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Abstract

In this chapter, bereavement is defined as the
response to the loss of a loved one, and the
normal and pathological manifestations of
that response are explained, as well as its
expected progression, making reference to the
mourning model as a process, proposed by
Worden. The peculiarities of bereavement in
old age are addressed, as well as the risk fac-
tors for the development of a complicated
grief and the differential characteristics
between a normal grief response and an
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episode of major depression or a psychotic
disorder. Intervention guidelines are offered
for the management of grief in the context of
primary care and criteria that indicate the con-
venience of referral to specialised care and/or
non-governmental resources, emphasising the
importance of promoting instrumental and
emotional support from the family and social
environment of the mourners. The chapter
also includes two clinical cases that illustrate
the practical intervention with elderly people
in grief.

Key Points

* Bereavement is defined as the response
to the loss of a loved one.

e The normal response to bereavement is
manifested by perceptual, cognitive and
behavioural alterations, along with
physical feelings and sensations related
to the loss [1].

e In older adults, adjusting to life after a sig-
nificant loss, such as the loss of a spouse,
may be hindered by factors such as the
existence of multiple losses, increased
personal awareness of their own death and
the interdependence that usually exists in
the case of long-term partners [1].

e As the bereavement progresses, the
intensity and frequency of the psycho-
logical distress should lessen [2].
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» Risk factors for the onset of complicated
bereavement include a previous history
of psychiatric disorders, a lack of per-
ceived social support and cases in which
the circumstances of the death are par-
ticularly distressing.

e The presence of frank psychotic symp-
tomatology, depression or insuppress-
ible suicidal thoughts is an indicator that
the case should be referred to the mental
health services.

14.1 Concepts and Expressions

of Bereavement

Bereavement entails the series of psychological
and psychosocial processes following the loss of
someone with whom the person had a psychoso-
cial connection [3]. In most cases, bereavement
following the loss of a loved one is associated
with an increased risk of suffering different psy-
chological and physical disorders [4], which may
result in an increased number of primary care vis-
its. It is necessary to draw a distinction between
those manifestations that are normal and expected
and those that are not in order to offer appropriate
and non-pathological support.

Feelings of loneliness, sadness, anger or
impotence are common, along with sensations of
yearning and anxiety (which may be manifested
physically) with complaints of shortness of
breath, chest tightness, anergy, etc. Responses of
disbelief and shock may also emerge (particu-
larly in the case of sudden deaths), as well as con-
fusion and concern regarding the deceased and/or
the circumstances of the death. There are often
different perceptual alterations (which are gener-

ally temporary) such as feelings of presence and
brief visual or audible hallucinations during
which the mourner seems to perceive the
deceased person.

On a behavioural level, sleep and eating disor-
ders, distraction and a tendency towards isolation
are frequent after the loss, with sobbing, whim-
pering and behaviours of searching for the
deceased. Certain people try to avoid stimuli that
remind them of the loss, while others constantly
seek such stimuli, keeping the belongings of the
deceased.

The aforementioned manifestations are nor-
mal [1] and must not be pathologised by those
close to the mourner.

Although individual variability is the norm,
certain researchers have attempted to classify this
response into states [5] or stages [6—8], as can be
observed at the Table 14.1:

On occasion, such attempts have been criti-
cised, as it is thought that they transmit a vision
of bereavement as a succession of stages through
which people progress with certain passivity,
while researchers such as Worden [1, 9] prefer to
refer to bereavement as a process, which entails
several different tasks in order to reach a satisfac-
tory resolution. The first task to which he refers
in his model is to accept the reality of the loss, in
other words, the intellectual and emotional
acceptance that the person has died and will not
come back. This acceptance may take time, and
behaviour such as keeping all of the belongings
of the deceased for months or visiting psychics to
“contact” the person indicate that this task is still
unresolved.

The second task proposed by Worden [1] is to
process the pain of the grief. This refers to the
fact that, in general, it is necessary to recognise
the suffering caused by the loss and work through
the experience without denying its importance or

Table 14.1 Some proposals for classifying the phases of the grieving response

Author States or stages of bereavement

Kiibler-Ross [5] Denial Anger/bargaining Depression Acceptance
Parkes [6] Numbness Yearning Despair Reorganisation
Bowlby [7] Numbing Yearning and searching Despair Reorganisation
Sanders [8] Shock Awareness of loss Withdrawal Healing/renewal
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taking refuge in avoidance behaviours, such as
sudden trips or the use of alcohol or drugs.

The third task proposed is fo adjust to a world
without the deceased. This may entail external
adjustments (such as learning new skills or taking
on roles that were once performed by the
deceased), internal adjustments (confronting the
effects of the death of a loved one on the mourn-
er’s own self-esteem, self-efficacy and on their
definition of themselves) and spiritual adjust-
ments, i.e. the way they see the world and their
beliefs and values until that time. Those who find
this task difficult will appear helpless and will not
develop the new skills that they need, or they may
isolate themselves so as not to confront the
requirements of their environment.

Finally, the fourth task is to find an enduring
connection with the deceased in the midst of
embarking on a new life, in other words, finding
ways to think about and remember the person
that do not result in excessive emotional activa-
tion and that make it possible to engage with
other people or activities and continue to experi-
ence life. However, in some cases people feel that
their life ended with the death of their loved one
and they are unable to relate to others or appreci-
ate what life can still offer them.

The author [1] stresses that these tasks do not
follow a strict order and that they do not have to
be resolved sequentially, but rather they can be
addressed simultaneously and at different times
throughout the grieving process.

14.1.1 Bereavement in Later Life

At present, the population is progressively age-
ing, especially in developed countries. With age,
there is an increased possibility of suffering mul-
tiple losses (and, therefore, multiple griefs) not
only of loved ones but also in terms of status,
physical and cognitive problems and, in some
cases, awareness of the need to depend on
others.

Over the years, people have increased aware-
ness of their own vulnerability and mortality, and
the death of their partner may precipitate their
need to move house or enter an institution.

Furthermore, remaining in the house shared with
their partner for so many years may lead to an
intense sensation of loneliness, especially if the
relationship was harmonious [1].

In later life, marriage has been associated with
better mental health, possibly because it provides
social support and increased self-esteem [10].
Thus, the loss of a partner after a long-term rela-
tionship entails the need for significant adjust-
ments, both for men, who may need support to
assume “feminised” tasks and to continue to feel
a bond to their loved ones [10], and for women,
who may require instrumental assistance or assis-
tance of another kind [11].

Being widowed in later life has been linked to
an increased risk of mortality related to heart
problems [12] (this risk is greater in men [13]).
The loss of a loved one may lead to worsening
health in general, with symptoms such as weight
loss and decreased functional capacity [14].

The loss of a partner is also associated with
the onset of depressive symptoms, especially in
the months following the death of the partner. A
prior diagnosis of depression or anxiety disorders
is a risk factor for complicated bereavement in
older adults [14, 15]. It is also necessary to rule
out psychotic disorders or dementia.

Deaths of friends and family also represent a
progressive decrease of a person’s social net-
work, in other words, less possibility to receive
support. Furthermore, cultural prejudice regard-
ing old age may mean that older adults are
neglected and do not receive accurate informa-
tion in the event of the death of a loved one,
with ideas such as “they do not understand”,
“they do not feel as much” or “better not to tell
them”.

However, research demonstrates that many
older adults are able to work through grief in a
satisfactory manner [16], especially those who
have effective social support [17] and who are
able to use positive coping strategies [18, 19].

It can be considered that the bereavement has
been overcome when the person is able to
remember the deceased with composure, with-
out feeling overwhelmed by the memory, and is
able to pay attention to the positive experiences
shared [20].
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14.2 Criteria for Detecting
Abnormal Responses
to Bereavement

There are certain risk factors that can hinder the
grieving process. They are related to the relation-
ship maintained with the deceased, the situation
and characteristics of the patient and the cause
and circumstances of the death.

The kind of connection that was held with the
deceased is a factor that must be taken into
account [21]. In this respect, when there was an
ambivalent or excessively dependent relationship
with the deceased, working through the bereave-
ment may be more difficult. This is also the case
when there is a certain uncertainty surrounding
the death (when it is the result of an accident in a
faraway place, deaths in which it is not possible
to recover the body, etc.) or in the event of mul-
tiple losses. A previous history of difficulties to
work through other situations of grief, a back-
ground of depressive episodes and certain per-
sonality characteristics related to an inability to
tolerate emotional distress, as well as a tendency
to respond with withdrawal or avoidance behav-
iour, are also personal risk factors.

With regards to the cause of death, death by
suicide tends to be especially difficult for those
left behind, as it is not usually interpreted as the
final consequence of severe emotional suffering
or mental illness but rather as a “choice” that
could have been avoided, and mourners often
think that they should have done something to
prevent the death [22]. Therefore, feelings of
guilt, suicidal thoughts, shame and stigma may
emerge, given the social rejection that this cause
of death provokes in the majority of cultures.
There may also be a tendency to hide the cause of
death [23], which reduces the possibility of
receiving appropriate social support.

Sudden deaths, as a result of accidents, vio-
lence from others or physical problems (heart
attacks, strokes, etc.), are usually more difficult
to work through, as they entail more intense sen-
sations of disbelief and unfairness, guilt and the
need to blame others (e.g. medical staff) [1].
There may be unresolved issues after the sudden
death of a loved one, and when this happens at an

unexpected moment of the life cycle, it may jeop-
ardise the grieving process.

The Diagnostic and Statistical Manual of
Mental Disorders (fifth ed.; APA, 2013) has
included “Persistent complex bereavement disor-
der” under the conditions for further study chap-
ter, for cases in which there is an intense and
sustained reaction to bereavement [24].

This diagnostic category would include com-
mon manifestations of grief, such as intense sor-
row and emotional distress, yearning for the
deceased and concern for the deceased or the cir-
cumstances of the death. Response to this distress
would include symptoms such as difficulty
accepting the death, with a sensation of numbness
or disbelief regarding the loss, or bitterness or
anger, and difficulties remembering the deceased
in a positive manner, self-blame and excessive
avoidance of stimuli associated with the loss.

Another of the proposed criteria would be
social and/or identity alteration, with symptoms
such as a desire to die to join the deceased, diffi-
culty trusting other people, with disregard and a
sensation of loneliness, difficulty keeping up
with interests or making plans, a loss of the rea-
son for living and a reduced feeling of individual
identity.

Diagnosis will only be made in cases in which
the grief is disproportionate or inconsistent with
existing cultural or religious norms and when it
results in clinically significant distress or impair-
ment in social, occupational or other important
areas, at least 12 months (in adults) after the
death. Persistent complex bereavement disorder
is associated with the onset of unhealthy behav-
iours such as the use of alcohol or tobacco, result-
ing in a lower quality of life and an increased risk
of suffering medical conditions.

The manual [24] estimates that prevalence of
persistent complex bereavement disorder is
approximately 2.4-4.8%. It is more frequent in
women, and there is a higher risk in cases of
greater dependency on the deceased and when
the deceased is a child. Other researchers esti-
mate a prevalence of 10-25% of complicated
bereavement among grieving older adults [25].

The DSM-5 also includes the specification
“with traumatic bereavement” in cases of grief due
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to murder or suicide, in which distressing and per-
sistent concerns may emerge regarding the trau-
matic nature of the death and the final moments of
the deceased, their suffering and injuries or the
malicious or intentional nature of the death.

Older adults who have lost a loved one (espe-
cially in the case of a long-term partner) may suf-
fer high levels of depressive symptoms [26], and
this response can be found in both men and
women [27]. A distinction should be made
between a depressive episode and bereavement
(and the possible presence of both must be taken
into account). Table 14.2 (modified from DSM-5
[241], 2013) shows the difference between the two.

Finally, perceptual alterations consisting of
audible or visual illusions or hallucinations
should be temporary and be followed by the criti-
cism of the mourner. Such characteristics differ-
entiate them from those that may appear in a
psychotic disorder.

14.3 Possible Interventions
and Recommendations
for Specific Primary Care
Management

Primary care services represent a privileged envi-
ronment in which to care for people who are
grieving and to offer them the monitoring that
they need. In developed countries there are an

increasing number of requests for professional
support to cope with grief and other psychologi-
cal difficulties. In the past, this role was carried
out by the community, the family or religious
institutions, but as a result of the progressive sec-
ularisation of society, along with the scattering of
the family and the progressive isolation of indi-
viduals, family doctors now receive many of
these requests for help.

On occasion, long-term contact with patients
in a primary care setting means that doctors have
prior knowledge of the background of the
mourner and information regarding the social
support available to them [28, 29].

In the case of recurrent visits with physical
complaints, it is important to explore if there has
been a recent change in the person’s life such as
the loss of someone important. Such losses may
be communicated directly by the patient or the
patient’s family and must not be ignored but
rather addressed to the extent that the situation
allows. Below we will describe some possible
interventions:

e Dedicate a few minutes to investigate how the
death occurred and the specific circumstances,
enabling the mourner to express emotions.
Avoid replying with clichés or trying to pre-
maturely soothe the person.

e Ask how the person is and reassure them about
expected symptoms of bereavement. Explain

Table 14.2 Criteria of normal grief response and major depressive episode

Normal response to bereavement

Major depressive episode

Predominant affect Emptiness and loss

Sadness, inability to experience happiness
or pleasure

Mood

Dysphoria that gradually decreases in
intensity and that appears in waves faced
with certain stimuli

Persistent depressed mood that is not
associated with specific thoughts or worries

Range of emotions

The pain may be accompanied by moments
of humour and positive emotions

Intense unhappiness with less variability

Thoughts

Worry linked to thoughts and memories of
the deceased

Self-criticism, pessimistic rumination

Self-esteem

Preserved

Feelings of worthlessness and self-hate are
frequent

Thoughts of death

Typically passive, at times related to the idea
of “joining” the deceased

There may be active suicidal thoughts,
related to the feeling of worthlessness,
indignity or inability to cope with the
distress
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to patients and their families that the grieving
process is long and usually has ups and downs,
especially on specific dates (such as celebra-
tions and anniversaries of the death) and also
3—6 months after the death, when external
support tends to decline.

e In the case of intense distress, openly explore
as to whether there are possible suicidal
thoughts, for example, by asking if the patient
has considered the idea that it is not worth
living. If the answer is yes, explore how struc-
tured the idea is and if they have thought how
they would do it (the greater the level of intent
and planning, the greater the risk).

* The use of psychiatric medications for acute
bereavement is not recommended, except in
cases of major depression or other mental
disorders. Despite this, the prescription of
such medications has increased in recent
years [30]. The use of anxiolytics is contem-
plated for the first weeks after the death, to
facilitate coping with the presence of intense
anxiety or insomnia. They could be taken
under the supervision of a carer, to prevent
the mourner from taking potentially lethal
doses.

* Explore the circumstances of the older adult,
if they live alone and their perception of the
availability of family support or a social net-
work. Pay particular attention to older adults
who have lost their partners and who feel that
they have no valid social support.

e Ask if they are able to maintain their self-care
(hygiene, diet, medications in the event of ill-
ness, etc.), and respectfully enquire if they are
resorting to drugs or alcohol to cope with the
distress that they feel and if the loss has also
resulted in a significant decline in their eco-
nomic resources.

* Encourage the instrumental and emotional
support of family members and that of their
social environment.

e If consulted on the matter, encourage the older
adult to see the deceased to say goodbye and
express their pain, which will facilitate accep-
tance of the death [31]. Advise against taking
important decisions during the acute grieving
period.

14.3.1 Referral Criteria

In order to decide whether it is necessary to refer
the patient to specialised treatment, it is advisable
to abide by clinical criteria and take the person’s
previous history into account, as well as cultural
norms for the expression of distress.

The decision should also be based on the crite-
ria of the actual patient, placing importance on
their subjective interpretation of the death and
their self-perception as to whether they are able
to cope.

It will be useful to assess the contact held with
nursing staff and the social services in cases in
which there are self-care and economic
difficulties.

General criteria to be taken into account for
referral include the excessive duration of the
distress (over 1 year according to certain
authors), impaired health or self-care difficul-
ties, the onset of frank psychotic symptomatol-
ogy, insuppressible suicidal thoughts or clinical
depression [32, 33].

14.4 Clinical Cases

Below we will examine two clinical cases in
order to illustrate the different responses to the
loss of a loved one.

14.4.1 Case 1

Healthcare Context: Interdisciplinary team at a
community psychogeriatric unit (PGU). The
patient is referred from his community mental
health unit after assessment.

Mr. Garcia is 83 years old, he is a widower
and he is accompanied by his daughter. Level of
Studies: Primary. He emigrated to Venezuela
when he was 17, where he worked as a builder,
married and had a daughter. He returned to his
home country with his family when he was 63.
He lives with his daughter, son-in-law and
19-year-old grandson.

According to his daughter, he looked after his
wife, who had Parkinson’s disease, for many
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years. When she died, 18 months ago, the patient
suffered a significant physical and psychological
depression. He was sad, restless and could not
sleep. He started to suffer several falls (he was
taking benzodiazepines).

Six months ago his daughter became alarmed
after an extremely serious incident involving a
pair of scissors, and she took him to the emer-
gency department where they prescribed 50 mg/
day of sertraline and 25 mg/day of quetiapine,
and they referred him to the mental health unit.
There he was diagnosed with a depressive adjust-
ment disorder with behavioural disorders and
mild cognitive impairment, and he was referred
to the psychogeriatric unit for follow-up.

His daughter states that his mood has improved
in recent months, but his memory is greatly
impaired. One day he lost his keys in a park (they
were later handed back to him), and on occasion
he has lost money, so she withdraws his pension
money from the bank for him.

The patient says that he is losing his memory
and he finds it difficult to remember the name of
people that he knows but that he is not too con-
cerned about this because he knows that it is due
to his age. Speaking in a fluent, coherent and
orderly manner, he provides an alternative
account to that of his daughter regarding the inci-
dent with the scissors. He says that he has been
finding it very hard since the death of his wife
with whom he had lived happily for over 60 years.
He says that he was cutting up some cartons
when his daughter challenged him and this
angered him, but it was a misunderstanding, and
it never occurred to him to attack her. He also
appears upset because his family does not trust
him (his daughter goes to the bank to withdraw
money for him).

The patient gets up at 9:00, he visits a coffee
shop on a regular basis, he gathers with other
older adults in the park and he attends a memory
workshop. He watches the television for 2 h. He
drinks one glass of wine at a bar and half a glass
with his main meal (1/4 of a litre per day). He has
never been an excessive drinker or smoker.

With regards to his history of mental illness,
he visited a general practitioner when he was
around 40, at a time when he was stressed at work

and barely slept. The daughter confirms that he
was prescribed Valium for a time and that he had
subsequently took it again on occasions, but she
has never seen him so depressed for large periods
of time. When he was 50, he tried to return to
Spain, but he found it very difficult and returned
to Venezuela.

Mental Status Examination: His appearance is
excellent, he is clean and he is willing to collabo-
rate. Affective contact is good. There is no evi-
dence of psychotic symptomatology. He is
euthymic and there are hardly any symptoms of
anxiety. He now eats and sleeps well.
MMSE = 24/30 points, which for his age and low
level of studies is considered as high performance
in our environment.

Prior Personality: Mister Garcia describes
himself as a “methodical and responsible” person.

Based on his recent positive evolution, his
psychopharmacological treatment is continued,
and he is advised to increase his social relations.

At a revision held 9 months later, he is cheer-
ful and he states “I’m alone, because my wife has
died, but I have my daughter... we might fight at
times but we’re happy (he laughs at his joke)...
although I am losing my memory”.

His daughter confirms his positive evolution
and plays down his memory losses, which are
now minor.

Final Diagnosis: Complicated bereavement
with a moderate depressive episode and a psy-
chomotor agitation crisis. It is assessed that the
grieving process is progressing in a satisfactory
manner, thus reversing cognitive impairment
(although there are still subjective complaints).

Follow-up Plan: His pharmacological treat-
ment is continued, and he is still advised to
increase his social interaction. A follow-up
appointment is scheduled after a year, and he can
call if necessary. A written report is submitted to
his primary care physician.

Discussion: Case 1
This case is an example of complicated bereave-
ment in a person with a good prior level of mental
balance. The good relationship with the deceased
and the high level of family and social support
were factors in his positive prognosis. The cogni-



174

M. Fernandez Cabana et al.

tive impairment which is frequently associated
with depression has not progressed, so the onset
of dementia has been ruled out, despite the
emphasis placed on this matter initially by the
patient and his daughter. Despite the positive
evolution of the case, it should be followed up
conjointly by the primary care centre and on the
specialised mental health level, in this case, the
community psychogeriatric unit [34].

14.4.2 Case 2

Healthcare Context: A medium-sized nursing
home, with an in-house medical and nursing ser-
vice. The psychogeriatric unit collaborates
through a referral and liaison programme, with
monthly visits from the psychologist and psychi-
atrist. The case has been addressed in conjunc-
tion with both professionals and in direct
collaboration with the residential centre’s doctor,
social worker and nurse.

Mr. Martinez is 88 years old and he was wid-
owed 6 months ago.

Level of Studies: Primary. He worked on fish-
ing boats.

He is referred to our PGU by the doctor at the
nursing home because one night he got out of bed
saying that he wanted to jump out of the
window.

The first interview is performed by the psy-
chologist. At first, the patient denies any psy-
chotic symptomatology, and he complains of foot
pain because his shoe bothers him. When asked
about his deceased wife, he says that he misses
her, despite the fact that it was quite difficult for
him when she was ill. He says that he dreams a
lot and he admits that he is sad and has a “fear of
living”. He is worried about everything. He says
that he is waiting to be transferred to another
home that is closer to where his niece lives, who
they raised as a daughter. He says that he does not
care about dying and, if he had the strength, he
would take his own life.

The psychiatrist visits him the following
week. He states that he has head pain and is
depressed, “I feel hopeless... | remember my wife
and sometimes it feels like I can see her and that

she is with me”. He accepts that “for her it was
better to die, she was in a lot of pain, she wanted
to die”.

He has delusional ideas of bankruptcy: “I'm
worried about my bank book, and if they’re going
to trick me, when I signed I realised that it was like
I was signing my death sentence, I signed so many
times... there are six thousand euros... I became
obsessed with the idea... I don’t know if it’s true or
not... I think about it a lot... yesterday I went to the
bank to complain but I don’t know what I said...”

He has persistent suicidal thoughts: “...I
thought about jumping off somewhere, I don’t
belong here”.

Good cognitive status according to his level of
studies: MMSE = 21/30. He has been taking a
benzodiazepine to sleep for several years.

He is diagnosed with complicated bereave-
ment with major depression, with suicidal
thoughts and delusional ideas of wrong being
done to him. He is prescribed 75 mg/day of
venlafaxine.

After 6 weeks a clear improvement is observed
and he is calmer.

After 4 months he is well, calm and coherent.
He refers to the possible transfer to another home
with less anxiety, “I’m not as bothered now”. He
eagerly recounts how yesterday “I ate a cake and
I smoked a cigar, I thought it would harm me, but
it didn’t”.

After 6 months he is admitted to hospital with
lower gastrointestinal bleeding due to diverticu-
losis. He suffered an episode of delirium while he
was in the hospital, and in his discharge report, a
diagnosis of dementia was made.

A short time after his discharge from hospital, at
the home he is serene and euthymic. His cognitive
status is similar to the last time (MMSE = 21/30). It
is verified that he does not have dementia, and as
the hospital reduced the pharmacopoeia, eliminat-
ing the antidepressant, it is decided that no psychi-
atric drugs will be prescribed.

Two months later, he suddenly expresses a
fear that his bank books will be altered, “I become
obsessed with strange things like this”. “T always
felt hopeless about everything in life”. Although
he appears euthymic, the recurrence of delusional
ideas renders it advisable for him to resume tak-
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ing 75 mg/day of venlafaxine. Based on his posi-
tive evolution and after several months, the
venlafaxine was reduced to 37.5 mg/day.

At his 18-month follow-up, he was euthymic.
He was advised to go for walks outside of the
centre, accompanied by a volunteer. After
30 months he was stable. The patient died 4 years
after becoming widowed.

Discussion: Case 2
In this case we have a person with complicated
bereavement and a major depressive episode,
with suicidal thoughts and delusional ideas of
wrong being done to him. His depressive person-
ality was a predisposing factor, and the fact that
he had certain family support was a factor in his
positive prognosis.

He demonstrated a positive and quick response
to pharmacological treatment and psychothera-
peutic support. The positive evolution of the case
highlights the diagnostic error made during his
time at the hospital: his delirium was confused
with dementia.

Mr. Garcia was never transferred to another
home, and despite this his evolution was positive.
He died 4 years later (at the age of 92) without
ever having developed dementia.

14.5 Conclusion

Cognitive, perceptual and behavioural altera-
tions, along with physical feelings and sensa-
tions, are normal responses to bereavement.
However, the bereavement process can be
exacerbated by risk factors related to the rela-
tionship maintained with the deceased, the sit-
uation and characteristics of the patient and the
cause and circumstances of the death. Support
for bereaved individuals used to be provided
by the family, community or religious institu-
tions. Due to increasing secularisation of soci-
ety, changing family structures and isolation of
older adults, people may turn to family doctors
for help. Primary care practitioners should
have structures in place to be able to help
directly or at least refer to appropriate services,
sometimes within the non-governmental sector.

This chapter has provided some case studies
and very practical ways of supporting bereaved
individuals.
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