanced and individualized care for bereaved individuals.***> The framework incorporates five elements
including: (a) the nature of the stressor; (b) interpersonal resources; (c¢) intrapersonal resources; (d)
appraisal and coping processes; and (e) outcomes.** Each of these elements has multiple variables that can
impact an individual’s grief process and subsequently, their physical, emotional, psychological, cognitive
and social outcomes. Using this framework, interventions for bereaved parents should be offered based on
the individual’s identified needs, rather than one type of intervention applied broadly to the population.

Additionally, the Integrative Palliative Care Model* highlights the need to integrate bereavement
care during palliative care. The model recommends the use of a pediatric palliative care liaison that works
with the family during the child’s palliative phase to create a collaborative bereavement care plan for the
family.* This collaborative plan approach can be integrated for all families experiencing a child’s death
due to chronic illnesses or even in case of sudden death. This model can be a true representation of

holistic family care-centered approach in which we care for the sick child and the caregiving parents.



Using an integrative palliative care model with an array of multi-modal bereavement care interventions
can be effective in addressing the individualized bereavement needs and have the potential to improve
bereaved parents’ health outcomes.

Bereaved parents have higher morbidity and mortality rates when compared to non-bereaved
parents.!***4 Therefore, bereavement care interventions must measure health-related outcomes including
physical, psychological, social, and spiritual health.!' Additionally, budgetary restrictions for bereavement
care services play a role in implementing economical and standardized bereavement care
interventions.***” Bereavement care must be an integral element of pediatric palliative care that focuses
on parental health promotion and disease prevention with a goal to improve bereaved parents’ health
outcomes. In order to justify budgetary needs, a paradigm shift must occur in which bereavement care is
viewed not as an extension of pediatric palliative care, but rather an important element of palliative care.*’

Conclusions

The methodological flaws in the examined intervention studies included: lack of using a control
group, non-randomization, use of non-standardized measures, as well as heterogeneous and small sample
sizes. These flaws hinder the evaluation of the efficacy and generalizability of the interventions?>*!
Therefore, the studies in this literature review are not adequate for recommendations of effective
bereavement care interventions. Additionally, only one study was published within the last five years,
which highlights the dearth in intervention studies for bereaved parents.*® In summary, the state of the
current science on published interventions for bereaved parents is very poor and much work needs to be
done to effectively address the needs of bereaved parents, including both their physical and emotional

health needs.
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