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Abstract
Heathcare Workers (HCWs) recognize their responsibility to support the bereaved loved ones of our patients, but we also must attend to our

own professional and personal grief in the COVID-19 pandemic. COVID-19 grief is occurring in the setting of incomplete grief, disenfran-
chised grief, fractured US governmental leadership, and evidence of great mistrust, systemic racism, and social injustice. In the intensity and
pervasiveness of COVID-19, HCW fears for themselves, their colleagues, and their own loved ones are often in conflict with professional com-
mitments. Even at the dawn of promising national and global vaccination programs, significant HCW morbidity and mortality in COVID-
19 has already become clear, will continue to grow, and these effects likely will last far into the future. Given the risks of complicated grief for
HCWs in the setting of COVID-19 deaths, individual HCWs must put every effort into their own preparation for these deaths as well as into
their own healthy grieving. Equally importantly, our healthcare systems have a primary responsibility both to prepare HCWs and to support
them in their anticipatory and realized grief. Special attention must be paid to our HCW trainees, who may have not yet developed personal
or professional grief management strategies and are coming into healthcare practice during a time of great disruption to both teaching and
clinical care. J Pain Symptom Manage 2021;62:647−656. © 2021 American Academy of Hospice and Palliative Medicine. Published by
Elsevier Inc. All rights reserved.
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EDITOR’S NOTE David Casarett, MD, M
A
This is a thoughtful and comprehensive exploration of COVID-related grief among healthcare workers−a topic that is
all too often overlooked or minimized.
Key Message
Heathcare Workers (HCWs) recognize their respon-

sibility to support the bereaved loved ones of patients,
but also must attend to our own grief. To promote
healthy grieving, both individual and system interven-
tions are key to helping HCWs prepare for loss and to
supporting HCWs in their grief over the COVID-19
deaths of patients, colleagues, and families.
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Your absence has gone through me
Like thread through a needle.
Everything I do is stitched with its color.

W.S. Merwin

The COVID-19 pandemic has transformed how peo-
ple grieve as well as the relationship between frontline
healthcare workers (HCWs) and grief.1−4 COVID-19
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has impacted the anticipation and rituals of grief and
brought HCWs’ professional and personal grief into
stark focus. As of March 12, 2021, there have been
more than 118 million confirmed COVID-19 cases
globally, with more than 2.6 million deaths. In the
United States (US) alone, there have been over 29 mil-
lion cases and more than 532,000 deaths.5 As of March
12, 2021, the Centers for Disease Control and Preven-
tion identified 443,571 COVID-19 cases among US
HCWs. Among 353,052 of these cases where data were
available, 1,451 HCWs had died.6 The Guardian main-
tains a database (“Lost on the Frontline”) on US HCW
deaths due to COVID-19, with 3,544 deaths catalogued
and hundreds of individual stories profiled as of
March 12, 2021.7

The grief associated with the many lives lost due to
COVID-19 and the impact on HCWs and other essen-
tial workers has not been fully addressed due to the
sudden and evolving state of the pandemic. This paper
addresses COVID-19-related HCW loss and grief from
an interdisciplinary perspective and in the context of
four key sociocultural contexts, outlines the risks for
complicated HCW grief, and provides recommenda-
tions to promote healthy grieving among HCWs.
Grief in Context
Much was known about the basics of grief and

bereavement prior to COVID-19. The experience of
grief is both normal and nuanced. Researchers have
identified the process of anticipatory grief and have
delineated normal grief (a basic human emotion)
from pathological grief (commonly referred to as
“complicated grief”). Complex grief reactions, such as
prolonged grief disorder, post-traumatic stress disorder
(PTSD), and depression, are thought to occur in a
minority (10%−15%) of those who are bereaved.8,9

Notably, a key understanding about grief is that the
quality of dying can predict complicated grief. The
end-of-life experiences and the relationships of the per-
son who died and their loved ones (what happens before
death and as people face the end-of-life) appear to be
as important or more important to the quality and out-
come of grief than what is done after the death to con-
sole the bereaved. Most of the risks for complex grief
reactions are realized before the death rather than
after, including pre-existing mental illness in the
bereaved, strain in the deceased-bereaved relationship,
poor social support, sociodemographic stressors, death
in the hospital (the ICU in particular), limited prepara-
tion and communication, inability for loved ones to say
good-bye to the dying, and sudden, traumatic, or vio-
lent death.2,4,10−12 This finding points to the value of a
preemptive strategy for grief support. As Morris and
Block have written, “bereavement care is best concep-
tualized as a preventative model of care.”13
Of course, grief is not to be over-medicalized. The
experience of grief is an elemental part of humanity (if
one cares about something or someone, one will almost
inevitably face the sadness of its loss). Bereavement cer-
emonies are offered by nearly all religious traditions
and grief rituals and practices are a feature of every
human culture. As physician Rachel Naomi Remen has
said simply, “Grief is how loss heals.”14

HCW Grief Prior to COVID-19
Grief was often problematic for HCWs even before

COVID-19. Despite the inevitable losses of serious ill-
ness and the reality of human mortality, grief has long
lived uneasily in the practice of clinicians. This may be
especially true for physicians, given that discipline’s
tendency to see illness as an enemy to be battled
against and death as a professional failure.15 Physician
grief might be described as compartmentalized and dis-
enfranchised, with physicians attempting to deny, mini-
mize, or hide their grief as insignificant or somehow
improper in professional interactions.4,16,17 Even
before COVID-19, physicians have likely paid a price
for their unprocessed grief. One third of physicians felt
guilty about patient deaths and half felt a sense of fail-
ure.16 HCWs’ grief is associated with burnout and dis-
tress as bereaved HCWs strive to balance caring,
professional identities, and evolving work responsibili-
ties.17−20 Burnout itself may be the direct result of an
inability to integrate inevitable, mounting losses into
an ongoing career and life. As busy clinicians move
“onto the next,” grief compounds and the consequen-
ces of unprocessed grief accumulate. Among HCWs
facing the deaths of patients, psychological grief reac-
tions such as thinking about the patient, feelings of
helplessness, crying or despondency, disbelief or shock,
difficulty concentrating, anger, and anxiety often per-
sist for more than 1 month and may warrant profes-
sional intervention.21,22

Factors Complicating COVID-19 Grief in the US
Grief in the time of COVID-19 has novel elements

and HCWs have had to adapt to the new strains on
their patients and loved ones, as well as to reconcile
their own personal and professional relationships to
loss in the time of COVID-19. Grief in the pandemic in
the US has been challenged further in the context of at
least four complicating factors.

Incomplete Grief. COVID-19 grieving is often incomplete
both right before and right after death. The loss of abil-
ity to have belief-concordant final good-byes and
mourning rituals complicates the natural coping and
healing processes of grief. While there have been com-
passionate attempts to allow visitors for dying patients,
social distancing has led inevitably to loss of a sense of
control and to anxiety, challenging the ability to cope
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with the death of a loved one.1,10 The worry and guilt
associated with inability to offer loving presence and
companionship for their loved ones have been
expressed frequently by distressed families and may
increase the risk for complicated grief.4 Reports from
across the country describe in heart-breaking detail the
plight of families saying their last good-byes to a loved
one via technology or through glass or plastic barriers
and their limited ability to comfort dying loved ones
with their touch, hug, or kiss.1 Joy Miller, PhD, founder
of Resiliency 2020, has said, “COVID-19 robbed us of
our goodbyes.”22 Grief rituals have been adapted to
comply with the requirements of social distancing,23,24

nevertheless, physical separation and social distancing
during bereavement can cause significant distress.2,3

Disenfranchised Grief. Disenfranchised grief has been
defined as ''grief that persons experience when they
incur a loss that is not or cannot be openly acknowl-
edged, socially sanctioned or publicly mourned.''25

Those loved ones mourning deaths from COVID-19
may experience disenfranchisement due to their own
shame or blame from others for having caught COVID-
19 (due to personal decisions about masks or social dis-
tancing or due to increased risk from comorbidities
steeped in negative bias, such as obesity). There may
be suspicion of the mourner’s own infection risk having
been physically close to the deceased. Finally, others
may discount the death due to the deceased’s age (a
bias against the elderly), or due to the sense that the
deceased is just yet another statistic or insignificant in
the context of a global pandemic.

Inadequate US Governmental Response. The COVID-19
pandemic in the US has been unfolding in the context
of a limited, fractured, and politicized governmental
response. Public officials and citizens both have had
basic disagreements about the appropriate role of the
national government in leading a response to the pan-
demic and the validity and importance of immunological
and epidemiological science. Basic elements of infectious
disease prevention and containment have become highly
politicized, leading to policies, practices, and distribution
of resources (including PPE and vaccines) inconsistent
across the US.26 Such national contention likely contrib-
utes to US COVID-19 cases and deaths out-of-proportion
to population, US public mistrust of healthcare institu-
tions and workers, as well as a sense of anger and aban-
donment among US HCWs.

Social Injustice, Mistrust, and Racism. COVID-19 has dis-
proportionately affected communities of color, immi-
grants, indigenous and vulnerable people in communal
living environments, unmasking larger issues of social
injustice and systemic racism that have a long history
and long-term implications.27,28 Individuals from
communities of color may have poorer baseline health
and financial indices, higher baseline socio-economic
stress, generational trauma, andmistrust of the healthcare
system rooted in past and current institutional racism.29,30

In the US, people of color are more likely to be bereaved
from COVID-19 than whites31 and face this stressor with-
out equal financial and healthcare resources.32,33 Struc-
tural racism often deprives racial and economic
minorities from accessing needed healthcare or receiving
quality care, resulting in more severe COVID outcomes.
There is a rise of anti-Chinese or anti-Asian sentiment,
exacerbated by US political figures’ COVID-19
responses.33 Race-specific stigmatization may compound
HCW’s grief reactions due to fear, shame, and racial divide
and create psychosocial pain,mistrust, and suffering.27,34

Of course, HCWs are not immune to the systemic
racism revealed by COVID-19. HCWs of color in the US
and England are nearly twice as likely as white HCWs
to test positive for the virus and five times as likely as
whites in the general community.35 In the Guardian
database, a majority of US HCWs who have died of
COVID-19 (63%) were identified as people of color.7
The Impact of COVID-19 Grief on Healthcare
Workers

The expectation that we can be immersed in suffering and
loss daily and not be touched by it is as unrealistic as
expecting to be able to walk through water and not get wet.

Rachel Naomi Remen, MD
Kitchen Table Wisdom

HCWs practice at the frontlines of COVID-19 and
experience grief around the deaths of their patients, their
colleagues, and their own loved ones. Although much has
been written about COVID-19 grief of nonhealthcare
workers in both the academic and lay presses,2,9,22,36−38

the plight of HCWs deserves special attention.

The Impact of COVID-19 on HCW Professional Grief
The COVID-19 pandemic has created unprece-

dented fear and anxiety for HCWs39 and intensified
pre-existing clinician “professional grief” issues (the
grief that HCWs have for their patients who die) in at
least eight ways. Notably, these elements likely increase
the risk for HCW complicated or prolonged grief.
1)
 COVID-19 is causing a large number of deaths. In
2020, COVID became a top cause of death in the
US and internationally. By the December 2020,
COVID-19 became the leading cause of death in
the U.S.40 What resources clinicians may have
had for dealing with patient deaths pre-COVID
may be overwhelmed simply because of the sheer
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numbers of COVID-19 deaths. COVID-19 has
brought death out of proportion to other dis-
eases (such as cancer or influenza) that clinicians
previously may have learned to manage or
accept.
2)
 HCWs may be deployed to types and conditions
of work (and the attendant COVID-19 deaths)
for which they are unprepared. For example, dur-
ing surges in overwhelmed hospitals, dermatolo-
gists or surgeons may be required to attend in
swamped medical ICUs, or office-based nurses
may be redeployed to cover in the emergency
department, exposing clinicians to feelings of
inadequacy, guilt, and overwhelm. HCWs are
being asked or ordered to bear witness to types of
deaths they are not used to and in settings they
do not typically practice. Such clinicians may not
have developed the personal or professional
resources to manage such stresses.
3)
 The basic logistics of healthcare during the pan-
demic may conspire against adequate attention
to clinician grief. Healthcare teams are often
understaffed during COVID-19 surges, with the
need for quarantining of exposed team members
threatening healthcare team functioning. HCWs
may feel a burdensome commitment to their
team and to support each other, assessing the rel-
ative risks and costs of working on the COVID-19
frontline for themselves versus for each of their
colleagues (e.g. based on age, pregnancy, pres-
ence of partners or family, or colleague medical
issues). Clinicians may work long hours without
adequate breaks throughout the day or relief
over the course of days and weeks. Clinicians may
not have adequate PPE to feel or be safe.
4)
 In the absence of a cure and ongoing uncertainty
about the best ways to treat COVID-19, clinicians
may feel impotent to help their patients. Clinicians
may feel that their medical knowledge or skills,
or both, are inadequate or out-of-date in the rap-
idly evolving pandemic. HCWs may feel that their
healthcare systems or national resources are
inadequate to provide the best care possible. Cur-
rently, in the context of promising vaccines,
physicians are dealing with the slow roll-out of
the vaccine, concerns about the social justice of
vaccine distribution, and the possibility that the
pandemic may get worse before it gets better.
5)
 The demographics of patients who are dying may
present an additional stress to HCWs. Moral dis-
tress and guilt about the racial and economic
inequities in COVID-19 epidemiology and deaths
complicate and exacerbate clinician grief. Previ-
ously healthy or young people may suffer perma-
nent disability or may die. Couples and multiple
members of a single family may infect each other
and die suddenly. Many clinicians have stories
now of patients emerging from their own ICU
stay, only to learn that their love one has died of
the disease that nearly killed them.
6)
 The way patients are dying brings added distress for
clinicians. Clinicians may be communicating with
patients remotely much of the time. Although
assessments about telemedicine identify the
broad acceptability, satisfaction for patients, and
even alternate sources of intimacy, many clini-
cians may feel like “it’s not the same” as in-person
care.41−44 In addition to the distance (seeing
patients through goggles or Zoom, touching
them through PPE), the ethics of dying of
COVID-19 may compound clinician grief. Anger
about missed opportunities to prevent deaths
due to a poor distribution of healthcare resour-
ces may intensify the clinicians’ sense of loss. And
patients with COVID-19 may die unexpectedly,
precipitously, increasing the risk for complicated
grief for HCWs. Still other patients may linger in
the ICU for weeks prior to dying, with HCWs
deeply invested in and connected to them. Clini-
cians may develop false hopes about patient
recovery only to find such patients readmitted to
the hospital or dead after a transfer to a rehabili-
tation facility or discharge home.
7)
 Surrounded by such extremes of dying and with
the potential impact of vaccine distribution sys-
tems that prioritize frontline HCWs for the initial
limited supply of vaccines, clinicians may suffer a
heightened sense of survivor’s guilt. While HCWs
may be recognized by their communities as “her-
oes” for their work on the frontlines (recognition
that may be waning as the pandemic rages on),
their own survival (due to prioritized access to
PPE, vaccines, or other factors) contributes to
their possible guilt while they bear witness to the
misery of their patients and their communities.
8)
 COVID-19 has placed HCWs in a new and vulnera-
ble place in the context of dying. Holding the
smart phone or tablet up to the dying patient in
the ICU, HCWs have been placed more clearly in
the face of suffering. HCWs in the pandemic often
serve as the surrogate comforter or communicator
during times of virtual anticipatory grief and
bereavement.4 While many frontline HCWs have
stepped up to serve as the “proxy family” of their
patients to bridge the gaps created by social distanc-
ing, this exposure to intense suffering represents a
new and stressful role for bedside care teams.
The Impact of COVID on HCW Personal Grief
Clinicians are bearing witness to suffering and griev-

ing the loss of their patients, but in COVID-19, HCW
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loss and grief are also deeply personal− clinicians and
their own loved ones are dying as well. While clinicians
always have been susceptible to the same illnesses that
they treat in their patients and while clinicians may
experience counter-transference with patients who
remind them of themselves or family members, the
COVID-19 pandemic has made these associations more
intense.

Many HCWs live in fear of bringing COVID-19 home
with them from work, exposing their loved ones as a
result of their profession. Some clinicians are choosing
instead to isolate themselves from family (staying in
hotels, call rooms, or their cars) for weeks at a time to
avoid going home and potentially exposing their loved
ones.

HCWs themselves may die due to COVID-19 as a
member of an affected community (with spread from
family or friends or others in their lives outside of
healthcare). But HCWs may also die as a direct result
of their work. Dr. Li Wenliang of Wuhan, China, was
one of the first to raise the alarm about the coming ill-
ness in December 2019, but then died himself of
COVID-19 weeks later. Lack of adequate PPE forces
clinicians to weigh the risks of patient care against the
risks of their own or their family’s infection; for many
clinicians, COVID-19 has become an impossible combi-
nation of personal fear and professional obligation.
The call of duty to serve on the frontlines of COVID-19
is powerful for many HCWs. But for many, including
those with families at home, pregnant women, and
those who are older or in poor health, professional
commitments run counter to parental and personal
obligations.
The Impact of COVID-19 on the Mental Health of
HCWs

Given the dual professional and personal stresses of
COVID-19 and its ensuing grief, the data emerging
about the mental health costs of COVID-19 on HCWs,
while not necessarily surprising, is profoundly disturb-
ing. HCWs who survive the pandemic can experience
difficult emotions such as loss, guilt, frustration, inade-
quacy, fear, and powerlessness. They are at risk for
vicarious trauma, survivor’s guilt, moral distress, com-
passion fatigue, and burnout.4,37,39,45−47 Rates of anxi-
ety and depression have increased among HCWs, with
frontline providers at particular risk.36,48,49 HCW expo-
sure to intense suffering during the COVID pandemic
is associated with increased depression, anxiety, insom-
nia, and distress amongst the bedside care teams.50.

Although the rates of pathological grief among HCWs
in the COVID-19 pandemic are not yet known, they are
likely to be high given the multiple risk factors HCWs
have.2,4 Historically, suicide has been the only cause of
death greater for physicians than nonphysicians.51
Though data about HCW suicides are limited for the
COVID-19 pandemic and while the exact cause of
some well-publicized clinician suicides may not be
known definitely, news of HCW suicides causes shock
and fear to ripple across clinician communities.52 The
mental health burdens of the COVID-19 pandemic
may last for decades.53
Healthcare Worker COVID-19 Grief Preparation
and Support

Given all the personal and professional losses due to
COVID-19 and the future losses expected over the next
months and years, the task for HCWs is not to avoid hav-
ing to grieve, but rather to be able to experience healthy
grieving. Tasks for healthy adjustment to grief include:
accepting the reality of the loss; experiencing the pain of
grief; adjusting to an environment that no longer
includes the lost person, object, or aspect of self; and
reinvesting emotional energy into new relationships.54

Ultimately, healthy grieving means integrating the loss
into one’s life with the ability to understand and normal-
ize the grief process, acknowledge personal limits, and
know when getting away and caring for oneself is neces-
sary.54 Importantly, it is key to remember that grief is a
normal human emotion and resilience is the norm,
rather than the exception, in the face of loss.55−57

While the world works to address the pandemic,
individuals and healthcare systems can work to protect
HCWs from pathological grief disorders, allowing grief
to be, simply and appropriately, the natural healing of
loss. Although there is not yet a robust literature con-
firming effective strategies for either protecting or sup-
porting grieving HCWs in the COVID-19 pandemic,
historical lessons and expert recommendations for
individual HCWs and for healthcare systems should be
considered. The recommendations below for address-
ing HCW grief are consistent with the findings of a
recent narrative review of the literature on postpan-
demic clinician mental health.58

Historical Lessons
Current HCWs were not in practice during the 1918

Pandemic and most have not experienced massive
disaster scenarios. However, information can be
gleaned from the HCW experience attending to natu-
ral or human-made disasters, including the role of psy-
chological first-aid, community building, and formal
psychosocial interventions.59 Additionally, HCWs in
the preantiretroviral period of the AIDS epidemic dem-
onstrated that a sense of community, social activism,
and solidarity among HCWs engaged together in a dif-
ficult health and social challenge can be supportive
and sustaining for HCWs in the face of fear, anger, and
grief.60
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Individual Grief Preparation and Support Strategies:
Resiliency and Rituals

Protecting HCWs in anticipation of grief through
preparation, education, and reflection may be as
important or more important to HCW outcomes than
the necessary care and support offered to HCWs who
are already bereaved. Prior to grief, individual HCW
preparation strategies include those designed to pro-
mote the general emotional well-being, stamina, and
resiliency of a HCW.61 Having studied resilient people
in difficult situations, Southwick and Charney wrote
their seminal book, “Resilience: the Science of Master-
ing Life’s Greatest Challenges.”62 Many of their find-
ings apply directly to HCWs, including keeping
altruism at the core of one’s moral compass, maintain-
ing participation in a community of belief, receiving
and offering social support, being inspired by role
models, staying physically fit (exercise, sleep, diet and
avoiding excessive alcohol), continuing lifelong learn-
ing, and maintaining mission and purpose. Other
widely-accepted self-care and self-awareness advice,
some of which has been associated with improved cop-
ing with stress and grief, includes regular breaks from
work (“disconnecting from the disaster”), relaxing
activities, mindfulness meditation, journal writing, and
gratitude practices.4,63,64 Also important is minimizing
an individual HCW’s risk for COVID-19 in the first
place via proper PPE, physical distancing, hand wash-
ing, COVID-19 testing, and patient screening. Many
HCWs feel the distress of “not being able to do our
best” or “not doing enough” due to conflicting respon-
sibilities, limited PPE, limited treatments, hospital,
county, state and federal policies, social and political
limitations, overwork, and exhaustion. Individual clini-
cians must understand that their emotions and an
experience of moral distress may be normal and com-
mon among their peers. In addition, HCWs are encour-
aged to distinguish between what an individual has the
power to change and what they have no control over
(and must accept). Creative pursuits have been recom-
mended, with the concept that the “spark” of life is an
antidote to burnout. Finally, interpersonal connection
in professional and personal settings can be deeply
helpful, with the meaningful experience for HCWs of
being a part of community and mattering as a person to
others.

Once grief has been experienced, strategies to sup-
port individual HCWs through their grief include rec-
ognizing losses and expressing grief, privately and,
perhaps more importantly, publicly.65 Attending
remote memorial services or grief support groups are
possibilities. For many, small gestures or more formal
rituals can be helpful to make life feel less chaotic and
promote meaning, including a taking a brief and sim-
ple pause after hearing about or witnessing a death,
saying the names of those who have died, lighting can-
dles, and reading poems. Empirical data prior to
COVID-19 suggest some strategies to support bereaved
frontline HCWs. These include critical incident stress
debriefings, facilitated discussion groups, story-telling,
music, writing, and bereavement counseling.66−69

Notably, a two-session peer support education group
offered to HCWs within hospital settings were found to
be inadequate to reduce provider burnout or improve
effective grief coping.70 A more intensive intervention,
Healing Loss Workshop, comprised of a three-day
experiential and educational program offered at a local
retreat center, was found to be feasible and more effec-
tive in increasing awareness of grief reactions, identify-
ing resources for grief support, and gaining new tools
for healing and self-care among interdisciplinary
HCWs.69 HCWs must practice what they preach and
doing their own advance care planning is important
preparation during a pandemic.4 For some, with com-
plicated grief, depression or anxiety, professional psy-
chologic and/or psychiatric care is indicated.71

Numerous healthcare institutions and professional
organizations have developed resources and resource
lists for their employees and the public to promote
wellness, process moral distress, and deal with grief.58

Table 1 presents a list of web-based resources and tools
available to HCWs that address various aspects of
COVID-19-related grief. The Center to Advance Pallia-
tive Care (CAPC) has collected many of these strate-
gies, labeling them “Emotional PPE” (available here:
https://www.capc.org/covid-19/emotional-ppe/).

The list of self-care and resiliency suggestions is long
and we are reminded of these helpful suggestions fre-
quently in emails from our employers, colleagues, and
families. Many have joked that not getting so many self-
care emails would promote their self-care. Ultimately,
consistently doing one or two things fitted to the indi-
vidual likely is more important than trying and failing
to do it all from a long list of recommended websites,
podcasts, apps, worksheets, and aphorisms.

Systemic Grief Preparation and Support Strategies:
Structures and Leadership

In the current crisis, even constant mindfulness
meditation and regular attendance at Zoom memorials
by individual HCWs are likely not enough. The roots of
much of HCW distress are grown in the soil of our
healthcare systems, and many of the most powerful sol-
utions are likely to be systemic, either to enhance indi-
vidual resiliency or to prevent harms to individuals.
Health systems need to assume a primary responsibility
to invest in grief support resources and offer protected
time for HCWs to adequately seek support and process
grief.69 Such care systems should be informed by the
tenets of trauma-informed care.47,72 All HCWs require

https://www.capc.org/covid-19/emotional-ppe/


Table 1
Selected Web-based Resources for Health Care Professionals Coping with COVID-related Grief and Losses

Categories Topics Website

Individual Resources
General resources Resiliency, Clinician Grief, and Team Health https://www.capc.org/covid-19/emotional-ppe/.
Anticipatory grief How ‘Anticipatory Grief’May Show Up During the

COVID-19 Outbreak
https://www.healthline.com/health/mental-
health/how-anticipatory-grief-may-show-up-
during-the-covid-19-outbreak

Losing patients to COVID Losing Patients to COVID-19 and Managing Grief https://consultqd.clevelandclinic.org/losing-
patients-to-covid-19-and-managing-grief/

Losing colleagues to COVID Grief and Loss in the Workplace During COVID-19 https://www1.nyc.gov/assets/doh/downloads/pdf/
imm/workplace-grief-and-loss.pdf

Nondeath loss COVID-19 and nondeath loss https://www.adec.org/page/ADECconvo7
Grief coping Grief, Bereavement, and Coping With Loss (PDQ�)

−Health Professional Version
https://www.cancer.gov/about-cancer/advanced-
cancer/caregivers/planning/bereavement-hp-
pdq

How the Discomfort of Grief Can Help Us:
Recognizing and Adapting to Loss During
COVID-19

https://www.hsph.harvard.edu/coronavirus/covid-
19-news-and-resources/covid-19-mental-health-
forum-series/

Dealing with Loss, Grief, and Bereavement in a
Pandemic

https://www.aacnnursing.org/Portals/42/ELNEC/
PDF/Loss-Grief-Bereavement-in-a-Pandemic-
Module.pdf

Managing Bereavement Around the Coronavirus
(COVID-19)

https://complicatedgrief.columbia.edu/wp-
content/uploads/2020/04/Managing-
Bereavement-Around-COVID-19-HSPH.pdf

Complicated grief COVID-19 and Complicated Grief https://www.adec.org/page/ADECconvo4
Racism and COVID Stresses and Hope: Facing Racism and COVID-19 https://news.chapman.edu/2020/06/03/stresses-

and-hope-facing-racism-and-covid-19/
Institutional Resources
General resources The Good Listening Project https://www.goodlistening.org/
Leadership Grief Leadership During COVID-19 http://complicatedgrief.columbia.edu/wp-

content/uploads/2020/04/Grief-Informed-
Leadership-During-COVID-19.pdf

Best practices COVID-19: Best Practices in Grief and Bereavement
Tele-therapy

https://www.adec.org/page/ADECconvo2

Meet My Loved One: Supporting Person-Centered
Human Connections at Bedside in Times of the
COVID

https://www.youtube.com/watch?v=UKczhKqFhDs
https://alliantquality.org/wp-content/uploads/
2020/08/MMLO_508.pdf
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adequate training for the specific jobs they are being
required to do. Shifts and schedules must be designed
with the dual goals of health center productivity in the
face of the current needs, but also HCW sustainability
as well. HCWs require adequate PPE. Workplaces must
be psychologically safe for HCWs, including promoting
open communication about needs and distress and the
provision of proactive psychological support for proc-
essing and to promote coping.36,37 Workplaces can pro-
mote community among HCWs to share support for
each other.

Illness, dying, and death are basic human experien-
ces. Healthcare workplaces must continue as human,
soulful environments. The essence of medical care is
forming human connections between patients, fami-
lies, and healthcare personnel.73 While COVID-19
greatly impacts how individuals connect with each
other, we cannot sacrifice the medical professionals’
commitment to know and honor the patient and them-
selves in all their frail but moving humanity. Systems
can support recognition of individual HCWs as well as
patients.48 For instance, in March 2020, the University
of Alabama at Birminghams’s Center for Palliative and
Supportive Care developed the “Meet My Loved One”
(MMLO) bedside communication tool which invites
family to partner with the healthcare team to collabora-
tively care for patients, including understanding impor-
tant racial, cultural, and personal elements of patient
personhood.74

As with all essential workers, if HCWs are expected to
leave homes where their families are sheltering-in-place,
many will require adequate childcare. Systems should be
able to identify HCWs who are at risk for poor outcomes
and take steps to prevent these morbidities via adjust-
ments of work settings, hours, or expectations and just-
in-time psychological support. Our healthcare institu-
tions must create systems and workflows to address the
inevitable psychological toll of healthcare work in the
time of COVID-19, including complicated grief, depres-
sion, burnout, and post-traumatic stress. This should
include formal mechanisms to recognize deaths, offer
basic psychological first-aid, adequately debrief difficult
experiences, and process grief. Notably, effective
debriefing requires a substantial commitment by individ-
uals and institutions as single sessions may be associated
with harm.75 Healthcare center leadership must be com-
municative, responsive, and express gratitude for their
workers. Based on a study of 69 healthcare professionals
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during the early days of COVID-19, Shanafelt summa-
rized what they needed from their organizations and
leaders: “hear me, protect me, prepare me, support me,
and care for me.”39

HCW Trainee Grief and COVID-19
Special attention must be paid to our trainees.

Before COVID-19, trainees were already at heightened
risk for poor outcomes, including burnout, from the
stresses and trauma of routine clinical training.76,77 In
COVID-19, the disruption to the typical systems of clini-
cal care, supervision, and education has profound
impacts. Existing systems to support trainees with the
traditional trainee experiences of inadequacy and over-
whelm may be disrupted by COVID-19. Trainees likely
have not yet fully developed their own personal resour-
ces for managing the trauma of some clinical experien-
ces and the stress of clinician grief. They may not have
the perspective of experience to know how best to pro-
cess their grief, to understand their right to express it,
or the professional relationships that encourage
healthy grieving. Thus, interventions urgently must be
developed to address both the routine trainee experi-
ences of facing professional grief for the first time, as
well as the extraordinary experience of personal and
professional grief in the time of COVID-19.
Conclusion: Next Steps
With the scope and unpredictability of the ongoing

COVID-19 public health crisis, we must acknowledge a
growing, global mental health crisis, including among
HCWs. While no one can predict definitively what it
takes for HCWs to mourn, grieve, process, and heal in
the time of COVID-19, it is imperative try to prevent
when possible and mend when necessary the psycho-
logical injury being caused by the pandemic. Clearly,
much research is needed into how to prevent and treat
complicated grief in patients as well as in HCWs in the
time of COVID-19. In addition, more research is
needed to understand the ongoing indications and
best practices for providing clinical care under PPE as
well as remotely, including the impact of both masks
and video technology on the patient-clinician relation-
ship. Finally, as a major constituent of the cultural and
political “system,” healthcare must figure out how to
become trustworthy and anti-racist in the face of the
systemic racism laid bare in the time of COVID-19.78,79

Examining privilege and power are necessary within
healthcare and among its practitioners.

Through recognition of the risks for complicated or
prolonged grief, we have an opportunity to promote
both individual and systemic resiliency and resources
to address HCW personal and professional grief in the
time of COVID-19. Ultimately, competent clinical care
requires not just our expertise but our humanity and
vulnerability as well. HCWs owe such a comprehensive
commitment to our patients, their loved ones, our own
loved ones, and to ourselves.
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