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This consensus paper describes the essential skills that clinicians
need to help persons who are experiencing grief after the death of
a loved one. Four aspects of the grieving process are reviewed:
anticipatory grief, acute grief, normal grief reactions, and compli-
cated grief. Techniques for assessment and recommendations

about interventions and indications for referral are provided for
each aspect.
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The dead want nothing of us but that we live.

Richard Powers, Gain

Throughout their personal and professional lives,
physicians will encounter and experience grief. Grief

describes a multifaceted response to loss. It may be ob-
vious, as in a colleague who develops depression soon
after the death of his wife, or more subtle, as in a widow
who presents with fatigue and insomnia during her
yearly check-up.

Despite its prevalence in the clinical practice and
personal lives of physicians, grief has remained largely
outside the province of medicine (1). Yet not all physi-
cians have avoided grief and its management. Benjamin
Rush, one of the founders of modern medicine, viewed
grief as a profound threat to health and advocated an
aggressive course of bleeding and purging (2). While his
technique was questionable, his enthusiasm at least
should be commended.

Nevertheless, Rush’s sense of urgency in dealing
with grief has not entered mainstream medical practice,
perhaps in part because of uncertainty about whether
grief is a natural response or an illness that requires
treatment (3). This is a legitimate question, but the dis-
cussion it provokes should not distract physicians from
the importance of recognizing grief and relieving the
suffering that it can cause. Grief may be a significant
source of distress and may be responsible for many of







bereaved person who reassures the physician that symp-
toms or behaviors are normal. For example, among the
Navajo, grief is often expressed publicly only during the
4 days after death (14), which many non-Navajo physi-
cians may find surprising. When physicians are not fa-
miliar with a culture, it is important that they inquire
about customs, beliefs, or cultural norms.

In assessing Mrs. Powsand’s grief, Dr. Cantor
should also identify deficits in social support that are
associated with prolonged or difficult grief (15–17).
This will require reevaluation even when a physician
knows a patient well, because the most robust social
support systems may weaken during bereavement if
friends and family withdraw or if the bereaved person
feels uncomfortable attending social events alone. Dr.
Cantor can work with Mrs. Powsand to review and
identify sources of support and other coping resources
that she has found to be comforting. These may include
spending time with family or friends or creating a me-
morial to her husband in the form of a scrapbook, a
charitable donation, or a scholarship in his name.

Finally, Dr. Cantor can also help Mrs. Powsand
identify the practical problems that have arisen now that
she is alone. These difficulties may be particularly pro-
nounced in elderly couples, who often depend on one
another for financial and domestic tasks of daily life,
such as balancing a checkbook or paying taxes. Referral
to a social worker may be helpful.

Follow-up
Dr. Cantor reassures Mrs. Powsand that the sensation

of her husband’s presence is normal and does not indicate a
psychiatric illness, as long as it is not disturbing to her. Mrs.
Powsand says that she was reluctant to return to her bridge
club because she thought it seemed inappropriate for her to

go out socially so soon after her husband’s death. Dr. Cantor
acknowledges her concerns but encourages her to continue to
draw on the sources of support that she had found helpful in
the past. They agree that Mrs. Powsand should return for a
routine appointment in 6 months but that she could call
sooner.

COMPLICATED GRIEF

Four months after Mr. Powsand’s death, Mrs.
Powsand’s daughter calls Dr. Cantor to say that her mother
has been feeling tired and lethargic since Mr. Powsand’s
death. These symptoms became much worse 1 month ago
but have improved somewhat since then. Mrs. Powsand has
been spending most of her time in the house and is still
reluctant to return to activities that she had found pleasur-
able in the past. Her daughter asks Dr. Cantor for “some-
thing to help Mom’s mood.”

Mrs. Powsand is experiencing fatigue and anhedo-
nia and has been withdrawing from her usual activities.
These responses may be features of normal grief, or they
may be indications of complicated grief or depression,
which are marked by a failure to return to preloss levels
of performance or states of emotional well-being (15).
Because both depression and complicated grief are indi-

Table 2. The Brief Bereavement Interview

Responses to grief
“You’ve faced a lot over the past several weeks. How has that been

for you?”
“How have things been different for you?”
“Is there anything that has been especially troubling to you?”

Social support
“Has anyone been particularly helpful to you in the past month?”

Coping resources
“Are there any activities that have made this less difficult for you?”



cations for additional counseling or psychotherapy, Dr.
Cantor should arrange a follow-up visit.

At this visit, Dr. Cantor should rule out organic
causes of Mrs. Powsand’s symptoms and should deter-
mine whether her grief is complicated. Because of its
implications for treatment, Dr. Cantor should first look
for evidence of depression. Overall, estimates of depres-
sion in the first year of bereavement range from 17% to
27% (18), and suicidal ideation is present in up to 54%
of persons even 6 months after the death (19–21).

Physicians may find it difficult to distinguish grief
from depression because feelings of guilt, thoughts of
death, and psychomotor retardation can be features of
both conditions (22). However, symptoms caused by
depression typically begin later, after 1 to 2 months of
bereavement (23), and persist for several months after
the loss (23, 24). In addition, depression is the more
likely diagnosis when symptoms are constant (24).
Prominent suicidal ideation, profound changes in appe-
tite or sleep, or substantial decreases in function are also
markers of depression. None of these criteria are abso-
lute, but they should prompt consideration of anti-
depressant therapy or referral to a psychiatrist.

In this case, Mrs. Powsand is unlikely to have de-
pression. Her lethargy and sadness have been present
since her husband’s death. Furthermore, they are accom-
panied by few if any somatic symptoms, such as a
change in appetite, weight, or sleep. Finally, her feelings
of sadness and apathy have waxed and waned over time.
It is more likely therefore that Mrs. Powsand’s symp-
toms are due to complicated grief.





Mourning: The process by which people adapt to loss.
Bereavement: The period after a loss during which grief is

experienced and mourning occurs.
Complicated mourning: Delayed or incomplete adaptation to

loss.
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