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What is Grief?

Grief is not a problem to be fixed, but a human experience to be supported.
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Existential
Fatigue * Helplessnes e Irritability
Exhaustion * Anxiety v * Loneliness
Brain fog * Panic * yearning
Headaches e Nausea » Fear * Vulnerability

Muscle tension * Heightened startle reflex, * Stress * Relief or N
Chesttightness  « sensitivity to light/noise * Sadness, shock » Hesitation to form new attachments or

Sleep disturbances « Lowered immunity * Anger s Emotional trust life again
Gastrointestinal issues e Guilt o » Reflections on mortality or unresolved

Appetite/weight changes / \ J \ spiritual distress /

» A crisis of faith or loss of meaning
» Questions around purpose, hope, or the
“why" of the loss

Cognitive Social '®) OO
Hyper-vigilance
Negative self-talk
Difficulty concentrating or retaining information
Intrusive thoughts, racing mind, hypervigilance
Detachment, shock, or dissociation
Nightmares or disrupted thought patterns

Interpersonal irritability
Difficulty accepting or seeking support
Tension, or discomfort in social settings
Overworking or being unable to return to work
* Withdrawal or reluctance to engage in relationships




Why Does grief and Bereavement Matter?

o Unaddressed grief contributes to poorer health outcomes
o Historically, communities cared for their grieving members

o Communities were telling us we’re not doing grief support
well enough
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What Do People Need When Grieving?

100% of people need love, care and friendship amongst family, friends and community members

Compassionate ﬂ*\‘(

before anything else - Julian Abel
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"A saleyard is worth half a dozen psychologists.”

Family

Friends

Funeral provider
Religious or spiritual advisor
Financial or legal
Internet or literature
GP

Hospital

Nursing home
Community group
Pharmacist

Palliative care service
School based advisor
Counsellor

Social worker
Bereavement group
Psychologist

Case coordinator
Psychiatrist

0% 10% 20% 30%

1 1

Low risk
58.4% (60%)

majority of individuals deal with
griefwith support of family and
= friends

Moderate risk
35.2% (30%)

in need of some additional
SUppOTT, e.g. peer support
group/volunteer led group

Aoun SM, Breen LJ, Howting DA, Rumbold B, McNamara B, Hegney D. Who needs bereavement support? A population based survey of
bereavement risk and support need. PLoS One. 2015 Mar 26;10(3):e0121101. doi: 10.1371/journal.pone.0121101. PMID: 25811912; PMCID:

PMCA4374848.




How Can We All Be
Bereavement-Conscious Clinicians?

Prepare

The WOrd ‘ Ilsten’ Conta| ﬂS Educate about end of life, dying, and comfort care

Include ‘family’ in care conversations

the Sa me |ette rS aS Ensure healthcare team communication is aligned to reduce

unexpected distress

the WOI’d ‘Sl|eﬂt' Acknowledge anticipatory grief

Alfred Brendel
Be Present

* Listen, validate, and witness grief without rushing or fixing
* Use empathy, not sympathy

* Recognise both vulnerabilities and resilience

* Support continuing bonds

Stay Connected

*  Follow up where possible

*  Refer when vulnerabilities factors are high

*  Actively connect families to supportive community and
cultural support






What to Look for in Grief and Bereavement

Vulnerabilities

Age/gender risk factors

Secure attachment Mental health challenges

Positive coping and growth Bereavement overload

Informal support networks High pre-loss dependence

Social isolation
Limited help-seeking

Managing daily tasks

Internal belief in self . )
Unresolved previous grief

Satisfaction with care and death

Caregiver guilt or regret

Openness to seek support Unexpected/traumatic death

Drawing on lived experience Psychosocial stressors

Finding meaning post-loss Dependent children

Acceptance and planning for death Low education/socioeconomic status




Take Away Messages
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Grief is a normal and natural
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everyone's business
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SPaR?Q Grief shared is grief halved; joy shared is joy doubled.”

Specialist Palliative
Rural Telehealth Service




ANY
QUESTIONSZ

SPaR?Q

Specialist Palliative
Rural Telehealth Service SPaRTa Grief and Bereavement Service

Queensland
Government

(o]




Discussion points

* What language do you use (or avoid) when talking with families
about death and grief? How do we balance honesty and compassion
in these conversations?

* What signs might suggest a family will need more structured
specialist support after death?

* How can we better connect families with their natural networks of
support?
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