
1

Coalition News June 2022

Vol. 44 No. 2 Since 1977...Education and Support for Those Providing Care to Grieving Persons June 2022

June 6–8 u International Death, Grief  and 
Bereavement Conference: Individual, Collective 
and Global Loss: How Do We Best Support the 
Grieving? Info at https://www.uwlax.edu/ex/
dgb/.
June 14-15 u The Public Health Opportunities 
and Challenges of  Dementia Caregiving. Info 
at https://bolddementiacaregiving.org/
dementia-caregiving-as-a-public-health-
priority-national-conference/.
July 21-24 u 36th Annual POMC (Parents of  
Murdered Children) Conference. Harley Feldman, 
MCDES member, is presenting a case study. 
Info at https://pomc.org/.
Aug 9-10 u Walking With Grief: Helping 
Others Deal with Loss. This workshop is 
designed to give helpers an increased 
awareness of  the dynamics of  grief, and to 
provide tools and strategies to best support 
someone who is grieving. Info and register at 
https://ca.ctrinstitute.com/workshops/live-
virtual-walking-with-grief7-19/.
Sept 29-30 u Celebrations & Transformations, 
MNHPC Conference. Info: https://www.
mnhpc.org/.
Oct 7 u MCDES Fall Conference, From 
Cultural Considerations to Socially Just Practice: 
Disrupting Patterns of  Suffocated Grief. Info on 
page 9 and at www.mcdes.org.


Mark Your Calendars

In this issue
u MCDES Spring Conference Review
u From The Chair
u Two Articles on Prolonged Grief 

Disorder
u Losses, Grief, Trauma and 

Resiliency
u Two Book Reviews
u MCDES Fall Conference Preview
u Sundries

Spring Conference Review
Self Compassion: Sustaining the 
Ability to Care in Challenging Times
Speaker: Darcy Harris, PhD, FT
Reviewed by Terry Mahoney, MSW, LICSW

Darcy Harris, PhD, FTThank you to the scholarship committee who awarded 
me a scholarship for the MCDES Spring conference held 
on May 7. The material was extremely informative, especially in my life journey 
during these years of  COVID. 

My request for a scholarship was complex. As a person who was a “late bloom-
er,” I found myself  displaced after a long-term marriage. I took out student loans 
and graduated with my social work degree at the age of  47. I loved my position as 
an oncology social worker at St. Mary’s Hospital. I worked for 20 years and paid 
my student loans off  just before retiring at 68-years-old. I worked hard to get my 
LICSW license and build a career and did not feel ready to give up my license. A 
year after retirement, I took a per diem position to supplement my income and 
justify the cost of  keeping my license. I really appreciated the consideration of  this 
scholarship and the opportunity to hear Dr. Harris.

Dr. Harris presented powerful videos, photos and art work in her slides. She 
began the presentation with photos of  how the pandemic created situations of  
social, political and personal factors that influence our experiences and assump-
tions of  the world. My own personal experience during the pandemic was standing 
in the rain, outside the window of  my dad’s room at the assisted living facility, 
as he died. He was alone in the room; the same room, where months earlier, my 
sisters and I spent time with him every day, until the facility locked down in March 
2020. He was a wonderful person, a WWII veteran, and a gentle loving father. We 
could not have a funeral. I always knew my father would die one day and I would 
grieve. What I did not know is that I would grieve the way he died and the fact that 
I could not grieve with my siblings and family. I am not exempt from the trauma 
of  COVID. It has touched everyone on many levels. I thank Dr. Harris for validat-
ing the complexities of  our world today. Now I must re-learn my previously held 
beliefs, assumptions and expectations. 

A four-minute video, played for attendees, was undeniably powerful! The vid-
eo: Beyond Borders, by Amnesty International, https://youtu.be/9Z68P9Gc77A, 

Conference Review continued on page 14
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From The Editor: On Knowing When to Turn Around

Sharon Dardis

It’s a good idea to turn around in life,  
and to do it, of  course, before it’s too late.

~ David Guterson, author and poet

I’m betting you’ve maybe already 
read some of  Pacific Northwest resi-
dent, David Guterson’s books. Author 
of  one of  my all-time favorites, Snow 
Falling On Cedars, his most recent is a 
narrative, illustrated book-length poem; 
Turn Around Time: A Walking Poem for 
the Pacific Northwest.  
(Mountaineer Books, Sept. 1, 2019)

Always a hiker, climber, life-long 
adventurer, and lover of  the outdoors, 
David’s September 8, 2019 interview 
in The Seattle Times, “Pacific Northwest 
Magazine,” struck metaphorical chords 
for me. Although I’m no climber, his 
passion for words and Zen thoughts, 
rang true.  

He speaks in the article about “turn 
around time,” an alpinist’s notion that 
climbers and hikers should preplan, no 
matter what, for when it will be time 
to turn back; for coming darkness, bad 
weather, or just to conserve enough 
energy for the distance needed to safely 
get back down. But, he says, it takes 
lessons and “experiences with fatality” 
to actually comply. He shares the story 

of  mountaineer David Sharp, who 
made it to the top of  Everest in 2006, 
started back down and stopped to 
rest. Dozens of  climbers passed him, 
“tipping their hats and saying hello,” 
anxious themselves, to summit, while 
Sharp quietly froze to death. David 
suggests to always save something for 
the downhill climb and to turn around 
before it’s too late. These lines from his 
book-length poem remind us to “save 
something for the downhill.” 

We might end in limbo.
We might free-fall snow-blind 
with our lives painted on our glasses. 
Let’s close a circle in this world, then:
there’s a late slant of  light to get home in. 
Which brings me squarely to the 

metaphor I mentioned earlier. So as to 
not “face-plant or free-fall” with some 
horrible editorial blunder, and also to 
conserve my time and energy for my 
own “downhill climb.” I believe it is 
fitting and probably beyond time for 
me to turn around now and hand the 
wonderful privilege of  being editor for 
Coalition News over to someone new. 
It’s most appropriate and I am looking 
for someone among you to seize the 
opportunity and carry on this tradi-
tion. Grasping my extended hand now 
will ensure the rest of  the year can be 
one of  transition. I will sit here on the 
mountain side and wait. Surely some-
one will stop, extend their hand, and 
offer. 

It is good this is the summer is-
sue because it is very “meaty” and is 
going to require some quiet time on 

the porch or in 
the hammock, 
cold beverage in 
hand, to con-
sume. Thanks to 
all the generous 
contributors 
who offer their 
insights; Spring conference scholar, 
Terry Mahoney for her comprehensive 
review, Florence Wright, our esteemed 
Chair for her reflections on mental 
health care, past Chair Ben Wolfe, 
and Board member Christine Lewis, 
for their perspectives on the recent 
questions regarding Prolonged Grief  
Disorder. Thanks to Ted Bowman and 
Krista Nelson for collaborating on the 
topic of  navigating these disruptive 
times. How lucky MCDES is to be in 
the company of  such wise counsel and 
friendships. Thank you! Thank you!

Thanks, as always, to Board mem-
ber Eunie Alsaker for her two book 
reviews. Congratulations to Harriet 
Hodgson for authoring one of  those 
new books! Don’t miss this issue’s rich 
Sundries section, as well as the preview 
for the MCDES fall conference, on 
October 7th, with Dr. Tashel Bordere. 
We hope to see you there. 

We are all on different journeys, 
either still submitting or maybe already 
turning back, hopefully with enough 
energy to spare to make it safely home. 
It has been an honor to serve MCDES 
as your board member and editor these 
past twenty-plus years. With two issues 
to go, I’m probably halfway down the 
mountain now, gratefully carrying so 
much of  all of  you with me. I will close 
this circle in December, as hopefully, 
another life circle begins. Thanks for 
being part of  my journey. Thanks, too, 
for all you do, so well, for so many! 
Be safe, stay well, and have a great 
summer. 

mailto:Sdardis%40aol.com?subject=
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a flexible job 
that enables 
me to attend 
appoint-
ments. As a 
person who 
is not in an 
acute crisis, 
I have the 
energy to tolerate my frustration and 
practice persistence and patience. As 
someone with a caring support net-
work, I have a circle of  people around 
me who provide encouragement and 
convey understanding. I recognize 
how lucky I am to have these gifts, and 
given my privilege, I have no reason 
to complain. Dear readers, you and I 
know that most people we serve do 
not have any of  these resources. As a 
result, too many cannot get the care 
they need. Mental health care, in my 
mind, is just as important as standard 
medical care. 

As professionals who are caring for 
persons encountering death, dying, 
grief  and bereavement, we know the 
potential for healing via the support 
of  a therapist. We are tuned into the 
barriers that make therapy inaccessi-
ble. I hope that sharing my story will 
shed light on this reality, as many of  
you begin to unpack the last two years, 
and seek care in an effort to “secure 
our own oxygen mask before assisting 
others.”  

Join me in advocating for mental 
health parity and in reducing accessibil-
ity challenges. I’d also like to invite you, 
dear readers, to share your own experi-
ences with us, in hopes of  normalizing 
the need for this important care. Lastly, 
thank you, thank you, thank you, to 
all of  the therapists and MCDES 
members and friends who are working 
tirelessly to support so many, while 
simultaneously navigating their own 
pandemic experience.

From the Chair
By Florence Wright, MCDES Chair

Florence Wright

Dear Readers,
Spring is here at last! I’d like to begin 

with appreciation for MCDES board 
member, Andrea Tatley, who led us 
in our first virtual MCDES Member 
Event in March. I’m hoping it was a 
memorable and enjoyable event for 
those of  you who were able to be 
with us. Andrea’s presentation was 
timely, as we marked two years of  the 
COVID-19 pandemic. Over these try-
ing two years, I, just like everyone else, 
have been impacted by pandemic-re-
lated stress and grief  and, of  late, have 
especially felt the weight of  emotional 
fatigue. I know I am not alone in this. 

As a result of  the pandemic, mental 
health providers have been completely 
overwhelmed by the tsunami of  need 
and have been doing all they can to 
help. I recently made the decision to 
return to work with a psychothera-
pist, not only because I believe in the 
therapeutic benefit and healing power 
of  therapy, but also, because I’d like 
to think I practice what I preach. As 
a clinical social worker, I regularly en-
courage patients and family members 
to seek out additional support in the 
way of  psychotherapy. However, my 
recent experience in doing so for my-
self, reinforced that this is much easier 
said than done. It compels me to share 
my humbling experience. 

Making the decision to seek emo-
tional or mental health care is a big 
deal. Despite cultural shifts toward 
acceptance and the growing body of  
evidence surrounding effectiveness, 
there is still stigma, shame, and isola-
tion that can be associated with seeking 
psychological treatment. Unfortunately, 
navigating the decision to get help is 

only the first of  many steps toward 
actually getting started. The work of  
therapy is in itself  hard enough. To 
experience barriers all along the way 
only further deters folks from getting 
the help they need.

I began my quest by contacting a 
couple of  therapists who came high-
ly recommended for the issues I was 
hoping to work on. After waiting a few 
days to get responses, I was disappoint-
ed to learn that neither worked with my 
insurance and that the out-of-pocket 
costs were prohibitive. Next, I decided 
to go through my insurance provider 
and reconnect with a therapist I have 
worked with in the past. Unfortunately, 
enough time had passed since my last 
visit with this provider that I needed 
a new referral from a medical doctor, 
which required a visit. The visit itself  
lasted about five minutes and cost 
around $100. After I had the referral, 
I was first told that my therapist was 
not taking new clients. When I called 
back the next day to verify, I was able 
to schedule with said provider, but 
unable to get an appointment for over 
a month. Initially, I was told that the 
therapist did not have a waitlist.

Then when I called and spoke to 
someone else, I was informed that my 
therapist did indeed have a waitlist. I 
was subsequently added. After encoun-
tering roadblocks, conflicting infor-
mation, and financial cost, I was left 
feeling disheartened. At several points 
along the way, I questioned giving up 
altogether.

I consider myself  to be incredi-
bly privileged. I have insurance that 
provides adequate coverage for mental 
health care. As a person in the help-
ing profession, I have the expertise to 
understand how important and neces-
sary psychological care can be. I have 
reliable childcare coverage, and I have 
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Prolonged Grief Disorder (PGD)…Is Being “Diagnosed With a Disorder” 
Good for Clients, or Does it Add More “Stress” to One’s Grief?
By Ben Wolfe, M.Ed., LICSW (retired)

Editor’s Note: Ben Wolfe is a Fellow in Thanatology, Founder and Director/Grief  Therapist for almost 30 years at St. Mary’s Medi-
cal Center’s Grief  Support Center in Duluth, and former chair of  MCDES for 25 years.

My mother died January 1, 1972; 
50 years ago. At the time, I was in my 
third year as a Peace Corps Volun-
teer, having spent two years in South 
America and then on a small island in 
the South Pacific. My mother had been 
living with cancer for a few years; first 
surgery, then chemo….but always shar-
ing with me, “It will be ok!” In the end, 
I was given a “gift” as the Peace Corps 
allowed me to fly back to Minnesota to 
spend a week, before my mother died, 
with her and my family. A week later I 
was back to the island, where a small 
plane landed three times a week; three 
flights a week, no more, and no less. 

Hospice was not a word used in 
those days, and I compliment by 
father, my sister and my brother, 
and their families for supporting my 
mother during those times. She was 
59-years-old when she died. She had 
been involved in all of  her children’s 
lives, worked full-time from the day I 
entered kindergarten. She volunteered 
with a variety of  organizations, includ-
ing hollering at the top of  her lungs to 
support me, as I played hockey in high 
school and at UMD.

Why bring up my mother’s death, 
or my father, who died 30 years ago, 
in 1992, eight years after surviving a 
major stroke? I bring up their lives, and 
yes, their deaths, as a reminder to all of  
us, whether we are professionals in the 
field of  thanatology or not, that grief  
is a process. It is not an event, and we 
do not, ever, come to “closure” with 
the deaths in our lives. Our loved ones 

are not “statistics,” but part of  who 
we were, who we are today, and who 
we are becoming. We do, I hope, move 
from coping and surviving shortly 
after a death, to being transformed 
and thriving at some point in time….
but there is NO timeline for when this 
happens. Some of  us are more resilient 
than others, while some of  us, due to 
our relationship with the deceased, and 
a variety of  other circumstances, need 
not only more time, but possibly addi-
tional help and support along the way. 
Not only is there no timeline for grief, 
but each of  us, as grievers, are trying 
to live a life moving forward, without 
forgetting the past, and in the process, 
developing a new relationship with the 
person who died. 

Where do my parent’s deaths, your 
loved one’s deaths, or your client’s/
patient’s deaths fit into the discussion 
related to the newly-defined Prolonged 
Grief  Disorder (PGD)? As a counsel-
or/grief  therapist, what, for you, are 
the implications of  the inclusion of  
the new diagnosis of  “prolonged grief  
disorder” (PGD) in the latest edition 
of  the Diagnostic and Statistical Manual 
of  Mental Disorders (DSM-5)? As thera-
pists, we know the DSM is sometimes 
referred to as “the bible” of  American 
psychiatry, so how will you determine 
if  your clients are dealing with PGD, 
a “disorder,” or some other “diagno-
sis?” And, what if  they are children or 
adolescents, and not adults?

The American Psychiatry Associa-
tion in its new DSM-5 has indicated 
the following: 

PGD can be diagnosed (for an adult) no 
sooner than one year after the death of  a loved 
one, and it is defined by a daily, intense yearn-
ing for the deceased or a preoccupation with 
thoughts or memories of  them. Additional 
symptoms — three of  which are required for 
a diagnosis — are identity confusion, disbelief, 
avoidance of  reminders of  the loss, intense 
emotional pain, difficulty engaging with others 
and with life, emotional numbness, feeling 
that life is meaningless, and intense loneliness. 
(Although PGD is newly designated as a dis-
order, similar conditions have been documented 
and investigated for many years, usually called 
“complicated grief.”)

In the March 18, 2022, New York 
Times article, “How Long Should It 
Take to Grieve? Psychiatry Has Come 
Up With an Answer,” by Ellen Barry, 
Dr. Joanne Cacciatore, an Associate 
Professor of  Social Work at Arizona 
State University, warns that there will 
be false positives—grieving people 
told by doctors that they have mental 
illnesses when they are actually emerg-
ing, slowly, but naturally, from their 
losses. She fears grief  will be seen as 
a growth market by drug companies 
that will try to persuade the public that 
they need medical treatment to emerge 
from mourning. 

Dr. Cacciatore goes on to say, “I 
completely, utterly disagree that grief  
is a mental illness. When someone who 
is a quote-unquote expert tells us we 
are disordered and we are feeling very 
vulnerable and feeling overwhelmed, 
we no longer trust ourselves and our 

PGD: Diagnosis continued on page 5
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emotions.” She goes on to say, “To me, 
that is an incredibly dangerous move, 
and short sighted.”

Ellen Barry, on the other hand, notes 
this new diagnosis will “Most likely 
open a stream of  funding for research 
into treatments…and set off  a compe-
tition for approval of  medicines by the 
Food and Drug Administration.” 

Holly G. Prigerson, PhD, the Ir-
ving Sherwood Wright Professor of  
Geriatrics at Weill Cornell Medicine 
(WCM), and Director, Cornell Cen-
ter for Research on End-of-Life Care 
states, “PGD has a distinct pattern of  
symptoms and different treatments.” 
She feels PGD puts people at higher 
risk for medical problems (cancer, high 
blood pressure, heart or immunological 
issues), other mental health disorders, 
disability, hospitalization and suicide. 
She goes on to state, “The DSM clas-
sification will help health-care profes-
sionals identify those who suffer from 
PGD, so they can properly help them.” 
Yet, she goes on to share, “We need to 
be careful not to pathologize grief. We 
run a risk of  stigmatizing the grieving, 
reducing their dignity and medicalizing 
the natural process.” 

In her article Barry goes on to state, 
“In 2010, when the American Psychi-
atric Association proposed expanding 
the definition of  depression to include 
grieving people, it provoked a back-
lash, feeding into a broader critique 
that mental health professionals were 
over-diagnosing and over-medicating 
patients.” “You’ve got to understand 
that clinicians want diagnoses so they 
can categorize people coming through 
the door and get reimbursement,” 
said Jerome C. Wakefield, a professor 
of  social work at New York Univer-
sity. “That is a huge pressure on the 
D.S.M.”

Allen Frances, a professor and 
chairman emeritus of  the Department 
of  Psychiatry and Behavioral Scienc-
es at the Duke University School of  
Medicine and the author of  the book, 
“Saving Normal,” feels, “Some practi-
tioners, especially in primary care after 
a 10-minute visit, might overuse the 
new label, over-diagnose and over-pre-
scribe.”

George Bonnano, in his book, The 
Other Side of  Sadness, talks about how 
people are, or are not resilient….but 
he does not say “grieving is pathologi-
cal.” As a now-retired grief  therapist, I 
think back to when I had to “diagnose” 
someone I had seen in therapy so their 
insurance would know “why they were 
being seen.” My progress notes needed 
to be clear …and often, as an example, 
an “adjustment disorder” was a good 
way to share, not only with the insur-
ance company, but also with the client 
the reason for that particular “diagno-
sis.” 

Donna L. Schuurman, EdD, FT, the 
Senior Director of  Advocacy & Train-
ing at the Dougy Center in Portland, 
OR states, “As a result of  the inclusion 
of  PGD in the list of  medical condi-
tions covered by insurance, pharma-
ceutical companies will surely welcome 
it as a warrant to repurpose existing 
medications or design new medicines 
expressly for this ailment.”

Julia Ries in her article, Prolonged 
Grief  Disorder: Mental Health Experts 
Identify the Signs, states, “In some cases, 
grief  can persist for more than one 
year and begin to cause disruptions 
to the person’s physical, mental, and 
spiritual health.” I agree with that 
statement…but does that mean the 
person is not “normal?” Does it mean 
the person has not “grieved properly” 
if  their grief  “persists for more than 
one year?” I would sure love to find the 

answer to the world’s question, “How 
does one grieve properly?” I wonder 
if  Ms. Ries has ever spent time with a 
bereaved parent, a spouse or partner 
who’s loved one died in the military, 
or children/adolescents whose parent 
or sibling, or grandparent died from 
an expected, unexpected, or traumatic 
death, or died by suicide, homicide or 
COVID? Those of  us in the “helping 
profession,” companioning a person 
dealing with grief  and loss, KNOW 
that after the first year…there is the 
second and third year…and the years 
that follow. As most of  us know, clients 
often walk in our door, a year or two 
after the death, due to being “too 
busy” to grieve during that first year. It 
appears, from the new DSM-5 diag-
nosis….they could now have a mental 
illness. 

Tom Attig, in his 1996 book, How 
We Grieve: Relearning the World, shares 
how, through grieving, individuals 
overcome challenges, make choic-
es, and reshape their lives. He states 
grieving is not about living passively 
through stages or phases. A griever’s 
experience is complex and richly tex-
tured. He goes on to state, “Grieving 
is instead an active process of  coping 
and relearning how to be and how to 
act in a world where loss transforms 
our lives. Loss forces us to relearn 
things and places; relationships with 
others, including fellow survivors, the 
deceased, even God; and ourselves, our 
daily life patterns, and the meanings of  
our life stories.” According to the new 
PGD, if  you haven’t accomplished all 
of  those areas within a year of  a loved 
one’s death, you should be diagnosed 
with a “disorder.” 

Robert Neimeyer, now the director 
of  the Portland Institute for Loss and 
Transition finds “The most important 

PGD: Diagnosis continued from page 4

PGD: Diagnosis continued on page 9
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The Prolonged Grief Disorder Diagnosis  Debate: One Clinician’s Thoughts
by Christine Lewis, MSN, CNS, FT

Editor’s Note: Christine Lewis is certified as a clinical nurse specialist (CNS) in adult mental health, and is also certified in Thana-
tology (FT). For thirty years she worked for Hennepin County providing crisis intervention, therapy, and medication management. 
Chris has a private psychotherapy practice, specializing in trauma and loss. She has served on the MCDES Board since 2006.

Raise your hand if  you remember 
Dayton’s Department Stores. Raise 
both hands if  you were upset when 
Dayton’s became Dayton-Hudson 
Corp, then Marshall-Field’s, and finally, 
Macy’s. Wave both hands in the air 
if  this Wikipedia nugget describes 
you: “Many Minnesotans resisted the 
name changes and continue to refer to 
‘Dayton’s’ when speaking of  the stores 
in Southdale, Rosedale, Ridgedale, and 
the flagship downtown Minneapolis 
location, now closed.” How accepting 
were you on Jan. 31, 2010 when our 
homegrown MSP-based Northwest 
Airlines lost its 84-year-old name to 
Delta?

Names mean something. They 
obviously matter to all the interested 
parties currently debating the merits of  
naming Prolonged Grief  as a diagnos-
tic term. Names symbolize concepts, 
values, styles, beliefs. When names are 
created and endorsed, a new reality is 
born.

Complicated Grief. Traumatic Grief. 
Persistent Complex Bereavement. 
Disordered Grief. Prolonged Grief  
Disorder. Bereavement, uncomplicat-
ed. (Have you ever seen bereavement 
as “uncomplicated”?)

For at least twelve years, DSM 
(Diagnostic and Statistical Manual 
of  Mental Disorders) committees 
have struggled to categorize grief  
that disables. Dozens of  prominent, 
knowledgeable medical scholars finally 
decided to give it a full coded diagnosis 
in the latest version, DSM 5-TR, now 

in use after recent publication by the 
American Psychiatric Association. At 
the same time, the new ICD-11 (In-
ternational Classification of  Diseases, 
11th version), released for use on Jan 
1, 2022 , also includes for the first time 
Prolonged Grief  Disorder, listed under 
“Disorders specifically associated with 
stress.” The DSM-5-TR criteria for 
Prolonged Grief  Disorder are similar 
(see page 7) but not identical to those 
in ICD-11.

ICD-11 - Diagnostic Criteria for 
Prolonged Grief Disorder (6B42)

While the World Health Organiza-
tion (WHO) ICD-11 Prolonged Grief  
description is too lengthy and specific 
to include in this space, clinicians are 
strongly advised to use its helpful con-
tent, which can be found on the web-
site, icd.who.int, then enter Prolonged 
Grief  Disorder in the search bar, see it 
listed as 6B42, then double-click on it. 
Criteria are similar but not identical to 
those in the DSM-5-TR. You will find 
much clarifying information.

Both classification systems in the 
past started using the terms Compli-
cated Grief  or Persistent Complex 
Bereavement Disorder, but concluded 
that the term Prolonged Grief  Disor-
der (often shortened to PGD) is more 
descriptive and showed more validity 
through numerous research studies. For 
a thorough historical understanding of  
this topic, including assessment tools 
and some treatments, obtain the Mae-
rcker and Lalor article “Diagnostic and 
clinical considerations in prolonged 

grief  disorder” in Dialogues in Clinical 
Neuroscience Vol. 14 No. 2 at https://
doi.org/10.31887/DCNS.2012.14.2/
amaercker.

There are actually two distinct philo-
sophical wars currently being fought on 
one battlefield. One argument, voiced 
by experts Donna Schuurman, Tashel 
Bordere, Dale Larson, Jerome Wake-
field and Paul Rosenblatt among many, 
questions if  ANY bereavement expe-
rience, the most universal of  human 
pain, belongs in the DSM, a chronically 
flawed list of  all the known ways peo-
ple can be mentally “disordered.” 

The other argument, from re-
searchers like Holly Prigerson, Mardi 
Horowitz, Katherine Shear, Therese 
Rando, and Robert Niemeyer, applaud 
the new addition of  Prolonged Grief  
as a clinical diagnosis, but argue what 
is truly the best name for it. Some are 
much more in favor of  using the name 
Complicated Grief, for example. 

In other words, does Bereavement 
ever go far enough outside cultural 
norms to need treatment beyond guid-
ance, support, and psychosocial teach-
ing? If  so, how do we identify it, and 
what should we call it? To say mental 
health researchers and providers are 
not all on the same page is an under-
statement!

If  you are a licensed healthcare 
professional, you get to make up your 
own mind about these controversies 
and your comfort level with diagnosing 
intense, long-lasting grief  as a disorder 

PGD: Clinician continued on page 7

http://icd.who.int
https://doi.org/10.31887/DCNS.2012.14.2/amaercker
https://doi.org/10.31887/DCNS.2012.14.2/amaercker
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needing some kind of  intervention. 
Much will depend on your type of  
work. Time will tell if  our opinions are 
molded by whether or not we provide 
direct services, and to whom.

At the recent 2022 ADEC confer-
ence, grief  scholar Dr. Louis Gami-
no reminded us that we are still free 
to use other language in discussions 
with clients and in progress notes; he 
prefers “complex grief.”  Dr Wen-
dy Lichtenthal, our MCDES Spring 
2021 conference speaker, believes in 
learning to “swim in the waves” rather 
than fighting them, reminding that 
“disorders are simply concepts.” We 
can use whatever words seem best for 
each situation: complicated, complex, 
prolonged, traumatic, etc. I tend to say 
“heavy” or “profound” grief. When 
entering diagnosis codes for insurance 
reimbursement, use the correct code 
and phrase; that is your only obligation 
to the new addition. Only about 12% 
of  clients coming to us for help with 
bereavement will meet full criteria for 
Prolonged Grief  Disorder.

Many grief  experts are expressing 
fears of  “overdiagnosing.” If  people 
struggling with grief  fit criteria, they 
are not being overdiagnosed, but rather 
being correctly diagnosed.  As a prac-
ticing therapist, I see clients deciding 
for themselves how problematic their 
grief  has become. They tend to self-se-
lect well. People don’t come in at first 
saying “I am doing ok.” They know 
when they are stuck in “NOT ok.” 
They are exhausted, worried, seeking 
help, and hope. They don’t need to be 
convinced by me that they need it, and 
they don’t care what diagnosis is used; 
they don’t even ask.

One’s perspective is affected when 
a new client clearly is not depressed, 
anxious or mood-disordered, but has a 

PGD: Clinician continued  from page 6

DSM-5-TR Diagnostic Criteria for Prolonged Grief Disorder (F43.8):
A. The death, at least 12 months ago, of  a person who was close to the bereaved 

individual (for children 18 and under, at least 6 months ago).

B. Since the death, the development of  a persistent grief  response characterized by 
ONE or BOTH of  the following symptoms, which have been present most days 
to a clinically significant degree. Also, the symptom has occurred nearly every 
day for at least the last month:
1. Intense yearning/longing for the deceased person.
2. Preoccupation with thoughts or memories of  the deceased person (in chil-

dren under 19, preoccupation may focus on circumstances of  the death).

C. Since the death, at least THREE of  the following symptoms have been pres-
ent most days to a clinically significant degree. In addition, the symptoms have 
occurred nearly every day for at least the last month:
1. Identity disruption (e.g. feeling as though part of  oneself  has died) since the 

death.
2. Marked sense of  disbelief  about the death.
3. Avoidance of  reminders that the person is dead (in children under age 19, 

may be shown as efforts to avoid reminders).
4. Intense emotional pain (e.g. anger, bitterness, sorrow) related to the death.
5. Difficulty reintegrating into one’s relationships and activities after the death 

(e.g. problems engaging with friends, pursuing interests, or planning for the 
future).

6. Emotional numbness (absence or marked reduction of  emotional experience) 
as a result of  the death.

7. Feeling that life is meaningless as a result of  the death.
8. Intense loneliness as a result of  the death.

D. The disturbance causes clinically significant distress or impairment in social, 
occupational, or other important areas of  functioning.

E. The duration and severity of  the bereavement reaction clearly exceed expected 
social, cultural, or religious norms for the individual’s culture and context.

F. The symptoms are not better explained by another mental disorder, such as ma-
jor depressive disorder or posttraumatic stress disorder, and are not attributable 
to the physiological effects of  a substance (e.g. medication, alcohol) or another 
medical condition.

definite profound loss history and few 
resources. What is the right thing to do 
when this person obviously needs the 
help of  a grief  specialist? If  insurance 
can’t be billed, it becomes “pro bono” 
care, or a referral to volunteer-led 
groups. In those situations, it’s literal-

ly a blessing to have a true diagnosis, 
which will make therapy possible.

Because I am also a licensed pre-
scriber, I can comment on another 
worry, that pharmaceutical companies 

PGD: Clinician continued on page 8
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will seize on the new opportunity to 
produce and promote new medications 
to treat PGD. Yes, I expect they will 
try. But with the exception of  emer-
gency uses like COVID vaccines, it 
takes years for new drugs to reach the 
market. Companies are more likely to 
use older, off-patent medications, do 
some testing with patients who meet 
PGD criteria, hope to see clinical 
improvement in at least one area such 
as sleep or activity level, give it a new 
name, and try to sell the idea to the 
FDA, prescribers and consumers. We 
practitioners must still discern benefit 
vs harm. Possibly some people will 
even be helped by them. 

In a previous MCDES newsletter 
(March, 2021), I wrote an article sum-
marizing medicines that can be used to 
help grief-related problems with sleep, 
anxiety or depressed mood. Some 
people want them, and sometimes the 
meds bring relief. They rarely do harm 
if  used correctly. As always, responsible 
prescribers must stand between drug 
companies and consumers to protect 
patient safety and well-being. In a 
hopeful sign, Dr Lichtenthal report-
ed on recent research showing that 
primary care providers who were given 
brief  training about Prolonged Grief  
Disorder were four times more likely 
to correctly diagnose it in patients, and 
were less likely to prescribe medication, 
and more likely to refer the patient to a 
grief  specialist.

In my clinical work, it is a relief  to 
have a billable code (F43.8) that fits 
some of  my clients: people who have 
no history of  previous mental illness 
seeking help for lengthy struggles after 
a devastating loss. If  a client actual-
ly fits DSM criteria for an additional 
diagnosis too, I will list them chrono-
logically.

If  a client does not fit time or 
symptom criteria for PGD but did 
suffer a loss, I will still use Adjustment 
Disorder (F43.20), or Acute Stress 
Disorder (F43.0), or Post-traumatic 
Stress Disorder (F43.10) depending on 
circumstances, and will state Prolonged 
Grief  or Complicated Grief  as an ex-
acerbating factor.

My personal argument against PGD 
is that it does not address the frequent 
therapy situation of  clients with mul-
tiple severe losses, or serial losses. For 
them I will carefully include Complicat-
ed Bereavement in my notes; it is the 
real problem and should be highlight-
ed. Someday this DSM omission will 
be corrected, I hope.

Someone discussing this topic with 
me brought up a potential issue I had 
not considered: clients who may want 
to use the new PGD diagnosis to 
obtain disability income. Our role is 
to submit careful and thorough docu-
mentation if  requested; other entities 
decide the outcome.

When working with a bereaved 
client who’s been grieving deeply for 
a long time, with no shifts in thinking 
or actions, the Dual Process Model de-
scribed by Stroebe and Schut helps me 
understand that this person does not 
appear to be oscillating between Loss 
Orientation and Restoration Orienta-
tion, but is quite stuck on the “Loss” 
side of  the model (though coming 
to therapy is a Restoration behavior). 
A drawing of  the model can be used 
to track, with the client, when some 
movement, however brief, is made to-
ward the restoration side. Usually there 
is a belief  in play, that to “oscillate” 
is to forget the deceased person, but 
practicing little steps shows there is no 
forgetting.

The placement of  PGD in the 
Stress-related section of  both the 

DSM-5 and the ICD-11 is a very help-
ful move for us therapists, reminding 
us that tools for trauma will usually 
help PGD too. SandTray and  EMDR 
(I do in person only), Narrative Re-
construction, Mindfulness Practice, 
assigning movies, any body therapies 
like yoga, and the surprising effective-
ness of  asking clients to bring photos, 
which can be done on telehealth, all 
can gently move people forward. 

Some helpful resources:
For our own self-care: https://self-com-
passion.org/category/exercises.
Inventory of  Complicated Grief:  
endoflife.weill.cornell.edu/sites/default/
files/icg-r_ybs.pdf.
Prolonged Grief  Disorder questionnaire: 
endoflife.weill.cornell.edu/sites/default/
files/pg-13.pdf.
Brief-Grief-Questionnaire-2018: https://
www.va.gov/WHOLEHEALTHLI-
BRARY/docs/Brief-Grief-Question-
naire-2018.pdf.
TGI-SR+ (Traumatic Grief  Invento-
ry-Self  Report Plus). A high validity tool.
Stroebe, M., Schut, H. and Van den 
Bout, J. (2012) Complicated Grief: 
Scientific Foundations for Health Care 
Professionals. Routledge, New York.                          
(A helpful, balanced sampling of  views 
of  35 grief  scholars.)
Do not pass up chances to see Dr. Kathy 
Shear (https://prolongedgrief.columbia.
edu/professionals/complicated-grief- 
professionals/overview/)  and Dr. Wendy 
Lichtenthal (Meaning-Centered Grief  
Therapy) present their therapy models.
Dr Tashel Bordere will present her 
unique and timely observation that “Pro-
longed Grief  is the result of  Prolonged 
Injustice” at our MCDES Fall 2022 
Conference on October 7. The confer-
ence topic is From Cultural Considerations 
to Socially Just Practice: Disrupting Patterns of  
Suffocated Grief. More information is on 
page 9 and at  www.mcdes.org.

PGD: Clinician continued  from page 7
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http://endoflife.weill.cornell.edu/sites/default/files/pg-13.pdf
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goals of  complicated grief  therapy are 
to develop a narrative of  what hap-
pened, to revise and re-create one’s 
relationship with the loved one, and to 
reinvent oneself.” He states, “After loss, 
we need to reconstruct life meaning 
and find a way to reinvest in living.” Is 
it possible to get that all done “before 
the first year after a loved one’s death?”

At the recent April, 2022, Interna-
tional Association for Death Education 
and Counseling (ADEC) conference 
in St. Louis, a number of  participants 
shared “Reducing grief  into a set of  
symptoms is to risk pathologizing one 
of  the most profound of  human expe-
riences. It is to prioritize society’s pref-
erence for functionality and resilience 
over the slow grind of  self-awareness.”

Whatever article you read regard-
ing adding Prolonged Grief  Disorder 
to the DSM-5, the articles will state 
how the APA has made it easier for 
doctors treating prolonged grief  to be 
reimbursed for any care they provide 
related to it. Additionally, adding PGD 
to the DSM-5 is also expected to help 
researchers access funding to research 
the causes, risk factors, and treatment 
methods for prolonged grief  disorder.

One good point I will admit…. this 
new diagnosis will provide people who 
are struggling with grief  to now receive 
treatment that otherwise they possibly 
would not have gotten. However, I am 
curious if  people from the BIPOC, 
LGBTQ, and other already marginal-
ized communities will see any benefits 
of  a new diagnosis and their grief. 
Or will it only add to what so many 
already see as being culturally margin-
alized, experiencing discrimination and 
exclusion, let alone those whose grief  
is compounded by historic trauma and 
ongoing loss and inequities?

Finally, at some point in the years 
ahead, Prolonged Grief  Disorder will 
be called something else. Whatever 
it will be called down the road when 
a new DSM-6 is rolled out, the new 
name at that time will have new criteria 
and new “thoughts,” but for now, all 
of  us need to appreciate PGD is here 
to stay. Go slowly and be careful as 
you “diagnose” those you work with—
those who call on you to help them on 
their grief  journey. 

PGD: Diagnosis continued from page 5

Announcing MCDES Fall Conference on October 7, 2022
From Cultural Considerations to Socially Just Practice: Disrupting 
Patterns of Suffocated Grief with Dr. Tashel Bordere

This conference will address patterns of  loss, disenfran-
chisement, and suffocated grief  of  marginalized youth 
and families and ways in which grief  has been further 
complicated by the COVID-19 pandemic and on-going 
systemic inequities. Social media and national movements 
have been pivotal in bringing widespread attention to the 
trauma and loss experiences of  youth populations, fami-
lies, and communities representing marginalized identities 
and backgrounds. Research, theory, and recent events will 
be integrated as we examine loss and coping, systemic 
impediments to coping, and some practices that are essential to diversity, equi-
ty, and inclusion in service provision and support. We will examine socially just 
practices that contribute to effective outreach, cross-cultural communication, 
and grief  enfranchisement of  bereaved youth.

Tashel Bordere, PhD, is an Assistant Professor of  Human Development and 
Family Science and State Extension Specialist in Youth Development at the 
University of  Missouri-Columbia. She currently serves as Board Member of  
the Association for Death Education and Counseling, Board Member of  the 
National Alliance for Grieving Children, and Advisory Council Member of  the 
Tragedy Assistance Program for Survivors (TAPS). She has specialized educa-
tion and training as a Certified Thanatologist (Death, Dying, and Grief). She 
has served as Editor of  the ADEC Forum publication. Dr. Bordere’s research 
program assumes a contextual approach focusing on trauma, loss (homicide loss, 
assaultive violence – sexual assault), suffocated grief  and Black youth and family 
bereavement. She studies cultural practices that promote healing and survival. 
Dr. Bordere has done numerous workshops, consultations, keynotes, and pub-
lished research relating to social inequities and culturally responsive practices in 
loss including her co-edited/co-authored book, Handbook of  Social Justice in Loss 
and Grief (Routledge).

More about this conference can be found at www.mcdes.org.

Tashel Bordere, PhD

In Memory of  the One Million 
American Lives, and the 12, 875 

Minnesota Lives Lost to COVID.

http://www.mcdes.org
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Considerations About Recent and Current Disruptive Times:  
Losses, Grief, Trauma and Resiliency
By Ted Bowman and Krista Nelson

It’s been a time like no other has often 
been heard in recent days. The inter-
sections of  commonly experienced 
past losses—jobs, ways of  life, rituals, 
even dying and death—were exacerbat-
ed as a pandemic continued; a national 
election called into question with few 
factual supports; a destructive siege 
of  the Nation’s Capital that has been 
minimized by national leaders; and now 
what could become the next World 
War wages in Ukraine. 

Are people grieving? Are people 
traumatized? Uncertainty and ambigu-
ity abound. What is happening? What 
sort of  grief  and trauma care is pos-
sible these days? How have personal 
and family losses been heightened or 
diminished by constant news attention 
to collective events. What do we know 
about grief  and trauma care that fits 
for times like these? More than ever, 
we need a comprehensive approach 
to supporting clients, and ourselves, 
through such deep heartache and 
healing. 

In this brief  essay, two colleagues, 
Ted (a grief  educator) and Krista (a 
therapist and trauma specialist), discuss 
perspectives for disruptive times in the 
hope it will prompt, you the reader, to 
also consider what past perspectives 
and practices of  your own still have ef-
ficacy and meaning. And what have you 
learned, perhaps as a wounded healer, 
these past two years that could aug-
ment tried and true practices of  grief  
care? How might MCDES members 
BE with someone languishing with 
grief, trauma, or both?

Here are some comments about 
grief  and trauma, comments that 

highlight similarities, differences, and 
overlaps.

Definition of Loss
Loss refers to being deprived of  or 

ceasing to have something that one 
formerly possessed, or to which one 
was attached. It is a broad definition 
that can include a myriad of  conspic-
uous and internal losses: health, safety, 
a favored place, life, abilities, the list is 
virtually endless. The use of  the word 
“possessed” is deliberate. It refers to 
an assumption of  continuation…an 
assumed life or world. Even if  naïve, 
assumptions (personal or communal) 
are still someone’s perception of  loss; 
loss that may shatter dreams. “Essen-
tial” things that are held as dear have 
a way of  taking up residence in hearts 
and beliefs. For example, in early 2020, 
commonly held assumptions about 
COVID-19 included:

• We can overcome this threat quickly.
• Our health care system is capable.
• Scientists will figure this out soon.
• We can overcome adversity if  we try 

hard enough.

Collective Losses
During the past few years, we have 

been nudged by grieving people to 
consider collective losses more rou-
tinely, some of  which Ted put 
together in the phrase—grieving 
the state of  the world (see earlier 
Coalition News articles: Septem-
ber 2019 and March 2020). Fear 
about the future of  the planet is 
but one example. Current losses 
connected to the war in Ukraine 
may be personal (family ties or 

veterans or some immigrants) or may 
be evoked by photos and images of  
dead bodies, destroyed buildings, and 
the incessant killing of  all creatures. 
The sights and sounds of  war can 
evoke, for many, empathic grieving 
about Ukraine and Ukrainian people 
AND anticipatory grieving for the state 
of  the world. If  I wake in the middle of  
the night, it’s not about my daughter’s cancer. 
I’m worried about the state of  the world. 

Traumatic Experience
Trauma, more often than with griev-

ing, has been associated with visceral 
(body) triggers. Something observed, 
heard, or experienced floods the body, 
making responses challenging. Words 
of  emotional or cognitive substance 
are not readily available. The body’s 
capacity to cope is compromised, 
resulting often in physical or emotion-
al symptoms. It is now more clearly 
known that traumatic experiences hap-
pen to all, but they do not necessarily 
result in the trauma we know as PTSD. 
Most do not. Key is the capacity to 
organize bodily and sensory responses 
into an understandable narrative to 
be heard and witnessed by another or 
use practices that release sensations 
physically. Further, shards of  previous 

Ted Bowman Krista Nelson

Considerations continued on page 11
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traumatic sensory material can remain 
(historical trauma) in the parts of  our 
brain (the amygdala) that are always 
scanning for danger. Those shards can 
then be reactivated by new data that 
still says DANGER and a person feels 
terror, overwhelmed or powerlessness 
again. This is trauma reactivation or 
triggering. 

Trauma healing is organizing those 
shards of  sensory and bodily data 
into a coherent narrative that allows 
the cognitive brain and body to know 
one is okay and is safe enough now to 
reduce hyper-vigilance. Bessel van der 
Kolk (See his book, The Body Keeps the 
Score) urges us to know that talk thera-
py alone is insufficient for healing. We 
need to tend to the bodily and sensory 
responses as well for full reconciliation. 
David Brooks, in a New York Times col-
umn wrote: “The process of  post-trau-
matic growth is more like rewriting a 
novel than like solving a problem or 
healing a wound.” (4/21/22)

Ambiguity
The ambiguity of  the recent pan-

demic and racial unrest challenged 
many. As Pauline Boss wrote: 

“What is distressing us is not 
just the virus, but the ambiguity 
surrounding it, what it will do, and 
what we should do about it. Sci-
ence provides some answers, but 
we are experiencing uncertainty, 
and that’s very stressful for a soci-
ety that is accustomed to solving 
problems and having definitive 
answers.” (04/05/22 Pioneer Press).

Note her words: solving problems 
and having definitive answers. Lack 
of  clarity is a common contributor 
to complicated grieving. Consider the 
13,000 Minnesota families who have 
had a family member die of  COVID 

and their uncertainty about whether 
or when or how to do a memorial or 
funeral.

Loss
Loss accumulation is from the mo-

ment of  birth until the present mo-
ment. Loss overload is when a grieving 
person gets more than their system can 
tolerate, absorb, or effectively grieve. 
During the past two-plus years, too 
many people have been grieving per-
sonal losses—family members’ deaths 
for example—while also living with 
someone with special needs; employ-
ment stressors; and their usual ways 
of  life. Simultaneously, the world news 
each morning and each night added to 
their loss and grief. Sorting whether 
one’s grief  is personal or communal 
adds to distress.

Languishing rose to the level of  
bodily trauma, especially when the 
pandemic stress overwhelmed capacity 
to cope over time, as it did for medical 
professionals working in impossible 
conditions, losing patients daily OR for 
parents trying to respond to both jobs 
and young children who were highly 
stressed and needed them—impossible 
role overload. Failure to acknowledge 
and validate ongoing/overload of  
stressors at home or in the workplace 
erodes self-awareness, self-competence, 
and resiliency. 

We started this discussion by invit-
ing you to a discernment process of  
current loss, grief  and trauma care 
practices. We hope our collaboration 
models the importance of  collabo-
ration and continues review of  one’s 
ways of  working. Writing this together 
“stretched” our perspectives and prac-
tices. We hope it sparks similar conver-
sations for you. 

Ask yourselves, as we asked one an-
other, do these summary thoughts have 
efficacy for times like these?

We recommend care-of-self  in order 
to care for others. Be present. Try to be 
a non-anxious presence. Be a witness 
that first listens to understand; not 
respond. Honor the account of  anoth-
er. Be alert that both grief  and trauma 
are whole body responses to losses or 
other triggers: emotional, cognitive, 
spiritual, and visceral. Meet the other 
person where they are; your emotional 
and cognitive care may be less acces-
sible for someone that is traumatized. 
Explore revising of  narratives of  
experiences and coping. Consult with 
colleagues about your work AND 
about your own care practices.

Editor’s Note: Ted Bowman is an edu-
cator, and consultant.  He specializes in 
change and transition. For over 40 years, 
he has been a frequent trainer, consul-
tant, and speaker with many groups 
throughout Minnesota, the United States, 
and other countries. Ted was an adjunct 
professor at the University of  Minne-
sota (Family Education) 1981-2012; at 
the University of  Saint Thomas (Social 
Work) 2006 until 2019; and 1989 to 1996 
at United Theological Seminary of  the 
Twin Cities. He can be reached at ted-
bowman71@gmail.com.

Krista Nelson, LICSW, LMFT, Accred-
ited Consultant in EMDR, has over 
thirty years of  experience working with 
adults and children who are coping 
with attachment loss, trauma and family 
changes, and adoption. She is co-founder 
of  Family Circle Counseling and led the 
Wilder Foundation’s Attachment and 
Trauma Training program in St. Paul 
from 2001 to 2017. Krista is a frequent 
speaker and consultant for Minnesota 
mental health organizations on issues of  
attachment, adoption, complex trauma, 
parenting, teen-parent therapy and sup-
port for caregivers and healers working 
with trauma. Ms. Nelson can be reached 
at kristanelson@fcircle.org.

Considerations continued from page 10
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Book Review: Handbook of Social Justice in Loss 
and Grief: Exploring Diversity, Equity,  
and Inclusion
Edited by Darcy L. Harris and Tashel C. Bordere. Routledge Press (2016).
Reviewed by Eunie Alsaker

2022 is another extraordinary year for MCDES, with conferences led by two 
national leaders in the field of  grief  and loss. Unbeknown to us at the time, our 
May presenter, Dr. Darcy Harris, and our October presenter, Dr. Tashel Bordere, 
are well acquainted with each other. In 2016, they co-published an important book, 
Handbook of  Social Justice in Loss and Grief: Exploring Diversity, Equity, and Inclusion. 
This book is part of  the Routledge Death, Dying, and Bereavement Series, a series dedi-
cated to cutting edge research and critical topics for grief  professionals. Harris and 
Bordere are both editors and contributors in this book which is a must for training 
programs and contains essential information and guidance for anyone in the field. 

Grief-informed practice includes awareness of  how people with limited power 
are most at-risk to issues of  privilege during the most vulnerable moments of  their 
lives. Harris and Bordere have provided a comprehensive overview of  the com-
plexities involved in social justice, an issue too often overlooked in our field. We 
are indebted to their work and challenged to become better professionals because 
of  it. 

The book includes twenty-two chapters from contributions by many familiar 
names within the field. The content ranges from foundational concepts to complex 
nuances. Using personal reflection, carefully chosen case studies, recent research, 
and social criticism, the authors address how issues of  race, economics, bias, pow-
er, and political influence impact loss, end-of-life care, and grief. It is a handbook 
for not only the development of  a culturally aware and humble practice, but also 
for personal reflection. Indeed, reflection f lows into practice. Our understanding 
of  grief  has significantly grown in the last couple of  decades, and in no area is that 
more evident and necessary than in the cultural and social context of  grief. 

The book helps us identify our role within the 
discussion, increases our awareness of  issues of  
power, provides practical applications, and assists 
in the development of  compassion for ourselves 
and others. It is fitting that the book concludes 
with models of  compassion that look at structural 
factors for creating self-sustaining practices.  

We are pleased to have been able to give away 
one of  these books at our May conference and 
we look forward to doing so again at our October 
conference. Anyone attending the MCDES con-
ference on October 7, with Dr. Tashel Bordere, 
has a chance to win! 

Minnesota Threshold 
Network

“One night in 2008, a handful of  
people met in the Minneapolis home 
of  Linda Bergh. Linda & Marianne Di-
etzel had held vigils for loved ones and 
begun to give home vigil workshops 
through their Beholding the Threshold, 
http://beholdingthethreshold.org/. 
Becky Bohan and Nancy Manahan had 
published a book, Living Consciously, 
Dying Gracefully, and were giving presen-
tations that included their experience 
of  family-directed after-death care.

Those four began the Minnesota 
Threshold Network to educate them-
selves and others about the environ-
mental, emotional and economic bene-
fits of  a more natural, less commercial 
approach to death, including conscious 
dying, home vigils, family-directed 
funerals, and natural burials. MTN now 
has almost 500 members.” 
~ https://mnthresholdnetwork.word-
press.com/about/

Fourteen years later, on June 7,  
7 p.m., the Minnesota Threshold Net-
work is honoring their founding moth-
ers: Nancy Manahan, Becky Bohan, 
Marianne Dietzel and Linda Bergh. 
Join, via Zoom, at https://us02web.
zoom.us/j/88353698053. Contact  
mnthresholdnetwork@gmail.com, for 
more information.

The Founding Mothers

http://beholdingthethreshold.org/
https://mnthresholdnetwork.wordpress.com/about/
https://mnthresholdnetwork.wordpress.com/about/
https://us02web.zoom.us/j/88353698053
https://us02web.zoom.us/j/88353698053
mailto:mnthresholdnetwork%40gmail.com?subject=
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Harriet Hodgson’s newest grief  resource, Daisy a Day: Hope for a Grieving Heart, 
offers grievers comfort and companionship. The author writes from her own ex-
periences after the loss of  her husband, daughter, mother, sibling, and other loved 
ones. She knows pain and survival. This short book of  just over 100 pages holds 
365 simple but powerful messages. Each entry pushes against societal pressure to 
not talk about grief. Hodgson offers thoughts from the very practical on how to 
eat when we’re not hungry, to the spiritual of  staying connected to our loved ones. 
She highlights the themes of  different styles of  grieving, the necessity of  social 
support, emotional validation, and self-compassion. The book is not meant to be 
read straight through, but rather to be savored in small doses. The sections, Shock 

and Anguish, Coping and Finding Balance, A 
New and Meaningful Life, and Making Good 
from Grief  will speak to grievers at different 
times. The book belongs in a prominent location 
where it will invite someone to pick it up for a 
moment and find that the tenor of  their day is 
altered.

Hodgson has strong Minnesota connections. 
She lives in Rochester, and has her MA from the 
University of  Minnesota. In addition to author-
ing multiple grief  books, she is the assistant 
editor to Open to Hope, www.opentohope.com. 
Her life work is a testament to her decision to 
take control over what she can and turn personal 
grief  into meaning and purpose. She has created 
a living legacy to her loved ones.

Book Review: Daisy a Day—Hope for a Grieving 
Heart 
by Harriet Hodgson, WriteLife Publishing, Inc. (2022) 
Reviewed by Eunie Alsaker

illustrated the challenge of  being fully 
present with another person. This is 
an effective, yet simple, video of  total 
strangers facing each other, silent and 
still, looking deep into each other’s 
eyes. Some struggled making eye 
contact, looking away for a second and 
then back again, while others smiled. 
One woman was tearful as she quietly 
made eye contact. All shared their story 
soulfully, in silence. 

Another video demonstrated the 
strength and connection we have with 
others who are similar to ourselves. 
The video: TV Denmark: All That 
We Share, (Google “TV Denmark All 
That We Share” to find the video), was 
an experiment of  the commonality 
we have with people, even when we 
perceive them as different from our-
self. The video started with groups of  
“similar” people entering a room and 
standing together in boxes that were 
taped out on the floor. 

The groups were defined as they 
entered. There was the business group: 
white collar workers, upper man-
agement, CEO’s, the policy makers, 
wearing their suits and looking very 
professional. A group of  caregivers: 
nurses, aides, people in white lab coats 
or scrubs entered and stood together. 
The farmers, and city slickers, the reli-
gious, and the undesirables, bikers and 
gangs all entered and stood with their 
group. Then, a controlled voice asked 
questions; who among us was the class 
clown? Who among us are stepparents? 
Who loves to dance? Who was bullied? 
Feels lonely? The individuals in each 
group left the “box” they were in as 
they answered and met in the middle. 
This humanity scenario exemplified the 
compassion and link we have to others. 
The strength of  the perception of  

Conference Review continued from page 1

ConferenceReview continued on page 14

“Upon reflection, I realized that much of  my  
work as a grief  counselor has been spent 

attempting to normalize grief  responses that  
are deemed as problematic by unrealistic  

social norms and expectations…”

~ Dr. Harris, Handbook of  Social Justice in Loss and Grief, p.166

http://www.opentohope.com
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common humanity is that all humans 
become the in-group. I wanted to 
watch more! The video reminded me 
of  when my nephew got a rather large 
tattoo. He called to tell me about a 
Tattoo Convention in Duluth and that 
he was entering his tattoo in a contest. 
I went to the show to be supportive. 
As I walked into the room, I felt like 
the great white buffalo, (grey hair and 
all) amongst the venders and people 
attending. I walked around trying to 
find my nephew. (Interestingly, could 
that have been me searching for my 
commonality?) Even more interesting 
is that I had a wonderful time! The art-
ists I met were great people. I contin-
ued to attend tattoo conferences over 
the years and no, I have not yet been 
INKED.  

The topic of  self-compassion pre-
sented by Dr. Harris was personal for 
me. Despite reading multiple books 
on self-talk, attending seminars, even 
leading support groups on self-talk, 
the messages we send ourselves every 
day, this hit home! One of  the slides 
read; “I never thought of  myself  as a 
bully, until I listened to how I speak to 
myself. I owe myself  an apology.” The 
experience that immediately came into 
my mind was recent. I was planning a 
baby shower for my granddaughter and 
used a website to make personalized 
invitations. They turned out adorable 
and I was so excited to print and get 

them in 
the mail. 
Unfor-
tunately, 
without 
proof  
reading 
them! A 
few days 
later as 

the texts and calls came from the invi-
tees of  my beautiful creation, I realized 
just how many errors were on the invi-
tations. Including misspelling her last 
name! To say the least my self-talk was 
not good. My inner-critic was definitely 
a bully. A good friend helped me put it 
in perspective. “Terry, it’s tough to be 
human! The shower can only get better 
from here.” Her words helped. The 
shower was awesome and the experi-
ence, insightful. 

Dr. Harris comprehensively present-
ed self-compassion as being our own 
best friend; feeling safe outside and 
inside ourselves. The safety we have in-
side ourself  is reflected in our self-talk, 
our worthiness and how we handle 
shame and guilt. Hearing Dr. Harris 
reinforced how imperative it is to stop 
and listen to my self-talk. Everyone 
makes mistakes. 

Dr. Harris complemented her pre-
sentation with heartwarming informa-
tion on the GRACE model of  Com-
passionate Response. Briefly, the Grace 
model teaches us to “Gather our atten-
tion.” Taking a moment and breath to 
become open and grounded. “Recall 
our intention” by remembering what 
is important, affirming our purpose 
and motivation. “Attune to ourself  and 
others” by noticing what is going on in 
our mind and body and sensing how 
another may see the situation. “Consid-
er what will serve” being careful not to 
jump to conclusions and remembering 
the range of  compassionate responses. 
“Engage and end,” the compassionate 
response, emerges from being open 
and connected. Mark the end of  the in-
teraction, breathe, and then leave it. Dr. 
Harris used the example of  washing 
your hands after being with a patient; 
the act of  washing away and releasing. 

When I worked in hospice, I would 
get paged when a patient I was working 

with had died. I found it hard to just 
delete that page with their name until 
I found a small ritual I could perform. 
At the end of  each day, I would light a 
candle, say each of  the names out loud 
and remember one thing about them. 
When I deleted the page, I knew it was 
a page I was deleting, not the person. 

In conclusion, Dr. Harris’s presen-
tation validated the basic core assump-
tions we hold about the world and how 
we can be shattered by life experiences 
that do not fit our view. We are con-
stantly bombarded in our world with 
situations; politically, organizationally, 
and personally. Learning compassion 
can serve as a buffer in these situations. 
Self-compassion is an essential com-
ponent to sustaining our ability in our 
helping profession. The conference 
was seeped in incredible information, 
tools, education and validation on the 
importance of  self-compassion and be-
ing fully present. I know this will serve 
me greatly in the future. I appreciated 
the scholarship and ability to hear Dr. 
Harris. 
Editor’s Note: Terry Mahoney, MSW, 
LICSW is a graduate of  the University of  
Wisconsin, and the University of  Minneso-
ta.  She is retired from St. Mary’s Hospital/
Essentia Health Cancer Center where she 
provided psychosocial services to cancer 
patients and their families. Terry has re-
ceived two National Awards: The Ameri-
can Cancer Society Lane Adams Quality of  
Life Award and the Hematology/Oncol-
ogy Social Worker of  the Year. After retire-
ment, Terry accepted a per diem position 
with a home care agency to evaluate safety 
and provide supportive counseling and re-
sources for clients.  In her spare time, she 
loves to travel, read mystery novels, quilt, 
garden and be a kid with her granddaugh-
ters and great-grand children. She volun-
teers for the Dragon Boat Festival and for 
the Pediatric Oncology Team. Contact Ms. 
Mahoney at mahoneyt23@yahoo.com.

Terry Mahoney

Conference Review continued from page 13

mailto:mahoneyt23%40yahoo.com?subject=
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Sundries

ADEC in Conversation: 
Addressing Racial Injustice, 
Loss and Grief in the Black 
Community. 
A Special Panel Discussion from 
ADEC with Dr. Tashel Bordere and 
Dr. Jennifer Matthews. Facilitated by 
Rebecca R. Morse, PhD, ADEC Presi-
dent. Originally recorded August 2020. 
Available at https://www.adec.org/
general/custom.asp?page=ADECin-
ConversationRacialInjustice.

COVID-19 Health Workers 
Suffer Combat-type Moral 
Trauma
A Duke University study shows that, 
amid COVID-19, US healthcare 
workers (HCWs) had similar rates 
of  potential moral injury (PMI)—a 
type of  trauma-induced wound to the 
psyche—as military combat veterans. 
Read more at https://www.cidrap.umn.
edu/news-perspective/2022/04/covid-
19-health-workers-suffer-combat-type-
moral-trauma.

Complicated Grief and 
Prolonged Grief Disorder
Complicated grief  is grief  that lasts 
longer and is more intense than a 
culture may consider typical. It may 
disrupt someone’s daily life, alter their 
sense of  identity, and cause frequent, 
strong emotions, such as longing, an-
ger, or loneliness. In 2021, the Amer-
ican Psychiatric Association (APA) 
added complicated grief, or prolonged 
grief  disorder, to an updated version 
of  the Diagnostic and Statistical Manual 
of  Mental Disorders, 5th edition (DSM-5). 
The International Classification of  Dis-
eases (ICD-11) lists a similar condition. 
https://www.medicalnewstoday.com/
articles/complicated-grief.

Prolonged Grief as a Mental 
Disorder
Opinion piece by Randy David 
(https://opinion.inquirer.net/151211/
prolonged-grief-as-a-mental-disorder). 
Randolf  “Randy” S. David is a Fili-
pino journalist, television host and a 
sociologist. He is a professor emeritus 
of  sociology at the University of  the 
Philippines Diliman. He currently pens 
a weekly newspaper column for the 
Philippine Daily Inquirer, as well as be-
ing a member of  the board of  advisor 
of  ABS-CBN Corporation (info from 
https://www.prrm.org/prof-randy-s-
david.html).

Prolonged Grief Disorder: 
Mental Health Experts Identify 
the Signs
Prolonged grief  disorder is now of-
ficially recognized as a mental health 
condition by the American Psychiatric 
Association (APA). The condition 
occurs when someone experiences 
extensive and intense feelings of  grief  
after losing a loved one. In some cases, 
the grief  can persist for more than 
one year and begin to cause disrup-
tions to the person’s physical, mental, 
and spiritual health. Article at https://
www.healthline.com/health-news/pro-
longed-grief-disorder-mental-health-ex-
perts-identify-the-signs.

Why Checking Into This Hotel 
Could Heal A Broken Heart
Everyone has their own way of  dealing 
with heartbreak. Some turn to their 
friends for support, some turn to TV 
streaming services and some turn to 
ice cream. But what if  you could check 
yourself  into an alcohol- and technol-
ogy-free retreat for a long weekend of  
“transformational therapy” as well as 
scenic views, all with the purpose of  
healing your broken heart? More at 

https://www.cnn.com/travel/article/
heartbreak-hotel-opens-uk-wellness/
index.html.

The Trevor Project 
The Trevor Project, a U.S. National 
Hotline is a 24-hour, toll-free (866-488-
7386) confidential suicide hotline for 
LGBTQ+ youth. It also offers resourc-
es for individuals and schools. It is 
“the world’s largest suicide prevention 
and crisis intervention organization 
for LGBTQ+ young people.”  “Text, 
chat or call anytime to reach a trained 
counselor. Free and confidential.” The 
website is https://www.thetrevorproj-
ect.org/. Note: Contact the National 
Child Traumatic Stress Network  for 
more specifics regarding the Trevor 
Project and other youth-related re-
sources at info@nctsn.org or ncctsn.
org. 

What It Feels Like To Mourn A 
Parent In Your 20s and 30s
We expect to outlive our parents, but 
dealing with their death while still 
transitioning into adulthood hits hard. 
Millennials are increasingly adulting 
later in life, whether through choice 
or due to a lack of  job and housing 
security, continuing to act care- and 
commitment-free for longer. With the 
late 20s and early 30s believed to be the 
best years of  your life, as suggested by 
a recent YouGov survey, what happens 
if  this generation—commonly charac-
terized by their inability to grow up—
lose a parent? Read more at https://
www.vice.com/en/article/n7nykd/
grief-and-loss-millennials.

How To Let Grief Grow and Keep 
the Dead Alive
There is no final goodbye. The article 
is at https://www.psychologytoday.
com/us/blog/how-life-chang-
es/202205/how-let-grief-grow-and-
keep-the-dead-alive.

https://www.adec.org/general/custom.asp?page=ADECinConversationRacialInjustice
https://www.adec.org/general/custom.asp?page=ADECinConversationRacialInjustice
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Grief Resources
 Jewish Grief  Education/Support Group:  
www.jfcsmpls.org.
Pathways—A Healing Center: www.
pathwaysminneapolis.org.
North Metro Grief  Support Coalition: 
763-413-2985.
Allina Support Groups: Search for “grief  
support” at www.allinahealth.org. 
Capitol City Grief  Coalition: Contact 
coordinator Lois Knutson, 651-227-4430.
Downtown Coalition for Grief  Support: 
www.mplsgriefsupport.com.
MN Network of  Hospice & Palliative Care: 
https://www.mnhpc.org/grief-support.
Children’s Grief  Connection:  
www.childrensgriefconnection.com.
Compassionate Friends:  
https://www.compassionatefriends.org/.
Hastings Area Grief  Coalition:  https://
account.allinahealth.org/events/59327.
Grief  Support-Essentia Health-St. Mary’s 
Medical Center (Duluth):  
www.Essentiahealth.org/griefsupportduluth.
West Suburban Coalition:  
www.westsuburbangriefmn.org.
The Grief  Club of  Minnesota: 
https://griefclubmn.org/.

Edina Coalition for Grief  Support:  
www.edinagriefsupport.org.
Dakota County Grief  Resources: 
https://www.co.dakota.mn.us/
HealthFamily/MentalHealth/Training/
Documents/GriefLossSupportServices.pdf.
Youth Grief  Services, Fairview:  
www.fairview.org/youthgrief.
The Young Widowed Support Group: 
mcraem@parknicollet.com.
Center for Grief, Loss & Transition: 
http://griefloss.org or 651-641-0177.
South Mpls Coalition for Grief  Support: 
www.trustinc.org/programs/grief-support
Bloomington-Richfield Grief  Coalition: 
https://brgriefcoalition.com/.
Prince of  Peace Grief  Support, Burnsville: 
https://popmn.org/mission/support-groups
Weathering Life’s Losses—Adult Support 
Group, and Kids in Grief  Support Group. 
Thurs., Stillwater, 651-430-4586.
The Grief  Project: www.griefproject.org. 
Brighter Days Family Grief  Center: www.
brighterdaysgriefcenter.org.
Crisis Text Line: Text “MN” to 741741.
National Suicide Prevention Lifeline: Call 
1-800-273-TALK (8255).
The Trevor Project: Suicide prevention line 
for LGBTQ. Text “START” to 678678.
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