
ABSTRACT
Background
Over half a million people die in Britain each year and,
on average, a GP will have 20 patients die annually.
Bereavement is associated with significant morbidity
and mortality, but the research evidence on which GPs
and district nurses can base their practice is limited.

Aim
To review the existing literature concerning how GPs
and district nurses think they should care for patients
who are bereaved and how they do care for them.

Design
Systematic literature review.

Method
Searches of AMED, BNI, CINAHL, EMBASE, Medline
and PsychInfo databases were undertaken, with citation
searches of key papers and hand searches of two
journals. Inclusion criteria were studies containing
empirical data relating to adult bereavement care
provided by GPs and district nurses. Information from
data extraction forms were analysed using NVivo
software, with a narrative synthesis of emergent themes.

Results
Eleven papers relating to GPs and two relating to
district nurses were included. Both groups viewed
bereavement care as an important and satisfying part
of their work, for which they had received little training.
They were anxious not to ‘medicalise’ normal grief.
Home visits, telephone consultations, and condolence
letters were all used in their support of bereaved
people.

Conclusion
A small number of studies were identified, most of
which were >10 years old, from single GP practices, or
small in size and of limited quality. Although GPs and
district nurses stated a preference to care for those
who were bereaved in a proactive fashion, little is
known of the extent to which this takes place in current
practice, or the content of such care.

Keywords
bereavement; community nursing; general practice;
grief; primary care.

INTRODUCTION
Bereavement is an almost universal life event. In the
past it was viewed as a private affair that individuals
lived through with the support of family, close
friends, and their local communities.1 Over recent
years, the increasing dispersion of families and the
secularisation of society has created greater isolation
for people who might previously have turned to their
loved ones or to their faith during difficult times. The
population is ageing with more people living alone: it
is estimated that 45% of women and 15% of men
above the age of 65 years are widowed.2 Death of a
loved one, particularly of a spouse, is one of the most
stressful life events on the Social Readjustment
Rating Scale:3 it is associated with increased
mortality and physical morbidity and a wide range of
psychological reactions.2

GPs are familiar with grief and loss. An ‘average’
practice has 20 patient deaths per full-time GP each
year,4 with a number of individuals who are newly
bereaved in each case. As bereavement may have
adverse health effects, some have reasoned that
health professionals have a responsibility to address
the needs of those who are bereaved and, as such,
have advocated protocols that include a practice
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death register, entries into the notes of key relatives,
and allocation of a key worker who undertakes ‘a
series of reviews to help them through the grieving
process’.5 Although such an approach might be
appreciated by some, others who are bereaved may
not desire such professional intervention.6,7 Viewing
bereavement as a normal life event that should not
be turned into a pathological condition, some health
professionals have argued against ‘paternalistic
medicalising of a normal process’ and ‘intrusive
proactivity in this most fundamental of human
experiences’.8

Most bereavement reactions are not complicated
and, for the majority of people, the necessary
support will be provided by family, friends, and
various societal resources.2,9 Although GPs and the
primary care team may be well placed to provide
bereavement support, few have received education
in this area10–12 and many are uncertain how to
respond after a death beyond being understanding,
accessible, and approachable.5,8 It is unclear how
much primary care should be regarded as part of the
general societal resources for all people who are
bereaved, what constitutes best practice, or how
primary care teams can best identify the minority for
whom intervention may be needed. Guidelines and
statements of expert opinion have been published,
but most have a limited evidence base.5,13–16

The one published literature review of
bereavement care in primary care17,18 was described
by the authors as being ‘not fully systematic’ and
only covered the literature up to 1996. Therefore,
employing a systematic search strategy and formal
narrative synthesis, the study undertook a
systematic review of the literature concerning
bereavement care provided by GPs and district
nurses and their attitudes to such care.19

Aims
The study aimed to systematically review the
literature concerning the two research questions:

• how do GPs and district nurses think they should
care for patients who are bereaved?

• how do GPs and district nurses care for patients
who are bereaved?

METHOD
A search of AMED, BNI, CINAHL, EMBASE, Medline
and Psychinfo databases between January 1980 and
May 2009 was undertaken, with the support of a
professional librarian, to identify studies of GP and
district nurse bereavement care for adults. The
search terms used are shown in Box 1.
After removal of duplicate papers, titles were

scanned to remove papers that were clearly not

pertinent. Abstracts were then read by the
researchers independently to identify potentially
relevant papers; these were read in full by both
authors independently, with any disagreements
resolved by discussion. Further papers were sought
by checking references and citation searches of
included papers, conducting an internet search using
Google Scholar, and hand searches of the British
Journal of General Practice and Palliative Medicine
between January 1980 and May 2009. These
journals were selected as they had provided several
titles in the initial search. Figures 1 and 2 show the
processes.
To fulfil the inclusion criteria, papers had to detail

empirical studies that were written in English and
reported GP or district nurse practice or their views
about caring for adults (≥18 years) who are bereaved
and grieving for deceased adults. Papers were
excluded if they detailed bereavement following the

How this fits in
On average, GPs in the UK will have 20 patient deaths annually and many
people who are newly bereaved in their practice each year. Bereavement is an
important cause of mortality and morbidity especially in high-risk groups such
as older people and those who are socially isolated, and bereavement care is
central to the recent Department of Health’s End of Life Care Strategy.20

Bereavement care practice in primary care varies widely across the UK but, with
guidelines based on expert opinion rather than evidence, it remains unclear
what constitutes best practice. Ways to improve bereavement care include
completing practice death registers, offering home visits and telephone
consultations, and sending condolence cards. The extent to which such
approaches occur in current practice, or would be welcomed by those who are
bereaved, is largely unknown. Bereavement care is frequently overlooked in
clinical practice and largely ignored in the primary care scientific community.
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• Bereavement

• Grief

• Bereav* or griev* or grief* or mourn*

AND — for GP search strategy:

• Family physician

• Family practice

• General practice

• General practitioner

• General AND pract*

• Primary health care

• Community health care

• Community health services

AND — for district nurse search strategy:

• District nurs*

• Community health nursing

• Community nursing

Box 1. Database search terms used.
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death of a child, miscarriage or stillbirth;
bereavement in childhood; or bereavement care
outside primary care. Discussion articles, guidelines
and opinion pieces with no new empirical data were
also excluded.
From an initial 841 papers about GPs and 382

about district nurses, 13 papers meeting study
criteria were identified: 11 related to GPs, and two
with district nurses and one with both GPs and
district nurses (Table 1). Pertinent information was
entered into a data extraction form designed for this
study, with these forms then entered into NVivo 8
and discussed at regular meetings at which a coding
frame was developed: both researchers coded the
data independently, resolving any disagreements by
discussion. A narrative synthesis19 was undertaken
and each paper weighted for quality, method, and
relevance to the review questions using Gough’s
weight of evidence criteria.20

RESULTS
GP and district nurse attitudes to
bereavement care
Both GPs and district nurses see bereavement care

as an important part of their roles21,22 and a satisfying
aspect of personal care provision,23 although time
pressures often result in it having low priority.23,24 They
recognise the major impact of loss25 and see it as
part of their duty to make contact with those who are
recently bereaved,22,26 although some question the
appropriateness of doing so, fearing being an
unwelcome reminder of the death27 and medicalising
grief.23 On occasions, such contacts give rise to
practitioners feeling a sense of failure and guilt over
the death.22 In the longer term, GPs are aware that
bereavement may cause people to present with a
range of symptoms and difficulties.28

Practitioners find it easier to contact those who are
bereaved if they already have an established
relationship with them.22 If the death is sudden or
unexpected, they feel a particular responsibility to
contact those who are bereaved,22 although the lack
of prior relationship makes such contact challenging.
A 2002 survey of district nurses found that 83%
believed they had an important role in bereavement
care and 82% thought they should make contact
with patients who were bereaved.21 Some district
nurses, however, see this as, primarily, a GP
responsibility21 and view visiting people with whom
they have no prior relationship as inappropriate
practice.29 Both groups recognise the need for
interprofessional coordination within the primary care
team.23,29

There is a lack of clarity concerning best practice.27

Seeking to tailor their care to the needs of the
individual,21,26 practitioners are uncertain whether to
routinely contact all patients who are bereaved or to
wait for them to consult.23,28 They are uncertain how
best to make contact, that is, whether as a home
visit, by telephone call, or by letter.21 No study has
investigated the areas that GPs and district nurses
view as important to cover beyond being
sympathetic, empathetic, and compassionate.22 In
the absence of training in the area, practice is largely
based on personal experience of loss and cultural
norms.21,22

GP and district nurse practice of bereavement
care
There is considerable variability in the provision of
bereavement care in primary care.25 Most of the
studies reported care to be planned and proactive,
with at least one contact from a nurse or doctor.30

This contact is usually a home visit23 (especially if the
GP knew the person who is bereaved beforehand22),
otherwise contact is made through a telephone
call,22,23 surgery appointment,23,24 or letter.22 A 1998
survey of GP practices found 40% to have a policy of
identifying those who are newly bereaved and 39%
to offer routine contact, usually as a home visit.23 All

Databases searches
Titles n = 979

Titles n = 841

Abstracts n = 79

Papers n = 64

Included papers
n = 11

Titles screened

Abstracts screened

Papers screened

Duplicates removed

Included papers
n = 0

Citation search n = 2
Hand search n = 2
Internet search n = 6
Total n = 10

Figure 1. Selection
process for papers on
bereavement care
provided by GPs.

Databases searches
Titles n = 560

Titles n = 382

Abstracts n = 33

Papers n = 22

Included papers
n = 2

Titles screened

Abstracts screened

Papers screened

Duplicates removed

Included papers
n = 0

Citation search n = 1
Hand search n = 0
Internet search n = 2
Total n = 3

Figure 2. Selection
process for papers on
bereavement care
provided by district
nurses.
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next of kin who were bereaved were visited at home
at least once in two studies,31,27 82% in another
study.30 If district nurses visit, this is usually within a
week of the death, often in the first 3 days.21 Some
GPs are reactive in their practice, waiting for those
who are bereaved to make contact for support;23

others practice in a mixed fashion, planning home
visits for some and waiting for others to seek help if
they desire.26,32

Some practices have policies for identifying those
who are newly bereaved and routinely offer contact;
this is usually done by a GP, but can also be carried
out by a district nurse, counsellor, or practice nurse.23

This planned care is more common in practices with
an interest in palliative care, practices that keep
death registers, and those who regularly review
deaths.23 In many practices, however, there is no
such system in place22,23 and no pattern of care.24

The content of GP and district nurse contacts in
bereavement has been little studied beyond
practitioner reports. GPs report that they express
their condolences, advise about the grieving
process, encourage people to talk and express their
feelings, and explore spiritual concerns.26 In many
cases a prescription is issued,26 most commonly for
hypnotics.25 District nurses report their contacts to
have a more practical focus, discussing any
arrangements to be made and local services
available.21 No observational studies of bereavement
practice were identified.
After an initial contact (if that occurs), it is

commonly left for those who are bereaved to initiate
further follow up;27,32 some practitioners, however,
make contact more than once,21,31 especially for
those perceived to be coping badly or who are
socially isolated.27 District nurses have been reported
to visit up to six times29 and sometimes attend the
funeral.21

Involvement of others
Care is usually provided by the GP or district nurse
without the involvement of others,23 but the charity
Cruse Bereavement Care is widely used if longer-
term support is needed.23,33 Referral to practice
counsellors, many of whom have specific
bereavement training,23 is reserved for untimely
deaths, ‘abnormal’ bereavement (such as prolonged
grief, particularly profound grieving, and depression
or anxiety in the context of bereavement), and those
who are socially isolated.25,28

Attitudes about care received from the GP
and district nurse, from the perspective of
those who are bereaved
The attitudes and expectations of people who are
bereaved towards care from the GP or district nurse

was outside the scope of this review and would
require a different search strategy of further
databases. Several of the studies included such
views, however, which are included here to balance
the professional focus.
Many people welcome contact from their practice

during bereavement,29,32 especially as a home visit,32

although 20% in one study did not want to speak to
a GP.31 Some are reluctant to make an appointment
for bereavement issues, fearing that they will be
wasting their GP’s time.31 Some would like more
support from their practice,29,31,26 including
information about the cause of death, advice on the
funeral and financial issues, or a supply of
hypnotics.32 Although most do not feel they need
bereavement counselling,31 those who do receive it
find it beneficial.30

DISCUSSION
Summary of the main findings
This review of the literature reveals both GPs and
community nurses view bereavement care as an
important and satisfying part of their work, although
one for which they have received little training.
Bereavement care provision in primary care varies
greatly: some practices have well structured
proactive bereavement care protocols, with planned
home visits, telephone consultations, or condolence
letters: others are reactive in their approach, waiting
for bereaved people to consult. There is a fear of
medicalising a traumatic but normal life event. The
literature provides a limited evidence base is for the
development of guidelines for best practice.

Strengths and limitations of this study
This review has systematically identified and
synthesised the literature concerning GP and district
nurse bereavement care. That no additional papers
were included from reference, citation and hand
searches suggests the search strategy to have been
comprehensive. In contrast to the previous review of
Woof and Carter,17,18 the study has undertaken a
formal systematic review and synthesis of the
literature.

Implications for clinical practice
While the majority of people have sufficient
resources to enable them to respond and adapt to
this major life transition with virtually no support from
health professionals2, there is a significant minority
for whom bereavement can be a very difficult
process during which they would benefit from
professional help. National guidelines recommend
that each bereaved person be made aware of
support available,34 for example through a leaflet
containing information about anticipated feelings
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and local services.35 If routine contact is not offered,
professionals may erroneously assume they are
coping, leaving them unaware of additional services
and sources of support.35

Bereavement is a major risk factor for physical and
mental morbidity and mortality, with a range of risk or
protective factors identified in a recent literature
review2 (Table 2). Although the literature is
inconclusive for some of these factors, hindering the
development of robust bereavement risk indices,36

these four categories of circumstances of the death,
intrapersonal factors, interpersonal factors, and
coping strategies provide a useful framework for
practitioners to seek to identify those at particular
risk of adverse outcomes, who may be reluctant to
consult ‘just for bereavement’ and be in particular
need of proactive care.
However, increasing part-time working in general

practice, with reduced personal continuity of care, is
leading to GPs and district nurses being less familiar
with families of patients and thus less likely to make
contact in bereavement.22,29 In addition, GP trainees
rarely cover bereavement during their vocational
training,10 a deficit that GP principals often do not
subsequently make up.11,12 Many practitioners would
welcome further education in this area,25 as called for
by several review papers.21,24,30

Implications for future research
Most of the included papers are now old: most were
published over 10 years ago and none since 2002.
Primary care and society are different in many
respects from the time that these studies were
undertaken: GPs are increasingly working part time,
with reduced continuity of care especially out of
hours; an ageing population is frequently living alone,
socially isolated from family and friends. Most are
small studies, often undertaken in one GP practice,
and thus of limited generalisability. Practitioner self-
report of care may not reflect actual care delivery in
practice, for example the degree to which reported
care is provided for all bereaved patients or the
content of consultations. Identification of the
bereaved beyond the partner or household of the
deceased has not been studied, nor has the care of
those not registered with the practice or wider family
and friends. Importantly, little is known of the views
and expectations of care from their GP practice of
the bereaved themselves. These issues need to be
addressed in future research studies if primary care
is to provide evidence-based optimal care for
bereaved people.

CONCLUSION
Bereavement care is frequently overlooked in clinical
practice and largely ignored in the primary care

scientific community. The literature concerning
bereavement care in primary care is limited: most of
the papers identified are over 10 years old, and
guidelines are based on expert opinion rather than
empirical data. From this, rather thin evidence base
the study would submit that it would be appropriate
for GPs and district nurses to offer support to all
patients who are bereaved and to proactively contact
those who might be at risk of adverse bereavement
outcomes. This is not to ‘psychologise and
pathologise grief as the next stage in the long-
running process of the medicalisation of life’ as some
have suggested,27 but is rather a practical way to
provide ‘appropriate, responsive, non-intrusive
support to people who have experienced a
bereavement’.27

A new study of bereavement care in 21st-century
primary care is needed, investigating the views of
GPs and district nurses in modern primary care,
documenting care provision in practice and, most
importantly, investigating the views of those who are
bereaved about the contact and support they would
like from primary care during the difficult period of
bereavement. This we are planning to undertake.
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Systematic Review

Circumstances Cause of death: sudden, expected, traumatic, suicide
of death Circumstances: multiple losses, witnessing extreme distress

in dying phase
Lost relationship: spouse, child
Quality of relationship with deceased
Concurrent stresses: financial hardship resulting from loss

Intrapersonal factors Personality style: optimism, high self-esteem, secure
intrinsic to person attachment
who is bereaved Predisposing factors: pre-bereavement depression, previous

bereavements
Religious beliefs and other meaning systems
Sociodemographic: widowers, children, ethnic group

Interpersonal factors Social support: social isolation, cultural and social embedding
Economic: income has little effect
Professional support and intervention

Coping strategies Grief work: sharing, disclosure, avoidance, repression
Emotional regulation: combination of confrontation and
avoidance

aTaken from Stroebe et al (2007)2 and reproduced with permission.

Table 2. Potential risk or protective factors in bereavementa
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