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Abstract: For this case study I will discuss an 87-year-old woman who sought 

psychotherapy to address low mood related to a recent bereavement and loss. 

Although she had positive relationship with other members of her family she felt 

unable to rely on them for support. In therapy she explored her emotions and 

negative thoughts. She re-visited her spirituality and found her new sense of 

creativity with her poetry. She made immense progress over 6 sessions of brief-

psychotherapy and was able to see light from a new outlook. 
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1. Introduction 

Susan (name changed to preserve client’s 

anonymity) presented to therapy through word 

of mouth, while I was searching for a client to 

serve as a case-study for my Diploma in 

Psychotherapy and Counselling. Initial contact 

was made over the telephone and main issues 

were discussed around bereavement, stress, 

anxiety, depression, relationship issues, and 

anger management. After getting consent from 

the client and having received permission from 

my clinical supervisor to continue with this 

client, we arranged an initial assessment 

session.  

1. Introduction 
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During our introductory session Susan 

was made aware of my circumstances as a 

trainee psychotherapist and she consented to 

the presentation of this case-study and its 

potential publication. Confidentially was also 

contracted, from both ends. As such, no 

monetary exchange was involved and 

therapeutic contact was made in my own home. 

There are advantages and disadvantages of 

such approach, i.e. being free of charge and 

seeing clients in your own home (Diem & 

Moyer, 2004) Susan said that she has had 

received six sessions of counselling in the past. 

She was referred via the National Health 

Service and she found it very helpful. At the 

time she had been recently diagnosed with age-

related macular degeneration and counselling 

helped her deal with difficult emotions. She 

had a very positive view of counselling from 

this experience. While completing an initial 

interview form, Susan presented as a suitable 

candidate for psychotherapy. She had some 

health issues and did take several medications 

for these problems. Supervision and advice was 

sought on this, to make sure that she would 

benefit from psychotherapy and there would be 

no foreseen counter-indications.  

Susan agreed to receive between five to 

nine sessions depending on how she was 

getting on. We would discuss more input 

around session three or four. Endings were 

very important for Susan, in particular due to 

her recent bereavement and loss, and make this 

an opportunity for Susan to terminate a 

relationship in a more positive way. 

 
 

 

Susan had lost her husband five months 

prior to coming to therapy. She asked me not to 

provide much information on this, as to prevent 

identification in her small community. This 

loss had been unresolved and Susan felt angry 

and low with life, and perhaps even with her 

sense of spirituality.  Susan felt she had not had 

time to grieve. So, I realized that any time I 

could give her would allow her to go through 

the feelings of loss which would be beneficial 

in taking her though the stages of grief. Since 

she was aware of how counselling had helped 

her in the past and she said that she found 

talking beneficial. However, she did not want 

to ‘bother’ her family and friends. Thus 

without counselling she was at risk of bottling 

things up therefore talking through her feelings 

of grief would be beneficial to her at this time 

in her grieving process. 

 

 

 

We discussed different approaches that 

were suitable for her and within my 

competency levels. We agreed that I used a 

Rogerian technique and cognitive behavioural 

approaches, as these is a useful way to listen to 

feelings and explore these feelings more 

deeply. I also gave her homework to do i.e. 

letter and /or written communication of her 

feelings to reflect on at the next session. As 

Aldridge and Rigby (2001) describe, this can 

be a useful tool for the therapist. We also 

looked at patterns of losses from her past and 

how these were still playing up in her current 

pattern of relationships. 

2. Formulation 
 

3. Therapeutic approach 
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After session Two I spoke to my 

supervisor who suggested I should listen to the 

client more and normalize her feelings and the 

use of a visual aid to explain her grief process, 

i.e. Kubler-Ross (1969) model of grief (Figure 

1). My supervisor also advised me that I should 

be slow with the client as her feelings may be 

quite raw after only five months. At Session 

Five we discussed endings, so that she could 

think about this and the ending was not too 

abrupt. I was flexible and could offer more 

therapy if she felt she needed this but within 

time-limits given to me by my course 

supervisor and insurance protocols. If Susan 

required more input I would recommend her to 

go to her family doctor or would suggest a 

qualified therapist in the area. 

 

Figure 1. Kubler-Ross model of grief 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

On Session One Susan was emotionally 

aware and I felt confident that she would 

benefit a lot from looking at her emotions in 

more detail. She said that she had found that 

the grief process had been difficult and she felt 

‘too busy’ at the time especially when 

arranging everything immediately following 

the death of her husband, to fully enter the 

feelings of grief. I could empathize with this as 

I had dealt with bereavement recently and felt 

it difficult to find time to grieve myself. I 

encouraged her to give herself the time to 

grieve and suggested writing things down that 

she could bring to subsequent sessions. Susan 

gave me a good description of how the death 

occurred and I realized that it must have been a 

traumatic experience for her as she witnessed 

her husband’s death following a sudden heart 

attack. I perceived Susan as a strong woman 

and was able to look on the positive side of this 

as being a ‘quick death’ and although shocking 

for her she was not overly emotional about it. 

She also spoke about the funeral and that it was 

a very positive experience and there were many 

people there. Their relationship was also 

something she drew a lot of strength from as 

they had a deep love and respect. They had 

been married for 60 years which, apart from 

4. Treatment progress 
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some ‘little niggles’, had been very successful. 

Murray Parkes and Prigerson (2010) say the 

relationship with the deceased is crucial for a 

positive grief process, and such relationship 

can be unilateral even from beyond the 

boundaries of death. Susan also had close 

relationships with her daughter and 

grandchildren, but felt they did not really 

understood her loss. 

The two things that I felt would be useful 

to focus on in the next session were focusing 

on her feelings of guilt that were making the 

memories less positive and encouraging her 

that the sessions would enable us to give her 

time to analyze her feelings as she had felt 

rushed up to now and did not want to upset 

family members by getting upset. I thus 

assured her that we could explore difficult 

feelings together in a controlled environment. I 

encouraged her to write down anything and she 

said this would help her focus on feelings. 

A good insight that Susan shared on 

session One was that her family doctor had 

suggested she took anti-depressants about three 

months after the bereavement due to potential 

depressed mood but Susan declined going 

through a pharmacological route of treatment. 

Susan believed that low mood after a loss was 

normal and medication would not help her 

clear her mind and grieve properly. We also 

discussed grief is a very individual experience 

and it is better to feel the feeling and be healed 

by it. Lack of expressing painful emotions has 

been linked to depression and could lead to 

unresolved grief in the longer term (Kubler-

Ross & Kessler, 2005). 

 

On session Two we started by discussing 

her guilty feelings around the death of her 

husband. As bereavement is a minefield of 

different feelings it is important that difficult 

emotions are not hidden. Guilt is a common 

feature of grief and it is important that the 

client incorporates some enjoyment into their 

daily activities. Challenging a person’s guilt 

can help to prevent prolonged grieving so this 

can be a skill that the therapist can apply when 

dealing with the client’s guilt feelings around 

bereavement. As it would be more difficult to 

talk about guilt to family members, than to 

speak to a psychotherapist or counsellor, this 

would be an invaluable opportunity for Susan. 

However, the session became more focused on 

memories of her husband and how they had 

met. This, I felt, was very important as to give 

Susan the opportunity to share and produce 

positive memories of the deceased to aid 

healing. It also built up trust between me and 

her, as she disclosed more and more about her 

life before the loss.  As Aldridge and Rigby 

(2001) note it is important that the therapist 

encourages the client to be comfortable 

‘staying with the grief’ and not avoid it, and by 

disclosing her feelings to me she was being 

with the pain and loss. I could only be there 

with her and for her. The most important thing 

that the therapist can give to the client is their 

time (Aldridge and Rigby, 2001, p.34): 

 

“Above all a grieving person needs 

time-time to talk, time to think, to cry and 

be sad, time to look at photographs and 

revisit memories and time to just be”. 

 

Early in the session she described the 

feelings of loneliness she felt since her husband 

had died and I felt that she was very open about 

it. Although she had benefited from a strong 

faith and good friendships, this didn’t help her 

feelings of intense loneliness following her 

husband’s death. Loneliness can be made 

worse and if a person’s spouse dies and the 

person loses the mutual circle of friends that 

they had. This can mean less support is 
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available for the individual. It would probably 

be difficult to socialize with couples that 

always saw you as a ‘couple’ and you might 

feel that people feel sorry for you or otherwise 

you may feel jealous of what they have. The 

therapist may share some of their own 

experience of grief with the client but only in 

an appropriate and ethical manner (Aldridge 

and Rigby, 2001). This can help to reduce the 

loneliness of the client in dealing with these 

experiences. 

Also a difficult loss was spoken about, 

i.e., when the client was aged 1, her mother had 

died in childbirth with her new born sister. I 

felt this was a significant loss and listened with 

empathy but I felt that I needed to check with 

my supervisor if this needed to be explored 

further as she had mentioned it late in the 

session. She did say that she had missed the 

closeness of her ‘real’ sister, since she had a 

step-mum and step-sisters, but didn’t mention 

her mother and said that she had close 

relationships with her step-family.  

 

In session Three I was more aware of the 

need just to listen and how important this is for 

the client to work through their guilt. Susan 

again talked about the loneliness so I listened 

while restraining any potential advice. 

Although she had friends she still felt isolated 

as they could not truly empathize, as they had 

not lost their husbands so late in life and she 

felt that this limited her chances of making a 

new start. She also worried about being ill and 

being without her companion. 

I thought about my supervisor’s advice to 

normalize her experience by telling her about 

the stages of grief however I realized that she 

knew a lot about the stages and she said she 

had read the book by Kubler-Ross. She also 

gave me a book to look at by Eugenia Price 

‘Getting through the Night’. I realized that 

therapy can be a learning experience for the 

therapist as much as the client, since clients 

often have experience to share that go beyond 

what training courses have to offer. She also 

showed me some photos of her husband. I felt 

this was an important part of her grief and was 

enabling her to share her memories both good 

and bad with myself. She mentioned not having 

been able to share the Jubilee weekend with her 

husband and this made her feelings very raw as 

they were married at a similar time to The 

Queen and Prince Philip.  Thus she said that 

she had found the weekend very difficult and 

had cried a lot due to her missing him at this 

significant event. 

She also spoke about a dream of her 

husband and shared it with me.  I was 

interested in this as even dreams may involve 

conversations and/ or images of the deceased 

(Kubler-Ross & Kessler, 2005). In the dream 

her husband came to pick her up in his car but 

then went away without her. She still knew he 

would come back for her one day. It was a 

fascinating account that perhaps demonstrates 

on how the subconscious finds its own way of 

finalizing stories when the conscious mind 

cannot. It seemed to give her some comfort to 

know that he was only absent and not gone 

away forever. Her spiritual beliefs were 

starting to come back to her, and so was her 

hope. 

 

At session Five she spoke about her 

hopes for the future and her own individual 

preferences and also highlighted that she felt 

many different feelings, at times she felt happy 

and motivated, and at other times she felt raw 

and angry. This made me realize that the stages 

of grief are not linear but can be like waves and 

occur at different times and in different ways.  

People experience grief in unique ways and 

this cannot be generalized to all of human 
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beings. Nonetheless, Susan felt ready to 

terminate therapy, and she felt stronger and had 

achieved some resolution.  

 

At session Six, the final session, Susan 

spoke about her love of poetry and how she 

had used this in the past to process difficult 

emotions. Susan was very creative and I gave 

her encouragement with this. Also at this final 

session I summarized what we had spoken 

about in the past five sessions and discussed a 

plan of action for difficult moments. She spoke 

about her future which was positive and how 

she would like to push herself forward to share 

her poetry with others. I saw this as a positive 

step and believed that she was looking at the 

future without her husband in a new way, 

although as in grief the sadness of him leaving 

would never fully leave her, it would just get a 

little easier. 

 

 

 

Susan felt more positive about her ability 

to deal with difficult emotions. Therapy gave 

her invaluable allotted time for her to deeply 

connect with her feeling of a very painful loss. 

In the past when she has shared some of her 

feelings with friends and family but she feels 

she did not want to burden them, so she sought 

therapy instead . Her sharing of memories was 

natural and she did this openly throughout the 

treatment which I felt was a positive 

experience in appreciating the deep love she 

had shared with her husband. I felt privileged 

to share these lovely memories of a more 

innocent time. She was able to use her love of 

writing and poetry in her future healing process 

following the end of therapy.  

 

 

 

I found that the case study was 

emotionally demanding for me, as I have 

experience bereavement myself recently but I 

was aware of this and made sure that I was in 

close contact with my supervisor throughout 

the client’s therapy. The short time frame (six 

sessions) meant that I was hopeful that we 

would cover a lot in the sessions. If I had more 

time I may have gone more slowly and gone 

over more topics in greater detail. Some 

sessions felt less structured than I had hoped, 

though I realized as the client said she was just 

getting to know me.  

After supervision I realized that perhaps I 

was trying to be too prescriptive and I needed 

to go back to basics within a more person-

centered approach, to feel the client’s feelings 

rather than try to solve or reduce the strong 

feelings that she needed to feel to enable 

healing to take place. I needed to be more open 

to the client’s direction during the sessions. At 

times I felt as if I would have liked to solve 

everything for her but I realized that as a 

psychotherapist I just was able to listen to her 

emotions ad thoughts, and encourage her to 

express them. 

 
 

The client presented to therapy with a 

good level of awareness and appeared to be an 

emotionally mature candidate for therapy. This 

made my work a little easier and this was very 

5. Outcomes of therapy 
 

6. Limitation and personal reflections 
 

7. Conclusion 
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welcome when the subject matter was very 

personal to me. My experience as a General 

Nurse and also working in palliative care 

settings gave me an insight into the client’s 

feelings of grief and I was honoured to give her 

the time and empathy she required during this 

difficult time. Looking at bereavement from a 

psychotherapy perspective gave me more 

insight into a potential career in this area. 

Although as a society we may shy away from 

talking about dying it is a rewarding and 

essential subject as many difficult emotions are 

inextricably linked to feelings of loss. Thus to 

be little bit more comfortable with loss is an 

invaluable skill. By allowing Susan the time to 

process her feelings of loss, she was able to 

improve her mood and resume activities she 

enjoys doing. 

 
Potential Conflicts of Interest 

The author declares no conflict of interest. 

 

Acknowledgements 

Many thanks to ‘Susan’ for her permission to discuss and publish this case study and to my 

clinical supervisor for her guidance, expertise and patience. 

 

Author’s biography 
Helen Madden is a Registered General Nurse and a Psychotherapist. She has worked for many 

years in palliative care settings and also enjoys working with young people. Helen qualified as a 

Registered Nurse at the Liverpool John Moore's University, and has a Diploma in Hypnotherapy. She 

has recently completed a Diploma in Counselling and Psychotherapy and is a Licentiate member of 

the National Counselling Society. 

 

 

References  
Aldridge, S. & Rigby, S. (2001). Counselling Skills in Context. Hodder & Stoughton  

Diem, E. & Moyer, A. (2004). Community Health Nursing Projects: Making a Difference. Lippincott Williams 

and Wilkins 

Kubler-Ross, E. & Kessler, D. A. (2005). On Grief and Grieving: Finding the Meaning of Grief Through the 

Five Stages of Loss    

Kübler-Ross, E. (1969). On Death and Dying. Routledge. 

Murray Parkes, C., & Prigerson, H.G. (2010). 4th Edition. Bereavement: Studies of grief in adult life. London, 

Penguin.  

 

 

 

 

 

 

 

 

 

 

Copyright © 2012 by Integrative Affiliation for Psychological and Complementary Therapies - InPACT 

References 
 


