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KEY POINTS

� Family-centered care guidelines recommend providing bereavement support to surviving
ICU family members.

� Bereavement is an individual experience so a one-size-fits-all bereavement program may
not work for all ICU families.

� There are many components that ICUs can include in their bereavement programs,
including brochures, sympathy cards, and follow-up meetings.

� Using a bereavement risk assessment tool could be 1 strategy for ICU staff to tailor follow-
up to at-risk families.

� ICUs developing a bereavement program need to consider factors such as how many
components to include, resources, and potential barriers.
INTRODUCTION

Mortality rates in adult critical care settings can range from 10% to 29%.1 This leaves a
contingent of family members enduring the impact of a loved one’s death in the inten-
sive care unit (ICU). Family-centered care (FCC) guidelines in critical care advocate for
addressing both the patients’ and families’ needs and values, which includes bereave-
ment care.2 Therefore, the purpose of this literature review is to provide direction for
bereavement care through evaluating common components of bereavement programs
and help guide ICU professionals in bereavement program planning and development.

DEFINITIONS OF KEY TERMS

Critical care nurses must understand the universality of grief and its enduring impact
on families’ lives.3 Definitions for key concepts around bereavement, loss, grief, and
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mourning can be found in Box 1.4 Supporting the family is an expected component of
critical care nursing. Critical care nurses who have a clear understanding of these con-
cepts will better appreciate the family bereavement experience and provide appro-
priate bereavement care.

WHY ARE INTENSIVE CARE UNIT FAMILIES AT RISK?

The death of a loved one forces the family to reconstruct their lives. Death disrupts the
normal flow of family life and reshapes family communication.4 Death has financial im-
plications for the family and affects social patterns within the family.4 In addition, ICU
family members have an increased risk of negative physical and psychological
sequelae after a patient’s death, when they may experience significantly higher levels
of complicated grief, posttraumatic stress, and depressive symptoms.5–9

Critical care consensus groups support providing bereavement care to surviving
family members to help alleviate these issues.2 Yet, it is not fully understood the extent
of how bereavement services affect surviving family members’ grief or the magnitude
of difference it makes in their lives. As one researcher stressed, conducting more
empirical research is necessary to root practice in evidence so that we can serve fam-
ilies in the best ways possible.10

THE CURRENT STATUS OF INTENSIVE CARE UNIT BEREAVEMENT SUPPORT

ICU bereavement support varies widely across global locations.11–15 The types of sup-
port ranged from sending a sympathy card to holding formal family support groups. In
most of these studies, bereavement support was delivered either by ICU nurses or so-
cial workers. In addition, most bereavement programs had little to no formal evaluation
of their effectiveness on family bereavement outcomes. See Table 1 for the current
status of ICU bereavement support.11–15 See Table 2 for examples of specific
bereavement programs along with the evaluation of their outcomes.16–19

FAMILY PERSPECTIVES—PREPARATION AND COMMUNICATION

What factors influence bereavement intensity for families? One variable is how pre-
pared a family feels for the death. Although no one is ever fully prepared for death,
preparation intersects with good communication. Understanding the circumstances
Box 1

Definitions of key concepts

Bereavement The state of having experienced the death of a significant other; confers
obligations (such as disposition of the body, ritual ceremonies) as a
temporary halt from life’s activities (such as work or school).

Loss A general term representing the absence of something valued (such as a
person, a pet, a position or status, a prized object, or an attribute).

Grief One’s emotional response; influenced by age, sex, cultural mores, ethnic
background, educational preparation, socioeconomic conditions, and the
physical/mental health of the bereaved person or family.

Mourning The social and cultural customs and practices that follow a death or loss; the
purpose is an outward and public expression of loss, to incorporate the loss
into the fabric of ongoing life.

From Jenko M, Short NM. A systems approach to improving care for all bereaved families. Di-
mens Crit Care Nurs. 2016;35(6):315–22, with permission.



Table 1
Intensive care units by country and percent of bereavement components offered

Country
Adult ICU
Responses (n)

% that Offered Bereavement Follow-up
and % of Each Individual Bereavement Component

United States 237 Offered bereavement follow-up (37.6%)
Condolence card (62.9%)
Bereavement brochure (43.8%)
Follow-up telephone call to the family (36%)
Memorial service (11%)

England 113 Information provided about follow-up support (76%)

New Zealand
Australia

153 Offered bereavement follow-up (31.9%)
Phone call to family (89%)
Meeting with medical staff (45.7%)
Sympathy card (26.2%)

Denmark 46 Offered bereavement follow-up (59%)
ICU visit for family (41%)
Meeting with medical staff by request (30%)
Condolence letters (28%)
Follow-up telephone call to the family (26%)
Referral to priest or clergyman (24%)
Routine meeting with medical staff (24%)
Referral to counseling (11%)

European ICUs 85 Offered bereavement follow-up (41.1%)
Viewing the deceased (90.6%)
Providing follow-up information (79.8%)
Sympathy letter (20%)
Calling family to arrange meeting (31%)

Data from Refs.11–15
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around the death (eg, violent death, unexpected death, prolonged death) and the pre-
paredness of the death is important aspect for families’ psychological adjustment dur-
ing bereavement.
One group of researchers found that being more prepared was associated with

higher coping skills and less bereavement intensity in family members 6 months after
the ICU death.20 Similarly, a study on the suddenly bereaved ICU family member found
that both verbal and written information was helpful in their bereavement process.21

Whereas others reported that family satisfaction with the ICU was low when they
received poor communication and a lack of information.22 Whether or not an ICU
has a formal bereavement support program for families, ICU health care professionals’
actions during the time they are in ICU can make a difference in how families cope with
the death.18 This includes clear, compassionate communication that assists in keep-
ing the family prepared.23,24

FAMILY PERSPECTIVES—SUPPORT AND EXPERIENCES

There is strong evidence that ICU families want and need bereavement sup-
port.18,22,25,26 The following quote from an ICU family member highlights this point:

After he died, they just came in there and pronounced him dead, and started
covering him up and moving him, and pulling out all these things.. They did
not give me a minute to just kind of get up and grab my stuff and get out. So, I
just left. I would have appreciated some follow-up or grief support or social



Table 2
Examples of bereavement programs and evaluation of outcomes

Site Bereavement Components Evaluation

Cardiac ICU � A bereavement packet mailed to families
at 4 wk with a list of support groups in the
area and 7 brochures with information on grief

� A sympathy card (in English or Spanish) at 2 wk
� A telephone call at 6 wk
� Two handwritten condolence letters (at 6 mo

and at the 1 y anniversary of the patient death)

Informally evaluated with qualitative statements from
family and staff

Families reported that they felt cared for through these
interventions and staff responded positively to the
bereavement program

24 Bed Medical-Surgical ICU
at a University Hospital

� “After a Loved One Has Died” bereavement
brochure was given by a chaplain or a bedside
nurse to the family

� A sympathy card signed by nursing staff was
sent 10 d postdeath

� A telephone call at 3 wk was provided by a
social worker

� An invitation to a quarterly hospital memorial
service developed by the Spiritual
Care Department

No formal evaluation of the program but found that it
was feasible to implement but did not have enough
data to determine its effectiveness or helpfulness
for families

32 Medical-Surgical ICU
at a Tertiary Academic Hospital

� A bereavement brochure provided to families
when the patient died

� A condolence card signed by staff sent to families
1 wk after the death

� A practical tasks resource packet with information
and resources to grief support groups sent 1–2 wk
after the patient death

� A follow-up telephone call made 4 to 5 wk after
the patient death and then again at 6 mo postdeath
to assess how families were coping

� A card sent to families acknowledging the
patient’s birthday

Qualitatively and quantitatively evaluated
One family member reported finding the bereavement
follow-up helpful: “You can’t ever know which particular
thing is going to help the most. I think just reaching out
and making an attempt, that might help people the
most.” p315

Researchers compared the group that received the
bereavement follow-up with another group that
did not and found higher overall posttraumatic
stress scores and prolonged grief in the nonbereavement
group, but no difference in anxiety, depression, or
satisfaction of care scores

Data from Refs.16–19
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work or anything. Because I did not cry at all, until 2 months ago, I finally had
myself a good little fit. I did not know that I was messed up. I wished that I had
spoken with someone. Or someone had reached out to me in some way.26(p815)

Below is an additional list of what ICU families have shared regarding their needs
and experiences around bereavement care:18,27

� Bereavement is an individual experience for families and a one-size-fits-all
bereavement program may not work

� Situations that occurred during the ICU experience remained significant for fam-
ilies beyond a year after the patient’s death (this included both positive and nega-
tive experiences with ICU staff)

� Social, cultural, spiritual, and religious events after the death held extreme impor-
tance for ICU families

� Timely bereavement support is important to families
� Reliable information on financial issues is needed
� Follow-up with a bereavement counselor is beneficial
� Connections to people who have experienced similar bereavement issues is
appreciated
DEVELOPING AN INTENSIVE CARE UNIT BEREAVEMENT PROGRAM

For ICUs that are considering adding bereavement support, it is important to consider
the following: (1) what components to include, (2) is a bereavement risk screening tool
necessary, and (3) how to develop a plan to ensure the program is successful and sus-
tainable. The remainder of this paper discusses these aspects in more detail.
WHAT COMPONENTS TO INCLUDE?

Common components found in bereavement programs include such items as
bereavement brochures, sympathy cards, and counseling services. These common
components, along with their positives and considerations, are highlighted below.
BEREAVEMENT PACKET

FCC guidelines recommend providing families with a packet of bereavement materials
addressing families’ multiple emotional, psychosocial, and financial needs.2 A
bereavement packet is typically a collection of information, including an index for com-
munity resources (eg, therapists, support groups, funeral homes), directions for
completing practical tasks after a death (eg, planning a funeral or obtaining a death
certificate), and a description of the grief process. Some ICU staff provide this packet
to family right after a patient’s death when the family is still in the hospital, although
others have described mailing the packet in the weeks after the death.17

Positives

Families have described a bereavement brochure as useful because they could ac-
cess the information on their own time and had guidance on how to complete post-
death tasks.16,28 In addition, this packet provided information on grief that
normalized the experience for many families.28 Finally, families stated they could share
the packet of information with others (eg, family or friends) who may go through a
similar experience.4,28
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Considerations

One consideration regarding a bereavement packet is the timing of when to deliver it
to families. Some families are in a state of shock at the time of death. Therefore, if the
packet was given to them at that time, they may forget they received it.28 In 2008,
Ross17 also found that families often did not read the bereavement information at
the time of the patient’s death. Because of this, they sent the bereavement packet
via mail 4 weeks after the patient’s death and checked in by phone with the family
2 weeks later. Another consideration is that some families may find that the resources
listed are not applicable or accessible to them.28 A final concern is that the packet
would require ongoing updates by staff. Even with all these considerations, a bereave-
ment packet is a low-cost, minimal risk intervention for ICUs that may help families’
cope with their loss. ICUs could consider offering a follow-up phone call to check in
with families about the packet, answer any questions, provide referrals, and reinforce
any important information.

SYMPATHY CARD OR LETTER

A sympathy card is an intervention to recognize a family’s loss. It is typically sent to
families within a few weeks after a patient’s death and is usually signed by ICU staff
who cared for the patient. This can be standardized or it can be personalized to the
family as a condolence letter.

Positives

In general, ICU families appreciate receiving a sympathy card and regard it as a mean-
ingful gesture.28,29 Even if families could not remember when they received it, or who
signed it, they accepted it as a token of compassion and remembrance of their loved
one.19,28 In 1 study, families appreciated the high-touch, personal aspect of a condo-
lence letter, which is more individualized than a signed sympathy card, and reported
that it was something tangible they could hold onto.29

Considerations

A randomized trial reported a potential negative outcome of a condolence letter.30 In
this study, a physician or nurse handwrote the letter in the following format: (1) recog-
nition of the death and the name of the deceased, (2) mention of the deceased, (3)
recognition of the family members, (4) an offer to help, and (5) an expression of sym-
pathy. Researchers found higher levels of complicated grief in the families who
received the letter versus those who did not. Researchers also interviewed families
who participated in the study and surmised that this finding may be due to families
feeling suspicious of why the medical team would send a personalized, handwritten
letter.30 Even though sympathy cards require staff’s time to organize and implement,
in general, they are a low-cost bereavement follow-up service. In addition, many fam-
ilies seem to appreciate the sentiment of a sympathy card. However, given the 1 report
of harm, more research is needed to identify the best method of sending a personal-
ized sympathy letter to families.

FOLLOW-UP PHONE CALL OR MEETING

A follow-up phone call or meeting from the ICU staff is another component of a
bereavement program that may benefit some families. This is usually offered any-
where within a few weeks or months after the ICU death. The follow-up call or meeting
can provide information about the events that led up to the death and the cause of
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death. A meeting also can be used to assess how the family is coping and if they need
any additional support or referrals. These are usually conducted by ICU nurses, phy-
sicians, or chaplains.31–33

Positives

Most family members appreciated the option of having a follow-up phone call and/or
meeting.28,31 However, families who may benefit the most from this bereavement
component are the ones who had unresolved questions about a patient’s death.
These families expressed that they would have appreciated a follow-up phone call
to help them process the emotions and unanswered questions surrounding their expe-
rience in the ICU and to provide closure.28

Considerations

Follow-up meetings may not be necessary for every bereaved ICU family. In general,
only about 7% to 10% of families reported that they needed this and it was usually to
get answers regarding the cause of death.32 In addition, families felt this should be
offered by someone who knew the medical history of the patient (eg, physician).28

Also, this component could be time consuming and staff may require additional
training to conduct the calls or meetings. Therefore, 1 approachmay be to screen fam-
ilies for bereavement risks to assess who may benefit most from this component.
COUNSELING SERVICES

Families will have a variety of reactions to loss and providing psychological interven-
tions that assist with coping can be beneficial. Because of this, counseling services
are an important component for ICUs to consider offering to families. Therapy can
be a useful intervention in helping families deal with troubling emotions, thoughts,
and behaviors after the loss of a loved one. These services usually include a trained
mental health care professional and can be delivered in individual, family, or group
settings.34

Positives

In a recent study on bereavement, most families found counseling on their own and
were in favor of ICUs offering it.28 These families reacted positively toward counseling
during the grief process. All the families who attended therapy thought it should be a
routine component in bereavement support.28 This finding is supported by others who
found individual counseling and support groups to be one of the bereavement services
that were the most helpful in processing family grief.35

Considerations

Again, as with other components, timing is an important factor to consider when rec-
ommending counseling. Families have reported that within 2 weeks immediately after
the death is too soon for counseling. During this period they are still suffering from in-
formation overload.28 Most families suggested that the optimal timing of offering coun-
seling should be 3 to 4 weeks after death.28 An additional factor to consider is where
the family lives. If the ICU staff provides recommendations close to the hospital, yet
serves families from a wide geographic region, many families may not be able to
use these services. One suggestion for ICUs to consider is to provide information
on how to find counseling services in the families’ local geographic region in either
a bereavement packet or during follow-up communication.
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MEMORY-MAKING INTERVENTIONS

Memory-making interventions include items, such as a memory box, ICU diaries, sto-
rytelling, and an ECG Mementoª. A memory box typically contains a physical
reminder of the patient (eg, a lock of hair, handprint, or photograph) and is created
immediately after the patient’s death.16,36 An ICU diary is written by family members
and nurses when the patient is critically ill (eg, sedated and ventilated) and is read
at a later time to help understand the events in the ICU.37 Storytelling includes the
ICU families sharing their experience before, during, and after the patient’s illness
and death.38 Finally, the ECGMementoª is composed of a 3-inch strip of the patient’s
heart rhythmmounted on a card, which is signed by the health care staff (see Fig. 1 for
an example).39

Positives

Memory-making interventions can provide a tangible, physical presence for bereaved
families to feel closer to their loved one by providing comfort during the grieving pro-
cess.39–41 For example, in 1 study, when asked about a memory box, a family mem-
ber’s response was:

I think going home there is just this void. You know youmiss the physical presence
of that person being there. Just to have something to hold onto and hold in your
hands. I think that would have been really helpful.28(p215)
Fig. 1. ECG Mementoª. A 7.5-cm ECG strip laminated and mounted in a card signed by
nursing staff. (From Beiermann M, Kalowes P, Dyo M, Mondor A. Family members’ and
intensive care unit nurses’ response to the ECG Mementoª during the bereavement period.
Dimens Crit Care Nurs. 2017;36(6):320, with permission.)
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ICU diaries are recommended by FCC guidelines2 because they may decrease
anxiety and depression in ICU families and increase health-related quality of
life.42 ICU diaries can help bereaved families understand the events leading to a pa-
tient’s death and answer potential questions about their experience. Families
described ICU diaries as a bridge between the past (the ICU) and the future (the
postdeath bereavement period)43 and may help bereaved families construct a
coherent narrative about their loved one’s death. In addition, storytelling was found
to be a feasible and helpful intervention for those families who suffered from a trau-
matic or unexpected death in the ICU.38 In 2017, Beiermann and colleagues39

found that families positively evaluated the ECG Mementoª because they had a
visible reminder of their loved one that they found comforting. They also reported
that this intervention demonstrated caring by the ICU staff as recognition of the
heartbreaking situation.39

Considerations

The concept of memory-making interventions can be off-putting to some families.28

When offered by critical care nurses, these interventions need to be handled in a
sensitive, caring way. These interventions should not be forced on grieving family
members. In 1 study when families were asked about a memory box, they were
clear that this needed to be discussed delicately and at the right time. Most families
suggested offering the memory box right before the death as something to think
about.28 Contrary to this, families who received the ECG Mementoª remarked
that it was best to offer this after the patient dies and not during the active phase
of dying.39 The authors shared the revised script they use when approaching
families:

I don’t know if you’ve heard of this really special thing we do here. We capture the
heartbeat of your loved one and put it in a laminated card. Some families find it
really helpful, especially if someone can’t be here at this time. It’s free as a gift
to you and your loved ones. Our goal of care is patient and family comfort. We
hope it brings comfort to you.39(p324)

The idea of memory making has been used in neonatal ICUs36 and has potential to
be valuable in adult ICUs. However, continued research is needed to understand the
impact these memory-making interventions have on families’ grief and bereavement.
MEMORIAL SERVICES

A memorial service is a way to ceremoniously remember and honor the families’ loved
one. Families often regard it as a ritual that facilitates accepting the reality of the death.
The service also provides a vehicle for expressing feelings, stimulating memories, and
providing support to the family and friends of the deceased. Memorial services can be
offered by a hospital or specific units within a hospital on an annual or biannual basis.

Positives

Memorial services may be helpful to some bereaved ICU families.35 In 1 study of 12
families, 25% of the ICU families reported that attending a memorial service would
be beneficial in their grieving process.28 In another study, most ICU families wanted
a memorial service to be offered.27 Benefits of a memorial service may include allow-
ing families to reconnect with other families they met in the ICU and provide an oppor-
tunity to acknowledge and thank ICU staff. Families even thought it might be helpful for
the ICU staff’s own grieving.28,44
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Considerations

Families have reported that attending a memorial service from the ICU or hospital may
be redundant because they held their own personalized memorial for their loved
one.19,28 Other identified barriers for not attending a memorial service included feeling
distressed returning to the place where their loved one died, living too far away from
the hospital, parking concerns, a lack of time, and feeling like a memorial service
would prevent them from moving forward in their grieving process.28 The literature
on hospital-based memorial services is limited and inconclusive on the effectiveness
to ICU families. However, if the hospital or the ICU has the resources, offering a me-
morial service could serve as a shared experience for both families and health care
professionals to honor those that died.
IS BEREAVEMENT RISK SCREENING NECESSARY?

Another aspect for ICUs to consider regarding bereavement support is if they should
routinely screen families for bereavement risk factors. Families in 1 study described
their bereavement experience as highly individualized.18 By screening ICU families,
this would allow ICUs to assess who would benefit most from bereavement services.
Ideally, screening should occur in 3 phases.45

1. On admission to the ICU to allow staff to respond to mental health issues or
bereavement support needs in a timely manner

2. Within 3 to 6 weeks after the patient death to ascertain any trauma related to the
death

3. At 12 weeks postdeath to determine whether additional assessment or support is
needed

Screening is also important because universal preventative therapy does not seem
to be beneficial for all bereaved individuals.46 In 1 study, over half of the family mem-
bers believed routine bereavement screening should be a standard of care in the ICU.
In addition, most professionals reported they would support and participate in
bereavement screening.22

If an ICU decides to screen families, use of a reliable and valid risk screening tool is
essential. The selected tool should be useful in assessing the effectiveness of
bereavement interventions and identify areas where improvement may be needed.47

Screening tools that have potential to be effective for use in the ICU are the Bereave-
ment Risk Inventory and Screening Questionnaire, which may help identify families
early on that need support,48 and the CAESAR tool, which assists in tailoring support
specifically for ICU family members.47 Please see Sealey and colleagues’45 scoping
review on other potential bereavement risk screening tools that may be appropriate
based on an individual ICUs family population.
HOW TO DEVELOP A SUCCESSFUL AND SUSTAINABLE PROGRAM

The final aspect for ICUs to consider is developing a solid plan to ensure that the
bereavement program is successful and sustainable. Box 2 suggests 8 questions
ICU professionals can ask to guide the planning stages and address common barriers.
First, ICUs need to consider identifying who will lead the program (eg, nurse, social
worker, chaplain). Second, ICUs need to select what interventions may best address
families’ bereavement while a family is still in the ICU and in the weeks to months after
the death. They can decide to offer a single intervention or develop a formal bereave-
ment program with multiple interventions and determine the timing of when to offer



Box 2

Questions to ask in planning bereavement follow-up

1. Who will take the lead?

2. What interventions are needed? What supplies are needed?

3. What is the best timing to provide services?

4. How much will it cost to support bereavement follow-up services?

5. What is the funding source?

6. Will staff receive release time to lead the program?

7. What training or education will staff receive?

8. What is the evaluation plan to determine if follow-up was effective?
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these interventions. Third, the ICU needs to consider the financial sustainability of the
program, which includes how professionals will be compensated for training and lead-
ing the program and the annual budget for delivering the program along with contin-
uous funding sources (eg, donations). Fourth, providing end-of-life and bereavement
training for ICU staff will be necessary. Finally, evaluating outcomes through interviews
and surveys is a necessary aspect of any program implementation. Potential out-
comes may include family satisfaction of care, anxiety, depression, and complicated
or prolonged grief.16,30,49

ICUs do not have to be overly ambitious because even 1 new intervention can be
helpful. As 1 family member stated, just receiving a sympathy card from the ICU
helped them feel recognized, “We weren’t just another sad little family coming
through.”28(p212) In addition, authors of a systematic review on bereavement care
in the ICU strongly advise involving families in planning a formal bereavement care
program.50 Table 2 provides examples of bereavement programs that ICUs can use
as inspiration for their own plans.16–19

SUMMARY

FCC in the ICU does not end when the patient dies. Providing bereavement support is
necessary and needed. Directions for practice can include:

� Offering bereavement components
� Screening families for bereavement risk factors and
� Developing sustainable bereavement programs.
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