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The nature and use of bereavement support services
in a hospice setting
A Roberts and S McGilloway Department of Psychology, National University of Ireland at Maynooth,
County Kildare
This study formed part of a larger project designed to evaluate a hospice-based
bereavement support service in Ireland. It involved a detailed assessment of the
views of service attenders and non-attenders. A postal survey was administered to
all bereaved clients who were invited to one or more bereavement support services
(n = 517). Respondents (n = 243; 47%) completed: 1) a Bereavement Services Questionnaire; 2) a measure of grief reaction (TRIG) and 3) a measure of religiosity (SCSORF). A
total of 243 people (47%) returned completed questionnaires, most of whom were satisfied with the service, (although not all had attended all elements of the bereavement
service). However, a number of improvements were emphasised. Several statistically
significant differences (P < 0.05) also emerged between service attenders and nonattenders with respect to grief reaction and other key factors (e.g., the age and relationship to the deceased). The findings emphasise the needs and views of both attenders
and non-attenders and provide important lessons for the implementation and development of hospice-based bereavement support services. Palliative Medicine (2008); 22:
612–625
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Introduction
There is growing recognition of the importance of providing bereavement support services in palliative care settings, but few studies have evaluated the effectiveness of
these services.1–4 The National Institute of Clinical Excellence (2004) recommends that each provider organisation
should offer, or have access to, three levels of bereavement
support. However, there is no guidance on the nature or
delivery of these services.4 Importantly, key commentators in the field consider it ‘unethical’ to introduce services
for the bereaved that are not well founded and evaluated.5
Furthermore, the extent and nature of bereavement support tend to vary widely and may range from telephone
calls and the provision of written information for
bereaved relatives to one-to-one support, social activities
and therapeutic and self-help groups.6 The few studies
that have evaluated hospice-based bereavement support
services tend to focus on only one aspect of the service7–9
or on the health outcomes mainly of one-to-one forms of
support.10–12 More research in this area is needed to
inform service planning and delivery, and the current
study aimed to address this gap in our knowledge by conCorrespondence to: Amanda Roberts, Department of Psychology, The John Hume Building, National University of Ireland at
Maynooth, County Kildare, Ireland.
Email: amandaroberts77@yahoo.com

ducting a comprehensive assessment and evaluation of a
hospice-based bereavement support service in Ireland.
This article reports the first part of the study, the main
aims of which were to: 1) to describe the support services
currently available at a large hospice in Dublin; 2) assess
the reasons why people did, or did not attend, the different
services and 3) to ascertain the views and needs of service
attenders and non-attenders on the services that are currently available.
The hospice that is the focus of this study is one of the
largest of eight hospices in Ireland. It provides inpatient
(19 beds), day care and home care services for a catchment
population in North Dublin of almost half a million.13 It
provides respite and palliative care to people mainly in the
advanced stages of cancer or motor neurone disease and
serves approximately 700 new patients a year, almost twothirds of whom are aged over 65. The bereavement support service comprises four main elements including: 1) a
bereavement follow-up contact made to a family member
by hospice staff shortly after the death; 2) a Monthly
Memorial Ceremony (MMC); 3) a Bereavement Information Evening (BIE), which entails a presentation by the
hospice social worker on the bereavement process and
the hospice bereavement services and 4) a Volunteer
Bereavement Support Service (VBSS), which comprises a
listening service provided by trained volunteers under the
supervision of the hospice social work team.
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Method
The study involved a cross-sectional postal survey
(n = 517) of: 1) all bereaved clients who were invited to
attend the MMC and/or the BIE during the previous
12 months (n = 370) and 2) all those clients who attended
the VBSS during the previous 2 years (n = 147). The study
was approved by the hospice Ethics Committee.
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spective of religious denomination or affiliation, with
higher scores reflecting stronger levels of ‘religious
faith’.15 The SCSORF was only administered to those
who were invited to attend the monthly liturgical ceremony to ascertain whether attenders and non-attenders
of this service differed in their overall levels of religiosity.

Results
Measures
Participants who were invited to attend one or more of the
bereavement services (MMC or BIE) over a 12-month
period or who accessed the VBSS over a 2-year period
were sent a Bereavement Service Questionnaire (BSQ)
(appendix). This was designed for purposes of the study
to elicit information on background characteristics and
clients’ views. The former included age and sex of both
clients and their deceased relatives, as well as the respondent’s relationship to the deceased, time since death,
social support and religiosity. No information on ethnicity or language was collected as an analysis of routinely
available information at the hospice indicated that virtually all of the patients under its care are native Irish
(almost 99% (817/827) in 2007).
Two additional measures were subsumed within the
BSQ to assess grief symptoms at the time of the study
and religiosity (see below). Three versions of the BSQ
had to be devised because not all the bereaved relatives
and friends were invited to attend all three of the services;
consequently, the questions had to be tailored accordingly. 1) The MMC BSQ was administered to families
who were invited to attend the monthly memorial ceremony (i.e., families of patients cared for in the in-patient
unit; these families were also invited to attend a BIE). 2)
The BIE BSQ was administered to families who were
invited only to the BIE (i.e., families of home care
patients). 3) Those who attended the VBSS over a 2-year
period were asked to complete the VBSS BSQ. Each of the
questionnaires included a limited number of items about
the other two services because some families were invited
or had access to more than one of the services. Both open
and closed questions were used to obtain both quantitative and semi-qualitative data (see Appendix).
The Texas Revised Inventory of Grief (TRIG)14 is a
brief, widely used and psychometrically robust measure
of the intensity and nature of an individual’s grief
response. The scale comprises 26 items with three subscales that measure past behaviour, present feelings and
a number of unscaled items relating to facts about the
death. Only parts one and two were used in the current
study to explore any differences in grief response between
service attenders and non-attenders. The Santa Clara
Strength of Religious Faith (SCSORF)15 is a 10-item
instrument that assesses strength of religious faith irre-

Overall, almost half (47%, 243/517) of the sample
returned completed questionnaires (i.e., MMC BSQ: 48%,
[89/183]; BIE BSQ: 41% [78/187] and VBSS BSQ: 52%
[76/147]) although the total number responding to questions on each service element varied because not everyone
was invited to, or chose to avail of, each of the three services (hence, the variation in the denominators below).
The results for each service element are presented below;
the total number of respondents who used/did not use
each of the three services is presented in Table 1. The
information common to all three versions of the BSQ
included attendance rates, reasons for attending/not
attending and aspects of the service that were found to
be helpful. However, it was possible only to undertake
an attender versus non-attender comparison for the BIE
BSQ data because the two MMC groups were far too
unequal to permit a meaningful comparison, whereas no
appropriate comparison group of VBSS non-attenders
was available.
Bereavement follow-up contact
Eighty-one per cent (136/167) of those respondents who
were asked about bereavement follow-up (i.e., MMC
and BIE BSQ) had received some form of contact (2/167
did not answer this question), almost half of which were
telephone-based and conducted by nurses. Most of those
who did not receive a follow-up call (22/29) would have
liked to have such contact following the death of their
relative or friend. Approximately, two-thirds of respondents (67%, 112/167) found these contacts helpful
(although 41 respondents did not answer this question).
Monthly memorial ceremony (MMC)
The majority of respondents (87%, 77/89) who were
invited to the Monthly Memorial Ceremony (i.e., MMC
BSQ) attended. More than one quarter (28%, 25/89) of
respondents would have liked the option of attending a
non-religious service (although 23 respondents did not
answer this question). Participants who completed the
VBSS BSQ who reported that they had also attended a
MMC (n = 42) were asked for their reason(s) for attendance. One in four of these respondents (16/42) hoped
that it would bring them comfort and help them cope
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Table 1 Summary table of respondents’ attendance/non-attendance at each of the three bereavement service
elementsa
Attendance

MMC
BIE
VBSS

BIE BSQ (n = 78)b

MMC BSQ (n = 89)
Attended

Not attended

77
17

12
65

Attended

—
26
8 attended/159 not attendedd

VBSS BSQ (n = 76)c

Not attended

Attended

Not attended

—
47

42
43
76

34
33

MMC, Monthly Memorial Ceremony; BIE, Bereavement Information Evening; VBSS, Volunteer Bereavement Support
Service; BSQ, Bereavement Service Questionnaire.
aThree questionnaires were designed for purposes of this study. 1) The MMC BSQ was sent to families who were
invited to attend a monthly ceremony (families of in-patient unit patients). 2) The BIE BSQ was sent to families who
were only invited to the information evening (families of home care patients). 3) The VBSS BSQ was sent to individuals who accessed the VBSS over a 2-year period. Each of the questionnaires included a limited number of items
about the other two services.
bFive respondents were unsure whether or not they had attended the BIE.
cThe VBSS BSQ was only administered to those who self-referred to the VBSS over a 2-year period as individuals are
not invited to use this service.
dRespondents who completed the MMC BSQ or the BIE BSQ and reported that they either attended or did not attend
the VBSS.

with their loss, and approximately the same proportion
(10/42) attended to honour and remember their deceased
relative or friend. Five respondents reported that they
wished to be with others who had suffered a similar loss.
One in ten attended as a way of saying ‘thank-you’ to the
hospice for the support they offered them throughout
their relative/friend’s illness. Other less common reasons
(7/42) for attending included a desire to feel close to the
deceased and an opportunity to bring the family together.
Most of the 12 respondents (13%, 12/89 – MMC BSQ)
who did not attend the ceremony indicated more than one
reason for not doing so. The most commonly reported
reasons included: the feeling that it would be too painful
and/or unhelpful at the time (8/12); a desire not to return
to the hospice (7/12); the service occurring too soon after
the death (5/12); the religious nature of the ceremony
(5/12) and inconvenience (4/12). The majority of those
who attended the ceremonies were satisfied with the service (86%, 66/77) (see Figure 1) although approximately
one in ten (7/77) stated that the ceremonies could be
improved (seven people did not answer this question).
For example, five felt that the ceremonies were overcrowded and that the staff who were present appeared to
be more involved in serving tea after the ceremony rather
than using the time for follow-up; thereby missing the
opportunity to link in with families. Unfortunately, a
meaningful analysis of attenders and non-attenders with
respect to grief symptoms or religiosity could not be conducted because of the large disparity in group sizes (i.e.,
attenders = 77; non-attenders = 12).
The bereavement information evening (BIE)
With regard to those who had received an invitation to the
Bereavement Information Evening (i.e., BIE BSQ), one-

third (26/78) reported that they had attended this event.
Most attenders (84%, 22/26) stated that they were satisfied
with the support provided (Figure 1).
Participants who completed the VBSS BSQ and who
reported that they had also attended a BIE (43/76) were
asked why they chose to attend the service; more than
one-third (35%, 15/43) reported that they had done so to
seek help to cope with their loss. A further one-quarter
(11/43) wished to obtain information on bereavement
and the type of services provided by the hospice. One in
five indicated a need to ascertain whether or not their
grieving experience was ‘normal’. The same proportion
expressed a desire to meet with others who had suffered
a similar bereavement. Other reasons for attending
included the opportunity to introduce family members to
the hospice bereavement services (2/43) and an obligation
to attend because individuals had been invited (3/43).
However, seven respondents recommended some
improvements. For example, two found the BIE to be

Figure 1 Overall levels of satisfaction with the three
bereavement service elements.
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Table 2 Reason(s) why respondents chose not to attend
the BIE (MMC BSQ and BIE BSQ; n = 112)
Reason(s) why respondents chose not to
attend the BIEa

n (%)

Timing inconvenientb
Too painful
No or insufficient notice
Felt they could cope on their own
Felt the BIE was too soon after the death
Could not return to the hospice
Felt the BIE was too long after the death
Otherc

40
34
22
20
16
13
3
7

(38)
(30)
(20)
(18)
(14)
(12)
(3)
(6)

MMC, Monthly Memorial Ceremony; BIE, Bereavement
Information Evening; VBSS, Volunteer Bereavement Support Service; BSQ, Bereavement Service Questionnaire.
aSome respondents gave more than one reason for not
attending.
bThese were all response options provided for the respondents (following the pilot study) to make the questionnaire
completion as straightforward as possible.
cOther’ includes: ‘did not want to go out at night-time’ and
‘a feeling that attending the BIE would not bring the
deceased relative back’.

too crowded and the topics covered to be too broad; they
also suggested that more staff should be present, especially those nursing staff who had cared for their relative/friend.
Approximately, two-thirds of participants invited to
the BIE (67%, 112/167 [MMC BSQ and BIE BSQ:
n = 167]) reported that they did not attend the service.
Respondents gave a variety of reasons for not attending,
the most common of which included: the inconvenient
timing of the BIE (40/112); thoughts that it might be too
painful to attend (34/112); no or insufficient notice of the
BIE and a feeling of being able to cope on their own
(20/112) (see Table 2).
A statistical comparison of respondents (i.e., MMC
and BIE BSQ; n = 167) who attended (n = 43) the BIE
and those who did not attend (n = 112) was conducted
with respect to the TRIG and other background variables

(12/167 did not fully complete the TRIG). A series of ttests was conducted on the continuous variables, whereas
chi-squared tests were applied to categorical variables (see
Tables 3 and 4). The results showed that those who
attended the BIE, when compared with non-attenders,
reported significantly higher levels of grief symptoms on
the TRIG, both at the time of the death and at the time of
the study (see Table 3). Attenders were more likely to be
the principal carer for the deceased and have a closer relationship to them (e.g., parent, partner or child). They were
also significantly less likely than non-attenders to agree
that they had enough practical and emotional support at
the time of the death. Additionally, the deceased relatives/
friends of the attenders were more likely to be younger
than those of the non-attenders. (Table 4).
The volunteer bereavement support service (VBSS)
Those who accessed the VBSS during the previous 2 years
were asked to complete a VBSS BSQ; over half (52%,
76/147) returned a completed questionnaire. Respondents
indicated a number of reasons for attending the service,
58% of whom (44/76) attended to talk to someone outside
their family. Approximately, 40% (31/76) attended
because they felt that they could not cope with their grief
on their own, whereas one in five (15/76) reported attending only because their family/friends had persuaded them
to do so. A further 10% stated that they had no one else to
talk to. Other reasons for attending (4/76) the service
included a search for confirmation by respondents that
they were ‘coping ok’ and that they were grieving in an
appropriate way (4 of the 76 respondents did not answer
this question).
More than two-thirds of VBSS responders (70%, 53/76)
were satisfied with the service (see Figure 1) although a
number of suggested improvements to the service were
emphasised. These included: 1) increasing the number
and type of support services available (e.g., to encompass
group sessions); 2) ensuring that all bereaved families are

Table 3 Comparison (t-tests) of BIE attenders and non-attenders on key (numerical) variables
Attenders

Variable

Age of participant
Age of deceased
TRIG (part 1)a
TRIG (part 2)b
SCSORFc
Time since death
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Non-attenders

n

Mean (SD)

n

Mean (SD)

42
42
42
42
15
43

53 (15)
62 (17)
26 (8)
51 (11)
30 (8)
11.3 months (2)

105
106
100
103
55
112

53 (14)
68 (13)
22 (8)
45 (12)
28 (9)
10.9 months (2)

BIE, Bereavement Information Evening.
Range of scores: aTRIG (part 1), 8–40; bTRIG (part 2), 13–65; cSCSORF, 10–40.
* <0.05.
** <0.01.

P value (η2)

t (df)

0.874
0.016* (0.04)
0.007** (0.05)
0.003** (0.06)
0.509
0.357

1.59
2.46
2.74
3.05
6.64
0.92

(145)
(146)
(140)
(143)
(68)
(153)
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Table 4 Comparison of BIE attenders and non-attenders on key (categorical) variables
Attenders
n (%)
Social support
Someone to talk to
Availability of practical support
Availability of emotional support
Relationship to the deceased
Gender
Male
Female
Main carer
Yes
No
Death expected/unexpected
Expected
Not expected
Present/not present at death
Present at death
Not present

Non-attenders
n (%)

df

χ2 value

P value

6
6
6
12

8.484
14.320
20.253
22.435

0.205
0.026*
0.002**
0.033*

8 (19)
35 (81)

33 (30)
79 (70)

2

2.129

0.345

35 (88)
5 (12)

68 (67)
34 (33)

2

6.257

0.044*

33 (81)
8 (19)

88 (86)
13 (13)

4

2.438

0.656

37 (88)
5 (12)

87 (82)
19 (18)

2

1.512

0.470

*<0.05.
**<0.01.

appropriately informed of the service; 3) allowing clients
the opportunity to change to a different volunteer if necessary and 4) addressing practical considerations such as
using an alternative room within the hospice and using a
more personal form of notification of the service.
The majority of participants who completed the MMC
and BIE BSQ reported that they had not used the VBSS
(159/167). A substantial proportion of this group (22%,
35/159) were unaware of its existence although over half
of them stated that they might have considered using the
service, had they known about it. When asked specifically
why they chose not to use the VBSS, 37% (59/159) felt that
they were coping with their loss in their own way or with
the support and help of their family and friends. However,
one in ten (16/159) respondents did not use the service
because they felt it would be too painful or considered it
too soon to talk about their loss. Some respondents stated
that they did not use the VBSS because they were unaware
of the service (12/159), whereas a small number reported
that they did not have time to attend (7/159). Examples of
less commonly reported reasons for not using the service
included a sense on the part of respondents that it was
inappropriate to talk to a stranger about the deceased
and a reluctance to use hospice resources when they perceived others to be more in need (49/159 people did not
reply to this question).
Those who attended both the VBSS and the other services reported that different aspects of each of the services
were useful. For example, high proportions found the candle lighting ceremony (92%) and the social work talk
(92%) at the monthly memorial ceremonies to be helpful.
Those who attended the BIE also valued the opportunity
to talk with others who had suffered the same loss and to

learn that what they were going through was normal, as
well as hearing information about the bereavement process and the supports available at the hospice. Those who
used the VBSS reported that they had benefited from:
being listened to and not feeling judged; the opportunity
‘to unwind and pour your heart out’; feeling assured that
they were neither “stupid” nor “mad”; being given the
opportunity to discuss the person who had died with
someone who was independent of family and friends;
being able to talk about their relative/friend without feeling a nuisance; receiving confirmation that their feelings
were normal and the opportunity to have a safe ‘space’ to
grieve.
As indicated earlier, it was not possible to conduct a
meaningful analysis (e.g., with respect to TRIG scores)
to assess differences between attenders and non-attenders
of the VBSS as family members self-refer to this service as
opposed to being invited; therefore, an appropriate comparison group of non-attenders could not be identified.
Nonetheless, some information about the VBSS nonattenders was obtained from those who were invited to
attend the other bereavement services (MMC and BIE)
(but who did not use the VBSS). The two sets of data are
not strictly comparable because the non-attenders were
asked only about the 12-month period after the death of
the relative/friend (on the contrary to the 2-year period for
the VBSS attenders).

Discussion
The findings presented in this article form part of a larger
evaluation of the adult bereavement support services
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offered at an Irish hospice. This part of the study was
undertaken to address a significant gap in our knowledge
regarding the nature and use of, and satisfaction with,
bereavement support services as they become increasingly
available (and essential) within palliative care settings.
Previous research in this area is limited and tends to
focus on a single aspect of bereavement services such as
one-to-one support.9–12 Notable exceptions include two
recent studies conducted in the United Kingdom18 and
the United States.19 The former involved the assessment
of user and non-users in adult bereavement services across
five hospices (n = 105) although only a small number of
participants (18–27) were recruited from each hospice,
and relatively few non-attenders (n = 23) were included.
Similarly, the second Colorado Bereavement Services
Project in the United States involved a follow-up survey
of participants in six hospices (n = 1020) although there
was very little emphasis on specific aspects of service
delivery and more on bereavement outcomes. It is of further interest to note that a recent systematic review of
bereavement intervention studies20 included 74 American
studies, only one of which was conducted in a hospice setting; this study looked at hospice care as a system intervention for bereavement rather than as a hospice-based
bereavement service per se.
The current study is the first of its kind to undertake a
comprehensive examination of all elements of a hospicebased bereavement support service. The sub-study
reported in this article is based on a large, crosssectional, postal survey and included both attenders and
non-attenders to assess user satisfaction and to identify
possible barriers to service provision. The response rate
is typically low in studies involving the bereaved.10,21
Nonetheless, the current study had a response rate of
47%, which compares favourably to a number of other
studies utilising postal surveys, with response rates ranging from 41% to 47%.7–9 This was due to, in no small
measure, the high levels of enthusiasm and support provided to the researcher by the hospice staff and management. As in previous work,18,19 a grief measure was
administered to both attenders and non-attenders,
although unlike work undertaken elsewhere, we were specifically interested in differences between attenders and
non-attenders as opposed to any changes across time
within each group separately. Twenty-two respondents
agreed to participate in one-to-one interviews, and these
data are not reported here (because of space constraints),
the findings generally support the results of the postal
survey.
The National Institute of Clinical Excellence (NICE)4
suggests that there should be three components (or levels)
of bereavement support, ranging from providing information on the bereavement process to specialist mental
health interventions. The guidance proposes that provider
organisations should be equipped to offer the first compo-
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nent of bereavement support, such as bereavement and
service information, and have strategies in place to access
the other components.4 The hospice in the current study
offers all of the levels of service provision proposed by
NICE guidance. The BIE and MMC provide a formal
means by which information about bereavement and support services are communicated to bereaved families (level
1). The VBSS allows families a structured opportunity to
formally review and reflect on their loss (level 2), whereas
those individuals requiring specialist intervention have
access to on-site senior medical social workers and/or a
weekly clinic run by a counselling psychologist (level 3).
Reassuringly, a majority of participants in this study
were satisfied with the support services offered although
respondents rated the Monthly Memorial Ceremonies
and the BIE more favourably than the VBSS (see Figure 1). This is perhaps unsurprising in view of the nature
and scale of the VBSS (and ongoing client contact) when
compared with the other services. Nonetheless, a number
of suggested improvements were emphasised across the
four service components relating, in particular, to barriers
to service provision, which ought to be addressed if the
service is to operate at an optimal level and to meet the
needs of as many of its clients as possible. Overall, the
findings suggest that there may be some scope for improving some aspects of the services and especially the VBSS.
These included, in particular, a perceived need to increase
the number and type of support services available (e.g., to
facilitate group sessions) and to ensure that all bereaved
families are appropriately informed of the service. The
second stage of this study, which is currently underway,
specifically assesses the VBSS within the framework of a
prospective (controlled) follow-up study of service attenders and non-attenders to assess changes in key outcomes
over time and thereby to provide an indication of overall
effectiveness.
Interestingly, participants who attended the BIE
reported significantly higher levels of grief symptoms
both at the time of death and at the time of the study than
non-attenders. From a service provider perspective, this is
reassuring as it suggests that the bereaved families who are
most distressed appear to be using the service. Although
we were unable to ascertain whether their grief symptoms
were alleviated from attending the service, overall satisfaction levels were high. This is important not only in
terms of providing bereaved relatives with some form of
support but also because the BIE provides a ‘gateway’ to
further support if required, such as the VBSS or specialist
counselling provided by the social work team, as well as
the weekly clinic run by a counselling psychologist. Previous research has found one-to-one support to be most
beneficial for people who are suffering a more complicated bereavement.10,11
The current study has a number of limitations.
Although the study included both attenders and non-
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attenders, those bereaved families who did not have a positive experience of the hospice may have been less likely to
have participated in the study than those with more positive views. The number of attenders (n = 77) and nonattenders (n = 12) of the monthly ceremonies also differed
to the extent that it was not possible to conduct a meaningful analysis between the two groups with respect to
grief symptoms and religiosity, whereas the same was
true with respect to the VBSS, in which case no comparison group of non-attenders was available. However, it is
worth noting that other studies that have used the
SCSORF reported similar mean scores with clinical populations of a similar age to those in the current study.16,17
Nonetheless, the high attendance rate could be considered
a favourable outcome for this aspect of the service and the
MMC; therefore, the service would appear to be meeting
a high level of client need irrespective of the levels of religiosity amongst attenders. Finally, it would have been
useful to assess any changes in grief symptoms as a result
of using the services described in this article, but this part
of the study was retrospective and cross-sectional in
nature and was not designed, therefore, to take account
of changes over time. However, this will be addressed, in
part, by the second and more substantial stage of the
study, which is designed to assess a range of pre- and
post-intervention outcomes (e.g., grief symptoms, coping,
social support, physical and mental health) in those who
attend the one-to-one VBSS versus a (smaller) comparison
group of non-attenders.
It should also be noted that this study included an
assessment of the Annual Remembrance service at the
local church and the annual ‘Christmas Tree of Life’ service attended by 36% and 12% of respondents, respectively. However, these were not included in this article
because they are not core elements of the service. Service
providers (both staff and volunteers) (n = 145) were also
surveyed as part of this first stage, but these findings will
be reported elsewhere.
Although bereavement support is widely regarded as
an integral component of a palliative care service, there
is little consensus about the nature of these services and
how they should be delivered.11 Service providers often
differ with respect to their goals and their range of service
provision, thereby developing their own, often unique,
approach to bereavement care. Although such services
should, at least to some extent, reflect the nature and
needs of the communities for whom they are developed,
it is crucial that each service can also show its effectiveness
for the population, which it serves.19 The current study
findings are encouraging in that they suggest that the
local service is performing well in terms of providing a
range of service options that, according to client views,
appear to be meeting most of the needs of its client base
and is, in many respects, a good model of care. The results
also provide a useful insight into a number of key ele-

ments of bereavement support that seem to be working
well together in this setting, as well as identifying lessons
for improving the appropriate targeting and delivery of
these services. This information is invaluable in the extent
to which it will inform the development and optimal functioning of the local bereavement support service, as well as
other similar palliative care bereavement services in Ireland and elsewhere. However, much further research in
this area is needed.
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