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Introduction

Grief is a natural response to loss that can affect emotions, thinking, sleep, appetite, physical energy,
relationships, spirituality, work, and the ability to manage ordinary routines. Nurses encounter grief
after death, terminal diagnosis, miscarriage, disability, amputation, loss of independence, separation,
major illness, or other events that alter a patient’s expected future. Effective nursing care begins by
recognizing that no single emotional sequence describes everyone. Sadness, anger, yearning,
disbelief, relief, guilt, numbness, poor concentration, and temporary withdrawal may all occur without
indicating a mental disorder. At the same time, bereavement can coexist with major depression,
traumatic stress, substance misuse, suicidal thinking, or prolonged grief disorder, making thoughtful
assessment essential. The nurse’s role is not to remove grief or force acceptance on a timetable. It is
to provide therapeutic presence, identify immediate physical and psychological risks, understand how
the patient interprets the loss, support practical functioning, and connect the patient with appropriate
clinical, social, cultural, or spiritual resources. Recent nursing research continues to emphasize
communication, individualized support, bereavement guidance, and organizational preparation for
staff providing end-of-life care.

Understanding Grief Without Forcing a Stage
Model

Older descriptions of grief often present denial, anger, bargaining, depression, and acceptance as if
every person must pass through the same stages in a fixed order. Those concepts can help some
patients name particular feelings, but they should not be used as a checklist that determines whether
someone is grieving “correctly.” Reactions can overlap, disappear, return unexpectedly, or remain
absent. A person may accept a death intellectually while still feeling intense yearning; another may
experience relief after a long period of suffering without loving the deceased any less. The dual-
process model offers a more flexible framework by describing movement between loss-oriented
coping and restoration-oriented coping. A bereaved person may spend one period remembering,
crying, or confronting absence and another paying bills, caring for children, returning to work, or
learning tasks previously performed by the deceased. Oscillation between these activities can be

Copyright © 2026 Academic Master. | 1


https://academic-master.com/how-can-nurses-treat-patients-who-are-going-through-grief-situations/

@ ’ACADEMIC

adaptive because continuous confrontation with pain may become overwhelming while complete
avoidance can interfere with adjustment. Nurses can normalize this variability and avoid language
that pressures patients to “move on” or treats continuing bonds, anniversaries, and memories as
evidence of pathology.

Assessment, Safety, and the Difference Between
Grief and Mental Disorder

Nursing assessment should combine listening with direct questions about functioning, medical needs,
safety, and support. Useful areas include sleep, appetite, medication adherence, alcohol or drug use,
concentration, daily responsibilities, social isolation, spiritual distress, and the circumstances
surrounding the loss. Grief and depression overlap, but they are not identical. Grief often occurs in
waves connected with reminders and can coexist with moments of warmth, connection, or positive
memory. Major depression is more likely to involve persistent depressed mood or loss of pleasure,
pervasive worthlessness, hopelessness, and broader impairment, although only a qualified clinician
should make the diagnosis. Prolonged grief disorder involves persistent, intense yearning or
preoccupation accompanied by substantial impairment beyond the expected cultural and temporal
context; continuing to miss someone for years is not by itself a disorder. Nurses should ask directly
about suicidal thoughts when warning signs are present. Direct questioning does not create suicide
risk. Grief alone should also never be treated as evidence that someone is dangerous to others;
violence assessment is warranted only when specific threats, plans, severe agitation, psychosis,
intoxication, access to weapons, or relevant history indicate concern.

Cognitive, Physical, and Social Effects of Loss

Bereaved patients often describe forgetfulness, disorganization, reduced tolerance, low motivation,
fatigue, sleep disruption, appetite change, chest tightness, headache, muscle tension, or
gastrointestinal discomfort. These experiences can interfere with medication schedules,
appointments, work, caregiving, and household responsibilities. Nurses should acknowledge that grief
can consume attention and working memory while also avoiding the mistake of attributing every new
symptom to bereavement. Persistent confusion, severe chest pain, dehydration, neurological change,
medication toxicity, delirium, or worsening chronic disease requires medical evaluation. Practical
nursing support can reduce risk. Instructions may need to be repeated or written down; pill organizers
and reminders can help when concentration is poor; complex tasks can be broken into manageable
steps; and social work may be needed when the patient suddenly assumes financial, transportation,
childcare, or housing responsibilities. Anger and low frustration tolerance should be met with calm
boundaries rather than defensiveness. Low motivation should not be labeled laziness because it may
reflect exhaustion, disrupted sleep, depression, or loss of meaning. Small achievable goals can
support gradual re-engagement without creating pressure to recover quickly.
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Therapeutic Communication and Nursing
Interventions

Therapeutic presence is one of the most important nursing interventions because bereaved patients
often need someone who can tolerate silence and distress without rushing to fix them. Simple, honest
statements such as “l am sorry,” “I can stay with you,” or “Tell me about what happened” are usually
more respectful than clichés claiming that the loss happened for a reason or that the person should
remain strong. Nurses can provide education about common fluctuations in grief, explain warning
signs that warrant additional help, and offer referrals to primary care, mental-health professionals,
hospice bereavement services, social workers, chaplains, or community groups according to the
patient’s preferences. Practical assistance can be as important as emotional conversation. A newly
bereaved person may need help obtaining food, transport, medication, childcare, benefits
information, or communication with an employer. Validated grief questionnaires can support
structured assessment, but no score replaces clinical dialogue and cultural context. Care should focus
on the patient’s stated needs and existing strengths, including supportive relationships, faith,
routines, creativity, previous coping strategies, or willingness to seek help, rather than imposing one
preferred method of grieving.

Cultural, Spiritual, Family, and Staff Support

Grief practices vary widely across cultures, religions, families, and individuals. Mourning may involve
prayer, washing or preparing the body, specific clothing, food, music, silence, gatherings, memorial
periods, or restrictions on who handles the deceased. Nurses should ask what matters rather than
assuming that every member of a cultural or religious group follows the same tradition. Spiritual
distress may appear as anger toward God, loss of meaning, fear of death, or conflict with a faith
community, while nonreligious patients may find meaning through relationships, nature, art, memory,
or service. Family members can also grieve differently, creating tension when one person wants
repeated conversation and another copes through work or quiet. Review evidence on nursing around
death and bereavement highlights the importance of patient- and family-centered support, culturally
appropriate communication, advocacy, professional education, and adequate organizational
resources. Nurses themselves require support because repeated exposure to death can contribute to
grief, moral distress, compassion fatigue, and withdrawal. Debriefing, reflective practice, supervision,
peer support, realistic staffing, and education help clinicians remain compassionate without requiring
emotional detachment.

Conclusion

Nurses support people in grief most effectively when they combine compassion with careful clinical
judgment. Grief can affect memory, organization, motivation, sleep, appetite, physical comfort,

Copyright © 2026 Academic Master. | 3



@ ’ACADEMIC

relationships, work, and spiritual life, but there is no single timetable or required sequence of
emotions. Nursing care should therefore avoid rigid stage models, stigmatizing language, and
assumptions that continuing sadness is automatically pathological. Assessment should identify
physical iliness, severe functional impairment, depression, trauma, prolonged grief disorder,
substance misuse, and suicide risk while recognizing that most grief remains a normal response to
meaningful loss. Therapeutic presence, clear education, practical assistance, culturally sensitive
communication, and appropriate referrals can help patients remain safe and supported while adapting
to changed circumstances. Families may need help understanding different grieving styles, and
healthcare organizations must also support nurses who repeatedly encounter death. The purpose of
care is not to erase grief, because grief reflects the significance of what or who has been lost. The
nursing goal is to preserve dignity, reduce avoidable suffering and risk, strengthen available supports,
and help patients rebuild daily life without requiring them to abandon memory or attachment.
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