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Factors affecting the emotional reactions 
of patient relatives who receive news of death: 
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Abstract 

Background:  Reporting the death of relatives to a family member is a very stressful task for physicians. Grief reac-
tions differ from person to person.

Methods:  Demographic data of 100 patients who died after staying in ICU for more than three days were recorded. 
For each patient, one of the family members filled a form which contained their own age, gender, education level, 
marital status, number of children, degree of relationship, psychiatric treatment status, living in the same house as the 
patient, and whether they had ever visited the ICU before. Grief reactions were evaluated in five different categories: 
normal grief response, initial shock reaction, denial, feeling guilty and anger.

Results:  When the death was reported, 55.0% of the relatives accepted this situation as normal, 19.0% felt guilty 
and 14.0% showed an initial shock reaction. The results showed that for a one-unit increase in the patient’s age, the 
probability of the denial reaction among relatives was reduced by 746 times and the probability of feeling guilty was 
reduced by 698 times.

Conclusion:  The rate of denial and guilt in the grief reactions among patient relatives when given news of death in 
the intensive care unit increases with the decrease in patient age.
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Background
Human beings feel the need to establish relationships 
based on love and trust throughout their lives. When 
they are happy or sad, they want to be with the people 
with whom they have formed these deep relationships. 
However, when these loved and trusted people are 
lost, grief reactions occur in which emotions such as 
anxiety, sorrow, and sadness are experienced intensely. 
“Mourning” for the person who was lost is a natural 
process that must be experienced. During the grieving 

process, surviving individuals protest the loss emo-
tionally and may experience some mental problems 
[1]. In order for one to continue life in a normal and 
healthy way, it is necessary to mourn and complete 
the grieving process. At the end of this grieving pro-
cess, one learns to live with the loss by making it a part 
of life. Grieving does not mean forgetting about the 
deceased or not loving them anymore. It simply means 
accepting loss and the feelings associated with it and 
learning to cope and living with those feelings. In 
other words, it is to be able to psychologically bury the 
person who was physically buried in the grave. When 
we observe many grieving people, we also notice many 
different grieving reactions. Some individuals show 
very severe grief reactions, while others show mild 
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grief reactions. While some show grief reactions as 
soon as they receive news of the loss, others postpone 
their grief and experience it later on. All these differ-
ences show that we are different from each other per-
sonally and we experience grief by reacting differently.

Grief reactions have a beginning, phases, and an end. 
In the literature, the grieving process was defined dif-
ferently by each researcher. E. Kübler-Ross defined 
the grieving process in five stages: denial, anger, bar-
gaining, depression and acceptance. According to the 
Bowlby and Parkes model, the grieving process con-
sists of shock, searching, disorganization and rebuild-
ing stages [2, 3]. However, these stages of the grieving 
process can change or differ within themselves. Today, 
it is accepted that the grieving process is not linear. 
The idea that “grief is very painful in the beginning; 
this pain decreases and feels better with time” is no 
longer valid. The accepted view today is that grief is a 
chaotic and circular process [4].

Feedback from grieving family members shows that 
both good communication and the completeness and 
accuracy of information about patients play important 
roles in the grieving process [5, 6]. Therefore, at this 
stage, an empathetic approach and communication 
with the people who first convey the news of death are 
important. It is difficult to tell a family member that 
their relative has died. Physicians undertake this dif-
ficult task, as deaths occur most frequently in hospi-
tals. However, in most countries, including Turkey, 
this subject is not included in the medical school edu-
cation system. Benenson et  al. [7] reported that only 
12% of medical schools in the United States had edu-
cation about death reporting in their curriculum. For 
this reason, each physician decides how to give this 
news in line with their own experience, character and 
mood. It is more difficult for physicians to give news 
of death and for patient relatives to accept this news 
especially in sudden and unexpected deaths in emer-
gency services. In any case, the reaction to the news of 
a death can be intense and cause emotional outbursts. 
Behavioral reactions to news of death depends on 
many characteristics such as the level of relationship, 
the cause of death, the educational level of the patient’s 
relative, marital status, age and sociocultural structure. 
They can express their sadness in different ways, from 
silence to crying, screaming to various bodily move-
ments. During these behaviors, health workers may 
also be exposed to emotional and physical violence. 
Knowing the factors that may cause these emotional 
and physical reactions among relatives of the patients 
will positively contribute to the relationship between 
the physician and the patient’s relative.

Theoretical framework
The grieving process is expressed as an individual and 
unique process. There is no comprehensive theory that 
explains a normal grieving process. Studies show that 
grief consists of a series of phases and stages with pre-
dictable symptoms that change over time, and these 
stages do not develop in the same order or in the same 
way [1]. However, theoretically, with the news of death, 
the first phase of the grieving process begins. Approxi-
mately 60% of deaths occur in hospitals and the major-
ity of hospital deaths occur in intensive care units [8]. 
Therefore, we can state that some of the factors affect-
ing the grieving process are associated with the intensive 
care period. In the literature, there is no study evaluating 
the reactions of relatives and the factors which affecting 
them in intensive care units, where news of death is most 
frequently reported. In our study, based on this idea, we 
aimed to highlight the factors which affect the emotional 
reactions of relatives of the patients being monitored and 
treated in the intensive care unit (ICU). Thus, by examin-
ing the factors affecting the first phase of grief, awareness 
will be raised for health care professionals to help people 
complete the grieving process in a healthy manner.

Method
The study was performed in the advanced intensive 
care units with a total of 36 beds of the Health Sciences 
University, Sultan 2. Abdülhamid Han Training and 
Research Hospital, Anesthesiology and Reanimation 
Clinic, between May 2019 and November 2020, after 
the approval of the ethics committee. Voluntary con-
sent was obtained from the relatives of patients to con-
firm that they wanted to participate in the study. Patients 
who were monitored in the intensive care unit for longer 
than 72  h with Acute Physiology and Chronic Health 
Evaluation II (APACHE II) score above 25 or expected 
death rate higher than 50% were included in the study. 
Among patient relatives (PR), the person who visited the 
most and received regular information was selected and 
included in the study. Patients with an APACHE II score 
of less than 25 or an expected death rate of less than 50%, 
a hospital stays of less than 72  h in the ICU, currently 
receiving psychological medication, and relatives who did 
not agree to participate in the study were excluded from 
the study. The study was terminated when the number of 
deaths reported reached 100. In this study the diagnosis, 
age, gender, length of stay in the ICU, APACHE II scores 
and Glasgow coma scores (GCS) of the patients were 
recorded. Patients were divided into diagnostic classes 
according to their medical conditions and histories at the 
time of admission. In the interviews, the relatives of the 
patients filled the sociodemographic data form prepared 
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by the researchers which included information about 
age, gender, education level, marital status, number of 
children, degree of closeness, psychiatric treatment sta-
tus, living in the same house as the patient, and whether 
they have ever visited the ICU before. Finally, when a 
face-to-face death notification was made, the first grief 
reactions of the relatives of the patients were recorded 
in the patient relative data form. All death reports were 
made by three different intensive care specialists who 
were familiar with the study protocol. The grief reactions 
of the patients were evaluated in five different categories 
(normal, initial shock reaction, denial, guilt and anger), as 
stated by Naik [9].

Statistical analysis
Statistical analysis was performed using the SPSS 
(ver.22.0, Chicago, II, USA) program. The recorded data 
were transferred to the computer. Frequency, percentage, 
mean value and standard deviation were used to define 
the data. First of all, the Kolmogorov Smirnov test was 
used to examine whether the data conformed to normal 
distribution or not. After this, the decision was made to 
examine the scale scores with parametric tests. Relation-
ships between variables were analyzed by Pearson and 
Spearman correlation analyses. The correlations of the 
subgroups of the dependent variable with the independ-
ent variables was determined by multinomial logistic 
regression (MNLR) analysis. In statistical interpretations, 
95% confidence interval values and p < 0.05 were consid-
ered significant.

Results
Data obtained from the participants were evaluated 
within the scope of descriptive, relational and MNLR 
analyses. The mean age of the patients participating in 
the study was 70.15 ± 14.88  years, and the mean age of 
PR was 48.71 ± 12.35  years. Of PR, 60.0% were female, 
38.0% were high school graduates, 78.0% were married, 
and 38.0% had 1–2 children. In terms of closeness, the 
majority of PR were daughters of the patients (42%). Of 
the PR, 51% had not visited any ICU before, and 37.0% 
of PR lived in the same house as the patient (Table  1). 
Of the patients, 54.0% were female, 30.0% had onco-
logical disease, 22.0% had cardiovascular disease, and 
20.0% had neurological disease. The length of stay was 
17.96 ± 14.52 days. Their GCS was 6.89 ± 4.56, and their 
APACHE II score was 75.95 ± 12.59 (Table 2). When the 
death notification was made, 55.0% of PR met this situ-
ation normally, 19.0% felt guilty, and 14.0% showed an 
initial shock reaction. Denial (8%) and anger (4%) were 
observed less frequently (Table 3).

The relationships between the sociodemographic char-
acteristics of inpatients in the ICU and their relatives and 

emotional reactions to the bad news are given in Table 4. 
In this table, there was a significant positive correlation 
between normal response levels and PR age (r = 0.287, 
P < 0.01), PR gender (r = 0.246, P < 0.05), the number of 
children of PR(r = 0.354, P < 0.01), PR previous psychi-
atric treatment history (r = 0.361, P < 0.01), living in the 
same house as the patient (r = 0.264, P < 0.01), length of 
stay (r = 0.404, P < 0.01), patient age (r = . 663, P < 0.01), 
and APACHE II score (r = 0.258, P < 0.01). However, a 
negative significant correlation was found between nor-
mal response levels and PR marital status (r = − 0.393, 
P < 0.01), and PR previous ICU visit history (r = − 0.243, 
P < 0.05).

There was a significant negative correlation between 
the initial shock response and PR previous psychiatric 
treatment history (r = − 0.441, P < 0.01) and patient age 
(r = − 0.254, P < 0.05).

There was a significant positive correlation between 
denial response and PR marital status (r = 0.199, 
p < 0.01), and degree of closeness (r = 0.224, P < 0.05). 
However, a negative significant correlation was found 
between denial response and patient age (r = − 0.267, 
P < 0.01).

There was a significant positive correlation between 
PR feelings of guilt and PR previous ICU visit his-
tory (r = 0.199, P < 0.05). However, a negative signifi-
cant correlation was found between PR feelings of guilt 
and PR age (r = − 0.329, P < 0.01), number of children 
of PR (r = − 0.273, P < 0.05), length of stay (r = − 0.199, 
P < 0.05), patient age (r = − 0.399, P < 0.01), and APACHE 
II scores (r = − 0.221, P < 0.01).

There was a significant positive correlation between 
anger response and PR marital status (r = 0.261, P < 0.01), 
and PR previous ICU visit history (r = 0.200, P < 0.05). 
However, a negative significant correlation was found 
between anger response and number of children of PR 
(r = − 0.236, P < 0.05), and PR previous psychiatric treat-
ment history (r = − 0.436, P < 0.01).

The emotional grief reactions of the relatives were 
divided into five categories, and MNLR analysis was per-
formed to predict which variables affected the categories.

The results of the MNLR analysis performed to deter-
mine to what extent each independent variable (PR 
gender, PR age, PR education level, PR marital status, 
number of children of PR, degree of relationship, PR his-
tory of previous ICU visit, PR history of previous psychi-
atric treatment, living in the same house as the patient, 
length of stay in ICU, diagnosis, patient age, patient gen-
der, GCS, APACHE II score) predicted the dependent 
variable (emotional reactions) are given in Table  5 and 
shows comparisons between the emotional response sta-
tus of the patient’s relatives with the reference category 
(normal perception).
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In this study, according to the model fit information 
estimation results, the model as a whole was found to 
be significant [χ2 (60) = 201.240, P < 001]. The good-
ness-of-fit table contains the deviation and Pearson chi-
square tests, which are useful in determining whether 
a model fits the data well. Non-significant test results 
indicate that the model fits the data well [10]. Pear-
son’s chi-square test [χ2 (336) = 48.838, P = 1.00] and 
deviance chi-square test [χ2 (336) = 59.660, P = 1.00] 
showed that the model fit the data well. The pseudo R2 
values of the model were R2 = 0.866 (Cox and Snell), 
R2 = 0.944 (Nagelkerke) and R2 = 0.805 (McFadden).

The first set of coefficients in the MNLR analysis in 
Table 5 represents the comparisons between the normal 

responders and the initial shock responders. All of the 
independent variables in the model do not explain the 
emotional changes in the initial shock responders com-
pared to the normal responders (P > 0.05).

The second set of coefficients represents compari-
sons between the normal responders and the denial 
responders. Only “patient age” was a significant 
determinant in the model (B = − 0.293, S.E. = 0.126, 
P = 0.020), because relatives of patients who were older 
were less likely to give a denial response than a normal 
response. The probability ratio of 746 shows that for a 
one-unit increase in the patient’s age, the probability of 
denial among relatives of the patient decreased by 746 
times.

Table 1  Sociodemographic characteristics of relatives of inpatients in intensive care unit

Frequency (n) Percentage (%)

Gender of patient relatives

 Female 60 60.0

 Male 40 40.0

Education level of the patient’s relative

 Primary school 8 8.0

 Middle School 26 26.0

 High school 38 38.0

 University 28 28.0

Patient’s relative marital status

 Married 78 78.0

 Single 22 22.0

Number of children of the patient’s relative

 Has no children 22 22.0

 1–2 children 38 38.0

 3–4 children 35 35.0

 5 children and more 5 5.0

Degree of relationship

 Daughter 42 42.0

 Son 27 27.0

 Husband/wife 11 11.0

 Sister/brother 15 15.0

 Mother 2 2.0

 Father 1 1.0

 Grandson 2 2.0

Patient’s relative’s history of previous ICU visit

 Yes 49 49.0

 No 51 51.0

Patient’s relative’s history of previous psychiatric treatment

 Yes 18 18.0

 No 82 82.0

Living in the same house with the patient

 Yes 37 37.0

 No 63 63.0
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The third set of coefficients represents the compari-
sons between the normal responders and those who feel 
guilty. Only “patient age” was a significant determinant in 
the model (B = − 0.360, S.E. = 0.153, P = 0.018), because 
relatives of patients who were older were less likely to 
have a guilty reaction than a normal response. The prob-
ability ratio of 698 shows that for one unit increase in the 
patient’s age, the probability of feeling guilty by the rela-
tives of the patient decreased by 698 times.

The last set of coefficients represents the comparisons 
between the normal responders and those who react with 
anger. All of the independent variables in the model do 
not explain the emotional changes in the anger respond-
ers compared to the normal responders (P > 0.05).

Discussion
Death, which is the inevitable end for every human, 
always leaves grieving people behind. Grief is a natu-
ral response to the death of a loved one [11]. The grief 

response is unique and differs from person to person. 
This reaction may vary depending on the deceased per-
son and some factors related to the person who lost their 
loved one. It is described as one of the most distressing 
life experiences. People may have close relationships 
with many people to varying degrees throughout their 
lives. There is no standard definition of grief reaction that 
determines who should mourn after a death [12]. Rela-
tives and close friends are known to be most affected by 
a person’s death. These include at least one person most 
likely to react to death. In our study, the person most 
likely to react to death, who visited the patient most fre-
quently in the ICU, regularly received information, and 
was the legal heir of the patient, was determined and 
included in the study.

The onset of grief may vary depending on whether the 
death occurs in a short or long period of time. In fact, 
grief begins with the realization that the loved one is 
going to die [13]. Therefore, in our study, patients with 
an expected death rate of more than 50%, calculated with 
the APACHE II score on the first day of admission to the 
ICU, were included in the study and this was explained 
to the relatives of the patients. Thus, in the minds of the 
relatives, the idea that their family member can die at 
any time was formed and the grief process initiated in 
a way from the first day of admission to the ICU. Grief 
reactions to the news of sudden death were eliminated 
by including patients whose hospitalization period was 
longer than three days in this study.

Table 2  Sociodemographic characteristics of inpatients in the intensive care unit

Me., mean; Min., minimum; Max., maximum; S.D., standard deviation; GCS, Glasgow coma score; APACHE II, Acute Physiology and Chronic Health Evaluation II

Frequency (n) Percentage (%)

Gender

 Female 54 54.0

 Male 46 46.0

Diagnosis

 Cardiovascular 22 22.0

 Respiratory 15 15.0

 Neurological 20 20.0

 Digestive 2 2.0

 Metabolic 6 6.0

 Oncological 30 30.0

 Renal 3 3.0

 Post-operative complications 2 2.0

Me. (S.D.) (Min. – Max.)

Patient age 70.15 (14.88) 20–96

Length of stay 17.96 (14.53) 3–69

GCS 6.89 (4.58) 3–15

APACHE II score 75.95 (12.59) 21–97

Table 3  Emotional reaction distributions of patient relatives

Frequency (n) Percentage (%)

Normal perception 55 55.0

Initial shock reaction 14 14.0

Denial 8 8.0

Feeling guilty 19 19.0

Anger 4 4.0
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Table 5  Multinominal logistic regression analysis results according to emotional response levela

Independent variables B SE OR P value

Initial shock reaction Constant − 1824.7 171,860.6 – .992

Patient’s relative gender − 971.4 51,835.6 0 .985

Patient’s relative age 13.9 820.9 1,121,623.4 .986

Education level of the patient’s relatives − 404.0 48,500.8 3.39E−176 .993

Patient’s relative marital status − 646.7 59,258.7 1.40E−281 .991

Number of children of the patient’s relative − 1016.0 57,912.6 0 .986

Degree of relationship 159.3 8912.7 1.52E+69 .986

Patient’s relative’s history of previous ICU visit 1197.7 69,896.8 b .986

Patient’s relative’s history of previous psychiatric treatment − 1351.5 74,962.5 0 .986

Living in the same house with the patient 610.9 32,989.2 2.01E+265 .985

Length of stay in İCU 13.2 798.4 527,834.475 .987

Diagnosis 137.5 8960.0 5.34E+59 .988

Patient age − 15.7 1104.7 1.57E−07 .989

Patient gender 92.5 27,804.1 1.47E+40 .997

GCS 139.9 7629.5 5.64E+60 .985

APACHE II score 42.2 2500.5 2.19015E+18 .987

Denial Constant − 3.12 59.7 .958

Patient’s relative gender − 2.41 2.15 0.09 .261

Patient’s relative age 0.013 0.10 1.01 .899

Education level of the patient’s relatives − 1.17 0.96 0.31 .224

Patient’s relative marital status 7.34 4.87 1543.3 .131

Number of children of the patient’s relative − 2.07 1.87 0.13 .269

Degree of relationship 1.63 1.11 5.08 .141

Patient’s relative’s history of previous ICU visit − 0.22 2.11 0.80 .918

Patient’s relative’s history of previous psychiatric treatment 3.28 29.2 26.6 .911

Living in the same house with the patient 7.03 3.95 1133.2 .075

Length of stay in İCU − 0.18 0.14 0.83 .189

Diagnosis − 0.36 0.44 0.7 .413

Patient age − 0.29 0.13 0.75 .020*

Patient gender − 1.70 2.16 0.18 .430

GCS − 0.07 0.23 0.93 .752

APACHE II score 0.07 0.10 1.07 .485

Feeling guilty Constant 17.2 7.78 .027

Patient’s relative gender 0.31 1.79 1.37 .862

Patient’s relative age 0.16 0.12 1.17 .193

Education level of the patient’s relatives 0.11 0.68 1.12 .872

Patient’s relative marital status 3.09 2.52 22.15 .220

Number of children of the patient’s relative − 1.73 1.17 0.177 .140

Degree of relationship − 1.45 1.54 0.23 .345

Patient’s relative’s history of previous ICU visit 1.50 1.38 4.499 .275

Patient’s relative’s history of previous psychiatric treatment − 1.36 2.02 0.26 .501

Living in the same house with the patient 2.31 2.09 10.1 .269

Length of stay in İCU − 0.03 0.03 0.97 .294

Diagnosis − 0.19 0.29 0.82 .500

Patient age − 0.36 0.15 0.698 .018*

Patient gender 0.12 1.27 1.13 .926

GCS − 0.18 0.17 0.83 .290

APACHE II score − 0.024 0.05 0.98 .645
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Studies show that initial reactions to the news of death 
(such as rejection, denial, or guilt) can guide the estima-
tion of the possibility of a prolonged grieving process 
and progression to traumatic or pathological grief [14, 
15]. Early detection and differentiation of risky groups in 
terms of traumatic grief and follow-up can provide ear-
lier and more specific treatment. In such cases, better 
prognosis, faster recovery of functionality, and an earlier 
and uncomplicated return to normal life can be achieved. 
It has been reported that 40–60% of PRs experiencing 
pathological grief have major depression and suicidal 
ideation, and suicidal behavior is observed in some of 
these individuals [16]. For PRs, it is important that the 
predisposing factors of traumatic grief are well known by 
health care professionals in order to avoid such undesired 
results. Thus, preventive health care services and support 
services for individuals at risk can be planned in advance 
and the development of traumatic grief can be prevented.

In the study, the possible grief reactions of the PR at the 
time of death were evaluated in five categories; normal, 
first shock reaction, denial, guilt and anger. The major-
ity of PR (55%) accepted the news of death as normal. 
The normal acceptance rate was found to be statistically 
significantly higher in people who had children, did not 
have a history of psychiatric treatment, did not share the 

same house as the patient, were older, and were female. 
Factors affecting the PR’s normal acceptance of the news 
of death were determined as the patient’s advanced age, 
long hospitalization period, and poor general health sta-
tus (high APACHE II score) at the time of admission to 
the ICU. However, normal response behavior was found 
to be statistically significantly lower in people who were 
married and who had not visited the ICU because of 
another relative before. Bolton et al. [17] found that peo-
ple who grieve after sudden and unexpected death are 
three times more likely to have psychological disorders 
such as depression or anxiety than those who grieve after 
a natural death. In our study, the normal response rate 
to the news of death was found to be high, as the long-
term ICU hospitalization of the patients who died, their 
older ages, and their high APACHE II scores kept the 
PRs from experiencing sudden and unexpected death. In 
a meta-analysis, it was determined that when one mem-
ber of a married couple sharing the same house dies, 22% 
of the survivors experience major depression in the first 
year during the grieving process [18]. In line with the 
findings of that meta-analysis, in our study, it was found 
that the probability of responding normally to the news 
of death was low among married people and high among 
those who did not share a house with the deceased. It was 

SE, standard error; OR, odds ratio; GCS, Glasgow coma scale; ICU, intensive care unit
a The reference category is: Normal reception (p < 0.05); bThis parameter is set to zero because it is redundant
* If the P value was < 0.05, it was considered significant

Table 5  (continued)

Independent variables B SE OR P value

Anger Constant − 1704.8 0.00 –

Patient’s relative gender − 846.4 0.00 0

Patient’s relative age 14.44 2642.9 1,868,664.2 .996

Education level of the patient’s relatives − 403.3 40,658.4 6.97E−176 .992

Patient’s relative marital status − 619.5 0.000 9.38E−270

Number of children of the patient’s relative − 971.96 0.000 0

Degree of relationship 130.8 26,488.5 6.17E+56 .996

Patient’s relative’s history of previous ICU visit 1273.6 103,748.5 b .990

Patient’s relative’s history of previous psychiatric treatment − 1388.7 0.000 0

Living in the same house with the patient 569.5 65,826.9 2.24E+247 .993

Length of stay in ICU 12.92 3519.4 406,812.761 .997

Diagnosis 139.97 16,217.5 6.16E+60 .993

Patient age − 14.99 1863.02 3.09E−07 .994

Patient gender 94.5 38,342.18 1.14E+41 .998

GCS 129.68 6065.2 2.08E+56 .983

APACHE II score 37.71 2719.8 2.37153E+16 .989
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predictable that those who had children went through 
this process more healthily and showed a normal reac-
tion to the news of death due to not feeling alone during 
the grieving process and sharing love with their chil-
dren. In a survey conducted by Kersting et al. [19] with 
2520 people, it was determined that pathological griev-
ing processes were more common among women, those 
with a history of psychiatric treatment, and older peo-
ple (> 61  years). In line with this, in our study, the rate 
of responding normally to loss (i.e., news of death) was 
found to be higher among those who did not have a his-
tory of psychiatric treatment. However, among elderly 
and female PRs, a higher rate of normal response to loss 
was observed. The mean age of PRs in our study was 
48.7 years and 60% were women. We think the fact that 
our sample group was younger and smaller led to these 
differences in findings.

According to the results of our study, 14% of the PRs 
showed an initial shock reaction to the news of death. 
Statistically lower rate of initial shock reaction was seen 
in people who did not have previous psychiatric treat-
ment history and in patients with advanced age. The 
denial response rate was 8%. The parents of 69% of the 
participants in the study were not living. Statistically 
significantly higher rates of denial reaction were seen in 
married people and those whose parents had died. How-
ever, the most important cause of the denial response 
was the age of the patient when compared to the nor-
mal responders, and the probability of the PR to show a 
denial response increased (746 times) as the age of the 
patient decreased.

In the study, a guilt reaction was observed at a rate of 
19%. It was statistically determined that guilt was more 
common in the PRs who had not visited the ICU for any 
other relatives before, but the feeling of guilt was less 
common in the PRs who were older and had children. At 
the same time, the sense of guilt was also statistically less 
in the relatives of the patients who were older and had a 
high APACHE-2 score. When the normal responders and 
those who felt guilty were compared, the most impor-
tant determinant was the age of the patient. As the age of 
the deceased patient decreased the rate of feeling guilty 
increased 698 times. In a study conducted by Stroebe 
et al. [20], it was observed that self-blame after the loss of 
a loved one is a strong predictor of a distressing grieving 
process. Lobb et al. [21] also reported the risk of patho-
logical grief among those who have not gone through a 
similar experience before, those who were unprepared 
for the death, and those who feel lonely in life in a sys-
tematic review of the literature, supporting the findings 
of the present study. In the study, the rate of PRs whose 
children died was 3%. In a study, it was reported that the 
probability of traumatic and long-lasting grief increased 

up to 60%, especially in those who lost their young chil-
dren [22]. In cases where the deceased is young, the death 
is considered unusual due to being untimely. It has been 
reported in many studies that intense emotional feelings 
such as denial, rejection, and guilt develop in these cases 
of unusual deaths at younger ages and long-lasting trau-
matic grieving processes are observed [21, 23–25]. Simi-
larly, in our study, as the ages of the patients who died 
decreased, the rates of denial and guilt about the loss 
increased among PRs.

In the present study, the least common grief reaction 
was anger with a rate of 4%. However, in this study, no 
difference was found between those who responded nor-
mally to the news of death and those who demonstrated 
reactions of anger in terms of independent variables in 
the study model. We attribute this to the fact that anger 
is a basic emotion and a behavioral pattern mostly related 
to personality structure. The expression of anger varies 
from person to person. Some people have adapted to act-
ing with anger as a lifestyle and a personality trait. Angry 
behavior is frequently observed in people with certain 
personality types, such as borderline, narcissistic, or anti-
social personalities [26, 27].

Reactions of the PRs to the news of death often involve 
intense sadness. The health care providers must be ready 
to deal with various emotional outbursts. The news of 
sudden and unexpected death is often given in the emer-
gency departments and ICUs of hospitals. Announcing 
the death of a patient they are treating is one of the most 
stressful moments for any physician. The main purpose 
of medical education is to restore health, resuscitate and 
cure the patient. Most medical schools do not have a 
required course or program on death notifications. For 
this reason, physicians may feel helpless and uncom-
fortable because they cannot decide how to approach 
the grieving individual. In a study by Benenson et al. [7] 
about emergency medicine residents, 95% of residents 
who received training about death notification achieved 
satisfactory results. Hobgood et al. [28, 29] developed the 
GRIEV_ING mnemonic model and showed that by train-
ing the emergency service personnel with this model, 
they could improve their confidence and competence in 
death notification. Physicians can overcome this difficult 
task with such models and training. It is very important 
to increase the number of physicians who receive such 
training in order not to complicate the grief process of 
the person receiving notification of death.

Our study has some limitations. One of them is that the 
death notification was made not by a single physician but 
by three different physicians. Evaluations by three differ-
ent physicians may have caused different interpretations 
of grief reactions. The second is that the study was con-
ducted only in the adult ICU. This situation caused great 
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differences in the distribution of patient—PR (69% par-
ents, 3% children).

In conclusion, the denial and guilt rate in the grief reac-
tions of PRs when they receive the news of the death 
of their loved ones in the ICU increases as the age of the 
deceased gets younger. In this case, PRs may need special 
attention. Although grief is expressed as a natural reac-
tion after a loss, it can turn into a long-term, complicated 
mourning response if it is not managed well by healthcare 
professionals. For this reason, physicians should improve 
their communication and be more careful in their behav-
iors and attitudes towards PRs, especially during the death 
notification process of young patients.
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