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! 3 Whatis the relationship
% between Palliative Care and
Bereavement Care?




Bereavement Care and Palliative

Care (Murray et al., 2005, p.1010)




Bereavement care as an integral
part of end-of-life care
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Bereavement care as an integral
part of end-of-life care

End of life care for adults (Q513)
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The Controversies in
Bereavement Care

1. Objective

2. Content

3. Effectiveness
4. Target

5. Timing
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1. Objectives



Objectives of Bereavement
Care

Death Studies, 320 1-5, 2008
Copyright © Taylor & Francis Group, LLC Ea .IRT._'I} !Sﬂsgg H 1
ISSM: 0748-1187 print/ 1091-7683 online o e a
DOL 10108007481 IBO70 1741202
SPECIAL ISSUE ON BEREAVEMENT, OUTCOMES, M anage
AND RECOVERY: GUEST EDITOR’S
OPENING REMARKS

DAVID E. BALK

Adapt
e ey S ek ot o Deal with

Adjust
What should be Redefine and reintegrate
the goal? Restoration |

Resilience

Balk, D. (2008). Special issue on bereavement, outcomes and recovery:
Guest editor’s opening remarks. Death Studies, 324, 1-5.




2. Content



NICE Guideline and
Bereavement Care

NHS

National Institute for
Clinical Excellence

Guidance on Cancer Services

Improving Supportive and
Palliative Care for Adults
with Cancer

The Manual

Bereavement can give
rise to a wide range of
needs: practical,
financial, social
emotional and spiritual.
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ICE Guideline and Bereavement
are (NICE, 2004)

...needs for information about the loss and grief,
needs to pursue particular cultural practices, needs
for additional support to deal with the emotional and
psychological impact of loss by death, or...specific
needs for mental health service intervention to cope
with a mental health problem related to loss by death.

A
3

'

i,

Vv ]



3-component model of bereavement
SUppPoOrt (NICE,2004 p. 161)

Component 1 Grief is normal after bereavement and most
people manage without professional intervention. Many people,
however, lack understanding of griet after immediate
berecavement. All bereaved people should be offered information
about the experience of bereavement and how to access other
forms of support. Family and friends will provide much of this
support, with information being supplied by health and social
care professionals providing day-to-day care to families.




3-component model of bereavement
SUPPOIL (NICE,2004 p. 161)

Component 2 Some people may require a more formal
opportunity to review and reflect on their loss experience, but
this does not necessarily have to involve professionals.
Volunteer bereavement support workers/befrienders, self-help
groups, faith groups and community groups will provide much
of the support at this level. Those working in Component 2
must establish a process to ensure that when cases involving
more complex needs emerge, referral is made to appropriate
health and social care professionals with the ability to deliver
Component 3 interventions.




3-component model of bereavement
SUPPOIL (NICE,2004 p. 161)

Component 3 A minority of people will require specialist
interventions. This will involve mental health services,
psychological support services, specialist
counselling/psychotherapy services, specialist palliative care
services and general bereavement services, and will include
provision for meeting the specialist needs of bereaved children
and young people (being developed as part of the National
Service Framework on children and not covered here).




What is Grief Intervention?

“Grief Intervention...ranging from mutual —help
groups open for anyone suffering a loss to full-
blow therapeutic programs for complicated or
pathological forms of grief.” (P. 705).

“... Is a broad term, potentially covering help
offered by family, friends, and neighbours after

JJ
the loss of a loved one.” (P. 706) -
>
©® Schut, H.A., Stroebe, M.S., van der Bout, J., & Terheggen, M. (2001). The effi of ’ \
bereavement interventions: Determining who benefits. In M. S. Stroebe, R.O. Hangsen, Y _
Stroebe, & H. Schut. (Eds.) Handbook of bereavement research (pp. 705 — 738). < -

éé‘)—-

Washington, DC: American Psychological Association.
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What is Grief Intervention?

® Nature
m Counseling
B Befriending
B [nformation
B Emotional support
m Training
m Tangible services

B Memorial, remembrance or anniversary services

4
- TLC (Tender loving care) ‘ QJ’&’
V)




What is Grief Intervention?

©® Modality of contacts

m Printed materials (Letter, condolence cards, information

booklets or pamphlets)

m Non face-to-face interactive means (e.g. telephone, internet, or

SMS)
B Individual
m Group
m Activities

4
m Advocacy work ‘ E’&’
3%




Definition by Taskforce of ADEC

©® “Grief counseling involves a professional
relationship whereby the counselor, in conjunction
with the client, assesses the impact of a loss and
facilitates healthy adaptation and optimal mental
health & wellness; enabling the client to achieve
his/her self-determined goals within a reasonable
time frame.”
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Categorization of Bereavement Care:
Inspiration from Palliative Care




Theories of Bereavement
(Chow, in press)

Descriptive Explanatory
Theories Theories

Relational Theories
(Continuing Bond [Klass &
Silverman], Psychodynamics

Constructivist Theories
(Meaning Making [Neimeyer])

Task Theories
(4 Tasks [Worden], 6 R model
[Rando])



Descriptive Theories

©® Phase/Stage theories
B Steps and process
m Focus of different phase/stage
©® Coping and Adjustment theories

B Teaching and learning

B Resources and support

® Task theories

m Clear steps and process




Explanatory Theoties

©® Relational Theories
m Relationship building (e.g. Continuing Bond)
B Communications
B Connections
©® Constructivist Theories
B Meaning making
B Narrative reconstruction

©® Neurological Theories

B Biological means




Hong Kong Development

©® Dual Process Model Group Intervention
©® ADAPTS intervention

©® Integrated Family Intervention for Persons
Bereaved by Suicide

©® Reweaving Grief

25 Amy Chow, Department of Social
" ¥» Work & Social Administration, HKU



3. Effectiveness



Efficacy Studies

) . . ation. Ine
Journal of Counseling Psychology Copyright 1999 by the American Psychological Association,
1999, Vo, 46 No. 3, 370-380 0022-0167/99/83.00

Effectiveness of Grief Therapy: A Meta-Analysis

Denise Litterer Allumbalﬁh and William T. Hoyt
Towa State University

This meta-analysis addressed the question of how cffective gricf therapy is and for whom,
using B. J. Becker’s (1988) iques for i dized hange scores.
Analyses were based on 35 studies (V¥ = 2,284), with a weighted mean effect size (ES) of
A, = 0.43 (95% confidence interval = 0.33 to 0.52). Clients in no-treatment control groups
showed Hittle improvement (d = 0.06), possibly because of the relatively long delay between
loss and treatment in most studies (mean delay = 27 months). Moderators of trearment
efficacy included time since loss and relationship to the deceased. Client selection procedures,
a hodological factor not origi coded in this lysis, appeared to ib
strongly to variability in ESs: A small number of studies involving self-selected clients
produced relatively large ESs, whereas the majority of studies involving clients recruited by
the investigators produced ESs in the small to moderate range.

Clinical Psychology Review, Vol. 19, No. 3, pp. 275-206, 1999
Copyright © 1999 Elsevier Science Lud

Printed in the USA. All rights reserved

0272-7358/99/$-see front matter

Pergamon

PII S0272-7358(98)00064-6

A SYNTHESIS OF PSYCHOLOGICAL
INTERVENTIONS FOR THE BEREAVED

Pamela M. Kato and Traci Mann

Stanford University

ABSTRACT. Several interventions have been implemented to address the adverse psychological
and physical consequences associated with beveavement. Ir this review, we summarize four major
theories of bereavement, present a qualitative review of bereavement intervention studies, and as-
sess the overall effectiveness of bereavement intervention studies in a quantitative meta-aralysis.
Summaries of the theovies ave draun from published theovetical works. The qualitative and quan-
titative reviews were based on searches of Medline, PsychINFO, and Dissertation Abstracts Inter-

national databases using the keywords “beveaved ™ and “beveavement.” Overall, the interventions
were largely methodologically flawed, ravely specified what theory of bereavement they were testing,
and showed surprisingly weak effect sizes. Possible interpretations for the small effect sizes ave dis-

A”umbaugh, D. L. & Hoyt’ W. T. (1999)_ cussed, and future divections are outlined. © 1999 Elsevier Science Lid
Effectiveness of Grief Therapy: A meta-

analysis. Journal of Counseling Psychology, Kato, P. M. & Mann, T. (1999). A synthesis of
46(3), 370-380. psychological interventions for the bereaved.

Clinical Psychology Review, 19(3), 275-296.

Effect varied, =
©® - Reviewed 35 studies, Effect Size: 0.114 .

with Effect Size: 0.34 K




Efficacy Studies
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e ® Reviewed 23 studies

SEARCHING FOR THE MEANING OF MEANING:
GRIEF THERAPY AND THE PROCESS OF

RECONSTRUCTION O® Effect size = 0.13

el il L X MEE L-E ik o] 0 30 O3 T O

LAk

ROBERT A. NEIMEYER
University of Memphis, BMemphis, Tennessee, UISA

°
® Treatment induced
A mm_pmﬁwru'u quariitatize repiew q,l" Iﬂﬁmfﬁ\l'ﬂl randimr ned comirallad outrome ° °
tudver of prief I o therapy tr that suck 1w tams ar Syper! d T
ol o g1 s et ety e o e s vl eterioration (TIDE)

bereazewyend, O the ather Bawd, Lhere a1 rowee esedence thal grief” theogpy is mare
ﬁmﬁn'd and :.g.ﬁ-rfnr thase wha kave beem .rmuman'r.m'.ll': bereaed. Hn.-_‘;l'nmn.q uith
thi: sobering appraval, thur erticle connders be fndingr of C G0 Daaes, € 8.
Weriman, [). R. Lekman, aud B, C, Selver (0his isowe) and their implications for g
mraning fevensiruciion approech fo griel Merapy, arguing hal an expanded concef-
fzon gf meaning is mecesraiy Io procide a stranger basis for chmcel mtervention.

Neimeyer, R. A. (2000). Searching for the
meaning of meaning: Grief therapy and the
process of reconstruction. Death Studies, 24,
541-558.




Efficacy Studies
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THE EFFICACY OF BEREAVEMENT
INTERVENTIONS: DETERMINING
WHO BENEFITS

HENK SCHUT, MARGARET S, STROEBE, JAN VAN DEN BOUT,
AND MAAIKE TERHEGGEN

Schut, H., Stroebe, M. S., Van Den Bout, J.,
& Terheggen, M. (2001). The efficacy of
bereavement interventions: Determining who
benefits. In M. S. Stroebe, R. O. Hansson, W.
Stroebe, & H. Schut (Eds.), Handbook of
bereavement research (pp 705-737).
Washington, DC: American Psychological
Association.




Differentiated care for different

targets

Tertiary Preventive YQterventions
For bereg#ged persons withhcomplicated
mourning response
rally successful when c

with control groups

Secondary Preventive Interventions
- Focused on high risk bereaved persons
ore evidence of efficacy, but modest when compar
with traditional psychotherapy outcome studies

Primary Preventive Interventions
-Design to prevent the development in the general population of
bereaved persons
- receive hardly any empirical support for their effectiveness

Schut, H.A. , Stroebe, M.S., van der Bout, J., & Terheggen, M. (2001). The efficacy of berea nt

1ntervent10ns Determlnlng who benefits. In M. S. Stroebe, R. O Hansson, W. Stroebe, & H. t. ﬂl
(Eds.) Handbook of bereavement research (pp. 705 — 738). Washington, DC: American Psycl}*lca Y

Association. ‘ :




Efficacy Studies
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What Has Become of Grief Counseling? An Evaluation of the Empirical
Foundations of the New Pessimism

Dule G. Larson
Sanka Clan University

William T. Hoxt
University of Wisconsin—Madison
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DOES GRIEF COUNSELING WORK?

JOHN R. JORDAN
The Faruly Loss Project, Sherbom, Massachuseres, USA

ROBERI A. NEIMEYER
The Urdversity of Memphas, Memphas, Bnneses, USA

H?H&JMJNRI{M‘PL“J}E({W as g pwmom &MI&]J 1xferem aans ﬂflﬁ'@llrﬂi. H'R_I'--
e, an e xamina San of e bereavemet wlermenii liberature suppe st that the scentific
bans for accepung the efficacy of prigf couns sling may be guite weak, This arocle sum-
marizes the findwps of Far vecent qua b falive and quanh faioe wviews of the bereawmm
amterventan Herasre, It then dicusses thwe pasnble explanatins for these surprinng
Swding and comcludes wigh recommendafions for both researchers and dimiaans in tha-
natalagy that could el i foce seffrts banaver fequestions g b aud forikomgrief
counseling 1xhelpfil,

Jordon, J. R. & Neimeyer, R. A. (2003). Does
grief counseling work? Death Studies, 27,
765 - 786.

® Limited Effect

©® Research methodological problem

A pessimisic view of grief counseling has emerged over the last 7 years, exemplifisd by B A
Heimeyer's (3000) cficited claim ihat “such inervention: are typically inefactive, md parhops aven
deletzrious, at Jeast for parsons experiencing a nommal bersavement” (p. 5410, This regative character-
ization has Liile or no empirical gromding, however. The claim resis cn 2 pieces of evidence. The it
is an uncethodex mnatysis of deteicration effzcts n 10 cucome studies in B, V. Forinec's (19500
dissariation, wually atiribueed 1o Meirmeyer (2000). Neithar the analysis nor Former' s findings have ever
besn published or subjecied io pear peview, uniil pow. This rewiew shows that there is no stalistical oc
empirical basis for cliims aboul deterionaticn =fscls in grisf counseling. The 2nd pisce of evidence
imvalves what the miheors belisve to be ill-informed summaries of conventional oela-analyic findings.
Thiz misrsprasentation of empirical findings has damaged the repueation of grief comzeling in the fizld
and in the popular media and offers kssons for both ressarchers and ressanch consumers inleresisd in the
relationship betwesn science and practice in psychology.

Kepwords: grief therapy, grief counseling, ivsaiment delerioration, scisntisi-praciitioner model, bereave-
ment

Larson, D. G., & Hoyt, W. T. (2007). What
has become of grief counseling? An
evaluation of the foundations of the new
pessimism. Professional Psychology:
Research and Practice, 38(4), 347-355.

Queries over
research '
methodology of
the meta-analysi
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Efficacy Studies

Jowrnal of Clinical Child and Adolescent Paychology Caopyright & 2007 by

2007, Vol 36, No, 3, 253-259 Lawrence Edbaum Associates, Ine, @ E ffe Ct Siz e for
REVIEW ARTICLE bere avement
B " Intervention is still small

Joseph M. Currier, Jason M. Holland, and Robert A, Neimeyer
Deparmment of Pavahalogy, University of Memphis

Grief therapies with children are becoming increasingly popular in the mental @ — O ° 14

health community. Nonetheless, guestions persist abour how well these trear-
ments actually help with children's adfustment to the death of a loved one. This
study used meta-analyiic technigues to evaluate the general effectiveness of
bereaverment nterventions with children. A thorough quantitarive review of
the existing controlled outcome [terature (n = 13) vielded a conclusion akin
ta earlier reviews af grief therapy with adults, namely thar the ehild grief inrer-
ventions do not appear to generaie the positive outcomes of other professional
peyvchotherapeutic interventions. However, studies thar intervened in a rime-
sensitive manner and those thar implemented specific selection criteria produced
better outcomes than investigations that did not attend to these factors.

Currier, J., Holland, J. M., & Neimeyer, R. A.
(2007). The effectiveness of bereavement
interventions with children: A meta-analytic
review of controlled outcome research.
Journal of Clinical Child and Adolescent
Psychology, 36(2), 253-259.




Efficacy Studies

O® Differentiate Intervention

Results : Comments
Primary
16 studies Not effective in most Absence of effects possibly because nearly all studies used outreaching
before 2001 recruitment procedures (help offered rather than asked for)"
4 studies More positive results than previous studies.”®”7** Syggestions of better results seen in Positive results possibly because three of four studies were inreaching studies
after 2001 females (adults and young girls) than in young males.”*”*** Better results in people with (bereaved requested help). Efficacy for those with higher levels of mental-health
mental-health problems at baseline, for both adults™ and children™* problems before intervention suggests rationale for secondary intervention
Secondary
7 studies Generally, though not unequivocally, more effective than primary intervention, though effects  Effectiveness associated with strict use of risk criteria, showing need to differentiate
before 2001  were modest and improvements were temporary more within groups and tailor intervention to the subgroup (eg, by gender™)
3 studies Improvements in children bereaved by suicide in group intervention (compared with

after 2001 community care).”” Families at high-risk showed slightly more improvement after family-
focused grief therapy”**” in terms of general distress (not family functioning). Those with
worst symptoms had most improvement. No effects of a highly-specific (body touching)
therapy*® on bereaved mothers. Emotion-focused interventions most effective for distressed
widowers; problem-focused for distressed widows.™ Fathers in general, and mothers with low
baseline values of distress and grief did not benefit from group intervention focused on
problems and emotions; highly distressed or grieving mothers improved most through
intervention'®

Tertiary
7 studies Modest but lasting positive effects on symptoms of pathology and grief (individual and group  Therapy for complicated grief or bereavement-related depression and stress
before 2001  interventions; from analytically oriented dynamic psychotherapy to cognitive and behaviour  disorders has led to substantial and lasting results. 3 additional studies were
therapy) difficult to interpret (no non-intervention control group) but were interesting for
165,185,186 . . St
2 studies Substantiate earlier findings: strong effects in terms of intrusion, avoidance, grief, depression future research, %% For example, gender differences in effects of time-limited

supportive and interpretative group therapy in bereaved people with major
depression: women improved more than men in depression, anxiety, avoidance
and general distress; men reported less grief than women after interpretive group
therapy.™ A specific individual treatment module for complicated grief was more
effective than standard interpersonal psychotherapy™®

after 2001 & anxiety."™ Assessed nortriptyline and interpersonal psychotherapy (alone and in
combination) for people with bereavement-related major depressive episodes examined.™
Nortriptyline led to less remission than placebo and psychotherapy. Indication that
combination of medication and psychotherapy gave best results

ru;mammmmwwmummmw

Stroebe, M., Schut, H., & Stroebe, W. (2007). Health outcomes of bereavemenf’ﬂ -
Lancet, 370(9603), 1960-1973 v




Efficacy Studies
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The Effectiveness of Psychotherapeutic Interventions for Bereaved Persons:

A Comprehenzive Cuantitative BEeview bere avement

Joseph M. Cumier, Robert A. Neimeyer, and leffrey 5. Berman
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Currier, J., Neimeyer, R. A. & Berman, J.
(2008). The effectiveness of
psychotherapeutic interventions for bereaved
persons: a comprehensive quantitative
review. Psychological Bullentin, 134(5), 648-
661.




Efficacy Studies

CURRENT DIRECTIONS IN PSYCHOLOGICAL SCIENCE

Grief Therapy

Evidence of Efficacy and Emerging Directions

Robert A. Neimcyerl and Joseph M. Currier>

'Department of Psychology, University of Memphis, and “Memphis VA Medical Center

Neimeyer, R. A. & Currier, J. (2009). Grief
therapy: Evidence of efficacy and emerging
directions. Current directions in
psychological science, 18(6), 352 -356.

Effect Size for
bereavement
Intervention is
still small

=0.14 - 0.38
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Therapy

B NMNonrandomized Grief
Therapy

B General Psychotherapy

Effect Size

04

0.3

0.2

0.1

Postintervention Follow-up

Fig. 1. Overall elfectiveness of griel therapies compared to general psychotherapy. Bars represent
ellect sizes [or dilTerent elasses ol interventions relative to untreated controls, with taller hars indi-
caling more elfective treatments. Compared to general psyvehotherapy for other problems (see
Wampaold., 20001), the effects of grief therapy are unimpressive: the apparently more substantial effects
for nonrandom studies of greiel therapy likely reflect confounding factors, such as the assignment of
more molivated clients to the active treatment condition,

( Neimeyer & Currier, 2009, p. 353).




( Neimeyer & Currier, 2009,

p. 354).

0.9 4
0.7 A
2b] . .
N 05 4 [0 Universal Grief
n Therapy
(8]
ﬁ B Selective Grief Therapy
0.3 - @ Indicated Grief
Therapy
B General Psychotherapy
0.1 4
01 - Post- Follow-up

intervention

Fig. 2. Ellect sizes of griel therapies for targeted populations. At both postireatment and follow-
up. bereavement interventions for “indicated™ groups of mourners sulfering from clinically ele-
vated symploms outperform interventions for “selective’” groups of “at risk™” mowrners (e.g..
bereaved parents) and ““universal™ interventions For all bereaved people, regardless of risk or
demonstrated distress, Effects for general psyehotherapy for other problems (see Wampold, 2001)
are included for comparison.






3-level model of bereavement support
inspired by Public Health Approach

Outcome
Assessment
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High Outcome
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Map for Assessment
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B Amy Chow, Department of Social
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Assessment of Grief

By Risk Factor (Predictive) or by protective factors

Pailiative and Supportive Care (3011, 9, 153 164,
& Cambridge University Press, 2011 1478-9515/11 $20.00
dei:10. 10178 1476951511000022

Inter-rater reliability of the Bereavement Risk
Assessment Tool

CAELIN ROSE, ma.,! WENDY WAINWRIGHT, mEp.,! MICHAEL DOWNING, mp.,! avp
MARY LESPERANCE, u.n., paTAT

Vietaria Hospice Society, Vietoria, British Columbia, Canada

*Undversity of Vietoris, Vietaria, British Calumbia, Canada

(Recaven April 27, 2010; AccerTeD September 23, 20000

ABSTRACT

Obyjective: The Bereavement Risk Assessment Tool (BRAT') was designed to consistently
communicate information affecting bereavement outcomes; to predict the risk for difficult or
complicated bereavement based on information obtained before the death: to consider resiliency
aswell as risk; and to assist in the efficacy and consistency of bereavement service allocation.
Following initial development of the BRAT s 40 items and its clinical use, this study set out to
test the BRAT for inter-mter reliability along with some basic validity measures,

Method: Case gudies were designed based on actual patients and families from a hospice
palliative care program. Bereavement professionals were recruited via the internet. Thirty-six
participants assessod BRAT items in 10 cases and then estimated one of 5 levels of risk for each
case. These were compared with an expert group’s assignment of risk.

Results: Inter-rater reliability for the 5-level risk scores yielded a Fleiss’ kappa of 0.37 and an
intra-class correlation (ICC) of 0.68 (95% C10.5-0.9). By collapsing scores into low and high risk
groups, a kappa of 0.63 and an 1CC of 0.66(95% C1 0.5-0.9) was obtained. Participant-estimated
risk scores yielded a kappa of 0.24. Although opinion varied on the tool's length, participants
indicated it was well organized and easy to use with potential in assessment and allocation of
bereavement services. Limitations of the study include a small sample size and the use of case
studies. Limitations of the tool include the subjectivity of some items and ambiguousness of
unchecked items.

Significance of results: The collapsed BRAT risk levels show moderately good inter-rater
reliahbility over clinical judgement alone. This study provides introductory evidence of a tool that
can be used both prior to and following a death and, in conjunction with professional judgment,
can assess the likelihood of bereavement complications.

KEYWORDS: B nt Risk, B Assessment, Risk Factor, Grief, Complicated
Grief

Amy Chow, Department of Social
Work & Social Administration, HKU




Assessment of Grief

By Grief reactions (Outcomes)
= Emotion : Depression, Anxiety
® Complicated Grief
® Functionality (distruption)

® Physical condition

Amy Chow, Department of Social
Work & Social Administration, HKU

ABSTRACT

The death of a spouse represents a
ccommon form of bereavement among
adults and is associated with signifi-
cant distress and adaptation. This 10-
year review of the bereavement litera-
ture highlights 12 tools used to assess
bereavement in spousally bereaved
samples. Pertinent measurement foci
and psychometric properties of each
tool are presented. Applicability of
each tool within the spousal bereave-
ment process is discussed, and aspects
of the spousal bereavement process
not currently addressed or under-
addressed provide direction for future

tool development.

Spousal Bereavement

ASSESSMENT

A Review of Bereavement-
Specific Measures

he death of a spouse, or spou-

sal bereavement, is associated

with significant distress (Bon-
nano, Wortman, & Nesse, 2004) and
represents the most common form of
bereavement among adults, currently
affecting approximately 13 million
people (Fields & Casper, 2001). The
multifactorial ramifications of spou-
sal loss are clearly evident in the ex-
tensive literature on the physical and
mental health outcomes associated
with spousal bereavement (Gallagh-
er-Thompson, Futterman, Farberow,
Thompson, & Peterson, 1993; Rossi,
Bisconti, & Bergeman, 2007; Stroebe
& Strocbe, 1993; Waite & Galla-
gher, 2000) and, more recently, on
the consequences of widowhood to
daily social and behavioral function-
ing (Caserta, Lund, & Obray, 2004;
Uts, Reidy, Carr, Nesse, & Wort.
man, 2004; Yunqing, 2007). Despite
the universal nature of spousal death,

Mary E. Minton, PhD, RN; and
Cecilia R. Barron, PhD, RN
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the subseq bereavement process
creates markedly different responses
(Wortman & Silver, 2001) from which
bereavement researchers and clini-

cians have reported various, though
not conclusive, outcomes related to
distress (Bonnano et al., 2004; Carr
& Utz, 2001).

Ongoinginquiry aboutthespousal
bereavement process highlights the
necessity for psychometrically sound
measurement tools (Genevro, Mar-
shall, Miller, & Center for the Ad-
vancement of Health, 2004) to more
effectively assess the implicit threat
posed to the health and well-being
of the survivor. Because numerous
measurement tools exist for use in
bereaved samples, the identification
of tools used specifically in spousally
bereaved samples provides a start-
ing point for clinicians and research-
ers in the selection of an appropriate
assessment or measurement tool to
use with the spousally bereaved cli-
ent. Previous reviews of instruments
used in assessing bereavement-re-
lated distress (Gabriel & Kirschling,
1989; Hansson, Carpenter, & Fairch-
i1d, 1993; Neimeyer & Hogan, 2001;
Robinson & Pickett, 1996) have pro-
vided essential psychometric infor-

line.com




Six High Risk Factors wando, 1994

Suddenness and lack of anticipation
Violence, mutilation, and destruction
Preventability and/or randomness
Loss of a child

Multiple deaths

Person encounter with death secondary 1g
threat of personal survival/ massive
confrontation with the death

® 6 6 6 6 6

gz Amy Chow, Department of Social
®®» Work & Social Administration, HKU



12 ngh RlSk FaCtOfS (1) (Mckissock &

McKissock, 1999)

©® Sudden death

©® Child death

©® Traumatic witness
©® Centrality **

©® Preventabllity

® Ambivalence

25 Amy Chow, Department of Social
" ®» Work & Social Administration, HKU



12 ngh RlSk FaCtOfS <2> (Mckissock &

McKissock, 1999)

©® Pre-existing problem (e.g. Alcoholism)
©® Concurrent Crisis

©® Decreased Social Support

©® Decreased Role Diversity

©® Overly prolonged dying proce
©® Lack of reality (Missing

® persons)

gz Amy Chow, Department of Social
®®» Work & Social Administration, HKU



Integrated Model of Risk

B. Inter-/non-personal Risk Factors:
«  Social support/ isolation

+ Intervention programs =~ (g e mmemmmmmemmmmmm e e - I
+  Family dynamics |
« Cultural setting/resources :
+ Religious practices I
+  Material resources (money; services) :
I
I
I
/_ A. Bereavement: \ :
« Loss-oriented Stressors — LS =
- Traumatic (inc. sudden, unprepared, untimely) "f E. Qutcome {changesin): _\‘
- Type loss (spouse, child) j D. Appraisal & Coping: s Grief intensity
- Multiple concurrent losses ¥ > + Cognitive/ behavioral processes / « (Exacerbation) LS & RS-related
- Quality of relationship 4 mechanisms T + Psych & phys. (ill) health
«  Restoration-oriented Stressors — RS * Emotion regulation (oscillation) = Cognitive (debility)
- Work /legal problems + Social (dis)engagement
- Care-giver burden residue \ .
- Ongoing conflicts

\- Poverty / economic decling /

I
|
!
|
|
|
|
|
/n—:_ Intrapersonal Risk Factors: \ |
|
|
|
|
|
|
|

Attachment style/ Personality
SES; gender
Religicus beliefs / other meaning systems

Intellectual abili
Childhood /multiple preceding losses

Predisposing vulnerabilities (e.g.) l«
- Mental health problems (depression; adjustment disorder, ete.)
- Medical / physical health problems

- Age-related frailty
\ - Substance abuse _/

*® & B ® ® @

Fig. 1. The integrative rnisk factor ramework for the prediction of bereavement outcome.



Risk and Protective Factors (Stroebe,
Schut, & Stroebe, 2007)

Specific risk factor Main findings
Situation and Cause of death (including  Inconsistent results for sudden vs expected deaths;™** traumatic deaths: worse outcomes;™** note also parents’ reactions to traumatic
circumstances of sudden, unprepared, deaths.®** Sudden death likely to have the most effect on vulnerable people (eg, those with low self-esteem) and those who are personally less
death untimely, traumatic) well-prepared***

Few differences in effect of suicide or non-suicide deaths in some studies, but longer adaptation and some aspects (eg, stigmatisation, shame)
more of an issue after suicide deaths than after other deaths. Excessive risk of mortality (including suicide) after suicide death.” Suicide-

bereaved children might be vulnerable'”
Circumstances Multiple (concurrent) losses;* witnessing extreme distress in terminal illness increases effect of loss, " but a so-called good death (eg,
surrounding death or appropriate medical care, reducing distress for dying and bereaved) ameliorates the effect™*
place of death Rituals can help, particularly for children®

Deaths with hospice care are sometimes (not always') associated with better outcomes than deaths in hospital in bereaved people. Some
evidence suggests that deaths in hospice care are associated with lower mortality rates in the bereaved.”* Death of a child in hospital is
associated with more symptoms for parents than the death of a child at home*

Pre-bereavement Strain affects health of caregiver before and after bereavement, 42241 although successful caregiving can be helpful, caregiving benefits
caregiver strain might also be associated with high amounts of grief*”
Health consequences not only owing to burden and responsibilities but also to personal neglect of one’s own health, nutrition, physical and
emotional needs*

‘ Death might on occasion be judged a relief for patient and bereaved'®
Type of lost relationship  Findings of a few studies show that kinship relationship moderates type of effect on health.”** Loss of a child (adult) associated with more

(eg, child vs spouse) intense and persistent grief and depression than loss of spouse***

Quality of relationship Earlier claims that poor relationships (eg, ambivalence, dependency) lead to difficulties in bereavement, some benefits from good

with deceased relationships,” but findings not consistent concerning positive or negative outcomes and marital quality with respect to dependency,
closeness, harmony, etc™®*

Ongoing conflicts, Concurrent stressors affect bereavement outcome, eg, financial hardship that compounds difficulties in adjustment. If bereavement is

concurrent work and legal  accompanied by a drop in economic resources, or insufficient income, effects of befeavement might be exacerbated.”** Poor eating habits
difficulties; poverty or and loss of weight compared with married people* |

economic decline
N




Risk and Protective Factors (Stroebe,
Schut, & Stroebe, 2007)

Intrapersonal riskor  Personality or attachment  Some protective factors identified (eg, optimism, ™ perceived control over daily activities,™ high self-esteem, "' secure attachment style in

protective factors

style
Predisposing factors or
previous bereavements

Religious beliefs and
other meaning systems
Sociodemographic
variables

relationships with others)¥*e

Pre-bereavement depression probably associated with high risk of intensification of depression in bereaveent™

Findings of most studies show early (childhood or adolescent) bereavement to be a risk for later (aduithood) mental and physical health
issues; ' * also noted are: cortisol concentration differences, ! information processing biases;** different sibling relationships.** Adequacy
of remaining parent care and personal characteristics of child are important™

Findings of some, but by no means all, studies show religion helps™'<*

Sacioeconomic status: findings of some studies suggest that health outcomes of bereavement are not related to socioeconomic status (see
also economic resources below).*’ Some reports of poorer health in lower socioeconomic groups probably indicate non-bereavement-specific
patterns.’ Relative mortality is similar across education and income groups but absolute differences compared with married people are greater
in lower social strata®™

Gender: widowers are relatively more vulnerable than widows;**** mothers are affected more than fathers™ ™

Age: young people are reported to be more vulnerable in some studies,™ curvilinear relations also noted™®

Ethnic group: similarities in grieving recorded between black and white people; however, anger and despair are lower in black populations, ™
and high rates of psychiatric disorders™ and mortality are seen in both black and white bereaved people (patterns of comparative sex
differences are less clear)  Differina ethnic arouns also have uniaue features of arief*




Risk and Protective Factors (Stroebe,
Schut, & Stroebe, 2007)

Coping styles, Grief work, appraisal
strategies, processes processes

Emotion requlation

‘Mumnmwmm "

'q 't;;mm(mm)wﬁmuﬂn!mmmﬁ_f.'f'.'?.“f' L
on fke&hS

Grief work, sharing, and disclosure are not as prednctwe of outcome as has been previously danmed Avoodance is not necesanly S0 deuimemal.
but rumination is associated with poor outcomes, whereas positive (re)appraisal is associated with good outcomes. >+ Meaning making
is regarded as beneficial’™**

Regulation (confrontation or avoidance; positive and negative appraisals) in the grieving process is likely to be beneficial*****




Risk factors identified in Hong
Kong

» Dependency on the deceased
> Loneliness (emotional and social loneliness)

> Perceived Traumatic effect of the death

25 Amy Chow, Department of Social
" ¥» Work & Social Administration, HKU



Assessment of
Outcomes 1n
Bereavement




Experiences of Grief

Affective Cogpnitive
Depression, despair, dejection, distress Preoccupation with thoughts of deceased, intrusive
Anxiety, fears, dreads ruminations
Guilt, self-blame, self-accusation ::':"’fr:;!:n”ed::::f deceased
ion, deni
Anger, ho.stility, irritability AT
Anhedonia—loss of pleasure Seif-raproach
Loneliness Helplessness, hopelessness
Yearning, longing, pining Suicidal ideation
Shock, numbness Sense of unreality

Memory, concentration difficulties




Experiences of Grief

Behavioural Physiological-somatic

Agitation, tenseness, restlessness | oss of appetite

Fatigue Sleep disturbances

Overactivity Energy loss, exhaustion

Searching Somatic complaints

Weeping, sobbing, crying Physical complaints similar to deceased
Socil withcrapl Immunological and endocrine changes

Susceptibility to illness, disease, mortality




Health Consequences of
Bereavement (Stroebe, Schut, & Stroebe, 2007)

Increased risk of mortality:

- mainly related to broken heart (psychological distress due to the
loss, such as loneliness and secondary consequences of the
loss, such as changes in social ties, living arrangements,
eating habits, and economic support)

- for widowers, increased risk with alcohol consumption and the
loss of their sole confidante

- chance of death in the early months are higher

- widowers (compared with married same-sex counterparts) arwt
relatively more excessive risk of mortality than widows ' -
(compared with married same sex counterparts)

- odd ratio vs rate: 5% of widowers vs 3% of married men in
years and older age category dying in the first 6 months
bereavement. (OR=1.66)

-2
H?fr—"




Health Consequences of
Bereavement (Stroebe, Schut, & Stroebe, 2007)

Higher Physical Morbidity
- more likely to have health problems

- higher rates of disability, medication use, and
hospitalization than non-bereaved counterparts

- more likely to have medical consultations, but in one
study indicated high intensities of grief reduced the
use of health services

- Increase of activity-limiting pain and moderate to g
severe current pain among recently bereaved
persons

- associated with weight loss




Health Consequences of
Bereavement (Stroebe, Schut, & Stroebe, 2007)

Higher Psychiatric Morbidity

- increase in depressive symptoms in bereaved
populations

- 25-45% have mild levels of depressive symptoms,
and 10-20% show clinical levels

- PTSD




Health Consequences of
Bereavement (Stroebe, Schut, & Stroebe, 2007)

Additional medical implications:

- impaired memory performance,
- nutritional problems

- work and relationship difficulties
- difficulties in concentration

- decrease in social participation




Depression (CES-D)

Depressed improved Group
(about 11%)

- had poorest quality marriages
- higher on ambivalence towards the
spouse in the pre-loss stage

" Resilient Group (about 46 %)

- about 75% of this group reported |
experiencing intense yearning (painful
waves of missing the spouse) as well
as pangs of intense grief in the earliest

Common Grief (about 11%)

[ A 1 =n 1 & 1 (0

= DELLET dDIC L0 Udin CoIrmmorte 1rom
talking about and thinking about the
spouse

- had relatively lower scores on
avoidance and distraction, as well as

having fewer regrets

preloss

6 mo. postloss
Time

-but less likely to make sense of or

18| find meaning in the spouse’s death

-
© Adopted from Bonanno, G.A., Wortman, C.B., & Nesse, RE. Mg 20(% \ -
Prospective patterns of tesﬂence and malad]ustment during wide

Psychology and Aging, 19(2):260-271.




Abnormal Grief ?

Defined by the norm

It is “normal” for Bereaved persons have “abnormal”
behaviours as bereavement itself 1is an “abnormal”
experience ....

gz Amy Chow, Department of Social
®®» Work & Social Administration, HKU



Barriers

Diversified Domain: Biological, psychological, emotional, and
spiritual

Individualized responses

Unsettled conclusion: absent of grief = recovery?

Timing of assessment

Source of information: self-report, clinical assessment and by

proxy
Insider experience vs expressed experience .

Cross cultural standard

Q
25 Amy Chow, Department of Social
®» Work & Social Administration, HKU

Qualitative vs Quantitative ‘ "\ \
\
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Normality Vs Abnormality of Grief

Abnormal

Grief

(Worden, 1982)
Chronic Grief,
Delayed Grief,

Exaggerated Grief
Masked Grief

Pathological

Grief

(Gort, 1984)
Chronic grief,
Inhibited Grief,
Delayed Grief,
Atypical Grief

Major
Depressive

Episode related

Grief
Complicated complicated
Grief [ | by other
\ factors
Traumatic
Grief
—— R .
Prolonged . l
Grief | ICD 11 |
N %
Adjustment Persistent Complex W«
Disorder Bereavement-ReIated" \ 3
related to Disorder 3{
Bereavement s

to Bereavement

D)



3 major proposals in DSM-5 related to
bereavement

1. Removal of exclusion in
major depressive episode

2. Removal of exclusion in
adjustment disorder

3. Inclusion of a new

diagnosis which is :
bereavement-specific ‘. l,‘«
’

”* “%
12th Australian Palliative ‘
s Amy Chow, University of Hong Confe

> Kong



http://psychnews.psychiatryonline.org/newsarticle.aspx?articleid=1653568
http://psychnews.psychiatryonline.org/newsarticle.aspx?articleid=1653568
http://psychnews.psychiatryonline.org/newsarticle.aspx?articleid=1653568

3 major proposals in DSM-5 related to
bereavement

1. Removal of exclusion in
major depressive episode

)
l‘«
O,’

12th Australian PaI ailv
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Amy Chow, University of Hong Confe
o Kong



http://psychnews.psychiatryonline.org/newsarticle.aspx?articleid=1653568
http://psychnews.psychiatryonline.org/newsarticle.aspx?articleid=1653568
http://psychnews.psychiatryonline.org/newsarticle.aspx?articleid=1653568

Earlier Versions (DSM III, APA,

1980)

http://kidsandmeds.u
mwblogs.org/files/201
0/10/41LI1c8J0OrQL._SL
500_AA300_.jpg

5 Amy Chow, University of Hong
¥» Kong

©® Major depressive episode first
introduced

©® Not being diagnosed with
MDE “if the symptoms are
better accounted for by
bereavement”

©® Bereavement Exclusion (BEW

¢

'l"\

“

12th Australian Pamvw’
Confe I




Earlier Versions (DSM 1V, APA,

1994)

MANLIAL Ol
MENTAL DISORDERS
}

|

~ DSM-IV*

http://kidsandmeds.umwblog
s.org/files/2010/10/dsm_.iv.j
pPg

s Amy Chow, University of Hong
@®» Kong

O® Defined time frame as 2
months

E. The symptoms are not hetter accounted for by Bert%avemem, -i.e.:,'after
e loss of a loved-one, the symptoms pessist for longer than 2 months
ot are characterized by marked funcional impairment, morhid preoc:
i:upation.with-ﬁrorthlessness, suicidal ideatio%, psychotic.symptomsj, or

psychbmotor retardation, R B
o N 4 \ -

12t Australian Pair;?e , e‘&:““
Confev )




Major Depressive Disorder

|agnost|c Criteria

A. Five (or more) of the following symptoms have been present during the same 2-week _____
period and represent a change from previous functioning; at least one of the symptoms
is either (1) depressed mood or (2) loss of interest or pleasure.

Note: Do not include symptoms that are clearly attributable to another medical condition.

1. Depressed mood most of the day, nearly every day, as indicated by either subjéc’
tive report (e.q., feels sad, empty, hopeless) or cbservation made by others (.9~
appears tearful). (Note: In children and adolescents, can be irritable mood.)

2. Markedly diminished interest or pleasure in all, or almost all, activities most of the
day, nearly every day (as indicated by either subjective account or observation).

3. Significant weight loss when not dieting or weight gain (e.g., a change of more than
5% of body weight in a month), or decrease or increase in appetite nearly every day.
(Note: In children, consider failure to make expected weight gain.)
Insomnia or hypersomnia nearly every day.
5. Psychomotor agitation or retardation nearly every day (observable by others, not

="~ merely subjective feelings of restlessness or being slowed down).
i Fatigue or loss of energy nearly every day.
Feelings of worthlessness or excessive or inappropriate guilt (which may be delu-
sional) nearly every day (not merely seli- reproach or guilt about being sick). '
8. Diminished ability to think or concentrate, or indecisiveness, nearly every day (ei- ! ’
ther by subjective account or as observed by others).
9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation with- F

out a specific plan, or a suicide attempt or a specific plan for committing suicide. ' J

e

No

®®» Work & Social Administration, HKU



B. The symptoms cause clinically significant distress or impairment in social, occupa-
tional, or other important areas of functioning.

C. The episode is not attributable to the physiological effects of a substance or to another
medical condition. . |

Note: Criteria A-C represent a major depressive episode.

Note: Responses to a significant loss (e.g., bereavement, financial ruin, losses from a nat-
ural disaster, a serious medical illness or disability) may include the feelings of intense sad-
ness, rumination about the loss, insomnia, poor appetite, and weight loss noted in Criterion A,
which may resemble a depressive episode. Although such sympioms may be understand-
able or considered appropriate to the loss, the presence of a major depressive episode in
addition to the normal response to a significant loss should also be carefully considered. This
decision inevitably requires the exercise of clinical judgment based on the individual’s history
and the cultural norms for the expression of distress in the context of loss.”

D. The occurrence of the major depressive episode is not better explained by schizoaf-
fective disorder, schizophrenia, schizophreniform disorder, delusional disorder, or
other specified and unspecified schizophrenia spectrum and other psychotic disorders.

E. There has never been a manic episode or a hypomanic episode.

Note: This exclusion does not apply if all of the manic-like or hypomanic-like episodes
are substance-induced or are attributable to the physiological effects of another med-
ical condition.

o Amy Chow, Department of Social |
“®» Work & Social Administration, HKU




In distinguishing grief from a major depressive episode (MDE), it is useful to consider that in
grief the predominant affect is feelings of emptiness and loss, while in MDE it is persistent
depressed mood and the inability to anticipate happiness or pleasure. The dysphoria in grief is
likely to decrease in intensity over days to weeks and occurs in waves, the so-called pangs of
grief. These waves tend to be associated with thoughts or reminders of the deceased. The
depressed mood of MDE is more persistent and not tied to specific thoughts or preoccupations.
The pain of grief may be accompanied by positive emotions and humor that are uncharacteristic
of the pervasive unhappiness and misery characteristic of MDE. The thought content associated
with grief generally features a preoccupation with thoughts and memories of the deceased,
rather than the self-critical or pessimistic ruminations seen in MDE. In grief, self-esteem is gener-
ally preserved, whereas in MDE feelings of worthlessness and self-loathing are common. If self-
derogatory ideation is present in grief, it typically involves perceived failings vis-a-vis the
deceased (e.g., not visiting frequently enough, not telling the deceased how much he or she was
loved). If a bereaved individual thinks about death and dying, such thoughts are generally ’
focused on the deceased and possibly about “joining” the deceased, whereas in MDE such
thoughts are focused on ending one’s own life because of feeling worthless, undeserving of life, |4
or unable to cope with the pain of depression.

s Amy Chow, Department of Social
@ Work & Social Administration, HKU




Eligibility

Quality X ESNEiE

C tively for 2
weeks

Intensity

5out of 9

* Depressed Mood

* Loss of Interest

* Weight Change

* Sleep Change

* Psychomotor Change
* Fatigue

* Worthlessness

* Indecisiveness

* Thoughts of death

Impairment of
Functioning




3 major proposals in DSM-5 related to
bereavement

2. Removal of exclusion in
adjustment disorder

)
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http://psychnews.psychiatryonline.org/newsarticle.aspx?articleid=1653568
http://psychnews.psychiatryonline.org/newsarticle.aspx?articleid=1653568
http://psychnews.psychiatryonline.org/newsarticle.aspx?articleid=1653568

Earlier Versions (DSM 1V, APA,
1994)

©® Bereavement Exclusion in
Adjustment Disorder

— e ———

DIAGNOSTIC AND STATISTICAL
MANLIAL O
MENTAL DISORDERS
|

Bereavement is generally diagnosed instead of Adjustment Disorder when the
— DSMAIV™ ] reaction is an. expectable response to the death of a loved one. The diagnosis of

B Adjustment Disorder may be appropriate when the reaction is in excess of, or more
prolonged than, what would be expected. Adjustment Disorder should also be distin-
guished from other nonpathological reactions to stress that do not lead to marked

distress in excess of what is expecred and that do not cause significant impairment in
social or occupational functioning, - e
| (APA, %994, p.¢

b 4
ev,s‘-
» k >
12th Australian Palliative e ‘
s Amy Chow, University of Hong Confe
Kong

- * Intensity or duration of the sym
http://kidsandmeds.umwblog m]. ht uallty the dlagnOSIS Of

s.org/files/2010/10/dsm_iv.j induce by bereavement
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Adjustment Disorder and Bereavement

©® Elimination of the bereavement exclusion with
respect to Mood Disorders, has led to the
decision to also eliminate this exclusion for
Adjustment Disorders. As a result, the loss of a
loved one may qualify as an event that
precipitates a mood or adjustment disorder. Now
that bereavement is accepted as a qualifying
event, there is also a need for a diagnosis to |
characterize an individual who is having clini %r .
significant distress as a result of the death of&a 4 ‘\
loved one. This matter has been the subject of‘ 1(

considerable research on abnormal mqummga&v* I

Amy Chow, Unjv Confe

e which has been named. in some circles.



http://www.dsm5.org/ProposedRevisions

Current Version (DSM 5, APA,

DIAGNOSTIC AND STATISTICAL (10) Bereavement EXClllSiOIl being
MANUAL OF

MENTAL DISORDERS removed

DSM-5 ©® New sub-category: Related to
Bereavement

12th Australian PalliativeiCare
s Amy Chow, University of Hong Confe
D Kong



http://www.absolutelyautism.com/2012/02/09/the-new-dsm-5/
http://www.absolutelyautism.com/2012/02/09/the-new-dsm-5/
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Adjustment Disorders ara, 2013 p.286-287)

Adjustment Disorders

Diagnostic Criteria

A. The development of emotional or behavioral symptoms in fesponse o an identifiable

stressor(s) occurring within 3 months of the onset of the stressor(s). 1

B. These symptoms or behaviors are clinically significant, as evidenced by one or both of
the following:

1. Marked distress that is out of proportion to the severity or intensity of the stressor,
taking into account the external context and the cultural factors that might influence.
symptom severity and presentation. |

2. Significant impairment in social, occupational, or other important areas of functioning.-

C. The stress-related disturbance does not meet the criteria for another mental disnrdﬂﬁ
and is not merely an exacerbation of a preexisting mental disorder. 1

. The symptoms do not represent normal bereavement.
. Once the stressor or its consequences have terminated, the symptoms do not persist
for more than an additional 6 months.




Adjustment Disorders ara, 2013 p.286-287)

Specify whether:

309.0 (F43.21) With depressed mood: Low mood, tearfulness, or feelings of hope-
lessness are predominant.

309.24 (F43.22) With anxiety: Nervousness, worry, jitteriness, or separation anxiety
Is predominant.
309.28 (F43.23) With mixed anxiety and depressed mood: A combination of de-
pression and anxiety is predominant.
309.3 (F43.24) With disturbance of conduct: Disturbance of conduct is predominant.
309.4 (F43.25) With mixed disturbance of emotions and conduct: Both emotional
symptoms (e.q., depression, anxiety) and a disturbance of conduct are predominant.
309.9 (F43.20) Unspecified: For maladaptive reactions that are not classifiable as one
of the specific subtypes of adjustment disorder.

%5

s )




Adjustment Disorders ara, 2013 p.286-287)

Diagnostic Features -

The presence of emotional or behavioral symptoms in response to an identifiable stressor
is the essential feature of adjustment disorders (Criterion A). The stressor may be a single
event (e.g., a termination of a romantic relationship), or there may be multiple stressors
(e.g., marked business difficulties and marital problems). Stressors may be recurrent (e.g.,
associated with seasonal business crises, unfulfilling sexual relationships) or continuous
(e.g., a persistent painful illness with increasing disability, living in a crime-ridden neigh-
borhood). Stressors may affect a single individual, an entire family, or a larger group or
community (e.g., a natural disaster). Some stressors may accompany specific developmen-
tal events (e.g., going to school, leaving a parental home, reentering a parental home, get-
ting married, becoming a parent, failing to attain occupational goals, retirement).

Adjustment disorders may be diagnosed following the death of a loved one when the
intensity, quality, or persistence of grief reactions exceeds what normally might be ex-
pected, when cultural, religious, or age-appropriate norms are taken into account. A more
specific set of bereavement-related symptoms has been designated persistent complex be-
reavernent disorder.

Adjustment disorders are associated with an increased risk of suicide attempts and

completed suicide.
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Complex Persistent Bereavement Disorder r4,
2013, 789-790)

"Persistent Complex Bereavement Disorder

Proposed Criteria

A. The individual experienced the death of someone with whom he or she had a close re-
lationship.

B. Since the death, at least one of the following symptoms is experienced on more days
than not and to a clinically significant degree and has persisted for at least 12 months
after the death in the case of bereaved adults and 6 months for bereaved children:

1. Persistent yeaming/longing for the deceased. In young children, yeaming may be
expressed in play and behavior, including behaviors that reflect being separated
from, and also reuniting with, a caregiver or other attachment figure.

Intense sorrow and emotional pain in response to the death.
Preoccupation with the deceased.

Preoccupation with the circumstances of the death. In children, this preoccupation
with the deceased may be expressed through the themes of play and behavior and
may extend to preoccupation with possible death of others close to them.
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Complex Persistent Bereavement Disorder ar4,
2013, 789-790)

C. Since the death, at least six of the following symptoms are experienced on more days
than not and to a clinically significant degree, and have persisted for at least 12 months
after the death in the case of bereaved adults and 6 months for bereaved children:

Reactive distress to the death

1.

SIS

o

Marked difficulty accepting the death. In children, this is dependent on the child's
capacity to comprehend the meaning and permanence of death.

Experiencing disbelief or emotional numbness over the loss.

Difficulty with positive reminiscing about the deceased.

Bitterness or anger related to the loss.

Maladaptive appraisals about oneself in relation to the deceased or the death (e.g.,
self-blame).

Excessive avoidance of reminders of the loss (e.g., avoidance of individuals,
places, or situations associated with the deceased; in children, this may include

avoidance of thoughts and feelings regarding the deceased).
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Complex Persistent Bereavement Disorder ar4,
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Social/identity disruption

7. A desire to die in order to be with the deceased.
8. Difficulty trusting other individuals since the death.
9. Feeling alone or detached from other individuals since the death.
10. Feeling that life is meaningless or empty without the deceased, or the belief that
one cannot function without the deceased.
11. Confusion about one's role in life, or a diminished sense of one’s identity (e.qg., feel-
ing that a part of oneself died with the deceased).
12. Difficulty or reluctance to pursue interests since the loss or to plan for the future
(e.g., friendships, activities).
D. The disturbance causes clinically significant distress or impairment in social, occupa-
tional, or other important areas of functioning.
E. The bereavement reaction is out of proportion to or inconsistent with cultural, religious,

or age-appropriate norms.
-
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Specity if:
With traumatic bereavement: Bereavement due to homicide or suicide with persis-
tent distressing preoccupations regarding the traumatic nature of the death (often in re-
sponse to loss reminders), including the deceased’s last moments, degree of suffering
and mutilating injury, or the malicious or intentional nature of the death.
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Pre-death Care

Premature anticipatory
grief
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Feed when demanded

Inspirations from the wisdom of breast-feeding:
- Need of continuous assessment

- Times with upsurges in outcomes

- Subsequent Temporary Upsurges of Grief (STUG
Reactions) in accordance to Precipitants (Rando,
1994)

* Cyclic Precipitants (Anniversary or Festive Effect etc..)

* Linear Precipitants (Graduation, marriage..)
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Anniversary effects have been previously noted in bereavement, but
there is little empirical support for this observation. This article 0
reports on the development of an anniversary effects model with
intrapersonal, interpersonal, and environmental determinants
based on a literature review of anniversary reactions. A secondgary
analysis of a cross-sectional study of Chinese bereaved persons in
Hong Kong was undertaken, and anticipatory bereavement anni-

versary effects were observed rather than the bereavement anniver- -10 T T 1 T T T -
sary effects reported in the literature. Based on a_further literature 0 3 1o 13 =0 2=

review, the first model was amended to form an integrative model Months after death

of anticipatory anniversary effects. The revised model integrated \
concepts of appraisal and coping, as well as postulating their

relationship o anniversary reactions. Error Bars: 95% Cl
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Anticipatory Anniversary Effect
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FIGURE 4 Integrated model of anticipatory anniversary effects.
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If grief is the price we pay for love,

we, as health carg
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