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THE PHASED APPROACH TO GRIEF AS A HISTORICAL
ARTIFACT

Traditional grief counseling has long been dominated by linear stage models, though
modern research increasingly challenges these rigid assumptions. This article traces the
theoretical evolution of bereavement from C. Darwin and S. Freud to contemporary frameworks
like the Dual Process Model (DPM) by M. Stroebe & H. Schut. By identifying the «oscillation»
between loss-oriented and restoration-oriented processes, the DPM validates individual coping,
including necessary avoidance. Clinical examples illustrate how children and adolescents utilize
these shifts for emotional regulation. The author concludes that while the DPM offers a flexible
scaffolding, clinicians must prioritize the unique, simultaneous experiences of joy and pain over
standardized instructions.
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Knyr AHAEPCEH
VriBepcurer npuknagaux Hayk VID B Ocio, YriBepcurer Oco,
LleHTp miATPUMKH MOCTpasKAANINX TIPU YHIBEPCUTETCHKIHN JIiKapHi AKepcexyc

®A30BUM MIIXIJT 10 TOPIOBAHHSA SIK ICTOPUYHUI
APTE®AKT

Y emammi nooano kpumuky ninitinux ¢pasosux mooenei y KOHCY1bmMY8aHHI 3 NUMAHb
20psi ma npeocmagieno CyuacHi O0CTiOdcenHs, sKi 0edani Oilbuie CmMAeiamv nio Cymmie
NPURYWeHHs, Wo TI0OUHA, AKA NePeNCUBAE 6MPanty, NOBUHHA NPOUM (IKCosay NOCIIO06HICMb
¢asz, wobd oocaemu nepeopienmayii. Bpaxosyiouu, wo 100cbKi peakyii Ha empamy 3a c80€i0
cymmio € i0ioCUHKpamuynumu, yi JCOPCMKI pamKu 3apa3s po3eiaoaiomvcs K NOMeHYitino
o0bmedcysanbii abo Hagimb KOHMPNPOOYKMUGHI, KOIU 3ACMOCOBYIOMbCA AK VHIBEPCATbHUL
KAHIYHUT CManoapm.

V' emammi posensoacmocsa esonmoyiss meopii empamu, 6i0 gynoamenmanbHux
6ionoeiunux i ncuxoananimuynux xonyenyit 4. Japsina ma 3. @peiioa 0o ¢aszosux modeneil
E. Jlinoemannom ma Ji. Boynoi. Bona niokpecitoe 3¢y6 napaduemu 00 Cy4acHux pamox, 30Kpema
Mooeni noogiiinoeo npoyecy, sxa niOKpecmoc Heminitny ma i0I0CUHKPAMUYHY Rpupooy
20pI06aHHSL.

Moodens noositinoco npoyecy 6usHauae 06a napaneivbHi  npoyecu: npoyec,
OPIENMOBAHUL HA MPAIMY, WO 30CEPEONCYEMBCS HA 20PIOBAHT, MA NPOYeC, OPIEHMOBAHUN HA
BIOHOGNIEHHS, WO 30CEPEONHCYEMbCA HA HCUMMEBUX 3MIHAX MA GIOBONIKAIOYUX hakmopax.
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Ocho8010 MOOeNi € «KOIUBAHHSY MIXC Yumu osoma cmanamu. Hageoeni kiiniuni eunaoxu, ujo
inocmpyioms 3acmocy8ants Mooeni no08iliHo20 npoyecy 8 pobomi 3 Oimvmu ma NiOTMKaMu.

Asmop pobumbs 8UCHOBOK, o CMAIIHI MOOET Cli0 8IOKUHYMU HA KOPUCHb HOBIULUX
meopitl, K GU3HAIOMb HEOOXIOHICMb 3anepedenHsi ma YHUKHEHHS SIK OIUCHUX MeXaHizMie
noodonauus mpyonowie. 3okpema 6 cmammi akmusno niompumyemocs Modens noogiinoeo
npoyecy i 00600UmMbCA it KNiHIUHY penesanmuicmy. AMop maxodlc HA20I0UYe, Wo cneyiaricmu
3 20PI06AHHSL, NOBUHHI NAM AMAMU NPO OOHOUACHICHbY — 30AMHICMb Gi04Uy8amu IH0OUHU, U0
2opioe, padicmv i Oinb 00HOYACHO. 3peuimoro, KOJCHA NI0OUHA, AKA NEPedlCUsdc 6mpamy,
VHIKanbHa, | meopemuuni MOOeni NOGUHHI CIyey8amu SHYUKUMU [HCIMPpYMEHmamu, a He
ACOPCMKUMU IHCMPYKYIIMU.

Knrouoei cnosa: poboma 3 copem; Mooenwv noositinozo npoyecy (DPM); cmpecopu;
OpicHmMOBani Ha empamy, Cmpecopu, Opi€HMosani HaA GIOHOBNCHHA; KOIUBAHHA (MAAMHUK),
cmadiini mooeni (¢hazosi meopii); niompumra y empami, cmpamezii NOOOIAHHS, VHUKHEHHS Md
3anepeuenns; iHOUGIOYanvHi GiomMinHOCMI Y 20pi; cimelina Ounamixa y empami; meopis
npue ’a3aHocmi.
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Statement of the problem in general terms

The traditional understanding of grief has long been dominated by
«stage modelsy». These models suggest that bereaved individuals must pass
through a linear sequence of phases: a shock phase, a denial phase, an acceptance
phase, and a processing phase, before finally reaching a reorientation phase where
they find a way to live on. However, modern research strongly challenges these
assumptions. People are different and react differently to loss; research shows that
grief processes are as individual and unique as the human beings themselves.
There is a growing professional concern that rigid adherence to these stages by
health personnel can be counterproductive, leading to a call for these models to
be laid aside in favor of a platform that better supports the actual needs of the

grieving.

Analysis of recent research or publications in which the solution of this
problem was initiated and on which the author relies

The evolution of grief theory has transitioned from early biological
observations to complex, non-linear psychological frameworks. Historical
foundations were laid by C.Darwin (1872) [8], who identified innate
physiological expressions of sorrow, and were later expanded by Sigmund Freud
(1917). S.Freud’s [10] seminal concept of «grief work» (Trauerarbeit)
emphasized the necessity of detaching emotional energy from the deceased to
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reclaim it for new relationships. This linear perspective was further codified
through the phase-based models of E. Lindemann [13] (1944) and J. Bowlby [4;
5; 6], who integrated attachment theory into a four-stage progression, as well as
W. Worden’s (1983) [17] functional approach to grief tasks. However, these
traditional models have been increasingly scrutinized for their rigid, prescriptive
nature, which often pathologizes individual variations and imposes a harmful
burden on the bereaved by suggesting there is a «correct» way to grieve.

A significant shift in scholarship was initiated by C. Wortman and
R. Silver (1989) in their work «Myths of Coping with Loss» [18], which
challenged the validity of universal stages. This critique paved the way for more
dynamic frameworks, most notably the Dual Process Model (DPM) introduced
by M. Stroebe and H. Schut (1991) [16]. The DPM provides a nuanced
integration of existing theories by focusing on the adaptive oscillation between
loss-oriented and restoration-oriented stressors. This modern trajectory is further
supported by the empirical research of G. Bonanno (2004, 2019) [3], whose
studies on grief trajectories demonstrate that resilience is the most common
response to loss, suggesting that many individuals possess innate regulatory
mechanisms that do not fit into traditional «grief work» phases.

Contemporary discourse has further evolved to include the
Continuing Bonds theory pioneered by D.Klass, S. Silverman, and
S. Nickman (1996) [12], which posits that healthy adaptation involves
maintaining a transformed internal relationship with the deceased, rather than
achieving total detachment. Furthermore, practitioners such as R. Neimeyer
(2001, 2022) [15] emphasize meaning-reconstruction as a central process,
arguing that grief is not a state to be «resolved» but a continuous renegotiation
of one’s identity and world-view. This perspective is reinforced by
M. Stroebe and H. Schut’s (2010) later updates to the DPM, which
incorporate social support and gender-specific coping styles [11; 16]. By
synthesizing these views, a consensus has emerged among Western
scholars — including K. Boerner, H. Prigerson, and G. Bonanno [2; 3] — that
phase models should be regarded as historical artifacts rather than clinical
guidelines. Consequently, effective intervention must be non-prescriptive,
prioritizing the individual’s agency and the specific socio-cultural context of
their loss.

Purpose of the Article
This article advocates for transitioning from traditional phase-based
theories to the Dual Process Model in clinical practice, emphasizing its role
as a flexible professional platform that validates individual differences and
the adaptive necessity of avoidance and distraction during grief.

Haykosut xypHan «Psychology Travelogs», 2026, Ne 1 478



Scientific Journal «Psychology Travelogs», 2026, Issue 1 ISSN 2786-5568

Presentation of the main material of the research with a full
justification of the obtained scientific results

People are different and react differently, also to loss. Newer models
of the grief process allow more room for diversity.

According to the so-called phase models, the grieving person goes
through different phases, such as the shock phase, the reaction phase, the
processing phase, before finally ending in a reorientation phase where one
finds the way back to life.

With C. Wortman and R. Silver’s article «Myths of coping with
loss» (1989) [18], assumptions about grief, grief phases and grief work were
strongly challenged. Among other things, they pointed out that people do not
necessarily go through fixed phases in their grief, and that research shows
that grief processes are as individual and unique as the person themselves.

A few years ago, psychologist A. Dyregrov wrote an article about
the newer understanding of grief (2006) [9]. He concluded by expressing the
hope that the phase model would be put aside and that people would no longer
have to hear health professionals’ comment that the grieving person was now
in the «processing phase».

The utility of bereavement models lies not in pathologizing a natural
life event, but in providing a necessary professional scaffolding. While loss
does not universally warrant clinical intervention, the heterogeneity of grief
and its varying impact across developmental stages necessitate a robust
methodological framework. In cases where support is required, personal
intuition and communicative competence alone are often insufficient; thus,
an evidence-based theoretical platform is essential for ensuring the efficacy
and quality of professional assistance.

The interest and awareness that grief can create physical and mental
challenges goes back a long way. Many have tried to describe grief and its
consequences, and the first written references are from the mid-19th century.

One of those who tried to describe grief and the grief process in the
19th century was the biologist C. Darwin (1872) [8]. The researcher had
observed that many animal species screamed when they were separated from
other animals with which they had a close relationship. C. Darwin claimed
that grieving people also had such a cry that they often tried to suppress if
they experienced a loss. He also speculated whether the facial expression that
people in grief had was produced by special «grief muscles», and whether
these muscles were less voluntarily controlled than other muscles in the face.

However, it is S. Freud who has been the starting point for much of the
professional approach to grief. In 1917, he published the article on «Grief and
Melancholy» [10]. At that time, World War I was almost over, and many people
in the Western world were affected by loss. The war had been a violent mass
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murder, and 10-15 million people had died. The need to help people in grief was
enormous. S. Freud was concerned that the mourner had to break the emotional
ties to the person who had died. In this way, the energy that had been invested in
the deceased could be released back.

Love and commitment to other people was something that one had
in limited quantities. By breaking ties and withdrawing energy, the grieving
person gained strength and energy to focus on new relationships — to living
people. This painful process was important and had to be carried out even if
the person intuitively wanted to oppose it. This required active effort from
the grieving person, and grief was described as work, «grief work». Freud
argued that if one failed to draw energy and attention away from the dead
person, one would end up in what he called melancholy (depression).

As World War II drew to a close, a new important contribution to
the understanding of grief came. E. Lindemann studied survivors of an
accident in Boston (1944) [13]. He developed and refined S. Freud’s concepts
of grief. E. Lindemann introduced three phases in his grief model: 1. Shock
and denial, 2. Acute grief, 3. Detachment [13].

After this, J. Bowlby [4; 5; 6] became one of the most important
contributors to the field. He believed grief was a natural response to
separation from someone with whom one had strong emotional ties.
Reactions such as anger, crying, searching, and protest were therefore natural
behaviors, each of which was a way to restore attachments to the person who
was gone. Bowlby operated with four different phases in his model:
numbness (shock and denial), screaming and searching (often characterized
by anger and protest), disorganization and despair (depression and
powerlessness), and reorganization (acceptance).

W. Worden described grief a little differently (1982) [17]. He was
concerned that grief was a process and not a state. Worden argued that the
mourner had to work through the emotional pain and at the same time get
used to his new situation when it came to changes in roles, status and identity.

Like S. Freud, E. Lindemann, J. Bowlby and J. Worden were all
psychologists. Over the past 20 years, new professional groups have
constantly made contributions that have continued to expand perspectives on
grief and the grief process. These contributions have provided a greater
understanding of grief processes, stress and relationship theory, as well as
awareness of family interaction after a loss are some of the elements that have
helped to nuance the understanding of grief.

The dual process model attempts to provide a more nuanced picture
of the grief process. The two researchers M. Stroebe and H. Schut (1999) [16]
claim that they have attempted to integrate the most important features of
many of the already established models. Instead of creating a new one, the
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dual process model distinguishes between two different types of stressors in
grief: it describes a loss stressor where the focus is on the loss and separation,
and a secondary stressor, where the challenges are the results of the loss, such
as poorer finances and new practical tasks that come as a result of the death.
The two different types of stressors give rise to two different coping
processes, and there is a pendulum movement between these two parallel
processes.

In the loss-oriented coping process, the bereaved person focuses on
the loss and on what was. The grieving person can go into themselves, be
with others they trust, or focus on a god or something else that is bigger than
themselves. In this process, many struggle with questions such as: «Why did
this happen?» or «Why me?». People remember what has happened, talk
about the deceased, watch videos and pictures, smell smells and perfumes,
play music that reminds them of the deceased, and are preoccupied with the
deceased’s belongings. Some choose to confront the loss by visiting the
grave, the crime scene, or other places that remind them of the deceased.
Many describe this part of the process as a time when they look back on what
has happened, but also grieve for everything that never came to be. At the
same time, they deny, or avoid dealing with, the consequences and changes
that the loss has brought about, both now and in the longer term. This form
of denial or avoidance means that those around the grieving person may
experience that the grieving person is so paralyzed at times that everyday
things such as opening the mail or eating/drinking become completely
unimportant. The loss-oriented coping process means that the grieving person
does not make the changes and adjustments in everyday life that the outside
world expects. Traditional grief support work has in many ways described
only this part of the model. Loss-oriented and the grief work that comes with
it are in focus.

The second parallel process is a solution-oriented coping process.
Here, one focuses on the consequences and changes that the loss has caused.
One works to establish a stable everyday life, and tries to focus on activities
or tasks that can divert thoughts from grief. The grieving person enters into
new roles and focuses on how to take care of different types of tasks; both
those that must be done in the short term, and the tasks that the deceased had,
where new solutions must be found in the longer term. The solution-oriented
person is concerned with reorientation, finding new roles and new goals.
Many people find that they have gained a hard-earned experience that makes
them look for opportunities for their own growth and positive change. On this
side of the model, you also find statements or thoughts that are a denial of
what has happened, such as «this is just a dream» or «dad will probably be
back soon». The solution-oriented process removes us from the pain, at least

481 Haykoesuli xxypHan «Psychology Travelogs», 2026, Ne 1



Scientific Journal «Psychology Travelogs», 2026, Issue 1 ISSN 2786-5568

for short periods. The process also does not physically hurt the body, and
some people pay a relatively high price to be as much as possible in this
process instead of the loss-oriented one. A lot of hard work, computer games
or other activities that require high concentration are examples of strategies
that can be used. We meet and see young people and adults who use
unfortunate solutions such as drugs and self-medication to keep the pain at
bay.

The key thing in M. Stroebe and H. Schut’s model is that you
fluctuate between these two different coping processes. The movement back
and forth is really important.

According to the model, experiencing the pain of loss is only part of
the grief. Engaging in physical activities and experiences that allow you to
create distance from the pain is just as important. Working on accepting the
loss is key, but you also need to focus on the consequences and how your
daily life has changed. At some times, the bereaved will focus on the different
aspects of the loss and at other times they will avoid them. Both are natural
and important. The bereaved should cycle back and forth on the same day, or
in a conversation.

This section examines the clinical application of the Dual Process
Model as a therapeutic tool for bereavement support. By analyzing
anonymized case studies, the article demonstrates the model’s utility in
facilitating psychological recovery.

Within the context of bereavement support, the model is typically
introduced to clients during the initial or secondary session. Clinical
observations suggest that this framework is highly effective for children and
adolescents when appropriately adapted to their developmental stage. For
school-aged children, the conceptual components are simplified, and the
model is co-constructed visually using the child’s own narrative.

To illustrate the practical utility of this developmental adaptation,
the following case studies provide a detailed examination of how the model
functions across various clinical scenarios. These examples highlight the
transition from abstract conceptualization to functional intervention,
demonstrating how tailored visual representations of the model facilitate
emotional regulation and cognitive processing in children and adolescents.
By analyzing these specific instances, we can observe the model’s capacity
to validate diverse coping mechanisms and harmonize fragmented family
dynamics.

Case 1. Addressing Maladaptive Coping in Adolescence [1]

Subject — an 11-year-old male, 10 months post-paternal loss
following a brief illness.
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Clinical Presentation. The subject exhibited significant academic
concentration difficulties, social withdrawal, and a refusal to verbalize the
loss. Coping strategies included the consumption of alcohol and reliance on
sedatives to manage insomnia.

Intervention. The practitioner utilized the DPM to reframe the
subject’s behavior not as a failure to grieve, but as an active, albeit rigid,
choice to maintain distance from emotional pain. His reliance on alcohol was
identified as an over-fixation on the "restoration/avoidance" axis of the
model.

Outcome. Externalizing these processes allowed the subject to
transition toward conscious oscillation. This shift resulted in a proactive
request for the practitioner to present the model to his school class, thereby
fostering social validation and peer understanding.

Case 2. Family System Desynchronization and Conflict
Resolution [1]

Subject — a family unit (parents and siblings) several years after the
death of a child/sister.

Clinical Presentation. The family experienced chronic interpersonal
tension characterized by silence and a lack of emotional resonance.

Intervention. By co-constructing the model, family members
identified their disparate positions. The father predominantly occupied the
restoration-oriented side (pragmatism and task-focus), while the mother was
primarily loss-oriented (emotional processing and rumination).

Outcome. The intervention validated the premise that it is
«impossible to grieve in syncy». Recognizing these differing styles as equally
legitimate helped the family reduce mutual resentment, fostering a more
supportive and flexible communicative environment.

Case 3. Emotional Regulation and Affective Titration in Children [1]

Subject — two siblings (a 10-year-old girl and her brother) following
the death of their father.

Clinical Presentation: during the narrative recall of their father’s
illness, the children experienced sudden, intense affective flooding (violent
crying).

Intervention: the model served as a self-regulatory tool. Upon
reaching a point of emotional overwhelm, the eldest sibling independently
identified the need to «switch sides» on the model. The practitioner supported
this shift through play therapy (modeling balloon animals).

Outcome: the children acquired foundational self-regulation skills.
Distraction was successfully reframed as an adaptive mechanism that allows
for necessary respite from distress, rather than a maladaptive escape.
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Case 4. Identifying Latent Grief Intensity through Non-Directive
Interaction [1]

Subject — a female teenager grieving the loss of her younger sister.

Clinical Presentation. The subject maintained a detached, factual
tone throughout the session, avoiding explicit emotional expression despite
the presence of her parents and family photographs.

Intervention. Adhering to the DPM’s principle of autonomy, the
practitioner allowed the subject to control the duration and intensity of her
engagement with «loss-oriented» materials (the photographs). The
conversation remained light and factual, respecting the subject’s boundaries.

Outcome. Despite the lack of overt emotionality, the subject
concluded that the meeting was profoundly useful, noting that she had rarely
spent so much time on the «loss-oriented side». This highlights the
importance of safe containment, where the model allows for contact with pain
in a controlled, non-threatening format.

These case studies demonstrate that the Dual Process Model serves
three critical functions in pediatric and family bereavement [1; 11; 16]:

1) psychoeducational: it mitigates guilt regarding «atypical»
grieving styles by validating both emotional expression and distraction;

2) regulative: it empowers clients to consciously manage the
intensity of their emotional experiences through oscillation;

3) relational: it provides a shared metaphorical language for
families, acknowledging that diverse coping styles can coexist without
invalidating the grief of others.

The Dual Process Model serves as a vital clinical framework that
validates avoidance and distraction as adaptive, necessary components of the
bereavement process. By shifting focus from rigid clinical criteria to the
individual’s need for respite, this model empowers children and adults alike
to oscillate between loss and restoration. Ultimately, while theoretical
structures are instructive, they must remain secondary to the foundational
element of therapy: a secure, trust-based relationship. It is this relational
safety that facilitates a client’s authentic movement through grief, ensuring
that the human experience is never overshadowed by the model itself.

Those who come to us and are affected by grief can often feel that
they are left without a choice. Loss is not something we can choose, nor are
the concrete consequences in everyday life. We experience that the model can
eventually help give the individual an experience of feeling more normal, and
that one can to a certain extent choose whether to use a loss-oriented or
solution-oriented coping style. In some of our grief groups, we experience
that participants experience that they can set aside time to grieve when they
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get together with others in a grief group, or in everyday life where they or no
grief.

In working with children and young people, we also encounter the
network. The solution-oriented process removes us from the pain, at least for
short periods.

Regularly, the grief support program includes an evening session for
the participants’ wider social network, including teachers, coaches, and
relatives. These individuals often seek to provide support but frequently
report feeling insecure or uncertain in their roles. Clinical experience suggests
that the Dual Process Model offers a valuable framework for these caregivers,
as it validates practical, restoration-oriented activities as legitimate «grief
work». For instance, a relative recently noted that the model helped her
realize that engaging in routine activities, such as playing football with her
grandsons, was not a distraction from their mourning, but an essential and
supportive part of their psychological recovery.

Despite its utility, the Dual Process Model (DPM) faces criticism for
its perceived individualistic focus and Western cultural bias. Furthermore,
practitioners observe that standard literature often fails to account for the
"emotional simultaneity" frequently reported by the bereaved. Clinical
experience suggests that the pain of loss does not necessarily vanish during
restoration-oriented activities; rather, joy and distress often coexist. This is
evidenced by adults navigating new relationships while simultaneously
experiencing the pain of past loss, as well as by children who demonstrate a
capacity for simultaneous emotional states. For instance, a child may engage
joyfully in play while seeking sensory comfort from a memento of a deceased
parent, illustrating that grief is not merely a state of «going in and out», but a
complex, concurrent experience of multiple affects.

However, a significant gap remains between these contemporary
understandings and current pedagogical practices. In many educational and
professional development settings, traditional phase models continue to
dominate curricula, often at the expense of more nuanced, modern
frameworks. This lack of theoretical updates in academic institutions has
resulted in a slow evolution of clinical practice, limiting the active application
of newer, more flexible grief models in direct therapeutic encounters.

Those who have worked in this field for a while may notice that it is
a bit right to be fussy. The model by M. Stroebe and H. Schut [11; 16] opens
up too much on the mentioned phase model. At the same time, we would like
to emphasize that the two-process model gives us professionals greater
freedom, and is more in line with the individual’s differences.

In summary, a transition from historical stage-based models toward
contemporary frameworks, such as the Dual Process Model, is essential to
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adequately address individual diversity in berecavement. While these
theoretical constructs provide necessary clinical scaffolding, practice must
remain centered on the idiosyncratic experience of the bereaved.
Furthermore, the integration of such models enables the validation of
divergent coping styles within families, acknowledging the clinical reality
that synchrony in the grieving process is inherently unattainable.

Conclusions

1. Traditional stage-based models should be transitioned into a
historical framework, acknowledging their role as foundational milestones in
the evolution of our understanding of bereavement while recognizing their
limitations in contemporary practice.

2. The Dual Process Model (DPM), developed by Stroebe and
Schut (1991), provides a more robust clinical platform, offering practitioners
the flexibility to address the inherent diversity of human responses to loss
beyond linear trajectories.

3. Within the DPM framework, cognitive avoidance and denial
are reconceptualized as adaptive coping mechanisms essential to the
oscillation process, rather than pathological symptoms requiring clinical
correction.

4. While theoretical frameworks like the DPM serve as essential
heuristic tools, they must not supersede the idiosyncratic experience of the
bereaved or the primacy of the therapeutic alliance in clinical intervention.

Future research should prioritize longitudinal analyses of Dual
Process Model oscillation patterns and emotional simultaneity, particularly in
children, while focusing on the development of cultural adaptations, age-
appropriate therapeutic tools, and family-based protocols to address
desynchronized grieving and systemic stability.
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