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Abstract

Background: Provision of remote (online/telephone) bereavement support accelerated during the COVID-19 pandemic. However, the
extent and impact of this change and lessons learnt are unknown.

Aim: To determine the extent to which UK voluntary and community sector bereavement services moved to remote support provision
during the pandemic, explore providers’ perspectives on this shift, and consider implications.

Design: Mixed methods explanatory sequential study, conducted spring 2021: (1) Online survey of UK bereavement services; (2)
Qualitative interviews with staff and volunteers.

Setting/participants: 147 services participated in the survey; 44.5% hospice/palliative care services; 15.1% national charities/
organisations; 11.6% local charities/ organisations. 24 interviews were conducted across 14 services.

Results: Pre-pandemic, remote support was offered by <10% of bereavement organisations. By spring 2021, there had been
increases in online: peer group meetings (3.4% pre-pandemic to 33% during, OR 13.8), facilitated group meetings (4.1%-56%, OR
30.48), 1:1 support (8.8%—-83%, OR 50.3), and specialist intervention (3.4%—-36%, OR 16.01). Telephone bereavement support was
also more widely available. The appropriateness and acceptability of these changes differed by client group. Adaptations presented
organisational/logistical challenges, and difficulties for support providers working from home. Smaller organisations with fewer
resources found these harder to accommodate. Hybrid working and new technologies were reported to increase service efficiency
and cost-effectiveness.

Conclusions: Remote delivery of bereavement support increased support capacity and can potentially reduce inequities in access.
However, it needs to be carefully tailored, and is not appropriate for everyone. Staff and volunteers providing remote services require
training and support.
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What is already known about the topic?

The COVID-19 pandemic increased the demand on bereavement support services while the provision of in-person sup-
port was severely restricted, necessitating a shift to remote (online and telephone) provision.

The extent to which bereavement services changed their services to remote provision, and the impact of this on organi-
sations, staff and volunteers, is not well understood.

What this paper adds?

There was a dramatic shift to remote support provision, particularly online and telephone 1:1 and group support, with
innovations including online coffee mornings, storytelling and mindfulness.

Online support was preferred by some (particularly men and younger people) and increased reach in rural communities,
however it was less appropriate for older people, very young children, people with communication difficulties or with
very high/complex needs.

Adaptations presented organisational and logistical challenges, particularly for smaller organisations, and challenges
for staff and volunteers providing bereavement support from their own homes, but were reported to increase access,
efficiency and cost-effectiveness.

The adaptations also had positive organisational outcomes including greater inter-organisational connectivity and
reach, support opportunities for staff and an impetus to modernise other areas of practice.

Implications for practice, theory or policy

Online bereavement support might hold potential in reducing inequities in access to bereavement support, however it
needs to be carefully designed for different client groups and is not appropriate for everyone; further research is needed
to assess its acceptability and feasibility in diverse population groups.

Staff and volunteers providing remote services require training and support, including in relation to the psychological impact
of home working; organisations need to prioritise opportunities for team members to connect and sustain each other.
Study findings should inform future development of remote models of bereavement support, which were emerging
before the COVID-19 pandemic, but have increased rapidly since.

Background

During the COVID-19 pandemic, excess mortality
increased demand for voluntary and community sector
bereavement services, which play a crucial role in bereave-
ment support but were already known to be stretched.-3
The sudden and unexpected nature of many deaths, lack
of access to and physical contact before a death, funeral
restrictions and isolation measures caused high levels of
distress, increasing bereavement support needs and lev-
els of prolonged grief disorder.*7 Globally, many countries
have seen sustained excess all-cause mortality post-pan-
demic.8-11 Even before the pandemic, bereavement sup-
port was highly variable and frameworks for the
commissioning and delivery of bereavement services
often lacking or inconsistently implemented, in the UK,
other European countries and Australia.212714 Barriers to
accessing bereavement support include a lack of specialist
support, long waiting lists, restrictive eligibility criteria,
unclear referral pathways and geographical variabil-
ity.13.15-19 Bereavement support has been highlighted as
an international public health priority,2° and is a core com-
ponent of palliative care.?!

Bereavement services have historically offered provi-
sion encompassing structured activities, and direct (per-
sonal contact) and indirect (information provision)
support.?22> In 2020, however, services had to rapidly

adapt to meet changing demand and modify their support
to comply with widespread physical distancing measures.
In particular, while provision of remote support (online
and/or via telephone) was increasing pre-pandemic, this
accelerated rapidly during the pandemic,13.26-28 with last-
ing effects. The UK Commission on Bereavement, for
example, reporting in 2022, described the move to pro-
viding online and virtual bereavement support as a ‘para-
digm shift’ (p.127), reporting that services had retained a
‘blended approach’ to support provision.2? There is grow-
ing evidence that online provision, which includes video-
conferencing, websites, apps and other virtual resources,
can widen access to safe, effective bereavement support
and improve bereavement outcomes.2830-33 However,
access to online services differs across populations, with
some groups experiencing digital exclusion.3* During the
pandemic, groups with lower digital literacy or without
necessary resources to access digital devices faced inten-
sified barriers to accessing support and information,3>
which may intersect with and compound other inequi-
ties.17-19 It is therefore crucial that we better understand
perspectives on the shift to remote provision instigated by
the pandemic and how it influenced access to
support.15183637

Evidence from healthcare and mental health services
has highlighted how, at a time when rapid and radical
changes to services were being implemented, service
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providers faced multiple challenges related to practitioner
training,3® the adverse impacts of COVID-19 on staff,3940
and providing and using new forms of remote support.4-43
Little is known, however, about the experiences of
bereavement service providers during this time or how
lessons learnt during the pandemic can inform future
practice. Given the continued expansion of remote sup-
port provision in bereavement and palliative care post-
pandemic,2%44 this evidence is vital to inform the design
and delivery of remote bereavement support models.

We aimed to determine the extent to which bereave-
ment services moved to remote support provision during
the COVID-19 pandemic and explore providers’ perspec-
tives on this shift.

Methods

A pragmatic, explanatory sequential mixed methods
study*> comprising:

e An online cross-sectional open survey of voluntary
and community sector bereavement services in the
UK, disseminated via UK-based national organisa-
tions, networks and social media (March—May
2021).

e Qualitative semi-structured telephone interviews
with staff/volunteers at selected bereavement ser-
vices (June-December 2021) which aimed to
expand on the survey findings.

Here we present findings related to the provision of
remote (online and telephone) bereavement support,
using the Checklist for Reporting Results of Internet
E-Surveys?*® in reporting. This work is part of a larger
research study which also examined experiences of
bereavement during the pandemic in the UK.47.15,37.47

Setting and population: Voluntary and community
sector bereavement services in the UK. In the UK, volun-
tary and community sector services provide the bulk of
bereavement support, free to bereaved people. Services
are highly diverse, ranging from small local organisations
to large national ones; from those working with all
bereaved people to those targeted to a particular group
such as parents bereaved of a child or widows. Services
provided may be universal, targeted or specialist, reflect-
ing the tiered approach to bereavement*84?; can involve
practical and/or emotional support; and can be provided
in groups or 1:1.59 There are disparities in the availability
of bereavement services across the country.??

Sampling

Survey: Convenience sample of voluntary and community
sector bereavement services.

Qualitative interviews: We purposively sampled 14
bereavement support organisations from the 147 organisa-
tions who completed the online survey. Sampling captured
diverse organisations and experiences, considering: organi-
sation size; geographical area; type of support provided;
support for specific groups (e.g. minoritised ethnic commu-
nities, children and young people); reported challenges and
innovations during the pandemic. In addition, we included
two UK social media communities providing support to
people bereaved during the pandemic, as these were an
important source of support which was not captured in the
survey.

Recruitment

Survey: A link to a JISC?! survey was disseminated to vol-
untary and community sector bereavement services, via
emails from the research group and national bereave-
ment organisations and associations, national stakeholder
webinars and social media, and posted to the study web-
site. We asked one representative from each organisation
to participate, consulting with colleagues as needed.

Qualitative interviews: Sampled participants (one at
each selected organisation) were sent an invitation, infor-
mation sheet and consent form. After the initial interview,
the team decided whether or not to interview additional
staff/volunteers from the organisation, considering the
data collected and the size and nature of the organisation.
These interviews aimed to capture additional perspec-
tives, for example, manager/team lead in addition to
bereavement counsellor. All participants gave written
consent.

Data collection

Survey: The survey (Supplemental File 1) comprised non-
randomised open and closed questions exploring the
impact of the pandemic on bereavement services and
their response. Survey items were based on the literature
and initial scoping of the pandemic’s impact,32¢ with
input (including testing) from an expert advisory group of
researchers, clinicians, bereavement support practition-
ers and people with experience of bereavement. Two par-
ticipants completed the survey twice; their first and
second responses were merged. Two services provided
two responses; the second response from each was
excluded.

Qualitative interviews: Telephone interviews were con-
ducted using a semi-structured topic guide (Supplemental
File 2; adapted for online services), developed as above.
Interviews were conducted by EJS (n=21), EG (n=2) and
LES (n = 1), experienced qualitative researchers. Fieldnotes
were taken to inform sampling, data collection and
analysis.



00(0)

icine

Palliative Med

‘(L¥T = U) Asnuns wouy soiasida30eIRYd UolESIuesIQ *T 4nSi4

#0UY ,UOP | .
JOA0 10 18 .
o9 [l

091y
i1 gk4
ozdidn

oA o [l

KoueuBaxd Buunp ssof
1800 sabe Iy npy

10 B¢ 0) Burpi

£

podd I

2£5dnoiB Ayunwwos oy9ads uiewsd ywal 0} qeUn

£01d0od jo sdnosB sejnoruied 10u1o 0) parOLAISIY

sanosg oty v [l
anosg o6y souio pue sipy I
oidoaq Bunoswaspiuo % sivpy [
dnosg oby 2o [

o1doag BunoAUOIPIND

sinpy

%61

%L61

Yuop Jad syuai) a

2uieop jo sosnes oyioods o) poroisey

oidoad

unpe pue
uosiad 6unok Jo pINO

uosiod uosiad Bunok
6unok 10 PIYD

PR uuaqus pue
pue QIaIS foueuBaid 1507

IIILU
-

M
suonesiue6:0 Jo JoquinN

s

poddns

sjual jo dnoig aby O

Jo abe o}

e——
soom 1]
pueibu3

oy

ealy Juswyole) d

paparoatouea I}
%0Z uewy oJoN
wozor [l
wst- [

%04S

%G uewy ssa]

o [l

AweyD €207 3000

sawas wawaneassg s [
wouesg ooN evonen oo [l
pueig OON wewsneeg fevoren (1]
09N wawoneaiog 2207
09N 1wowaneoseg feuorieN

SjuaIO o1y Auouy 10 soeig

uoneziuebiQ Jo adA .

q

v




Selman et al.

Analysis

Survey: All quantitative data are categorical. Graphical
summaries, including pie charts, bar charts and stacked
bar charts, were used to describe all variables. Analysis
was performed by RMM using R (version 4.1.1, R Core
Team, 2021), implemented in R-Studio (www.r-studio.
com). Free-text data were analysed using thematic analy-
sis®253 in NVivo12°* by TS, discussed with LES and EJS and
refined by all co-authors.

Qualitative interviews: Interviews were transcribed
verbatim and checked for accuracy prior to thematic anal-
ysis®253 in NVivo12.>* Analysis used a combination of
deductive and inductive coding strategies and was con-
ducted concurrently with data collection, allowing insights
from earlier interviews to inform those conducted subse-
quently. EJS, LES and TS read and independently coded a
sub-set of interview transcripts and developed a coding
framework which EJS applied to the dataset. EJS and LES
met regularly to discuss the development and revision of
key themes and sub-themes,>> drawing out differences,
similarities and patterns in the data.

Quantitative and qualitative findings were triangulated
and integrated into a narrative (JB, LES), with the latter
used to explain and add richness to quantitative find-
ings.*> All quotations are anonymised, with pseudonyms
used in data extracts.

Ethical approval

Ethical approval for the study was granted by the
University of Bristol, Faculty of Health Sciences (Ref:
114304 20/12/2020).

Results

Participants

Survey: Participants represented 147 bereavement ser-
vices from across UK regions (Figure 1). As this was an
open survey the response rate is not known. 44.5% were
hospice or palliative care services (including services part-
funded by the NHS); 15.1% national bereavement chari-
ties or non-governmental organisations (NGOs); 11.6%
local bereavement charities/NGOs; 8.9% branch of a
national bereavement charity/NGO; 4.1% branch of other
national charity/NGOs; 6.8% other local charities/NGOs;
8.9% other (e.g. council-commissioned service, local col-
laborative partnership, or community interest company).
68% provided support following all causes of death; 32%
were focused on specific causes of death such as terminal
iliness.

Qualitative interviews: Twenty-four interviews with
staff and volunteers from 14 organisations were conducted
(Table 1). Interviews lasted 25—77 min (mean 46 min).

Findings

The rapid shift to remote provision. Before the pandemic,
the most common services provided were those involving
face-to-face support, while the least common services
were online support or any telephone support besides
information and signposting services (Table 2). By the
time of the survey (spring 2021), face-to-face support
provision of all types had decreased rapidly while online
and telephone services had increased (Table 2).

Interviewees reported how staff and volunteers
worked together to rapidly instigate these changes to sup-
port provision at the start of the pandemic, shifting sup-
port away from face-to-face delivery to online and via
telephone:

When the pandemic hit the first thing we did, we just
transferred everything online. It was so hard. | know there’s
been lots of training now . . . about what to do and what not
to do. | think we applied a lot of common sense and what we
were saying to the clients that we were offering them . . .
Zoom, WhatsApp or telephone support because we weren’t
at that point in time able to offer any face-to-face stuff. (E1:
Patient & Family Support Lead, Hospice)

Some services started delivering online group support so
that they could cope with an influx of new clients needing
support at an early stage:

.. .so we did calls, six support calls one-to-one. And then we
did six groups, like what we would normally do groups, but it
was a bit different because the losses were quite recent, too
recent to do what we would usually do. Because when we did
our group support before COVID, we wouldn’t take anyone
who’d had a loss before sort of 3-6 months. (D1: Director,
Small Org supporting specific ethnic community)

Survey participants also described other new initiatives
reaching out to service users in innovative ways that com-
plied with lockdown and social distancing measures,
including online coffee mornings and mindfulness ses-
sions, virtual storytelling sessions for children and social
media activities/groups:

Our tele-friending project has been invaluable to those
bereaved over this time, with so many changes to social
contact, funerals etc, this is a weekly check in call to help
clients set a few targets for the coming week, gently challenge
some of their thinking and signpost them as required. (Survey
ID130, Branch of national bereavement charity/NGO)

We developed pre and post bereavement packs for children,
which were filled with craft resources, books and games,
were dropped off at family’s homes. Follow up video sessions
were then arranged with the practitioner and family working
through the materials in the packs together. (Survey 1D90,
Director of Care Service)
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Table 2. Comparison of services provided before and during the pandemic.

Services provided Pre-pandemic Post-pandemic OR
% (n) % (n)

In-person information on grief and sign-posting to other services 83.0(122) 21 (31) 0.05
In-person group meetings of peers? 50.3 (74) 4.1(6) 0.04
In-person group meetings facilitated by someone with training 77.6 (114) 11 (16) 0.04
In-person 1:1 support 87.1(128) 27 (40) 0.06
In-person specialist intervention® 44.2 (65) 16 (24) 0.25
Online information on grief and sign-posting to other services 31.0 (46) 80 (117) 8.56
Online 1:1 support 8.8 (13) 83 (122) 50.3
Online group meetings facilitated by someone with training 4.1 (6) 56 (83) 30.48
Online peer group meetings? 3.4 (5) 33 (48) 13.77
Online specialist interventionb 3.4 (5) 36 (53) 16.01
Telephone information on grief and sign-posting to other services 70.5 (104) 86 (127) 2.63
Telephone group meetings of peers? 4.1 (6) 9.5 (14) 2.47
Telephone group meetings facilitated by someone with training 2.0(3) 9.5 (14) 5.05
Telephone 1:1 support 41 (60) 85 (125) 8.24
Telephone specialist intervention 14 (21) 40 (59) 4.02

2People with similar experiences but no one is trained.

bInvolving mental health services, psychological support services or specialist counselling psychotherapy.

Accessibility and appropriateness of remote support. The
shift to remote provision changed the accessibility of sup-
port and had differing degrees of appropriateness and
acceptability across population groups. Online and tele-
phone support was reported to be well-accepted and
even preferred by some clients, including younger people
and men:

. .if you're in not a very good place and you’re grieving and
feeling a bit overwhelmed then not having somebody watch
you as you're falling apart is easier for some people to deal
with as well. (B2: Befriender, Small Org supporting specific
ethnic community)

Most of the teenagers that we’ve had referrals in for opt for
online counselling, so they don’t mind doing Zoom, Teams.
(A1: Regional Hospice, Manager)

Organisations noted that diversifying their services meant
that they were now able to support more people in their
local community, particularly in rural areas where access
to face-to-face services was previously difficult:

The anticipated increased need for bereavement support as
a result of COVID has encouraged us to further extend our
offering of services wider to the people of [region]. (Survey
ID8: Local other charity/NGO)

Support providers working in rural areas reported that
they were able to schedule more appointments as travel
time was reduced or eliminated for both clients and sup-
port providers. One organisation also drew attention to
positive aspects for some Muslim women grieving the loss
of their husbands:

. .. because of the circumstances that we’re in and for
some women, it might be the only way that they can have
support. So, for example, if they’ve got a young baby.
Muslim women tend to go through something called the
Iddah period after they lose their husband where, for four
months and 10 days, it’s a period of reflection where they
tend to stay at home, and for them to access this support is
now a possibility, so this idea that it is possible to get
support remotely. (B1: CEO, Small Org supporting specific
ethnic community)

However, changes to services were described as problem-
atic for some older people and those with communication
difficulties, leading to decreased engagement:

| think, for some people if you're struggling a bit with your
hearing or your sight, you know peering at a screen and
trying to make sense of it. It can be really tough and | think
you know, just that face-to-face connection again — people
have really missed that. (K1: Senior Practitioner, Hospice)

Digital exclusion, and the difficulty of alleviating it in the
context of pandemic-related restrictions, was also a prob-
lem, especially for those working in deprived areas or with
older people:

It’s an inequitable service . .. there’s lots of people that
couldn’t [use technology] ... you couldn’t even have
bereaved relatives being visited by grandchildren, for
example, to set the tech up for them. . . for some of the
other virtual groups we’ve done at the hospice, we’ve had
somebody that’s gone around to try and set things up initially
and we had a couple of iPads around, but the difference
between fantasy and reality is huge sometimes. (N1: Family
Support Team Lead, Hospice)
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It’s more to do with accessibility for people who are digitally
poor — who do not have access to tech or confidence or
training on how to use/access the support service over Zoom
for example.” (ID32: Branch of national charity (Wales))

Interviewees described how working with clients online,
or via the telephone, impacted upon the therapeutic
encounter, explaining how work with some groups, such
as very young children, was adversely affected:

The people that we think have missed out the most are the
young, the children . . . that we haven’t really been able to
engage with over this time . . . apart from . . . sending out
some resources, but that’s tricky even if a child has lost a
parent and the other parent is grieving as well, it’s hard for
her to sit down and do the necessary, the therapeutic activity
work with their children. (M3: Volunteer, Branch of Nat Org)

The children’s group met for a while via Zoom but it was not
successful - the children were not able to engage with new
people they had never met before via a Zoom call. (Survey
ID101: hospice/palliative care team bereavement services
part-NHS funded)

Nevertheless, participants also described innovative ways
of working online with young children using ‘show and
tell’ techniques, and making use of children’s confidence
with technology.

Working with clients with high emotional support
needs, or those who were referred from mental health
services was also viewed as especially challenging:

. . . they [staff/volunteers] have to use extra listening skills
and reading between the lines because they can’t see the
person, they can’t see what’s going on with them. .. If
they’ve got suicidal ideation, you can’t see any of that on the
telephone. (Al: Head of Wellbeing, Hospice).

To ensure that remote services were safe and worked well
for service users, organisations needed to think carefully
about how to set up and run them, including supporting
clients to establish a private space free from interruption
and distraction:

We are still in the process of developing an online group offer
which has required some careful planning in terms of
safeguarding and forming group relationships online. (Survey
ID18, national charity branch/NGO)

Challenges of providing remote support from
home. Alongside the shift to remote support provision,
most bereavement services’ staff and volunteers started
providing support from their own homes. Interviewees
reported a number of organisational challenges related to
these changes, including putting IT/telephone systems in
place, ensuring good connectivity, funding extra equip-

ment and IT support and adapting policies and proce-
dures, particularly for safeguarding:

We had to get them all telephones and we made sure that
they were password protected and how the processes of
making sure that when they’re finished with a client all the
details are taken off in line with data protection, so there was
quite a lot of. . . work but you just work through it. (E1:
Patient & Family Support Lead, Hospice)

Once equipment was procured and new working practices
established, organisations experienced other challenges
around supporting staff and volunteers, including deliver-
ing training in providing support when usual social cues
and facial expression are not available, the potential emo-
tional impact and interacting as a team. To cope with the
demands of the pandemic and providing therapeutic sup-
port from home, additional clinical supervision, staff and
volunteer support and self-care were seen as essential:

An unexpected consequence of working from home is the
emotional impact of the work we do has entered our homes.
When working from the hospice, the impact can be left
there, or shed on the drive home. That isn’t possible and
staff have noticed that they need to manage their session
time in a different way, maybe going for a walk or regular
breaks. (Survey ID6, hospice/palliative care service part
NHS-funded)

Participants reported the benefits of staff sharing their
experiences:

If you’ve had a tough client session on the phone, you put the
phone down and then you’re sitting on your own staring at
the fire and it’s triggered your own thoughts, that’s really
tough . . . being able to say look, you know give us a ring,
have an offload afterwards, how are you doing? ... we
always say to clients there’s a massive strength in showing
your vulnerability... But of course that also applies to us. (E1:
Senior Practitioner Family Support, Hospice)

Impacts across organisations differed. Some staff and vol-
unteers enjoyed working from home, whereas others had
stepped back as they felt unable to continue the work
under the changed circumstances of the pandemic, neces-
sitating further recruitment:

Some bereavement volunteers stepped back . . . [they] did
not want to support over the phone or by Zoom, so we're
now looking at refresher training for volunteers who may
want to come back once we’re introducing in person support
again. (C1: Hub Manager, Branch National Org)

It’s been okay. I'm quite lucky in the sense that at home . . . |
do have the space to be able to close the door and make
phone calls and take phone calls and | don’t have really young
children, so my times are quite flexible . .. | know other
people have struggled especially when they’ve had COVID in
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the family and have lost loved ones themselves. (B2:
Befriender, Small Org supporting specific ethnic community)

Staff were simultaneously facing challenges arising from
providing bereavement support during the pandemic, and
negotiating the impacts of the pandemic on their own
lives:

| have seen greater levels of anxiety and depression within
the team. This is, | believe, influenced by a number of factors
including the nature of the work, but also, lockdown, caring
for children at home, restrictions on your life and activities,
having your workspace in your home, being flexible in your
approach, learning new skills and ways of working. A big ask!
(Survey ID6: hospice/palliative care bereavement service,
part NHS-funded)

Smaller organisations with fewer resources found these
adaptations and challenges particularly difficult to
accommodate:

The IT department had to change really, put all this in place,
and we’ve only got a small IT department. Plus, in the
children’s service everybody is young and quite good with IT
stuff; in our adult counselling service we’ve got five paid
members of staff, three of whom are really scared of IT
because they’re older and probably half of [our
volunteers] are quite scared of IT as well, so it was actually
reassuring and training and being there for staff as well to
support them through the changes as well. (Al: Head of
Wellbeing, Hospice)

National/larger organisations were reported to have more
resources available to them to facilitate service changes.
These included more stable funding, staff resources, IT
infrastructure and access to COVID-safe spaces. Small
organisations felt the loss of funding streams more acutely
and were more dependent upon volunteers, so felt a
greater impact in the event of staff/volunteer sickness or
departure. Some services were already providing support
by telephone and hence were able to transition more eas-
ily away from in-person support.

Interviewees were asked if any additional support
would have been helpful to them throughout the pan-
demic. Smaller organisations highlighted the lack of tech-
nological resources and support which they encountered
when moving away from in-person provision:

Um [laugh] someone sitting next to me helping me with the
tech [laugh] but that wasn’t ever gonna happen. [laugh] Well
that’s not true, that’s not true. | had a son who was quite
helpful at that point. (J2: Senior Therapist, Regional Org,
Counselling)

Positive impact and lessons learnt. There was universal
agreement that the modernisation of services, although

challenging, had positive implications for future provi-
sion. Respondents reported that the pandemic had given
them an unexpected opportunity to review their work-
ing practices and reassess how best to support their
clients:

It has given us a chance to evaluate the service, looking at
what works and what doesn’t and has given us an opportunity
to explore other methods of delivering support. (Survey
ID12, hospice bereavement service)

Respondents described valuable learning about how to
work effectively online, both as an organisation and in
terms of client support, which improved their service:

The move to online working (support/counselling/groups)
has been a challenge in terms of learning, systems, protocols,
processes, support for the team. However, we have learnt to
work this way and it has been positive in providing a service
at a difficult time. We’ve also learnt that online work has a
value and purpose and that face-to-face is not the only way!
(Survey ID6, hospice bereavement service)

[We have] greater use of social media - e.g. WhatsApp with
young people, using Zoom and allowing for cameras to be off and
the use of pseudonyms to anonymise those who want support
but do not want to be identified - especially young people and
those with a background of complicated social circumstances.
(Survey ID119, National bereavement charity NGO)

Respondents reported benefits in terms of efficiency and
cost saving:

We have had to accelerate IT changes that we planned -
moving to online referrals, using Microsoft Teams, Zoom,
webinars for training. Many of these have cost saving
implications for the future and have streamlined our
processes. (Survey ID56, Local bereavement charity/NGO)

Many survey respondents reported that they would con-
tinue to provide a more diverse range of services, while
recognising that for some client groups, in-person services
are still the preferred option:

As our online work has been so well received and delivered,
we now have the opportunity to continue to work online as
well as face -to-face, offering our families a greater choice as
to how and when they receive their bereavement support.’
(Survey ID58, Children’s hospice)

Similarly, all the organisations represented in the qualita-
tive interviews intended to use a blended approach in the
future to provide clients with greater choice, recognising
the improvements in accessibility:

Going forward, [National Organisation M] are offering now a
range services for those. . . groups that prefer telephone,
Zoom or for those people who want to see another human in
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a room, that is also available. So there’s more choice now in
the way we deliver our service. (M2: Hub Manager, Branch of
National Org)

Survey respondents discussed how the use of technology
provided support and solidarity for staff and volunteers:

We kept in touch remotely, with video and telephone calls
between supervisors, and between supervisors and
volunteers, and between volunteers themselves (including
WhatsApp groups for sharing the funny stuff as well as the
tricky stuff). (Survey ID121, Local bereavement charity/NGO)

The increase in online working and communication
allowed organisations to develop greater connectedness
with other local and national services:

It has been positive to work with other local charities and
organisations. Connections are not only local, but Twitter/
Facebook have enabled wider contact, sharing of knowledge,
reduction in barriers. (Survey ID80, Community-led peer support)

Discussion
Main findings

This study offers new and unique insights into how volun-
tary and community sector bereavement service provid-
ers in the UK rapidly adapted their services to provide
remote support during the pandemic, and the lessons
learnt as a result of these adaptations. In this regard, the
pandemic was an opportunity to innovate and a testing
ground for new approaches to bereavement support pro-
vision that had commenced prior to the pandemic but
which increased dramatically during it, with lasting effects
on the sector.?? Given that bereavement and palliative
care services continue to widely utilise remote methods
of support, often driven by the need to tackle inequities in
access, these findings are relevant to and should inform
current practice.>6-59

The shift to remote provision and reduction of face-to-
face support reported by service providers changed the
accessibility of support, with differing degrees of appro-
priateness and acceptability across different population
groups. Remote support was reported to be well accepted
and even preferred by some clients, such as young peo-
ple, but changes to services were problematic for some
older people, very young clients and people with commu-
nication difficulties, leading to decreased engagement.
These findings align with those of a recent systematic
review, which describes the varying degrees of acceptabil-
ity of online bereavement support in diverse contexts and
settings internationally.?8 Interviewees reported logistical
challenges related to the changes in service provision, as
well as challenges around supporting staff and volunteers,

some of whom found it difficult to provide bereavement
support while negotiating the impacts of the pandemic on
their own lives. Smaller organisations with fewer
resources, many of which were hospices, found these
adaptations and challenges particularly difficult to accom-
modate, while national bereavement services and larger
organisations generally had more resources available to
them to facilitate changes to provision. However, there
was agreement that the pandemic-forced modernisation
of bereavement services, while challenging, had positive
implications for future service provision. Respondents
reported that they would continue to provide a more
diverse range of services in future, while recognising that
for some client groups, face-to-face services are still
preferred.

What this study adds

Our findings resonate with previous studies of remote
care provision before and during the pandemic.
Participants described the cost- and time-savings of
remote provision and working from home,®° and the flex-
ibility and ease of access which this affords service
users384261 who adapt to using remote services.1326-28
However, there are also drawbacks to remote support.
Corroborating evidence in mental health support,*!
remote provision was reported to affect the therapeutic
relationship and practitioners’ ability to identify and
respond to non-verbal cues, which was a particular con-
cern in clients with complex or mental health needs.
There were also similar challenges related to safeguard-
ing, safety and privacy.*? Online methods disadvantage
people less confident or proficient in technology, includ-
ing older people,5?2 people with sensory or cognitive
impairment, and those who are digitally excluded*? due to
socio-economic deprivation. Over-reliance on remote
provision could hence potentially compound known ineg-
uities in bereavement support. Clients may need support
to access and use technology, and flexibility regarding
types of technology or platform, as well as the continued
option of face-to-face support.4263

We found that given the speed at which social distanc-
ing restrictions were introduced, it was difficult to fully
train and prepare practitioners, adding to wider evidence
of the pressure that support services were under.384!
Supporting previous findings,!3:2627.39.40 we found that
experiences of providing and using new forms of remote
support could have a considerable impact on the mental
health and wellbeing of staff and volunteers, leading
some volunteers to step away from the service. This had a
major impact on smaller services, including many hos-
pices, which rely heavily on volunteers.®* Despite the chal-
lenges of changing to remote provision, respondents
reported benefits including enhanced working practices
and increased collaboration.
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Limitations

Convenience sampling might have resulted in less bur-
dened or more engaged services completing the survey. It
is not known precisely how many voluntary and community
sector bereavement services there are in the UK; a 2020
analysis of services registered on a national directory iden-
tified 822 entries,'3 however this is likely to include services
outside the sector and services no longer operating.

Implications for research

Research is needed to: (a) further understand the accept-
ability and outcomes of online support in different client
groups, particularly perspectives amongst under-served
groups and the unintended consequences and risks to
equity of delivering support exclusively online; (b) estab-
lish good practice in the provision of remote bereavement
support, including in the context of palliative care, which
is sensitive to the needs of different client groups and cog-
nisant of the impact and training needs of service provid-
ers; and (c) map and categorise bereavement service
delivery models since the pandemic and compare their
impact, using a realist lens to understand the mix of mod-
els currently being offered and the suitability of these in
specific populations and contexts.

Conclusions and implications for policy and
practice

Study findings demonstrate the dramatic shift to remote
bereavement support during the pandemic, and highlight
service provider perspectives on and experiences of this
shift and its impact. Online support provision has both ben-
efits and drawbacks, and cannot be seen as a panacea for
access inequities. The widespread adaptations to services,
while modernising working practices, presented logistical
challenges, particularly for smaller organisations, as well as
personal challenges for staff and volunteers. However, effi-
ciency and cost effectiveness were reported to increase, and
there were valuable lessons learnt for future provision.

On the basis of the study findings, we recommend
that:

- Online support provision is carefully designed for dif-
ferent client groups and face-to-face support continues
to be provided alongside remote options, recognising
that remote methods do not work for everyone and
support needs to be tailored to the individual.

- Governments, bereavement organisations and aca-
demics create and implement evidence-based ‘digital
health toolkits’ to facilitate the provision of effective,
appropriate, safe online bereavement support, as
have been developed in other fields.t566

- Health systems reduce digital exclusion by supporting
the most disadvantaged members of the community
to access technology and training to enable them to
benefit from remote bereavement support, helping
to meet policy guidelines.2%67

- Digital technology, and training for bereavement pro-
viders to use it, is included in funding arrangements
with local authorities and health boards to support
the sector.

- Bereavement services provide training on providing
remote support, including the psychological impact
of home working, and prioritise opportunities for
team members to connect and sustain each other.

As leaders of the New York State public mental health sys-
tem stated in December 2020: ‘when something precious
that is complex and fragile suffers a blow that threatens
its very existence, do not waste time trying to put it back
together as it was. Be creative and innovative to build
something stronger and more resilient.”®® Our study find-
ings demonstrate the creativity and innovation of bereave-
ment service providers; we must heed these
recommendations to ensure that the legacy of the pan-
demic is a stronger, more resilient and equitable bereave-
ment sector.
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