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ABSTRACT

Grief is a normal process that occurs following the irreversible loss of a loved one. This process, characterized by
painful experiences, varies widely and is influenced by numerous factors, including the identity of the deceased,
the circumstances of their death, the individual characteristics of the bereaved, and the availability of support
systems. The suddenness and violence of a loss can disrupt the normal grieving process, leading to the
manifestation of traumatic symptoms. This phenomenon, referred to as “traumatic grief” in the literature, is
associated with an increased risk of various psychiatric disorders, including major depression, anxiety disorders,
and post-traumatic stress disorder. The death of a parent represents a profound loss for an adolescent,
complicating their coping mechanisms and significantly impacting their psychological well-being. Parental loss
alone is a significant risk factor for suicidal behavior in adolescents. When a parent’s death is traumatic, it can
further exacerbate this risk, leading to suicidal thoughts and behaviors by disrupting the normal grief process,
even in adolescents who were previously mentally healthy. This article presents the diagnosis and treatment of
a 17-year-old female who exhibited active suicidal thoughts and behaviors after her father was killed with a
firearm. The objective of this case report is to explore the atypical grief symptoms that can follow traumatic
losses during adolescence and to assess the effectiveness of holistic approaches that combine supportive
psychotherapy with pharmacotherapy in treating such cases.
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Kayip Sonrasi intihar Diisiincelerinin Eslik Ettigi Yas: Olgu

OZET

Yas, sevilen birinin geri dénlisiimsiiz kaybi sonrasinda yasanan normal bir siiregtir. Aci deneyimler iceren bu
sureg, 6len kisinin kimligi, 6lum sekli, kayip yasayan kisinin bireysel 6zellikleri, destek sistemleri gibi birgok
etmenle iliskili olarak farkl bigimlerde yasantilanabilir. Kayip seklinin ani ve siddet iceren sekilde olmasi, olagan
yas slrecini etkileyerek bireyin kayip sirecinde travmatik belirti ve bulgular yasamasina neden olabilir.
Literattirde “travmatik yas” olarak tanimlanan bu slireg, major depresyon, anksiyete bozukluklari, posttravmatik
stres bozuklugu basta olmak lzere birgok psikiyatrik hastalik agisindan risk teskil etmektedir. Ebeveynin 6lumu
ergen igin benligin bas etmesini zorlayan agir bir kayiptir. Tek basina ebeveyn kaybi, ergenlerde intihar davranisi
icin 6nemli risk faktortdir. Ebeveynin travmatik kaybi, ruhsal agidan saglikh bir ergende dahi olagan yas surecini
bozarak ebeveyn 6limi sonrasi intihar diisiince ve davraniglarina neden olabilir. Bu yazida, babasinin ategli
silahla 6ldirilmesi sonrasinda aktif intihar distince ve davranisglar ile gocuk ve ergen psikiyatri poliklinigine
basvuran 17 yasinda bir kadin hastanin tani ve tedavi stireci anlatilacaktir. Bu olgu sunumunun amaci, ergenlik
dénemindeki travmatik kayiplar sonrasi olagan disi yas bulgularinin gbézden gegirilmesi ve tedavide
farmakoterapinin yani sira destekleyici psikoterapinin uygulandigi buttncul yaklasimlarin  etkinliginin
degerlendirilmesidir.

Anahtar Kelimeler: Ergen, travmatik yas, intihar
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Introduction

Grief is the subjective reactions that an individual
experience after irreversible loss(s). Freud (1917) defines
grief as a reaction to the loss of a loved one or some
abstract-ideal values such as country, freedom, ideal.!
Although the reactions given after the loss include
individual differences, most of the symptoms that occurin
the normal mourning process show similar
characteristics.?3

Freud (1917) described the normal mourning process
by drawing parallels to melancholia. After losing a loved
one, individuals often experience a loss of interest in the
external world, similar to melancholia, an inability to form
new attachments as they feel nothing can replace the
deceased, and a cessation of efforts related to the lost
individual.! However, unlike melancholia, normal
mourning does not involve a decline in self-esteem.
Theorists posit that the normal mourning process involves
several common phases, each marked by similar
cognitive, emotional, and behavioral symptoms.37 In the
initial stages of grief, individuals typically experience
shock and numbness, often accompanied by denial of the
death.3> While they recognize the loss, they may behave
as ifit did not occur. Anger is a prominent emotion during
these early stages, often directed at the deceased or at
others.>As  grief progresses, individuals actively
experience and process their emotions, leading to periods
dominated by feelings of hopelessness and pessimism.
These stages, known as the acceptance phase, involve
reflecting on the relationship with the deceased and
attempting to keep memories alive. In a healthy mourning
process, these phases eventually lead to a reduction in
preoccupation with the deceased, acceptance of the loss,
increased interest in the external world, and adaptation.®
7 The grief process can become complicated if an
individual remains stuck in any stage, exhibits exaggerated
grief reactions, or fails to complete the expected phases
of mourning. 2810

Normal grief reactions do not necessitate treatment,
as they are part of a natural and essential process.
However, complicated grief is a clinical condition that
requires both diagnosis and intervention. Pathological
grief, encompassing abnormal grief reactions, is referred
to by various terms in the literature, including
“complicated grief,” “unresolved grief,” and “chronic
grief,” due to its manifestation through diverse symptoms
and presentations. In the DSM-5-TR, it is classified as
"Prolonged Grief Disorder." According to the diagnostic
criteria, the individual's exaggerated grief reactions,
relative to cultural, religious norms, and age, must
significantly impair work and social functioning, with
symptoms persisting for at least one year in adults and six
months in children after the loss.!! Although not
specifically defined in the DSM-5, the term “traumatic
grief” is also used in the literature to describe pathological
grief reactions.!?

Traumatic grief is characterized by the symptoms and
findings that emerge in individuals following the sudden,
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unexpected, and often horrifying or violent death of a
loved one.’® A key feature distinguishing traumatic grief
from pathological or complicated grief is the traumatizing
nature of the separation experience.'? The simultaneous
occurrence of trauma and loss significantly alters an
individual's worldview and coping mechanisms, impeding
the normal grief resolution process. This condition often
involves an excessive preoccupation with the deceased
and separation anxiety that severely affects daily
functioning.*According to Parkers (2001), a diagnosis of
traumatic grief requires symptoms affecting psychosocial
functionality to persist for at least two months. Prigerson
et al. (1997) further identify traumatic grief as a risk factor
for both physical and mental disorders.’> Research
indicates that traumatic grief may precede major
depression (MD) and post-traumatic stress disorder
(PTSD) and is associated with a heightened risk of
suicide.6%7

While normal grief typically does not necessitate
treatment, complicated and/or traumatic grief is a clinical
condition requiring therapeutic intervention. Identifying
the clinical features of grief is crucial for both completing
the grief resolution process and preventing the
development of subsequent mental disorders. This article
explores the diagnosis and treatment of a case involving
traumatic loss, where the patient exhibited active suicidal
thoughts and sought help at a child and adolescent
psychiatry outpatient clinic following the loss. The
objective of this case report is to examine the atypical
grief symptoms following traumatic losses in adolescence
and to evaluate the effectiveness of holistic approaches
combining supportive psychotherapy with
pharmacotherapy. Informed consent was obtained from
the patient and her parents for the study.

Case Report

A 17-year-old female patient, referred to as Z,
accompanied by her mother, presented to the child and
adolescent psychiatry outpatient clinic with complaints of
temper tantrums and suicidal ideation.

According to the history provided by the mother, Z's
father and grandfather had been murdered two and a half
months before. It was revealed that Z's father was killed
by his brother with a firearm over a property dispute while
working in the field. Upon learning of her father's death
via phone, Z exhibited extreme distress, including
screaming, throwing herself on the ground, and stomping.
She was inconsolable for an extended period, marked by
persistent crying and shouting. At the funeral the
following day, Z fainted twice consecutively and was
removed from the ceremony. Upon regaining
consciousness, she screamed and cried, exclaiming, "No,
my father cannot die," and lashed out at individuals
offering condolences.

Z's mother reported that her daughter's intense anger
persisted for days. From the onset, she reacted violently
when her father's death was mentioned, shouting,
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swearing, and crying at home. She blamed her
grandmother and aunts for her father's death, frequently
sending them abusive messages. Efforts by relatives,
including her mother, to console her were met with
denials and accusations, such as "My father is not dead"
and "You are lying." Normally attentive to her diet and
exercise, Z began binge eating, expressing fatalistic
thoughts like, "I'm going to die anyway, leave me alone,
I'll eat whatever | want." She frequently talked about
death and left notes indicating her intent to commit
suicide. Her sleep was significantly disturbed, with
difficulty falling asleep and a preference for sleeping with
her mother. Despite previously enjoying school, she now
avoided it, could not attend classes, and spent hours
crying in the counselor's office.

Continued temper tantrums and suicidal ideation led
Z's mother to insist on psychological intervention. After
two sessions, Z refused further therapy, claiming, "This is
not helping me at all." Repeated mentions of her father
resulted in emergency hospital visits due to trembling,
shortness of breath, and fainting. A child and adolescent
psychiatrist at an external center prescribed medication
(dideral tb) for as-needed use, but Z refused to take it,
citing its ineffectiveness.

Z's psychosocial, developmental, and family history
revealed that she was born at term via normal delivery
without complications during pregnancy and delivery. Her
language, cognitive, motor, and communication
development were age-appropriate. She began kindergarten
at age 4 and maintained good relationships with teachers
and peers throughout her schooling, consistently performing
well academically. As a young child, Z was affectionate,
outgoing, responsible, and exhibited normal premorbid
characteristics. The mother, a 47-year-old anesthesia
technician, voluntarily stopped working after Z's birth. She
had a history of breast cancer diagnosed when Z was 7, which
was successfully treated over two years, and currently had no
medical illnesses. The father, who was 52 years old at the
time of his death, was a science teacher with no medical
illnesses. Z was an only child, and her mother had been her
primary caregiver since birth. Both parents had a very close
relationship with Z, with the father being particularly
affectionate and attentive. There was no history of
psychiatric illness in the family.

During the psychiatric examination, the patient, Z,
displayed physical characteristics appropriate for her age
but showed a decline in self-care. Her mood was
depressed, and her affect was consistent with her mood.
When discussing the "loss of her father," she became
agitated, repeatedly stating, "no, he is not dead,"
accompanied by shortness of breath and tremors. She
demonstrated normal intelligence and full orientation but
was easily distractible. Her thought content was marked
by excessive preoccupation with her father, thoughts
about the meaninglessness of life, denial, persistent
ruminations about her father's death, and pervasive
suicidal ideation. The Beier Sentence Completion Test
revealed expressions of longing and love for her father, as
well as feelings of despair and pessimism about death

being a form of salvation and life being meaningless. The
Child Depression Inventory (CDI) score was 39, and the
Beck Anxiety Inventory (BAI) score was 38.

The psychiatric evaluation concluded that Z
experienced her father's sudden and violent death as a
traumatic loss, leading to denial and complicating her grief
process. Psychiatric interviews were planned to control
the patient's active suicidal thoughts, to reduce
depressive symptoms, to support the grief process
regarding the loss of the father, and to strengthen the
mother's attitude and behavioral skills, initially twice a
week and then once a week. In order to control the
patient's agitation and tantrums, medication was started
as risperidone 1 mg/day and alprazolam 0.5 mg/day.

In the second evaluation, it was noted that Z's sleep
patterns had normalized, and her temper tantrums had
decreased. However, her active suicidal thoughts persisted,
and she continued to make plans for suicide. She reported
feeling temporarily better while at school with friends and
when talking to her counselor. Z expressed anger towards
her mother, perceiving her sadness and tears as if
"something bad had happened," which intensified Z's
distress. The mother, experiencing helplessness, burnout,
and difficulty sleeping, was referred to a psychiatrist to
support her grief process. The school counselor was
informed of Z's clinical status and given recommendations
for supportive strategies. An agreement was made with Z to
ensure her safety, and sertraline 50 mg/day was added to her
treatment regimen.

By the third and fourth interviews, Z's depressive
symptoms had decreased, her attendance and
participation in school had improved, and she began
preparing for exams and spending time with a newly
adopted cat. Z was more engaged in the interviews but
avoided discussing her father. Her anxiety spiked in
situations that reminded her of her father, causing
tearfulness. She reported intrusive thoughts about her
father's death, hypervigilance to loud noises, and episodes
of palpitations and shortness of breath. Risperidone was
replaced with aripiprazole 5 mg/day due to weight gain
and increased appetite, and alprazolam was discontinued
by the fourth week. Her medication was adjusted to
sertraline 100 mg/day and aripiprazole 5 mg/day. The
mother's condition improved, and she received further
recommendations to support Z's grief process.

During psychiatric, interviews Z was encouraged to
express her anger towards those she blamed for her
father's death. Emotional catharsis techniques were
employed to help her acknowledge her feelings of sadness
and helplessness. Approximately three months into
treatment (at the end of 10 treatment sessions), Z began
to accept her father's death, marking the end of her denial
phase. Supportive interventions were intensified during
periods of acute sadness in the acceptance process. The
relationship with her father was explored, and a memory
formulation was developed. As Z's external support
systems were strengthened, her father-related activities
diminished. She started spending more time with friends
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and engaging in sports activities, indicating a positive
trajectory in her grief resolution.

Currently, Z's psychiatric follow-up and treatment has
been ongoing for 10 months (20 treatment sessions) and
psychiatric interviews are conducted every 4 weeks. Her
anxiety symptoms have improved (BAIl score: 6), suicidal
thoughts have ended, and depressive symptoms have
decreased considerably (CDI score: 17). Drug treatment
continues as sertraline 50 mg/day and aripipirazole 2.5
mg/day with decreasing doses. During the interviews, Z
has shown increased comfort in discussing the loss of her
father and expressing her related emotions and thoughts,
indicating a resolution of her conflict regarding the loss.
Her social and academic functioning has greatly improved.
She receives support in coping with her father's absence
and in formulating future plans. Z has decided to pursue a
career as a veterinarian and is actively preparing for
university entrance exams.

Discussion

In this study, the traumatic grief process of an
adolescent female who lost her father as a result of his
murder with a firearm was examined.

The diagnosis of traumatic grief remains a contentious
issue. It is crucial to accurately diagnose and treat
traumatic grief as it often co-occurs with other mental
disorders such as major depression (MD), anxiety
disorders, and post-traumatic stress disorder (PTSD). This
condition significantly impacts functionality and increases
the risk of suicide.’> According to Parkers' (2001)
diagnostic criteria for traumatic grief, the diagnosis
requires a “sudden, violent death of a relative and
excessive preoccupation (longing, searching, yearning)
with the deceased”.!* Additionally, there must be at least
four specific symptoms of traumatization, including a
sense of meaninglessness about the future, emotional
numbness, shock, difficulty accepting the death, feelings
that life is empty, a sense that a part of oneself is missing,
an inability to envision a meaningful life without the
deceased, feelings that the world is falling apart,
insecurity, beliefs of harming the deceased, and extreme
pain and anger related to the death. Symptoms must
persist for at least two months to affect psychosocial
functioning. In this case, the patient experienced the
sudden and violent death of her father by gunshot,
exhibited excessive preoccupations such as longing and
searching for her father, had difficulty accepting the
death, experienced extreme anger and pain, believed she
could not continue life without her father, made suicide
plans, felt life had lost its meaning, and these symptoms
persisted for 2.5 months following the loss.

Differentiating traumatic grief from MD and PTSD is
challenging due to overlapping symptoms. Research
indicates that the unexpected death of a close person is a
significant risk factor for anxiety disorders, MD, and
PTSD.!8 However, researchers emphasize that traumatic
and/or complicated grief has distinct clinical features.!®
According to Prigerson and colleagues (2009), a key
feature of traumatic grief not present in MD and PTSD is
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the feeling of longing.? While PTSD centers on
overlearned fear, the primary reaction to loss in traumatic
griefis longing. In traumatic and/or complicated grief, the
negative mood is associated with longing for the deceased
and memories, whereas in MD, there is a pervasive
dysphoria with an inability to experience positive
emotions, and no avoidance behaviors related to
reminders of the loss are present.?lIn this case, the
primary emotion was longing, and avoidance behaviors
were related to situations and thoughts about the loss.
The depressive mood was triggered by memories and
thoughts about the father and fluctuated, with no
anhedonia when distanced from reminders about the
father, which allowed the exclusion of PTSD and MD
diagnoses.

While normal grief does not require treatment,
traumatic grief necessitates intervention as it is a
precursor to other mental disorders, affects psychosocial
functioning, and increases the risk of suicide.?? In this case,
the initial psychiatric evaluation revealed a high risk of
suicide, significant anxiety, and depressive symptoms.
With  medication and grief-oriented, supportive
psychotherapy, the patient's clinical symptoms improved,
and her social and academic functioning enhanced. The
therapy aimed to help the patient confront the loss, cope
with the pain, accept the death while preserving positive
memories, and make future plans. For children and
adolescents to complete the grief process, it is essential to
include their parents in the grief process through
psychoeducation.?® Z's mother was directed to receive
specialized support to complete her grief process and was
included in Z's treatment through psychoeducation.

Conclusion

This article examines the diagnosis and treatment of
traumatic grief. While normal grief does not necessitate
treatment, traumatic grief is a condition requiring both
diagnosis and intervention. Traumatic grief is not
currently included in diagnostic systems, and its diagnostic
criteria remain unclear. Despite concerns that the
medicalization of normal grief reactions might lead to
stigmatization and unnecessary interventions, substantial
evidence supports the benefits of clarifying diagnoses and
implementing early interventions. In clinical evaluations
of traumatic grief, identifying risk groups and adopting
appropriate  treatment approaches can prevent
complications such as suicide. Early and targeted
interventions enable patients to complete the grieving
process and enhance their psychosocial functioning.
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