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Accessibility and challenges of perinatal 
palliative care in Poland

Abstract
Background: This article examines the legal status and level of accessibility to perinatal palliative care 
(PPC) in Poland, with a focus on the number of services provided and the number of parents receiving 
PPC services.
Material and methods: The desk research was based on information obtained from the National Health 
Fund regarding the number of units that signed a contract for the provision of guaranteed PPC services 
from 2018 to the first half (January–June) of 2022; the number of parents receiving the service from 
2018 to 2022; and the number of services provided by a doctor, a psychologist and by primary care 
midwives (PCMs). In addition, the Map of Health Needs and National Transformation Plan data were 
used to prepare the data.
Results: In Poland, since 2018, PPC services have been provided with public funds under contracts signed 
with the National Health Fund. Since 2022, these type of services has been provided by 17 centres. Care 
was provided to 1,860 pregnant women diagnosed with lethal foetal anomaly and to four fathers. 
There are still voivodeships in which there is a lack of provision of PPC services that are financed from 
the state budget.
Conclusions: In Poland, there is no full accessibility to publicly funded PPC in every voivodeship. The 
lack of a sufficient number of PPC centres and the lack of a uniform national standard of practice for 
this type of care — provided in hospices, hospitals and home settings — prevents women from having 
continuity of professional perinatal care. There is a need to ensure the quality of the services provided 
and make progress towards the employment of midwives in PPC facilities by service providers to ensure 
that women receive obstetric care from the moment of an adverse diagnosis, professional preparation 
for childbirth and the postnatal period.
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Introduction

Specialist prenatal diagnosis and advances in ultra-
sound technology, biochemical testing and invasive 
diagnostics made it possible to detect developmental 
anomalies in foetuses at an early stage of pregnancy 
[1–3]. Prenatal genetic diagnostics provides key in-
formation for decision-making regarding pregnancy 
and perinatal management following a prenatal dia-
gnosis with a poor prognosis [4, 5]. It is estimated 
that approximately 5% of congenital malformations 
diagnosed are lethal ones (developmental disorders 
leading to intrauterine premature death or death 
of the child after birth), regardless of the treatment 
used [6]. According to epidemiological data, 2–4% of 
live-born newborns have isolated congenital malfor-
mations, while multiple congenital malformations are 
found in approximately 0.7% of newborns [7]. Despite 
modern medical therapies, it is not always possible to 
offer intrauterine treatment to the foetus or carry out 
effective treatment of the child after birth.

Research indicates that few families are prepared 
to make difficult decisions when their unborn child is 
diagnosed with a defect with an unequivocally poor 
prognosis. Both the birth of a child with a life-limiting 
defect and the termination of a pregnancy due to 
a foetal anomaly can be a traumatic life event for 
parents [1]. There are several publications in the world 
literature in which authors describe the dilemmas of 
women who have decided to terminate a pregnancy 
after receiving an adverse prenatal diagnosis [8–10]. 
Other studies indicate that social, cultural or spiritual 
beliefs prevent parents from terminating a pregnan-
cy, so they choose to continue it despite an adverse 
prenatal diagnosis. These parents benefit from peri-
natal palliative management in view of their child’s 
short life.

In October 2020, the Constitutional Court in Po-
land that terminating a pregnancy due to an irrever-
sible foetal defect (including a lethal diagnosis of the 
foetus) is unconstitutional. Regulations on abortion 
have seen a radical change, so the group of PPC reci-
pients may be increasing [11]. However, as this legal 
status is effective from January 2021, the results of 
the impact of the Constitutional Court’s ruling on the 
number of parents receiving PPC are not yet known. 
In the last decade, there were several publications in 
which authors described the experience of families 
who continue a pregnancy after a prenatal diagnosis 
with a lethal prognosis [10, 12–18]. For this group  
of women, perinatal palliative care (PPC) offers 
non-aggressive obstetric management, allowing na-
tural childbirth without life-sustaining therapy for the 
child. Women who were offered a coordinated model 

of PPC express positive views regarding care tailored 
to their individual needs [1, 19, 20].

Perinatal palliative care (PPC) is defined as the 
continuous perinatal care of a woman diagnosed 
prenatally with foetal abnormalities with a lethal 
prognosis. Doctors of various specialities — gynaeco-
logists, neonatologists, geneticists, psychiatrists but at 
the same time psychologists, nurses and midwives — 
provide medical, psychological and, if necessary, spi-
ritual care to the whole family [15, 21, 22]. Perinatal 
palliative care (PPC) aims to comprehensively provide 
quality of life for families awaiting the birth of a child 
with a life-limiting diagnosis. Comprehensive, multidi-
sciplinary care also includes the bereavement period 
to help parents adjust to life without their child [12]. 
This article aims to describe the legal status and le-
vel of accessibility to PPC in Poland, considering the 
number of services, the number of mothers/fathers 
receiving PPC and the number of pregnant women 
with diagnosed lethal foetal anomaly (LFA), who 
receive care from PCMs.

The review analysed laws and regulations in force 
in Poland and data obtained from the National He-
alth Fund — through access to public information.  
The data obtained relate to the period from 2018 to the  
first half (January–June) of 2022, as no publicly fun-
ded PPC services were provided in 2017. The analysis 
included data on the number of contracts concluded 
with the National Health Fund for the provision of PPC 
services, the number of guaranteed services provided 
in this area and the number of women receiving PPC. 
Also, the analysis covered the services provided by 
PCMs compared to the number of women receiving 
these services.

Laws and regulations on perinatal 
palliative care in Poland

Guaranteed PPC services in Poland were first de-
fined in the Regulation of the Minister of Health 
of 2017 on guaranteed palliative and hospice care 
services [23]. According to the document, PPC servi-
ces can be provided in prenatal diagnostic centres, 
prenatal cardiology centres, genetics departments, 
palliative medicine clinics and in-home hospices for 
children or inpatient hospices. The service is dedica-
ted to the parents of a child, including a child in the 
prenatal stage, with a severe and irreversible disability 
or an incurable life-threatening disease that occurred 
during the prenatal period of development or at birth 
[23, 24]. Accordingly, the eligibility criteria for PPC are 
selected conditions beginning in the perinatal period 
and congenital malformations, anomalies and chro-
mosomal aberrations defined by codes P00–P96 and 
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Q00–Q99, according to the ICD-10 clarification [25]. 
Guaranteed services under PPC are publicly funded 
and can be provided under contracts concluded be-
tween the National Health Fund and the units specified 
in the aforementioned regulation [23, 26, 27].

As part of the guaranteed PPC services, parents of 
a child diagnosed with LFA can receive medical advice 
and counselling as well as advice from a psycholo-
gist. Medical advice and counselling are provided by 
a specialist in paediatrics, neonatology, perinatology, 
paediatric neurology, paediatric oncology and haema-
tology, anaesthesiology, anaesthesiology and resusci-
tation, anaesthesiology and intensive care, paediatric 
surgery, palliative medicine, or family medicine, with 
proven experience of at least two years in palliative 
care and at least one year in a PPC centre. These 
services also include care coordinated with hospital 
treatment, specialist advice in obstetrics, gynaeco-
logy or neonatology, and cooperation with prenatal 
diagnostic centres and hospices when a child can be 
discharged from the hospital. The coordinator should 
provide parents with continuity of care appropriate to 
the situation, and inform parents of the opportunity 
to say goodbye to the deceased child, the method 
of burial and possible bereavement support [28, 29].

The provision of guaranteed services under palliati-
ve and hospice care, including PPC, defines the terms 
and conditions for this provision, which, among other 
things, include collaboration with the PCM [30]. The 
provisions in Appendix 2 of the Regulation on guaran-
teed palliative and hospice care services [25] define the 
terms and conditions for the provision of guaranteed 
services under PPC, which include i.e. collaboration 
with the PCM. By the Order of the President of the 
National Health Fund, the PCM — in the case of a wo-
man with a high-risk pregnancy with diagnosed foetal 
malformations according to the ICD-10 classification — 
may, on a case-by-case basis, conduct antenatal edu-
cation visits for pregnant women in preparation for 
childbirth and parenthood, starting from 21 weeks 
gestation to delivery, and patronage visits for the 
care of the postpartum woman. The PCM provides 
care to a woman with a high-risk pregnancy based 
on a referral issued by a doctor who has diagnosed 
foetal malformations according to ICD-10.

Provision of perinatal palliative care  
in Poland

Based on National Health Fund data, contracts 
for the provision of guaranteed PPC services were 
signed with 13 medical facilities in 10 voivodeships in 
2018. The following years brought an increase in the 
number of medical facilities. In 2019 and 2020, 16 fa-

cilities signed the contract, while in 2021 and 2022, 
17 facilities provided this type of service. However, it 
should be remembered that 2022 only includes data 
for the first half of the year. In 2022, 13 voivodeships 
were contracted to provide PPC services; however, 
there are still three voivodeships — Kujawsko- 
-Pomorskie, Świętokrzyskie and Zachodniopomorskie — 
that do not provide PPC services with public funds 
(Table 1). The largest number of medical facilities 
providing PPC services is in the Śląskie Voivodeship 
(n = 3) and the Dolnośląskie Voivodeship (n = 2).

In 2018, when PPC services were first contrac-
ted with the National Health Fund, 2 fathers and 
293 mothers received them. From 2018 to 2020, 
there was a steady increase in the number of pa-
rents of a child who were receiving PPC services, 
particularly women. National Health Fund data show 
that from 2018 to the end of June 2022, only four 
fathers received PPC in the Dolnośląskie (in 2018), 
Warmińsko-Mazurskie (in 2019) and Pomorskie  
(in 2020) voivodeships. The largest number of women 
received those services in 2020 (n = 503). There was 
a slight decrease in the number of female patients 
in 2021 (n = 465). Considering the administrative 
division of the country, by far the largest number 
of women who received PPC services were those 
in the Mazowieckie Voivodeship (n = 1,322), while 
538 women received PPC services in all other voivode-
ships. There are still three voivodeships where PPC 
services are not provided with public funds (Table 2).

In the first year of the publicly-funded PPC services, 
a total of 59 pieces of advice were provided, including 
12 pieces of medical advice and 47 pieces of psycho-
logical advice. The highest amount of medical and 
psychological advice was provided in 2019 (n = 1021). 
When broken down by the amount of medical advice 
and counselling and the amount of psychological 
advice, the highest amount of medical counselling 
was provided in 2019 (n = 417) while the highest 
amount of psychological counselling was provided 
in 2021 (n = 616). The least amount of advice in 
2018–2022 was provided in the Warmińsko-Mazurskie 
Voivodeship (n = 6) and the Lubuskie Voivodeship 
(n = 4). This result correlates with the number of 
patients receiving PPC in the Warmińsko-Mazurskie 
(n = 6) and Lubuskie (n = 4) voivodeships.

The highest amount of medical and psychologi-
cal advice, under the PPC code, was provided in the 
Mazowieckie Voivodeship (n = 2 158). According to 
the information obtained from the National Health 
Fund, medical and psychological advice is financed 
as a lump sum, and hence service providers are not 
obliged to include the actual unit amount of advice 
provided in their report to the National Health Fund. 
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Table 2. Number of patients in service type 15 — palliative and hospice care within the scope — 
15.2181.028.02 perinatal palliative care in 2018–2022 (first half — H1) by voivodeship

Voivodeship 2018 2019 2020 2021 2022*

F
N = 2

M
N = 293

F
N = 1

M
N = 480

F
N = 1

M
N = 503

M
N = 465

M
N = 119

Dolnośląskie 2 16 0 28 0 23 30 8

Kujawsko-Pomorskie 0 0 0 0 0 0 0 0

Lubelskie 0 5 0 10 0 10 13 4

Lubuskie 0 0 0 0 0 0 0 3

Łódzkie 0 6 0 8 0 15 13 5

Małopolskie 0 5 0 11 0 5 12 2

Mazowieckie 0 234 0 374 0 396 276 42

Opolskie 0 1 0 2 0 0 5 0

Podkarpackie 0 15 0 24 0 18 37 26

Podlaskie 0 0 0 1 0 3 5 1

Pomorskie 0 7 0 5 1 13 18 4

Śląskie 0 2 0 16 0 11 15 3

Świętokrzyskie 0 0 0 0 0 0 0 0

Warmińsko-Mazurskie 0 2 1 1 0 1 1 0

Wielkopolskie 0 0 0 0 0 8 40 21

Zachodniopomorskie 0 0 0 0 0 0 0 0

*Data for 6 months (January–June 2022) 
M — Mother; F — Father

Table 1. Number of contracts signed with the National Health Fund for the provision of guaranteed perinatal 
palliative care (PPC) services in 2018–2022 by voivodeship

Voivodeship Number of contracts signed with the National Health Fund for the provision  
of perinatal palliative care (PPC) services

2018
N = 13

2019
N = 16

2020
N = 16

2021
N = 17

2022
N = 17

Dolnośląskie 2 2 2 2 2

Kujawsko-Pomorskie 0 0 0 0 0

Lubelskie 1 1 1 1 1

Lubuskie 0 0 0 1 1

Łódzkie 1 1 1 1 1

Małopolskie 1 1 1 1 1

Mazowieckie 1 1 1 1 1

Opolskie 1 1 1 1 1

Podkarpackie 1 1 1 1 1

Podlaskie 0 1 1 1 1

Pomorskie 2 2 2 2 2

Śląskie 2 3 3 3 3

Świętokrzyskie 0 0 0 0 0

Warmińsko-Mazurskie 1 1 1 1 1

Wielkopolskie 0 1 1 1 1

Zachodniopomorskie 0 0 0 0 0
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At the same time, it is not possible from the data 
obtained to calculate the actual amount of advice per 
patient receiving publicly funded PPC services. In each 
of the years analysed, more amount of psychologist 
counselling than medical advice was provided. At the 
same time, the number of services provided remained 
at a constant level over the years.

Challenges of perinatal palliative care

In Poland, publicly guaranteed PPC services are 
provided in 13 voivodeships, while this type of service 
is not provided in three voivodeships. Since 2018, 
there has been a steady increase in the number  
of women who receive PPC services after a prenatal 
diagnosis with a lethal prognosis. As part of these 
services, women are entitled to receive advice from 
a doctor and a psychologist. A woman receiving PPC 
services can also benefit from the care of PCM, who 
provides education to a woman diagnosed with LFA 
and patronage visits for the care of the postpartum 
woman — LFA. Funding for services provided by PCMs 
is based on contracts signed with entities for the pro-
vision of guaranteed primary care services. PPC focuses 
on respect for parents’ preferences, acceptance of their  
choices, support for their involvement and respect for 
their child both before and after birth [31]. Two stages 
of PPC are described worldwide: hospital-based peri-
natal palliative care and community-based perinatal 
palliative care [32–34].

Hospital-based palliative care involves the care  
of the mother and the newborn baby, burdened with 
a diagnosis with a lethal prognosis. Interprofessional 
care of pregnant, parturient and postpartum women 
requires the involvement of a team of different spe-
cialities. Most of the care is provided to the mother by 
the obstetric team and to the newborn by the neonatal 
team. The mother can give birth in one hospital, and 
palliative services can be provided in another children’s 
hospital [31]. Home-based hospice care for children, 
with a focus on the needs of the family, has a special 
place in community-based hospice care. According to 
the research, empathetic and compassionate care is 
important for parents, a new quality domain in ho-
me-based hospice care for children and palliative care 
for children. Being at home with a sick child provides 
relational and community-based care [35, 36].

As indicated in the description of the legal status, 
PPC in Poland can be provided in various types of 
centres and hospices. The scope of care is medical 
advice, psychological counselling and collaboration 
with service providers who can provide continuity 
of care, including the PCM [25]. Based on the data 
presented, there is a regional differentiation in terms 

of accessibility to services. In 2021, the problem was 
recognised by the Ministry of Health. The Department 
of Analysis and Strategy, in section 10 of “Palliative and 
hospice care” of its “Maps of Health Needs” document, 
recommended an increase in the accessibility to PPC for 
families requiring this type of care [29]. Furthermore, 
in the section “Key health needs and challenges of the 
organisation of the health system” of the National 
Transformation Plan, support for PPC by providing 
opportunities for psychological care for the family and 
dignified dying conditions for children with LFA are 
identified as priority measures. Out of the designed 
cross-regional measures, Measure 2.10.2 — Imple-
mentation of the “Palliative and hospice care” measure 
of the “Pro-life” family support programme — was 
accepted. It will result in increased accessibility to pal-
liative and hospice care services for children requiring 
such care, including services for children with LFA [37].

According to the Order of the President of the 
National Health Fund, a woman can benefit from 
free PPC service at any facility with a contract with 
the National Health Fund in this respect, regardless 
of her place of residence. However, PPC is long-term 
care, so it can be very inconvenient or even impossi-
ble for a woman to receive PPC far away from where 
she lives. To enable midwives to provide PPC services, 
changes to postgraduate education, involving the 
development of a new curriculum for the specialist 
course “Palliative Care for Midwives” as well as up-
dates to speciality training curricula to include topics 
in this area may be introduced.

The role of the midwife in perinatal 
palliative care

The international PPC standards emphasise the im-
portant role of the midwife in caring for a woman who 
continues her pregnancy after an adverse prenatal 
diagnosis. Midwives are closest to the woman during 
labour and are present throughout her hospital stay. 
During labour, they focus not only on providing physi-
cal care but also on fully engaging with the emotional 
and family issues of the woman, meeting her needs 
throughout the birth process. Studies reveal that 
well-implemented birth planning is associated with 
increased parental and family satisfaction, a better 
sense of control and less fear, anxiety and emotional 
distress [15, 38]. Midwives on the front line of care 
for this group of parents are in an ideal position to 
sensitively assess the needs of the parents and sup-
port them in saying goodbye. The support a mother 
receives after the death of her child is one of the  
most crucial elements in predicting the nature  
of the grieving process she will experience [39].
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A significant disproportion can be observed in the 
National Health Fund data presented: with a relatively 
high percentage of medical and psychological advice, 
there is a low amount of midwifery advice in both 
antenatal education and patronage visits. This may be 
due to the lack of a standard of practice for PPC. In the 
underlying document, the “Regulation on guaranteed 
palliative and hospice care services”, the possibility of 
midwifery care is not included. As a result, perinatal 
hospices do not employ midwives in their teams [23]. 
Furthermore, based on the “Regulation of the Mini-
ster of Health on guaranteed services in the area of 
primary health care” and “Order No. 79/2022/DSOZ  
of the President of the National Health Fund of 29 June 
2022 on the terms and conditions for the conclusion 
and implementation of contracts for the provision of 
healthcare services in the primary healthcare setting”, 
the PCM — in the case of women with a high-risk pre-
gnancy with specific diagnosed foetal malformations 
— has the task of providing antenatal education for 
this group of women, including practical and theo-
retical preparation for childbirth [40, 41].

The data made available by the National Health 
Fund (Table 4) show that the highest number of visits 
were made by PCMs in 2019, providing care to 20 wo-
men diagnosed with LFA. In the first half of 2022, 

PCMs completed 57 visits, providing care to 15 wo-
men. Considering the administrative division of the 
country, the highest number of visits (40) related to  
a diagnosed lethal anomaly was given by PCMs  
to 16 women in the Wielkopolskie Voivodeship. In 
the Kujawsko-Pomorskie and Zachodniopomorskie 
voivodeships, despite the lack of facilities providing 
PPC, PCMs provided advice to women diagnosed 
with a lethal anomaly. In 2018–2022, PCMs perfor-
med a total of 23 educational/patronage visits in the 
Kujawsko-Pomorskie Voivodeship, providing care to 
13 women. In the Zachodniopomorskie Voivodeship, 
PCMs provided care to two women, giving eleven 
pieces of advice/visits. In terms of the type of visit in 
2018–2022, the highest number of visits by the PCM 
was related to providing care to postpartum women 
(n = 132). Most patronage visits were carried out by 
PCMs in 2019 (n = 41). The visits provided by the PCM, 
involving antenatal education for pregnant women in 
the period from 32 weeks gestation to delivery, repre-
sented the smallest number in 2019 and 2020 (n = 6). 
In contrast, the lowest number of educational visits 
provided by PCMs to pregnant women between 21  
and 31 weeks gestation was in 2018 (n = 2) (Figure 1).

It should be recalled at this point that the midwi-
fe’s task is to professionally prepare the woman after 

Table 3. Amount of medical and psychological advice within the scope of PPC services in 2018–2022 (H1) by 
type of advice and by voivodeship. National Health Fund data

Voivodeship 2018 2019 2020 2021 2022*

M P M P M P M P M P

N = 12 N = 47 N = 417 N = 604 N = 400 N = 514 N = 384 N = 616 N = 87 N = 149

Dolnośląskie 5 40 5 56 12 31 39 69 4 12

Kujawsko-Pomorskie 0 0 0 0 0 0 0 0 0 0

Lubelskie 0 0 10 10 10 10 13 13 4 4

Lubuskie 0 0 0 0 0 0 0 0 3 1

Łódzkie 5 5 10 7 12 12 10 10 4 2

Małopolskie 0 0 11 11 5 5 12 12 0 1

Mazowieckie 0 0 359 465 326 374 227 318 40 49

Opolskie 1 1 2 2 0 0 4 5 0 0

Podkarpackie 0 1 0 34 0 28 0 57 0 41

Podlaskie 0 0 1 1 2 7 3 10 1 1

Pomorskie 1 0 5 4 12 21 21 32 3 5

Śląskie 0 0 13 12 11 11 16 15 1 0

Świętokrzyskie 0 0 0 0 0 0 0 0 0 0

Warmińsko-Mazurskie 0 0 1 2 1 1 0 1 0 0

Wielkopolskie 0 0 0 0 9 14 39 74 27 33

Zachodniopomorskie 0 0 0 0 0 0 0 0 0 0

*Data for 6 months (January–June 2022) 
M — medical advice and counselling; P — psychological advice
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an adverse prenatal diagnosis to proceed by her 
wishes, expectations and religion (culture). The mid-
wife accompanies the family during pregnancy by 
providing support and security and preparing for the 
birth. The essence of antenatal preparation is to make 

the parents aware of different scenarios and prepare 
them for the birth of a stillborn or dying child. The 
necessary knowledge about the physiology of pre-
gnancy and the course of childbirth should be given 
to these parents by the midwife providing care as part 

Figure 1. Amount of advice from the primary care midwife (PCM) involved in the care of a woman diagnosed with 
lethal foetal anomaly from 2018 to the first half of 2022

Table 4. The number of patients and amount of advice from the primary care midwife (PCM) by type of visit: 
patronage visit of the PCM/visit for the care of the pregnant woman and postpartum woman — lethal foetal 
anomaly, by voivodeship. National Health Fund data

Voivodeship 2018 2019 2020 2021 2022*

No. of 
patients

No. of 
visits

No. of 
patients

No. of 
visits

No. of 
patients

No. of 
visits

No. of 
patients

No. of 
visits

No. of 
patients

No. of 
visits

N = 11 N = 43 N = 20 N = 66 N = 17 N = 38 N = 22 N = 53 N = 15 N = 57

Dolnośląskie 0 0 4 10 0 0 5 12 0 0

Kujawsko-Pomorskie 1 1 2 2 4 10 5 9 1 1

Lubelskie 1 5 4 4 0 0 0 0 2 13

Lubuskie 3 14 1 4 0 0 0 0 0 0

Łódzkie 0 0 0 0 0 0 0 0 0 0

Małopolskie 0 0 1 6 2 5 2 9 3 12

Mazowieckie 2 3 1 14 0 0 0 0 1 1

Opolskie 0 0 0 0 0 0 0 0 0 0

Podkarpackie 2 10 0 0 1 4 2 2 1 8

Podlaskie 0 0 1 2 1 3 0 0 0 0

Pomorskie 0 0 1 9 0 0 0 0 4 18

Śląskie 0 0 0 0 1 4 0 0 0 0

Świętokrzyskie 0 0 0 0 0 0 0 0 0 0

Warmińsko-Mazurskie 1 5 0 0 4 4 1 1 1 1

Wielkopolskie 1 5 3 4 4 8 7 20 2 3

Zachodniopomorskie 0 0 2 11 0 0 0 0 0 0

No. of visits — includes the sum of antenatal education visits to a pregnant woman between 21 and 31 weeks gestation — lethal foetal anomaly, ante-
natal education visits to a pregnant woman from 32 weeks gestation to the date of delivery — lethal foetal anomaly and antenatal midwife patronage 
visits/visits for the care of the postpartum woman — lethal foetal anomaly 
*Data for 6 months (January–June 2022)

Antenatal education between 21 and 31 weeks gestation

45
40
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of the hospice activities. Preparation of parents for 
childbirth should include a discussion of the stages 
of labour, options for labour pain relief and birthing 
positions, learning breathing techniques, and lacta-
tion management in the postpartum period [42, 43]. 
The inclusion of a midwife in the PPC team would fill 
a gap in the process of care for parents who continue 
a pregnancy after a diagnosis of a lethal anomaly. The 
lack of uniform standards of practice in Poland hinders 
professional, continuous care for the woman and her 
family after an adverse prenatal diagnosis. Institutions 
providing hospice perinatal care have developed their 
own models of care [44]; however, these do not inc-
lude midwifery care.

The Polish primary health care (PHC) system pro-
vides a minimum of four home visits after childbirth, 
carried out by a midwife. Women following an adver-
se prenatal diagnosis are not excluded from such 
services. At the same time, practice shows that these 
women do not benefit from this support, or they are 
provided with such care only to a minimal extent in 
several voivodeships [40, 41]. Given individual needs 
and opportunities in accessing services, it is worthwhi-
le to provide midwifery care to women both in the 
PHC and PPC setting. Currently, the lack of a midwife 
in PPC means that for the preparation of childbirth, 
a woman with a prenatally diagnosed lethal anomaly 
can only access the PCM or hospital outpatient clinic 
midwife, who does not cooperate with PPC. The 
optimal solution, ensuring continuity of care from 
diagnosis to delivery and postpartum, would be to 
allow midwives to work in a perinatal hospice.

Conclusions

In conclusion, the accessibility to perinatal palliative 
care (PPC) is insufficient, as confirmed by the results of  
the analysis and by the entries in the 2020 Maps 
of Health Needs document and the 2019 National 
Transformation Plan. There are disparities in access to 
publicly funded PPC facilities for women/families after 
an adverse prenatal diagnosis. There are still no PPC 
facilities in the three voivodeships. A key element is to 
optimise the PPC system by increasing the number of 
medical facilities; introducing a midwife into the PPC 
team, whose range of services will ensure continuity 
of perinatal care; and adopting a uniform standard of 
practice in PPC, including the provision of services in 
prenatal hospices, hospitals and home settings. The 
introduction of a midwife to the PPC team will increase 
the accessibility to PPC services in Poland. The adoption 
of the PPC standard of practice and the employment 
of midwives in PPC facilities will allow all PPC facilities 

to provide equal services and ensure that women 
receive obstetric care from the moment they receive 
an adverse diagnosis, through professional preparation 
for childbirth, and delivery to the postnatal period.
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