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Abstract 

Objective: Most Australian palliative care services offer bereavement support services and 

typically this is regardless of risk or need. Palliative care services need to know how to use 

their limited resources to deliver best bereavement care and support. 

Approach: The relevance of a public health model of bereavement support to palliative care 

services is presented. We draw on the National Institute for Clinical Excellence (NICE) 

guidelines in the United Kingdom as well as the results from an audit of bereavement support 

provided to carers in a UK hospice. 

Conclusion: The provision of professional bereavement counselling for all carers and 

families of patients in receipt of palliative care is both unsustainable and inappropriate. The 

application of a public health perspective to bereavement in palliative care provides a 

systematic and evidence-based way of meeting the needs of bereaved family carers while 

reducing economic and staffing constraints on palliative care services. 

Implications: A public health approach to bereavement in palliative care would meet the 

needs of bereaved family members without additional economic and staffing resources, draws 

upon existing community resources, encourages the development of further community 

capacity, and should reduce use of health services. Additionally, the development of 

community partnerships means that a further strength of the model is its application to 

bereavement beyond palliative care settings.  
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A Public Health Approach to Bereavement Support Services in Palliative Care: 

The way forward through Partnerships 

The philosophy of palliative care emphasises support for the patient during illness and 

support for family carers before and after patient death. Palliative care services provide the 

most comprehensive strategy for bereavement support in our community. Most Australian 

palliative care services offer bereavement support services, often regardless of risk or need1,2. 

However, the majority of bereaved people manage their grief with the support of family, 

friends and neighbours and it is only a small proportion, about 10 to 20%, who experience 

persistent psychiatric difficulties, including Prolonged Grief Disorder (previously known as 

Complicated Grief Disorder), and who benefit from professional intervention3. As such, there 

is a need to question current models of bereavement support, which have a tendency to 

pathologise grief by implying a need for psychological or psychiatric interventions for all 

bereavement in palliative care. We argue that the application of a public health perspective to 

bereavement in palliative care provides a systematic and evidence-based framework for 

meeting the needs of bereaved family carers while reducing economic and staffing constraints 

on palliative care services.  

The Public Health Approach to Bereavement Care 

The public health literature typically identifies three levels of intervention that target 

different populations – universal (for the whole population of interest), selective (for groups 

at high-risk), and indicated (for people showing signs of disorder). Similarly, in bereavement 

care generally, preventive interventions for bereavement may be divided into three target 

groups: primary – targeting all bereaved people; secondary – targeting people at-risk of 

complications of bereavement; and tertiary – targeting people with complicated grief4. 

These levels of intervention are supported empirically by a critical review of 

bereavement efficacy evaluation studies5 and a meta-analysis of 61 outcome studies 
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indicating that bereavement interventions for those with ‘normal’ grief tend to be ineffective, 

unnecessary and even harmful6. Furthermore, recent empirical studies demonstrate support 

for targeted interventions for people who meet the criteria for Prolonged Grief Disorder7,8. To 

assume that grief always merits a professional response may be to introduce iatrogenic effects 

and marginalise the support available to them through their local community. From our 

perspective, the restriction of specialist and non-specialist intervention is not short-changing 

people because of scarce resources, rather it would provide best-practice care that is likely to 

be more readily accessible. However, the literature also reveals that health and social care 

interventions are effective when targeted to those who need them such as grievers with higher 

levels of distress, including those who need specialist interventions for clinical 

symptomatology such as Prolonged Grief Disorder. Providing high-quality bereavement care 

to those with complex needs and those at-risk of complex needs may prevent further 

pathology and significantly reduce use of health services, particularly visits to general 

practitioners for fatigue, immune suppression, sleep disturbances and mental health issues9. 

Palliative Care Bereavement Services in the United Kingdom 

The National Institute for Clinical Excellence10 (NICE) in the United Kingdom 

proposed a similar three-tiered approach to bereavement in palliative care according to the 

needs of carers and families (Table 1). Based on cancer or expected deaths, the model 

advocates that all the bereaved people should have access to information about bereavement 

and relevant available supports (Component 1). The information would be delivered by the 

palliative care service involved in the care of the patient and family, with much of the support 

coming from the bereaved person’s social networks, including compassionate family and 

friends. Just over one third would in addition need more formal opportunities to consider 

their loss (Component 2). This component would be provided by non-specialist social and 

therapeutic support such as volunteer bereavement workers, bereavement mutual-help 



5 
 

groups, and faith-based and other community groups. A smaller proportion, 10 to 12 per cent, 

would need specialist intervention such as counselling, mental health services, bereavement 

services, or psychotherapy (Component 3) to supplement Components 1 and 2, or because 

these levels of support are not available to them. For some people, Component 3 may be 

required while Components 1 and 2 are mobilised. Referral pathways must be available 

between components as needs change and emerge. 

Results from an audit of bereavement support provided to carers in a UK hospice 

provide empirical support for the three-tiered approach outlined in the NICE and public 

health models. The Sobell House hospice in Oxford, UK, analysed retrospective data on risk 

assessment and type of support provided for its bereaved carers between 1989 and 200211 

(Table 1). Of 4903 referrals, 54% did not access additional support, 33% accessed trained 

volunteers, and 9% accessed bereavement staff and other professionals (missing data 

comprised the remaining 4%).  

The Way Forward: Public Health Approach to Palliative Care Bereavement Services in 

Australia 

A public health approach to bereavement services in palliative care offers the 

foundation for determining the types of bereavement services and supports  offered to carers 

and families, depending on their needs and risk factors. It is clear that offering professional 

support to all bereaved people is unlikely to be effective, let alone affordable, and that it can 

be counter-productive for those not in the high need group. For instance, unnecessary 

intervention may disrupt the natural course of grieving and the presence of interventions 

could trigger a loss of social support if friends and family withdraw from the bereaved as a 

result of their receipt of professional services4. In proposing a public health approach to the 

provision of bereavement supports and services in palliative care, we are guided by the dual 

imperative of meeting the needs of bereaved carers and family members while remaining 
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cost-effective. Importantly, the model provides an evidence-base for the allocation of 

appropriate resources in meeting the needs of carers, as currently there is a lack of clear 

evidence to guide development and allocation of bereavement programs in palliative care1. 

This point is emphasised in recent Australian clinical practice guidelines for bereavement 

support in palliative care12. The Commonwealth Department of Health and Ageing in 

Australia (and similar funding bodies elsewhere) has a finite pool of funding to spend on 

bereavement care so determining who should benefit from the three groups of bereaved 

people identified in the model in Table 1, and how they should be serviced is of utmost 

importance for equitable resource allocation.  

A public health model to bereavement care suggests that all hospice and palliative 

care services should offer Component 1 to all families, regardless of whether the patient dies 

at home, hospice or hospital, but reserve access to Components 2 and 3 according to 

identified need. Furthermore, all members of the palliative care team would benefit from 

training to recognise need and be able to refer appropriately to services offering Components 

2 and 3. 

In order to move forward with a public health model of bereavement support in 

palliative care we need to work in partnership with primary care health professionals. General 

practitioners play a vital role in the care of bereaved people13,14, with 75 percent of general 

practitioners in Australia reporting engagement in palliative care and regularly seeing family 

caregivers as patients15 (for comparison, between 6616 and 80%17 of general practitioners in 

the UK offer bereavement support). There have also been calls for more involvement of 

community pharmacists in the palliative care team18. Both general practitioners and 

community pharmacists, however, have expressed a need for further education and 

information on the psychosocial aspects of palliative care, particularly after bereavement19,20.  

A public health approach to bereavement support in palliative care requires partnerships 



7 
 

between palliative care services and primary care practitioners, and also strong links with 

community groups and services. Drawing and building upon community resources already in 

existence such as mutual-help support groups, volunteers, and community workers21 will 

ensure that initiatives are cost effective and sustainable. For referral partnerships to 

materialise, general practitioners need to be aware of community resources and those 

resources must be able to demonstrate their credibility and appropriateness to receive 

referrals. As an example in Australia, the capacity to keep up-to-date with the availability and 

credibility of referral resources could be managed by the Divisions of General Practice. If 

general practitioners are able to attend to bereavement directly, through appropriate responses 

and referrals outlined in the public health approach, we would expect to see a reduction in the 

number of consultations that arise from somatised loss. Hence what is proposed is reorienting 

or redistributing current resources rather than necessitating new costs. 

A further strength of the model, with its focus on community partnerships, is its 

application to bereavement for conditions not receiving palliative care such as some non-

cancer conditions or unexpected deaths. It is possible that the bereavement support needs in 

palliative care are different to other bereavement support needs. There are indications that 

proportions of bereaved people with complex needs are somewhat higher following 

bereavement from suicide22 and neurodegenerative disorders23. Thus, widening the scope of 

bereavement care may require additional resources, at least initially, although even in the 

short-term the model facilitates the targeted use of current resources without relying on an 

increase in funds and staff.  

It is imperative that we move forward with a robust programme of research to 

ascertain the proportions of bereaved people in Australia in need of the three components of 

support (information and compassion; non-specialised support; and specialist intervention) so 

that a range of community-based programs meeting the needs of bereaved people can be 
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developed, offered, and evaluated. As such, we are embarking on a research programme in 

order to bridge the gap between research and practice, starting in Western Australia. Two 

critical issues are the need for valid and reliable assessment of bereavement support needs24 

and the ability to evaluate bereavement interventions25 so that palliative care services are 

confident in offering the appropriate supports to bereaved family members, relative to need. 

  



9 
 

References 

1. Mather MA, Good PD, Cavenagh, JD, Ravenscroft, PJ. Survey of bereavement 

support provided by Australian palliative care services. Med J Aust 2008;188:228-30. 

2.  Abbott J, O'Connor M, Payne S. An Australian survey of palliative care and hospice 

bereavement services. Aust J Cancer Nursing 2008;9(2):12-17. 

3. Lobb EA, Kristjanson L, Aoun S, Monterosso L, Halkett GKB, Davies A. Predictors 

of complicated grief: A systematic review of empirical studies. Death Stud 2010;34:1-

26. 

4. Schut H, Stroebe MS, van den Bout J, Terheggen M. The efficacy of bereavement 

interventions: determining who benefits. In: Stroebe MS, Hansson RO, Stroebe W, 

Schut H, editors. Handbook of Bereavement Research: Consequences, Coping, and 

Care. Washington, DC: American Psychological Association; 2001. p. 705-37. 

5. Schut H, Stroebe M. Interventions to enhance adaptation to bereavement. J Palliat 

Med 2005;8(Suppl 1):S140-7. 

6. Currier JM, Neimeyer RA, Berman, JS. The effectiveness of psychotherapeutic 

interventions for bereaved persons: a comprehensive quantitative review. Psychol Bull 

2008;134:648-61. 

7. Boelen PA, de Keijser J, van den Hout MA, van den Bout J. Treatment of 

complicated grief: a comparison between cognitive-behavioural therapy and 

supportive counselling. J Consult Clin Psychol 2007;75:277-84. 

8. Shear K, Frank E, Houck PR, Reynolds CF. Treatment of complicated grief: a 

randomized controlled trial. JAMA 2005;293:2601-8. 

9. Vanderwerker LC, Laff RE, Kadan-Lottick NS, McColl S, Prigerson HG. Psychiatric 

disorders and mental health service use among caregivers of advanced cancer patients. 

J Clin Oncol 2005; 23:6820-1.  

javascript:AL_get(this,%20'jour',%20'Med%20J%20Aust.');�
javascript:AL_get(this,%20'jour',%20'J%20Palliat%20Med.');�
javascript:AL_get(this,%20'jour',%20'J%20Palliat%20Med.');�
javascript:AL_get(this,%20'jour',%20'Psychol%20Bull.');�
http://www.ncbi.nlm.nih.gov/pubmed/16145057�


10 
 

10. National Institute for Health Clinical Excellence. Guidance on Cancer Services: 

Improving Supportive and Palliative Care for Adults with Cancer. The Manual. 

London: Author; 2004 [cited 2011 Jan 25]. Available from: 

http://guidance.nice.org.uk/CSGSP/Guidance/pdf/English 

11. Relf M, Lines C. Who uses berevement care? Paper presented at the 7th International 

Conference on Grief and Bereavement in Contemporary Society, London, United 

Kingdom; 2005 [cited 2011 Jan 31]. Available from: 

http://www.crusebereavementcare.org.uk/CoursesEvents/IntntConf/Relf,%20Marilyn,

%20Lines,%20Cathy.pdf 

12. Hudson P, Remedios C, Zordan R, Thomas K, Clifton D, Crewden M, et al. Clinical 

Practice Guidelines for the Psychosocial and Bereavement Support of Family 

Caregivers of Palliative Care Patients. Melbourne, Australia: Centre for Palliative 

Care, St Vincent’s Hospital Melbourne; 2010. 

13. McGrath P, Holwea H, McNaught M. Surviving spousal bereavement: Insights for 

GPs. Aust Fam Physician 2010;39:780-783.  

14. Nagraj S, Barclay S. Bereavement care in primary care: A systematic literature review 

and narrative synthesis. Br J Gen Pract 2011;53-8. 

15. Mitchell GK, Johnson CE, Thomas K, Murray SA. Palliative care beyond that for 

cancer in Australia. Med J Aust 2010;193(2):124-6. 

16. Wiles R, Jarrett N, Payne S, Field D. Referrals for bereavement counselling in 

primary care: A qualitative study. Patient Educ Couns 2002:48:79-85. 

17. Honeyman H. West Cumbria Hospice at home bereavement project July 2003 – 

November 2004 [cited 2011 Jul 21]. Available from: http://www.gp-

palliativecare.co.uk/files/west_cumbria_bereavement_report.pdf 

http://guidance.nice.org.uk/CSGSP/Guidance/pdf/English�
http://www.crusebereavementcare.org.uk/CoursesEvents/IntntConf/Relf,%20Marilyn,%20Lines,%20Cathy.pdf�
http://www.crusebereavementcare.org.uk/CoursesEvents/IntntConf/Relf,%20Marilyn,%20Lines,%20Cathy.pdf�


11 
 

18. O’Connor M, Fisher C, French L, Halkett G, Jiwa M, Hughes, J. Exploring the 

community pharmacist's role in palliative care: Focusing on the person not just the 

prescription. Patient Educ Couns 2011;83:458-64. 

19. O’Connor M, & Lee-Steere R. GPs’ attitudes to palliative care: A Western Australian 

rural perspective. J Palliat Med 2006;9(6):1271-81. 

20. O’Connor M, Pugh J, Jiwa M, Hughes J, Fisher, C. The palliative care 

interdisciplinary team: Where is the community pharmacist? J Palliat Med 

2011;14(1):7-11. 

21. Salau S, Rumbold B, Young B. From concept to care: enabling community care 

through a health promoting palliative care approach. Contemp Nurse 2007;27(1):132-

40. 

22. Mitchell AM, Kim Y, Prigerson HG, Mortimer-Stephens M-K. Complicated grief in 

survivors of suicide. Crisis 2004;25(1):12-8. 

23. Aoun S, Connors S, Priddis L, Breen L, Colyer S. Motor Neurone Disease family 

carers’ experiences of caring, palliative care and bereavement: An exploratory 

qualitative study. Palliat Med in press. 

24. Agnew A, Manktelow R, Taylor BJ, Jones L. Bereavement needs assessment in 

specialist palliative care: a review of the literature. Palliat Med 2010;24(1):46-59.  

25. Schut H, Stroebe, M. Challenges in evaluating adult bereavement services. Cruse 

Bereave Care 2011;30(1):5-9.  

javascript:AL_get(this,%20'jour',%20'Palliat%20Med.');�


12 
 

Table 1: A three-tiered model of bereavement care 

Level of 
Public 
Health 
Interventions 

NICE 
Components 

Type of Support Support provided by Target Population and  
 
Level of Support Needed 

Proportions 
Bereaved (Sobell 
House Hospice in 
UK, 1989-2002) 

Universal 1 Information 
about 
bereavement and 
relevant supports   

Family and friends 
(information supplied 
by health and social 
care professionals) 

 

All bereaved (normal grief) 
 
Low level of need 

 
 

54% 

Selective or 
Targeted 

2 Non-specialist 
support  

Trained volunteers, 
mutual-help groups, 
community supports 

Those at-risk of developing 
complex needs  
 
Medium level of need 
 

 
 

33% 

Indicated 
 

3 Professional 
specialist 
interventions 

Mental health services, 
bereavement services, 
or psychotherapy 

Those with complex needs 
 
High level of need 
 

 
 

9% 

 


