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history, and understand essential medicines as a shared
global challenge that requires urgent action to avoid
further preventable deaths.
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Grief is not a disease but bereavement merits medical

awareness

Our 2007 review in The Lancet' showed ways in which
bereavement is a topic of medical importance, despite
the fact that grief, in line with George Engel’s famous but
often misinterpreted words, cannot be called a disease.”
Since then, developments in scientific knowledge
make it pertinent to ask afresh: what do health-care
professionals in general and medical practitioners in
particular need to know about bereavement?

There is heightened risk of health problems after
bereavement. Starting with the severest health effects—
the death of the bereaved person—one can die of
“a broken heart”, although this is a rare occurrence.
Studies have extended beyond an earlier focus on
spousal loss to provide information, for example, on the
long-term effect of early parental death on mortality.
Investigations of physical and psychological health
problems confirm the broad range of troublesome
reactions associated with bereavement that can result in
increased use of medication, visits to doctors (although
paradoxically, those most vulnerable may be the least
inclined to seek help), and admissions to hospital.**
There are also non-medical difficulties that can lead
to health consequences, for example, nutritional and
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sleep problems and economic trouble. Comorbidity, and
distinctions or the apparent overlap between conditions,
are still being unravelled—eg, with regard to complicated
grief, depression, anxiety, and post-traumatic stress
disorder.®> Research examining physiological mechanisms
and neurobiological processes concurrent with bereave-
ment has suggested there might be connections at
this level with ill-health, particularly for complicated
grief; biomarkers show some promise in distinguishing
complicated grief from non-complicated grief, although
application in clinical settings is not yet indicated.®
Complicated  grief  (also  labelled  “prolonged
grief”, among other terms) has by now been widely
investigated,” due partly to debate surrounding
the inclusion of Persistent Complex Bereavement
Disorder (PCBD) in the Diagnostic and Statistical
Manual of Mental Disorders, Fifth Edition (DSM-5) as a
bereavement-related clinical condition that does not have
full diagnostic category status because it was evaluated
as requiring further research. After provisional drafting
of the eleventh revision of the International Classification
of Diseases (ICD-11), complicated grief is expected to
become a category of prolonged grief disorder, with
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shorter bereavement duration (>6 months) than PCBD
(>12 months) for specification of the diagnosis.” Debate
about complicated grief criteria and the positive and
negative effects of diagnosis continues.’

There is still agreement that only a minority of bereaved
persons have complicated grief, with percentages varying
below or above 10% depending on bereaved subgroup,
bereavement duration, and complicated grief criteria.!
There is concern about potential overdiagnosis—
particularly since “bereavement” is no longer specified
as an exclusion criterion in diagnosing major depressive
disorder early after loss’—and ongoing debate about
the extent of overall resilience among bereaved people.?
In general, most bereaved people eventually adapt
well, although many suffer severely in the early weeks
and months of bereavement; more time than the
often-expected first calendar year is usually needed
to adjust. Guidelines to help practitioners distinguish
between normal and complicated grief have been
proposed.® Monitoring the need for practical and socio-
emotional support is also recommended, notably for the
increasingly old bereaved in many societies, for minority
groups, and for cases of “disenfranchised grief” (ie, losses
which are unacknowledged without opportunity to
publicly acknowledge, mourn, or receive support such as
after miscarriages).

Information on risk factors (ie, situational, intra-
personal, interpersonal, coping) can alert health-care
professionals to people likely to have negative health
effects of bereavement.”We still do not know how risk
factors relate to different health outcomes or how factors

interact to increase or lower risk (eg, circumstances
of death with personality). However, there are new
understandings of the nature of adaptive so-called
grief work (an entrenched notion in theories of grief
which proposes one must confront aspects of the loss
experience to come to terms with it) versus maladaptive,
persistent ruminative processing, with the former
identified as confrontational and the latter regarded
as avoidant of the reality of loss.” In this context, it is
important to note that the so-called stage theory of
grief should not be “prescribed” to any bereaved person,
since the approach is not valid on several counts and
bereaved people can be harmed by thinking they should
go through the stages.” There are alternative approaches
which better represent grief and grieving processes.’

More is now known about the need for, and impact of,
psychological treatments in general (ie, counselling and
therapy). There is continued support for the view that
bereaved people do not, just because they have become
bereaved, need routine referral to such interventions’
Most efficacy research has focused on the effect of
psychological bereavement intervention in complicated
grief, and to a lesser extent in depression, with some
positive results reported.”> However, more evidence is
needed about the efficacy of psychological interventions
for bereaved persons at high-risk of health complications,
including complicated grief. More precise identification
of risk groups is essential to clarify what works for
whom, and precisely when such treatment is needed.
In general, the emphasis is now on evidence-based,
solution-focused, short-term, cost-efficient psychological
treatments. Further studies need to establish the extent
to which supportive psychological interventions reduce
the increased costs of bereavement to health-care
systems.** A major thrust of current research is to examine
core processes that bring about change in specific
interventions. Researchers have also begun to explore
the usefulness of online interventions.” In the past,
psychotropic medication such as antidepressants was
not recommended by experts for bereaved persons, but
is now at times prescribed for people with complicated
grief, sometimes in combination with psychotherapy.
However, although progress is being made,” caution is
still required because of the need to further substantiate
the efficacy of such treatment approaches.”

Looking across the decades, it becomes evident that the
nature of bereavement research has evolved, influencing

www.thelancet.com Vol 389 January 28, 2017



Comment

knowledge about grief in a medical context. Even in the
time since our 2007 review, there has been some expansion

We were the authors of the Lancet 2007 review on health outcomes of
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A thank you to The Lancet’s peer reviewers in 2016 X

With the new year under way, it is fitting to pause and
express thanks to the almost 2300 reviewers (appendix)
who took time to comment on Lancet manuscripts
in 2016. Many on repeated occasions and across the
Lancet family of journals.

Each peer review tells a story. Beyond the rudiments
of quality, clinical value, and novelty related to the
submission, peer reviews share the intellect and
personality of the reviewer. They often challenge
authors and editors alike with broader perspectives of
health and provocative assessments of how a particular
study could change thinking. This combination adds
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richness and diversity to The Lancet’s content and

See Online for appendix

assures its relevance to an international general
readership.

The willingness,

timeliness, and thoroughness

of reviewers is appreciated by authors and editors.
Although not every suggestion may be acted upon,
they form a vital part of decision making and of
subsequent editing, and are never taken for granted.
Thank you for your support over the past year.

The Editors of The Lancet
The Lancet, London EC2Y 5AS, UK
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