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Introduction
� Why a conversation between MCPA and Good Grief?

� Grief occurs within a context.
� Psychologists treat individuals and families within the context of 

community.

� Good Grief grew out of a particular context.
� Good Grief provides secular, community-based peer support.

� Good Grief sees individuals who may not be seen by clinicians, and 
vice versa. Many individuals may seek services from both.

� Opportunity for dialogue, and sharing of resources and services.

Jesse Bassett
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US Suicide by Numbers
� Suicide is tenth leading cause of death in the US.

� The US suicide rate has been rising steadily since 1999, when there 
were ~ 30,000 suicides, nationally.

� In 2017, there were more than 47,000 suicides, nationally.

� White, middle-aged men (45 to 64) account for more than half of all 
deaths by suicide. 

� In 2017, White males accounted for 78 percent of all suicides.

NJ Suicides by Numbers
� Until recently, the suicide rate in NJ had been rising less 

precipitously than in other states.

� In 2017, the increase in the annual suicide rate in NJ rose to 
third highest in the country.

� There are ~ 800 suicides in NJ each year.
� ~700 adults over age 24.
� ~100 teens and young adults under age 25
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Who Survives?
� Schneidman (1972) estimated for every suicide, 6 survivors

� Ceral et. al (2015) noted for every suicide, 147 people are 
“exposed,” or 6.9 million annually

� Applying the 1: :6 heuristic, in 5 years, there are enough suicide 
survivors in NJ to exceed capacity at Madison Square Garden

� 90 percent of suicide survivors seeking professional support for 
themselves or a family member are female (peer group support or 
licensed professional)

Learning Goals
1. Explain some of the similarities and differences between 

grieving a loss from suicide and a loss from accident, 
trauma, or natural causes, and how these differences 
impact clinical decision-making. 

2. Describe appropriate ways to talk about suicide with child, 
teen, and adult suicide survivors.

3. Identify specific skills to use when working with suicide 
survivors, including postvention mental health first aid.
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Roots of Stigma
� Context and environment impact bereavement.

� From ancient Athens through Enlightenment:
� Categorized as “self-murder.”
� Disallowed burial in the same cemetery.
� Crime against the monarch, humanity, God/spiritual power.

� The result: Silence, secrecy, shame, and guilt.

� 1700’s: Language begins to shift.
� Term “suicide” is introduced in the place of “self-murder.”

Suicide as a “Failure"
� Silence, secrecy, and shame reverberate forth into the present taboo 

and stigma around suicide bereavement.

� Descriptions of character:
� “Not strong enough.”
� ”Didn’t care about family or friends.”
� “Selfish or cowardly.”
� “Bad parents” or from a “really screwed up family.”

� Descriptions of act:
� ”Committed suicide.”

� Descriptions of identity:
� “John who killed himself.”
� “Susan who committed suicide.”
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Who is a Suicide “Survivor”
� A suicide survivor is a person left behind to grieve following the death 

by suicide of an important person in their life 

� “Survivorship” typically is defined by three dimensions:
� Kinship
� Psychological association
� Anyone greatly distressed

� Definition: “A suicide survivor is someone who experiences a high level 
of self-perceived psychological, physical, and/or social distress for a 
considerable length of time after exposure to the suicide of another 
person” (Jordan, McIntosh, 2015).

� Key element: Self-definition of distress.

Suicide Bereavement: Is It Different?
� “There is no single manner in which all individuals respond to or are 

affected by the death of a significant other to suicide.” (Jordan, 
McIntosh, 2011).

� Majority (50-70%) exposed will not experience pathological levels of 
distress regardless of proximity, nature of relationships, or other factors.

� 90-95% of those who experience loss by means other than suicide  will 
integrate the loss on their own.

� Note of interest: A lot of research of suicide survivors is written by 
suicide survivors.
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The ”Survivor’s” Perspective

Is grief after suicide different from other types of grief?

“Yes, it does feel different.”

Features of Suicide Bereavement
� Albert Cain, Surviving Suicide (1972)

� Pioneer clinician and writer in the field point to 9 reactions:
� Named 9 qualitative reactions that he theorized were consistent with suicide.

� McIntosh (1993) 
� Published review of research investigations that had included some form of 

comparison or control group and came to 6 conclusions.

� Quantitative & qualitative evidence:
� Many disagree with McIntosh’s conclusions, particularly that there are few 

differences between bereavement differences.

� Jordan (2001) identified qualitative or “thematic” aspects of suicide 
bereavement that he believed differentiate it from that associated with other 
modes of death.
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Thematic Aspects of Suicide Bereavement
� Abandonment and rejection.

� Shame and stigma.

� Concealment of the cause of death.

� Blaming.

� Increased self-destructiveness or 
suicidality.

� Guilt.

� Anger.

� Relief.

� Shock and disbelief.

� Family system effects / social 
support issues / social isolation. 

� Activism, obsession with the 
phenomenon of suicide, and 
involvement with prevention efforts.

� Bereavement.

“Why???!!!”
One of the most pervasive sources of anguish 

following suicide

� Why would he/she do this to himself/herself?

� Why would he/she do this to me/us?

� Often seek explanations, feel sense of guilt, question role or lack of 
response.
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Supporting Suicide Bereavement

1. The Good Grief model – Jesse

2. Clinical considerations and approaches - Sarah

Why Does Good Grief Exist?

� A nation-wide survey by The New York Life Foundation published in 
2017 revealed:
� A majority reported that it takes as many as 6 years to move forward after 

experiencing loss, but that support from family and friends wanes within 3 
months.

Source: https://www.newyorklife.com/newsroom/2017/parental-loss-survey/

https://www.newyorklife.com/newsroom/2017/parental-loss-survey/
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Good Grief Participant Stats

� In 2018: 376 families, 567 children, 330 adults, 897 total participants

� Type of death: 
� Homicide 1.9%
� Sudden Loss 47.2%
� Overdose 4.3%

� Suicide 8.6%
� Terminal Illness 38%

� Type of Loss
� Brother loss 13.2%
� Father loss 53.4%

� Grandparent loss 3.5%
� Mother loss 25.3%
� Sister loss 4.6%
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When a Family Comes to Good Grief
� Orientation, then family placement on shared Night of Support.

� No differentiation of type of loss, except parents who have lost a child.
� Decision based on experience of staff and facilitators.

� Rituals, structure, research-informed programs and activities.

� Volunteer Facilitators
� 36-hour, 4-day intensive training on:

� Death and grief education.

� Self-awareness, perceptions, bias, assumptions.

� Practical skills including group management and communication. 

� Self-care and continuing education practices and policies.

� Staff oversight and supervision.

The Good Grief Model
� Community-based peer support model.

� Core philosophy: Grief is a normal, healthy response to loss through which 
the individual makes meaning, forges a new identity, and learns to reinvest in 
relationships and the future.

� Grief is an emotional, intellectual, spiritual, physical response.

� 3 Grief Processes
� Thinking
� Feeling
� Living & Loving

� 10 research-informed program goals shape programming.
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Program Goals & Outcomes
1. Meaning & Identity

� Develop and articulate life narrative and newly forming identity that integrates the loss. 
2. Environments

� Identification of the environments and their impact where participants live, work, and play.
3. Support Systems

� Promote self-awareness around sources of support within various environments.
4. Competency

� Increased awareness and understanding of grief and its impact.
5. Self-Advocacy

� Develop a greater sense of needs and ability to communicate those to others.
6. Communication

� Foster effective communication within the family unit.
7. Prevention

� Develop healthy coping behaviors that buffer potential risk factors.
8. Resilience

� Identify internal resources, and renew sense of hopefulness for the future.
9. Continuing Bonds

� Facilitate and encourage continuing bonds with the person who died.
10. Peer Support

� Create a social network of support that reduces isolation that accompanies grief.

Participant Outcomes
� These are self-reported surveys conducted twice per year.

� 90% found Good Grief to be beneficial.
� 84% reported that at Good Grief I learn and explore ways to cope with the 

death of my person.
� 80% reported that Good Grief has helped them to feel more hopefulness 

for the future.
� 84% reported that Good Grief has helped them to communicate their 

needs to others. 
� 82% reported that since coming to Good Grief, I am better able to express 

my feelings with family and others.
� 94% reported that they met friends who also had someone die and helped 

them to feel they are not alone.
� 96% would recommend the program to others.
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Discussing Suicide With Children
� Language is important!

� Dead, died, death.
� ”Died by suicide,” or ”died from suicide.”

� Explaining death generally – we go into mechanics.
� Explaining suicide specifically.

� Children

� Adolescents

� Teenagers

� Context matters. Relationships matter. 

Warning Signs for Good Grief
� We refer to additional resources when:

� It is requested by the family.
� Disclosure of intent to harm self or others.
� Behavior in group setting such as:

� Frequent monopolizing, attention-seeking behavior that has been addressed with no 
change.

� Other attitudes, behaviors, or discussions that suggest additional support may be 
needed such as disclosing excessive drinking or other significant unhealthy coping 
behaviors.

� Showing up to Good Grief under the influence of drugs or alcohol.

� We annually provide referral sources to participants at Good Grief that are 
based on recommendations from other past or present participants in the 
program.

� Good Grief is not an end-all. We know this. We see ourselves within a 
framework of social support, but more supports are needed.
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Clinical Considerations
“Know Yourself”

� Psychologists don’t like to talk about suicide.

� Suicide is our “enemy,” the event we specifically strive to prevent, 
the outcome we most fear.

� When a suicide survivor seeks our care, it means the worst 
already has happened.

� What is your own, personal experience with suicide?

� Grief support involves a lot of “ego lending,” potentially high 
burnout. 

Clinicians and suicide loss

� 25 to 30 percent of psychologists will experience the suicide of a 
client/patient during their career.

� 20 percent of student clinicians will experience the suicide of a 
client/patient during their training.

� SIDENOTE: Should there be better promotion of peer support groups 
for “disenfranchised grief”?
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Is Grief After Suicide Different?
GRIEF AFTER SUICIDE INVOLVES TWO TASKS:

� TASK 1. Integrating the loss of the person who has died (similar 
to other types of loss)

� “Recovery” from grief after suicide is not the absence of longing. 
It is the point at which the person may still feel sad, but waves of 
sadness are less frequent, less intense, and less intrusive. The 
person is able to go about their daily business, able to enjoy life, 
and able to reminisce about the deceased person, even though 
doing so may be bittersweet.

Most Significant Difference:
GRIEF AFTER SUICIDE INVOLVES TWO TASKS

� TASK 2. Processing the trauma of the mode of death (Usually needs to 
happen before loss can be fully integrated)

� “Recovery” from grief after suicide is the point at which the person is 
able to recall and integrate the memory of the life of the person who 
has died. The manner in which the person died has become a detail, 
rather than a defining feature of the loss. 
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Defining traumatic Loss
� Three “Vs”

� Violence

� Violation

� Volition

Trauma versus Grief

TRAUMA DISTRESS SEPARATION DISTRESS

THOUGHTS Reenactment Reunion

FEELINGS Fear Longing

BEHAVIOR Avoidance Searching

Rynearson, E. (2001) “Retelling Violent Death”
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Avoidance versus Possession
� If there is high avoidance, you probably won’t be seeing them (yet).

� If there is high possession:

Possession Fantasy Outcome

Primary Helpless observation of 
reenactment of suicide

Perseveration

Secondary Compensatory theme of 
remorse;
“Could have, should have, 
would have”

Possible desire for retaliation;

Overprotectiveness; hypervigilance

Which comes first?

� Acceptance of manner of death and integration of 
loss need to be dealt with together.
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How long does grief take?
� There is no set schedule for grief; criteria are imprecise, arbitrary. 

� 50 to 70 percent of suicide survivors recover w/o special intervention

� Acute grief may last two to four weeks 

� Normal grief may last up to a year, perhaps 2 years

� More than two years w/o at least significant improvement in daily 
functioning is Complicated Grief

� Pathological equilibrium – “New Normal,” but not very fulfilling

� Psychological cost vs psychological damage

Some long term differences among 
suicide survivors

� Higher lifetime suicide rate among survivors

� Pessimism

� Sense of foreshortened future – “Will I kill myself, too?”

� Strained family relationships

� Sense of abandonment

� Worry that family members, other close relationships, may die from 
suicide, or sense that relationships just might not be as “forever.”



3/8/19

18

What’s a Clinician to do?
Initial treatment consists of supportive care:

� 1. Safe space

� 2. Listen – How are they doing? What do they want from you?

� 3. Psycho-Ed - Reassure they are not “going crazy”

� 4. Assess for potential strengths and vulnerabilities
� Existing social supports*
� Hx of or ongoing mental health issues (Maybe Beck Depression Inventory, Hamilton 

D, other inventories)
� Assess for substance use
� Assess for safety

� 5. Explore feelings of resentment toward mental health professionals

Clinical Goal: Resilience to Remember
� Resilience is the ability to modulate emotions by oscillating between 

fear and safety.

� Therapy should model resilience.

� Help enable person to recall life of person who died in a way that is not 
overshadowed by cause of death.

� Emphasize restorative memories before recounting trauma in detail.
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Be Human

Do not forget you are a psychologist.

But let your training inform, and not eclipse, 
your humanity.

Psycho-education around grief

� Address physical toll of loss: potentially altered sleep, change in appetite, 
fatigue, forgetfulness, irritability; feeling “numb”  – treat self as if 
recovering from major surgery. 

� Encourage them to be kind to themselves

� Sometimes useful to remind survivors to treat themselves as they would 
treat their sick pet.



3/8/19

20

Psycho-education Around Suicide
� Generally, avoid spontaneously offering “expert” knowledge about 

suicide.

� First get a sense of what they understand and believe to be true about 
person who has died.

� Model appropriate language around suicide.

� Often, but not always, reframing suicide as a symptom of “being sick” 
can be helpful. 

When “Symptoms” Backfire

� Some suicide survivors may be adamant that their person was not 
“mentally ill.” 

� Often, they are angry at the “stupid,” “impulsive” act the person 
“committed.”

� There may be A LOT of anger
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A Word on Social Supports

� Suicide survivors may experience shame around cause of death

� Usual social supports may not know what to do, causing isolation

� Angry survivors may push away social support (often unintentionally) 

� “My Rolodex changed”

� They may have come to you b/c feeling ashamed or abandoned by 
expected sources of support. Be ready to be very important to patient.

Red Flags
� Very close relationship with deceased

� Hx of mental illness, especially mood disorders, problematic substance 
use (drugs or alcohol)

� Isolating behaviors

� Child loss, particularly only child

� Defining self by loss

� Unable to parent remaining children

� Not progressing
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More Red Flags
� Prior losses (maybe)

� Blaming others

� Excessive Internet use (focusing on blame, reasons why)

*** Listen, don’t treat ***

� Allow person to talk about whatever they want. Don’t hound them 
about loss.

� Story may be repeated many times, details may change. 

� Allow for inconsistencies as they build a narrative around loss.

� Bear witness to the telling. Offer reliable, consistent support.

� Respond to stories; report feeling sad, moved, etc.
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Tools and Techniques
� Journaling

� Grief monitoring

� Allotting time to grieve

� “Bring a Friend”

� Letter Writing

� Letter Receiving

� “How would _______ respond to what you’re saying/thinking?”

� Narrated tape of events (much later)

Other Treatments
� Antidepressants – Research shows that antidepressants do not help 

with symptoms of grief. They can be helpful in treating comorbid 
depression and/or anxiety.

� Cognitive Grief Therapy – 16-week manualized treatment for 
complicated grief. Can be taught fairly easily. CGT reports 70 percent 
success rate.

� EMDR – Assists with “sticking points” contributing to complicated grief, 
but is not a “short-cut.”
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Francine Shapiro, PhD
� “When spontaneous healing hasn’t been taking place, that’s when you 

use EMDR. Whereas most bereaved people go through a cycle or a 
creative time when feelings of worthlessness or failure or despair or 
separation from the world automatically arise after the death of a loved 
one, they usually move on through various stages of healing. When 
they are not moving on through those different stages, then we would 
say that the information is locked up or dysfunctional.”

� 2014, Interview with Robert Zucker, MA, LCSW

Conclusions
� Suicide has a lot of stigma.

� Survivors, caregivers, members of the broader community belong to a context 
with common myths and stigmas.

� The way we work with patients is important, recognize our use of language, 
and recognize the role we should and should not play.

� What they need as much as anything else is connection.

� Assist with the integration process of the loss.

� Not something you can “fix.” There are red flags, but you cannot control it.

� Does not necessarily mean using fancy techniques, means being consistent 
and helping them to find outside supports.



3/8/19

25

For further consideration

� Need for more groups (peer and professional) for suicide survivors, 
including professionals who are survivors.

� Encourage CGT training – Not a solution, but a tool

� Encourage openness – Should we revisit existing statutes around 
confidentiality following the death of a patient? 

THANK YOU FOR LISTENING!


