Grief and Loss in the Workplace

Pamela L. Albert, RN, BSN, CPTC, CBF 

[Progress in Transplantation 11(3):169-173, 2001. © 2001 NATCO] 

Abstract

Throughout history, death and loss have given rise to social ceremonies and commemorative activities that note the death, recognize the place the person occupied in society, and assist the bereaved through the process of grief. Each culture faces death with its own definition of "appropriate" social-emotional reactions, and when death occurs, it provides the occasion for socially conditioned grief reactions and mourning practices. Historically, such practices have incorporated a set of interrelated people, the majority of whom were very knowledgeable of the customs and their purposes. In such a setting, it was possible for close kin, friends, distant kin, and acquaintances to come together to share their loss and grief. However, people may experience a loss that does not fit a socially recognized and sanctioned role. Grief for these people may have to remain private. Although they may have experienced an intense loss, personally or professionally, they may not be given time off from work or have the opportunity to talk about the meaning of their loss. In our modern, compartmentalized society, social ceremonies and commemorative activities tend to be limited primarily to a small circle of the "proper" bereaved individuals. This separation has helped to create a subset of grievers whose legitimacy may not be recognized by society as a whole and whose needs are often not addressed. 

When a person is born, we rejoice and when they're married we jubilate, but when they die we try to pretend nothing has happened. 

-- Margaret Mead[1] 

Review of the Literature

The literature on the nature of grief, loss, and bereavement has been growing. Most of this literature has concentrated on grief reactions in socially recognized and sanctioned roles: those of parent, spouse, or child. There are circumstances, however, when an individual experiences a loss that does not fit a socially recognized and sanctioned role. The roles of lovers, friends, neighbors, foster parents, colleagues, in-laws, caregivers, counselors, coworkers, and roommates may be long lasting and intensely interactive. Even though these relationships are recognized, mourners may not have the opportunity to publicly grieve the loss. At most, they might be expected to support and assist family members. Such situations may indicate that the grief they experience is disenfranchised. Doka[2](p4) has defined disenfranchised grief as "the grief a person experiences when they incur a loss that is not and cannot be openly acknowledged, publicly mourned or socially supported." In his book Disenfranchised Grief, Doka[2] identifies 3 scenarios when such a loss occurs: (1) the relationship is not recognized, (2) the loss is not recognized, and (3) the griever is not recognized. 

Throughout the world of healthcare, professionals share pain and isolation in regards to grief, especially those involved in organ donation and transplantation. There are few other professionals whose days begin and end with the death of an individual, and, as in organ transplantation, where the death of one individual is often the only thing that will prevent the death of another. 

Little research has focused on identifying grief in healthcare professionals. Although much of the literature focuses on burnout and stress among nurses, few studies attempt to link these reactions to the effects of grief. In his study of death-related behavior, Sociology of Death,[3] Vernon comments on the loss nurses experience when a patient dies. He discusses the theory of Glaser and Strauss, which defines 3 types of loss: a personal loss, a work loss, and a social loss. Glaser and Strauss[4] state that work loss is incorporated into the nursing role. In working with patient after patient, the nurse adjusts to work loss as an expected aspect of his or her job. A work loss is anticipated and expected. Glaser and Strauss[4] acknowledge that when a nurse or healthcare provider develops a social awareness of his or her patient, as in the case of transplant coordinators, the reaction is different from that of a work loss. The implication is that the reaction to the death will be more intense.[4] Care that often takes place over long intermittent periods, perhaps in a crisis atmosphere, contributes to what Fulton[5] calls the "Stockholm syndrome." This concept, taken from the psychology of hostages, reminds us that in times of great emotional upheaval strong bonding can take place quickly. Thus, medical staff, especially those working with donor families, may often experience real grief over the loss of a patient, a grief that may not be recognized or acknowledged by others or even themselves. This grief may be solitary and uncomforted. In the face of overwhelming, unending death, medical staff may come to question their deepest values, the meaning of their existence, and the value of the work they do. 

Although all transplant recipients are survivors of the deaths of others, professionals who work with dying patients and their families perform services needed by these individuals and may perceive themselves as survivors. Healthcare professionals who care for dying patients are the survivors of many losses during the course of their work. Although they experience a sense of loss, they do not have the socially recognized right or role of a grieving person; thus, the usual sources of support, such as increased attention from family and friends, are frequently not available to caregivers.[6] Kalish[7] notes that nurses find themselves interacting with both the dying and the survivors of the dying more than any other health professional group. The outcome of encounters with death may inevitably become associated with grief, as caregivers grieve for those who have died as well as for themselves and the losses they will suffer. Raphael[8] describes the survivor syndrome as "psychic numbing" or a "shutting-out process," which may be an adaptive function to protect the survivor from the death of others. Freud[9] discussed the significance of the role of work for people who find meaning in their professional activities, stating, "One gains the most if one can sufficiently heighten the yield of pleasure from the forces of psychical and intellectual work." Is the grief of the caregiver heightened when patients who are perceived to be without hope are being cared for as in the case of the brain dead donor? Feifel[10] notes that many demands are made on those who deal with the dying, such as being confronted with anxieties about dying and antipathy toward overidentifying with these patients and their families. 

Personal and Professional Loss

As caregivers, it is imperative that we recognize ourselves as humans and acknowledge the emotional reactions that traumatic events elicit in us. Losses that occur while in the line of duty intensely affect our colleagues and ourselves. Recognition of our vulnerability to tragedy is a key element in the way each of us handles the senseless losses we are faced with every day in our professional lives.[11] Transplant and donation coordinators are often affected by the elements of sudden death and our inability to change the outcomes of these tragedies. 

According to Yalom,[12] to interact effectively with patients and their families, professionals must be prepared for considerable uncertainty. Not only does a recipient or donor family's confrontation with unanswerable questions expose transplant professionals to the same questions, but they are also faced with the reality that the experiences of these individuals are often private and unknowable. To cope with the anxiety and stress that occurs when we confront these issues, defenses based on denial are erected that shape personality structure. Although denial is seldom encountered in its most overt form, it is often manifested by more conventional defenses such as repression, displacement, and rationalization. On a basic level, we all believe that the rules of mortality apply to others but certainly not to us. Denial is a manifestation of our deep-seated belief in our own inviolability. Historically, humans have always tended to consider themselves a unique form of life, one with a special place in creation. Transplantation reinforces this notion. Yalom[12] describes 2 primary defenses in allaying fears about death anxiety that afford a sense of safety. One is the belief in personal specialness and the other is the belief in an ultimate rescuer. Although the belief in personal specialness provides a sense of safety from within, the belief in an ultimate rescuer permits us to feel forever watched over and protected.[12] 

Loss and the Transplant Coordinator

The most obvious candidates for the role of ultimate rescuer are transplant professionals. In part, this role is thrust upon them by candidates and recipients who wish to believe in the transplant professional's ultimate ability to heal and save them. However, transplant staff often accept this role because doing so heightens their own sense of specialness.[13] In clinical transplantation, staff experience long-term relationships with patients both before and after transplantation. Many of these relationships are very personal. Staff share the candidates' joys and tears; they attend weddings, births, and funerals. Approximately 20% to 25% of candidates die while on the waiting list. 

In addition, unlike other patients, transplant candidates and recipients are witnesses to the transplant professionals' lives. They know about staff members' marriages and children; they share in the joys and tears of the staff. Professionals' own sense of specialness is often reinforced by the accolades received from patients and their family members, particularly after transplantation. 

Loss and the Donation Coordinator

Within minutes of the notification of a potential donor, an entire team is assembled and ready to provide the highest level of physical and emotional support for the donor and his or her family. Many of the patients are victims of violence or accidental situations, which lead them to succumb to their injuries. Helping families cope with these feelings and traumatic events can cause donation coordinators to experience intense emotional reactions. Even though the staff may not have suffered a similar catastrophe, they are subjected to similar traumatization.[14] The stress produced by this constant exposure to critical life-threatening situations can lead to excessive demands on the coordinator. Donation coordinators frequently talk about their discomfort of not knowing what to expect when they counsel families. Characteristics of the family and donor and the circumstances surrounding the donor's death affect coordinators in different ways. Some coordinators relate how easy it is to identify with the survivors and the sense that "this could easily be me." For many, the death of a child is painful and distressing because most coordinators are adults of childbearing age who are looking forward to having children or already have children of their own.[15] Having to move from a highly emotional consent discussion to the technical and clinical aspects of facilitating a donation leaves a donation coordinator with little time to process his or her emotions or deal with grief. 

Loss in the Workplace

Death and illness are not the only circumstances that can result in feelings of loss. Often, significant life or work changes contain elements of loss that can be powerful as well. Throughout the life cycle, peers and colleagues are often more significant in importance than kin. For most adults, whether single or married, friends often provide the most meaningful and psychologically close relationships. Although the definition of "friend" is highly personal and individualized, there are conceptual meanings attached to this term, which involve choice, sharing, valuing, trust, loyalty, and pleasure. Friendships involve self-revelation and disclosure, exchange of confidences, a willingness to accept the other "as is," a sense of "we," group, and mutual identification. From friendship we derive a sense of self-confirmation -- a sense of who we are -- self-worth, and self-esteem.[16] 

Events that are specific to the workplace, such as downsizing, reduction-in-force, mergers, and even promotions, can result in grief-like symptoms. The rules of the 20th century workplace are built on a foundation of norms that often see the employee as machinelike -- devoid of human emotions and unaffected by personal experiences. This kind of work experience fosters an environment in which the open expression of feelings is taboo. A conflict therefore emerges between the needs of the bereaved individual and the goals of the workplace. This conflict may lead to disenfranchised grief. In the norms of the world of work, losses may become disenfranchised because emotions and feelings are discounted, discouraged, and disallowed. The exception to this unstated rule is loss due to death. However, even mourning as it relates to death is severely constrained by narrowly defined policies that govern acceptable behaviors.[17] 

Working individuals spend almost 50% of their awake time in the place of their employment. Often, the relationships that develop between coworkers have an intensity and life all their own even when the relationship is not carried over into their personal lives. Colleagues working together can develop an emotional dependence upon one another. They may see or talk to each other daily; they may work as a team, they may encourage creativity and be motivators for each other; and they may become a support system that enhances their productivity. The loss of peers destroys the social network in which the individual is a member. Because friends, colleagues, and peers are one of the most important sources of information and social approval and because we test our own opinions, attitudes, and values on them, the loss of friends, colleagues, and peers may lead to a search for substitutes, though none may be found. Grieving or troubled employees cost management billions of dollars in lost productivity, which is in direct contrast to the vision of the employee as a machine, busily churning out work at a constant pace, impervious to personal experiences.[17] The work environment must become more accommodating to the multifaceted dimensions of loss and grief in the workplace. 

Grief, Loss, and Burnout

It is almost impossible for transplant and donation coordinators to remain emotionally unaffected by the loss they face on a daily basis. Each staff member can relate to every donor or candidate as if they were members of their own family. Staff members must be able to contain their emotions so that they can deliver the professional expertise that is needed to care for the patients and their families.[14] Victims of stress are recognized to be at high risk; researchers increasingly agree that caregivers are also at risk. The support the caregiver receives from others may be a critical element in preventing burnout. Perhaps in order to prevent self-destruction or overload, support is needed to sustain the multiple expectations of working with dying patients and their families. Various interventions have been suggested as ways of coping with grief in caregivers. Sharing feelings with other professionals or receiving social support from others is a frequently suggested intervention.[6] Although the psychological processes of denial and repression protect people from emotional pain and appear useful in allowing the person to grieve in manageable doses, when feelings of grief are not permitted expression, they appear to return at a later date. 

Volkan and Zintl[18] state that 3 things are fundamental to an understanding of mourning: (1) each loss launches us on an inescapable course through grief; (2) each loss revives all past losses; and (3) each loss, if fully mourned, can be a vehicle for growth and regeneration. Staudacher[19] states that some survivors try to think their way through grief, which does not work. Grief is a releasing process, a discovery, and a healing process. The brain must follow the heart at a respectful distance. 

Caregivers may consider the possibility of ongoing collegial support where none exists. The ability to share feelings and experiences and not be judged by others is the critical element.[6] For some caregivers, having expertise in an area of healthcare (such as procurement and transplantation) may be equated with achieving mastery and control over that area. As a result, the medical community participates in perpetuating the myth that caregivers do not need to deal with their feelings and this belief may have severe emotional consequences. Denying this normal human behavior may force healthcare professionals to resort to extreme psychological defense mechanisms. Weisman[20] notes that no one should underestimate the tendency to deny emotions and that the sharing of concerns and feelings, with others can be instructive and beneficial and can provide insight into one's professional practice. 

Nurses who conceal job-related stress exhibit reactions such as physical and emotional distancing from patients, families, and other staff and feelings of inadequacy, anger, frustration, and impatience. They may also express a desire to leave their current job. Larson[21] reports that such concealment results in stress-related illness and burnout. Interventions for healthcare professionals who work and care for the dying and their families involve education regarding the needs of these patients and their families, as well as helping professionals identify and deal with their own feelings and attitudes. Encouraging open expression of grief cannot be overemphasized. Each caregiver should be assisted in finding a tolerable level of feelings evoked by this type of work and to view this level of tolerance as a human limit rather than a personal inadequacy.[6] 

Although each person brings his or her own personal history and each will focus on his or her subjective sense of the personal impact of the event, individuals are likely to have similar feelings about their losses including: sadness, betrayal, anxiety, fear, mistrust, guilt, anger, depression, and loss of confidence. Some may develop physical symptoms. Significant others, spouses, partners, family, or colleagues may find the individual withdrawn, irritable, and not himself or herself. Any of these might be manageable for most people, but a cluster of loss symptoms can be more difficult to address. An added dilemma is that when caregivers are compelled to be sharp, focused, and self-motivated to reassess and direct their work life, they may be least capable to do so. 

Loss is an integral fact of life. Grief is the outcome of the loss and must be experienced by the individual so that he or she can heal. Grief is an interpersonal problem; its resolution is dependant upon the nature of the social structure and context. Without changes in social structure, the friend grievers will remain a high-risk population. Grief must be public to be shared and shared to be diminished.[22] 

Further research is needed to determine whether caregivers who experience the frequent or daily death of patients experience more disenfranchised grief than those who do not. Identifying the grief reaction, accepting the wide range of behaviors associated with grief, examining one's motives for working with dying patients and their families, and accepting one's human tolerance all appear to be important in preventing disenfranchised grief. Open communication seems to be invaluable for caregivers and their employees in preventing disenfranchised grief for caregivers. Perhaps developing patterns of open communication can prevent caregivers' maladaptive reactions and help them become more emotionally supported. 

Conclusion

Grief is complex and multifaceted; it involves numerous psychological, social, and cultural dimensions.[2] Questions abound regarding how to best assist grievers. Disenfranchised grief is an increasingly prevalent condition in a highly mobile society with limited avenues for effective leave-taking in ordinary everyday life. We need to teach people how to be in touch with their feelings of grief and loss and how to express these to others in words. If we educate individuals and free them from false judgments about values in relationships, if we empower them to express their grief and to help others express theirs, then there may no longer be a need to deal with disenfranchised grief. Our goal is a society where all grief and loss may be openly acknowledged and socially supported. 

There is a scarcity of information specifically in the areas of unsanctioned and unrecognized grief for 2 reasons: the full blossoming of knowledge in the area of grief in general is fairly recent, and new relationships have increased in prevalence as a result of societal changes. Because of these recent phenomena, our knowledge is still in its developmental stages.[23] People have multiple relationships and have a tremendous capacity to form meaningful, significant, and multifaceted attachments in their environment. We are continually involved in webs of relationships that include not only family members but also friends, colleagues, and caregivers. Humans are attached not only to other humans but also to many aspects of their environment such as jobs, organizations, ideals, and beliefs.[2] 

Volkan and Zintl[18] state that grief is the emotion that accompanies mourning and that we grieve on a recurring basis as we face the commonplace losses that line our lives -- be it the loss of an heirloom, a hope, an ideal, a friendship, or a loved one. The course of our lives depends on the ability to make these breaks, to adapt to all losses, and to use change as a vehicle for growth. Losses not fully mourned -- in other words, changes to which we cannot adapt -- shadow our lives, sap our energy, and impair our ability to connect. If we are unable to mourn, we stay in the thralls of old issues, out of step with the present, because we are still dancing to tunes from the past -- unresolved losses color our lives, permeating our ability to negotiate even such routine exchanges as greetings, leave-takings, and appointment making.[18] 

In short, people are capable of a great capacity for relationships and attachment so naturally that they become vulnerable to grief when these attachments and relationships are severed. Because people are capable of great diversity in attachment, we need to recognize those attachments and broaden our definitions of loss. In recent years, there has been increasing sensitivity on the part of the caregiving community, particularly among those regularly dealing with the dying and bereaved, for the need to recognize such losses and, while sensitivity is both welcome and essential, there is also a responsibility to increase and enhance education in this area. 
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