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Introduction
Res thatthe lo

disrup t;"3
mourn ause

programme included families of
children who died at the Neonatal
Intensive Care Unit, families who
experienced a Sudden Infant Death
Syndrome (SIDS), and families
who lost children in accidents
(mostly older children ) .

lmmediate followup
When a child died, the interven-

tion varied according to the type of
death. Great care w-as taken'to tryto make sure that the situation
brought no further stresses to the
parents. This meant focusing on
details, e.g. the way the bab/was
dressed or held by the nurse-s, the
time the parents were allowed to
spend with the child, and the way
questions were phrased. Furthei-
more, the physician talked with the

gesture such as a gentle arm across
the shoulder or holding a parent,s
hand was more neeOed than
words, esp.ecially when entering
the room with the dead baby.

When a death happened sud-
denly, we used an active outreach
approach and contacted the family.
We tried to create a warm and sui-
portive atmosphere for our firbt
meeting. The meeting room wasquiet, the surroundings pleasant
and the parents were offered tea or
coffee. By these means we wanted

cluded from the loss, the first ses-
sion must signal clearly that he is
part of the grieving process.
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and their children.

Griel crisis intervention: objectives

pected reactions and problems (d)
to help mobilise social support're-
sources, and (e) to stimulate
family communication and cohe-
sion.

ing a better recovery environment
for the bereaved families.

We tried to individualise our
approach to each family and be
sensitive to their needs. An outlineof our general approach, and
specific interventions aimed at
surviving siblings, have been pre-
sented elsewhere5-7. In many res-
pects our crisis intervention was
similar le ethsrs'e-tc.

Anticipated toss
When the loss of an infant wasa ychologist made

e the family, ande ced on creatinga ronment on the
ward, where both parents and
siblings were encouraged to visit,
see and touch the infant. The
family was given the option of a
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How mothers' and fathers' res-

Intermediate follow-up
Families va

intervention
weeks follow
possible a se
soon after the funeral, when the
shock reaction often started to sub-

When the parents started to ex-

more effectively with their emotions
and thoughts.

After the funeral, parents were
better prepared to process infor-
mation than immediately followino
the loss. This was the-time whei
principal questions such as: Whv
did our baby die? Could the death
have been prevented? Who is to
blame? What did we do wrono?
Can it happen again? needed iobe addressed. Although these
questions were difficult tb answer,
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Parents thal they mlght each experience adifferent_g undersrind ft;atiL;ences. Theycommente dance was especiatv trerpiui iili?on when d

some detail. gs
were explored to
refrain from s as
nothing the ve
done to prevent what happened.
The parents' fantasies aObut tne
cause of death were often the real
basis Ior their reactions. When
these had been explored, parents
could often let go of some of these
feelings.

Much of the intervention process
during this phase dealt with grasp-
ing the cognitive meaning of ttie

ing. In these instances making the
unreal real was central to the inter-

containing different memories also
proved helpful, especially when
parents had had little opportunity
for interaction with the baby prior
to death.

Other frequent topics in these
sessions were the parents' concern
for the future, whether or not to re-

ps with
aspects
anxiety,
nts with
it diffi-

cult to cope with the conflicting
demands of grieving and caring foi
children at the same time. Fre-
quently other children became
more demanding following the
death, and parents needed practi-
cal advice on how to handle this
situation.

When two spouses are simul-
taneously responding to the loss
of a child it can be difficult for
them to su,pport each othe112. The
person one would normally turn to
for support is also deeply affected
by the loss. One mother com-

common for one spouse to mis-
interpret the behaviour of the
other, and for accusations which
strained the marital relationship to
increase. Sometimes the lac( of
synchronicity in grief influenced
the intimacy of sexual contact and

about expected reactions, but alsoto help them understand each
other's different ways of feeling
and showing grief.

behavioural confrontations about

emotional blocks had been
breached by appropriate stimuli,
time had to be allowed for these
Leelings to be worked through.
Such 'provocative' grief therapy
should not be done without more
formal training in psychothera-
Peutic YYg;ft15-17.

When the bereaved are unable
to extricate themselves from the
deceased, or when they totally fail
to find the interaction with their
environment rewarding, this is
viewed as pathological grief18. In
brief, the intervention for parents
who evidenced chronic grief (most
often mothers) consisted of facili-
tating the necessary detachment of

33



the parent from the deceased, of
trying to get the mother (or father)
to be active within their social
environment, of stimulating emo-
tional control, and of dealing with
the deeper emotional meanings of
the event. Sometimes the chronic
grief originated from feelings of
self-reproach and guilt. lt was as
though parents thought that their
baby was watching them and would
disapprove if they moved on in life.

lsolation

Many couples signalled cries for
help to their external support sys-
tems but received little response
(cf. Helmrath and Steinitzle). A
child's death arouses fear and feel-
ings of vulnerability in others, and
the more sudden and tragic the
circumstances, the more isolated
the family becomes f rom their
social environment. Many parents
had to provide support for their
shocked network. This paradoxical
situation sometimes exhausted the
bereaved parents, and to guard
against this they chose to isolate
themselves from others.

Although well-intended, the
efforts made by the parents' social
network were not always experi-
enced as helpful. Some 'help'
actually added to the pain, as com-
ments were felt to be unhelpful and
hurtful. Close friends and family
also had difficulties knowing how
to help and what kind of intimacy
the parents wanted following a
death. Often they kept away in
order not to add to the parents'
pain. Although this was well
meant, it often added to the
parents' sense of loneliness or
abandonment. Such issues were
dealt with in the sessions with the
counsellor. Regrettably parents'
only support often seemed to be
the sessions with the counsellor.
The death of a child seemed such
a tragic event that the family's net-
work was unable to confront the
pain it triggered over an extended
period of time. Paradoxically, when
the families' need for support was
greatest, they received it least.

As we gained knowledge about
network responses, it was pos-
sible to modify how the parents
elicited support as well as to pre-
pare them for the problems they
were likely to meet. Thus parents
were helped on how mentally to
prepare for their interactions with
close friends and relatives. Parents
who took an active role in making
a social recovery (e.9. specified
their own needs) received more of
the support and help they needed,
when they needed it. The grief
groups for parents which I initiated
proved useful for many parents. As
well as offering social support,
these groups provided the parents
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with a setting where they could
compare their reactions with those
of others and thus experience that
their reactions were normal.

Long-term follow-up

An important issue that arose
during the long-term follow-ups
was that of a new pregnancy. The
majority of parents decided to con-
ceive a new child within a year
after their child's death. No
specific time limit was set on when
it was advisable to have another
child, unless there were medical
reasons for waiting. However, the
parents were advised that they
ought to be through the first in-
tense grief period (often lasting
from two to three months) before
starting a new pregnancy.

A high level of anx:ety surrounds
a new pregnancy and following the
deliveryl4' 20. Assistance for families
expecting a new child consisted of
psychotherapeutic help for anxiety
(e.9. relaxation training, hypnosis,
though-stopping procedures), pro-
viding extra obstetric care, and
extra paediatric check-ups follow-
ing the birth. Parents' anxiety for
their newborn child did not stop at
birth, but continued after delivery.
Often sessions were set up to
focus on the parents' anxiety about
their new child. Especially with
SIDS parents, we observed ex-
tremely vigilant behaviour following
the birth of a new child, with pa-
rents carefully watching the baby
24 hours a day and many choosing
to use an apnoea monitor at home.

As a self-protective measure
some parents did not dare to invest
their feeings in their forthcoming
baby until it was born. This also led
them to doubt their ability to love
the child when it was born, and
here proper reassurance was
needed. The programme therefore
actively reached out to heighten
the sensitivity of obstetric depart-
ments and private practitioners to
these issues.

Parents gradually integrated the
loss in their cognitive structures.
Making sense of the event and
finding some kind of meaning in
misfortune were usually part of the
cognitive working through of the
loss2l. In the follow-up session this
cognitive integration was stimu-
lated through discussions and
interpretations.

Many parents continued to ex-
perience grief of various degrees
for several years following the
death. Anniversary dates were fre-
quently diff icult occasions, and
periods of sadness and grief en-
sued. lt was found helpful to
schedule a follow-up meeting about
13 months after the death, to help
with the thoughts and emotions
triggered by the first anniversary.

Discussion

Our programme included rapid
outreach, a flexible approach, a
focus on the present (although
previous losses became a central
part of the intervention for several
parents), the availability of help, an
open-door policy and the mobilisa.
tion of the victim's own resources.
Through extensive use of anticipa-
tory guidance and active reassu-
rance and support, the counsellor
was more active than in more tradi-
tional therapies. There was no re-
fusal of the support offered by the
programme, and this early inter-
vention prevented the sedimenta-
tion of maladaptive response
patterns. A basic premise in the
clinical approach was that the
programme dealt with normal per-
sons facing abnormal events. Grief
can, of course, be a precursor of
illness if not properly dealt with,
but it is not to be met by traditional
psych iatric approaches.

In retrospect it was apparent that
many parents, although they did
not lack support resources, were
reluctant to use them for fear of
being a burden or of being re-
jected. The counselling sessions
might have focused more time on
this topic and thus helped parents
to become more aware of the im-
portance of support, and more
skilled at eliciting effective res-
ponse from others without being
rejected.

The programme also under-
estimated the need for more exten-
sive follow-up sessions for several
of the families. Recovery time was
often found to take much longer
than the time period stipulated lor
crisis to be resolved (Caplan and
Grunebaum mentioned four to six
weeks22).

Dealing exclusively with crisis
work in bereavement can be ex-
tremely stressful23. Empathy and
caring for the bereaved requires
that the counsellors are able to be
in touch with their own feelings
concerning loss (or potential
losses). Grief crisis counsellors
must be able to act as an advocate
for the parents, be a social worker,
offer a shoulder for the parents to
cry o[, and provide information
and coping assistance to others.

Without a solid support system,
a stable family situation, and the
ability to express one's own
reactions about the work, gr'ef
crisis intervention cannot be sus-
tained for a long period of time. In
my experience if counsellors are to
be helpful they should be involved
in a mixture of educational, clinical
and research work, as well as
being involved in non-crisis thera-
peutic work. A formal support sys-
tems for caregivers in this area is
strongly recommended.
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