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Some 18 months after her husband’s death, Martha, aged 63, describes herself
as “drowning in a sea of grief.” Far from moving toward some form of recovery,
she experiences herself as “stuck” in a futile protest against the impossibility of
living without John, who had been the “compass” for her life for the past two
decades. Without the special caring, attunement, and structure he provided her,
Martha feels “disoriented,” “unreal,” as if his death is “just some sort of terrible
joke” on the part of a malicious God. John’s fast demise from an aggressive
cancer gave her little time to adapt to the harsh reality of his impending loss, but
Martha confesses that she spent the majority of this “warning period” actively
resisting the knowledge of his eventual death, just as she continues to resist the
full emotional implications of his absence. Now, she feels deeply lonely and “cut-off”
from others, with the exception of her concerned adult son and daughter, and is
caught up in an angry “fight” with John’s children by a previous marriage about
the estate. Because the dispute arose partly from critical ambiguities in his will,
Martha confesses that she also feels betrayed by John, and wonders whether his
apparent love for her was really “a lie.” She therefore feels as if his death not
only deprived her of a hoped-for future with John in retirement, but also eroded
a cherished view of their past. Tearfully, she describes how she has “no purpose
for living” since John’s death, and as her health has begun to suffer as a result
of the stress of the loss, she finds herself wishing that it were she, rather than he,
who had died.
In many respects Martha exemplifies the diagnostic category of complicated
grief, a condition whose coherence, correlates, and consequences have received
increasing scrutiny over the past decade in both the psychological and psychiatric
literatures (Prigerson & Jacobs, 2001).1 Our goals in the present chapter are to
orient the reader to the data on the incidence of such complications in bereavement,

1

Note that this diagnosis, currently being reviewed for inclusion in the DSM V, is in the
process of being relabeled “prolonged grief disorder” to emphasize its persistence beyond
the period of normal grief. However, we have retained the term “complicated grief” to
maintain continuity with the present published literature.
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especially among older adults, and to sketch how they might be assessed and
treated from a broadly cognitive-constructivist viewpoint, one centered in the
human need to reestablish continuity and meaning in a life story that has been
challenged by loss (Neimeyer, 2001).

Background: Pathways Through Bereavement
If bereavement were itself a disorder, then its lifetime incidence would approach
100%. It is sobering to reflect that ultimately, every person, every place, every
project, and every possession that we love, we will someday lose – at least in
an earthly sense. The accumulating succession of such losses throughout life,
culminating in the loss of all that remains at the point of our own death, repeatedly
challenges us as we age, often in the form of the normative losses of loved
ones through natural, anticipated causes. At any time, there are over 12 million
widowed persons in the US, with 800,000 new cases added annually. By the
age of 65, one half of all women and 10% of all men will have been widowed
at least once, and these figures will rise to 80 and 40%, respectively, by age 85
(Rosenzweig, Prigerson, Miller, & Reynolds, 1997). As striking as these numbers
are, they dramatically underestimate the extent of bereavement as a psychosocial
transition in later life, as the loss of siblings and friends exceeds spousal bereavement by a factor of three-to-one and nine-to-one, respectively (Hays, Gold, &
Peiper, 1997). Other losses are less normative, and as evidence suggests, more
difficult for survivors, such as the “off-time” death of an adult child suffered by
10% of elders (Moss, Moss, & Hansson, 2001), or the sudden or violent death of
a loved one through accident, suicide, or homicide (Currier, Holland, Coleman,
& Neimeyer, 2007). If only because such losses grow increasingly frequent as we
age – and simultaneously deprive us of the support during times of adversity that
the deceased might previously have provided – one might think that debilitating
responses to bereavement like that suffered by Martha would be relatively
common in later life.
And yet the best available evidence suggests that this is not the case (Wortman
& Silver, 2001). Though the loss of a loved one in late life typically presents
significant challenges of an instrumental, emotional, and social sort, recent
findings from a unique prospective longitudinal study suggest that most bereaved
elders ultimately adapt successfully to loss. Specifically, the Changing Lives of
Older Couples study (CLOC; Carr, Nesse, & Wortman, 2006) involved over
1,500 baseline interviews with married couples from the Detroit metropolitan
area who were diverse in SES and ethnicity, with the only criterion for participation
being that the husband was age 65 or older. The research team then followed
them closely over as many as 8 years, during which time 205 lost their spouses
to death. Detailed follow-up assessments at 6 months, 18 months, and 4 years
after the death measured not only survivors’ bereavement-related distress, but
also their marital satisfaction and coping styles prior to and after the loss, mental
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health histories, social support – in sum, a remarkably comprehensive range
of mourner resources and liabilities for negotiating this profound psychosocial
transition. Results identified a subset of bereaved older spouses who followed
what was presumed to be a “common grief” trajectory, with depression rising
substantially from a low preloss baseline over the first 6 months of bereavement,
and then tapering off to baseline levels in the ensuing year (Bonanno, Wortman,
& Nesse, 2004). Such spouses seemed to exemplify the expected pattern of adaptive
grieving, finding comfort in positive memories of their partner and in many
respects engaging in constructive forms of coping with the loss. Interestingly,
however, this group accounted for a mere 11% of the sample, raising questions
about the status of the 89% of bereaved elders who failed to follow this presumably
typical trajectory. Remarkably, 45% of the widows and widowers in the study
evidenced a “resilient” pattern, which was marked by only transient distress
following the loss of their spouse, such that their level of depression approached
their baseline 6 months after their bereavement and remained low throughout the
study period. Interviews further indicated that these survivors displayed generally
good adjustment across a host of measures, and were low in avoidance-orienting
coping strategies, suggesting that they were not simply “denying” the reality of the
loss. Another intriguing group, termed “depressed improved,” were marked by
extremely high levels of depression on average three years prior to the spouse’s
death, and experienced enduring relief following the loss, reflected in very low
levels of distress in subsequent assessments. Results for the 10% of spouses who
conformed to this trajectory suggested that they had experienced considerable
distress during the spouse’s life related to the quality of the marriage (perhaps
due to an oppressive relationship or the demands of caregiving for a chronically
ill partner). For them, death was less the problem than the solution to a problem,
and they reported many surprising benefits of widowhood, which gave them a
new lease on life.
The two remaining pathways were more worrying, however. These included a
“chronic depression” subgroup that showed high distress preloss, often exhibiting
avoidance-orienting marital problems and difficulties coping, and that continued
to report high levels of distress 6 and 18 after the loss (Bonanno et al., 2004). For
this group, accounting for about 8% of the sample, bereavement seemed to have
exacerbated longstanding struggles with adjustment characterized by avoidance
coping, an inability to access comforting memories and other problems that could
benefit less from grief therapy, per se, than from competent treatment targeting
their depression (Neimeyer, 2005). Finally, 16% of widows and widowers were
classified as suffering from “chronic grief.” This subgroup not only failed to return
to preloss levels of positive adjustment, but they also reported the highest levels
of yearning and regret about the lost relationship, had the greatest likelihood of
engaging in an intensive but unsuccessful attempt to find meaning in the loss, and
were most likely to report a history of dependency in their attachment to their
partner (Bonanno et al., 2002, 2004). These latter groups suggest a focus for
clinical assessment, the concern of the next section.
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Assessment
Even under normal circumstances, the loss of a loved one can represent a profound
life transition that challenges the survivor’s adaptation at many levels, yielding
typical symptoms of shock and numbness, sadness, yearning for the deceased,
anger, guilt, depression, anxiety, and a sense of purposelessness and futility about
the future (Rosenzweig et al., 1997). In addition, it is worth recognizing that
more intimate forms of loss, such as widowhood, imply sweeping social and
behavioral adjustments that transcend these psychological symptoms. As Moss
et al. (2001, p. 247) point out, “during a marriage of many years, there forms a
system of roles, traditions, and interdependencies” that must be reworked in the
wake of loss. In keeping with this argument, data from the CLOC study indicate
that spousal loss in later life prompts a reorganization of relationships between
surviving parents and adult children, decreasing the dependence of children on
parents, and increasing the parents’ reliance on their children, a pattern that is
more accentuated for Caucasian than African-American families (Ha, Carr, Utz,
& Nesse, 2006). Finally, several studies suggest that bereavement perturbs basic
physiological systems, compromising sleep, neuroendocrine, and immune function
for adults of all ages (Hall & Irwin, 2001; Hardison, Neimeyer, & Lichstein,
2005), although the causal pathways accounting for these effects require further
research (Center for the Advancement of Health, 2004).
Beyond these general biopsychosocial challenges associated with bereavement,
there is clear evidence that some survivors will experience ongoing disruption of
their mood and social or occupational functioning to a degree that clinical assessment
and intervention is warranted. Some of these responses can be diagnosed in terms
of familiar psychiatric syndromes, such as major depression, the assessment of which
in older adults has been exhaustively reviewed by Edelstein and his colleagues
(Edelstein, Kalish, Drozdick, & McKee, 1999). Other responses, however, are
sufficiently distinct from bereavement-related depression (with its symptoms of
sad mood, anhedonia, worthlessness, and psychomotor retardation) and anxiety
(marked by nervousness, sweating, and palpitations) to merit separate diagnosis.
Across the last decade, evidence has built for considering complicated grief
(CG) an entity in its own right, whose diagnostic criteria have been evaluated in a
DSM V field trial providing strong evidence of their reliability and validity
(Prigerson & Maciejewski, 2006). Table 1 lists the revised criteria that have
survived empirical tests to determine the items yielding the most information with
respect to the underlying attribute of CG and whose high performance was invariant
across subgroups defined by age, sex, race, and kinship relationship to deceased.
As a comparison of these criteria with the problems displayed by Martha in the
opening case study will suggest, such symptoms are readily observed in clinical
practice, and can be assessed through both a structured diagnostic interview
(Silverman et al., 2000) and the self-report Inventory of Complicated Grief
(Prigerson et al., 1995). A large body of research indicates that bereaved persons
who satisfy criteria for complicated grief are at higher risk of subsequent psychiatric
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Table 1. Criteria for complicated grief proposed for DSM-V adapted from Prigerson
and Maciejewski (2006).
Criterion A. Chronic and disruptive yearning, pining, longing for the deceased
Criteria B. The person must have four of the following eight remaining symptoms at least several
times a day or to a degree intense enough to be distressing and disruptive:
1. Trouble accepting the death
2. Inability to trust others
3. Excessive bitterness or anger related to the death
4. Uneasiness about moving on (e.g., making new friends, pursuing new interests)
5. Numbness/detachment (e.g., feeling disconnected from others)
6. Feeling that life is empty or meaningless without deceased
7. Feeling bleak about the future
8. Agitation (e.g., jumpiness or edginess)
Criterion C. The above symptom disturbance causes marked and persistent dysfunction in social,
occupational, or other important domains
Criterion D. The above symptom disturbance must last at least 6 months

and physical morbidity (e.g., depression, suicide ideation, high blood pressure),
adverse health behaviors (e.g., increased smoking, alcohol consumption, poor
sleep), and quality of life impairments (Prigerson & Jacobs, 2001).
Precisely because bereavement can lead to enduring complications in multiple
spheres of the survivor’s life, assessment should be (a) multidimensional, (b)
appropriately timed, and (c) responsive to the character of loss and the life
circumstances of the client. The first of these guidelines is underscored by the
finding that, at least in the case of spousal bereavement, depression and grief follow
different courses, with the former typically subsiding within a period of months,
whereas the separation distress entailed in grief can persist at subclinical levels
for a period of years (Thompson, Gallagher-Thompson, Futterman, Gilewski, &
Peterson, 1991). As the CLOC data also illustrate (and as additional evidence
bearing on treatment response to be reviewed later further attests), these two
responses therefore can be discriminated in terms of their phenomenology, their
characteristic trajectories, their associated coping styles, and their implications
for intervention, warranting separate assessment of them as potentially comorbid
conditions. A similar argument can be made with reference to other disorders that
can complicate adaptation to loss, such as generalized anxiety, posttraumatic stress
responses, or panic disorder (Prigerson & Maciejewski, 2006). More generally, in
view of the serious health consequences associated with grief, especially in its more
complicated forms, a medical assessment of physiological functioning (e.g., immune
response, cardiac health) and cognitive function (as memory deficits associated with
bereavement-related depression can mimic dementia) is strongly advised (Edelstein
et al., 1999). However, clinicians should be cautioned against regarding only
pathological responses as worthy of attention. Indeed, a growing body of evidence
indicates that many of the bereaved display resilience (Bonanno, 2004) or even
personal growth (Neimeyer, Prigerson, & Davies, 2002) following loss. Fortunately,
instruments like the Hogan Grief Reactions Checklist (Hogan, Greenfield, &
Schmidt, 2001) provide valid assessments of these adaptive responses as well.
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The timing of assessment also deserves consideration. Whereas some syndromes
can be reliably assessed in the early weeks or months of loss (such as mood or panic
disorders), complicated grief cannot be validly diagnosed until a marked pattern of
impairment has been observed for at least 6 months (as the criteria dictate). This
conservative guideline discourages over-diagnosis in the early aftermath of loss,
when a high percentage of bereaved persons who will ultimately overcome their
acute distress would endorse high levels of symptomatology. However, for the
10–15% of the bereaved who meet CG criteria for 6 months or longer, evidence
suggests that the successful adaptation achieved in most uncomplicated cases is
much less likely to occur over the succeeding 3 years (Ott, 2003).
Finally, assessment should be guided by the character of the loss itself as well
of the client who suffers it. For example, violent losses (i.e., by suicide, homicide,
and accident) have been found to generate more complicated grief symptoms than
natural deaths, even when the latter are sudden and unexpected (Currier et al.,
2007), and the gradual demise of a loved one in a state of progressive dementia poses
unique demands upon caregivers long before the death itself occurs (Meuser &
Marwit, 2001). These and other forms of bereavement might therefore call for
focused assessment using any of a growing number of grief measures tailored to
specific forms of loss, as extensively reviewed by Neimeyer and his colleagues
(Neimeyer & Hogan, 2001; Neimeyer, Hogan, & Laurie, 2007). The increasing
translation of these scales into Spanish and other common languages and greater
attention to issues of culture is a further salutary trend reflected in these reviews.
But even with a repertory of formal assessment tools (which can be complemented by a range of familiar measures of coping styles, social support, spiritual
resources, and other relevant factors), there is clear compass for clinical acumen
in evaluating distinctive themes pertaining to given losses and clients. For example, losses
of siblings – the most common form of family loss for older adults – deprive
survivors of their longest-lived relationships, which have often provided a sense
of history and shared validation of identity across a lifetime (Hays et al., 1997).
On the other hand, loss of a spouse or even an elderly parent ends the most securityenhancing relationships in adult life, posing potential problems for survivors with
patterns of insecure attachment (Field, Gao, & Paderna, 2005; Neimeyer et al.,
2002). Finally, death of an adult child – often by violent means – has been found
to have a particularly enduring impact (Malkinson & Bar Tur, 2005) and to pose
special risks to the elderly parent’s mental health (Clarke & Wrigley, 2004).
Delicate therapeutic inquiry into the significance of the loss and the function of
the relationship to the deceased is therefore indicated. Such inquiry need not be
limited to diagnostic interviews, of course, as illustrated by the “empty chair”
monologues used by Field and Bonanno (2001) to investigate the adaptation of
older bereaved spouses 6 months after the death of their partner. Giving each
spouse 5 min of time alone to address the deceased as if he or she were present
in the room, these researchers found that the degree of self-blame (e.g., about
things done or not done) that could be coded in the dialogues predicted more
acute grief symptomatology. In contrast, the amount of other-blame (e.g., about
the death itself or treatment of the surviving spouse) was related not to grief, but
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to subsequent development of somatic and anxiety symptoms. These issues
concerning the meaning of the loss and the nature of the (postmortem) relationship
to the deceased receive further attention in the section to follow.

Conceptual Issues
The conceptual framework through which we approach the life disruptions
occasioned by bereavement is provided by constructivism, a broadly postmodern
approach to psychology that emphasizes the personal and social processes by
which people impose meaning and orientation on the experiences of their lives
(Neimeyer & Bridges, 2003; Neimeyer & Mahoney, 1995). From a constructivist
standpoint, grief can be viewed as a struggle to reaffirm or reconstruct a world
of meaning that has been challenged by loss (Neimeyer, 2001). Converging
evidence from several investigators has linked an inability to do so with intense
and protracted grieving (see Gillies & Neimeyer, 2006, for a review), whereas
an ability to “make sense” of a loss in spiritual, philosophical, or practical terms
predicts more favorable bereavement outcomes (Center for the Advancement
of Health, 2004; Davis, Nolen-Hoeksema, & Larson, 1998). In fact, a recent
study of an ethnically diverse sample over 1,000 adults bereaved by the natural
or violent deaths of their loved ones demonstrates that sense-making served
as a nearly “perfect” mediator of the impact of suicide, homicide, or accident
on the complicated grief symptomatology of survivors, even when compared
with unexpected natural deaths that shared the element of suddenness (Currier,
Holland, & Neimeyer, 2006). Additional research suggests that for many mourners bereavement adaptation entails maintaining an adaptive continuing bond
of attachment with the one who has died (Rubin, 1999), at least at later phases of
bereavement (Field & Friedrichs, 2004). Thus, viewing complicated grief through
the twin lenses of attachment theory (Bowlby, 1980) and meaning reconstruction
(Neimeyer) could provide an integrative frame for understanding not only problematic
adjustment to loss, but also resilience and growth (Neimeyer, 2006).
A particularly apropos theoretical contribution of constructivism to bereavement
research and practice is the concept of narrative, the neurologically, psychologically,
and socially instantiated process by which human beings “employ” events, attributing
to them organization and thematic meaning. Nowhere is this narrative activity
more evident or important than in the formulation of a self-narrative, defined
as “an overarching cognitive–affective–behavioral structure that organizes the
‘micronarratives’ of everyday life into a ‘macronarrative’ that consolidates our
self-understanding, establishes our characteristic range of emotions and goals, and
guides our performance on the stage of the social world” (Neimeyer, 2004, pp.
53–54). From this perspective, identity can be seen as a narrative achievement, as
our sense of self is established through the stories that we tell about ourselves,
the stories that relevant others tell about us, and the stories we enact in their
presence. Profound “psychosocial transitions” such as bereavement (Parkes,
1993), however, perturb the coherence of this self-narrative, presenting survivors
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with difficult-to-integrate losses and sometimes invalidating the fundamental
assumptions of predictability, fairness, and control on which our life stories rely
(Janoff-Bulman, 1992). In this context, postloss resilience can be understood in
terms of the successful assimilation of bereavement into still viable and essentially positive preloss narrative structures, as when the death of a spouse in late
life is viewed as a sad, but anticipated expression of the natural order, or as an
expression of “God’s will” for a deeply devout survivor. Likewise, posttraumatic
growth (Calhoun & Tedeschi, 2006) can be viewed as result of significant
accommodation in the form of reorganization, deepening, or expansion of the
self-narrative to be adequate to the changed life of the survivor. Alternatively,
bereavement that merely exacerbates an existing depressive outlook can be
construed in terms of assimilating the loss into a previous, but predominantly
negative life story. Finally, failure to either assimilate or accommodate to the
reality of the loss can leave the individual with only the remnants of a “fragmented
story” that no longer makes sense in the present (Currier & Neimeyer, 2006). The
conceptualization of these adverse outcomes accords with a recently advanced
cognitive-behavioral model of complicated grief as an inability to integrate the
loss into existing autobiographical memory structures (Boelen, van den Hout, &
van den Bout, 2006), a circumstance that clearly calls for therapeutic intervention.
It is to this topic that we now turn.

Treatment
Until recently, clinicians working with the bereaved faced a conundrum when
they shifted from the assessment of life-limiting or perhaps even life-threatening
responses to loss to attempts to provide psychotherapy to those who displayed
them. Specifically, meta-analysis of controlled outcome studies suggested that
existing treatments were manifestly ineffective for those to whom they were
offered, displaying effect sizes of one-eighth the size of conventional psychotherapy for most conditions (Kato & Mann, 1999). Though few outcome studies
exclusively focus on bereaved elders, those that do seem to follow a similar pattern
of showing small to no effects (Lund & Caserta, 1992; Reich & Zautra, 1989) or in
some cases negative effects (Sabatini, 1988–1989). Significantly, these therapies,
typically offered in a group format to bereaved adults irrespective of their level
of distress or symptomatology, consisted mainly of a psychoeducational grab-bag
of ideas for coping with grief and opportunities for emotional disclosure and
catharsis. It therefore seems possible that many of these studies yielded disappointing results because they (a) failed to use inclusion criteria to identify chronic
and severe sufferers and (b) employed interventions that were not based on a
coherent and empirically informed theory of grief (Jordan & Neimeyer, 2003).
Recent studies have attempted to overcome these limitations by using stricter
inclusion criteria and developing theoretically relevant interventions, including a
prominent narrative component. Along these lines, two studies deserve mention.
First, in 2005, a 16-week therapy termed complicated grief treatment (CGT) was
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tested against interpersonal psychotherapy (IPT) in a randomized clinical trial
with 95 Caucasian and African-American participants who met criteria for CG
(Shear, Frank, Houck, & Reynolds, 2005), many of whom were older adults.
Guided by the Dual Process Model of bereavement (Stroebe & Schut, 1999),
therapists in the CGT condition promoted the dual goals of helping clients both
process their loss and seek restoration in a changed world that required the development of new life goals. Key interventions included not only psychoeducation
about oscillating attention to these two processes, but also distinctive therapeutic
procedures such as “revisiting,” in which the client retold, recorded, and reviewed
the story of the loss, and “imaginal conversations,” in which a renewed connection
to the deceased was promoted through imaginary dialogue with the lost loved
one. Further work was done to consolidate positive memories of the relationship
and to project toward a changed future. IPT followed the usual procedures for this
empirically supported treatment (Weissman, Markowitz, & Klerman, 2000), linking symptoms of grief to interpersonal problems and working toward a realistic
view of the deceased and the development of satisfying relationships. Clients in
both conditions showed improvement over time. Significantly, however, CGT
was shown to be superior to IPT in reducing symptoms of CG and improving
participants’ work and social adjustment. CGT also produced a faster rate of
improvement in CG symptoms, although the two treatments yielded comparable
outcomes on measures of depression and anxiety. Though preliminary, these
findings are encouraging, particularly in light of the fact that therapists in this
study had a “strong allegiance” to IPT (Shear et al., p. 2603).
Not all older adults can conveniently avail themselves of face-to-face therapy,
however, especially when problems with health or transportation militate
against doing so. However, a recent survey of mostly retired, widowed people
revealed that about half of participants used the Internet and e-mail, which was
shown to be a valuable form of social support that might protect against secondary symptoms of CG (e.g., depression, posttraumatic stress; Vanderwerker
& Prigerson, 2004). In keeping with this finding, Wagner and her colleagues
(Wagner, Knaevelsrud, & Maercker, 2006) compared an individualized 5-week
Internet-based cognitive-behavioral therapy (CBT) for CG to a wait-list control
group with 55 clients exhibiting symptoms of CG. Specifically, treatment consisted
of a series of carefully tailored writing assignments with therapist feedback,
focusing on (a) recalling and recording the story of the loss in all of its most
painful sensory and emotional details, (b) drafting a letter to an imaginal friend
with a similar loss to foster perspective, compassion, and meaning attribution,
(c) integrating positive memories of the loved one into ongoing life, (d) redefining
identity, (e) sharing the story of the loss with a sympathetic other, and (f) projecting
new goals. At posttreatment, clients who received these therapeutic interventions
were substantially better off than those in the wait-list condition across a variety
of dimensions, particularly on measures of intrusive thoughts and avoidance.
Taken together, these two studies suggest that a systematic use of narrative
procedures – whether oral or written – can help clients with complicated grief to
confront and integrate the most painful aspects of their loss into their life stories
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while also consolidating sustaining memories of the relationship and reconstructing a changed sense of themselves in the future. Detailed semistructured
interviews, loss characterizations, biographical methods, metaphoric and poetic
techniques, guidelines for memory books, and numerous additional narrative
procedures for promoting these goals have been described and illustrated
elsewhere (Neimeyer, 1999, 2001).

Case Illustration
As conveyed in the vignette with which this chapter opened, Martha exemplified
virtually all of the diagnostic criteria for CG, with the possible exception of
agitation. Keenly aware of being “unable to move on with life,” she sought
therapy from the first author (RAN) for an existence that for her had become
unlivable. Therapy began with a review of her symptoms and formulation of her
loss through an extension of her own poignant metaphors of disorientation (e.g.,
being “at sea” without the “compass and anchor” that John had provided), as well
as encouragement to consult a physician colleague in view of her considerable
weight loss and depressive symptomatology, a referral she accepted. Martha then
voiced her ambivalence about the advice she had received from friends that she
had to “say goodbye” of John in order to move forward, and expressed relief
and intrigue at the therapist’s suggestion that grieving might be less a process
of “letting go” than of finding ways psychologically to continue the connection
with the loved one. When she spontaneously referred to the comfort she found
in memories of special, and sometimes “hilarious” times with her husband, the
therapist encouraged her to record these in the form of a written story of their
relationship, something she might at some point share with her grown son and
daughter. Martha enthusiastically accepted this assignment, and subsequently
credited it with helping her “turn a corner,” feeling that the writing helped her
validate key themes in her past.
In subsequent weeks Martha’s mood improved as she began a course of antidepressant medication, but several problems specific to her bereavement remained
to be addressed. Among these were the “void” she faced in the wake of the loss of
her intimacy with John, and her fear that she could never again find someone who
could love and understand her as completely. Ironically, making progress on this
issue by opening herself to the possibility that other relationships could someday
prove rewarding in their own right led to an unexpected complication: a brief
affair with an older man that ended in his withdrawal and her disappointment.
Martha then began a more cautious and considered attempt to expand her social
world, focusing primarily on lunches with women friends or group activities that
allowed her to maintain greater control over potential relationships until she was
ready for greater closeness.
A thornier problem concerned her simmering anger at people more central
to her life, including John’s children with whom she was embroiled in a legal
dispute regarding his estate. It soon became apparent that this anger distracted
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her from both the intensity of her grief and her anger at John himself for having
“abandoned” her and “left her at the mercy” of “unscrupulous manipulators.”
Reading this anger as a painfully discordant theme that resisted integration into
Martha’s narrative of her relationship, the therapist then suggested a few sessions
of focused work on this issue, including several experientially vivid “two chair”
dialogues with John centering around her hurt and rage at him for “betraying”
her by dying and leaving so much incomplete. Eventually, alternating between
John’s chair and her own, Martha was able to move the dialogue toward mutual
understanding and forgiveness.
As therapy moved toward its final stage some 6 months after it began, Martha
was able to formulate a more complex understanding of her long marriage to John,
and reach an acceptance of his human foibles as well as remarkable strengths.
She was also able to place both their love and her loss in the broader context of a
self-narrative that affirmed her considerable resources and resilience, and moved
toward a renewed spiritual conviction that God still played a constructive role in
her life, as did her children. At the point of this writing she has begun to consider
new career opportunities, although she continues to acknowledge waves of sadness
and uncertainty in a life that nonetheless feels worth living.
In addition to the psychological approaches emphasized above, a body of
literature is emerging that suggests that pharmacological interventions might
address some of the secondary symptoms of CG among older adults. For example,
in a study of 80 bereaved elders Reynolds et al. (1999) found that nortriptyline
and nortriptyline plus IPT successfully remitted symptoms of depression for 56
and 69% of participants, respectively, a superior outcome compared to placebo
with either IPT or medication management. However, nortriptyline appeared to
have little impact on symptoms of grief. Research on bereaved older adults also
provides evidence supporting the use of tricyclic antidepressants for enhancing
activities of daily living (Oakley, Khin, Parks, Bauer, & Sunderland, 2002).
In addition, other studies point to the efficacy of newer medications such as
paroxetine (Zygmont et al., 1998) and bupropion (Zisook, Shuchter, Pedrelli,
Sable, & Deacine, 2001). Thus, although pharmacotherapy does not seem to
address the core symptoms of separation distress and disruption of a world of
meaning stemming from bereavement, it does appear to have an adjunctive role
to play, especially when prominent symptoms of mood disorder complicate the
clinical picture.

Conclusion
Viewed through a constructivist lens, later life is shaped less by the objective
reality of cumulative loss than by the way such losses are integrated into the unique
life stories of survivors. In this brief chapter we have tried to sketch the outlines
of an empirically informed cognitive-constructivist view of grief, and to suggest
its promise in guiding relevant assessment and intervention in cases of complication.
We hope that readers will join us in exploring the hopeful implications of these
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concepts and methods for clinical research and practice, so that the variety of
challenges that loss introduces in life might one day be matched by the richness
of resources for meeting them.
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