Problems in Family Practice

Communicating With the Grieving Family
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The physician, skilled in facilitating communication, can help
the family of a terminally ill patient cope with stress. Lowering
stress levels can reduce the risk of permanent psychological
and physical damage to surviving members. This article illus-
trates appropriate interview techniques in five common stress
areas: (1) social unacceptability of presenting symptoms and of
death itself; (2) helplessness, anger, and guilt; (3) sexual feel-
ings and expectations; (4) specific preparation for death; and
(5) bereavement and grief after death. The physician’s invest-
ment of modest amounts of time in direct care and in building
ancillary resources can result in a significant service to griev-

ing families.

A basic tenet of family practice is that good
health care begins with the physician who has a
comprehensive understanding of the health prob-
lems of an entire family.14 Those who espouse this
philosophy need to be alert to situations that are
particularly hazardous to both the mental and
physical well-being of total families. One such
situation is the terminal illness of a family
member. The primary care physician who is treat-
ing a terminally ill patient needs to be aware of
problems for the patient’s family. The period dur-
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ing which attention is focused on the dying family
member is a time of high stress for all family mem-
bers.56

In the course of routine visits with the patient
and his or her family, the physician can assess the
ability of the family to cope with stress in ways
that will minimize the risk of permanent psycho-
logical and physical damage to surviving mem-
bers.7 Early attention to family communication
problems may reduce the chance that other mem-
bers of this family will appear in the physician’s
office with complaints during the year following
the death of the original patient.89

For example, asking a family member, “ How
are you doing?” takes only a moment and can be
done in the course of a regular patient visit. The
response, “Not very well,” is a signal of diffi-
culty. A few more questions may make it clear that
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referral to a homemaker service, a support group,
or a good book on how to talk with children about
death is in order.10This process need not take an
inordinate amount of time. The important point is
to inquire and then be able to refer to other re-
sources.

This article discusses five stressful subjects that
frequently cause difficulty for both patients and
their families along with suggestions about inter-
view techniques that the physician can use. The
implication is not that the family physician should
have either the time or the inclination to try to
solve all of the problems; much of the work can be
done by ancillary services. The physician is in an
ideal position, however, to make an assessment
that services are needed.1011

The value of attention to these details may be
far-reaching. The relationship between stress and
illness has been documented.2Specifically, the ef-
fect of terminal illness and death on survivors has
been researched.8134 The well-known Holmes
and Rahe Social Readjustment Rating Scale found
that raters ranked “ death of a spouse” as the most
stressful event a person can experience. “ Death of
a close family member” tied for fourth. The scale
does not include an item for “death of a child,”
but one would hypothesize that the rating would
be high. Some findings indicate that the terminal
illness of children exacerbates family problems to
a level that results in divorce or marital separation.
Those two family crises rated second and third on
the Holmes and Rahe scale.’5

Stressful Areas To Assess With Families

Issues Related to Social Unacceptability of
Presenting Symptoms and of Death Itself

Many of the events surrounding illness and
death make people uneasy.1617 Such symptoms as
edema and incontinence are embarrassing. Alter-
ations in behavior are uncomfortable for every-
one, and the contemplation of death is even more
difficult.1819 People strain to behave as though
nothing has happened, pretending there is no prob-
lem and everything will be all right. Denial can be
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a useful response to emotional pain, but in many
death-related situations, denial is not a sufficient
response. 223 The physician can help families
begin to deal with the inevitable by initiating con-
versation about these upsetting but unmentionable
issues.64%5

For example, in a family in which the mother
of young children is dying, the physician can ask:
Have you and the children talked about why Mom
smells so bad (incontinence)? or why she talks and
acts so funny (brain metastases)? Have you and
the children talked about being afraid? afraid for
yourselves? afraid for Mom?

If the father seems unable to discuss these is-
sues, the physician can point out what research
and experience indicate. Children are better off in
the long run if they are allowed to talk about the
changes and fears as they happen.z2 This infor-
mation can then be followed up with the reminder
that there are people who can help work on com-
munication issues.

Often people, such as the father of children
whose mother is dying, need permission to ask for
help. If the family does not have helping resources
of its own, referral can be made. For example,
many communities have grief support systems,
hospices, or grief support groups. These networks
of people may focus on a specific disease such as
cancer or multiple sclerosis. Such organizations
usually have good resource lists of books, films,
and agencies. The family physician's office staff
can facilitate necessary contacts with a minimal
use of time. 243l

If the father is unable to deal with these issues,
the physician may inquire about them when the
father seems to feel more adequate. At times, an-
other member of the family can be identified as a
facilitator. If the physician knows the family and
has its grief work in mind, the right moment can be
found. It may take only a telephone call.

Issues Related to Helplessness, Anger, and
Guilt

Many of the common emotional responses of
terminally ill persons or survivors are culturally
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unacceptable feelings, “unthinkable thoughts”
tret cause guilt and anxiety.81321 These intense
responses are suppressed only to come up later in
someform of negative behavior.1420The physician
& facilitator can acknowledge and accept these
taboo feelings. 10

Conventional wisdom suggests that prolonged
illness allows family members to come to grips
with the expected death. In fact, the anticipation
of death is frustrating. Watching a loved one
slonly slip away leaves the survivors with feelings
of helplessness and lack of control.2,24 Death
evokes rage.19 Sometimes the anger is directed at
treillness and its effects. Sometimes the anger is
directed at the patient for causing such incon-
venience, expense, and discomfort for the sur-
vivors. Sometimes the anger is directed at the
physician and medical staff for not curing the pa-
tiet 6

The spouse or children need support in negotiat-
irgtheir anger. For example, a statement such as
trefollowing can be helpful: I'm sure you're very
agy sometimes, even angry at your wife for dy-
ing and angry at me for not curing her.

Such questions may evoke denial or a flood of
emotion.  Either response helps the physician
assess the emotional health of the family and know
whether the members need help.10

Issues Related to Sexual Feelings and
Expectations

Patient and spouse or lover continue to have
bath their own sexual feelings and reactions to
each other’s sexuality. As the illness progresses,
these feelings may change.3 One partner or both
mey find it increasingly difficult to express the
feelings, even though they continue to be an im-
portant part of the couple’s relationship.

Changes can be many and varied.3 A couple
nmay be so overwhelmed by the presence and sug-
gestions of well-meaning friends, relatives, and
caretaking staff that they have no private time to
keintimate with each other. A woman patient with
a uretheral catheter may silently endure inter-
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course because she has been taught that it is “ her
wifely duty.” The physician can be helpful by tak-
ing time to discuss these issues with the patient
and partner.333%3%

Some of the most common survivor reactions
are anxiety, repulsion, rejection, guilt, and insen-
sitivity.2023 Each feeling can be clarified with
simple questions. For example, the physician can
ask: Do you find it difficult to be affectionate with
your spouse now that his looks have changed so
much? Since your partner is so ill, how have you
managed your sexual needs?

Such neutral questions, which do not imply value
judgments, support the survivor and facilitate a
response.

The physician’s inquiry helps the couple in two
ways: (1) the surviving partner perceives permis-
sion to discuss sexual feelings, and (2) the couple’s
attention is focused on their respective sexual
needs and the wish of each to talk with the other.3%

Depending on the reaction of the surviving
partner, the physician may want to make some
specific suggestions. For example, the partner
may indicate that he has been given signals by staff
and family that his wife must be treated in an
antiseptic manner because she is so sick. He is
afraid to touch her for fear he will hurt her. The
physician needs to reinforce the value of love and
comfort.1837 It may even be necessary to speak to
the staff or family about the importance of letting
the couple have time alone and respecting their
wishes. Specific instructions about how and where
the patient can be touched will be reassuring to the
oversensitive partner and instructive to the insen-
sitive partner.3

Issues Related to Preparation for Death

Money and business matters frequently cause
family tension, so it is useful to ask a few ques-
tions to assess the level of denial and anxiety over
these issues.1038 Denial is not a helpful coping
mechanism when death is imminent and the fam-
ily has business or interpersonal conflicts unre-
solved.2) Some post-death guilt can be forestalled
by making use of the time families do have to-
gether during a terminal illness.18

For example, the physician can ask a spouse or
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adult son or daughter: Do you think you and your
spouse (or parent) have any unfinished business
you need to talk about? What are you going to do
about that? Is there any unfinished business be-
tween your spouse (or parent) and other people,
members of the family? business associates? Does
your spouse (or parent) have a will, and does
someone know where it is? whether it is current?
Have you discussed funeral or burial ar-
rangements as a family? Have you talked with the
patient about her or his hopes for the future?

It may be necessary gently to remind the family
that when the patient is able to think clearly, itis
important to settle any business affairs that may be
pending. Questions such as these keep the physi-
cian in touch with the adequacy of family response
to the reality of the impending death.

Support groups are valuable during the terminal
phase of illness. If the family has ties to religious
or fraternal organizations, they are usually helpful.
If your community has a hospice or other death-
related organizations, they usually have support
groups for families. Some people can talk about
death with other people who are facing the same
issue better than they can talk with their own fam-
ily or friends.3343

Techniques

A Specific Appointment Focused on the
Survivor

Many times survivors’ questions and concerns
can be handled by the physician and staff during
the patient’s regular visits to the physician. Ques-
tions about the survivor’'s own stress may require
more time. One strategy is to suggest that the po-
tential survivor make an appointment to see the
physician in his office. This appointment can be
defined as the health check that it is. (Some
routine procedures such as monitoring blood pres-
sure are certainly in order during this highly stress-
ful time.) This appointment provides an ideal time
to ask about troublesome issues noticed by the
physician during incidental exchanges with this
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person. Survivors do not feel well and may er-
roneously attribute all of their discomfort to “ feel-
ings.” If the physician does not take the initiative
ad suggest an appointment to assess the sur-
vivor's well-being, such assessment probably will
rot occur until there are significant problems.

AFile of Community Resources

An office receptionist or health technician who
isinvolved with helping patients and their families
isa natural person to put in charge of building a
resource file. Community agencies make a good
beginning point. These agencies vary in their ef-
fectiveness, and experience will clarify which ones
deliver services that help patients and their fami-
lies. The listings can be expanded to include re-
sources not related to terminal illness and grief.
Anannotated file that includes names of staff, as
wdl as such resources as movies and books,
transportation, or homemaking aides, can be an
excellent reference. The more specific the referral,
te better. Knowing the name and telephone
number of a person within an agency will facilitate
trefamily’s inclination to follow through in asking
for help (as it does with referral to another physi-
cian).

Another resource is a list of names and ad-
dresses of people who through experience work
well with patients and their families. The list may
include housekeepers as well as social workers,
nurses, and clergy. Keeping the file current can be
arewarding task to a staff person who sees that the
file is useful to the patients and their families.

Books

Numerous annotated bibliographies are avail-
able that have proved useful in practice. Since new
resources are developed continuously, being
placed on the mailing list of a hospice or grief insti-
tute gives the physician access to new bibliog-
raphies and other such resources.3
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Conclusion

If the physician’s goal is to reduce the risk of
stress-related illness in the survivors whose loved
ones have died, the family physician is in a good
position to anticipate problems.10A few minutes of
preventive attention to these grief and coping is-
sues can reduce the risk of serious psychological
and physical damage to survivors.1213 The physi-
cian may not be able to solve all these problems,
but she can assess the risk of potential damage and
make referrals when they seem appropriate.
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