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Box S1. Detailed methods 
1. Locating existing theories 

At the start of the review we devised an initial programme theory, drawing on the 
experiential, professional and content knowledge of the research team. This initial 
programme theory included a number of assumptions about a typical ‘patient journey’ 
following bereavement. 

To begin refining this initial programme theory and to identify the focus of the review, we 
carried out exploratory searching using keywords in MEDLINE/PubMed and Google Scholar. 
Following initial searches to locate existing theories we became aware of the limited 
evidence on the management of complicated grief in primary care settings. We therefore 
broadened the scope of our searches (see below) to include general bereavement care. 

2. Searching for evidence 

The literature searches were tested, refined and conducted by an information specialist (IK). 

Citation chasing and manual searches of the reference lists of articles and reports were also 

completed. 

Following initial screening the limited evidence on the management of complicated grief in 
UK primary care was apparent. Therefore, an additional search using a refined search filter 
for the United Kingdom was undertaken in January 2020 to ensure all relevant UK literature 
was retrieved. 

Main search 

The main search strategy used combinations of search terms for the concepts 
'bereavement’, ‘complicated grief’ ‘primary care’ and ‘United Kingdom’ to run four searches 
(see Supplementary Box 2). In August 2019 we searched the following databases: Medline, 
EMBASE, CINAHL, PsycINFO, Web of Science, Scopus, ASSIA, Sociological abstracts and SCIE 
social care online. 

The inclusion and exclusion criteria were based upon criteria specified in the protocol. 
Criterion for inclusion focused on personal rather than professional relationships, routine 
bereavement, and circumstances where the use of primary care services was likely. 

Inclusion criteria:  

• Adults (> 18) who have lost a significant other and whose grief and/or bereavement 
experience is considered complicated, defined as any experience of death-related 
grief and/or bereavement which is seen as protracted, complex, out of proportion 
relative to the cultural norm, significantly impairing key roles, etc. in accordance with 
a variety of criteria (formal diagnosis of ICD/DSM or other not required)   

• Adults (> 18) who seek or receive care in primary care or the community, with a 
focus on the UK but also including studies from other developed world countries 
where psychosocial conditions can, routinely, be managed in primary care. 

• Study design: All study designs 

Exclusion criteria: 

• Adults who experience neo- and peri-natal bereavement 
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• Bereaved children and teenagers 

• Bereavement as a result of war (including studies of PTSD), environmental disaster 
or terrorist attacks 

• Non-death bereavement and loss e.g. divorce, job loss 

• Pet bereavement 

• Grief of health care professionals    

Literature which did not fulfil inclusion criteria, but which we judged to provide useful 
background were retrieved. These were stored separately and provided the wider 
contextual background of the review. 

Additional search 

Following analysis of the literature from the main search, an additional search was 
undertaken in January 2020 (Supplementary Box 2). This additional search focused on 
uncovering any further evidence related to the management of complicated grief in UK 
primary care using a refined search filter for the UK. The same inclusion and exclusion  

3. Selecting articles 

Article selection was undertaken in three steps. For the first step, C.P. screened all titles and 
abstracts in Endnote against the inclusion and exclusion criteria and assessed whether the 
full text should be obtained. If an article met the inclusion criteria or if there was any doubt, 
the full text was obtained. Judgements on the relevance of the data within these articles for 
programme theory development were reviewed by the whole project team. 

For the second step, all full text articles were screened by C.P. This stage yielded a 
provisional set of full text articles that had met the inclusion criteria and hence were likely 
to contain data relevant for the realist review. In step three, aided by regular team 
discussions decisions were then made by C.P. as to whether relevant data were likely to be 
found in the full text articles. All articles judged to be likely to contain relevant data were 
included into a final set of articles. 

The inclusion of data into a realist review is made on two criteria:  

• Relevance - whether it can contribute to theory building and/or testing; and  

• Rigor - whether the method used to generate that particular piece of relevant data is 
credible and trustworthy. 

Full-text documents were selected for inclusion based on their ability to provide relevant 

data to the review. This included articles that directly investigated, reviewed and discussed 

how bereavement and complicated grief is managed in primary care settings, in the UK and 

elsewhere. This literature was analysed first as we judged doing so would enable us to get a 

more in-depth understanding more quickly at the start of the review. C.P. read the full texts 

and classified them into categories of high and low relevance, based on her judgements on 

the relevance of the data within these articles for programme theory development. These 

decisions were then reviewed by S.B. and G.W.  

At the point of data inclusion based on relevance, when needed, the trustworthiness and 

rigour of the methods used in each study to gather relevant data was also assessed. One 

means of assessing rigor was examining whether the study methods had been clearly 
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explained and justified. For example, if using questionnaires or diagnostic tools, then the 

trustworthiness of data would be considered greater if the questionnaire or tool had been 

tested and validated. 

We included a range of articles in the synthesis, that included empirical studies, grey 

literature and non-empirical articles such as editorials and opinion pieces. Articles were not 

excluded on the basis of rigour alone if the article contained data relevant to the 

development of the programme theory.   

Realist reviews are a type of configurational review, where data are interpreted and used to 
develop theoretical explanations of phenomena – in our case bereavement and complicated 
grief in primary care. To build these explanations, even less rigorous data can be useful. 
Assessments of rigour of included data tends to be undertaken when there is a paucity of 
data to inform CMOCs. It is also equally, if not more important to judge the explanatory 
powers of any theories developed and we did this in the review using the criteria of 
consilience, simplicity and analogy at the level of the CMOC and programme theory. A more 
in-depth explanation and justification of our approach may be found in this reference1. 

4. Extracting and organizing data 

The characteristics of the core set of literature were extracted into an Excel spreadsheet. 
The articles were coded in NVivo (QSR International, Version 12), by C.P., and initial codes 
were discussed and refined through iterative discussions with G.W. and S.B. As analysis 
continued, a refined version of the programme theory was developed. Codes were 
developed by referring back to the refined programme theory and codes were applied 
deductively with new codes created as needed (inductively). 

A realist logic of analysis was applied to the data and sections of texts found within each 
broad conceptual theme. We made judgements as to what the data was able to tell us 
about what: was functioning as context or mechanisms within CMOCs and; the relationships 
were of these CMOCs to each with the refined programme theory. Excerpts coded under 
specific concepts in NVivo were exported into Word documents, to provide a more flexible 
space to examine the possibility of different CMOCs, and to experiment with different 
formulations and work towards building the narrative of the synthesis.  

Patient and stakeholder involvement  

During the analysis phase of the review we consulted with seven members of a patient and 
public group who have lived experience in end of life and bereavement care issues. 
Members were invited to a video meeting (due to COVID-19 restrictions) to discuss their 
experiences of bereavement followed by a brief presentation of the study and two key 
questions were presented for discussion. We also arranged a stakeholder meeting with four 
professionals involved in bereavement support. The feedback and advice provided on our 
emerging findings from both meetings were incorporated into the development of our 
programme theory and helped shape our final recommendations on appropriate 
interventions for primary care. 

 
1 Wong, G. Data gathering for realist reviews: looking for needles in haystacks. In: Emmel N, Greenhalgh J, 
Manzano A, Monaghan M, Dalkin S, editors. Doing Realist Research. London: Sage, 2018. 
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5. Synthesizing the evidence and drawing conclusions 

We continued to apply a realist logic of analysis to synthesize the data, following a process 
of constantly moving from data to theory (and back) to refine explanations about why 
certain behaviours are occurring and tried to frame these explanations at a level of 
abstraction that could cover a range of phenomena or patterns of behaviour in different 
settings.  

This was achieved by following the following analytic processes: 1) Juxtaposition of data 
sources (comparing and contrasting data presented in different articles); 2) Reconciling 
‘contradictory’ or disconfirming data (when outcomes differ in apparently similar 
circumstances, further investigation was necessary to find explanations for why these 
different results occurred); and 3) consolidation of sources of evidence (when there are 
similarities between findings presented in different sources, a judgement needs to be made 
about whether these similarities are adequate to form patterns in the development of 
CMOCs and programme theory, or whether there are nuances that need to be highlighted, 
and to what end).  

The final product of this stage was a refined realist programme theory that explained what 
works, for whom, under what circumstances and how in identifying and managing bereaved 
patients experiencing complicated grief. The programme theory formed the basis of our 
implications for practice. 
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Box S2. Search strategy 

First search - Date searched 22 August 2019 
 

No language limits  

No publication date limits 

 Bereavement in 

UK and primary 

care 

 

Complicated 

grief in primary 

care 

 

Complicated 

grief in UK  

 

Complicated 

grief NOT (UK or 

primary care)  

 

Medline 1135 311 101 894 

EMBASE 892 342 130 1157 

CINAHL 657 245 46 806 

PsycINFO 555 319 246 1697 

Web of Science 353 396 38 1759 

Scopus 220 363 9 1597 

ASSIA 229 289 41 661 

Sociological 

abstracts 

107 75 38 418 

SCIE social care 

online 

50 1 0 84 

Total 4198 2341 649 9073 

deduplicated 2785 1245 438 4456 

 

Search blocks developed in Medline, then translated for other databases 

Medline 
Ovid MEDLINE(R) and Epub Ahead of Print, In-Process & Other Non-Indexed 

Citations, Daily and Versions(R) 1946 to August 20, 2019 

 

Bereavement 

(bereave* or mourn* or grief* or griev* or 

widow* or ((lose* or lost* loosing) adj3 ((loved 

adj one) or family or spous* or child*)) or 

(ambiguous adj loss*)).ti,ab. or exp 

bereavement/ or exp attitude to death/ or exp 

grief/ or exp widowhood/  

 

 

Complicated grief ((complicat* or complex* or prolong* or protracted or 

persistent* or disenfranch*) adj3 (bereave* or grief* or 

griev*)).mp. or exp disenfranchised grief/ 

 

Primary care (exp primary health care/ or exp community 

health services/ or exp home care services/ or 

exp general practice/ or exp family practice/ or 

exp charities/ or exp volunteers/ or exp 

organizations non-profit/  or exp community 
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health nursing/ or exp spouses/ or exp home 

nursing/ or  exp home care services/ or exp 

homes for the aged/ ) or ((Lay adj (care* or 

work*)) or volunteer* or (third adj sector) or 

(non-profit* or nonprofit*) or charit* or 

spouse* or wife* or wives* or husband* or 

partner* or (home* adj2 (care or residential* or 

nursing* or (old adj (folk* or person* or 

people*)))) or (primary adj (care or healthcare 

or (health adj care))) or (general adj practi*) or 

(family adj (practi* or doctor* or physician*)) or 

(community adj2 (care* or healthcare or nurs* 

or compassionat*)) or (district* adj nurs*) or 

(marie adj curie) or (macmillan adj3 (nurs* or 

service* or support*))).ti,ab. 

 

UK (exp united kingdom/ or (national health 

service* or nhs).ti,ab,in. or (gb or "g.b." or 

Britain* or (british* not "british Columbia") or 

uk or "u.k." or united kingdom* or (england not 

"new england") or northern Ireland* or 

northern irish* or scotland* or Scottish* or 

((wales or "south wales") not "new south 

wales") or welsh).ti,ab,jw,in.) 

 

 

Second search – Date searched 14 January 2020 
No language limits  

No publication date limits 

 

Database Number of hits Unique hits compared with 

previous UK filter 

Medline 281 13 

Embase 970 149 

PsycINFO 331 295 

Web of Science 1,372 1,017 

Scopus 1409 598 

CINAHL 274 176 

Total  2248 

Deduplicated (New papers 

unique from previous search) 

 2000 
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Ovid MEDLINE(R) and Epub Ahead of Print, In-Process & Other Non-

Indexed Citations, Daily and Versions(R)  1946 to January 13, 2020 
1     ((grief or griev* or bereave*) adj2 (complicat* or prolong* or pathological or traumatic or chronic* 

or persistent*)).mp. or Persistent complex bereavement disorder*.mp. 

2     (bereave* or mourn* or grief* or griev* or widow* or ((lose* or lost* loosing) adj3 ((loved adj 

one) or family or spous* or child*)) or (ambiguous adj loss*)).ti,ab. or exp bereavement/ or exp 

attitude to death/ or exp grief/ or exp widowhood/  

3     or/1-2  

4     primary health care/ or physicians, family/ or family practice/ or (primary care or primary medical 

care).mp. or (primary health or primary healthcare).mp. or general practice.mp. or (family practice or 

family medicine*).mp. or (general practitioner* or gp* or general physician*).mp. or (family physician* 

or family doctor* or family practitioner*).mp.  

5     exp United Kingdom/ or (national health service* or nhs*).ti,ab,in. or (english not ((published or 

publication* or translat* or written or language* or speak* or literature or citation*) adj5 english)).ti,ab. 

or (gb or "g.b." or britain* or (british* not "british columbia") or uk or "u.k." or united kingdom* or 

(england* not "new england") or northern ireland* or northern irish* or scotland* or scottish* or ((wales 

or "south wales") not "new south wales") or welsh*).ti,ab,jw,in. or (bath or "bath's" or ((birmingham not 

alabama*) or ("birmingham's" not alabama*) or bradford or "bradford's" or brighton or "brighton's" or 

bristol or "bristol's" or carlisle* or "carlisle's" or (cambridge not (massachusetts* or boston* or 

harvard*)) or ("cambridge's" not (massachusetts* or boston* or harvard*)) or (canterbury not zealand*) 

or ("canterbury's" not zealand*) or chelmsford or "chelmsford's" or chester or "chester's" or chichester 

or "chichester's" or coventry or "coventry's" or derby or "derby's" or (durham not (carolina* or nc)) or 

("durham's" not (carolina* or nc)) or ely or "ely's" or exeter or "exeter's" or gloucester or "gloucester's" 

or hereford or "hereford's" or hull or "hull's" or lancaster or "lancaster's" or leeds* or leicester or 

"leicester's" or (lincoln not nebraska*) or ("lincoln's" not nebraska*) or (liverpool not (new south wales* 

or nsw)) or ("liverpool's" not (new south wales* or nsw)) or ((london not (ontario* or ont or toronto*)) or 

("london's" not (ontario* or ont or toronto*)) or manchester or "manchester's" or (newcastle not (new 

south wales* or nsw)) or ("newcastle's" not (new south wales* or nsw)) or norwich or "norwich's" or 

nottingham or "nottingham's" or oxford* or "oxford's" or peterborough or "peterborough's" or plymouth 

or "plymouth's" or portsmouth or "portsmouth's" or preston or "preston's" or ripon or "ripon's" or salford 

or "salford's" or salisbury or "salisbury's" or sheffield or "sheffield's" or southampton or 

"southampton's" or st albans or stoke or "stoke's" or sunderland or "sunderland's" or truro or "truro's" 

or wakefield or "wakefield's" or wells or westminster or "westminster's" or winchester or "winchester's" 

or wolverhampton or "wolverhampton's" or (worcester not (massachusetts* or boston* or harvard*)) or 

("worcester's" not (massachusetts* or boston* or harvard*)) or (york not ("new york*" or ny or ontario* 

or ont or toronto*)) or ("york's" not ("new york*" or ny or ontario* or ont or toronto*))))).ti,ab,in. or 

(bangor or "bangor's" or cardiff or "cardiff's" or newport or "newport's" or st asaph or "st asaph's" or st 

davids or swansea or "swansea's").ti,ab,in. or (aberdeen or "aberdeen's" or dundee or "dundee's" or 

edinburgh or "edinburgh's" or glasgow or "glasgow's" or inverness or (perth not australia*) or ("perth's" 

not australia*) or stirling or "stirling's").ti,ab,in. or (armagh or "armagh's" or belfast or "belfast's" or 

lisburn or "lisburn's" or londonderry or "londonderry's" or derry or "derry's" or newry or 

"newry's").ti,ab,in.  

6     (exp africa/ or exp americas/ or exp antarctic regions/ or exp arctic regions/ or exp asia/ or exp 

australia/ or exp oceania/) not (exp United Kingdom/ or europe/)  

7     5 not 6  

8 3 and 4 and 7 

9 (exp united kingdom/ or (national health service* or nhs).ti,ab,in. or (gb or "g.b." or Britain* or 

(british* not "british Columbia") or uk or "u.k." or united kingdom* or (england not "new england") 
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or northern Ireland* or northern irish* or scotland* or Scottish* or ((wales or "south wales") not 

"new south wales") or welsh).ti,ab,jw,in.) 

10 8 not 9 
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Table S1. Summary of included literature 

Author and 
date 

Country Title Study design or type of article Participants 

Morris et al. 
2018 

USA Primary Care for the Elderly Bereaved: 
Recommendations for Medical Education 

Survey 63 Primary care physicians  

Feigelman et al. 
2017 

USA Do Primary Care Physicians Help the 
Bereaved With Their Suicide Losses: Loss 
Survivor Perceptions of Helpfulness From 
Physicians 

Survey 
 

146 people bereaved by suicide 

Thompson et al. 
2017 

Australia Research into services and needs for 
people experiencing complicated grief: 
Final report 

Mixed methods: Semi-
structured    interviews, 
discussion groups, workshops 
with experts, survey of service 
providers 

18 Stakeholder interviews, 
discussion groups with 9 
bereavement counsellors, Survey 
of 274 service providers, workshop 
with 19 bereavement experts 

Fhailí et al. 2016 Ireland Experiences of suicide bereavement: a 
qualitative study exploring the role of the 
GP 

Semi-structured focus groups 15 relatives bereaved by suicide 
 

Foggin et al. 
2016 

UK GPs’ experiences of dealing with parents 
bereaved by suicide 

Semi-structured interviews 13 General Practitioners 

Mathieson and 
Frullani 2016 

UK focussed Bereavement and coping with loss Overview for practitioners n/a 

Johnson 2015 UK  Role of district and community nurses in 
bereavement care: a qualitative study 

Semi-structured interviews 5 District nurses 

O'Connor and 
Breen 2014 

Australia General Practitioners' experiences of 
bereavement care and their educational 
support needs: a qualitative study 

Semi-structured interviews 19 General Practitioners 

Brownhill et al. 
2013 

Australia A decision model for community nurses 
providing bereavement care 

Semi-structured interviews 10 Community nurses 

Redshaw et al. 
2013 

Australia Community nurses’ perceptions of 
providing bereavement care 

Semi-structured interviews 10 Community nurses 



11 
 

Garcia et al. 
2013 

Spain Effectiveness of 'primary bereavement 
care' for widows: a cluster randomised 
controlled trial involving family physicians 

Cluster randomised control trial Family physicians (n=31), widows 
(n=104) over 70  

Guldin et al. 
2013 

Denmark Bereavement care in general practice: a 
cluster-randomised clinical trial 

Randomised control trial 402 people bereaved by cancer 

Stephen et al. 
2013 

UK  Bereavement care for older people in 
healthcare settings: qualitative study of 
experiences 

Semi-structured interviews 39 (33 health care staff largely 
from general practice, care home, 
community hospital, 6 from 
hospital and 6 bereaved 
participants) 

Chang et al. 
2012 

Australia Community palliative care nurse 
experiences and perceptions of follow- up 
bereavement support visits to carers 

Survey 58 Community nurses 

Zambrano and 
Barton 2011 

Australia On the journey with the dying: How 
general practitioners experience the 
death of their patients 

Semi-structured interviews 11 General Practitioners 

Nagraj and 
Barclay 2011 

n/a Bereavement care in primary care: a 
systematic literature review and narrative 
synthesis 

Systematic review 11 papers included 

White and 
Ferszt 2009 

USA Exploration of nurse practitioner practice 
with clients who are grieving 

Semi-structured interviews 9 Nurse practitioners 

de Groot, van 
der Meer and 
Burger 2009 

The 
Netherlands 

A survey of Dutch GPs' attitudes towards 
help seeking and follow-up 

Survey 488 General practitioners 

Low et al. 2006 UK  A UK-wide postal survey to evaluate 
palliative care education amongst General 
Practice Registrars 

Survey 320 GPRs finishing vocational 
training 

Schers et al. 
2004 

The 
Netherlands 

Patient needs for contact with their GP at 
the time of hospital admission and other 
life events: a quantitative and qualitative 
exploration 

Survey and qualitative 
interviews 

644 Patients surveyed and 30 
interviewed 
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Barclay et al. 
2003 

UK  Caring for the dying: how well prepared 
are general practitioners? A questionnaire 
study in Wales 

Survey 399 General Practitioners 

Payne et al. 
2002 

UK  Counselling strategies for bereaved 
people offered in primary care 

Semi-structured interviews 29 Counsellors based in primary 
care 

Wiles et al. 
2002 

UK  Referrals for bereavement counselling in 
primary care: a qualitative study 

Individual and group interviews 50 General practitioners  

Birtwistle et al. 
2002 

UK  The role of the district nurse in 
bereavement support 

Survey 323 District nurses 

Lyttle 2001 UK  Bereavement visiting: older people's and 
nurses' experiences 

Semi-structured interviews 20 community nursing staff. 10 
bereaved patients, older adults 

Main 2000 UK  Improving management of bereavement 
in general practice based on a survey of 
recently bereaved subjects in a single 
general practice 

Semi-structured interviews 23 Bereaved patients 

Lemkau et al. 
2000 

USA A questionnaire survey of family practice 
physicians' perceptions of bereavement 
care 

Survey 113 Family physicians  

Saunderson and 
Risdale 1999 

UK General practitioners' beliefs and 
attitudes about how to respond to death 
and bereavement: qualitative study 

Semi-structured interviews 25 General Practitioners 

Munroe 1999 UK Bereavement care Letter to editor n/a 

Field 1998 UK Special not different: general 
practitioners' accounts of their care of 
dying people 

Semi-structured interviews 25 General Practitioners 

Harris and 
Kendrick 1998 

UK Bereavement care in general practice: a 
survey in South Thames Health Region 

Survey 355 General practitioners  

Mazza 1998 UK GPs should be accessible, not intrusive Letter to editor n/a 

Barclay et al. 
1997 

UK How common is medical training in 
palliative care? A postal survey of general 
practitioners 

Survey 390 General practitioners 
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Monroe and 
Smith 1997 

UK Professional Update: the value of a single 
structured bereavement visit 

Overview n/a 

Dangler et al. 
1996 

USA What do family members expect from the 
family physician of a deceased loved one? 

Questionnaire 35 bereaved relatives 

Lloyd-Williams 
1995 

UK Bereavement referrals to a psychiatric 
service: an audit 

Interviews and questionnaire 12 referrals/bereaved patients 

Bowskill 1995 UK General practitioners' role in emergencies Letter to editor n/a 

Charlton and 
Dolman 1995 

UK Bereavement: a protocol for primary care Proposes protocol n/a 

Lee and Kessler 
1995 

UK  Bereavement Care Letter to editor n/a 

Dowrick 1993 UK Self-assessment by elderly people - a 
means of identifying unmet need in 
primary care 

Survey and practice records 
 

391 patients of one general 
practice 
 

Blyth 1990 UK Audit of terminal care in general practice Questionnaires and interviews One general practice. Care of 
people died in 1987 (n=50) and 
bereaved relatives of each 
deceased patient (n=34) 

Cartwright 1982 UK The role of the general practitioner in 
helping the elderly widowed 

Interviews and questionnaires 361 bereaved widows/widowers, 
GPs, carers of widowed (59% of 
sample) 
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Table S2. List of CMOCs with relevant extracts from literature 
 

Theme and subtheme 
 

Context-Mechanism-Outcome 
configurations 
 

Extracts from literature 

Identifying bereaved patients 
 

Primary care systems and 
values 
 
 

CMOC1: If there are no 
systematic and consistent 
processes for recording deaths 
and bereavement (C) 
clinicians may not be able to 
identify the bereaved patient (O), 
because of a lack of awareness 
(M) 

CMOC2: If the deceased person is 
not a patient at the same 
practice as the bereaved 
patient (C) clinicians may not be 
able to identify the bereaved 
patient (O), because of a lack of 
awareness (M) 

CMOC3: When organisations 
have normalised contacting 
bereaved patients (C), clinicians 
will see this as part of their role 
and responsibility (O), because it 
is perceived as a legitimate 
activity (M)  

“When asked, “How do you usually learn about the recent deaths of the loved 
ones of your elderly patients?”, the majority of participants (74.6%) indicated 
they learn about these deaths during acute medical patient visits with the 
bereaved. The second most frequent response was learning about the death 
during a routine annual physical visit (60.3%), followed by a telephone call 
from the bereaved patient (58.7%). …The most commonly reported barriers to 
providing bereavement care to elderly patients, as listed in Table 3, were 
“don’t routinely learn of deaths” (65.6%)” (Morris et al. 2018)  
 
“Although GPs recognised that the contact was important to relatives, they 
were extremely variable in bereavement follow-up practice…Contact with 
bereaved relatives could also be opportunistic on the part of the GP and 
bereavement concerns arise unexpectedly and sometimes a long time after the 
death: ‘Yesterday a lady came in because she’d had a fall, and she just 
mentioned something about her husband who’d died a couple of years ago. 
We got into conversation and she made me stop and listen. She had a really 
sad story and I think we both got a lot out of talking about it’. (GP, rural 
practice) …GPs who were interviewed saw inconsistency in bereavement care 
practice as a failing and attributed it to administrative issues, pressures of 
work and perceptions of being unable to provide optimal care.” (Stephen et 
al., 2013)  

“For deaths in hospital, nearly half the responders had experienced a problem 
with the time taken to receive information, and over a third with the quality of 
the information received. …The most frequent complaints were of delays, 
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CMOC4: When clinicians are 
working under time pressures 
(C), they are less likely to ask 
about bereavement (O), because 
of the additional burdens of 
having to deal with this (M) 

 
 

sometimes of weeks or months, or of no information at all. …Twenty-three 
responders reported sometimes hearing about the death from other sources,  
and 13 had been embarrassed on learning of a patient death from a relative. 
… A practice policy for identifying newly bereaved relatives was reported by 
142 (40%) of responders...Sixty-four (18%) reported different approaches by 
different partners in the practice... Those practices with a special interest in 
palliative care were more likely to offer routine support after bereavement 
(28/47 [60%] versus 109/306 [36%]; P = 0.003); as were practices that kept a 
death register (89/196 [45%] versus 48/157 [31%]; P = 0.006)”...practices that 
had a policy for identifying bereaved relatives.” (Harris and Kendrick, 1998)  

“GPs commented on the poor communication around deaths and many were 
particularly concerned about not being informed of the suicide prior to a 
consultation with the bereaved parent…Systems for being informed about 
patient deaths varied, but were commonly informal networks such as word of 
mouth [often through reception staff] or the local paper, and rarely 
communication from the coroner or the hospital.” (Foggin et al., 2016)  
 
“Physicians were asked about the situations in which they routinely inquired 
about deaths within a patient’s family or social network. Some physicians 
reported doing so during initial visits, annual physical examinations, or routine 
follow-up appointments, but the most relied on outside information about the 
bereavement or medical findings to prompt inquiry” (Lemkau et al. 2009)  
 
“Most doctors felt that general practitioners had a responsibility to make 
some sort of contact with bereaved patients, with 17 out of 25 doctors 
specifically discussing making a contact....We asked the rationale for the 
general practitioners’ responses [to contacting bereaved patients]. All the 
respondents expressed a desire to be empathetic, sympathetic, and 
compassionate…If patients were not known to a doctor, however, responses 
varied widely, each case being considered on its merits. There was no 
consistent policy.” (Saunderson and Risdale, 1999)   
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“When the nurse had cared for a patient who died while on their caseload, 302 
(95%) of respondents thought that they should visit the bereaved relatives or 
carers as part of their routine work…When the deceased had not been a 
patient cared for by the nurse only 60 (19%) stated that a bereavement visit 
should be their responsibility, while 138 (43%) were uncertain and 120 (38%) 
felt that no visit should be made…Two hundred and sixty-four (83%) 
considered that the district nurse played an important role in helping bereaved 
people come to terms with their grief, 45 (14%) were uncertain and only 11 
(3%) disagreed. Ninety-eight (31%) felt bereavement care was the role of the 
GP, while 146 (46%) disagreed, and 71 (23%) were uncertain.” (Birtwistle et 
al., 2002)  
 
 “The most commonly reported barriers to providing bereavement care to 
elderly patients, as listed in Table 3, were … “lack of time” (44.3%) … The most 
common barriers to providing direct bereavement care were not learning of 
the deaths and a lack of time to inquire during a visit (Morris et al. 2018)”  
 
“Time and workload restraints: ‘Not ideal, but then the pressure of general 
practice makes it impossible to “shine” in all areas... There is a long tradition 
of home visiting the newly bereaved, but it becomes increasingly difficult to 
keep it up.’” (Harris and Kendrick, 1998) 
 
“Physicians were asked to check what they perceived to be important barriers 
to the treatment of grief in their patients. By far, the most frequently endorsed 
barrier reported was physician lack of time. (86.7%). (Lemkau et al. 2000) 
 
“there simply are not enough hours in the day to stay to care for someone who 
is newly bereaved: after offering sympathy, explanation, and advice about 
necessary formalities there is little else one can do, and other work is always 
waiting.” (Bowskill, 1995) 
 

Continuity of care 
 

CMOC5: When clinicians have a 
pre-existing knowledge about the 

“Well I think they [GPs], one thing is that they stick by them…You know, 
they’re loyal…to their patients. So even though they may not have the words, 
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preferences of a recently 
bereaved person (C), they are 
more likely to make contact (O), 
because of their familiarity [of 
their preference] (M) 
 
CMOC6: When clinicians have a 
pre-existing knowledge about the 
potential vulnerabilities of a 
recently bereaved person (C), 
they are more likely to have a 
heightened awareness of the 
need for additional support (O), 
because of their concerns (M) 
 

they’ve got the relationship with their patients and so they often know where 
they’ve come from and may have known a partner that passed away [18]. So 
it’s not just somebody who is on the outside because you start off with the 
“remember what happened?” etcetera and go on from there [5]. Well I think 
because GP’s can spend time with patients and they get to see them on a 
continuing basis, I think they can provide sort of a counsellor or a support for 
the patient [16].” (O-Connor and Breen, 2014) 
 
 “The majority of responders felt that knowledge of, and relationship with, the 
deceased or the parents would affect their ability to approach the parents. 
Those with had a good knowledge of the parents seemed more comfortable 
suggesting approaching the bereaved parents and felt confident about how to 
deal with them: ‘The most appropriate person in the situation. So, you know, 
in this case it was me because I had prior knowledge of [name of mother]. ’ 
(GP03) Those who did not know their patients well described feeling worried. 
Concerned about intruding on private grief, they questioned how they could 
help someone they did not know: ‘In the immediate aftermath, a stranger 
coming in and talking to you, what good is that going to do?’ (GP02)” (Foggin 
et al., 2016) 
 
“Most doctors felt that general practitioners had a responsibility to make 
some sort of contact with bereaved patients, with 17 out of 25 doctors 
specifically discussing making a contact. All subjects related this to the doctor-
patient relationship. If this was strong, then contact was more likely: ‘If it was 
a patient I had been looking after for some time then I would follow up with a 
post-bereavement visit either immediately or within a couple of weeks after 
the death.’ When the relationship was less intense, or if the death occurred 
outside the borders of general practice, contact was less likely.” 
(Saunderson and Risdale, 1999)  
 
“Respondents stressed that they were caring for people with whom they were 
likely to have built up a relationship prior to the onset of the terminal illness. 
Furthermore, their care was embedded in family and community relationships 
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(even in urban practices) and the patient and their family were the recipients 
of care, not simply the patient. The following two GPs summarise the main 
points made by respondents: Dr. E: ‘I think it differs in general practice 
because you are more involved with the patient. You are often there at the 
beginning of the problem, so you know more about the background and a little 
more about their personality and also I think you do know more about the 
social context. Because even in hospital when I understood the patient 
reasonably, I thought I did, I didn't really understand what was happening to 
their parents, their sisters, their spouses that sort of thing’.” (Field, 1998)  
 
“These physicians reported considering many factors in deciding how to 
respond to a bereaved patient. The most important considerations fell into 3 
groups: the patient’s context (relationship to deceased and patient support 
system), the nature of the death (sudden death or suicide), and the physician’s 
relationship with the patient and/or the deceased… An increased emphasis on 
continuity of care, and a higher degree of involvement with the spiritual 
concerns of the patients, were also associated with grief-responsiveness.” 
(Lemkau et al. 2000) 
 

Bereaved person’s expectations of what primary care can provide 
 

 CMOC7: When a patient has a 
bereavement (C), most will 
expect to be contacted after a 
bereavement (O), because they 
believe clinicians are meant to 
care for them in the hour of their 
need (M)  

CMOC8: During a clinical 
encounter with a recently 
bereaved person (C), they may 
not report the bereavement to 

“Some comments suggested that the bereaved did not think it was relevant or 
appropriate for them to mention this to their physicians (52%; n=11): 
Comments reflecting this most frequently expressed sentiment included the 
following: ‘‘I did not think to tell him about how my son died;’’ ‘‘I never saw a 
doctor about this issue;’’ ‘‘It wasn’t relevant;’’ ‘‘I knew I needed help but the 
help I needed was psychological;’’ ‘‘It did not occur to me to tell my MD;’’ ‘‘I 
eventually discussed it with him but I felt it was out of his league;’’ and ‘‘It has 
no bearing on my doctor; I am a very private person.’’ (Feigelman et al. 2017) 
 
“Three problems were associated with patients’ perceived need to see a 
member of the practice, but were not associated with increased likelihood of 
having seen a doctor or nurse in the past 3 months: (1) often having days 
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the clinician (O) because they do 
not think that it is relevant (M) 

CMOC9: During a clinical 
encounter with a recently 
bereaved person (C), they may 
not report the bereavement to 
the clinician (O) because they do 
not think it is the clinician’s job to 
help them with this (M) 

CMOC10: When patients do not 
seek help from a clinician even 
when they have had a 
bereavement (C), often clinicians 
do not proactively contact them 
(O), because they assume the 
patient is coping (M) 
 
CMOC11: When a person is 
suffering from bereavement (C), 
they may be unable to seek help 
/ ask for help (O), because they 
feel overwhelmed (M) and/or 
hopeless (M)   
 
CMOC12: When a bereavement 
is perceived to be possibly 
stigmatising (e.g. a suicide) (C), 
bereaved patients may not 
disclose their bereavement or to 
seek help (O), because they want 
to avoid the embarrassment (M) 

without seeing anyone; (2) someone they were fond of having died in the past 
year; ... there was a clear discrepancy between patients' perceptions of needs 
and the practice's response to those needs in three main areas: social 
isolation, recent bereavement and memory loss.” (Dowrick, 1993)  
 
 “…the topic was not raised by the physician and the loss survivor feared it 
would bring about stigmatizing responses... another less frequently expressed 
sentiment included the idea that the physician did not ask or would have 
expressed stigmatizing comments (28.5%; n=6): ‘It didn’t come up during my 
visit;’ ‘He did not ask;’ ‘It was difficult to discuss. He probably felt I should get 
over it;’ ‘I did not see a reason to tell him because of the stigma behind 
suicide;’ and ‘I didn’t tell him how my dad died. The doctor is very egotistical 
and I don’t think he would have helped me with bearing this death.’…When 
respondents indicated that physicians expressed unhelpful or unkind responses 
to their losses they suggested that the practitioner (a) did not show caring 
interests; for example, She said, ‘I am not a psychologist and that was it’ or 
‘My regular doctor was not available and this substitute simply had no 
reaction whatsoever;’ (b) seemed to be embarrassed by talking about loss, for 
example, ‘The first doctor I saw was visibly embarrassed when I told her about 
my husband’s suicide;’ (c) spoke critically about the deceased; for example, ‘He 
told me my son was sick all his life;’ (d) tried to avoid any discussion of the 
grief loss subject; for example, ‘I interpreted the virtual lack of response as 
negative and dismissive’.’’ (Feigelman et al. 2017) 
 
“Participants reported feeling unable to attend their GP because of a sense of 
shame. Coping with this shame in the context of a busy waiting room, full of 
members of the local community, was felt to be too difficult for some. There 
was agreement across the groups that, in these cases, a house-call or an 
arrangement to attend the surgery at a quiet time, such as the first 
appointment of the day, may be appropriate to alleviate distress. Participants 
identified feeling that stigma, numbness, and the complexity of their grief 
functioned as limiting factors in allowing them to identify whom to approach 
for help. Two participants in separate focus groups commented that the sense 
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 of stigma was amplified by the GP’s use of the term ‘committed suicide’ as 
they associated the word ‘committed’ with a crime. A preference for use of the 
phrase ‘died by suicide’ was identified.” (Fhalli et al, 2016) 
 
“Conversely, some GPs felt that people generally are resilient and have the 
tools to cope with bereavement: I’ve not had anybody who has really 
struggled, well, not to my knowledge. I’ve not been aware. I mean it doesn’t 
seem to be such a huge issue; people do adapt and get on with it. They come 
to terms with the loss of whoever [2]. It’s a part of life experience that people 
deal with and become resilient in the process of doing so but by doing it 
themselves as well…[5]. As such, these GPs emphasised community and family 
support rather than professional support” (O’Connor and Breen, 2014) 
 
“In addition, there are others who assume that relatives are well informed 
when they do not ask questions: ‘The thing is, you only broach that kind of 
subject (death and bereavement) if they broach it with you, and if they do you 
know they’re worried about it. Otherwise they’ve got everything sorted out.’ 
(Community nurse, urban practice) GPs and community nursing staff also 
provide open invitations for relatives, although there is a belief that people will 
only come if they are experiencing difficulties: ‘If we are seeing people coming 
in rather than us having arranged it or anything you really have to take that 
seriously’. (GP, urban practice)” (Stephen et al., 2013) 
 
“Over the longer time frame, all GPs identified their role as a reactive one 
which relied on patients consulting for help with bereavement related 
problems. …The referral of bereaved patients to practice-based counsellors 
was not considered a routine pathway by any of the GPs because it was felt 
that most patients dealt and recovered from their bereavement in their own 
way and that this normal life process should not be medicalised” (Wiles et al., 
2002) 
 
 “Most of the patients told us that they anticipated needing contact in various 
conditions but that they would never take the initiative to initiate contact. 
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They considered it the responsibility of the GP or a matter of course that the 
GP would take the first step. When asked why they would refrain from taking 
the initiative themselves, most patients were unable to respond or replied, 
“Things like these go without saying.”.…Patients found that their physicians 
could fill diverse roles to meet their needs, ranging from just being “a listening 
ear,” to giving consolation and sup- port, and possibly prescribing tranquilizing 
medication for relatives. Most patients would need contact because of their 
perceived relationship with their GP: “he knows the family,” “a matter of 
trust,” “because of our emotional relationship.” Some patients simply 
considered it the GP’S job to seek contact with the family: “It’s his job,” and 
“he should be interested.” (Schers et al., 2004) 
 
“Those who mentioned that there had been no contact with the surgery felt 
that this was an important job of the general practitioner (GP) or a member of 
his team. Contact in any form would have been appreciated and they had 
expected it to happen. …Several were upset when their bereavement was not 
mentioned as they had questions they wanted to ask but felt unable to raise 
the subject as the GP had not mentioned it. Those who were normally fit and 
well and who rarely attended surgery said that had they needed to see their 
GP and would have expected acknowledgement of their bereavement." (Main, 
2000) 
 
 “43% of respondents expected a telephone call from the deceased patient’s 
physician shortly after the death, which is the largest percentage of subjects 
expecting any of the actions. In addition, 20% (7/35) ‘strongly expected’ and 
an additional 11% (4/35) ‘somewhat expected’ the physician to ask about the 
survivor’s emotional wellbeing at the next visit. …Several comments were 
made in response to the open-ended questions. These concerned telephone 
calls (ie, “a call would have been nice” and “I never talked with (the doctor) at 
all, although I did hope he would call. I wanted to talk to him, but thought a 
call from me might be a nuisance”).” (Dangler et al., 1996) 
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Responding to bereaved patients 
 

Clinician education and 
training in bereavement 
 

CMOC13: When clinicians have 
had limited education in the 
diagnosis and management of 
bereavement (C), they find 
dealing with such patients 
challenging (O), because of their 
knowledge gaps (M) 

CMOC14: When clinicians have 
knowledge gaps in the 
management of bereavement 
(C), they have to rely upon 
personal and experiential 
knowledge of grief and 
bereavement (O), because of 
necessity (M) 

CMOC15: When clinicians’ 
knowledge about bereavement 
suggest to them that a patient is 
at risk of harm from a recent 
bereavement (C), they are more 
likely to be responsive to 
patients’ needs (O), because of 
their concerns (M) 

CMOC16: When clinicians are 
unclear about the services 
available to them for patients 
with CG (C), they may not refer 

 “‘There’s huge gaps. We get quite a bit of training in depression and stuff but 
not understanding the difference between grief reactions and depression…and 
being able to separate that clinically’ [15]. It was more generalised training – 
identification of various conditions, psychiatric or mental health issues and the 
management in a general sense, like cognitive behaviour therapy’ [1]. ‘I’ve 
done lots of mental health training but not specific bereavement grief…I don’t 
do things, like your average GP, so the norm information gathering for us is 
through conferences, which may or may not include components such as grief 
and loss.” (O’Connor and Breen, 2014) 

 “Low or very low confidence was expressed in the application of their 
knowledge of bereavement care (107/320; 33%) … 33% of respondents were 
not confident about their bereavement care skills. The free text data suggest 
that the lack of confidence in these areas may be due to a lack of practical 
opportunities of working within the framework of a specialist palliative care 
team or having more exposure to palliative care patients within General 
Practice. … Our findings showed that most GPRs did not receive training in 
bereavement care.” (Low et al., 2006) 

“When asked about how informed they felt about bereavement issues 129 
(40%) felt well or very well informed, 143 (45%) informed and 47 (15%) poorly 
or very poorly informed. ... Our results suggest a need for further training and 
education. This was particularly evident at the preregistration level where only 
25% of nurses reported this as a source of bereavement education. Less than 
half felt they had received sufficient training in dealing with newly bereaved 
people, which leads one to question whether most district nurses have 
sufficient knowledge, appropriate training or necessary skills to deal with 
bereavement.” (Birtwhistle et al., 2002) 

“Two questions asked about medical school training. The first question asked: 
“How well did your medical training prepare you to care for elderly bereaved 



23 
 

the patient (O) because of their 
knowledge gap (M) 
 

patients?” The average rating for this question was 2.19 where zero 
corresponded to “not well at all” and four corresponded to “extremely 
well.””(Morris et al., 2018) 

 “Only three out of 25 doctors mentioned that vocational training had 
influenced their bereavement management. Most doctors felt that their 
attitudes and beliefs were based on personal rather than professional 
experience. Twenty three felt ill equipped by their medical school training... In 
the absence of appropriate training, many based their response to 
bereavement on experience obtained from their family origin and culture. This 
approach was particularly acknowledged by Asian doctors and those who held 
religious beliefs.” (Saunderson and Risdale, 1999) 

“It is important to note that very few responders were able to name third-
sector organisations that specifically supported those bereaved by 
suicide.…They suggested that they were able to offer something to these 
patients yet many did not feel their input was adequate, mostly relying on 
third-sector services often intended for general bereavement... The majority of 
GPs believed it was their responsibility to deal with bereavement, but many 
felt they could not provide the time required by parents to talk, and felt let 
down by NHS mental health services.” (Foggin et al., 2016)  
 

The challenging emotions of 
bereavement  
 

CMOC17: Whether or not 
professional training has been 
undertaken, when dealing with 
patient bereavement (C) 
clinicians find the experience 
uncomfortable or unpleasant (O) 
because such encounters can be 
emotionally charged and 
distressing (M) 
 

“More than half of the CNs reported finding the support visits difficult. Of 
those who found bereavement support visits difficult and who also validly 
answered the relevant subsequent questions, 8 (31% from n = 26) were not 
comfortable sitting with a crying or distressed person.” (Chang et al., 2012) 
 
“GPs described suicide as uncommon and reflected on their lack of exposure 
to, and unpreparedness to face, it…Although most of the GPs seemed 
comfortable talking about mental health problems in technical terms, they 
were much less comfortable talking about suicide, commonly using 
euphemisms, such as ‘topped themselves’ (GP06), ‘this sort of incidence’ 
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CMOC18: When clinicians use 
appropriate communication skills 
during a consultation about 
bereavement (C) patients feel 
more able to discuss 
bereavement (O) because they 
feel they are being given 
permission to do so (M). 
 

(GP08), or ‘died suddenly like that’ (GP08). One responder avoided the use of 
the word suicide throughout the entire interview.” (Foggin et al., 2016) 
 
“Physicians who were more comfortable interacting with crying patients and 
those who personally found it helpful to talk about their losses were 
significantly more likely to score high on the grief-responsiveness dimension.” 
(Lemkau et al., 2000) 
 
“The provision can become challenging, exhaustive, and draining, especially if 
it is over a long period of time. …One participant discussed experiencing a 
personal recent bereavement as being a factor to not undertake any palliative 
care on returning to work. Performing bereavement care could become 
overwhelming and hinder them from doing the job effectively, as they would 
be constantly reminded of their own bereavement”. (Johnson, 2015)  
 
“The emotional aspect of the role can be exhausting, it is an emotional task 
involving communication and observation. ‘It’s not like a wound dressing. We 
are dealing with grief…every day; it’s a drain to look after the family; the 
relatives; it’s confronting.’” (Brownhill et al. 2013) 
 
“The therapeutic value of being listened to emerged as a recurrent theme. 
There was a sense that the suicide bereaved must be given ample opportunity 
to talk and be listened to. Participants stressed that the very process of 
listening, even without the provision of solutions, was healing. There was an 
insistence in all groups that GPs were thought to be too eager to medicate. It 
was strongly emphasised by many participants that they did not want to be 
medicated through their grief. However, they felt that attending their GP may 
mean they would have to comply with a medication-based therapeutic 
strategy... Many participants were reluctant to attend their GP about their 
grief for fear of ‘medicalising’ it. They wanted to talk and were fearful of 
receiving a prescription instead.” (Fhailí et al., 2016) 
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Bereavement: a personal and 
not only professional issue  
 

CMOC19: When clinicians have 
had personal and experiential 
knowledge of bereavement (C) 
they have a better understanding 
of how to manage bereaved 
patients (O), because they can 
empathise (M) and appreciate 
(M) their needs. 
 
CMOC20: When the clinician 
recognises similarities between 
their experience of bereavement 
and that of the deceased or 
bereaved patient (C), they are 
more emotionally impacted (O) 
because of identification (M) 
 
CMOC21: When clinicians were 
involved in the deceased 
patient’s care (C), their response 
to the bereaved patient will vary 
(O), depending on their own 
emotions towards the death (M) 
and their judgement of how well 
(or not) they had managed the 
deceased patient (M). 
 

“Physicians were asked how comfortable they feel when talking to their elderly 
patients about the death of a loved one using a 5-point Likert Scale where zero 
corresponded to “not at all comfortable” and four corresponded to “very 
comfortable.”…When the responses of physicians who had experienced a 
significant loss in their own lives, irrespective of gender, were compared to the 
responses of those who had not, a significant difference was found. 
Specifically, physicians who had personally experienced a death were 
significantly more comfortable (M = 3.80, SD = .41) in speaking to their elderly 
bereaved patients about the death of loved ones as compared to those 
physicians who had not personally experienced a significant loss (M = 3.44, SD 
= .58) (t = 2.66, p = .011 ) …When confidence level in diagnosing PGD was 
examined according to whether participants had experienced a significant 
loss, those physicians who had experienced a death were significantly more 
confident in their ability to diagnose PGD (M = 3.11, SD = .63) than those who 
had not.” (Morris et al., 2018) 
 
“Experience improved confidence, and personal experience of bereavement 
increased empathy and care...’Having a personal bereavement makes you 
more empathetic, you have compassion instinctively’ (P2, Q10) ‘Definitely... 
you empathise more and understand what they are going through’.” (Johnson, 
2015) 
 
“For some participants this experience was personal and they felt their own 
experiences of loss and grief made them more empathetic to their patients’ 
experiences: ‘You have to actually feel it and unless you feel it and cry with the 
pain you’re not learning. You can’t learn about death and dying and grief 
unless you actually feel it first and understand how you feel and then actually 
empathise with other people’. ‘I think you know sometimes, often it’s actually 
going through grief yourself that you actually make headway and gain greater 
wisdom in this area.” (O’Connor and Breen, 2014) 
  
 "Occasionally a doctor reported experiencing personal grief at the loss of a 
patient because of a process of identification with the patient. One said: I can 
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 see my own parents in some of my patients. I find myself attached to them 
trying to look after them the best I am able to in the last few weeks of their 
lives. I nurse them as I nursed my parents.” (Saunderson and Risdale, 1999) 
 
“Four of the interviewed GPs mentioned that in some occasions, the most 
difficult deaths to assimilate were those where GPs could identify the patient 
with someone of their own family. If it is somebody that reminds you of your 
grandmother, you might want to call your grandmother and tell her that you 
love her and tell her to look after herself. And if it is someone who reminds you 
of your dad, it is the same thing. So, it makes you sad and it makes you really 
value your family a lot and want them to stay well. (GP9, female, age 30)” 
(Zambrano and Barton, 2011) 
 
“Some CNs who found the visits difficult referred to the bereaved family’s 
situation resembling the nurse’s own personal history. The nurse identified 
with the client’s situation, which added to the difficulty: Often if the client is 
about the same age as me or younger and have children the same age as 
mine, Sometimes they are more difficult if you have got to know the 
client/family too well or the situation reminds you of some episode of your 
own life..” (Chang et al., 2012) 
 
 “A few referred to their own families so empathised with the parents, drawing 
on how they would feel if they lost their own child: ‘It was difficult…you know 
the patients, and yeah, you can just perceive their pain, and whilst I haven’t 
suffered the death of a child, I’ve got kids of my own and you just think, I 
don’t, I don’t know how I’d cope in those circumstances.’” (Foggin et al. 2016) 
 


