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Finding Our Way: Grief, Resilience, and Growth in Difficult Times   

“It’s not a question of getting over it or healing. No, it’s a question of learning to live with this 

transformation. For the loss is transformative, in good ways and bad, a tangle of change that 

cannot be threaded into the usual narrative spools. It is too central for that.  It’s not an 

emergence from the cocoon, but a tree growing around an obstruction.”   Megan O’Rourke 

"Our grief is an ancient urge shared with other species: elephants revisit the remains of long-

dead relatives, turning over their bleached bones; gorillas bang their chests in anguish during a 

wake for a fallen friend; sea lions wail when their babies are attacked by killer whales; grief-

stricken monkeys carry their dead infants around for days; geese sing both halves of a duet when 

their partners have died." The Lonely Polar Bear NYT 7/3/2011 Diane Ackerman 

Loss, and with it the mental and physical pain so familiar to bereaved persons, is an inescapable 

part of life. Despite its often-overwhelming intensity, grief is now understood to be a natural 

condition—the human reaction to loss—and for most people is expected to abate over time and 

frequently lead to psychological growth.  However, the COVID pandemic and its sequelae have 

made coping with grief and trauma doubly difficult, bringing the loss of many traditional healing 

bereavement rituals and sources of social support.   

In this interactive session we will review current models of grief and mourning to better 

understand and navigate our personal pathways through loss, and to normalize experiences in 

which one can often feel quite alone. Then we will explore the concepts of resilience, continuing 

bonds, self-compassion, and posttraumatic growth— ideas and experiences that can help us live 

with hope and find potential for growth in the wake of life’s losses. 
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Learning Objectives 

At the completion of the presentation, participants will be able to: 

• Identify strategies for enhancing emotional resilience and nurturing growth in ourselves 

and in grieving others.  

• Compare key features of contemporary theories of grief and mourning 
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BY MARCIA LATTANZI-LICHT

here was a time when my
grief was so loud I could bare-

ly stand the noise.
A drunken driver killed my

daughter, Ellen, when she was 17.
I remember the physical blow of
hearing she was dead. I couldn’t

catch my breath and I couldn’t stop crying. It
seemed as if someone had set off a bomb that
destroyed the house of my life. 

Everywhere I looked, there was loss.
The land of grief, with its sorrowful val-

leys and mountains that seem too high to
climb, is a destination all humans eventually
find. Its hallmarks are a sense of shock and
numbness, a feeling of being alone and a des-
olation that searches for meaning. 

“It’s like a nightmare, and I kept
hoping to wake up,” said Marlene
Wilson of Boulder, Colo., whose
husband died suddenly.

“I never really knew what
forever meant until my dad
died,” said Daryl Kipke of
Tempe, Ariz., whose father
died of prostate cancer at 65.
“I can’t believe that I’ll never
see him again.”

As 76 million baby boomers
creep up the ladder of years, grief
is there to meet them. More than
2.3 million people die in the Unit-
ed States each year. Almost a mil-
lion people are widowed, and those
who die usually leave behind adult children.
As the U.S. population ages, more Americans
are experiencing firsthand the pangs of grief,
which knows no racial, financial or religious
boundaries.

Yet, how a society handles grief is not just
an individual challenge but also a collective
one. American emphasis on the quick fix cre-
ates impatience with grieving and a low toler-
ance for the slow journey through sorrow. The
language of “closure” falsely suggests that
grief can be neatly wrapped up and put away.
Families are often scattered across the coun-
try, making the reality of the loss remote for
the individual’s loved ones. Yet, grief is an ex-
perience that permanently changes us. 

When my daughter died in 1985, my
thinking was scattered, and I felt like an ani-
mal prowling, trying to protect what was left
of my world. I wished I could trade my life
for Ellen’s, but I wasn’t given that choice. I re-

alized how limited and powerless I was. As
much as I loved Ellen, I could not keep her
alive. My faith was shaken. Suddenly my life
was smaller and poorer, and I felt a crushing
burden of sorrow weighing on me. 

The only reason to keep on was that her
brother, Steve, 16, needed me.

I also was angry. Ellen’s death was the re-
sult of someone else’s irresponsible behavior.
I felt cheated out of a lifetime with her. And I
was angry for Ellen’s brother, who not only
lost his best friend but also was now an only
child.

Yet, I could see that it was painful for oth-
ers to see the depth of my anger and sorrow.
That led me to keep my grief quiet, except
with the people I could trust to listen. Why? I
realized that people judge how well someone

is doing in mourning by the degree to
which they do not show tears.

My experience was not unique. 
Although Daryl Kipke was

37 years old when his father,
Charles, died last year, the void
left him stunned and bereft.
He’d lost his mentor and
friend.

“Who will be excited in the
way dad was to hear about my

next project, my successes, or
help me sort through ideas? I

thought we would have a lot more
time together,” Kipke said. He was

especially heartbroken that his father
would miss seeing a brand-new
granddaughter, Tessa Rose, grow up.

Kipke did some things that helped him
cope and comprehend the reality of his loss.
He went to Michigan to help make the deci-
sion with his family to end his dad’s life sup-
port. Afterward, he found comfort in writing
the obituary. He visited a ballpark his dad had
helped design to gain inspiration for the eulo-
gy.

But even though his five children and wife,
Paula, supported and stood by him at the fu-
neral, Kipke had a hard time talking much
about his sorrow. He knew his wife was griev-
ing in her own way, as women do, by express-
ing her emotions and seeking out relation-
ships. There were times Kipke could not do
that. Like many men, he dove into his work
and kept his thoughts mostly to himself. He
tried to be strong for his mother, although
even that hurt. 

“It was difficult for me to see my mother
alone when she visited during the holidays. I

was used to being with my parents as a cou-
ple. They should have been able to grow old
together,” he said. “At 64, my mom was too
young to be a widow.”

One of the most difficult parts of grief is
this: It makes us feel so alone. When loved
ones die, survivors may feel powerless, angry
or shaken by a loss of innocence. The random
and cruel reality of illnesses and accidents
challenges us to feel safe in the world. Good
and caring people die of heart attacks, cancer
and Alzheimer’s disease. Beautiful daughters
die in automobile accidents.

The paradox of grief? Just when we need
the most support, it can interfere with our
ability to be close to others. We long for
closeness, but yet being close to others re-
minds us that we can lose anyone and every-
one we love. And grief leaves us feeling di-
minished.

Experts will tell you that grief is not an ill-
ness or a disease, but a process. It is isolating
for people who experience the death of a
loved one to have others dismiss the impor-
tance of mourning or urge them to “get over”
their loss so they can return to “normal.” In
the land of grief, mourning does not have a
timetable. The only thing it requires of us is
that we learn to absorb the loss, remember our
loved ones and learn to live well with, and in
spite of, our losses. 

Friends, family and a faith community can
walk with us. If we still struggle, counselors,
doctors and support groups can help. As oth-
ers hold us up, time passes. Gradually, we re-
alize that the compassion of others often
comes from empathy. They have been there,
too.

“It’s as though people who have lost some-
one precious speak a different language,” said
a young mother in Boulder, Colo., whose
daughter died of sudden infant death syn-
drome in 1994. “I don’t have to explain
things. There is a clear understanding that is
so comforting.”

Across time, the one thing that helped me
to live without Ellen was the unwavering car-
ing and support that surrounded me. It soft-
ened the sharpness of the tragedy of Ellen’s
death by reminding me that there were many
good and loving people in the world. The
greatest learning I’ve had as I’ve lived with
Ellen’s death is that no one makes it through a
painful time alone.

People acknowledged the importance of
the loss in a number of ways: attending the fu-
neral or memorial service, visiting, sending

cards, flowers, notes, bringing food, and
phone calls. The faces of friends and neigh-
bors told me how difficult it was for them to
take in the reality of Ellen’s death. In spite of
their own sorrow, and the way the loss mir-
rored in their lives, they came. 

The thing people offered that helped the
most was the ability to listen in a non-judg-
mental way. And they were present, walking
with me through the long journey of mourn-
ing. They helped me discover that I never had
to like what happened to Ellen, but I needed
to find ways to live with the experience. Most
of all, they invited me to be a part of the world
again.

My grief was most intense in the early
weeks and months. Sixteen years later, I still
have moments when I wish I could be with
Ellen, to talk, laugh, disagree, shop, cook, or
just be together. I miss the years we didn’t
have together, her career, wedding, grandchil-
dren, and most of all, the ordinary family
times.

When I think about how I have learned to
live with loss, I remember a phone conversa-
tion with my grandmother two days after
Ellen’s death. She listened and cried with me.
Then she spoke of her sister’s death in a tragic
fire when they were children. She said to me,
“Marcia, never make Steve feel bad that he’s
still alive.” My grandmother was reminding
me that my job was to love my son well and
the other people who were here to love. That
does not mean that she was telling me to for-
get Ellen, and “put the past behind me.”
Rather, she was telling me how the losses of
her life had shaped her and influenced the
woman she became.

Today, I enjoy my life and am incredibly
grateful for my many blessings. Ellen was
one of the great gifts of my life. There contin-
ues to be an empty space in my life without
her. And yet, all the other parts of my life re-
main sweet, and perhaps more so with time.
Ellen’s death has shown me the depth of car-
ing and compassion that exists in others. The
support and love of friends and family contin-
ues to be one of the richest parts of my life.

One thing is clear. Even though Ellen is
gone, the love I feel for her hasn’t died. No
amount of time can alter that. That love con-
tinues on inside me, like a song that plays on,
quietly, in the background of my days.

■ ■ ■ 

For more resources and contacts on end-of-life
issues, go to www.findingourway.net.

T

FINDING  YOUR WAY 

WEB SITES

WidowNet: An information and
self-help resource for and by wid-
ows, and widowers; covers grief, 
bereavement and recovery;
www.widownet.org

■  ■  ■  

Growth House: Offers links to
many bereavement sites, includ-
ing those specializing in diversity;
www.growthhouse.org

■  ■  ■  

AARP: Widowed Persons Ser-
vice; 601 E St. N.E., Washington,
D.C. 20049; (800) 424-3410;
www.aarp.org./griefandloss/

■  ■  ■  

The Compassionate Friends:
For parents who have lost a child;
P.O. Box 3696, Oak Brook, Ill.
60522; (877) 969-0010;
www.compassionatefriends.org

BOOKS

“Nobody’s
Child Anymore:
Grieving, Car-
ing and Com-
forting When
Parents Die,”by
Barbara Bartocci
(Sorin Books,
2000; $11.95)

■  ■  ■  

“The Mourning Handbook: A
Complete Guide for the Be-
reaved,”by Helen Fitzgerald (Si-
mon & Schuster, 1994; $22)

■  ■  ■  

“Safe Passage:
Words to Help
the Grieving
Hold Fast and
Let Go,” by Mol-
ly Fumia (Conari
Press, 1992;
$10.95)

■  ■  ■  

“Living When a Loved One Has
Died,”by Earl Grollman (Beacon
Press, 1995; $10)

■  ■  ■  

“When Bad Things Happen to
Good People,” by Harold Kushn-
er (Avon, 1994; $5.99)

■  ■  ■  

“A Broken Heart
Still Beats: After
Your Child Dies,”
by Anne McCrack-
en and Mary
Semel (Hazelden
Information Edu-
cation, 2000; $15)

■ ■ ■

“Surviving Grief And Learning
to Live Again,” by Catherine M.
Saunders, (John Wiley & Sons,
1992; $17.95)

■  ■  ■  

For more resources, go online to
www.findingourway.net

■ ■ ■ 
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Here are questions and answers to help
you through the death of a loved one:

What influences how we grieve? It de-
pends not only on the age of the person
who died, your relationship with him or
her and the circumstances of death but also
on your own age and life experience, how
much support you have, your beliefs and
your personality.

■  ■  ■  

What does it feel like to grieve? You
may experience any or all of the following:
guilt or anger, restlessness; a sense of un-
reality about the loss; difficulty sleeping;
eating and concentrating; mood changes; a
loss of energy; constant thoughts of the
person who died; and a need to talk about
him or her.

■  ■  ■  

How do we “get over”grief? Grief is not
an illness or disease to conquer. It is the re-
sponse to loss. There is no timetable for
grief. How soon you integrate the loss and
learn to live with it depends on your rela-
tionship to the person who died and your
own adjustment to the empty space he or
she left behind. Be prepared for the fact
that grief changes you.

■  ■  ■  

What is the best way to support someone
who is grieving? Acknowledge the impor-
tance of the loss by attending the funeral or
with calls, notes, visits or memorial dona-
tions. Offer practical help of meals, rides
or babysitting. Be available to listen. Talk
about the person who died, remembering
personal qualities, stories or moments
shared.

■  ■  ■  

What should you never say to a person
who has lost a loved one? Never tell the
person to think of things to be grateful for
(no more suffering, remaining children,
years shared, etc.) Never tell the person to
hide grief, stop feeling grief or that it’s
time to “get back to normal.”

■  ■  ■  

What steps should an employer take
when an employee loses a spouse or
child? Employers can help by inquiring
about the loss, listening and being open to
negotiating time off during the first year
after the death. 

■  ■  ■  

What are some ways to help children
grieve? Depending on their developmental
stage, they may have a hard time grasping

the concept of death’s permanence. Chil-
dren also tend to move in and out of grief;
one minute they seem fine and the next
they don’t. In general, explain as much as
you can in a way they will understand.
Don’t lie or hide the truth. Let them ask
questions and give them plenty of time to
talk. Try to maintain your family routines
and rules. Tell your child that you feel sad
and are grieving, and that it is OK if they
feel the same way. But don’t lean on him
or her for support. Get counseling for
yourself, so you can be stronger for your
child. Tell your child’s teacher what has
happened. And try to make sure many car-
ing people are available to your child.

■  ■  ■  

Are there resources on the Web that
can help grieving people? Yes, but do not

let Web-based grief sites substitute for per-
sonal interaction with others. Also, be
wary of Web sites that try to take advan-
tage of your bereavement, particularly
ones that want to sell you something —
memory quilts made out of the loved one’s
clothes, candles, journals, commemorative
lighted portraits, memorial trees or vanity
press biographies. If you see the words, “A
Treasured Gift for Those Who Mourn,”
hold on to your wallet.

■  ■  ■  

Where can I get help? Look for be-
reavement support close to home first.
Contact your church, synagogue or
mosque; hospices and hospitals; mental
health or counseling centers; funeral
homes or local aging organizations.

— Marcia Lattanzi-Licht

Answers to aid those coping with the death of a loved one
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Daryl Kipke’s father died of prostate cancer last year.“I never really knew what forever meant until my dad died,”he said.“I can’t believe that I’ll never see him again.” Though his wife
and five children — including Jasmine, 7, Levi, 5, and Isabel, 3 — supported him, Kipke often found himself diving into his work and keeping his thoughts mostly to himself.

Living with loss
Bereaved swim against tide of grief

       Ellen Lattanzi



BY DALE G. LARSON

t was a conversation Janet Fossett
never expected or wanted to have:
The doctor was alarmed. The can-
cer in her breast had reached an
advanced stage. And it was
spreading.

She was 46, a wife and a moth-
er. But with that doctor’s office
visit, the university professor from
Delmar, N.Y., became one more

member of an aging nation forced to wrestle
in words with her own mortality. 

As Janet was about to learn, even though
these conversations can be grueling in their
candor, advocates say they can also bring
dignity to dying and a precious sense of con-
trol. But while Americans say they want
quality at the end of life, they avoid the dis-
cussions that make dying well possible. 

“I was very scared,” said Janet, recalling
the day in April 2000 when she was diag-
nosed with stage III breast cancer. By the
time her doctors detected it, the cancer had
spread to her lymph nodes.

“I was scared of what test results would
show, scared of having drugs injected into
my veins, scared of major surgery, scared
that I would soon die,” she said. 

Perhaps most of all, Janet was scared of
talking about it. She’s not alone. Most Amer-
icans dread these conversations. Physicians
avoid them. Patients are reluctant to ask the
very questions that would help them plan for
what lies ahead. Relatives try to “stay posi-
tive” or have no idea what to say.

Janet quickly found herself the center in
this conspiracy of silence. 

“My fears made it hard to function,” she
said. “I had to push myself to do what I knew
I had to do: learn about my illness, find good
doctors, undergo tests to determine how far
the cancer had spread.”

Through conversation, Janet found a path
through her fears: She understood her illness.
Her doctors helped hammer out treatment
options. As she later realized, Janet had taken
the first steps on what she would call her
“breast cancer journey.”

■ ■ ■ 

In physicians’offices, living rooms and
community meetings across the country, peo-
ple are learning how to break the silence. As
America’s burgeoning baby-boomer genera-
tion will soon find out, it’s a three-step
process:

When they’re well, they can draw up so-
called “advance directives,” a formalized
game plan for end-of-life medical care, in-
cluding a living will and a durable-power-of-
attorney form. 

When serious illness strikes, a double set
of conversations can kick in: one with health
professionals to address not just the medical
but the emotional and social needs of the pa-
tient. The other is with loved ones, whose
support can make even the roughest end-of-
life journey manageable. 

Finally, when death draws near, conversa-
tion ascends to an almost spiritual state. By
sharing the realities of dying, fear and denial
can be replaced by intimacy and growth, a
passage through the ultimate window of op-
portunity.

“Having direct talk, even about threaten-
ing issues like dying and death, can be reas-
suring,” said Dr. David Spiegel, director of
Stanford’s Psychosocial Treatment Laborato-
ry. “It makes people feel connected, rather
than isolated. So an intimate conversation

about death can soften the terror.”
Studies back that up. One survey by Dr.

William Tierney of Indiana University found
that patients came away happier from doctor
visits where advance directives were dis-
cussed. Further down the road, conversation
becomes even more crucial. It is here that
perhaps the most crucial discussion takes
place — how to move from cure to care,
from the so-called “curative” stage of treat-
ment to the “palliative,” or comfort, stage
where hospice help could eventually be con-
sidered. 

The drive to get people talking, though,
can be complicated by cultural considera-
tions.

Each culture has its own set of rituals and
taboos concerning death, and each varies in
the extent to which its members can discuss
death openly. But in the end, the decision al-
ways comes down to the individual. 

And “it’s your values that are most impor-
tant in deciding if a treatment is right for
you,” says Dr. Laura Esserman, director of
the University of California San Francisco’s
Carole Frank Breast Cancer Clinic. She ad-
vises patients “to remember the treatments
and services are for you, not the physician.”

■ ■ ■ 

Talking to her doctors, Janet said, was
tough. But the conversation that followed
was agony. 

Janet and her husband, Jim, knew their
son, Jeff, 9, would soon pick up on the frantic
phone calls and skyrocketing anxiety in the
house. How do you tell your own child that
your life is in jeopardy?

For Janet, the answer began with a book.
Janet and her husband met with a social
worker in Boston who gave them “How to
Help Children Through a Parent’s Serious Ill-
ness.” As Jim drove, Janet read aloud on their
way back to New York.

“We learned a lot on that two-hour drive,”
said Janet. “We knew we couldn’t delay the
conversation any longer, that we needed to be
truthful and use the ‘C’word.”

They got good advice: Keep it simple.
Stress that cancer’s not contagious. Assure
Jeff that he had not, somehow, caused the ill-
ness. “Most of all,” said Janet, “we needed to
assure him he would always be loved and
cared for. By the time we got home, we had a
plan.”

Jim and his son shot hoops in the drive-
way. Sitting on the front steps, Jim braced
himself, then told his son what the doctors
had found. 

“You know how Mommy has been having
lots of tests?” asked Jim. “Well, it turns out
Mommy has breast cancer.”

“Really?” said Jeff.
“Yes. But the doctors in Boston have good

ideas about how to treat it. Mom and I can
tell you more about it later.”

Jeff asked a few brief questions. 
Then he changed the subject.
Later that evening, Janet drew Jeff a bath.

She was on her knees with sleeves pushed up
to the elbow. As Janet leaned over the tub,
Jeff suddenly asked: “Mommy, are you go-
ing to die?”

Janet closed her eyes and took a deep
breath. 

“Actually,” she began, “I really don’t
know. I’ve got great doctors and they’re go-
ing to help us figure out how to treat my can-
cer. I sure hope I don’t die. And I want you to
join me and Daddy in hoping for this, too.”

It was the talk she dreaded, “the most
frightening conversation of my entire life,”
she called it. And even then, it didn’t include
all the upsetting details — her treatment plan
included chemotherapy, a mastectomy, radia-
tion and hormonal therapy. But as dreadful as
the conversation had seemed beforehand, it
was over and done with in a heartbeat. 

“I worried whether we’d fumbled these
initial conversations,” she said later. “But we
were sure that talking about this stuff with
our son was better than not talking about it.”

But it was just the first of many conversa-
tions to come, conversations that continue to-
day, 17 months after her cancer was diag-
nosed, as Janet struggles to live the fullest life
possible in a lifetime still impossible to mea-
sure. 

Said Janet: “If I should develop stage IV
cancer, which is so often eventually fatal,
then I guess we’ll find ways to talk about that
as well.”

■ ■ ■ 

There is no way around the reality of
death and dying. But Americans are learning
that end-of-life conversations can be a path-
way leading them to a better way of dying.
The end of life, say experts, need not be all
angst and agony, but a time of personal
growth.

Americans are clear in surveys about what
they want as they die: Maintain dignity. Be
comfortable. Say goodbye to important peo-
ple. Make peace with whatever higher power
they choose. What they may not know,
though, is that the healing power of these
challenging conversations is one of life’s
greatest gifts. A few words — words perhaps
never before uttered — can lift the burden of
a lifetime of disappointment, of a shameful
personal secret, of an unexpressed love. 

In everyday words, it can sound as simple
as this:

I forgive you. 
Please forgive me. 
Thank you. 
I love you. 
Goodbye. 

Janet Fossett is not ready to say goodbye
to anyone. But if her cancer worsens, as it
could well do, she already has learned the
lexicon that will help her find a way to live
with dying.

“I’ve recently begun writing a little bit
about my life, things I’d like my son to
know,” she said. “No matter what may hap-
pen to me, this will be a part of myself that I
can always share with him.”

In her education, Janet has had some pow-
erful teachers — from authors to Webmas-
ters, social workers to medical specialists,
and most of all, family and friends. Her time
facing death has enriched her life in many
ways. 

“No one knows what the future holds,”
said Janet. “But this uncertainty is also a gift
that allows us to be hopeful for my future.”

As she moves into it, she takes with her
the greatest lesson of all.

“I learned,” said Janet, “that I did not have
to face these conversations alone.”

■ ■ ■ 

For more resources and contacts, go online to
www.findingourway.net
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QUESTIONS TO ASK 
YOUR DOCTOR :

What are my treatment options?
■  ■  ■  

What are the side effects of the
treatments you are recommending?
How will they affect me and my 
family?

■  ■  ■  

Are there any support groups
available for people with my disease
and their families?

■  ■  ■  

What symptoms might arise sud-
denly? What medicines should I have
on hand for these? What plans can
we make in advance for these possi-
ble complications?

■  ■  ■  

What treatments will help my
symptoms even if they don’t cure
what I have? 

■  ■  ■  

What are the likely outcomes of
resuscitation or life-support machines
for someone with my medical prob-
lems?

■  ■  ■  

I know you can’t say how long I
have to live, but would it surprise you
as my doctor if I died within the next
year or two?

■  ■  ■  

How can you help me plan for the
worst while I hope for the best?

■  ■  ■  

What is your philosophy and prac-
tice on prolonging life versus enhanc-
ing the quality of life that remains? 

■  ■  ■  

If your illness is advanced, ask:
“How will we know when death is
near? What signs should my family
look for and what can they do for
me?”

WEB SITES

Partnership for Caring: It’s All
About Talking page: Download 
the booklet “Talking About Your
Choices,” which introduces you 
and your loved ones to the issues
surrounding end-of-life decision mak-
ing. www.partnershipforcaring.org/
Talking/index.html

■  ■  ■  

Aging with Dignity, the Five
Wishes Project: Offers advance 
directive forms that can be used 
by residents of 33 states:
www.agingwithdignity.org

■  ■  ■  

AARP: Order free copy of “Start
the Conversation: Modern Maturity’s
Guide to End-of-Life Care” (D17219)
by sending a postcard or letter to
AARP Fulfillment, 601 E Street NW,
Washington, D.C. 20049.Visit 
the AARP End-of-Life page at
www.aarp.org/mmaturity/sept_oct00/
conversation.html

BOOKS

“Dying Well:The Prospect for
Growth at the End of Life,” by Dr.
Ira Byock (Riverhead Books, 1997;
$24.95).

■  ■  ■  

“Handbook for Mortals: Guidance
for People Facing Serious Illness,”
by Joanne Lynn and Joan Harrold
(Oxford Press, 1999; $28).

■  ■  ■  

“How to Help
Children
Through a Par-
ent’s Serious Ill-
ness,” by Kath-
leen McCue and
Ron Bonn (St.
Martin’s Press,
1996; $12.95).

■  ■  ■  

“Peaceful Dying:The Step-by-Step
Guide to Preserving Your Dignity,
Your Choice, and Your Inner Peace
at the End of Life,” by Daniel Tobin
(Perseus, 1999; $14).

■  ■  ■  

For more resources, go online to
www.findingourway.net
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Here are tips to help you talk to doctors,
loved ones — and yourself:

■ ■ ■ 

Know your stuff: Research your disease
and bring a detailed list of questions to
your doctor (see column at far right). If you
need support, bring along a friend or family
member. Ask to tape record the medical in-
terview so you can remember all the details
of the conversation.

■ ■ ■ 

Build teams: When you talk to your doctor,
nurses, social workers, clergy, and other
care-providers, think of them as col-
leagues, all interested in the same thing —
helping you live your life to the fullest in
the time you have left.

■ ■ ■ 

Learn from others: Call up a local hospice
or hospital to find nearby support groups or
educational programs for people facing the
same medical or care-giving challenges.

■ ■ ■ 

Share experiences: Get your group — say,
church or senior center — to discuss the
experiences (good and bad) that members
have had with friends and family who have
died recently.

■ ■ ■ 

Plan proactively: Discuss a treatment plan
for your remaining time with your loved
ones. Discuss your medical options (living
will and health-care proxy) and desired fu-
neral arrangements. Give your doctor a
copy of your completed directives.

■ ■ ■ 

Don’t waste time: Share with your loved

ones what you’d like to do with the remain-
ing time in your life — travel, getting to-
gether with old friends, for example. Be re-
alistic, but set down your plans in detail
and take action.

■ ■ ■ 

Tie up loose ends: Think about what the
unresolved issues are for you with your
family, and what you can do to achieve
some closure. For example, tell someone
you forgive him or her for a past conflict.
Get closure for the unfinished parts of your
life.

■ ■ ■ 

Tell your story: Make a video or audiotape
for your children or grandchildren, telling
them stories of your life and candidly shar-
ing your feelings for them. 

■ ■ ■ 

Write it down: Think of writing as a con-
versation with yourself. Writing about your
life in its final stages may not cure your ill-
ness, but finding words to describe what
you’re feeling can be emotionally comfort-
ing and help you find meaning.

■ ■ ■ 

Look for the window of opportunity: If
your illness worsens and you are trying to
balance life-prolonging treatments with
your quality of life, it might be time for you
to consider dying as the next stage of your
life. The more you talk with others and pre-
pare, the more likely you will be able to
maintain control and dignity and achieve a
sense of peacefulness in the time that re-
mains.

— Dale G. Larson 
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Jim, Jeffrey  and Janet Fossett of Delmar, N.Y., learned to have conversations about cancer  after Janet was diagnosed with stage III breast cancer in April 2000.
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hen a hospice nurse
walks into the home

of a person facing life’s
most intimate passage,

one of the more crucial
questions he or she will

ask is: What are your
hopes and fears?

That question is at the core of what hos-
pice care is all about. 

Hospice nurses are the doorway to an
end-of-life care system that includes doctors,
social workers, chaplains, home health care
aides and trained volunteers. They work to-
gether to answer any and all of their dying
patients’needs, be they physical, psychologi-
cal or spiritual. The goal is to help keep pa-
tients as pain-free — and lucid — as possi-
ble, with loved ones nearby, until death ar-
rives.

There is no typical patient at the end of
life. “Each person is unique, therefore their
care needs to be uniquely tailored,” said
Mary Raymer, chair of the social work sec-
tion for the National Hospice and Palliative
Care Organization in Alexandria, Va. 

But patients do share many concerns, said
Raymer. “The most common concerns peo-
ple express are fear of becoming a burden to
others, loss of control, loss of dignity and
choice, finding meaning in their lives, spiri-
tual concerns — in short, not necessarily the
physical component of dying but the psy-
chosocial component.”

That’s why hospice care serves both pa-
tients and families. Workers concentrate on
providing pain medication and relief for nau-
sea and other symptoms, all the while work-
ing to help the patient deal with the effect
their dying will have on their loved ones.
Team members provide spiritual counseling,
help work out arrangements for dependents,
answer caregivers’questions and make
themselves available 24 hours a day, seven
days a week.

Sandi Sunter, a hospice counselor for 20
years at The Hospice of the Florida Sun-
coast, discovered the comfort her profession
can provide when her mother, 81-year-old
Eleanor Goldstein, became a hospice patient
there, later succumbing to bladder cancer.

“In a society where the end of my moth-
er’s life could have been met with cold tubes,
heartless machines and strangers, her choice
of hospice allowed her to be the author of her
own end-of-life story. … I experienced the
value of hospice in transforming the end-of-
life journey for my mother and for our fami-
ly. As patients and families come together,
sharing this bittersweet chapter of life, hos-
pice offers hope.”

One couple who found this hope last year
was Christie Cohagen and her husband, Pat
Towell, of Falls Church, Va. Christie, 49, a
government analyst, was suffering from in-
curable cancer when she entered Hospice of
Northern Virginia last August.

For the next month, which was to be the
last of Christie’s life, Pat learned how to care
for his wife of 15 years in their home, with

the help of the hospice team. Christie’s wish-
es were respected: She was cared for by Pat
and a close circle of longtime friends, sur-
rounded by her books and mementos of
world travel.

A week before Christie died, some of her
work friends came to the townhouse with a
T-shirt they all had signed. 

“This really perked her up,” Pat says.
“Her last lucid time was seeing how much
those around her cared about her.”

After Christie’s death, Pat became eligi-
ble for bereavement counseling, a service
provided by hospices for each family mem-
ber for at least a year after a patient’s death.
“I know they are there for me,” says Pat. 

Considered a radical alternative in the
1970s when the first American hospices
were established, hospice has become the
most recognizable care offered specifically
at the end of life. It became part of the Amer-

ican medical mainstream when the hospice
Medicare benefit was enacted in 1982. Last
year, 700,000 Americans moved through
hospice, most cared for at home, though also
in nursing facilities and hospitals. More than
3,000 programs are available throughout the
United States.

Yet hospice remains widely misunder-
stood and under-used. Some doctors — re-
luctant to admit defeat against illness — may
put off referrals to hospice care until their pa-
tient is very close to death. 

The typical hospice patient is served less
than one month — usually not long enough
to put affairs in order, say goodbyes to family
and friends, create memory tapes or books
for loved ones, or simply enjoy a favorite
view out the back window while free from
pain, tubes, aggressive drugs and tests.

Although Medicare fully covers hospice
care, doctors need to establish a prognosis of

less than six months to live for their patient.
If a hospice patient lives longer than six
months, Medicare will allow the hospice
benefit to be renewed.

Dr. William Lamers, a psychiatrist who
started one of the country’s first hospices in
California in the early 1970s, said, “People
should not be afraid to ask their doctors for
hospice care sooner.”

“Pre-hospice” programs are being devel-
oped throughout the United States in which
patients with chronic, severe conditions —
but who do not yet have a six-month progno-
sis — are treated as if they were in hospice
care, with visits by a team looking at all their
needs. 

Another factor is a basic misapprehension
about what hospice is. A National Hospice
Foundation survey shows that 75 percent of
Americans don’t know that hospice care can
be provided at home and 90 percent don’t re-
alize that Medicare pays for it. Yet, the same
national research results show that Ameri-
cans want the kind of end-of-life care hos-
pice provides.

Because round-the-clock, hands-on care
is such a vital part of the hospice experience,
hospice can provide trained volunteers, who
relieve primary caregivers, do household
chores and help bathe patients. Perhaps most
important, says Jim Hodapp, a 76-year-old
volunteer in Rockford, Ill., “is to be a good
listener,” whether it is to the dying person or
their worried family.

Hodapp, a retired electrical engineer, be-
gan volunteering five years ago, joining his
wife, retired nurse Toni Hodapp, 73, a hos-
pice veteran of 15 years.

“Most hospice patients are very interested
in talking about themselves,” says Jim. “I’ve
found out most are quite frightened of dy-
ing.”

Because of the relationships Jim and Toni
build with their patients, they attend each pa-
tient’s funeral. They’ve found their atten-
dance is just one of many hospice services
greatly appreciated by the family.

“I have had so many family members tell
us they couldn’t have kept their husband or
wife at home if it hadn’t been for hospice,”
says Toni.

Jim has had one patient die in his pres-
ence. The man was alone, in a nursing home.
As Jim held the man’s hand, he noticed him
breathing very rapidly. Gradually, Jim says,
the man’s gaze shifted to the distance, his
eyes opened wide, and then his breathing
stopped.

Had Jim not been there, the man —
whose daughter had not yet arrived — would
have died alone.

Again, this compassion lies at the core of
hospice. Jim says that while his friends say
they don’t think they could do this type of
work, he believes it “is one of the best things
I have ever done. It is very rewarding.”

■ ■ ■ 

For more resources and contacts on end-of-life
issues, go to www.findingourway.net.
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WEB SITES
National Hospice and Palliative
Care Organization, (703) 837-1500:
Offers a hospice database and pro-
vides statistical and educational mate-
rial about hospice care. Or call the toll-
free HelpLine at (800) 658-8898 to
find a hospice near you.
www.nhpco.org

■ ■ ■ 

National Hospice Foundation,
(800) 338-8619: Consumer-oriented
site, with tips for communicating 
end-of-life wishes and guidelines 
for choosing a hospice program.
www.hospiceinfo.org

■ ■ ■ 

HospiceWeb: Offers a message
board, a list of frequently asked ques-
tions about hospice and links to nu-
merous hospice-related sites through-
out the world.www.hospiceweb.com

■ ■ ■ 

American Academy of Hospice and
Palliative Medicine, (847) 375-4712:
Includes a selection of links to general
hospice informational sites.
www.aahpm.org

■ ■ ■ 

The Hospice and Palliative Nurses
Association: Check on background
and credentials for hospice nurses.
www.hpna.org

■ ■ ■ 

Hospice Foundation of America,
(800) 854-3402:The site does not
have a searchable database but 
does provide guidelines for choosing
hospice, tips for dealing with grief 
and other consumer resources, 
such as a collection of hospice read-
ings and Web links. Call the founda-
tion to find a hospice near you.
www.hospicefoundation.org

■ ■ ■ 

American Hospice Foundation,
(202) 223-0204: Includes a collection
of articles with practical information
for the dying or the grieving.
Offers “Grief at School Training 
Guide & Video” to help teachers
respond to grieving children and
choose on-site training workshops.
www.americanhospice.org

■ ■ ■ 

Project on Death in America: Sup-
ports programs that illuminate the so-
cial and medical contexts of dying and
grieving. www.soros.org/death.html

■ ■ ■ 

Children’s Hospice International: A
nonprofit organization that provides a
network of support and care for chil-
dren with life-threatening conditions
and their families. www.chionline.org

BOOKS
“The Hospice
Handbook: A
Complete Guide,”
by Larry Beresford
(Little and Brown,
1993; $14.95).

■ ■ ■ 

“Hospice: Prac-
tice, Pitfalls, and
Promise,”by
Stephen Connor (Taylor & Francis,
1998; $28.95).

■ ■ ■ 

“All Kinds of
Love: Experi-
encing Hos-
pice,” by Carolyn
Jaffe and Carol
Ehrlich (Bay-
wood, 1997;
$29.95).

■ ■ ■ 

“The Hospice Choice: In Pursuit of
a Peaceful Death,” by Marcia Lat-
tanzi-Licht, John J. Mahoney and
Galen Miller (Simon & Schuster,
1998; $12).

■  ■  ■  

“Handbook for Mortals: Guidance
for People Facing Serious Illness”
by Dr. Joanne Lynn (Oxford University
Press, 2001; $15.95).

■  ■  ■  

For more resources, go online 
to www.findingourway.net

■ ■ ■ 
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Most Americans don’t know what
hospice is, according to research conduct-
ed by the National Hospice Foundation.
Nearly 75 percent don’t know that hos-
pice care can be provided at home and
less than 10 percent know it provides pain
relief for the terminally ill. Nearly 80 per-
cent don’t think of it as a choice for end-
of-life care and 90 percent don’t know
that Medicare pays for it.

Here are questions to ask when you’re
looking for a good hospice program:

What services does hospice provide?
■ ■ ■ 

What kind of support is available to
the family/caregiver?

■ ■ ■ 

What roles do the attending physician
and the hospice physician play?

■ ■ ■ 

What does the hospice volunteer do?
■ ■ ■ 

How will hospice meet spiritual and
emotional needs?

■ ■ ■ 

How does hospice work to keep the
patient comfortable?

■ ■ ■ 

How are hospice services provided af-
ter hours?

■ ■ ■ 

How and where does hospice provide
short-term inpatient care?

■ ■ ■ 

Can hospice be brought into a nursing
home or long-term care facility?

For patients with no insurance cover-
age whose family or loved ones can’t pro-
vide primary care, will the hospice work
with the family to care for the patient at
home or move him to another setting?

Medicare and private insurance, in-
cluding new long-term care policies, cov-
er many, if not most, hospice services for
anyone with a terminal illness, including
cancer and non-cancer diseases. While
you should check with your insurance
provider for specifics on your coverage,
here is a list of what Medicare
covers.New long-term insurance policies
also may cover these caregiving expenses
when Medicare doesn’t.

Physician services for the medical di-
rection of the patient.

■ ■ ■ 

Regular home visits by registered and
licensed practical nurses.

■ ■ ■ 

Home health-aide and homemaker
services, such as dressing and bathing.

■ ■ ■ 

Social work and counseling services.
■ ■ ■ 

Chaplain services for the patient and
loved ones, if desired.

■ ■ ■ 

Medical equipment, such as hospital
beds.

■ ■ ■ 

Medical supplies, such as bandages
and catheters.

■ ■ ■ 

Drugs for symptom control and pain
relief.

■ ■ ■ 

Volunteer support to assist patients
and loved ones.

■ ■ ■ 

Physical therapy, speech therapy, oc-
cupational therapy, and dietary counsel-
ing.

— Stephen Connor

STEVEN ROSENBERG/KRT  

Hospice volunteers Jim and Toni Hodapp have established such close relationships with the dying patients they have cared for that they’ve attended each of their funerals.
“I have had so many family members tell us they couldn’t have kept their husband or wife at home if it hadn’t been for hospice,”says Toni, who has volunteered for 15 years.
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A New Normal?  

Profound and pervasive experiences of grief, loss, and 
trauma reshaping who we are and how we live, die, and  

grieve now and in the future.  

COVID STRESS SYNDROME

• Fear of contamination  SCAReD!!!

• Worry about finances

• Xenophobic fear that foreigners are spreading the virus

• Traumatic stress symptoms associated with direct or vicarious 
traumatic exposure

• Compulsive checking and reassurance seeking (Taylor, S., et al. (2020). 

COVID stress syndrome: Concept,  structure, and correlates.  Depression and Anxiety, 37(8), 706-714)

Grief and Bereavement in the 
COVID-19 Pandemic

• Disbelief or difficulty in accepting a loved one’s death is greater when 
people are unable to be physically present either at time of death or at a 
funeral service after the death. 

• Individuals may feel guilt and remorse about unwittingly infecting the 
deceased. 

• The lack of compassionate physical touch around the time of death, as 
well as afterward, creates additional loss for the bereaved. 

• Social networks are crucial in managing bereavement where deep 
connections can form and grow and continue to bind us together.

• Grief will be more complicated when family members and significant 
others  grieve without their usual support network  (I think of it as a 
novel form of traumatic bereavement)

Palliative Care in the COVID-19 Pandemic Briefing Note
(2020). Patti Anewalt (Pathways), Stephen Connor, (WHPCA), 
Dianne Gray (EKR Foundation), Jenny Hunt (Zimbabwe), Dale 
Larson (Santa Clara U.), Bill Worden (Harvard Medical School)

The Nature of Grief

• “Grief is now understood to be a natural condition – the 
human reaction to loss – and for most people is 
expected to abate over time and frequently lead to 
psychological growth. Given this understanding, the 
role of grief counselling is to accelerate or unblock the 
natural healing process, particularly if this process is 
moving more slowly than expected, or if the reaction to 
a loss is severe or protracted.”  (Larson, 2013, A person-
centered approach to grief counseling, p. 313)

Goal is to get grief working!

Bereavement, Trauma, & Traumatic Bereavement
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Loss-
oriented

Grief work

Intrusion of grief

letting go-
continuing-

relocating bonds /  
ties

Denial/avoidance    
of restoration 

changes

Everyday life 
experience

Restoration-
oriented

Attending to life 
changes

Doing new things

Distraction from grief

Denial/avoidance         
of grief

New roles/       
identities/    

relationships

The Dual Process Model of Coping with Bereavement
Stroebe & Schut (1999)

oscillation

Worden’s Tasks of Mourning

• Acknowledge the loss, accept the reality
• Express manifest and latent emotion, experience the 

pain of grief
• Adjust to a changed life in which the deceased is 

missing
• To find an enduring connection with the deceased in 

the midst of embarking on a new life
• Reconstitute faith and philosophical systems 

challenged by the loss

Worden & Larson, ADEC, 2019, Tasks of Mourning

Grief’s Questions

• Why me?  Why did this have to happen?

• What's happening to me?

• How can I go on?

• What can I do?

• What do I need?

• Will this ever end?

• Who am I now?

• How will my life be?
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Reflect on  ___ and your relationship.

If you could speak to ___ right now, what would you 
say?

What are some positive memories that stand out?

How have you held ___ in your heart since ___ died or 
went away? 

Personal Reflections

Resilience-Enhancing Strategies

Mindfulness
Exercise
Self-Compassion,
Self-Care Activities 
Social Support 

Stress and Your Telomeres

Jacobs, T. L., et al. (2011). "Intensive meditation training, immune cell telomerase 
activity, and psychological mediators." Psychoneuroendocrinology, 36(5), 664-681.
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Being Mindful

Hypermetabolic Approach

Self-Compassion

• Self-Kindness: I’m kind to myself when I’m experiencing 
suffering.

• Self-Judgment: When I see aspects of myself that I don’t like, I 
get down on myself.

• Common Humanity: I try to see my failings as part of the human 
condition

• Isolation: When I fail at something that’s important to me I tend 
to feel alone in my failure.

Neff (2003)
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The Permanent Positive 
Self-Esteem Exercise

(An SSRI)

Self-Care/Restorative Activities

.
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StrengthenYour Social Support

Visit, Facetime, text, email, Facebook, Zoom, Skype,   
walking or hiking together

Get some more focused help: Online support groups, 
online or in-person counseling

Experimental Disclosure Research

The act of not discussing 
or confiding the event with 
another may be more 
damaging than having 
experienced the event per 
se.

Pennebaker, J. W. (1985). "Traumatic experience and psychosomatic disease: 
Exploring the roles of behavioural inhibition, obsession, and confiding." 
Canadian Psychology/Psychologie Canadienne 26(2): 82-95.

The Writing Cure
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Self-Concealment

“the active 
concealment from 
others of personal 
information that one 
perceives as 
negative or 
distressing”

Larson, D. G., et al. (2015). Self-concealment: 
Integrative review and working model. 
Journal of Social and Clinical Psychology 
34(8): 705-729.

Crumple?

Fold? 

Find Meaning and Purpose

Eudaimonia
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Do Good--Feel Good and Be Well 
“… a high sense of purpose in life is associated 
with a reduced risk for all-cause mortality and 
cardiovascular events”  Cohen, R., Bavishi, C., & Rozanski, A. (2016). Purpose in life 
and its relationship to all-cause mortality and cardiovascular events: A meta-analysis. Psychosomatic Medicine, 
78(2), 122-133. 

“A strong correlation exists between the well-
being, happiness, health, and longevity of people 
who are emotionally and behaviorally 
compassionate, so long as they are not 
overwhelmed by helping tasks” Post, S. G. (2005). Altruism, happiness, 
and health: It's good to be good. International Journal  of Behavioral Medicine, 12(2), 66-77.

There is joy in transcending self to serve others.

Life’s most persistent and urgent question is 
“What are you doing for others? “
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I don’t know what your destiny will be, but one 
thing I know: the only ones among you who will be 
truly happy are those who will have sought and 
found how to serve.

Best Wishes to You! 

Dale G. Larson, Ph.D.
dlarson@scu.edu
408.554.4320
dalelarsonphd.com
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