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Grief is normal. Grief is a common, natural
response one experiences after a significant and
permanent loss. Grief is usually caused by death
of the loved one, but may be caused by the death
of a pet, the end of a relationship (i.e. divorce), or
the loss of property.1 Over time, grief lessens in
intensity and the grieving individual returns to a
normal or near normal level of functioning.

Complicated grief, on the other hand, is abnormal.
It is a state of intense, unrelenting, and disabling
sorrow. Complicated grief is a distinct psychiatric
syndrome requiring specific treatment.

What is “normal” grief?

While everyone agrees grief is normal, few
people agree on a precise definition of “normal”
grief. Grief is a complex reaction that includes
emotional, physical, cognitive, and psychological
components.

One of the oldest and well-known models of grief
is the five-stage model proposed by Elizabeth
Kiibler-Ross. She said a grieving individual
will normally progress through denial, anger,
bargaining, and depression and then ultimately
come to accept the loss.? Newer research
suggests many people do not experience grief
in a sequential order and may also experience
symptoms such as emotional numbness,
yearning, and despair.’

Perhaps because of this multistage progression,
grief has been viewed as something from which
one “recovers.” Grief is a process, not a state. It
progresses in fits and starts and may ebb and flow.
It is generally felt in waves of intense sadness,
loss, and separation. One does not simply “get
over” the loss of a loved one, just as one does
not get over graduation or a wedding. The loss
of a loved one is a major life event that will be
remembered and contemplated. It will cause
emotions that may be unpleasant, painful, and
powerful. One hopes the waves of emotion even
out into ripples over time.*

Most people assume the grieving person will
have feelings of loss and sadness soon after the
death or separation, which lessen over time as
the person moves through the stages of grief.
In fact, most people do not experience grief in
this way.* For many people, grief is never really
over. Instead, the grieving person finds herself in
one of four categories: resilience, chronic grief,
depressed improved, and chronic depression.5
People who grieve in one of these four normal
ways regain a reasonable level of functioning;
people with complicated grief do not.

Resilience

People who experience the resilience grief
pattern show very few signs of grief, sadness,
or loss. Instead, they show a relatively low level
of chronic distress or simply no outward signs
of grief whatsoever. This pattern was previously
considered abnormal. People with this grieving
style were encouraged to “let out their emotions”
and “stop trying to be strong.”

Careful research of the resilience pattern has
revealed it is not abnormal at all. In fact, 46% of
people experience grief in a resilience pattern.*’
Moreover, people in this category have positive
coping styles and healthy adjustment to the loss.
They have few or no symptoms of depression
at six or 18 months after the loss.6 Not only is
resilience the most common grief pattern, but it
appears to cause the least number of functional
and psychological problems. Resilient grievers
experience and express positive emotions and
remember their lost love one fondly. Individuals
in this group may experience occasional pangs
of loss and continued yearning, but still function
at their normal level.?

Chronic Grief
A small percentage of people experiencing grief

will manifest a chronic grief pattern. People in
this category will experience significant pangs



of loss and sadness and sustained yearning for
the lost individual. Chronic grief occurs most
commonly in widows/widowers who were quite
dependent on their deceased spouse. Chronic
grief eventually resolves within four years on
average as the person integrates the loss into
normal living.?

Depressed Improved

One in ten individuals who have lost a spouse
exhibit a depressed improved pattern grieving.6
This pattern occurs most often when the
deceased suffered a long health problem prior to
death or the couple had an unhappy relationship.
The depressed phase of the depressed improved
pattern occurs before the loss and the improved
phase begins upon death. The grieving
individual is able to focus on positive memories
of the deceased, finds meaning in the loss of the
deceased, and visualizes/experiences the benefits
of living without the deceased. The loss of a
loved one is the loss of a chronic stressor. Thus,
death releases the grieving person from a difficult
relationship or from caregiving duties associated
with caring for a chronically ill loved one.

Chronic Depression

People who experience the chronic depression
pathway of grief share an important feature
with the depressed improved individual, namely
experience depression before the loved one dies.
Unlike people in the third group, the depression
of chronically depressed grievers does not begin
to resolve with the loved one’s death. Instead,
the depression remains or worsens. The ongoing
depression may last for four years or more after
the loss and may reflect a long-standing mood
disorder rather than simple grief.

In summary, resilience, chronic grief, depressed
improved, and chronic depression are considered
normal pathways or patterns of grief. Those who
experience one of these four patterns of grief
may experience mild functional difficulty, yet all

four patterns are distinct from complicated grief.
Complicated Grief: Features and Symptoms

Approximately 7% of those who experience grief
will develop complicated grief.” The rate is even
higher among those who have suffered the loss
of a life partner or child, especially to a violent
death. Complicated grief is most common in
women over the age of 60.9

Complicated grief is an unusually severe and
prolonged form of grief that impairs the sufferer’s
ability to function.'® In most cases, people with
complicated grief will experience persistent,
intense yearning and sadness accompanied
by frequent thoughts of the deceased and an
inability to accept the person is gone. Sufferers
tend to ruminate on the factors surrounding the
death itself. For example, sufferers may be angry
with those they deem responsible for the death or
guilty that they did not do more to prevent death
or prolong the life of the deceased."

Like those with post-traumatic stress disorder,
people with complicated grief tend to avoid
situations that may evoke feelings of grief or
reminders of loss. On the other hand, this same
person may spend inordinate amounts of time
viewing photos, mementos, or belongings of the
deceased.

In some cases, the person with complicated
grief has a diminished sense of self, meaning the
sufferer cannot imagine a life without the lost
loved one, causing the sufferer to withdraw from
work, family, and social ties. As a result, the
sufferer’s support system is strained, frustrating
family members and friends, causing them to
further distance themselves from the grieving
person. Thus, the sufferer’s sense of isolation is
perpetuated.

The most common features of complicated grief
are yearning for the deceased and feeling upset by
memories of the deceased. In a survey of nearly
300 patients with complicated grief, researchers



identified the most common symptoms, in order
of decreasing frequency:"
* Yearning for the deceased (88% of those
surveyed)
 Feeling upset by memories of the
deceased (82%)
* Loneliness (81%)
 Feeling life is empty (80%)
¢ Disbelief (76%)
« Inability to accept the death (70%)

Complicated Grief: Diagnosis
Ordinarily, psychiatrists and psychologists in the

United States use diagnostic criteria laid out in
the American Psychiatric Association’s

Diagnostic and Statistical Manual (DSM) to
diagnose mental health conditions, diseases,
and syndromes. Currently, there is no entry for
complicated grief in the latest edition of the
DSM, the DSM-5.

Complicated grief is called Persistent Complex
Bereavement Disorder in the DSM-5 and is
discussed in appendix of the manual entitled
“Conditions for Further Study.”™ It is quite
possible the next edition of the DSM will include
full diagnostic criteria for this disorder, but the
next update is not anticipated until at least 2025.
Here is the description of Persistent Complex
Bereavement Disorder in the appendix of the
DSM.

Provisional DSM-5 Criteria for Persistent Complex Bereavement Disorder!?

The individual experienced the death of someone with whom he or she had a close relationship.
Since the death, at least 1 of the following symptoms is experienced on more days than not and to a
clinically significant degree has persisted for at least 12 months after the death in the case of bereaved

adults and 6 months for bereaved children:

. Persistent yearning or longing for the deceased. In young children, yearning may
expressed in play and behavior, including behaviors that reflect being separated from,
and also reuniting with, a care-giver 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.

Since the death, at least 6 of the following symptoms are experienced on more days than not and to a
clinically significant degree, and they 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 death:

» 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

(eg, self-blame).

* Excessive avoidance of reminders of the loss (eg, avoidance of individuals,
places, or situations associated with the deceased; in children, this may include
avoidance of thoughts and feelings regarding the deceased.




. Social or identity disruption:

* A desire to die in order to be with the deceased.

* Difficulty trusting other individuals since the death.

 Feeling alone or detached from other individuals since the death.

* Feeling that life is meaningless or empty without the deceased or the belief
that one cannot function without the deceased.

» Confusion about one’s role in life or a diminished sense of one’s identity
(eg, feeling that a part of oneself has died with the deceased).

« Difficulty or reluctance to pursue interests since the loss or to plan for the
future (eg, friendships, activities).

The disturbance causes clinically significant distress or impairment in social, occupational or other important
areas of functioning.

The bereavement reaction must be out of proportion or inconsistent with cultural, religious, or age-
appropriate norms.

Specify if with traumatic bereavement:

. Bereavement due to homicide or suicide with persistent distressing preoccupations
regarding the traumatic nature of the death (often in response to loss reminders),
including the deceased’s last moments, degree of suffering and mutilating injury, or the
malicious or intentional nature of the death.

In the absence of DSM diagnostic criteria, the gold standard assessment for distinguishing between
complicated grief and normal grief is the Inventory for Complicated Grief (ICG). The ICG is a 19-item
questionnaire that has been validated in patients with complicated grief. It is usually administered in a
physician’s or psychologist’s office.




Inventory for Complicated Grief

For each item, describe how you feel right now using one of these five terms:

. Never
. Rarely
. Sometimes

. Often
. Always

Answer

1. I think about this person so much that it’s hard for me to do the things
I normally do...

Memories of the person who died upset me...

I feel I cannot accept the death of the person who died...

I feel myself longing for the person who died...

I feel drawn to places and things associated with the person who died...

I can’t help feeling angry about his/her death...

I feel disbelief over what happened...

I feel stunned or dazed over what happened...

Ever since s/he died, it is hard for me to trust people...
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people or I feel distant from people I care about...

0. Ever since s/he died, I feel like I have lost the ability to care about other

11.  Thave pain in the same area of my body or have some of the same symptoms

as the person who died...

12. I go out of my way to avoid reminders of the person who died...

13. 1 feel that life is empty without the person who died...

14. T hear the voice of the person who died speak to me...

15.  Isee the person who died stand before me...

16. I feel that it is unfair that I should live when this person died...

17. 1 feel bitter over this person’s death...

18. I feel envious of others who have not lost someone close...

19.  Ifeel lonely a great deal of the time ever since s/he died...

Number of ‘Never’ answers

X0

Number of ‘Rarely’ answers

X1

Number of ‘Sometimes’ answers

X2

Number of ‘Often’ answers

X3

Number of ‘Always’ answers

X4

Total Score

A total score of 25 or less is probably not complicated grief
A total score of 26-30, is probable complicated grief
A total score of 31 or higher is definite complicated grief




Risk Factors

In a comprehensive review of 40 published
studies, researchers identified a number of factors
often present in complicated grief sufferers.'?
Some of these factors are present in childhood
and adolescence while others are related to the
circumstances surrounding the death of the loved
one.

People who report adversities (e.g., death of
a parent, abuse) during childhood suffer more
distress during grieving. Separation anxiety
during childhood, which is the extreme emotional
reaction when a caregiver leaves, places people
at greater risk of complicated grief as an adult.
Excessive dependency on a spouse or significant
other is a strong predictor of complicated grief.

An insecure attachment style, either anxious
or avoidant, is a risk factor. Someone with an
anxious insecure attachment style has a perpetual
worry others will not be available for support.
A person with avoidant insecure attachment is
highly independent, relies on him- or herself for
support, and is emotionally distant. People with
a secure, supportive spouse but also an insecure
attachment style have particularly severe grief
reactions.

The most common risk factors for complicated
grief include':

. Older age (>60)

. Female gender

. Childhood trauma

. Lower socioeconomic status (especially
when the death causes economic hardship)

. Non-Caucasian race/ethnicity

. Pre-existing anxiety disorder or depressive
disorder

. The death was of a spouse or child, or
someone who was chronically ill

. The deceased was young

. The death was unexpected

. The death was unusual or due to violence

. Limited information is available about the
death

Approximately half of people who develop
complicated grief also have major depressive
disorder and between 30 and 50% have post-
traumatic stress disorder.”” One in five people
with complicated grief has generalized anxiety
disorder and one in ten has panic disorder.11
Often these psychiatric illnesses are present in
the same people at the same time (i.e. PTSD,
depression, and complicated grief occurring in
the same person).

The Consequences of Complicated Grief

Complicated grief directly and negatively affects
the sufferer’s quality of life. Many people
with complicated grief increase their use of or
abuse of tobacco, alcohol, and drugs. People
with complicated grief are more likely to have
medical illnesses and those illnesses are more
severe than in people with normal grief. There is
also an increased death rate among complicated
grief sufferers.

Between 40 and 60% of complicated grief
sufferers contemplate, attempt, and/or complete
suicide, which is more than twice as common
as in those grieving ‘“normally.”'® Having
complicated grief increases suicidality eleven-
fold.'® Approximately 38% of people with
complicated grief engage in self-destructive
behavior and 13% attempt suicide at least once."”

Goals of Complicated Grief Treatment

It is not the goal of complicated grief treatment to
have the sufferer simply “get over” a loss, nor is
the goal to forget about the deceased or ignore the
fact a meaningful loss has occurred. It is unlikely
that someone who suffers from complicated grief
will no longer experience sadness, loss, or other
symptoms of grief, even with treatment.'* These
goals are unrealistic, unhelpful, and may create

false expectations and feelings of failure when
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the goals cannot be met.

Instead, the goals of complicated grief treatment
are:

. To decrease the frequency,
duration, and intensity of grief
symptoms

. To allow the patient to experience
negative emotions and release
them

. To prompt the patient to consider
and savor positive emotions

. To instill in the patient a healthy,
enduring connection with the
deceased and decrease rumination
on the deceased (e.g., excessive
handling of mementos)

. To the help the patient to accept
the finality of the loss and its
consequences

. To encourage the patient to stop
avoidingpositive social interactions

. To foster satisfying activities and
relationships

First-line Treatment
Patient Education

Once the diagnosis of complicated grief is made,
the most important first step is to educate the
patient (and support system, if possible) about
complicated grief.10,18 Those who suffer from
complicated grief and the people who care about
the sufferer should understand while complicated
grief is abnormal, is not the sufferer’s fault. This
step is especially important when the patient’s
support system has pulled away from the patient
out of frustration, which is common. Everyone
involved should understand complicated grief is
a treatable condition. Moreover, the sufferer may
have other, treatable psychological conditions
such as depression or PTSD. Depending on the
severity of the condition, patients may need to
be monitored as frequently as once per week,

especially if suicidality is a factor.

Psychotherapy is the principal treatment for
complicated grief. The final part of education and
initial management is to ensure the person with
complicated grief is referred to a psychotherapist.

Cognitive Behavioral Therapy

Cognitive Behavioral Therapy (CBT) has
emerged as the main non-drug intervention in
psychology and psychiatry and not just in the
treatment of complicated grief. This is due in
large part to the broad and consistent success of
CBT in the treatment of several psychological
conditions, its highly structured format, and its
acceptability to patients. In other words, CBT
is well studied, broadly accepted, and usually
delivers benefits.

Psychotherapy, specific for complicated
grief, is currently the best treatment for this
disorder.'*!>192021 Pgychotherapy that is not
specifically focused on complicated grief
is much less effective. Complicated grief-
specific CBT consistently outperforms other
active psychotherapeutic treatments in clinical
trials. About 50 to 70% of those treated with
complicated grief-specific CBT benefit from the
treatment15,21,22, and of those patients who do
respond, many achieve long-lasting results.

CBT is a psychotherapeutic treatment based on
the principle that psychological disorders and
symptoms are the result of unhelpful thoughts.
Further, unhelpful thoughts contribute to and
sustain emotional struggles and undesirable
behaviors. People automatically apply these
unhelpful thoughts to themselves, others, and
external circumstances.23 In essence, thoughts
give rise to emotions and behaviors and
unhelpful thoughts lead to painful emotions and
undesirable behaviors. CBT attempts to change a
person’s unhelpful thoughts into helpful thoughts,
which should give rise to healthy emotions and
behaviors.



The broad goals of CBT are:
1. To identify the patient’s unhelpful
thoughts
2. To encourage the patient to
consider if these thoughts are
helpful or unhelpful
3. To correct distorted thoughts

The specific goals of CBT in the treatment of
complicated grief are:
1. To encourage patients to think
about the loss of the loved one in a
more helpful way

2. To reduce feelings of anguish,
anxiety, guilt, or anger
3. To restore a satisfying life without

the presence of the deceased
A course of complicated grief-specific CBT
generally consists of 16 to 25 sessions, once per

week 20

A Typical Complicated Grief-Specific CBT
Program

Sessions 1-3 — Getting Started

. Additional education about
complicated grief
. An overview of therapy
. Taking the patient’s history
. Identifying goals
. Establishing/nurturing a support
system
Sessions 4-9 — Core Revisiting Sequence
. Dealing with loss
. Restoring (or establishing) a
satisfying life
Sessions 10 — Review
. Review progress
. Reformulate or finalize goals

Sessions 11-16 — Closing Sequence
. Solidifying psychological health
with a focus on current and future
life plans

. Relapse prevention
. “Graduation”

Group CBT

Weekly group therapy is a psychotherapeutic
treatment where 5-9 patients meet with a regular
therapist to discuss issues related to complicated
grief. Group therapy may be added to individual
CBT. Group therapy has been shown to be
particularly helpful in older individuals with
complicated grief.” In addition to education and
guided discussion amongst the patients, therapists
may employ several structured activities with
the group including “revisiting the story of the
death,” “identifying and working on personal
goals,” “inviting a significant other to attend a
session,” “having an imaginary conversation
with the deceased,” and “bringing in pictures
and memorabilia.” One major advantage of the
group format is patients are able to compare and
contrast their experiences with other patients
and receive feedback from the therapist and the
group members.?

Second-line and Supplemental Treatment
Behavioral Activation

If CBT fails to achieve positive results or
the sufferer desires an alternative treatment,
behavioral activation is another treatment
approach that has been moderately successful for
treated complicated grief. Behavioral activation
is a psychotherapeutic approach that focuses
on behaviors and external factors rather than
unhelpful thoughts. Patient improvement rates
have been as high as 70%.%

The wusual course of behavioral activation
treatment is 24, weekly sessions. In this
treatment approach, the therapist will identify
external events that started the grief process.
In complicated grief, this is usually obvious:
the death of a loved one. Next, the therapist
identifies unhelpful behaviors the patient is using
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for short-term relief. Examples include spending
excessive amounts of time rubbing an item of
clothing from the deceased or avoiding friends
of the deceased to avoid remembering. Indeed,
the main goals of behavioral activation are to
overcome the sufferer’s inertia and avoidance
behaviors.

Antidepressants

Antidepressants are rarely used to treat
complicated grief, probably because few studies
have been published on the subject. The available
trials have been small, but generally support that
notion that antidepressants could be helpful in
complicated grief.”” While the scientific support
for antidepressant use in complicated grief is
scarce, tricyclic antidepressants and selective
serotonin reuptake inhibitors (SSRIs) have been
modestly effective in small trials. The tricyclic
antidepressants tested to date were desipramine
and nortriptyline and the SSRIs tested were
escitalopram (Lexapro) and paroxetine (Paxil).”
While antidepressants should not be considered
a sole treatment for complicated grief, increasing
numbers of therapists and researchers have
suggested that adding an SSRI to psychotherapy
could improve outcomes. Antidepressants are
likely to be even more effective when the person
with complicated grief also has major depression,
PTSD, or other mental health condition that
could benefit from SSRI treatment.

Other Therapeutic Interventions

There are many therapeutic options for
complicated grief beyond CBT, behavioral
activation, and antidepressant drugs. Some
of these treatment modalities have been more
rigorously studied than others, but there is at least
modest evidence to support each one. Patients
usually opt for one of these treatment modalities
because CBT and behavioral activation have
failed or they are looking for additional/
supplemental therapy beyond first and second
line treatments.

Interpersonal Psychotherapy

Interpersonal psychotherapy overlaps with CBT
and is sometimes incorporated into a complicated
grief-CBT protocol.'>2124 Interpersonal
psychotherapy draws attention to the link between
the patient’s mood and disturbing life events that
either trigger or follow from the onset of the
mood disorder. In the case of complicated grief,
the major trigger is the loss of a loved one, but
other triggers may be considered. Interpersonal
psychotherapy focuses on repairing difficult
interpersonal relationships and establishing
healthy relationships as poor relationships tend
to sustain and worsen depression and grief
symptoms.?®

Interpersonal psychotherapy is particularly
helpful for patients who have turned inward,
blame themselves, and lost sight of their place
in their family, community, etc. It may be
useful when a person has both major depression
and complicated grief. Unlike CBT, standard
interpersonal psychotherapy may not need a
specific complicated grief component to be
successful.”

Interpersonal psychotherapy is administered over
8 to 16 weekly sessions. Treatment progresses in
three phases.’® In the initial phase, the therapist
permits the patient to occupy the sick role, which
absolves the patient from self-defeating thoughts
that arise during complicated grief. In other
words, the therapist frees the patient from any
guilt they feel about their abnormal grieving,
which would otherwise interfere with treatment.
The patient then makes an interpersonal
inventory, cataloging every familial and social
relationship. In the final part of the initial phase,
the therapist and patient identify a current,
unresolved interpersonal problem (in this case,
complicated grief).

The middle phase of interpersonal psychotherapy
is the intervention phase. For complicated grief,
the clinician identifies and draws connections
between grief symptoms and the deceased.



The therapist asks detailed questions about
the circumstances of the relationship before
death, surrounding the death, and the mourning
process. The termination phase is similar to
graduation in that the clinician praises the
patient’s accomplishments and establishes a path
for ongoing success.

Narrative Therapy/Meaning Making Therapy

During narrative therapy, also called meaning
making therapy, clinicians challenge patients
with complicated grief to deconstruct the stories
of their lives and rebuild their presumptions and
beliefs about these stories to construct a more
helpful version.*'** Presumably, self-conception,
relationships, and life experiences become
meaningful as clients tell their stories. Moreover,
patients are permitted to give a new, authentic,
and satisfying meaning to their narrative.
The grief process, itself, can be considered a
reconstruction of meaning in a world without the
lost love one.**

Unlike the psychotherapies discussed thus far,
narrative therapy is unstructured and may not be
restricted to a certain number of weekly sessions.
On the other hand, one small clinical trial
showed narrative therapy significantly reduced
symptoms of depression and complicated grief
after two months of treatment.*

Psychodynamic Psychotherapy

In psychodynamic therapy, the therapist uses
a person’s behavior to identify and change
unconscious processes that underlie the behavior.
Psychodynamic therapy is sometimes called
insight-oriented therapy because the patient
gathers insights about his or her unconscious
processes and gains self-awareness. Modern
psychodynamic therapy generally follows a
“brief” or “short term” protocol in which the
patient and therapist work on a single issue (e.g.,
complicated grief). The brief protocol averages
about 18 sessions with a range of 3 to 80

sessions.” The psychodynamic therapist helps
the complicated grief sufferer come to terms
with unresolved conflicts and symptoms that
arise from past dysfunctional relationships. The
Task Force on Promotion and Dissemination of
Psychological Procedures rates psychodynamic
therapy as “possibly efficacious” in the treatment
of complicated grief.*

Family Therapy

The death of a family member permanently
changes the dynamics of the family. When a
family experiences a loss in a healthy manner,
they provide each other with emotional, financial,
and spiritual support as needed. Supportive
families have high cohesion and lack significant
conflicts. When conflicts do arise, functional
families are able to successfully manage
those conflicts without long-term divisions.
Interestingly, supportive families also have low
levels of psychological illness and psychosocial
problems.?” This usually allows all members of
the family to adapt and adjust to the loss of the
family member.

In complicated grief, the family unit may fail to
support one or more family members, straining
the entire family. There is frequent conflict
without successful resolution or no attempt at
resolution, isolation of certain family members,
and a general lack of cohesion. Not surprisingly,
dysfunctional families have high rates of
psychological illness including depression and
complicated grief.

The goal of family therapy in complicated grief is
to make dysfunctional families more functional
and supportive of one another.*® Therapists
work to improve family communication styles,
family cohesiveness, and their ability to tolerate
differences. Since supportive families rarely
become dysfunctional at the point of loss,
family-focused grief therapy ideally begins
during chronic illness or palliative care, prior
to the loss of a loved one.’” Family therapy may

11
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be particularly beneficial for suicidal patients
or those who are grieving for someone who
committed suicide.” Family therapy is probably
not well suited to supportive, highly functional
families, even if one or more family members
experience complicated grief after the loss of a
loved one.

Art Therapy

During art therapy, a professional art therapist
uses various media to help patients improve
self-awareness and their orientation to reality,
reduce symptoms of depression and anxiety, and
increase self-esteem. Patients are encouraged
to express themselves through art and, perhaps,
through discussion of the art they create. Not
only is the process of expressing oneself through
art beneficial, but the content of the art can also
serve as a springboard for its own communication
that goes beyond words. Art therapy is a unique
mental health therapy because the patient does
not need to use words. Art therapy may be
particularly helpful for treating complicated
grief in children and adults who have become
nonverbal (e.g., aphasia, mutism).***' Very little
research has been done on the efficacy of art
therapy in complicated grief.

Music Therapy

A professional trained in music therapy may
use any number of musical endeavors to help
patients with complicated grief. Therapy may
include listening to music, dancing and singing,
or even creating music with instruments.
The goals of music therapy are to provide an
expressive outlet, foster patient engagement in
psychological treatment, and offer emotional
support through music. Music therapy is
effective as a supplemental treatment for various
conditions including Alzheimer’s disease,
autism spectrum disorder, pain management,
and unhealthy reactions to traumatic events
(e.g., military personnel who have experienced
combat). Music therapy is less well studied in the

treatment of complicated grief; however, at least
one small study showed it could be effective.*

Support Groups

Most people who progressed through normal
grief processes are helped by family, friends,
clergy members, and other people within their
respective support systems.* In fact, there is no
evidence to support the notion that normal grief
requires specific treatment for mental health
providers.* Mutual support groups, or groups of
individuals who have experienced similar forms
of loss, can benefit people during the grieving
process. These do not necessarily need to be
led or attended by mental health professionals;
instead, support is obtained from hearing the
accounts of other members of the group and
receiving support from those who can empathize
and sympathize.

The role of support groups in complicated grief is
less clear. It is generally considered inneffective
for people who are experiencing complicated
grief to simply rely on friends , family and
support groups without formalized mental
health treatment. Nonetheless, people who are
experiencing complicated grief may benefit from
informal support groups in addition to individual
and, perhaps, group psychotherapy provided by
a licensed medical health professional.

Choosing the Right Treatment Provider

People who suffer from complicated grief should
select a provider who is capable of providing
psychotherapy. Three types of mental health
professionals are licensed and qualified to
provide psychotherapy.

Psychiatristsarephysicians. Theyhavecompleted
medical school, obtained an MD or DO degree,
and completed residency training in psychiatry.
These mental health professionals are able to
prescribe antidepressants, if necessary.However,
it is increasingly difficult to find psychiatrists



who provide psychotherapy. Most have chosen
to instead focus on medicine management and
pharmaceutical treatments rather than “talk
therapy.” Therefore, complicated grief sufferers
who want to consult a psychiatrist should first
determine if they provide psychotherapy.

Psychologists are mental health professionals
who have obtained Masters or doctoral degrees
in psychology. Psychologists who have also
completed clinical fellowships and obtained
licensure can treat patients with mental health
conditions. Two main types of psychologists
can provide psychotherapy for complicated
grief, clinical psychologists and counseling
psychologists.  Clinical psychologists hold
either a PhD in psychology or a Doctor of
Psychology (PsyD) degree. In a few states,
clinical psychologists are able to prescribe
certain medications, such as antidepressants.
Counseling psychologists may hold a PhD in
psychology or a Master’s degree. These mental
health professionals have a different license
than clinical psychologists and cannot legally
prescribe medications in any US state.

Clinical social workers who wish to treat
patients must obtain either a PhD or Masters of
Social Work degree (MSW) and hold a license to
perform clinical therapy. Social workers do not
have the legal authority to prescribe medications.
A grief counselor may be a clinical psychologist,
counseling psychologist, or licensed social
worker, but school psychologists and other
well-meaning lay individuals may act as grief
counselors. It is important to note a “grief
counselor” does not necessarily hold any special
credential. Most people experiencing normal grief
can be helped through the grieving process by a
grief counselor, regardless of whether that grief
counselor is licensed to practice psychotherapy
or not.*

However, if the person’s grief becomes
complicated grief, they should seek out someone
who is licensed to provide mental health therapy--

a psychiatrist, licensed psychologist, or clinical
social worker. Relying on an unlicensed grief
counselor for treatment of complicated grief is
unlikely to be helpful.

The best course of action is for the grieving
person to surround themselves with people
who are able to identify abnormal grieving and
have the courage to discuss the topic. Palliative
care physicians, hospice care nurses, and social
workers who work in end-of-life care settings
(e.g., hospice, retirement homes, long-term care
facilities) have the training required to detect
complicated grief.

Unfortunately, there is a general lack of
awareness of complicated grief outside of these
settings. Family and friends may recognize a
person is acting strangely after the loss of a loved
one, but most are unlikely to realize the person
is suffering from complicated grief. In fact, most
primary care physicians would not necessarily
consider asking questions about grieving in the
course of a normal medical visit.

As such, patients and those who care about them
should actively inquire about grief counseling
and bereavement services. Hospices are an
excellent resource for information. Primary care
physicians may be able to direct patients for grief
counseling and complicated grief treatment, but it
will likely be the patient’s responsibility to bring
up the subject during an appointment. Patients and
family members may decide to seek out a mental
health professional directly. In these cases, it is
probably best to select a licensed provider such
as a psychologist or social worker, and choose
one who has experience in bereavement services
and complicated grief treatment.

Since cognitive behavioral therapy is the first-
line treatment for complicated grief it is more
important to find a mental health provider who
specializes in CBT that it is to choose between
psychiatry, psychology, and clinical social work.
Forexample, a psychiatrist who does notroutinely
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perform psychotherapy is not a good choice for
someone suffering from complicated grief. On
the other hand, a person who has complicated
grief and a mood disorder, such as depression,
may want to consult a psychiatrist who does
perform CBT. This mental health professional
could provide psychotherapy and prescribe
antidepressants as needed. Clinical psychologists
and clinical social workers usually have many
more training hours devoted to psychotherapy
than psychiatrists, mainly because psychiatrists
spend a significant amount of training learning
about medication management and treating
psychiatric illnesses with drugs. Therefore, most
people with complicated grief should probably
seek out a clinical psychologist or clinical
social worker, ideally one who specializes in
bereavement and complicated grief.

Here are some web-sites that may help in locating
a therapist who can assist with complicated
grief issues: When you search in a directory of
therapists search under the specialty “grief”

www.therapists.psychologytoday.com
www.locator.apa.org
www.helppro.com/NASW/Common/
SearchResults.aspx
www.complicatedgrief.org
www.mastersincounse3ling.org/loss-
grief-bereavement.html

Complicated Grief and End of Life Care

Improvements in healthcare and public safety
over the past several decades have changed
the manner in which people spend their final
days. People are living longer and fewer are
dying suddenly from things like heart attack
or stroke. More people are dying from chronic
illnesses such as dementia or cancer. This extra
life is both a blessing and a curse. People are
able to spend more time with their loved ones,
but when the loved one’s health is poor, much
of that relationship is devoted to caring for the
sick person. This process can take a considerable

toll on caregivers leading to depression, poor life
satisfaction, and poor physical health.** Indeed,
caring for someone who is chronically ill is a risk
factor for complicated grief.

One unexpected benefit of caring for someone
who is chronically ill is that caregivers have
the time to consider end-of-life issues before
the loved one passes. One important issue that
demands attention is how the caregiver will
adapt once the loved one dies. The caregiver has
the chance to consult with therapists before their
loved one’s death.

Since many chronically ill patients leave the end
of their lives in hospice, it is not surprising that
hospice providers have been among the leading
proponents of grief and bereavement therapy
for caregivers. Most hospices routinely screen
caregivers for complicated grief and depression
and access to bereavement therapy.*> Treating
depression before the death of the loved one
and providing psychotherapy and skills training
appears to reduce the rate of complicated grief.46

People at increased risk for complicated
grief, specifically those older than 60 years of
age, those in a lower socioeconomic bracket,
women, African-Americans, and Hispanics
may specifically benefit from complicated grief
screening and treatment. In fact, complicated grief
is approximately twice as common in African-
Americans as it is in whites.*”*® Unfortunately,
African-Americans are far less likely to use
hospice services than whites are® despite the fact
that the services are often covered under most
public health insurance plans and is covered by
Medicare.”*!

Perhaps most importantly, hospice services
are uniquely equipped to provide chronic
supportive care for people at the end-of-life,
which significantly reduces the burden on
caregivers. In other words, the hospice provides
for the physical, psychological, emotional, and
sometimes spiritual needs of the patient leaving



the caregivers to enjoy their last days with the
patient without these substantial burdens.

Paying for Psychotherapy

Insurance coverage for mental health conditions
varies considerably. Medicare Part B helps cover
mental health services including the fees charged
by psychiatrists, clinical psychologists, and
clinical social workers. Medicaid Alternative
Benefit Plans also must cover mental health and
substance use disorder services. The Veteran’s
Administration system may cover some, most,
or all of the cost of mental health services
depending on the veteran’s active service record.
Almost all private health insurers offer some
form of mental health coverage, but individual
plans vary widely.

In all cases, the person seeking treatment should
read their health insurance documentation and/
or consult their health insurer to learn several
important features of their specific health
insurance plan. For example, music therapy and
art therapy may not be covered at all

. Is there a deductible for mental
health services?

. Are there any copayments are
required at the time of service?

. Is there a limit to the number of

sessions that are covered per
calendar year?

. Which mental health providers are
considered in-network or out-of-
network?

. Are some types of mental health

providers not covered at all?
Summary

Grief is a normal human reaction to loss. We now
know people respond normally to loss in one of
four ways: resilience, chronic grief, depressed
improved, and chronic depression. However,
approximately 7% of all people experience an
abnormal form of grief called complicated grief.

Complicated grief is a chronic process that lasts
for 12 months or more in adults. Complicated
grief may be felt as a persistent yearning for
the deceased, intense sorrow and emotional
pain, preoccupation with the deceased and the
circumstances surrounding the death. People
with complicated grief may have considerable
difficulty accepting the person’s death, refuse
to believe the person is gone and refuse any
reminder of the person’s death. Complicated grief
sufferers may blame themselves or experience
bitterness and anger because of the loss.
Suicidal thoughts are common in complicated
grief sufferers. Sufferers feel alone, detached
from other individuals, and feel they have no
personal identity apart from the deceased. They
often fail to pursue their own goals and interests
after the loss, and many times these symptoms
and behaviors push family and friends away.
Untreated complicated grief can negatively
affect physical health as well, increasing the risk
for heart disease and other medical conditions.

Risk factors for complicating grief include older
age, female gender, non-Caucasian race, and
pre-existing mental health issues. Complicated
grief is also more likely to occur if the loved
one was a spouse or child or died after a chronic
illness. Likewise, the grieving person is more
likely to develop complicated grief if the death
was unusual, due to violence, was unexpected, or
occurred under unusual circumstances. African-
Americans have particularly high rates of
complicated grief, approximately double the rate
of whites. Unfortunately, African-Americans
seek out mental health professionals and hospice
care less often than whites, which places them at
even greater risk for hardship.

Psychotherapy is the main treatment for
complicated grief, while drug therapy is used
only in select patients, usually those with other
mental health conditions such as depression.
Evidence from clinical trials suggests the most
effective psychotherapy for most patients
is cognitive behavioral therapy focused on
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complicated grief. For those who do not benefit
from cognitive behavioral therapy or wish to try a
different approach, behavioral activation therapy
is highly effective and considered a second line
treatment. Group therapy is often used in addition
to individual psychotherapy.

Some patients may benefit from other
psychological treatments including interpersonal
therapy, narrative therapy, psychodynamic
psychotherapy, and family therapy. Art therapy
and music therapy may be helpful for certain
patients, though these interventions should be
considered supplemental to psychotherapy.

Complicated grief sufferers have several options
for mental health treatment. They may choose
between psychiatrists, psychologists, and clinical
social workers. Each of these professionals
is licensed and capable of providing expert
treatment services. Psychiatrists and clinical
psychologists to a limited extent are able to
prescribed antidepressant medications if needed.
Since it is becoming more difficult to find
psychiatrists who provide psychotherapy apart
from medicine management, complicated grief
sufferers may find it easier to consult clinical
psychologists, counseling psychologists, or
clinical social workers for treatment. The key
for patients is to identify the provider who
specializes in the treatment of complicated grief
and practices the form of psychotherapy (e.g.,
CBT) that appeals to them.

End-of-life care services including hospice
provide aunique opportunity to support caregivers
prior to the loss of a loved one. Hospices can help
identify people at increased risk for complicated
grief (e.g., African-Americans, older individuals,
women, people with depression, etc.) and
coordinate bereavement services and possibly
psychological support. Sadly, people at greatest
risk of complicated grief are usually the least
likely to use of hospice and end-of-life services.

Most private and all public health insurers provide

coverage for mental health treatments including
psychotherapy for complicated grief. People
with complicated grief who do not seek treatment
tend to get worse with time, drift further away
from family and friends, and may develop other
psychological and medical problems. Therefore,
it is important that people at risk for complicated
grief or who show signs of complicated grief seek
the help of a licensed mental health provider who
is capable of providing psychotherapy.
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