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From the Editor: 

Dear Colleagues,

A very warm welcome to the 
Autumn edition of the IJCP, after 
months of what has been a very 
challenging time, for all of us 
and our clients. It has been a 
period of adjustment, accepting 
alternative ways to live and work 
for our own safety, but for that 
of others too. We have had to 
undertake different methods to 
support our clients and accept 
if they did not wish to proceed 
with the alternative methods of 
counselling. This left us holding 
them within our psyche, making 
contact to let them know that 
we had not forgotten them and 
hoping this was enough to support 
them. For many therapists, this 
period has meant we have faced 
the challenges of adjusting to 
different ways of practice and 
questioning if was this enough 
for those clients who were willing 
to engage. This leads to the 
question: How have we been 
looking after ourselves and 
meeting our needs? 

In the words of Thich Nhat Hahn, 
“When we restore peace within 
ourselves, we have a chance to 
restore peace within others”. As 
counsellors we are hardwired to 

be concerned for the welfare of 
others, possibly to the detriment 
of ourselves. With this in mind, 
the theme of this edition of the 
IJCP is managing self-care for both 
ourselves and our clients through 
loss and bereavement. 

In our first article, Dr. Coleen 
Jones draws on her years of 
experience to address the 
importance of our self-care 
through the use of Winnicott’s 
wisdom and warns of the 
consequences when we let it 
slip or ignore the warning signs. 
Her piece is insightful and is a 
timely reminder to us all in the 
profession in the current climate.

The second article is based 
on research carried out by Amy 
Sweetman and Dr. Siobáin 
O’Donnell on non-death loss 
and grief and the effect of such 
losses on psychotherapists. Their 
findings illustrate how those 
therapists’ emotions manifested 
psychologically, cognitively, 
physically and behaviourally 
and led onto their participants 
experiencing a multitude of 
secondary losses. They looked 
at how these individuals found 
ways to cope and work through 
their losses, thus emphasizing the 
importance of seeking support in 

whatever form was needed, but 
never assuming that it was not 
required.

In the next article on perinatal 
loss, Cathy Quinn emphasises 
the necessity for all practitioners 
to be fully aware of the multiple 
facets of such a loss, whilst 
recognising that each parent will 
have a different approach to their 
grief, that is unique to them. 
The writer offers a message of 
hope though, that by working with 
parents who suffer such a loss, in 
an empathetic, non-judgemental 
way, they have the space to grieve 
and then they can learn to rebuild 
their lives in a meaningful way 
without their baby.

In the final article, Mary Spring 
reflects on how therapists 
can offer that safe place for 
clients to mourn their present 
and sometimes their past 
bereavements. However, she 
highlights the need for us to be 
cognisant of the phenomenon 
of bereavement and loss and 
the different models available 
to help clients. She also points 
out that we should explore our 
own experiences of bereavement 
and loss to ensure we have the 
capacity to share our clients’ 
journey, so that as Mary writes, 
“a journey of two connecting 
hearts, the listening heart of the 
client and the bereaved heart of 
the client.” Thus, really supporting 
clients as they learn to cope with 
their loss. 

On behalf of the editorial board 
of the IJCP may I sincerely thank 
all the contributors to this edition 
of the journal, especially during 
this present climate. Best wishes 
to all of our readers in their 
pursuits over the coming months 
and may you all stay safe.

Annette Murphy MIACP
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and their patients as ‘clients’. 
This discussion is about the 
shadow side of ‘caring’. Often it 
is a simple misunderstanding of 
what ‘caring’ really means. It is 
a misunderstanding of how the 
mental state of seriously ill and 
troubled clients impacts on the 
well-being of the therapist. 

We live in a Western world 
purporting charitable, philanthropic 
and altruistic intentions in relation 
to others. This is a denial of the full 
range of emotions contained within 
our palette; both love and hate are 
present, and they are essential to 
our work. We need to have access 
to our fullness of being. It is my 
belief that we concern ourselves 
with understanding both love and 
hate, generically speaking. 

We are not living in the realm of 
rainbows and unicorns when we 
magically work with seriously ill or 
troubled clients, but rather face 
the blood and guts of turbulent 
emotions. There is no place for 
sentimentality. It is dangerous 
for both therapist and client, 
and in excess can lead to death. 
This means understanding what 
thoughts and emotions get stirred 
up in the therapist by the client; 
thoughts and emotions which are 
often denied. Mostly the hour goes 
by pleasantly and swiftly. It is the 
longer-term impact of the work that 
needs to be understood.

For this reason, I am turning 
to the seminal paper written by 
Donald Winnicott called “Hate 
in the Countertransference” 
(1947, p. 194). If you are 
reading this for the first time, 
please consider making a copy 

Practitioner Perspective

the 'mental health' services. My 
own training in psychodynamic 
psychotherapy has alerted me 
to the implications of caring - 
caring too much and caring too 
little – often at the expense 
of the counsellor, therapist, 
social-worker, psychiatrist inter 
alia losing their life, sometimes 
through suicide. Let me refer 
generically to all ‘caring’ 
professionals in all disciplines 
in this article as ‘therapists’ 

I have worked for over 44 years 
in the field of psychology, 

counselling and psychotherapy. 
Half that time again I have worked 
training therapists at university 
postgraduate level. I currently 
supervise the work of 'caring' 
professionals in a wide range of 
disciplines. What concerns me 
now is the extent of burnout, loss 
of life and the tragedy of suicide 
in a wide range of professionals 
working under the umbrella of 

Love, Hate & Health Professionals
By Dr Coleen Jones

At present we are confronted by a world-wide 
pandemic, which has placed psychotherapists and 

other healthcare professionals in a most challenging 
and demanding situation. The current situation often 
requires more of caring professionals than what they 
are effectively able to give. In one way this quarantine 
period is a creative void, allowing some individuals to 
rest and reflect, while others are stretched to breaking 
point. 
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unless the relationship is totally 
confidential, well-grounded and 
the supervisor, a person who 
has attended to their own old 
wounds. According to Winnicott it 
is not possible to be exclusively 
nice and loving in relation to the 
work, in relation to others and 
in relation to clients. The 'nice' 
clients might stir up envy when 
they finish therapy/treatment 
and leave the therapist who is 
by now tired and drained. A bit 
like the parent who sees their 20 
year-old bouncing out the door on 
a Friday night for a night of fun, 
pleasure and sex, with money in 
their pocket, while the parent is 
left tired and drained after a week 
at work providing the backup and 
where-withal for that pleasure; 
note that the envy and resentment 
is denied and hidden under the 
guise of generosity - “we were 
like that once”. In the case of the 
‘not so nice’ client, the therapist 
mostly hides the fact that they are 
overjoyed when the client does 
not show up or leaves therapy. 
The therapist may avoid the task 
of contacting or “grasping the 
thorny nettle” and working through 
difficult issues with the client. It is 
perplexing, for example, when the 
therapist feels sexually aroused 
by the client and is pulled into 
a confusing erotic transference. 
The therapist might feel mortified 
to express and work through this 
reaction with anyone else, but a 
private and trusted supervisor. 
In the supervisory space the 
therapist can begin to understand 
that the client is probably acting 
out, acting seductively as a way of 
avoiding his/her early childhood 
pain and confusion. It is important 
that the therapist is in touch with 
and has worked through issues 
relating to his/her own sexuality, 
as it will probably be acted out in 
some or other way. We may now 
understand how teachers and 

for every professional whom you 
know including your GP as it may 
save lives. It is equally useful to 
parents and practitioners. 

Following the atrocities 
committed during the 20th century 
particularly the second world war, 
we have turned towards being 
'nice' to others. When what we 
really need is to be 'real' and 
grounded as parents, workers and 
carers. Significantly, Winnicott 
writes this paper immediately 
after the war as a powerful 
reminder. When Winnicott talks 
of 'love' he is talking generically 
of those feelings of compassion, 
admiration, fondness and liking, 
we mostly have towards our 
clients. While 'hate' generically 
includes a range of emotions such 
as irritation, loathing, weariness, 
envy or even pure hate. How does 
the therapist feel when the client 
arrives late, forgets appointments 
or does not pay them, but then 
arrives hungover or flaunting all 
recommendations relating to his/
her health and wellbeing Winnicott 
says: 

“the analyst’s own hate [needs 
to be] extremely well sorted out 
and conscious…however much 
he loves his patients he cannot 
avoid hating them and fearing 
them, and the better he knows 
this the less will hate and fear 
be the motives determining what 
he does to his patients.” (1947. 
p. 194)

Therapists have their own 
unresolved, developmental issues 
which are mostly repressed and/
or only briefly touched on in 
training; mostly because they 
think they have been drawn to 
the work in order to 'help' others. 
In fact, we are drawn to the 
work because we, sometimes, 
have our own deep unresolved 
issues. Jung’s idea of 'the 

wounded healer' (CW16, par 422) 
archetype comes to mind. We 
may be trying to fix ourselves, 
fix a cold mother relationship or 
attend to our unmet childhood 
needs. We need to establish 
a safe space and a secure 
relationship where reactions that 
are evoked in working with clients 
can be processed. How we feel 
in response to what the troubled 
client brings us is called the 
countertransference. Winnicott 
writes that the therapist must:

“be so thoroughly aware of the 
countertransference that he can 
sort out and study his objective 
reactions to the patient.” (1947, 
p. 194)

Donald Winnicott was a 
paediatrician for most of his 
life and therefore worked with 
children who were sick rather 
than troubled. He had a deep 
understanding of normalcy and 
play. It is the idea of creative play 
occurring in process supervision 
and in the therapeutic space. 
Supervision which follows is 
the essential engagement. The 
space where clarity emerges, 
where the therapist can express 
and understand why she feels 
irritated by a client who displays 
grandiosity and eschews the need 
for therapy and who may even 
imply that it is the therapist who 
needs the therapy more! The 
supervisory space is very delicate 
though. It can take us into deep, 
old wounds and can be exposing 

It is important that the 
therapist is in touch 

with and has worked 
through issues relating to 
his/her own sexuality, as 
it will probably be acted 
out in some or other way



6 Irish Association for Counselling and Psychotherapy

Volume 20 • Issue 3 • Autumn 2020IJCP

coaches etc have strayed over 
this line.

Ambivalence is the experience 
of simultaneous and contradictory 
attitudes or feelings (such 
as attraction and repulsion) 
toward an object, person, or 
action. According to Winnicott 
the neurotic client experiences 
ambivalence as an either/or 
phenomenon and experiences the 
therapist as splitting, sometimes 
loving and sometimes hating 
them. A healthy individual has 
the capacity to hold both love and 
hate simultaneously. A healthy 
individual might love their sister 
for being warm and personable 
and be able to tolerate, and at 
the same time hate the fact that 
she is mostly late or forgets 
things. Whereas for the neurotic 
it is an either/or. The psychotic 
struggles with a confusion of 
coincident love-hate and flicks 
between the two states. He/she 
might be thrilled and grateful for 
the session but arrive the next 
time fired up with rage. “If the 
analyst is going to have crude 
feelings imputed to him, he is best 
forewarned…hate that is justified 
in the present has to be sorted 
out” (Winnicott 1947, p. 198). 
While unjustified (unconscious) 
accusations and imputations 
must be tolerated and not reacted 
to until enough work has been 
done with the client. It is obvious 
that some of the clients’ dark 
or challenging responses and 
behaviours are active symptoms 
and usually unconscious. The 
therapists must dig deep within 
themselves to tap into a reservoir 
of compassion for himself/
herself, find patience and then 
work to understand the client 
objectively while not taking it 
personally. However, if there is 
a deep chamber of unprocessed 
issues within the therapist, the 
client’s behaviour might be like 

lighting a match in an old coal 
mine - explosive. Or alternatively 
take the therapist into realms 
of dark despair, feelings of 
incompetency and self-loathing 
which are implosive. 

It is the therapist’s 
responsibility to ensure that 
resentment does not creep into 
the therapeutic space. This may 
happen when the therapist goes 
seriously over time with the 
client. In a way the therapist is 
indulging in the grandiosity of 
“aren’t I so nice and generous, so 
as to give this poor wretch more 
of me”. Or the ego manifests 
in the attitude “it’s OK with me 
if you don’t call, show up or 
pay, because I’m really so nice 
and accommodating”. When 
the work becomes a charitable 
or patronising affair, this is 
dangerous territory. When the 
therapist is working late and has 
not enough money to adequately 
maintain himself/herself, have 
a proper holiday or engage in 
refreshing CPD (Continuing 
Professional Development), this 
has a deleterious effect on the 
work and on the mental well-
being of the therapist. Where 
there is over-niceness, too much 
accommodation of the client, 
grandiosity in the form of the 
therapist seeing herself/himself 
egoically as an expert, points to 
danger.

Winnicott draws attention to 
three categories of clients i) 
those who have had adequate 
early experiences, ii) clients who 
have had traumatic experiences; 

what I call acts of commission, 
to use a legal term, in other 
words trauma; bad things done 
to them. He also refers to clients 
who missed out on experiences 
iii) what I call acts of omission. 
This means that these clients 
are unconscious and do not 
know what they don’t know and 
don’t know what they are missing 
or where the gaps are in their 
lives. This means that they are 
often developmentally delayed. 
They present as competent 
adults but in fact feel inside like 
terrified teenagers and are often 
as vulnerable as children. The 
therapist may be the first person 
to meet and address these gaps. 
The therapist therefore needs to 
stay contained, not go beyond 
or over-manage boundaries 
and having access to both the 
therapist’s love and hate; able 
to hold both and tolerate the 
ambivalence. It is so important for 
the therapist to know, name and 
express their hate in supervision 
or some safe space, whilst 
keeping it from being flung back 
at the client; in other words, being 
reactive. There is an enormous 
strain on the therapist who must 
hold, contain, without lashing out 
at the client or flinging their pent-
up emotions/thoughts back at the 
client. Winnicott said that it was 
important to hold on and 'survive 
the hour' until things could be 
processed in supervision. For 
all individuals in the caring 
professions (that includes police, 
those in prison and probation 
services, and paramedics), I 
personally believe in external 
private supervision. What my 
experience has shown me is the 
fact that in most institutions, 
supervision degenerates into 
case management. This happens 
because it is too threatening to 
admit to a colleague, a senior or 
a line-manager in supervision that 

What my experience 
has shown me is 

the fact that in most 
institutions, supervision 
degenerates into case 
management
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one is feeling incompetent, stupid 
or furious with a client for fear of 
censure. However, it is those very 
counter-transferential feelings 
that need to be aired in order to 
allow the work to proceed and for 
both the client and therapist not 
to feel he/she must be on her/his 
best behaviour. This allows the 
client to express vicious, fearful 
and nasty thoughts and know 
that the therapist will be able to 
contain her thoughts, process her 
emotions and her bad behaviour 
and yet still be empathic, warm 
and caring.

Winnicott ends the paper by 
drawing an analogy between the 
experience of the therapist and 
a mother, whose young baby 
(unknowingly and unconsciously) 
treats mother as a slave, who 
refuses her carefully prepared 
meals, bites and slaps her, 
invades her sleep or private life, 
chews her nipples, spits things 
out, expels excretions, drags 
her off in other directions and 
yet smiles sweetly at strangers. 
According to Winnicott “a 
mother has to be able to tolerate 
hating her baby without doing 
anything [retaliatory] about it.” 
(1947. p. 202). The parent must 
eschew sentimentality, not be 
saccharine, but be willing to 
hold a line, hold things firmly 
in place. It is important for the 
parent to realise that as they 
set boundaries for the child, that 
they are providing security and a 
safe base from which the child 
can explore the world; such is 
the nature of good attachment. 
As the parent monitors their own 
hate – irritation and exhaustion- it 
leaves them free of guilt and free 
to truly love the child. Surprisingly 
sometimes therapists have the 
opportunity of seeing a client at 
a distance in a social context, 
who is full of beans and laughing 
excitedly, when all the therapist 

has seen in the therapeutic space 
is tears and irritation. 

Conclusion
I have distilled some of 
Winnicott’s wisdom as a way of 
addressing and alerting ‘caring’ 
professionals to the dangers of 
suicide, burnout or death from ill 
health. At this time of a worldwide 
pandemic it is absolutely 
essential that healthcare workers 
are careful to protect themselves 
mentally and emotionally from the 
demands of the work, demands 
of their seniors and demands of 
their clients. In some instances, 
they may feel irritation, exhaustion 
and frustration. They are unlikely 
to lash out at the patient or 
client, but more likely to take it 
out on themselves by working and 
pushing themselves too hard. All 
healthcare workers need to be 
cognisant of the importance of 
caring for themselves and their 
mental and emotional wellbeing. 

“It is a struggle to apprehend 
and articulate the dualistic/
holistic tension and adequately 
express it in words. Splitting 
happens so “naturally that it goes 
unnoticed. These are slippery 
convolutions of thought, difficult 
to hold and not unlike R.D. 
Laing’s Knots…for example, the 
therapist may believe that they 
are somehow immunised against 
illness by virtue of having been 
through an analysis or having 
experienced an extended period 

in therapy during their training. 
Therapists appear to have a 
somewhat omnipotent belief that 
they are immune to the range and 
effects of organic diseases and 
psychical turbulence manifested 
in the general population.” 
(Jones, 1997, p. 4). 

Dr Coleen Jones
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psychotherapist and supervisor 
in practice in Cork. She has 
worked in the field since 1976 in 
Johannesburg and in Ireland since 
1990. She worked at University 
College Cork in Applied Psychology 
for 15 years and subsequently 
was on the board of ICP (Irish 
Council for Psychotherapy) and 
represented Ireland on the board 
of the ECP (European Council 
for Psychotherapy) as well as 
time spent on the accreditation 
committee and governing body 
of IAHIP and the supervision 
committee of IACP.

coleen@coleenjones.com

www.corkpsychotherapyandcounselling 
centre.com

www.coleenjones.com

The therapist may 
believe that they are 

somehow immunised 
against illness by virtue 
of having been through 
an analysis or having 
experienced an extended 
period in therapy during 
their training
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Introduction

Mark Twain (1966) famously 
stated that “... Nothing that 

grieves us can be called little; by 
the external laws of proportion a 
child’s loss of a doll and a king’s 
loss of a crown are events of the 
same size” (p. 46). Encountering 
loss, not exclusively death-related, 
brings intense feelings of grief, which 
manifest in diverse forms. Grief 
can occur from the loss of anything 
which carries significant attachment 
(Kouriatis & Brown, 2011). Grief 

brings many complex responses: 
sadness, anger, confusion, disbelief, 
insomnia, social withdrawal and 
physical sensations (Worden, 2010). 
Loss and grief are universal, with 
individuals experiencing subjective, 
unique reactions, which may affect 
their personal and professional life 
(Doka, 2016). For psychotherapists, 
their personal experience of loss 
may enter their professional 
environment (Horvath & Symonds, 
1991: Kouriatis & Brown, 2011). 
Therefore, it is important to explore 

their experiences of non-death 
related loss and grief and the 
ensuing complexities. This research 
examines psychotherapists’ personal 
experiences of non-death related loss 
and grief, disenfranchised grief, the 
impact that this grief may have on 
their personal and professional life 
and how psychotherapists manage 
this vulnerability.

Defining grief
Freud (1917/2001) and 
Bowlby (1969, 1980) enhance 
understanding of early theories of 
loss and grief. Bowlby’s (1969) 
attachment theory posited that 
individuals are born with an intrinsic 
need to form emotional attachments 
with primary caregivers for protection, 
emotional stability, security, 
regulating affect and ensuring 
survival. However, when separated 
from their primary caregiver, an infant 
suffers intense feelings of anguish 
and separation anxiety. Bowlby 
(1980) likened grief to a form of 
separation anxiety, heavily influenced 
by attachment style. Holmes 
(2014) suggested that reactions to 
separation anxiety, such as crying, 
tension, pain, anger and despair 
correlate with the grieving process. 
Freud (1917/2001) proposed that 
grieving evokes painful feelings, 
where one is incapable of embracing 
a new loved-object. However, 
eventually a grieving individual 
realises that they can detach, 
withdraw their libidinal energy from 
their lost loved-object, move forward 
and re-invest in new relationships. 

Freud (1917/2001, p. 243) 
observed grief as “reaction to the 
loss of a loved person, or to the 
loss of some abstraction … such 
as one’s country, liberty, an ideal 

Research Article

Non-Death Loss and Grief 
Amy Sweetman and Dr Siobáin O’Donnell

Non-death loss and grief can encompass the same 
commanding, painful and intoxicating feelings 

that grief experienced through death may arouse. 
Psychotherapists are no exception to such fraught 
agonies of human existence. For many, their loss 
and grief may go unacknowledged by others and/
or by themselves, causing their psychical armour to 
strengthen
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and so on”. Grief can occur from any 
loss experience, loss of marriage 
through divorce (Pappas, 1989), 
loss of youth (Raphael, 1994), loss 
of a pet (Cordaro, 2012), loss of 
health (Maggio, 2007), loss through 
incarceration, loss of identity (Doka, 
2016) and so forth. 

Worden (2010) suggests that 
expressions of grief go beyond 
emotion, often producing irritable 
physical sensations, cognitions and 
altered behaviour patterns. Stroebe, 
Hansson, Schut and Stroebe (2008, 
p. 5) define grief as a “healthy, 
natural, emotional reaction containing 
myriad psychological and physical 
expressions which vary across 
time and culture”. Several authors 
support this multidimensional aspect 
where psychological and physical 
pain interrelates within the grieving 
experience (De Santis, 2015; 
Devilly, 2014; Kouriatis & Brown, 
2013-2014). 

Secondary losses 
Secondary losses stem from 

a primary loss (Doka, 2016). For 
example, the primary loss of a 
job may create secondary losses 
of income, purpose and identity. 
(Murray, 2016). Boyden (2005) 
agreed that previous/multiple losses 
impacted the initial loss, saying 
that one may re-experience previous 
losses activated by a primary loss 
and/or experience multiple losses 
concurrently.

Pappas (1989) explored the 
possible impact of divorce on 
psychotherapists’ personal and 
professional life, causing multiple 
losses beyond the loss of spouse 
and marriage including standard of 
life, friends and family leading to 
feelings of isolation and personal 
failure, that exacerbate complex grief 
reactions. Pappas (1989) explained 
that intense feelings of guilt and 
shame may prompt a psychotherapist 
to question their ability to support 
their clients. She explored the 
intense grief reactions experienced 

and urged professionals to 
acknowledge divorce as a significant 
loss and grief experience. While 
going through a divorce, Schlachet 
(2001) described his intense feelings 
of distress and shame, questioning 
how could he help clients with 
relationship difficulties when he 
failed to repair his own. 

Waugaman (2013) described his 
personal experience of loss of a 
career and an institution which he 
loved and his grief on leaving his 
position as a psychiatrist at Chestnut 
Lodge. Waugaman’s (2013) loss 
experience began while still working 
there due to the death of some 
colleagues and changes in staff and 
ownership. He described leaving as a 
heartbreaking loss. Secondary losses 
were loss of family, sense of purpose 
and identity.

Disenfranchised grief
Disenfranchised grief occurs when 
the loss is outside societal grieving 
rules, not openly recognised by 
others, publicly shared or socially 
validated (Doka, 2016). Despite an 
individual’s intense grief reactions, 
society, family and friends may 
not fully recognise or acknowledge 
their right to grieve, therefore 
disenfranchised grief may restrict this 
right, intensify emotional reactions 
and exacerbate the grief (Doka, 
2008). Doka (2008) proposed that 
every culture has grieving traditions, 
policies, norms or rules of behaviour: 
who can grieve, for whom or what 
and how to respond to another’s 
grief. He postulated typologies of 
disenfranchised grief related to non-
death related loss, divorce, mental 
and physical illness, addiction, 
incarceration, unemployment, 
relationship break-down and so on, 
suggesting that societal grieving 
laws do not apply to non-death loss. 
Individuals lacked social support 
when their loss was outside societal 
grieving rituals (Thornton, Gilleylen& 
Robertson, 1991). Pappas (1989) 
stated that with death, rituals to 

express an individual’s grief in a 
supportive, social environment, such 
as a funeral, usually follow. However, 
with non-death related loss, the 
lack of social validation may result 
in isolation and loneliness that 
may be so difficult for the griever 
to hold that they disenfranchise 
their own grief. Kouriatis and 
Brown (2013-2014) supported the 
concept of disenfranchised grief 
concluding that during the grieving 
process, some psychotherapists 
experienced impediments, especially 
when family and friends did not 
recognise their loss. Hence, they 
may experience their grief as 
inappropriate or unworthy, disown 
it and disenfranchise their right to 
grieve (Kauffman, 2002). 

Impact on professional life
Grief carries many complexities that 
may not stay within the confines 
of an individual’s personal life, but 
seep into their professional life. For a 
psychotherapist, this may impact on 
the therapeutic relationship. 

Reiter (1995) advocated that the 
meaning and emotion that emerges 
in therapy arises from the co-created 
relationship between therapist and 
client, where both influence each 
other. Wallin (2007) asserted that 
the therapeutic relationship is an 
intersubjective space where both 
therapist and client consciously 
and unconsciously influence each 
other. Kouriatis and Brown (2013-
2014) stated that therapists’ loss 
experience impacted the therapeutic 
relationship, with both positive and 
negative outcomes. A number of 
studies found psychotherapists’ 
increased empathy due to 
their grieving, strengthened the 
therapeutic alliance. However, 
Kouriatis and Brown (2013-2014) 
proposed that psychotherapists’ 
experience of loss may have a 
negative effect due to their emotional 
vulnerability. Hayes et al. (2007) 
suggested that the more intense 
a therapist’s grief experience, the 
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personal therapy, professional 
programmes and colleague 
assistance helped manage their 
vulnerabilities.

The present study 
The present study collected data to 
explore psychotherapists’ personal 
experiences of non-death related 
loss and grief, disenfranchised grief 
and the impact that grief may have 
on the therapeutic encounter. Semi-
structured interviews were conducted 
with five fully accredited, humanistic/
integrative psychotherapists who had 
personal experience of non-death 
related loss and grief. Data were 
analysed through thematic analysis. 
Several themes emerged which are 
now discussed in light of current 
literature. 

The grieving experience
The multidimensional aspect of 
grief manifests through emotions, 
cognitions, behaviours and physical 
symptoms (Worden, 2010). This 
present study supported this 
multidimensional aspect. Several 
participants reported that their grief 
not only had a psychological effect but 
also manifested physically, cognitively 
and behaviourally. They reported 
many painful emotions, behaviour 
disruptions and physical pain. 

Annie recalled the breakdown of an 
important, intimate relationship. She 
stated that her self-worth and “sense 
of validation” were attached to the 
relationship. When the relationship 
ended, Annie recalled feeling 
sick and tearful and questioning 
“everything”. Eugene, after a 
relationship breakdown, reported 
feelings of confusion and disbelief. 
Peter recalled intense, distressing 
feelings after unexpectedly losing his 
job, stating that he felt “angry, sad, 
confused” and “distanced myself 
from family”. Gillian reported a deep 
sadness that her children were not 
living nearby and yearned for her 
grandchildren. June recalled feelings 
of shock, anxiety and uncertainty 

slowly eroded helping her recognise 
and accept her vulnerability. 
Kooperman (2013) postulated that 
self-awareness and robust self-
care practices are key to managing 
personal loss and vulnerability.

Mahoney (1997) researched 
psychotherapists’ self-care patterns. 
Holidays, reading, hobbies and 
exercise were most commonly 
reported. Volunteer work, meditation 
and peer supervision were frequently 
reported, and least reported were 
personal therapy, church, chiropractic 
and keeping a personal diary. 
Although personal therapy was 
one of the least common forms of 
self-care reported, the majority of 
respondents who did report personal 
therapy were female, implying a 
gender difference in personal therapy 
as a form of self-care. Devilly (2014) 
agreed, reporting that only half of 
their participants, all female, were in 
personal therapy and only females 
reported engagement with self-care 
by cooking healthy meals, exercising 
and relaxation. Both male and female 
participants utilised supervision as 
a self-care practice. Kouriatis and 
Brown (2013-2014) proposed that 
while grieving, self-reflection and 
supervision are essential. Broadbent 
(2013) found that all participants 
committed to a continuous process 
of self-questioning and self-reflection, 
entered personal therapy when 
necessary and reported supervision 
as a safe space to explore their 
vulnerabilities. Barnett, Baker, Elman 
and Schoener (2007) postulated that 
using supervision, group supervision, 

less empathic a client experienced 
the therapist to be. However, 
the more a therapist had worked 
through their grief, the more 
empathic they became. De Santis 
(2015) suggested that a vulnerable 
therapist may project their thoughts 
and feelings onto the client, risking 
therapeutic disconnection. De Santis 
(2015) found the more vulnerable a 
therapist felt, the more they relied 
on the therapeutic technique of 
bracketing, to separate personal and 
professional. Adams (2014, p. 2) 
stated that she relied on bracketing 
to protect her vulnerable self and her 
clients. However, she changed her 
view on bracketing, stating that it 
was “simply an illusion”. De Santis 
(2015) concluded that bracketing 
hindered therapists’ awareness 
and when bracketing was not used 
therapists could easily access 
their emotions leading to a deeper 
therapeutic connection, stronger 
attunement and a greater sense of 
empathy. 

Managing vulnerability and self-care
Following a significant loss, a 
psychotherapist may manage their 
vulnerability using primitive defences, 
whereby intense feelings of grief are 
denied (Bram, 1995). Therefore, 
the management of vulnerabilities 
and self-care is imperative. Elliott 
(1996), while living with Parkinson’s 
Disease, experienced the deep 
sorrow of isolation and vulnerability. 
However, she explained that there is 
an intrinsic strength in recognising 
and accepting personal vulnerability. 
Counselman and Alonso (1993) 
highlighted that a therapist’s ability 
to empathise might be threatened if 
they deny their vulnerability, leading 
to catastrophic repercussions. 
They stressed the importance of 
authenticity in an attempt to lower 
the blocking defences of denial 
and provide clients with an open, 
genuine space. Maggio (2007) 
recalled that as her chronic lupus 
illness worsened, her use of denial 

During the grieving 
process, some 

psychotherapists 
experienced impediments, 
especially when family 
and friends did not 
recognise their loss

(Brown (2013-2014).
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when diagnosed with an aggressive 
tumour in her ear, describing 
sadness and “massive fear” for her 
future. 

Physically, June reported insomnia, 
loss of appetite, vertigo and 
questioned what losing her balance 
meant for her. Annie reported 
feelings of loneliness, sadness and 
intense anxiety and reflected on the 
physical sensations she experienced 
during her grief - hollowness in her 
stomach that would shoot up into 
her chest.This concurs with the 
multidimensional aspect of grief and 
Kouriatis and Brown’s (2013-2014) 
notion that the psychological and 
physical pain of grief may be closely 
interrelated. 

Secondary loss 
Following a loss, an individual 
may experience secondary losses, 
requiring them to also identify, name 
and grieve those losses (Boyden, 
2005; Doka, 2016). Several 
participants in this present study 
reported secondary losses as a 
consequence of their primary loss 
and described the influence of those 
secondary losses on their grieving 
experience. 

Following the loss of her 
relationship, Annie recalled losing her 
security and consequently her feeling 
of safety. For Annie secondary losses 
were “friend, partner, confidant ... 
financial security, emotional security 
... I felt so unsafe ... it wasn’t just 
one loss which is why it was so 
traumatic, it was many losses”. 
Peter illustrated how the primary job 
loss initiated further losses: income, 
purpose and role in life, stating “I 
went from a contributing member 
of the family to a non-contributing 
member”. Murray (2016) postulated 
that grief from secondary loss could 
be as intense as the initial loss 
and further complicate the grieving 
process. 

Hindrance in a therapist’s grief
All participants experienced 

hindrances to their grieving, where 
their grief went unrecognised 
and unacknowledged by others 
or themselves. Eugene recalled 
the absence of support when 
his relationship ended and the 
challenges to expressing his grief. 
He stated “People … didn’t quite 
understand ...that made it harder”. 
Similarly, Gillian reported lack of 
understanding and acknowledgement 
of her grief during her illness. Annie 
described initially having support 
from her sisters, however, later their 
support dwindled and her grief went 
unrecognised. 

These hindrances correlate 
with Doka’s (2008) notion of 
disenfranchised grief. Annie reported 
that she was repeatedly advised to 
“get over it”, which caused her to 
stay silent. Annie stated that she felt 
like she was “going crazy” and “that 
there was something wrong” with 
her. Eugene recalled the difficulty 
he experienced in his grief due 
to the lack of understanding and 
support while Gillian experienced 
a disenfranchisement of her loss 
of her adult children living abroad, 
which went unnoticed by them. This 
concurred with research which found 
that non-death related loss and 
grief were more likely to lack social 
support, acknowledgement and 
understanding (Kouriatis & Brown, 
2013-2014; Thornton et al., 1991). 

Self-disenfranchised grief 
Self-disenfranchised grief 

emerges with the lack of self-
acknowledgement of loss and 
grief and a grieving individual 
who disenfranchises their grief is 

operating according to society’s 
grieving expectations (Kauffman, 
2002; Kouriatis & Brown, 
2013-2014). Participants reported 
disacknowledgement of their own 
grief. Peter stated that he found it 
difficult to communicate his feelings 
and fully acknowledge his intense 
feelings as grief as he “didn’t want 
anyone feeling sorry” for him. Peter 
reported that he tried to stop the 
grief and avoid the negative feelings. 
June disallowed herself freedom to 
grieve, as she did not want “anyone 
making allowances” for her. She 
recalled how she chose not to 
acknowledge or express her grief as 
“it was a bit risky … I wouldn’t have 
allowed myself ... I didn’t want pity ... 
I put up a wall”.

The present research findings 
reflect Kauffman (2002) who 
proposed that self-disenfranchised 
grief was a failure of an individual’s 
self-empathy leading to disapproving 
and disowning part of themselves. 

Challenges and advancements in 
the room
Some of the present research 
findings agreed with Kouriatis and 
Brown’s (2013-2014) notion that a 
psychotherapist’s loss experience 
may negatively impact their 
therapeutic work. The participants 
reported that their experience of grief 
enhanced their ability to be with their 
clients, but they acknowledged the 
struggles encountered. With regard to 
bracketing, Eugene reflected on his 
ability to separate his personal and 
professional life. He reported that 
during the time of his grief, although 
there were times clients’ issues 
would echo what he was feeling, the 
work still distracted him. 

Peter experienced that intensity 
of the co-created therapeutic 
relationship and the shared influence 
with his clients (Reiter, 1995). He 
recalled that sometimes he found 
himself shifting the conversation to 
something less painful for him, to 
stop the client’s feelings “provoking 

Grief from secondary 
loss could be as 

intense as the initial loss 
and further complicate 
the grieving process 

(Murray 2016)
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be listened to and feel safe to share 
their vulnerabilities (Broadbent, 
2013; Devilly, 2014; Mahoney, 
1997). Several participants from 
this study reported supervision as 
one of their main supports. There 
were mixed feelings about personal 
therapy. This study found that there 
was no gender difference regarding 
personal therapy as a supportive self-
care practice. Eugene recalled that 
he attended personal therapy to work 
through his grief. However, Annie 
reported that personal therapy was 
not a part of her self-care stating, “I 
burnt myself out in personal therapy 
talking about the relationship ... I 
couldn’t wait to get away from it”.

June stated that her self-care 
practices were mindfulness, peer 
groups and connecting with friends. 
Less frequently reported in this study 
was connecting with friends and 
peer groups, however Barrnett et al. 
(2007) argued that peer groups were 
very supportive. The management 
of vulnerability appeared to be 
challenging for some therapists who 
relied on their defences to cope with 
pain. However, the importance of 
self-care practices emerged for all 
therapists. 

Conclusion
This research explored the 
meaning of loss and highlighted 
the complex, idiosyncratic nature 
of non-death loss and grief. All 
participants reported experiencing 
numerous difficult emotions 
during grieving which manifested 
psychologically, cognitively, physically 
and behaviourally, indicating the 
multidimensional aspects of grief. 
They reported experiencing a 
multitude of secondary losses which 
further exacerbated their grieving 
experience. This study highlighted 
that loss is a unique experience 
that can derive from any significant 
loss. Therefore, this research has 
broadened the scope and meaning 
of loss through the exploration 
of non-death related loss and 

1993). Many participants in this 
present study reported great difficulty 
managing their grief and reflected on 
protecting their vulnerability through 
using defences (Bram, 1995). June 
described how she put up walls and 
concentrated on other issues. She 
reflected on reading stories of cancer 
patients, chosing only to read the 
strong, positive stories, adding that 
she refused to allow herself to be 
vulnerable. Annie coped by keeping 
her pain and grief at a distance 
stating “The denial ... I was putting 
it off, cause it was too hard”. She 
kept her vulnerability at bay to focus 
on what she “was supposed to be 
doing”. Similarly, Peter reported 
relying on denial to convince himself 
that “I’ll be ok”. Peter recalled 
being exposed to the potential 
risks a vulnerable therapist faces 
in maintaining empathy towards his 
clients. However, he reported that he 
was able to maintain empathy and 
lower his defence of denial through 
self-reflection and self-awareness. 
Kooperman (2013) validated self-
reflection and self-awareness as 
powerful mechanisms in managing 
vulnerability. Gillian reported that 
she managed her vulnerability by 
acknowledging it: “knowing my limits 
… finding supports”.

While all the participants reported 
difficulties in managing their 
vulnerability, often relying on their 
defences as psychical armour, they 
commented on the importance 
of self-care. The most frequently 
reported self-care practice was 
exercise. Gillian reflected on long 
walks. Peter stated that his self-
care was being outdoors and going 
for walks by himself to help clear 
his mind. Eugene reported dance 
practice and Annie stated “Running 
gave me a purpose ... sense of 
freedom and empowerment ... sense 
of identity’ where she had formerly 
said she had lost her sense of self.

Therapists frequently reported 
supervision as part of their self-care, 
as great support, where they could 

emotions in me that I didn’t want to 
be provoked”. Peter reported that 
after losing his job he worked in 
a centre offering free counselling, 
he was triggered by a financially 
successful client stating, “me who 
had no job was giving myself to 
somebody ... who had a very well 
paying job ... made me really angry” 
adding “we can’t just leave stuff 
outside the door”. June reported her 
difficulties after her surgery where 
she had to “brace” herself as the 
struggle to hear caused discomfort. 
She reflected that she was “still 
fairly shaky”, that the first week was 
extremely difficult. She acknowledged 
the possibility that this may have 
negatively impacted her work. This 
concurred with De Santis’s (2015) 
conclusion that a vulnerable therapist 
may be in jeopardy of therapeutic 
disconnection and may confront 
challenging experiences with a client.

Many grieving psychotherapists 
experienced positive impacts in their 
therapeutic work. All five participants 
reported positive impacts: increased 
empathy, understanding and self-
awareness. Eugene recalled feeling 
“more empathic”. Gillian reflected 
on the great empathy she held for 
a particular client - a young mother 
with cancer, saying that although it 
was “very close to the bone” she 
was able to separate work from 
personal. Annie reported that while 
there were difficult times, she began 
to experience a deeper connection 
to and more empathy for her clients, 
stating that she felt “alive again” and 
that she and her clients were learning 
from each other as if they were on a 
journey together, similar to Kouriatis 
and Brown’s (2013-2014, p.101) 
idea of increased ability of “walking 
alongside” clients. 

Protecting vulnerability and self-care 
practices
A vulnerable therapist, using the 
defence of denial, may impact their 
ability to operate in their clients’ 
best interest (Counselman & Alonso, 
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grief. The acknowledgement of a 
psychotherapists’ humanity has 
shone throughout this research, with 
a boisterous, echoing message that 
humanness comes above all else. 
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This article provides an overview 
of the multiple facets of perinatal 
grief and the grieving process. 
It explores the key concepts 
of continuing bonds and the 
complexity of disenfranchised 
grief. It also reflects briefly on the 
significance of creating a safe 
empathetic space.

Perinatal death in perspective
In the past, the predominant 
culture of maternity hospitals 
and society in general tended 
to minimise or even ignore the 
existence of perinatal grief. Today 
compassionate approaches to 
care are slowly but positively 
transforming the landscape and 
culture of how we care for this 
vulnerable group of parents, for 
example the introduction of the 
National Standards for Bereavement 
Care following Pregnancy Loss and 
Perinatal Death (Health Service 
Executive (HSE), 2016).

In 2016, a total of 227 babies 
were stillborn and 124 babies 
died within the first week of life 
in Ireland (Healthcare Pricing 
Office & HSE, 2018). Miscarriage 
occurs in approximately one-
fifth of pregnancies equating to 
approximately 14,000 miscarriages 
per year in Ireland (Poulose, 
Richardson, Ewings & Fox, 2006). 
Concealed in these statistics are 
an enormous number of bereaved 
parents and their families who 
undeniably will require empathetic 
care and support.  

Multiple facets of perinatal grief
To empathise fully with bereaved 
parents’ experience of perinatal 

Practitioner Perspective

Perinatal Grief – A Profound and 
Complex Process 
By Cathy Quinn 

“When you are understood, you are 
at home. Understanding nourishes 
belonging. When you really feel 
understood, you feel free to 
release your self into the trust and 
shelter of the other person’s soul” 
(O’Donohue, 1997, p. 13-14)

Introduction 

Perinatal grief embraces the grief 
experienced by parents following 

miscarriage, following a diagnosis 
during pregnancy of a baby with 
a life-limiting condition, when a 
baby is stillborn or when a baby is 

born alive but dies within the first 
week of life. The profound grief 
experienced by parents following 
miscarriage or the death of their 
baby is considered a complex 
emotional response (Fenstermacher 
& Hupcey, 2013). However, the 
majority of bereaved parents will 
experience a normal grief reaction 
with the support of family and 
friends (McSpedden, Mullan, 
Sharpe, Breen, & Lobb, 2017). 
Additional support may be sought 
from advocacy groups, while some 
parents may attend counselling.

Numerous studies demonstrate that grief following 
a baby’s death is frequently minimised and may 

go unacknowledged by society. These findings challenge 
us not only to grasp the significant impact of the 
sociocultural dynamics woven into perinatal grief but 
also to create an empathetic therapeutic relationship, 
wherein bereaved parents are truly understood
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grief, the counsellor needs to 
recognise the multiple facets of 
perinatal death that are woven 
into the tapestry of grief and 
undoubtedly impact the parents’ 
grief response.

Perinatal grief is unique given 
that most mourning is retrospective 
whereas perinatal grief is 
prospective mourning i.e. parents 
have to relinquish hopes, wishes 
and dreams about a future together 
with their anticipated baby (Leon, 
1990). They grieve for what might 
have been, a future with their baby 
suddenly vanishes when unfulfilled 
dreams and expectations are 
crushed. 

A baby’s death goes against 
the natural sequence of life 
events, is frequently unexpected 
and the cause of death may be 
unexplained. Furthermore, there are 
no formal funeral or burial rituals 
for babies usually associated with 
other deaths which may limit social 
acknowledgement and support.

Consistent feelings of guilt, 
shame and failure, combined 
with self-blame and low self-
esteem, may dominate the 
parents’ landscape of grief (Barr 
& Cacciatore, 2007; Wonch Hill, 
Cacciatore, Shreffler, & Pritchard, 
2017). A study conducted by 
Meaney, Everard, Gallagher and 
O’Donoghue, (2017) revealed that 
bereaved parents experienced a 
sense of failure which battered 
their self-esteem and mothers in 
particular felt guilty and blamed 
themselves for their baby’s death. 
These complex, intrusive feelings 
of shame, failure and guilt may 
impede the grieving process and 
damage a vulnerable self-esteem, 
thereby increasing the risk of 
complicated grief (Markin, 2017). 
Counsellors should be alert to 
pathological symptoms of grief 
that may arise as several studies 
have reported elevated levels of 
complicated grief, post-traumatic 
stress disorder, depression 

and anxiety symptoms following 
perinatal death (Blackmore et al. 
2011; Cheung, Hoi-yan, & Hung-yu, 
2013; Christiansen, Elklit, & Olff, 
2013; McSpedden et al. 2017).

Seeing live healthy babies of 
family and friends may be difficult 
for parents; particularly in the early 
stages of grief; they may struggle 
to cope with painful feelings or 
avoid situations, which can lead to 
isolation. 

Parents may also be fearful and 
doubt their ability to have a live 
healthy baby in the future. Well-
meaning family and friends and 
society in general may sometimes 
assume that a subsequent 
pregnancy will instantly heal 
the parents’ grief, resulting in 
diminished opportunities for 
parents to share their true feelings 
(Markin, 2016; Meaney et al. 2017)

 In the midst of the parents’ 
grief, the focus of support may 
be directed solely towards the 
mother’s needs which may 
lead to the father’s grief going 
unacknowledged by society. Fathers 
may feel they have to be stoic 
and society may dictate this. In 
a study by Meaney et al. (2017) 
fathers reported that they had to be 
strong emotionally, at times putting 
their own grief on hold in order to 
support their partner. Validation 
and acknowledgement of the 
father’s grief experiences and his 
fatherhood is essential (Cacciatore, 
DeFrain, Jones, & Jones, 2008).

Another challenge that bereaved 
parents have to negotiate is the 

impact of their baby’s death 
on their relationship; they may 
struggle to find the emotional 
resilience to help each other 
while they are individually coping 
with their own grief. Studies have 
shown that parents who share 
and communicate their grief 
report less severe grief reactions 
and greater partner satisfaction 
(Cacciatore et al. 2008; Buchi 
et al. 2009; Avelin, Radestad, 
S¨aflund, Wredling, & Erlandsson, 
2013). In contrast, other studies 
have identified perinatal death 
as a risk factor for relationship 
break-down (Gold, Sen, & Hayward, 
2010; Shreffler, Hill, & Cacciatore, 
2012). Informing parents of the 
individuality of grief is helpful; 
although they are both grieving as 
parents of the same baby, each 
parent may grieve differently and 
are rarely synchronised in their 
grief. Encouraging parents to share 
their feelings may help them to 
understand each other’s unique 
reactions and ultimately avert or 
lessen tensions that may develop 
in their relationship. Open, honest, 
communication with their surviving 
children is also encouraged.

Grieving the death of a baby of a 
multiple birth is a complex process 
for families (Richards, Graham, 
Embleton, Campbell, & Rankin, 
2015). Parents often experience 
a rollercoaster of conflicting 
emotions: grief for the baby who 
has died, as well as hopes and 
fears for their vulnerable baby/
babies who survive. Parents may 
keep their emotions on hold while 
caring for the surviving baby and a 
strong grief reaction may emerge 
weeks, months or even years later 
(Richards et al. 2015)

Early and late miscarriage may be 
experienced as a highly traumatic 
loss for many women, yet it may be 
minimised and go unacknowledged 
by society (Gerber-Epstein, 
Leichtentritt, & Benyamini, 2009; 
Murphy & Merrell, 2009; Sejourne, 

Informing parents of the 
individuality of grief is 

helpful; although they are 
both grieving as parents of 
the same baby, each parent 
may grieve differently and 
are rarely synchronised in 
their grief
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grief reaction and an obstacle to 
successful grief resolution (Klass, 
Silverman, & Nickman, 1996). The 
general consensus among grief 
theorists echoed a belief that in 
order to resolve their grief, it was 
necessary for the bereaved to sever 
bonds by detaching themselves 
emotionally from the deceased 
person. 

It was Klass (1988) who first 
reported that bereaved parents 
maintained a bond with their 
deceased baby. However, he 
did caution that it may not be 
representative of all bereaved 
parents (Klass, 2006). He 
supported the theory that a baby’s 
death ended a life but the profound 
connection lived on. The deceased 
baby is both present and absent; 
there is a physical letting go of the 
deceased baby but at the same 
time keeping hold of the connection 
or the bond. The true essence 
of continuing bonds is captured 
by baby Laura’s mother, “In this 
unsettled ‘after’ life with its melee 
of feelings and words, Laura is a 
part of our journey onwards. She is 
in the way we love each other now. 
She is in how we live. We do not 
live without Laura. We live with her 
ever-present absence. And that is 
not to say our lives are lived with 
the constant question: What if? 
What if? What if? It is to say she 
is present in how we notice each 
other, how we hear each other. 
Laura is there in our sadness, but 
in our happiness too” (O’Connor 
Foott, 2015, p. 11). 

Many bereaved parents integrate 
the memory of their baby by 
continuing bonds in various ways:

• Talking about their deceased 
baby and sharing memories 
with family, friends, healthcare 
professionals, within support 
groups or with their counsellor, 
enables them to continue their 
bond with their deceased baby in 
a way that is meaningful to them 

with the changes that occur as a 
consequence of the baby’s death. 
They are faced with the challenges 
of readjusting to their changed 
world without their baby; learning 
to live with the death in the face of 
bereavement and rebuilding their 
lives by creating a new normal.  
Oscillation between the two types 
of coping is necessary to grieve 
effectively; parents need to be able 
to engage with their grief and also 
detach from their grief (Stroebe 
& Schut, 2010). Healthy grieving 
involves being able to do both and 
to move from one to the other. 
Difficulties occur in the grieving 
process when there is a persistent 
lack of oscillation between 
experiencing and detaching from 
grief. Under such circumstances 
the parents are either totally 
overwhelmed by the experience or 
they systematically repress it. In 
both situations there is a persistent 
sense of ‘stuckness’, a distinct 
feature of complicated grief. 

Continuing bonds 
 “We let go the loved one, not the 
love” (Fallon, 2014)

It is essential that counsellors 
recognise that for many parents, 
continuing bonds with their 
deceased baby, in a manner that 
maintains a healthy adjustment 
to grief, is deeply woven into 
their grieving process. Creating 
mementos and storing memories 
become a significant part of the 
parents’ life moving forward without 
their baby. Historically, continuing 
bonds with the deceased person 
was considered a maladaptive 

Callahan, & Chabrol, 2010). Lack 
of tangible mementos, especially 
in early pregnancy loss, limited 
empathy and support from family 
and friends with few opportunities 
to engage in culturally recognised 
mourning rituals, which may lead to 
social isolation and disenfranchised 
grief (Kersting, & Wagner, 2012; 
Bellhouse, Temple-Smith, &  Bilardi, 
2018). 

Parents who decide to terminate 
their pregnancy when their baby 
is diagnosed with a life-limiting 
condition may experience higher 
levels of self-blame, guilt, and 
social isolation (Maguire, 2015).  
They may seek counselling, feeling 
unsupported or stigmatised and 
will require an empathetic, non-
judgemental, safe space to process 
their feelings (Markin, 2017).

The grieving process 
Stroebe and Schut (1999) 
developed the Dual Process 
Model (DPM) of coping which is 
an extension of the earlier linear 
models of grief. This model is 
extremely helpful when working 
with parents as it considers the 
uniqueness of each parent’s 
complex and highly individualised 
experience of grief. The model also 
recognises the effect of cultural 
and religious beliefs on the grieving 
process. 

The DPM of coping with significant 
loss is based on the principle that 
when people are grieving effectively, 
there is a natural oscillation 
between two types of coping. 
Loss-orientation coping relates to 
engaging with grief work, whereas 
restoration-orientation coping 
relates to adjusting to the changes 
that occur as a consequence 
of the death. In loss-oriented 
coping, parents are confronting 
the painful reality of their baby’s 
death e.g. painful expression of 
a range of emotions and talking 
about their baby. In restoration-
oriented coping parents are coping 

The deceased baby 
is both present and 

absent; there is a physical 
letting go of the deceased 
baby but at the same 
time keeping hold of the 
connection or the bond
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• Sharing linking objects e.g. 
mementos, photographs. A 
bereaved father describes the 
significance of his daughter 
Matilda’s amulets “the things 
she touched, that were a part of 
her, are sacred. We hoard them, 
treat them with the reverence of 
archivists, and like curators worry 
uncontrollably that they will be lost, 
broken, or consumed by a fire” 
(Weaver-Hightower, 2011, p. 475)

• Choosing a central location in the 
home to display photos of their 
baby with other family photos 

• Preserving memories e.g. writing 
their baby’s story, a book, 
personal blog,  poems, songs, art 
and craft work, planting a tree/
flowers, fundraising and donating 
to support groups or maternity 
hospitals

• Continuing rituals e.g. visiting 
the baby’s grave or special 
place. Creating rituals that evoke 
memories at significant times/
anniversaries e.g. on baby’s due 
date, baby’s birthday, date of 
death or at Christmas time        

• Attending the hospital or local 
remembrance services

• Creating memorials to honour 
their baby e.g. park bench or 
memorial garden

• Integrating the people who 
companioned them on their grief 
journey into their lives and into 
their narrative going forward 

By continuing bonds the deceased 
baby is acknowledged, honoured 
and rightfully occupies a unique 
place in the family and in society 
(Côté-Arsenault & Denney-Koelsch, 
2016).  Bereaved parents delicately 
weave their deceased baby’s 
memory into the fabric of their 
altered daily lives, their families 
lives, extended family, circle of 
friends and their community, thereby 

strengthening their support system 
which may ultimately reduce their 
risk of social isolation and/or 
disenfranchised grief.

Disenfranchised grief 
To work empathetically and 
effectively with bereaved parents 
and families, counsellors need to 
be aware of and understand the 
dynamics of disenfranchised grief. 
Social support has consistently 
been shown to provide a buffering 
effect on the impact of perinatal 
death, yet this impact can often 
be minimised, especially following 
miscarriage, and go unacknowledged 
by society and sometimes by family 
and friends (Gerber-Epstein et al. 
2009; Bellhouse et al. 2018). As a 
consequence, bereaved parents are 
denied the opportunity to publicly 
mourn their baby and may not have 
the usual support that is available 
following the death of an adult which 
in turn may lead to social isolation 
and disenfranchised grief. Doka 
(1989) defines disenfranchised 
grief as a loss that is not openly 
acknowledged or visibly supported 
by society. Grief following perinatal 
death is particularly susceptible to 
being disenfranchised, making this 
an additional burden for parents who 
are denied a socially recognised 
right to grieve and this may intensify 
or impede their healing process 
(Lang, Fleiszer, Duhamel, Sword, 
Gilbert, & Corsini-Munt, 2011; 
Mulvihill & Walsh, 2013). A study 
by Mulvihill and Walsh (2013) 

recounted  parents’ experiences of 
disenfranchised grief which included 
insensitive language used by 
professionals, insensitive comments, 
avoidance and perceived lack of 
partner and social support. 

Doka (1989) referred to society’s 
grieving rules that attempt to dictate 
how people should grieve. Society 
may decide what level of grief should 
be attributed to a specific death/
loss e.g. the grief of early miscarriage 
may be viewed as a lesser grief, 
consequently minimising the loss 
and negating the grief reaction. For 
many women, advanced scanning 
technology influences the mother’s 
attachment to her baby in the womb, 
long before the baby is born (Atluru, 
Appleton,  Kupesic, Plavsic, Kurjak, 
& Chervenak, 2012). However, 
society may not always recognise 
the significance of this relationship, 
especially if she miscarries or if 
her baby is stillborn, resulting in 
insensitive comments implying she 
never knew her baby. According to 
Lang et al. (2011) parents reported 
that overall, extended family and 
society failed to understand and 
acknowledge the significance of 
their baby’s death and its parity with 
other deaths. Consequently, in the 
absence of family and social support, 
parents may seek out support 
from advocacy groups e.g. A Little 
Lifetime Foundation, Féileacáin or 
the Miscarriage Association. Other 
parents may attend counselling, 
where the presence of an empathic 
therapeutic relationship will enable 
them to explore the impact of 
disenfranchised grief and re-establish 
their right to grieve. 

Creating a safe empathetic space 
Entering the bereaved parents’ world 
challenges counsellors’ attitudes 
and beliefs in relation to perinatal 
death. Markin, and Zilcha-Mano 
(2018) suggest that as counsellors 
“we too are products of our culture 
and absorb the cultural denial 
around perinatal grief” (p.24).

For many women, 
advanced scanning 

technology influences the 
mother’s attachment to 
her baby in the womb, 
long before the baby is 
born 

(Atluru, Appleton,  Kupesic, Plavsic, 
Kurjak, & Chervenak, 2012)
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Consequently, self-awareness is 
vital in exploring how counsellors’ 
personal/family stories, culture, 
beliefs and experiences may impact 
on the care provided for bereaved 
parents. 

Cacciatore (2017) explored what 
parents found helpful/unhelpful 
in relation to counselling they 
received following their baby’s 
death. Counsellors were deemed 
most helpful by participants 
when they were empathetic, non-
judgmental, listened attentively, 
acknowledged parents’ feelings 
and created a space for parents 
to tell their story and process their 
emotions. Unhelpful counsellors were 
reported as lacking empathy, being 
judgemental, minimising parents’ 
feelings with insensitive comments 
and attempting to find/force meaning 
in the baby’s death. Cacciatore 
(2017) proposed that counsellors 
should integrate mindfulness-based 
approaches into their practice 
e.g. compassion, non-judgement 
and acceptance, to facilitate the 
creation of a safe empathetic space. 
Counsellors need to recognise that 
each circumstance of perinatal death 
is unique and the intensity and/or 
duration of the parents’ grief reaction 
is not founded on the number of 
weeks of pregnancy or how long the 
baby lived. Irrespective of when or 
how the baby died, our challenge is 
to listen with our heart as opposed 
to analysing with our head, to avoid 
assumptions and to connect with 
parents at where they are on their 
grief journey, not where we want 
them to be. 

A genuine therapeutic relationship 
and empathetic presence are core 
healing qualities which have the 
ability to temper parents’ grief and 
soothe their brokenness. Empathetic 
engagement respects the parents and 
their deceased baby, their feelings, 
their stories and experiences and their 
unique reaction to their baby’s death 
which ultimately facilitates healing and 
the process of mourning. 

As some parents experience 
disenfranchised grief, a safe, 
trusting and empathic space is 
crucial in giving them a voice to 
express their hidden grief. It enables 
the parents to mourn their baby; to 
tell their story and to express and 
experience their emotional pain. 
In this safe space, the counsellor 
is present in the here and now 
and comfortable bearing witness 
to the parents’ pain and suffering, 
is willing to sit with it, by listening 
intently to understand their story, 
by acknowledging, validating and 
normalising their feelings. Wolfelt 
(2005) reminds us that being fully 
present to another person’s pain is 
about being still; being comfortable 
with chaos and profound heartache 
and avoiding the temptation to 
impose order and logic.        

According to Markin (2017) 
“emotional experiencing and 
expression of feelings related to 
grief and loss are key to successful 
treatment” (p. 370). Within a safe 
therapeutic alliance, intense feelings 
of guilt, anger, shame or failure may 
emerge during therapy. Self-blame 
and a crushed self-esteem may also 
be evident, all of which can impede 
the grieving process.  

Counsellors need to be acutely 
aware of these feelings and have 
the competence to recognise and 
hold the intensity of the parents’ 
emotional experience, without 
judgement. Counsellors should also 
be mindful that unresolved losses, 
which may or may not be pregnancy 
related, may also be reawakened by 
the baby’s death and will also need 
to be mourned. 

Parents may find that keeping a 
journal of their feelings or setting 
up a blog may also help to temper 
their grief. Other parents may find it 
difficult to articulate their profound 
grief and they may grieve and 
remember their baby by creative 
expression e.g. through music, 
song, artwork or poetry.

Conclusion
Bearing witness to bereaved 
families pain and journeying with 
them following their baby’s death 
is both challenging and rewarding. 
An awareness of our assumptions, 
attitudes and beliefs in relation to 
perinatal death is crucial for effective 
empathetic therapy.  Counsellors 
need to be cognisant of the 
multiple facets of perinatal death 
and recognise that each parent’s 
approach to grief is unique to them. 
An empathetic non-judgemental 
approach to providing support will 
facilitate the creation of a safe space 
where parents are afforded the time 
to express, experience and process 
their grief; where they are truly heard 
and their feelings acknowledged and 
validated. By working in partnership 
with parents, we enable them to 
grieve and empower them to  rebuild 
a meaningful life without their 
baby. 
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accompanying process. Equally 
important is the need for the 
therapist to be familiar with and 
have explored her or his own 
experiences of bereavement and 
loss. This article will examine 
significant theories that underpin 
bereavement and loss and explore 
the journey of grief from the 
perspective of clinical practice. 

Different models and perspectives 
of grief 
Freud’s 1917 paper Mourning and 
Melancholia (2005) suggested 
that the purpose of grief was to 
withdraw emotional energy from the 
deceased (cathexis), thus enabling 
the griever to become detached 
from the loved one (decathexis). He 
believed the bereaved person had 
to work through his or her grief by 
reviewing thoughts and memories 
of the deceased (hypercathexis) 
and by expressing emotions, 
especially pain and anger. By this 
painful process the bereaved could 
relinquish the attachment to the 
deceased. Unresolved grief was 
understood to lead to depression.

Without attachment there 
would be no sense of loss and 
Bowlby’s four Phases of Grief 
Model (1998) was the first theory 
based on empirical evidence. It 
provided a predictive bereavement 
framework born from an adult 
person’s early life attachment - 
be it a secure, avoidant, anxious 
or ambivalent attachment to 
the principle caregiver. In phase 
one, the bereaved experienced 
shock, numbness and emotional 
distress. This period was then 

Practitioner Perspective

sometimes ambiguous, are 
released and validated. In this 
tender place, two hearts meet – the 
listening heart of the therapist and 
the listened-to heart of the client. 

Because it is counter-intuitive not 
to mourn loss, it is imperative that 
the therapist has a knowledge of 
the phenomenon of bereavement 
and loss and the different models 
and patterns and an ability to 
be able to distinguish between 
the client’s content and its 

Introduction

Dying and death are existential 
truths. We lose people in our 

lives to death and, someday, we 
too will die. Grief, bereavement’s 
inescapable companion, enters 
the therapy room when significant 
people in the client’s life die. 
Thus, the therapy room frequently 
becomes a safe haven where 
present-day and, sometimes 
unexpectedly, past bereavements 
are mourned and where feelings, 

A Journey through Grief – 
Integration of Theory and Practice
By Mary Spring

Sometimes the therapy room becomes a safe 
environment where the many shades of a client’s 

grieving is released and honoured. As it is counter-
intuitive not to mourn loss, it is necessary that 
the therapist has knowledge of the phenomenon of 
bereavement and loss and the different models and 
patterns and is able to distinguish between a client’s 
content and its accompanying process



21Irish Association for Counselling and Psychotherapy

Volume 20 • Issue 3 • Autumn 2020 IJCP

loss by oscillating between two 
hugely different coping processes 
or strategies: “loss-orientation” and 
“restoration-orientation” (1999, p. 
211-216). The former process - an 
emotion-focused coping perspective 
- acknowledges, explores and 
processes the varied experiences 
of feeling that accompany loss 
and the continuing-relocating 
of bonds. The latter process - a 
problem-focused coping perspective 
- reflects “a struggle to reorient 
oneself in a changed world without 
the deceased person” (1999, p. 
277) and involves adapting to the 
many external adjustments required 
by the loss (for example, the 
bereaved may now need to assume 
a different role in the family and 
undertake tasks and duties that 
were the responsibility of the now 
deceased). 

The social constructivist 
perspective on bereavement 
proposed that “grieving is a 
process of reconstructing a world of 
meaning that has been challenged 
by loss” (Neimeyer, Burke, Mackay 
& van Dyke Stringer, 2010, p. 73). 
Humans are “inveterate meaning-
makers” (Neimeyer, 2006, p. 
184) and in experiencing death 
of a significant other this model 
encourages the bereaved to 
make sense of what has visited 
them, reconstruct meaning and 
meaningfulness in their lives, and 
to maintain a continuous bond with 
the deceased. 

Martin and Doka’s Adaptive 
Grieving Styles Model (AGS) (2010) 
advocated diverse coping strategies 
for what they saw as different 
types of grievers. In contrast to 
previously mentioned paradigms, 
which saw the expression of 
emotion as an exclusive mode in 
grieving, the AGS model proposed 
four different patterns in grief: the 
‘Intuitive Griever’ expresses and 
explores grief “in an affective way” 
(Loc. 278) and benefits from social 
support that is found in community, 

Recognising the complexity inherent 
in grief, each person’s journey 
through the universal experience 
of loss began to be understood as 
unique. 

Worden’s Task-Based Model 
(2008), rejected what he saw 
as “a certain passivity” (p. 38) 
in the stage and phase models. 
In echoing Bowlby’s attachment 
theory, Worden emphasised the 
relevance of exploring the nature 
of the attachment between the 
deceased and the griever and 
outlined four tasks for the therapist 
that worked with the griever: (1) to 
help the client actualize the loss; 
(2) to process the client’s emotional 
pain; (3) to support the client in 
adjusting to a world without the 
deceased; and finally (4) to support 
the client in finding an enduring 
connection with the deceased 
person in the midst of embarking 
on a new life. 

Rando (2000) posited that 
anticipatory grieving occurred when 
there is an opportunity to anticipate 
the death of a loved one. In the 
midst of present-time mourning, 
the bereft is supported to prepare 
for the loss - this potentially 
offered the benefits of improving 
family communication, dealing with 
unfinished business, reinforcing the 
reality of the anticipated death, and 
allowing respectively for the saying 
of goodbye and the planning for the 
future without the deceased. 

Stroebe and Schut’s Dual Process 
Model of Grief (1999) similarly 
stepped away from the stage 
movement in grieving. Instead, it 
offered a dynamic framework by 
which the bereaved copes with the 

followed by yearning and searching 
for the deceased. Despair and 
disorganisation were experienced 
in the third phase and then, if the 
aforementioned three phases were 
completed, the fourth phase was 
encountered – this was a period of 
reorganisation where the mourner 
let go of the attachment and began 
to invest in the future and in a new 
identity (for example, the bereaved 
person no longer being part of a 
couple but now a single entity). 

Elisabeth Kübler-Ross’ five stage 
grieving process (1969), initially 
intended to reflect the anticipatory 
path experienced by people who 
were dying of a terminal illness, 
also detailed a sequential model. 
This framework was later adapted 
to assist people who mourned 
the loss of another - not just 
those who were themselves 
facing death - and saw the griever 
experience: (1) shock and denial 
(the conscious and unconscious 
refusal to accept the reality of the 
loss was understood as a natural 
defence mechanism to protect the 
griever from being overwhelmed); 
(2) anger (with self, with the 
deceased, with others including 
medical personnel); (3) bargaining 
(‘If only’ scenarios are played out 
in the mind); (4) depression; and 
(5) acceptance. Significantly, when 
Kübler-Ross later co-authored On 
Grief and Grieving (2005) with 
David Kessler, she proposed that 
“We do not enter and leave each 
individual stage in a linear fashion. 
We may feel one, then another, and 
back again to the first one” (2005, 
p. 18). 

Subsequent thinking in the 
field of bereavement moved 
away from the aforementioned 
predictive models that emphasised 
the severing of bonds with the 
deceased and pathologized the 
loss if one deviated from the 
model or if one did not “let go” of 
the deceased and complete the 
process of survival and recovery. 

“Grieving is a process 
of reconstructing a 

world of meaning that has 
been challenged by loss” 

(Neimeyer, Burke, Mackay & van 
Dyke Stringer, 2010, p. 73)
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friendship and counselling; the 
‘Instrumental Griever’ expresses 
grief consciously or subconsciously 
through a cognitive, a behavioural 
and/or physical approach, for 
example in building a seat or a 
flower garden which commemorates 
the deceased; the ‘Blended Griever’ 
shares the adaption strategies 
of both intuitive and instrumental 
reactions and responses. The 
fourth pattern of grieving is found 
in the ‘Dissonant Griever’ who 
experiences conflict between 
the experience of grief and its 
expression. 

Contemporary thinking also 
acknowledged that grief is implicit 
in the journey of ambiguous loss. 
As proposed by Boss (1999), 
ambiguous loss “is the most 
devastating because it remains 
unclear, indeterminate” (Loc. 
49). Boss suggests that there 
are two types of ambiguous loss 
-  there is the physical absence 
of a loved one accompanied by a 
psychological presence (as in the 
case of divorced parents or when 
people go missing) and, secondly, 
there is the psychological absence 
of a loved one accompanied by a 
physical presence (as in the case of 
a parent who succumbs to a stroke 
or Alzheimer’s) and whose death is 
silently and anxiously anticipated 
and grieved long before it happens. 
In a process that is both complex 
and unresolved (until it is resolved), 
ambiguous loss is a death in “slow 
motion” (Kübler-Ross and Kessler 
(2005, p. 194). 

The journey through grief and loss 
from the perspective of clinical 
practice
“So, we live here, forever taking 
leave,” poignantly observes Rilke 
(1989, Loc: 2850). Perhaps 
loss emanates from nearly every 
therapeutic session, nestling within 
the exploration of life stages, 
aging, physical decline, change in 
work circumstances, relationships, 

separation, divorce, bereavement 
or children leaving home. Because, 
it is counter-intuitive not to mourn 
loss, it is imperative that the 
therapist has a knowledge of the 
phenomenon of bereavement and 
loss and the different models and 
patterns and is able to distinguish 
between the content of therapy 
and its accompanying process. It is 
equally important for the therapist 
to have explored her or his own 
experiences of bereavement and 
loss and to acknowledge what 
Jeffreys (2011) gently defines as 
the therapist’s “cowbells” and 
the therapist’s own attachment 
style in loss, both which stir the 
countertransference.  Questions 
worth addressing in this context 
might be:

1. If each person has “a history 
of separations and losses” 
(Holmes, 2001, p. 14) can the 
therapist distinguish between the 
two voices of loss - the client’s 
and their own? 

2. Is the therapist “helping” or 
enabling the grieving client to 
follow the unique and individual 
movement of loss and unearth 
his or her wisdom in loss? 

3. Does the therapist offer the 
mourning client a structured and 
safe environment to feel, release 
and contain the grief?

4. Can the therapist respect and 
celebrate a client’s differing 
cultural and spiritual belief 
systems regarding death?  

5. Is the therapist able to refer the 
client on to another professional 
if she or he feels unable to 
support a person in grief? 

6. Does the therapist attend 
personal therapy - a process 
that offers the necessary space 
to explore the therapist’s own 
journey of support?

In Macbeth, Malcolm urges the 
grieving Macduff to “Give sorrow 
words: the grief that does not 
speak whispers the o’er fraught 
heart and bids it break” (4:3. 
211-212). In this liminal space of 
bereavement and loss, and in the 
telling and retelling of biography, 
a myriad of emotions of loss, all 
legitimate and validated, may be 
uttered - sadness, numbness, 
disbelief, a yearning to seek 
and find the deceased, anger, 
guilt, regret, anxiety, loneliness, 
fatigue, bodily pain, helplessness, 
hopelessness, confusion, 
desperation, emancipation, relief 
and aching absence. Prompted 
sometimes by a word, a scent, a 
taste, a sound or a touch, frozen 
memory can re-awaken and the 
invisible becomes visible. 

‘Seeing’ and ‘finding’ the 
deceased in living people is part 
of this grieving, and I am reminded 
of the tender words of Patrick 
Kavanagh in his poem Memory of 
my Mother: “Every old man I see/
Reminds me of my father/When he 
had fallen in love with death/One 
time when sheaves were gathered”. 
A Gestalt-type empty chair may 
be used; the client encouraged to 
directly address the deceased in 
the first person and in the present 
tense or speak the imagined words 
of the deceased. 

The client’s euphemisms 
associated with death (for example: 
“kicked the bucket”, “pushing up 
daisies” and “gone to a better 
place”, are also worth pondering; 
new metaphors can be created. 

Prompted sometimes 
by a word, a scent, a 

taste, a sound or a touch, 
frozen memory can re-
awaken and the invisible 
becomes visible
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not come to a conclusion. The 
client will invariably need time to 
dismantle what Grosz notes as the 
fantasy and fiction of mourning, 
that “we can love, lose, suffer and 
then do something to permanently 
end our sorrow” (2014, p. 209).  
The loss remains a loss but is 
experienced at a different level of 
intensity as time passes. Freud’s 
evocative reflection (1929), in a 
letter to his friend the psychiatrist 
Ludwig Binswanger, who was 
grieving the death of his eldest 
son,  captures this truth: “No 
matter what may come to take 
its place, even should it fill that 
place completely, it yet remains 
something else. And this is how 
it should be. It is the only way of 
perpetuating a love that we do not 
want to abandon”. 

In the milieu of loss, the client’s 
need invariably is ‘Is my experience 
normal?’ and, in an affirming 
response, the therapist may 
encourage the practice of healthy 
coping techniques, such as trusting 
in the healing power of time, 
resting, seeking re-engagement 
in routine work, feeling one’s 
vulnerability and expressing the 
reality and the significance of the 
loss in various forms. 

Personal thoughts
As I reach my 60th birthday, 
bereavement and loss are constant 
companions. My first encounters 
with death or near-death occurred 
when, as a sick little baby, I 
spent many months in both 
Crumlin Hospital and University 
College Hospital Galway. At times, 
bereavement and the various hues 
of loss speak quietly like a zephyr; 
at other times pronouncing with the 
volume of thunder. Living, as we all 
do, in the shadows of leave-taking 
and loss, and reminded of John 
McGahern’s moving depiction of his 
continuing bond with his mother 
who died when he was nine years 
old: “When I reflect on those rare 

base” (Holmes, 2001, p. 14) of 
therapy, the reflective therapist might 
encourage and challenge the client 
to forego “our hunger for mastery” 
(Boss, 1999: Loc. 1043) and see 
bereavement and loss as an implicit 
companion in life’s continuous 
journey of transition and change. 

For some, however, death and 
the journey of grieving is profoundly 
complex. Lives and families 
are robbed in the most tragic 
of circumstances and the loss 
can be deeply and acutely life-
lasting. Consider for example, the 
sometimes disenfranchised grief, 
as in death by suicide, death by 
violence, death of an unrecognised 
same-sex partner, death of an ex-
spouse.

Consider the often, silent grief 
in still births, miscarriages and 
abortions. Such pain invariably 
makes the search for meaning 
much more difficult. Where there 
may be an absence or exclusion 
from formal rites, ritual and 
symbolism can be respectfully 
evoked in therapy - the therapeutic 
space offering a place where the 
relationship and its loss can be 
honoured and where “a sense 
of reconstruction and renewal” 
(Neimeyer, 2006, p. 186) can be 
enabled.

The rhythm of bereavement and 
loss (and consequently the rhythm 
of therapy) is invariably uneven, 
unpredictable and unique for 
each person. Holidays, birthdays, 
anniversaries, the oftentimes 
disorientating shift in the family 
dynamic, and subsequent deaths, 
potentially trigger an awakening 
of jagged emotion. Grief does 

Grief can also be voiced and 
released in other ways, such as 
in the exploration of dreams, in 
expressive art, in journaling and in 
writing a letter to the deceased. 

The exploration of a client’s 
felt sense and the accompanying 
imagery can be revelatory. The 
client’s body always speaks and, 
very often, unbeknownst to us, 
speaks from the disowned, the 
numbed, and lost feeling self. 
The therapist will be mindful of 
the client’s silence, the breath, 
the tone, the constricted throat 
clearance, the power and healing in 
the escaping sighs, the journeying 
hands, the folded arms, the rigid 
pose, the averting eyes, the body’s 
energy or inertia, and so much 
more. Gently, non-judgemental 
awareness of the body can be 
brought to the awakening attention 
of the client, he or she learning to 
explore the sense-filled experience 
and own the intuitive insight and 
wisdom the body reveals. 

“One cannot deal with a loss 
without recognizing what is lost” 
(Klass, Silverman & Nickman, 
1996: Loc. 897). A client’s losses 
may be many. Recognising this, the 
sensitive therapist might empower 
the client to awaken to the primary 
loss of the attachment, the 
accompanying secondary losses 
and the stirring of old losses that 
yearn to be heard in the present. 
Surrendering “to the mystery of 
grief” ( Wolfelt, 2003, Loc. 1373), 
the fragmented self can be found 
in the response to questions such 
as “What do you miss about - ?”, 
“What do you not miss about - ?”, 
“What have you lost?” and “What 
do you mourn that never happened 
in the relationship”.

Described by Yalom as “the 
wound of mortality, the worm at the 
core of existence” (2008, p.  274), 
bereavement and loss may awaken 
existential questions regarding 
life’s predictability, our mortality, our 
finiteness. In the “temporary secure 

At times, bereavement 
and the various hues 

of loss speak quietly like 
a zephyr; at other times 
pronouncing with the 
volume of thunder
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moments when I stumble without 
warning into that extraordinary 
sense of security, that deep 
peace, I know that, consciously or 
unconsciously, she has been with 
me all my life” (2006, p. 272), I 
momentarily pause to honour my 
late mother and father, Mary, the 
sister I never saw, my good friends 
Jemma and Jacqui, my fellow-year 
head John, and Sara, a former pupil. 

Conclusion
Theories referred to in this article 
suggest that there is a journey 
of grief to travel in bereavement 
and loss. Early-stage theorists 
considered a linear, even staccato-
like movement, towards negotiating 
loss and achieving separation and 
detachment. Newer paradigms and 
contemporary therapy recognise, 
not a sequential journey, but a 
journey that honours the unique 
pathway of each griever. It is a 
journey of the heart, the mind, the 
body and the soul.

Purpose and meaning are 
found in the tasks that require 
attention following the death of 
a loved one. Social connection 
with others is valued and grief 
is no longer seen exclusively as 
a negative life event; instead, it 
can in time be a transformational 
experience. The telling of narratives 
is seen as healing. A continuing 
bond with the deceased, albeit 
different from the earlier lived 
connection, is encouraged - a 
bond that acknowledges the 
irreversible nature of death yet 
also honours relationship and 
memory. Interdependence in death 
is sustained and in the words of the 
poet and mystic John O’ Donoghue 
in his poem For Grief: “You will 
learn acquaintance with the 
invisible form of your departed”. 

Within each of us the tension of 
our impermanence nestles between 
the inhalation of our first breath and 
the exhalation of our last breath. 
Counselling and psychotherapy in 

loss is a journey of two connecting 
hearts - the listening heart of the 
therapist and the bereaved heart of 
the client. The therapist can be an 
“exquisite witness” who “enters the 
sacred space between two human 
souls” (Jeffreys, 2011, p.3). Here 
in the unfolding journey of ever-
changing life, mystery unfolds in 
the harrowed heart. Sense can be 
made of absence and the organic 
flow that is inherent in bereavement 
and loss can be embraced. New 
life-fulfilling identities can emerge 
- the client awakening to its own 
innate wisdom and power, and 
learning, as suggested by Kübler-
Ross and Kessler, to “Live with it 
[the loss], both in the foreground 

and in the background” (2005, p. 
158). The ever-becoming journey 
continues. 
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