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The present longitudinal study examined the effects and 

interactions of several variables thought to affect 

adjustment to conjugal bereavement. Questionnaires were 

administered to 147 conjugally bereaved subjects and to 46 

persons bereaved of close relatives other than spouse. 

Independent variables included experienced competence (self-

esteem, locus of control, coping self-efficacy, and prior 

coping strategies), impact of loss (anticipation and 

preventabillty of loss, centrality of relationship and life 

change), and perceived resources. 

All of the independent variables were found to be 

important predictors of adjustment in conjugal bereavement. 

However, hypothesized interactions among variables were 

generally not found. Experimental variables were better 

predictors of adjustment in conjugal bereavement than were 

demographic variables. Contrary to prediction, widowed 

subjects tended to become more lonely and showed increased 

bereavement adjustment difficulties over a six month period 

of time. However, post hoc analysis suggested that levels 



of adjustment do not decline over the long terra in 

widowhood. The present study supports a view of widowhood 

as a multidimensional event, characterized by seemingly 

contradictory feelings, experiences, and behaviors. 
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CHAPTER I 

INTRODUCTION 

Coping with bereavement is among life's most impactful 

and universal tasks, yet little is known about the processes 

involved. Despite claims that overcoming problems 

associated with bereavement is a growth experience (Kohut, 

1966), most research has focused upon the negative impact of 

personal loss. This is especially true in the research 

literature on widowhood. Among bereaved persons, widows 

have typically received the most research attention, 

probably because of the large number of widows in this 

country. Kalish (1984) reports that there are 11,000,000 

widows in the United States who are not married, and that 

one of every eight women over age 18 is widowed. Whereas of 

women over age 50, 65% are widowed, only 15% of men in this 

same age category are widowed. Kalish (1984) provides three 

explanations for the predominance of women among widowed 

persons: women live longer, widowers are more likely to 

remarry, and women marry men older than themselves. These 

statistics suggest that coping with conjugal bereavement is 

a widespread problem, especially among women. 



Because a large proportion of our population is faced 

with the problem of coping with conjugal bereavement, a 

viable model of bereavement relevant to widowhood is needed 

to suggest directions for prevention, enhancement, and 

intervention with widowed persons. The purpose of this 

project is to propose a model of conjugal bereavement, based 

upon existing theories and research data. First, however, a 

review of the relevant literature will be presented, with 

emphases on models of bereavement in general, typical and 

atypical courses of bereavement, and factors affecting 

bereavement outcome. Problems in the available research 

literature will be discussed, and alternate explanations of 

research findings will be proposed. Research cited in this 

review will draw from the general bereavement and coping 

literature as well as the work on widowhood in particular. 

Work on bereavement is closely related to studies of 

grief and mourning. Bereavement is typically defined as the 

"loss of a close relationship." There appears to be an 

implicit assumption in this definition that the closer or 

more intimate the lost relationship, the more impactful the 

bereavement experience. Often bereavement is not differen-

tiated from grief and mourning. This paper will utilize the 

definition of bereavement as loss of a close relationship, 

whereas grief will be viewed according to Raphael's (1983) 

definition as the emotional components of bereavement. 



Kalish's (1984) definition of mourning as the overt 

expressions of grief and bereavement will be used. Because 

grief and mourning are closely related to bereavement, 

studies in these areas will be cited when relevant. 

Models of Bereavement 

Freud was one of the first to develop a systematic 

conceptualization of the processes of grief and bereavement. 

In Mourning and Melancholia, he described grief as a process 

whereby the individual progressively withdraws libido that 

ties him/her to the lost love object (Freud, 1959). This 

task is accomplished via "hypercathexis," in which the 

bereaved invests time and energy in the struggle to free the 

libido that has been tied to the lost object. Successful 

grief according to this model involves focusing upon 

memories in an effort to decathect the love object, rather 

than avoiding or denying the reality of the loss (Schultz, 

1978). There is little research evidence directly 

supporting the psychoanalytic model of bereavement; most 

comes from studies showing that behavior patterns, dress, 

and physical symptoms of the bereaved reflect identification 

with the lost object. However, recent research shows that 

such behaviors are sporadic and indicative of pathology 

(Bowlby, 1980). Further, these studies do not support the 

psychoanalytic model in its entirety. 



A second pioneer in the study of grief and bereavement 

was John Bowlby, a British psychoanalyst. Bowlby developed 

a theory of grief based on ethology, neurophysiology, 

information theory, and psychoanalysis. According to Bowlby 

(1969), the human carries within himself a "working model of 

the world," derived from and constantly changing in the face 

of experience. In this theory, "attachment behaviors" are 

triggered when a person is threatened by loss of or 

separation from significant attachment objects. In the 

event of death, attachment behaviors such as crying and 

searching that might normally lead to reunion prove futile 

and redundant. Rather than serving to aid in detachment, 

these behaviors are biologically designed to lead to 

reunion. Although Bowlby's theory may help to explain the 

immediate reaction to loss, research evidence indicates that 

"grief work" must accomplish more than extinguishing 

attempts at reunion; it must also include reconstruction. 

The concept of reconstruction work has been clearly 

delineated by C. Murray Parkes (1962, 1972, 1975). He 

describes grief as a process of realigning the "assumptive 

world" with the new reality. According to Parkes, the 

bereaved individual must relinquish those aspects of the 

assumptive world which were built solely around the lost 

relationship and develop new assumptions about the world and 

his life circumstances. This reconstruction of reality 



takes time, and is aided by repeated confrontations with the 

fact of the loss in the environment. The frustration 

deriving from a major discrepancy between the real and 

assumptive worlds is aversive, such that the bereaved person 

is motivated to lessen the discrepancy over time. 

More recently, the personal construct approach of 

George Kelly (1955) has been applied to bereavement theory 

with regard to the adjustment process of widows (Woodfield & 

Viney, 1984-1985). This approach holds that during the 

bereavement process a widow's thinking and behavior reflect 

attempts to accurately predict and anticipate events in her 

world. The emotional, cognitive, and behavioral changes 

that take place in bereavement reflect changes in the 

widow's "personal construct system," or system of 

individually constructed interpretations of self and 

environment. The dislocation or invalidation of the widow's 

construct system caused by the loss leads her to utilize the 

parallel psychological processes of assimilation and 

accommodation. The widow attempts to assimilate the loss by 

denying its existence, expressing hostility and depression, 

or idealizing the deceased person. Accommodation requires 

that the widow change and adapt her personal construct 

system in order to eventually accept the loss. Because with 

this approach the widow is an active agent, responsible for 



the process of adaptation, it is similar to the 

"reconstruction" perspective of C. Murray Parkes. 

With respect to the three major approaches outlined 

above, Shultz (1978) argues that "none of these three 

theoretical perspectives is stated explicitly enough to 

allow rigorous testing of validity. Each is vague enough to 

make falsification by conventional means impossible" 

(p. 138). While this may be true of each perspective in 

its broadest sense, further elaboration of Parkes1 theory by 

researchers such as Woodfield and Viney (1984-1985) may 

produce more specific and testable hypotheses. 

Nevertheless, it is clear from a review of the literature 

that none of the major perspectives has been comprehensively 

tested and that most research is highly exploratory, often 

based upon post-hoc analysis of unstructured interviews. 

A descriptive and relatively easily tested view of 

bereavement is the stress model, which holds that object 

loss leads to a state of crisis and helplessness in which 

defenses are weakened and coping strategies prove 

inadequate. Probably most researchers of widowhood 

implicitly or explicitly adhere to this model. Early 

studies of widowhood focused upon health deterioration, high 

suicide rates, high mortality rates, and an increase in 

emotional disturbance relative to non-bereaved persons. 



A classic in the area of bereavement, Lindemann's 

(1944) article entitled "Symptomatology and Management of 

Acute Grief" provided early evidence for mental and physical 

deterioration following bereavement. Lindemann studied a 

wide variety of bereaved persons, including relatives of 

victims of the famous Coconut Grove fire disaster, and 

concluded that common features of bereavement included 

somatic distress, in addition to emotional symptoms such as 

guilt and hostility. Over a decade later, Morris (1958) 

reported that health deterioration (as subjectively rated) 

was greater in widows than in nonbereaved subjects. In 

another classic study, Parkes (1964) examined the medical 

records of 44 London widows and concluded that the number 

of consultations with physicians more than doubled during 

the first six months of bereavement. Another study of 400 

younger widows in Boston and Australia conducted by Maddison 

and Viola (1968) found that widowed persons experienced 

"marked" health deterioration and an even more marked 

increase in psychiatric symptoms relative to controls. 

Parkes and Brown (1972) conducted the famous "Harvard 

Project" in which 68 persons under age 45 were compared to 

controls, and concluded that the bereaved had greater sleep 

disturbances, disturbances of appetite and weight, 

complaints of depression, indecisiveness, restlessness, and 

consumption of alcohol, tobacco, and tranquilizers. 
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Research has also begun to link bereavement with an 

increased risk of death in the bereaved. Rowland's (1977) 

work suggests that widows are more likely to die within the 

first year of bereavement than are nonwidows. This work was 

supported by a review of the literature conducted by Jacob 

and Otsfeld (1977), which concluded that there is a high 

risk of death in the bereaved, relative to nonbereaved 

persons. Recently, research on physiological changes 

related to stress has begun to shed light on possible 

mechanisms underlying this risk of death following 

bereavement. A study by Schleifer, Keller, Camecino, 

Thornton, and Stein (1983) found a significant depression of 

lymphocyte function during the early weeks of bereavement. 

Thus, stress-related immune system dysfunction is thought to 

lead to an increased risk of illness and death in recently 

bereaved persons. 

Not all of the researchers conducting studies showing a 

relationship between bereavement and mental or physical 

illness adhere explicitly to the stress model of 

bereavement, yet these findings are consistent with what we 

know to be common effects of stress. In a book about stress 

and life events, Perkins (1982) states that the larger the 

number of life changes experienced within the past six to 

twelve months, the greater the likelihood of illness, 

accident, and injury. Stress has also been linked to 



emotional disturbance. Brown and Harris (1978) reported 

that among a large sample of depressed women in England, 

severe negative life events occurring within a few weeks of 

depression onset were common. These findings are consistent 

with recent conceptualizations of stress as an interaction 

between external events and internal response capabilities. 

McGrath (1970) defines stress as "imbalance between demand 

and response capability under conditions where failure to 

meet demands has important consequences" (p. 20). The 

widowhood literature is consistent with this view of stress 

as a person's reactions to demands that equal or exceed 

coping resources and abilities; in most cases widowhood 

appears to be a highly stressful life event. 

Perhaps the strongest evidence in support of the stress 

model comes from Seligman (1975). After reviewing the 

literature on instances of human helplessness and citing his 

own laboratory research with animals, Seligman concludes 

that environmentally-induced helplessness—real or 

perceived inability to control outcomes—leads to 

undermined ability and motivation to respond. Additionally, 

it leads to retarded ability to learn that responding 

works, and to emotional responses such as depression and 

anxiety. According to Seligman, when a loved one dies the 

bereaved becomes powerless to elicit love from the deceased 

person, and therefore "helpless." Cognitions of 
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helplessness and affects of sadness are actually considered 

by Seligman to be inseparable. 

Some recent research (Norris & Murrell, 1987), however, 

sheds light on the complexity of the relationship between 

stress and bereavement, and also questions the notion that 

bereavement is typically both a somatic and a psychological 

event. The authors interviewed 63 elderly adults who had 

recently experienced the loss of a parent, spouse, or child 

and found that bereavement per se did not affect physical 

health. However, data collected before the deaths 

suggested that family stress increased as the time of death 

approached and was associated with worsening health. After 

the death, family stress diminished. At this time, health 

worsened slightly if there had been no family stress 

preceding the death but otherwise improved. 

Psychological distress, however, increased sharply 

regardless of the level of prebereavement stress. The 

authors conclude that bereavement is primarily a 

psychological task and not a somatic event. They also 

conclude that psychological distress in reaction to 

bereavement is normal for most people, while somatic 

disorders follow bereavement only for some people. This 

subgroup was not thought to have simply failed to prepare 

themselves for the loss, since they did not show unusually 

high levels of psychological distress following the loss. 
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This study indicates that reactions to the stress of 

bereavement may be quite complex, and that psychological and 

somatic reactions to stress cannot be assumed to follow 

similar patterns. 

Courses of Bereavement 

Although many studies address good and poor bereavement 

outcomes and their correlates, few clearly operationalize 

these definitions. Poor outcome is generally described as a 

lasting maladjustment, often following an atypical course of 

bereavement. The literature indicates that atypical courses 

of bereavement include absent grief, delayed grief, chronic 

grief, and conflicted grief. 

While the absence of grief is considered to be an 

atypical pattern, however, there is some controversy as to 

whether it is necessarily pathological. Deutsch (1937) 

stated that this phenomenon tended to occur whenever the ego 

is threatened, as in narcissistically cathected relation-

ships characterized by high levels of ambivalence. She 

argues that before healing can take place, the process of 

mourning must be carried to completion. Unmanifested grief 

will always be expressed directly or indirectly. However, 

Stern, Williams, and Prados (1951) have described a kind of 

absent grief that may be typical among very old bereaved 

persons. In their study of the elderly bereaved, the 

authors described a typical pattern among very elderly 
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bereaved subjects of absence of grief together with a 

preponderance of somatic complaints and projected hostility. 

Because Deutsch (1937) was not studying elderly 

bereaved subjects, her view of bereavement may not be 

generalizable to this population. Deutsch may be describing 

a kind of helplessness in which coping strategies are never 

mobilized, reconstruction never takes place, and even denial 

and avoidance eventually fail as defense mechanisms. 

Because the "assumptive world" is never reconstructed, there 

is continued failure to predict and control the environment, 

leading to psychiatric illness, stress, anxiety, and somatic 

problems. In the case of elderly persons described by 

Stern, Williams, and Prados (1951), however, expectation and 

anticipation of a spouse's death may lessen the impact of 

loss, because there is less violation of the assumptive 

world. Very old bereaved persons may lack many of the 

resources which would allow for maximal use of coping 

strategies and benefit from reconstruction work, and may 

therefore rely upon denial and avoidance. However, with 

less violation of the assumptive world, the bereavement 

tasks are less imposing, and overall coping is better. 

Similar to absent grief is delayed grief, first 

described by Lindmann (1944). Again, this is thought to 

occur when the ego is overwhelmed with important tasks and 

cannot confront the loss until stress is removed. 
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During the delay, the bereaved may show symptoms such as 

overeating, identification with symptoms of the deceased, 

progressive isolation, specific displaced hostilities, and 

self-destructive behaviors. An alternate way of under-

standing delayed grief is that it is simply one of a number 

of patterns of outcome at any point in bereavement, 

depending upon the coping strategies that have been 

mobilized. A person displaying a delayed grief reaction may 

at first be somewhat effectively using denial and avoidance 

as defenses. However, behavior is confounded and distorted 

due to a failure of strategies leading to reconstruction. 

Eventually, even denial and avoidance fail, leading to an 

overwhelming flood of negative affect. 

Chronic grief appears to be an even more common 

phenomenon than delayed grief. In a study of bereaved 

psychiatric patients, Parkes (1965) found that 12 of 94 

patients exhibited abnormal prolongation of grief 

accompanied by "identification symptoms" with the last 

illness of the lost object and persistent self-blame. Also 

common among these patients was intense panic upon being 

left alone. It should be noted that this study used 

subjects who had sought treatment. This group, rather than 

being a specific, discrete subpopulation of bereaved 

persons, may simply represent a low point on a continuum of 

resources and coping strategies. Further, researchers have 
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recently begun to question the tendency to label grief as 

"chronic" or "prolonged," particularly in the case of 

conjugal bereavement (Jackson, 1979). A very long grief 

period might be considered "normal" in a person who has 

built his or her life around a spouse who is now deceased. 

Conflicted grief is another course that bereavement is 

reported to take. This type of reaction is typically found 

in cases in which the lost relationship involved a great 

deal of ambivalence (Raphael, 1983). However, this 

ambivalence is typically measured after the loss has 

occurred and may define rather than predict conflicted 

grief. Typically, instead of sadness, guilt or anger 

dominates the picture, with strong reported feelings of 

ambivalence. Anderson (1949) called this type of reaction 

"morbid grief," and its symptoms were said to include 

anxiety states, hysterias, obsessional tension states, and 

manic depressive illness. Many of these cases appear to be 

persons who were very poorly adjusted prior to the loss, and 

for whom emotional maladjustment is exacerbated in 

bereavement. For example, Volan (1970) presented general 

cases of pathological grief, including that of a young woman 

who maintained a weight of 99 pounds, the exact weight of her 

grandfather when he died. It seems doubtful that behavior 

this deviant is solely a reaction to the grandfather's 

death. 
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Stages of Bereavement 

"Good" bereavement outcome does not typically follow 

from the courses of grief described above; instead, it is 

generally described as following from a progression of 

"stages of grief." Three bereavement stages which vary with 

regard to symptoms experienced, length, and intensity are 

usually reported. The first stage reported in the 

literature is one of shock and numbness, which lasts from 

several minutes to several days and may be prolonged in the 

case of atypical grief. Raphael (1983) describes the 

bereaved during this time as experiencing "feelings of 

unreality" and "being frozen in time." 

The second stage typically reported is that of acute 

grief or separation pain. This stage begins with the first 

breakthrough of reality and includes preoccupation with the 

image of the deceased, somatic distress, feelings of intense 

sadness, and general guilt and anxiety feelings leading to a 

painful review of the lost relationship. Anger stemming 

from frustration at being separated is often displaced onto 

others, since it may be taboo to direct anger at the 

deceased. During the acute grief phase, the lost object is 

typically idealized and sanctified, and there is a continued 

sense of his/her presence (Glick, Weiss, & Parkes, 1974). 

While guilt and hostility may accompany normal bereavement, 

if one of these overwhelms the bereaved or becomes the 
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predominant emotion, pathology or atypical grief is 

indicated. 

The third stage reported in the research literature is 

that of reconstruction, leading eventually to adaptive 

functioning and acceptance of the loss. Most researchers 

focus either on affective reconstruction in which intense 

negative affects subside, cognitive reconstruction, in which 

the loss and the new reality are understood and reconciled 

with the "assumptive world," or behavioral/social 

reconstruction, in which new activities are initiated and 

relationships formed. For example, Zasook and Devaul (1983) 

view resolution as the subsiding of grief, with prolonged 

grief leading to depression. Such a limited view of the 

reconstruction work fails to consider the interactions among 

all forms of reconstruction, each both influencing and being 

influenced by others. The bereaved is not simply overtaken 

with emotion that subsides with the mere passage of time; 

the individual must actively reconstruct the cognitive, 

emotional, and behavioral/social worlds. 

Close examination of the literature on the course of 

typical bereavement suggests an alternate explanation to the 

"stages" theory. Recovery in the realms described above may 

interact not only dialectically, but continuously over time. 

According to this view, the "stages" typically reported in 

the literature may simply represent different levels of 
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mobilization of coping strategies. Certain behaviors may be 

associated with different points in a continuous process. 

For example, the "shock and numbness phase may represent a 

point in time when the bereaved1s construct system has been 

largely invalidated, but coping strategies have not yet been 

mobilized. Early in the process of reconstruction, the task 

may seem overwhelming, leading to the most intense period of 

negative affect. As headway is made and progress is seen, 

grief diminishes and mobilization of further strategies is 

encouraged. Only persons who fail to mobilize strategies or 

whose strategies fail will remain in conflicted or chronic 

states of grief. 

Coping Strategies and Reconstruction Work 

Successfully accomplishing the task of reconstruction 

involves coping with and eventually overcoming the major 

problems brought about by bereavement. The bereaved may be 

viewed"as faced with two major sets of problems. First, the 

"assumptive world" described by Parkes (1972) has been 

violated; cognitions usually relied upon are now invalid and 

a new reality must be apprehended. Kelley (1955) has shown 

how using invalid constructs can lead to anxiety, despair, 

psychological maladjustment, and organic illness. Secondly, 

a major source of reward or reinforcement has been removed 

from the person's life. Reinforcement may be positive 

(affection, attention) or negative (lessening of anxiety 
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or loneliness). Behaviors previously experienced by the 

bereaved as reinforcing need not be reinforcing to the 

average person; for example, a masochistic spouse may have 

viewed the lost partner's sadistic behaviors as 

reinforcing. The point is that a source of reward has been 

removed and must be replaced to at least some degree if 

"reconstruction" is to take place. 

Obviously, this rebuilding requires some activity on 

the part of the bereaved. One person may think about the 

loss, while another may avoid thinking about it. If the 

strategy utilized leads to increased realization of and 

adaptation to the loss, then behaviors congruent with the 

new reality may more easily be initiated. 

A close examination of several phenomena which 

regularly occur in widowhood suggests that they represent 

strategies commonly employed to move the bereaved from one 

to another way of construing some aspect of the world. One 

of these is idealization or "sanctification" of the dead 

spouse, in which the bereaved focuses almost solely upon the 

positive qualities, denying faults or problems associated 

with the lost object (Lopata, 1981). This sanctification 

may originally provide the bereaved with an attribution for 

the extreme difficulty experienced in attempting to cope 

with the loss (because it is naturally difficult to cope 

with the death of someone so special). Over time, this 
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extreme idealization may not only provide the bereaved with 

explanations for his or her behavior, but may also begin to 

provide a new way of construing the relationship with the 

deceased. Lopata argues from her studies of widows that 

sanctification leads to a view of the lost object as "other 

worldly"--different somehow from the living. Such a view 

reinforces recognition of loss and change, allowing her to 

move toward reconstruction of her identity and 

relationships (Lopata, 1975). 

A somewhat different explanation of idealization or 

sanctification of the deceased is provided by Woodfield and 

Viney (1984-1985). Basing their work on that of George 

Kelly (1955), the authors take a personal construct approach 

to understanding conjugal bereavement. They view 

idealization as a means of dealing with guilt, stemming from 

conflict or ambivalent feelings in the prior relationship. 

As such, idealization is an avoidance behavior. While this 

may sound quite negative, the authors argue that the process 

of assimilation reflected in behaviors such as idealization 

is a necessary part of the process of adaptation. 

Assimilation, or the need to change aspects of the 

environment with which one is confronted, is balanced by 

accommodation, a process of changing one's own personal 

constructs to match external events. The two processes must 

be balanced for healthy adaptation to take place. 
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By implication, a rigid and inflexible construct system 

might lead to imbalance in the direction of assimilation. 

Thus, idealization is viewed as negative only to the extent 

that it is extreme and not balanced by a tendency to adjust 

one's construal of events. Although somewhat different, the 

perspectives of both Lopata and Woodfield and Viney suggest 

that under some circumstances idealization can represent a 

move toward reconstruction. 

Hallucinations or illusions of the deceased spouse 

which reportedly occurs in over 50% of widows (Rees, 1971) 

may also move the bereaved from a reliance on the old 

"assumptive world" to the formation of a new one. Parkes 

(1972) describes how many widows pine, search for, and 

subsequently "find" a lost love object through illusion. At 

first, these illusions may represent a reliance upon the 

pre-bereavement assumptive world; the deceased is generally 

seen at an "expected" time and place. Each illusion, 

however, is terminated with the thought, "This is not real." 

Repeated recognitions of the unreality of the image may 

reinforce assimilation of the fact of loss. For some 

widows, this experience may also lead to a view of the lost 

object as "other-worldly." Evidence for this view includes 

the fact that these illusions appear to decrease in 

frequency over time and are not related to maladjustment 

(Rees, 1971). 
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Parkes and Weiss' (1983) work supports the view of 

reconstruction as based upon active efforts to cope. 

Successful grief is seen as "work;" for emotional acceptance 

to occur there must be "repeated confrontation with every 

element of the loss until the intensity of distress is 

diminished to the point where it becomes tolerable and the 

pleasure of recollection begins to outweigh the pain 

(p. 157). This process is described as difficult, painful 

and time-consuming, based upon very fine, detailed memory 

work (Parkes & Weiss, 1983). If movement does not take 

place, with shifts in the focus of memories, the bereaved 

continues for long periods of time to be flooded with 

feelings of grief and remorse. Lindemann (1979) concurs 

with this view of coping with bereavement as grief work, 

or "the effort of reliving or working through in small 

quantities events which involved the now-deceased person and 

the survivor" (p. 234). 

While the work of bereavement, according to this view, 

is largely cognitive in nature, Glick, Weiss, and Parkes 

(1974) work has also indicated that there may be an 

important role for affective expression in bereavement 

recovery. The authors reported that their sample of widows 

were discouraged from crying and expressing emotions by 

physicians, friends, and relatives. Generally, they found 
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this unhelpful, and viewed persons who encouraged expression 

of emotion as most helpful. 

Despite the reportedly "unhelpful" nature of many 

social interactions, socialization appears to be an 

important predictor of good bereavement outcome. Arling 

(1976) found that widows' friendship ties predicted morale, 

and were even more predictive of bereavement outcome than 

were exclusive family ties. Parkes (1972) found that widows 

who see the smallest number of friends and relatives during 

the first year of bereavement have significantly more 

psychological disturbance than those who see more friends 

and relatives. Lowenthal and Haven (19968) found that the 

absence of an intimate relationship was related to 

depression among the widowed. 

Remaining active following bereavement may be an 

important coping strategy. Bowling and Cartwright (1982) 

interviewed 361 widowed persons and reported that those who 

found it difficult to occupy themselves were less well-

adjusted, as were those who had given up specific activities 

since their partners died. Difficulty occupying oneself 

with activities was also related to loneliness. 

A few recent studies have examined several coping 

strategies simultaneously and have reported on the relative 

"effectiveness" of these strategies. Horowitz and Wilner 

(1980) developed rating scales to measure distress derived 
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from particular life events and to assess coping strategies 

used in adjusting to these life events. A significant 

finding in a series of studies using these instruments was 

that scores on the measure of impact of events declined over 

time and that certain coping strategies were more helpful 

than others. These strategies were organized into types, 

such as socialization, working through, and turning to other 

events and activities. 

Although this type of research represents a movement 

toward understanding the strategies used in the coping 

process, there are several problems with the Horowitz and 

Wilner instruments which render them less than optimal in 

researching widowhood. First, "impact of events" appears to 

be confounded with a failure of coping strategies or use of 

ineffective strategies. For example, the item "I tried not 

to talk about it" is purported to measure impact. This 

statement, however, appears to be measuring a coping 

strategy that is relatively ineffective. Further, although 

the study shows that persons perceive certain strategies to 

be more helpful than others, it does not show which 

strategies are actually related to good outcome. For 

example, the most commonly endorsed item, "I sought 

emotional support from others," may simply represent a 

stereotype of an effective strategy rather than one that is 

related to good outcome. 
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Some research purported to assess "social support 

systems" and "social interaction patterns" actually appears 

to be measuring, to a large extent, use of a variety of 

coping strategies. For example, in a study of factors 

affecting bereavement in widowhood, Maddison and Walker 

(1967) attempted to discover which "categories of inter-

personal behavior," including expression of affect, review 

of the past, orientation to present and future, and 

provision [reception] of concomitant needs, related to the 

widow's overall high subjective ratings of good health. The 

authors found that poor outcome subjects reported that 

expression of affect was both more needed and less helpful 

than did "good outcome" subjects. Good outcome subjects 

were more likely to report not expressing affect to others. 

Thus, although obtaining emotional support was rated by 

subjects in the Horowitz and Wilner (1980) study to be the 

most helpful strategy, a similar behavior was actually found 

to be related to poor outcome in the Maddison and Walker 

(1967) study. Poor outcome subjects also found review of 

the past less helpful and orientation to present and future 

more helpful than good outcome subjects, who were unlikely 

to use the latter strategy. Finally, poor outcome subjects 

reported more desire for "provision of concomitant needs." 

Although the measure of outcome in this study is highly 

questionable, the findings nevertheless provide preliminary 
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evidence that persons with various degrees of coping 

competence prefer different strategies. As part of a 

similar study, Hirsch (1980) studied the relationship 

between various forms of supportive interaction and several 

measures of outcome in widows. He found that seeking 

cognitive guidance was the most highly predictive of good 

outcome with respect to symptomatology and mood, whereas 

socializing experiences best predicted high self-esteem. 

The author argued that cognitive guidance may help to 

delineate necessary from unnecessary tasks, alternative 

coping behaviors, environmental resources, and outcome 

criteria for judging the effectiveness of one's coping 

efforts" (p. 168). However, "seeking cognitive guidance" is 

a complex set of behaviors including seeking guidance, 

using cognitive strategies, engaging in interpersonal inter-

action, etc. It is notable that this complex strategy was 

the only one found to be related to overall mental health in 

bereavement; more specific forms of support-seeking were not 

found to be related to high levels of adaptation. 

While the findings of these relatively complex recent 

studies are somewhat contradictory, they suggest that a 

hierarchy of coping strategies may exist, with certain 

strategies more closely related to good outcome than others. 

In general, it appears that the strategies most heavily 

relied upon by good copers have an active, positive quality, 
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reflecting a sense of competence and confidence. Thus, 

active "grief work" involving both cognitive and affective 

elements, together with socialization and remaining active, 

might be expected to best predict overall adjustment 

following bereavement. The best copers appear to use other 

people as resources, but do not experience an overwhelming 

need to do so. 

However, evidence suggests that even the more "passive" 

strategies have potential benefits for at least some 

bereaved persons. As was shown above, idealization and even 

hallucination of a deceased spouse may in some cases move a 

widowed person toward recovery. Beilin (1981) has explored 

the benefits of the defensive use of denial in terminal 

patients. Stroebe and Stroebe (1987) argue that denial in 

bereavement probably serves important defensive functions as 

it does in terminal illness, representing a positive coping 

strategy with potential benefits for the bereaved. 

Pennebaker and O'Haron (1984) found that talking to friends 

about the death of a spouse was positively related to 

health. Thus, while the preponderance of evidence suggests 

that active, positive behaviors may represent the highest 

level of coping, behaviors such as continuing to focus on 

the spouse, denial of the loss, and support-seeking may also 

have benefits for widowed persons. Problems with many of 

the studies described above necessitate caution in accepting 
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these conclusions unquestioningly, but the findings provide 

directions for future research. 

The study of coping in bereavement is a step toward 

differentiating personal responses from resources. Coping 

is a human activity and should not be confused with 

resources which may facilitate coping. Pearlin and Schooler 

(1978) made this point, although they also argued that 

responses and resources are independent and cannot be 

entirely separated. Nevertheless, they should be 

differentiated in studies assessing factors related to 

bereavement outcome. Seligman's (1975) learned helplessness 

model has been successfully applied to the study of the 

interaction of responses and resources in bereavement. As 

the bereaved becomes helpless in the face of the perceived 

uncontrollable nature of loss, the individual is no longer 

motivated to respond and is unable to make use of available 

information for learning purposes. In other words, in the 

helpless individual, resources make little difference. 

Responses (coping strategies) depend upon perceived control 

of events. Seligman's model is consistent with the general 

findings with regard to coping cited above; poor copers 

perceive a need for help and support but are not motivated 

or able to mobilize effective strategies. 

Similar constructs such as Bandura's (1977) self-

efficacy and Rotter's (1966) locus of control could also 
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help to explain why some persons do not respond adequately 

despite the availability of resources, while others do 

respond adequately despite a shortage of resources. Bandura 

(1982) argues that "when beset with difficulties, people who 

entertain serious doubts about their capabilities slacken 

their efforts or give up altogether, whereas those who have 

a strong sense of efficacy exert greater effort to master 

challenges" (p. 123). 

Although locus of control and self-efficacy have not 

been widely studied in relation to bereavement directly, 

there is some support in the general coping literature for a 

connection between a sense of personal control and 

adaptation to stress, loss, and change (Kobasa, Maddi, & 

Kahn, 1985). Pearlin and Schooler (1978) also found that 

advice-seeking and help-seeking are less adaptive in coping 

with general problems than are strategies relying more upon 

self-initiated behaviors. A personal sense of one's 

competence and efficacy, then, may be central in efficiently 

utilizing resources to enhance successful coping in 

bereavement. 

Factors Affecting Bereavement Outcome 

Although Pearlin and Schooler's (1978) call for a 

differentiation of resources and responses has been 

fulfilled somewhat by researchers of coping strategies, it 

has gone almost entirely unheeded by researchers of factors 
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affecting bereavement outcome. The factors used as 

predictor variables in most research studies are not 

organized in any logically consistent way, and interre-

lationships among variables are not adequately considered. 

Many factors ranging from sociodemographic variables to 

vague psychoanalytic constructs such as "weak ego" have been 

named as contributing to outcome. Further problems stem 

from a failure to operationalize terms. Bereavement is 

generally thought of as loss of a close relationship, but 

how close? Studies may erroneously assume that all forms of 

bereavement are comparable. Finally, predictor variables 

are often confounded with outcome variables. For example, 

poor outcome might be defined as a preponderance of negative 

affect, while "guilt" is used as a predictor variable. 

Obviously, guilt cannot logically be used as both a 

predictor and an outcome variable unless quite sophisticated 

statistical techniques are employed. 

Despite these problems, several factors have emerged 

as probably contributing importantly to bereavement outcome. 

The most well-documented factor is probably whether or not 

the death was anticipated. In general, grief tends to be 

the most intense, prolonged, and complicated in the case of 

unanticipated death. Lindemann (1944) proposed that a kind 

of "anticipatory grief" takes place before the loss actually 

occurs. If the death is anticipated, the person will 
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experience grief and at least partially come to terms with 

the loss during this period. 

While it is true that those who have ample warning of 

the death of a love object appear to fare better in 

bereavement than those who experience sudden loss (Glick, 

Parkes, & Weiss, 1974; Parkes, 1975; Raphael, 1983), it 

appears that the causative agent may be the use of antici-

patory cognitive coping strategies rather than preliminary 

emotional expression. Clayton, Halikas, Maurise, and 

Robbins (1973) conducted a study of widows and found that 

contrary to Lindemann's original hypothesis, anticipatory 

emotional responses such as grief, sadness, and depression 

did not lessen the sadness experienced after the loss. 

However, Parkes (1975) studied the course of bereavement in 

widows and widowers over a period of four years and compared 

the responses of those who had at least two weeks notice 

that death was imminent to those who experienced a sudden 

loss. Those in the "short preparation" group were far more 

likely to experience prolonged periods of shock and anxiety 

and to mobilize defenses such as denial and avoidance. 

Members of the short preparation group also exhibited social 

and vocational functioning inferior to that of members of 

the longer preparation group as long as four years after the 

death. Parkes interprets these results as reflecting the 

overwhelming anxiety which may result from a sudden 
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discrepancy between the assumptive world and reality. The 

results are not reflected in increased sadness and sorrow, 

but rather in increased disorganization and the mobili-

zation of less effective coping strategies. 

The nature of the lost relationship is often cited as 

an important factor in predicting bereavement outcome. From 

Raphael's (1983) extensive work in the field, she concludes 

that the more ambivalent and/or dependent the lost rela-

tionship, the more problematic the bereavement process is 

likely to be, and the greater the probability of poor 

outcome. Kitson (1980) found that widows with high levels 

of ambivalence suffered the poorest adjustment to loss. 

Unfortunately, however, studies of the impact of the 

nature of the lost relationship on bereavement outcome are 

typically plagued with theoretical and methodological 

shortcomings. First, the nature of the relationship is 

almost invariably measured after loss has occurred. At this 

point, ambivalence may reflect the conflict associated with 

poor coping. Secondly, persons with a high degree of 

ambivalence may have a longstanding character disorder, and 

may react poorly to the stress of bereavement as a result of 

the disorder. At present, the impact of the nature of the 

lost relationship has not been adequately measured. Until 

researchers are able to measure person's responses before 

and after conjugal bereavement and are able to control for 
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overall emotional status, this area will remain open to 

further investigation. 

A third major variable thought to affect bereavement 

outcome is the nature of the available support system. 

Hirsch (1980) studied 20 young widows and found that lower 

density of social network (characterized by more rela-

tionships that are functionally independent of one another) 

is correlated with better adaptation to widowhood, using 

several measures of adaptation. Barkoff (1983) studied the 

effects of various types of support systems on outcome in 

widowhood. He emphasized that simply measuring the 

frequency of interpersonal contact is not a sufficient 

predictor of adjustment. According to the author, social 

networks include the dimensions of size, composition, 

frequency of contact, and degree of intimacy. 

A number of other studies have related various aspects 

of the social support system to adjustment to bereavement. 

These include intimacy (Lowenthal & Haven, 1968), 

interaction with family members (Clayton, Halikas, Maurise, 

& Robbins, 1973), and stability of the social network 

(Heyman & Gianturco, 1973). Dimond, Lund, and Caserta 

(1987) conducted a study of 192 widowed persons and found 

that structural aspects of the social support network (such 

as size and interrelatedness of members) were less important 

in predicting bereavement outcome than were qualitative 



33 

aspects of the social network (such as a sense of closeness 

to network members). Raphael (1983), on the other hand, 

emphasizes the importance of independent relationships (a 

structural variable) in recovering from bereavement. 

Similarly, Lopata (1975) notes in her work with widows that 

those who had not built a social life outside their husbands 

had poorer outcomes, because they were left directionless in 

the task of identity reconstruction. 

With regard to social support systems and their 

importance in bereavement, Maddison and Walker (1967) point 

out that perceived resources are more important to outcome 

than resources as measured objectively. This makes 

intuitive sense; a widowed person would not be likely to 

utilize any source of support that is not perceived. 

It is not well known what personality variables might 

contribute both to failure to establish supportive rela-

tionships and to poor bereavement outcome. In fact, only a 

few studies have addressed the relationship between 

personality variables and recovery from bereavement. Parkes 

(1962) reported a high incidence of previous depressive 

illness in patients with complicated grief reactions. This 

suggests a possible link between personality variables 

associated with depressive tendencies and those connected 

with poor bereavement outcome, but this is by no means the 

only viable interpretation of these findings. Parkes and 
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Weiss (1983) found that highly dependent persons were at 

risk of poor bereavement outcome, as were anxious or hostile 

persons, or persons with low self-esteem and difficulty 

expressing feelings. Similarly, Raphael (1983) infers from 

the general literature and her own interviews that persons 

whose personalities lead them to form dependent, clinging, 

or ambivalent relationships, or who are unable to express 

and accept strong feelings, are likely to suffer poor 

bereavement outcomes. 

More recently, self-esteem has been studied as a 

mediating personality variable in coping with loss and 

bereavement. Lund, Dimond, Caserta, and Poulton (1985-

1986) studied 138 conjugally bereaved persons and found 

that low self-esteem, even prior to bereavement, is 

predictive of coping difficulties two years following the 

death of a spouse. Johnson, Lund, and Dimond (1986) found a 

dialectical relationship between self-esteem and coping with 

bereavement. Whereas higher self-esteem appears to some 

degree to mitigate coping difficulties, failure to cope can 

also lower self-esteem. 

Another factor theorized to be related to bereavement 

outcome is the perceived preventability of loss (Bugen, 

1977). Bugen argues that the impact of the death of a 

central love object is likely to be intensified if the 

mourner views the death as preventable. According to this 
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model, preventability refers to the general belief that 

factors contributing to the death were not well controlled, 

or that survivors in some way contributed to the death, 

perceptions of preventability are more likely to occur when 

the cause of death is unknown or when the bereaved was 

present at the time of death. Prolonged grief is the 

expected result of loss that is viewed as preventable. 

Although interview data and reports of individual case 

studies support this model, it has not yet been tested. 

While the variables described above have been studied 

in relation to general bereavement and its outcome, other 

variables have been researched almost exclusively in 

relation to widowhood. These include age, sex, education 

level, socioeconomic status, reliance upon religion, and 

presence or absence of simultaneous life crises. 

Interestingly, health is not generally treated as a 

predictor variable, but is instead viewed as a measure of 

outcome. Perhaps this is because there are few prospective 

studies and it is difficult to accurately assess pre-

bereavement levels of health and physical competence. 

Findings with regard to age have been fairly 

consistent. Younger persons have more difficult adjustments 

to widowhood. Carey (1977) interviewed 119 widowed persons 

13-16 months into bereavement and used as his measure of 

outcome an eight-item self-report inventory of 
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adjustment/depression. While gender and forewarning of 

spouse's death were the two most salient predictors of 

outcome, age was also positively correlated with good 

outcome. The author explains this result by stating that 

younger widows are likely to feel cheated by the 

unexpectedly shortened life spans of their spouses. 

Further, younger persons have less widowed friends, who 

apparently provide older widows with an important source of 

support. 

In a similar study, Ball (1976-1977) divided widowed 

persons into three age groups (18-46, 47-59, and 60-75), and 

also subdivided them by the extent to which the death was 

unexpected. Younger persons were much more impacted by the 

loss than older persons, especially in the case of 

unexpected death. In younger persons, conjugal bereavement 

may represent an "off-schedule" life event (Neugarten, 

1977). All loss sustained at a young age may contain an 

element of unexpectedness. Since older persons may have 

gradually developed a set of expectations, including the 

possibility of being widowed, the "assumptive world" may be 

less thrown off balance in the case of conjugal bereavement. 

However, possible lower-level resources of many elderly 

persons may present special difficulties for widowed persons 

attempting to rebuild a life alone. 



37 

Support for the latter part of this argument comes from 

a study by Sanders (1980-1981) in which the Grief Experience 

Inventory and MMPI were administered to widowed persons 

shortly after bereavement and again 18 months later. 

The author found that younger spouses initially manifested 

greater grief intensities, but the opposite was true 18 

months later. The author used Maslow's hierarchy-of-needs 

model to explain these findings, stating that the elderly 

are deficient in safety needs and cannot therefore move 

toward health and growth. 

It was mentioned above that in Carey's (1977) study, 

gender was the most important variable affecting bereavement 

outcome, with widowers significantly better adjusted than 

widows. Stroebe and Stroebe (1983) conducted an extensive 

literature review investigating many major manifestations of 

normal and pathological grief in relation to gender 

differences in the conjugally bereaved. A meta-analysis 

revealed that, while findings in this area were highly 

inconsistent, the preponderance of evidence supported the 

conclusion that males suffer more than do females in 

conjugal bereavement. The pattern of findings, however, 

indicates that differences in social roles and levels of 

social support may explain gender differences. 

Related to these conclusions is a recent study by Solie 

and Fielder (1987-1988). The researchers used the Bern Sex 
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Role Inventory to categorize 45 widows into sex role groups, 

and found that androgenous widows experience a more positive 

adjustment to bereavement than do feminine, masculine, or 

undifferentiated widows. Results of the study suggest a 

relationship between the breadth of a widow's behavioral 

repertoire and her ability to cope with loss. These 

conclusions reflect a general trend in the literature; 

rather than viewing males as biologically predisposed to 

suffer more than females from the stress of bereavement, 

recent researchers emphasize the importance of gender-

typical behaviors within our society. 

Other researchers, however, have questioned the 

assumption that widowers have more difficulty adjusting to 

bereavement than do widows. Feinson (1986) reviewed the 

available literature and presented her own study analyzing 

several demographic variables with regard to conjugal 

bereavement. She concluded from the results of both the 

literature review and her own work that while mortality 

studies do provide tentative support for the notion that 

widowers in some age groups are at higher risk than widows, 

the studies of psychological distress do not provide support 

for the perception that widowers suffer more than do widows. 

Thus, whether gender differences exist in coping with 

bereavement is still debated among researchers. 
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While gender is correlated with bereavement adjustment in 

many studies, it cannot be regarded as a causative agent. 

Income and socioeconomic status are two closely related 

variables reportedly connected to conjugal bereavement 

outcome. As is true of health, low income is generally 

treated as resulting from bereavement rather than as a pre-

bereavement factor contributing to outcome. Atchley (1975), 

for example, found that lowered income in widowhood 

contributed to lower levels of social participation and car 

driving, in turn leading to increased loneliness and 

anxiety. However, the statistical methods were not clearly 

described in this study, and causality is not clearly demon-

strated. A more comprehensive study by Parkes (1975) found 

that low socioeconomic status shortly after bereavement, 

combined with preparation for loss and freedom from other 

simultaneous life crises, was the best predictor of outcome 

a year later. Outcome in this study was comprehensively 

defined, combining scores on a number of measures of 

physical and emotional health. Still, this study failed to 

determine how socioeconomic status interacts with other 

variables. As with social support systems, economic 

resources cannot help widowed persons unless they are 

utilized. 

Education may be closely related to (and in some cases 

confounded with) income and socioeconomic status. 
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Carey's (1977) study found that education level correlated 

posi-tively with a self-report measure of adjustment/ 

depression 13-16 months after bereavement. Widowed persons 

with college or graduate degrees scored higher than persons 

with high school degrees or less. However, education was 

not clearly separated from income in this study. Education 

may be related to bereavement outcome because of other 

mediating variables; cognitive resources necessary to obtain 

high level degrees may also contribute to successful recon-

struction work in widowhood. Further, those with the most 

active strategies for coping with problems and difficulties 

may both have succeeded better academically, and cope better 

with problems faced in bereavement than those with fewer or 

less adaptive strategies. 

Religious commitment appears overall to be related to 

bereavement outcome. Gallagher, Thompson, and Peterson 

(1981-1982) cite several studies suggesting that religion is 

a source of comfort and social involvement for the elderly 

bereaved. However, the authors of this literature review 

point out that several factors may be confounded in these 

studies. Religious commitment may affect outcome through 

increased social participation, increased reflection upon 

the loss, a source of explanation and system of 

attributions, or some combination of these. 
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Presence of simultaneous life crises is also a multi-

faceted variable which may be related in complex ways to 

bereavement outcome. Parkes (1975) found that crises such 

as infidelity, loss of a job, pregnancy, or previous divorce 

were related to low overall emotional and physical health 

one year after the death of a spouse. This finding is 

not surprising. First, persons with overall low-level 

resources and poor coping skills may not only bring crises 

upon themselves but may also be unable to adjust adequately 

to bereavement. Secondly, bereavement outcome may be 

confounded with the effects of or reactions to these other 

crises. It would seem more important to discover how the 

existence of simultaneous life crises impacts bereavement 

than to simply search for a relationship. 

It has been repeatedly pointed out that a problem in 

most of the bereavement and widowhood studies is the absence 

of a conceptual framework in which to understand the rela-

tionship between bereavement outcome and specific variables. 

Lieberman (1975), however, described his model for 

predicting adaptation to crisis in the elderly, which 

attempts to relate a number of variables to outcome and to 

one another. These variables include resources, current 

functioning, social support, life stress, crisis management 

techniques, degree of threat, threat and loss management 

strategies, and amount of current stress. The variables in 
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the order listed above are assumed to be increasingly 

directly related to adjustment. Each variable is seen as a 

template related to overall outcome and overlapping with 

other templates. Because each of these variables contains 

subcategories and some influences are assumed to be bi-

directional, the model is extremely complex and difficult, 

if not impossible, to test adequately as a whole. However, 

tests of certain parts of the model have led to valuable 

information which may be the basis of further research. 

Some of the hypotheses described in the methods section of 

this study are based partially on Lieberman's findings: 

1. The central element defining crisis is the degree 

of life change and not the meaning attached to the event or 

the degree of loss. 

Although this finding was based upon studies of 

relocation rather than bereavement, it may be highly 

relevant to the study of widowhood. Lieberman (1975) found 

that the degree of life change in relocation was highly 

related to adaptation regardless of whether the life change 

involved loss, or was viewed as desired and welcome. 

Lieberman argues that the suffering entailed in the 

experience of loss can be distinguished from the variables 

that affect subsequent adaptation; these variables have more 

to do with life change. If this is true in relocation, it 

may also be true in bereavement. This is consistent with 
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the arguments expounded throughout this paper; the change in 

the assumptive world is a more salient factor in adjustment 

than the sadness resulting from subjectively experienced 

loss. 

2. Studies of relocation indicated that inadequate 

physical and cognitive resources lead to maladaption. 

The opposite was not found to be true; apparently, adequate 

resources are not enough to predict good outcome. 

It appears on the basis of this finding that resources 

are only beneficial to the extent that they are utilized. 

It becomes important to examine what variables predict 

utilization of resources. 

3. Personality traits predicting adaptation (to 
f 

relocation) in older persons are not equivalent to those 

cited in studies of adaptation to stress in younger persons. 

Apparently, certain personality characteristics are not 

universally related to ability to adapt to stress. 

Lieberman (1975) found that those elderly persons who were 

aggressive, demanding, irritating, and narcissistic were 

likely to survive crisis. Ego strength and impulse control 

were not related to adaptation in elderly persons. Perhaps 

what is important in adaptation is not a static, lifelong 

set of traits, but rather an ability to get needs met in a 

given environment and set of circumstances. Truly adaptive 

persons may adjust personality functioning to different 
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circumstances. Thus, the ability to be responsive, to 

utilize resources, and to mobilize coping strategies and 

defenses appropriate to a given set of circumstances may be 

more important overall than "personality variables." 

Although Lieberman's model is not specifically a model 

of bereavement of widowhood, it is among the growing body of 

research literature that is beginning to examine coping and 

adaptation in a logical, consistent, and theoretically-based 

manner. Unfortunately, too little research of this kind 

has been conducted in the area of bereavement, and even less 

in the area of widowhood specifically. The bulk of the 

literature is either too broad—generalizing inappropriately 

to widowhood findings with regard to coping or bereavement 

in general—or too specific, eliminating from the research 

on widowed persons what we know about general processes of 

coping and adaptation. Knowledge exists about what factors 

and resources are related to outcome in widowhood, but 

knowledge of how these factors interrelate is lacking. The 

success of programs aimed at prevention, enhancement, and 

intervention with widowed populations depends upon further 

research in this area, thoroughly backed by logical, 

consistent theory. 
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Purpose of the Present Study 

The purpose of the present study was to describe and 

test a model of bereavement built upon both the general 

coping and adaptation literature and the more specific 

literature on widowhood. A model was proposed to predict 

outcome in widowhood with a minimum of confounds among 

variables. A major goal of this project was to meet Pearlin 

and Schooler's 1978 demand for a differentiation of 

responses and resources. The model was built upon several 

assumptions: 

1. Bereavement presents the widowed person with two 

major sets of problems: much of the "assumptive world" has 

been invalidated, and a major source or reinforcement has 

been removed. The greater the life change resulting from 

the loss and the less the loss is anticipated, the greater 

is the violation of the assumptive world. Reinforcement is 

removed and basic assumptions are invalidated to the extent 

to which the lost relationship was a central one. Further, 

(self) punishment may be added to the removal of 

reinforcement in the case of loss perceived as preventable. 

Together, life change, anticipation of loss, centrality of 

relationship, and perceived preventability combine to yield 

the impact of loss. 

2. The problems described above are aversive to the 

widowed person, such that the individual may be motivated to 
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reconstruct the assumptive world and obtain new sources of 

reinforcement. However, in order to do so, there must be 

adequate resources and utilization of these resources in the 

mobilization of active coping strategies. Rotter's (1966) 

construct of locus of control, Bandura's (1977) self-

efficacy construct, and Seligman's (1975) learned help-

lessness construct would all predict that only if 

individuals perceive a causal connection between their 

behaviors and outcomes will these resources be utilized and 

coping strategies mobilized. The initiation of the "grief 

work" will depend upon a personal sense of control over 

outcome and confidence in one's ability to solve the 

problems associated with bereavement. 

3. This sense of control and confidence in one's 

ability to cope with bereavement problems comprises a 

person's experienced competence in the bereavement 

situation. Sense of control depends upon a general belief 

in contingency between behavior and outcome, while 

confidence in coping ability depends upon coping self-

efficacy deriving from a perceived connection between past 

attempts to cope and good outcome. High self-esteem will 

both lead to and result from successful coping efforts. 

Thus, the following make up the variable experienced 

competence: locus of control, coping self-efficacy, prior 

history of coping competence and self-esteem. 
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4. If "impact" is considered to be the bereavement 

problem and the solution to this problem depends upon active 

coping deriving from a sense of experienced competence, then 

resources help to determine the success of those strategies 

mobilized in the present situation. This line of reasoning 

is congruent with Lieberman's (1975) finding that low level 

resources predict poor outcome, but high level resources 

are insufficient to predict good outcome in coping with life 

stressors. For resources to contribute to good outcome, 

they must (a) be of sufficiently high level and (b) be 

utilized. Even high level resources are not useful unless 

active coping strategies which utilize these resources are 

mobilized. 

5. Resources in this study must include only what is 

perceived available. Feelings regarding these resources and 

utilization of resources are outcome variables which depend 

upon coping success. For example, the number of persons 

reported to be available and perceived as open to intimate 

relationships is a better measure of resources than is the 

presence of intimate relationships. This is because the 

formation of intimate relationships is a behavior and not a 

resource, and it is a behavior that depends upon the avail-

ability of persons open to intimacy and the mobilization of 

strategies which utilize this social resource. In addition 

to social resources, there are health/behavioral capacity 
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resources, cognitive resources, economic resources, 

emotional resources, and community resources. 

6. Variables such as age and gender, which are 

apparently indirectly or spuriously related to outcome, must 

be eliminated, with focus instead upon those variables 

associated with age and gender which are causative in 

bringing about certain outcomes. For example, Arling (1976) 

found that age and social activity are not related when 

physical incapacity, deprivation, and education are 

controlled for. Other studies listed earlier have shown 

that age is important because of degree of general 

expectation of bereavement. The variables thought to be 

causative in widowhood outcome, despite such factors as 

gender and age, will be examined in this study. 

The present project will report the results of a 

statistical analysis of the impact of experienced 

competence, impact of loss, and available resources on a 

variety of outcome variables including number and type of 

coping strategies mobilized, life satisfaction, mood states, 

and general emotional adjustment. The interaction of these 

variables is also analyzed. These variables were studied at 

two different points in time six months apart so that their 

impact on the course of bereavement could be assessed. 
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Research Hypotheses 

Hypothesis 1 

Subjects above the median with regard to experienced 

competence are expected to show higher levels of overall 

adjustment in response to bereavement than subjects below 

the median with regard to experienced competence. Subjects 

with high levels of experienced competence are also expected 

to report mobilizing more overall strategies, and 

specifically more cognitive, affective, social, and 

behavioral strategies in response to bereavement than 

subjects with low levels of experienced competence. 

Hypothesis 2 

Subjects below the median with regard to impact of loss 

are expected to show higher overall adjustment in response 

to bereavement than subjects above the median with regard to 

impact of loss. Subjects with low levels of impact of loss 

are also expected to report mobilizing more overall coping 

strategies, and specifically more cognitive, affective, 

social, and behavioral strategies in response to bereavement 

than subjects with high levels of impact of loss. 

Hypothesis 3 

Subjects high in perceived resources are expected to 

show higher levels of overall adjustment in response to 

bereavement than subjects low in perceived resources. 

Subjects high in perceived resources are also expected to 
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report mobilizing more overall coping strategies, and 

specifically more cognitive, affective, social, and 

behavioral strategies in response to bereavement than 

subjects low in perceived resources. 

Hypothesis 4 

Time of measurement is expected to be related to 

outcome measures. Higher levels of adjustment and mobili-

zation of more coping strategies (and specifically more 

cognitive, affective, social, and behavioral strategies) is 

expected at the second time of measurement than at the first 

time of measurement. 

Hypothesis 5 

An interaction will be found between impact of loss and 

experienced competence, such that level of impact of loss 

will have more salience at high levels of experienced 

competence than at low levels. Thus, more difference in the 

adjustment levels and number and type of coping strategies 

reported mobilized in response to bereavement between 

persons with high and low impact is expected at high levels 

of experienced competence than at low levels. 

Hypothesis 6 

An interaction will be found between perceived 

resources and experienced competence, such that level of 

perceived resources will have more salience at high levels 

of experienced competence than at low levels. Thus, more 
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difference in the adjustment levels and number and type of 

coping strategies reported mobilized in response to 

bereavement between persons with high and low perceived 

resources is expected at high levels of experienced 

competence than at low levels. 

Hypothesis 7 

An interaction will be found among experienced 

competence, impact of loss, perceived resources, and time of 

measurement. Specifically, experienced competence is 

expected to have less salience in the case of subjects with 

high impact/low perceived resources or low impact/high 

perceived resources at the second time of measurement than 

at the first. Conversely, experienced competence is 

expected to have more salience in the case of subjects with 

low impact/low perceived resources or high impact/high 

perceived resources at the second time of measurement than 

at the first. Subjects with high impact of loss and low 

perceived resources are expected to deteriorate in 

adjustment level over time while those with low impact of 

loss and high perceived resources are predicted to increase 

in adjustment level over time, regardless of experienced 

competence level. 

Hypotheses 5 through 7 have to do with the interactions 

between a sense of competence and other variables. Learned 

helplessness theory predicts that to the helpless indivi-
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dual, resources make little difference. Thus, hypotheses 

five and six basically state that low "experienced 

competence" persons who have low self-esteem, external locus 

of control, poor self-efficacy and a history of coping 

incompetence will show helplessness and will fail at the 

bereavement task regardless of the impact of the loss or the 

level of perceived resources. Persons higher in 

experienced competence will be more responsive to variables 

such as the level of perceived resources and the impact of 

loss. 

The seventh hypothesis basically states that in the 

case of a very difficult (low resources, high impact) or 

relatively benign (high resources, low impact) bereavement 

challenge, experienced competence will at first make a 

difference, but as time progresses, the extreme nature of 

the bereavement challenge (in either direction) will 

override the effects of experienced competence. In other 

words, while other variables may have little salience at low 

levels of experienced competence, if the nature of these 

variables is extreme enough, they may override experienced 

competence over time and ultimately determine bereavement 

outcome. 



CHAPTER II 

METHOD 

Subj ects 

Subjects consisted of 147 conjugally bereaved persons 

and 46 persons bereaved of a close relative other than 

spouse. All subjects volunteered for participation by 

responding to announcements made at bereavement groups and 

widowhood association meetings or placed in newspapers and 

senior citizens' newsletters. The median length of time 

bereaved for the widowed group was from one to two years, 

while the median for the nonwidowed bereaved group was from 

two to three years. All subjects had been bereaved for ten 

years or less. Although all widowed subjects responded to 

the questionnaire with regard to loss of a spouse, 48% had 

suffered an additional loss of a close friend or relative in 

the past two years. In most cases (56%) the loss was of a 

relative other than mother, father, child, or sibling. Of 

the nonwidowed bereaved group, 11% had lost a child; 35% 

their mother; 30% their father; 9% a sibling; and 15% 

another close relative. In both groups, the most common 

cause of death of the loved one was prolonged illness (48% 

for widowed, 39% for nonwidowed bereaved) followed by sudden 
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or brief illness (37% for widowed, 25% for nonwidowed)f 

accident (9% for widowed, 19% for nonwidowed), and finally 

"other" (4% for widowed, 17% for nonwidowed). Although no 

formal data were gathered on whether death resulted from 

suicide, informally gathered data (letters, telephone 

conversations) suggested that a high percentage of persons 

in the "other" category had lost their spouse or relative to 

suicide. Five percent of the widowed group had been widowed 

twice. 

Widowed subjects ranged in age from 26 to 82 with a 

mean age of 58, and were mostly female (129 females and 18 

males). Nonwidowed bereaved subjects ranged in age from 20 

to 70 with a mean age of 40.6 and were also predominantly 

female (35 women and 11 men). A high percentage of subjects 

in both groups were caucasian (99% of widowed and 96% of 

nonwidowed subjects). The remainder were primarily latin 

American in the widowed group and black in the nonwidowed 

bereaved group. With regard to religion, both groups were 

primarily protestant (62% for widowed subjects and 74% for 

nonwidowed bereaved) or Catholic (29% for widowed and 17% 

for nonwidowed subjects). Of the remainder, the largest 

number were Jewish. For both groups, the median education 

level was "some college." More variability existed in the 

education level of the widowed than the nonwidowed group. 

For example, in the widowed group, 13% had not finished 



55 

high school, and 10% had earned advanced degrees. Those 

figures for the nonwidowed bereaved group were 2% and 4%, 

respectively. Widowed subjects had been married to their 

deceased spouse from 1 to 55 years, with a mean of 29.4 

years. Nonwidowed bereaved subjects had been married from 0 

to 49 years, with an average of 20.6 years. Twenty-five 

percent of the widowed subjects had been married more than 

once, while only 7% of the nonwidowed bereaved subjects had 

been married more than once. Subjects had from 0 to 10 

living children, with a mean of 2.5 for the widowed subjects 

and 2.1 for the nonwidowed bereaved subjects. 

With regard to current living situation, the majority 

of widowed subjects lived alone in their own home (65%) 

followed by with a child (10%). The remainder lived alone 

with a pet (6%), alone in an apartment or boarding house 

(5%), with current spouse (3%) or other relative (3%), with 

friend or roommate (2%) or "other" (6%). The majority of 

nonwidowed bereaved lived with a spouse (65%). The 

remainder lived with a friend or roommate (16%), alone in an 

apartment or boarding house (7%), with another relative 

(5%), alone with a pet (2%) or "other" (5%). No subjects in 

either group reported living in a nursing home. 

With regard to occupation, the largest group of widowed 

persons was retired (36%) followed by those who worked part 

time (13%), were temporarily unemployed (3%) or 
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"other" (2%). The largest number of nonwidowed bereaved 

subjects worked full-time (36%) followed by those who worked 

part-time (29%), were temporarily unemployed (10%), were 

homemakers (9%), were retired (2%) or "other" (1%). Income 

(combined with spouses if married) ranged from less than 

$5,000 per year to $50,000 per year for widowed and from 

less than $5,000 to more than $50,000 for nonwidowed 

bereaved subjects. The median income range was from $16,000 

to $25,000 per year for the former group and from $26,000 to 

$35,000 per year for the latter. 

In addition to the current bereavement situation, the 

majority of subjects had suffered other major losses through 

death at some point in their lives. Of the widowed group, 

15% had lost a child, 82% their father, 73% their mother, 

88% another close relative, 79% a close friend, and 46% a 

sibling. For the nonwidowed bereaved group, 18% had lost a 

child through death, 70% their father, 49% their mother, 88% 

another close relative, 42% a close friend, and 33% a 

sibling. Whereas 72% of the widowed persons had attended or 

were attending a bereavement group. Only 12% of the 

nonwidowed bereaved persons had attended or were attending a 

bereavement group. 

With respect to health, 7% of the widowed and 15% of 

the nonwidowed bereaved claimed that their health was 

poorer than that of their age peers, on the average. 
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Nineteen percent of the former group and 13% of the latter 

said that they currently had a major medical or psychiatric 

illness. Many of the subjects in both groups had sought 

psychiatric or psychological help in dealing with 

bereavement (23% of widowed and 30% of nonwidowed bereaved 

subjects). 

Attrition rate at the second time of measurement (six 

months after the first time of measurement) was approxi-

mately 13% for widowed subjects and 20% for nonwidowed 

bereaved subjects. Across both groups 83.9% of the original 

sample completed both phases of the study. 

Instruments 

Independent Variables 

Variable 1: Experienced Competence 

Experienced competence was measured in four ways. The 

first experienced competence score was called prior 

strategies, derived from a scale designed for the present 

study called the coping competence scale (described below). 

The second measure of experienced competence was called 

coping self-efficacy, derived from the Coping Self-Efficacy 

Scale (CSES), also designed for this study (described 

below). The third measure of experienced competence 

consisted of Levenson's (1972) revised Locus of Control 

scales. The fourth and final measure of experienced 
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competence was Rosenberg's (1965) revised version of the 

Guttman Scale of Self-Esteem. 

The Coping Competence Scale. This scale includes items 

from seven coping categories found in the bereavement 

literature to be used by widowed persons. The categories 

are (a) cognitive coping strategies, (b) social coping 

strategies, (c) behavioral coping strategies,.(d) affective 

coping strategies, (e) seeking support and guidance, 

(f) focus on spouse (including items related to illusion and 

sanctification), and (g) denial/avoidance. 

For each item, the widowed person was asked to 

indicate (a) whether or not the strategy has been used 

previous to bereavement (to cope with a major loss or 

change), (b) how helpful the strategy was viewed as being at 

that time, (c) whether or not the strategy has been used in 

coping with conjugal bereavement, and (d) how helpful the 

strategy has been viewed as being in dealing with conjugal 

bereavement. 

The prior strategies score was calculated as the total 

number of coping strategies mobilized prior to bereavement 

to cope with a major loss or change. The number and type of 

strategies mobilized in coping with conjugal bereavement is 

not included in this score but is instead considered a 

dependent measure (see below). 



59 

SBlf-ttfftcacv Scale (CSES). Bandura (1982) 

states that in order to measure self-efficacy, individuals 

should be presented with self-efficacy scales representing 

tasks varying in difficulty, complexity, or some similar 

dimension. The scale should be fitted to the domain being 

measured. 

The CSES designed for this study consists of items 

related to bereavement tasks, such as learning to feel 

comfortable alone in social situations or overcoming 

feelings of extreme remorse and sadness. Notice that these 

are r-ooinq tasks rather than roping strategies. A panel of 

ten Ph.D. psychologists rated 60 intuitively-derived items 

as representing various levels of difficulty for most 

people. Twenty intuitively derived items thought to 

represent each of three levels of difficulty were presented 

to the psychologists. The three possible levels were 

(a) not difficult for most persons, (b) moderately difficult 

for most persons, and (c) highly difficult for most persons. 

Eighty percent agreement among the ten psychologists with 

the researcher's level rating was required in order for the 

item to be retained. The ten items with the highest 

agreement for each level (yielding a total of 30 items) 

comprised the original scale. However, based upon alpha 

coefficients, two items from level one were dropped, 

yielding a total of 28 items. With these items omitted, 
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the alpha coefficients were .89 for the scale as a whole, 

.71 for the group of level 1 items, .31 for level 2 items, 

and .81 for level 3 items. 

When the scale was administered, subjects were asked to 

judge for each item whether or not they believed they could 

successfully complete the task (responding "yes" or "no"). 

The number of points received for endorsing each item 

corresponded to the number indicating the level of 

difficulty, such that higher scores reflect higher levels of 

coping self-6fficacy• 

t . o c i s of Control. Levenson's (1972) revision of 

Rotter's (1966) Locus of Control Scale (I-E Scale) was the 

third measure of experienced competence. Levenson's 

instrument contains three scales measuring internal locus of 

control (the I scale), control by powerful others (the P 

scale) and control by chance or fate (the C scale). Twenty-

four items in a Likert format comprise the instrument. 

Levenson found that the P and C scales are positively 

correlated with one another, and both correlate negatively 

with the I scale (p<.01). For purposes of this study, 

scores on the combined P and C scales were subtracted from 

scores on the I scale. 

Rosenberg's (1965) Revised Guttman Self-Esteem Scale. 

Rosenberg's (1965) ten-item revision of the Guttman Self-

Esteem Scale represented the final measure of experienced 
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competence. The scale requires only two or three minutes of 

the subject's time, and has a test-retest reliability of 

around .92. High scores on the self-esteem scale indicate a 

high degree of self-satisfaction and acceptance. 

Variable 2; Available Resources Questionnaire 

A questionnaire was developed to assess perceived 

resources of the following types: cognitive/educational, 

social/interpersonal, health/behavioral capacity, economic, 

emotional and community. Some items for this questionnaire 

were taken from indices reported by Arling (1976).to have 

been used by Project PLEA (Piedmont Life Enrichment for the 

Aged). Other items were intuitively derived, based on the 

existing literature. In tests of reliability, coefficient 

alphas were .79 for the scale as a whole, .79 for the 

cognitive/educational subscale, .74 for the social/ 

interpersonal subscale, .81 for the health/behavioral 

capacity subscale, .88 for the economic subscale, .77 for 

the emotional subscale, and .69 for the community subscale. 

On the basis of scores on this questionnaire, subjects 

were divided into high and low resource groups in the 

following way. Subjects scoring in the bottom half of the 

Coping Resources Questionnaire (CRQ) as a whole or scoring 

in the bottom third on any CRQ subscale were placed in the 

low perceived resource group. All other subjects were 

placed in the high perceived resource group. 
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It should be emphasized that only resources perceived 

to be available were measured; the degree to which they were 

mobilized and feelings about the value of mobilizing these 

resources were to be considered dependent measures, and were 

tapped by instruments measuring outcome. 

variable 3: Impact of Loss 

An Tmpact of Questionnaire developed for this 

study contains items related to the following four areas: 

(a) centrality of the lost relationship prior to 

bereavement, (b) degree to which the death of spouse or 

loved one was perceived as preventable, (c) degree of life 

change associated with the loss (and other simultaneous life 

crises), and (d) degree to which death of spouse was 

anticipated or expected. 

As reported in the literature review, each of these 

appears related to bereavement outcome. They are assumed to 

measure the degree to which reinforcement has been removed 

(or punishment initiated, in the case of perceived 

preventability) and the extent to which the construct system 

has been invalidated. Where relevant, items were taken from 

the Horowitz and Wilner (1980) Impact of Events Scale, 

omitting items that appeared to be confounded with the use 

of ineffective coping strategies. 

Items measuring centrality of the lost relationship 

focus upon the emotional intensity of the relationship 
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before bereavement and the degree to which the marital 

relationship was a central focus in the life of the bereaved 

spouse. Those items measuring the degree to which loss was 

anticipated or expected include questions about the 

suddenness of death as well as the general expectation 

before bereavement that one's spouse might die. Life-change 

items focus upon the pre- and post-bereavement differences 

in everyday life. Finally, questions designed to measure 

perceived preventability of death focus upon the degree to 

which the subject believed that external factors 

contributing to the death were well-controlled and the 

degree to which the subject perceived himself or herself to 

have done everything possible to prevent the death. 

Reliability statistics yielded coefficient alphas of 

.77 for the scale as a whole, .86 for the centrality 

subscale, .81 for the preventability subscale, .56 for the 

life change subscale, and .81 for the anticipation subscale. 

Items measuring life change, perceived preventability, 

and centrality of the lost relationship were assigned 

positive values, while items measuring anticipation of loss 

were assigned negative values. Overall positive scores 

indicated a high impact of loss. A median split was 

utilized in order to derive high and low impact groups. 
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Dependent Variables 

^r-iahle 1: "" Strategies Mobilized 

It will be recalled that the total number of coping 

strategies mobilized in response to loss or change prior to 

bereavement was listed as an independent variable above. 

Two related dependent measures were derived from the Co£in2 

scale (described above). The first was the 

absolute number of coping strategies reported mobilized in 

the current bereavement situation. 

uariahl.e 2: t-lve• social , Affective, and Behavioral 

strategies 

The second dependent measure derived from the Co2±22 

Scale was the total number of coping strategies 

reported mobilized in the current bereavement situation that 

fit into the categories of cognitive, social, affective, and 

behavioral strategies. Based upon the existing literature, 

these four were predicted to be the most adaptive. 

Variable 3: Revised U^LA Loneliness Scale 

This instrument is described by Russell, Peplau, and 

Cutrona (1980) as eliminating the positive response bias 

that presented a problem with the earlier version of the 

scale. Statistical analysis shows that the measure is more 

related to other ratings of loneliness than to mood states 

or personality variables, but is related to feeling 

abandoned, depressed, empty, isolated, and self-enclosed and 
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with not feeling satisfied or sociable. Coefficient alpha 

of .94 was obtained by the authors. The scale contains 20 

items and requires less than 10 minutes to complete. 

Variable 4: Profile of Mood States (POMS) 

A revised version of an earlier instrument (Psychiatric 

Outpatient Mood States) was described by McNair and Lorr 

(1964). Five factors were clearly delineated through factor 

analysis: tension/anxiety, anger/hostility, depression/ 

dejection, fatigue/inertia, and vigor/activity. Items from 

all but the last factor listed above (vigor/activity) were 

used in the present study. Thus, the checklist was 

comprised of 36 adjective items and took an estimated 5 to 

10 minutes to complete. This instrument has been shown to 

have high reliability and validity coefficients with Kuder-

Richardson reliability coefficients for three of the four 

factors used in this study above .90. The scale 

differentiates psychiatric patients from normals at the .001 

level and is sensitive to improvement with treatment (McNair 

& Lorr, 1964). 

Variable 5: Life Satisfaction Index-Z 

The LSI-Z is a shortened, revised version of Neugarten, 

Havighurst, and Tobin's (1961) Life Satisfaction Index-A, 

designed to measure the subjects' own evaluations of life 

satisfaction and to be relatively independent of measures of 

activity level and social participation. 
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Lawson (1978) reported that the instrument measures zest 

versus apathy, resolution and fortitude, congruence between 

desired and achieved goals, self-concept, and mood tone. 

The revised LSI-Z (Mood, Wylie, S Sheafor, 1969) was 

shortened to improve external validity of the instrument. 

The new instrument contains 13 items and has a coefficient 

alpha of .79. 

Variable « ' Hopkins Bvmnton Checklist (HSCL) 

The HSCL is a self-report symptom inventory comprised 

of items representative of symptoms frequently seen in 

outpatients. Patients are instructed to rate themselves on 

each symptom using a four-point scale of distress with 

reference to their experience in the past seven days. The 

checklist has undergone several revisions since its original 

version was developed by Parloff, Kelman, and Prank (1954). 

Later researchers (Lipman, Cole, Park, S Rickels, 1965; 

Uhlenhuth, Rickels, Fisher, Park, Lipman, t Mock, 1966) 

substantially revised and enlarged the instrument, until the 

current version containing 58 items was developed. A series 

of factor analytic studies by Derogatis and his colleagues 

(Derogatis, Lipman, Covi, S Rickels, 1971) revealed five 

primary symptom dimensions labeled somatization, obsessive-

compulsive, interpersonal sensitivity, depression and 

anxiety. Subsequent studies utilizing large samples have 

supported this factor structure. Coefficient alphas 
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reported in the literature for the 58-itera version of the 

scale are as follows: .87 for the somatization subscale, 

.87 for the obsessive-compulsive subscale, .85 for the 

interpersonal sensitivity subscale, .86 for the depression 

subscale, and .84 for the anxiety subscale. For purposes of 

this study, a short version (44 items) of the HSCL was 

employed, utilizing only those items reported by Derogatis 

and his colleagues (Derogatis, Lipman, Rickels, Uhlenhuth, & 

Covi, 1974) to principally load on each of the five factors. 

Variable 7; The Beck Depression Inventory (BDI) 

The BDI is a self-report inventory designed to measure 

the behavioral manifestations of depression. Statistical 

analyses of the instrument have indicated a high degree of 

reliability and validity. The Pearson split-half 

reliability is reported as .86; the Pearson biserial r 

between BDI scores and clinical judgments of depth of 

depression is reported in the range of .65 to .67 (Beck, 

Ward, Mendelson, Mock, & Erbaugh, 1961). The BDI is widely 

used in both clinical and research settings. It is 

comprised of 21 items and takes about 10 minutes to 

complete. 

Variable 8: The Bereavement Experience Questionnaire 

The Bereavement Experience Questionnaire (BEQ) is a 

self-report, Likert-type scale containing 67 items 

measuring distress related to conjugal bereavement. 
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The BEQ is composed of eight subscales: guilt, anger, 

yearning, depersonalization, stigma, morbid fears, 

meaninglessness, and isolation. Subjects are asked to 

respond to the items with respect to experiences in the last 

month. Scoring for each item is coded on a four-point 

scale. Higher scores indicate higher levels of bereavement-

related distress. The BEQ was utilized in a study of 

perceptions of bereavement of widowed persons and helping 

professionals by Conway, Hayslip, and Tandy (1989). The 

authors stated that a personal communication with the author 

of the questionnaire indicated that the BEQ has acceptable 

validity and reliability. Conway, Hayslip, and Tandy (1989) 

found that the BEQ scores of widows and helping 

professionals differ significantly. 

Design 

A 2X2X2 multivariate analysis of covariance with 

repeated measures (6 months apart) was used to determine the 

effects and interactions of the variables (experienced 

competence, impact of loss, perceived resources, and time of 

measurement) on the subject's number of reported coping 

strategies mobilized in responses to bereavement, number of 

"high level" (cognitive, social, affective and behavioral) 

strategies mobilized, level of depression (BDI scores), 

number of bereavement adjustment difficulties (BEQ scores), 

symptoms of distress (HSC scores), loneliness (UCLA 
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loneliness scale scores), life satisfaction (LSIZ scores) 

and mood (POMS scores). Length of time since death of 

spouse was covaried to eliminate the effects of differences 

in this variable among subjects at a given time of 

measurement. 

Although the MANCOVA conducted on widowed subjects was 

the main undertaking of this study, further analyses were 

conducted for exploratory purposes. An exploratory factor 

analysis procedure was utilized in order to determine the 

factor structure of scales and measures used in the 

original analysis. On the basis of results of the factor 

analytic procedure, a second 2X2X2 MANCOVA procedure was 

conducted, utilizing new independent variables (self-

efficacy, impact of loss, and prior strategies). The second 

procedure also covaried length of time since death of 

spouse and utilized the same dependent variables as the 

original MANCOVA procedure described above. 

Four additional exploratory MANOVA and MANCOVA 

procedures were utilized to assess the impact of variables 

such as length of time bereaved, widowed versus nonwidowed 

bereaved status, and gender (described in Results section 

below). After examining group differences with regard to 

response to bereavement, a series of exploratory 

hierarchical multiple regression analyses was conducted in 

order to explore individual responses to bereavement. 
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Exploratory factor analysis was used to extract two 

dependent variables (coping and distress) from the set of 

dependent variables utilized in the MANOVA and MANCOVA 

procedures. A series of exploratory regression analysis 

procedures (described in more detail in the Results section 

below) utilized these dependent variables, in addition to 

the reported helpfulness of coping strategies both prior to 

and in response to bereavement. Finally, nonparametric 

statistics were utilized to assess changes in demographic 

variables over time. 

Procedure 

The researcher began by contacting presidents of 

widowhood associations and leaders of bereavement groups, 

requesting their help in recruiting subjects or permission 

for the researcher to attend meetings in order to recruit 

subjects. The researcher attended meetings in the Dallas-

Fort Worth metropolitan area, briefly explained the nature 

and purpose of the study, and recruited volunteers. Letters 

were sent to leaders of bereavement groups and widowhood 

societies in 30 states, requesting help in soliciting 

volunteers. Typically, group leaders briefly explained the 

nature and purpose of the study and.handed out flyers with 

the name and phone number of the researcher, requesting that 

interested persons call the researcher collect. Upon 

calling, the subject was again briefly told the nature of 
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the study and, if interested, was signed up for 

participation. Subjects were recruited from 25 states 

throughout the United States. 

Other subjects were recruited through advertisements in 

newspapers requesting bereaved volunteers. Ads were also 

printed in bulletins and newsletters OJ. various 

organizations, primarily senior citizens organizations. 

Again, a phone number was provided so that subjects could 

call the researcher collect in order to volunteer. 

All subjects received their first questionnaire packet 

within two weeks of volunteering for participation in the 

study. "Packets" contained a sheet of instructions and 

thanks for participating (Appendix B), an informed consent 

sheet (Appendix A), a brief description of the study and 

explanation of confidentiality (Appendix B), and all of the 

instruments described in the Instruments section above. 

Packets were identical for widowed and nonwidowed subjects, 

with two exceptions. The first exception was that wording 

was changed on some items on the Coping Competence Scale and 

the Impact of Loss Questionnaire for nonwidowed subjects, 

such that items did not refer to "spouse" or being 

"widowed." The second difference was that the Coping 

Competence Scale contained twice as many items for widowed 

as for nonwidowed subj ects, as widows were asked to respond 

both with regard to widowhood and with regard to a 
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prior loss. The questionnaires which were altered for the 

nonwidowed group are shown in Appendices Q and R. 

All subjects were provided with a stamped, addressed 

envelope in order to return the packet to the researcher. 

It was requested that all subjects complete and return the 

packets within two weeks of receiving them; however, a few 

subjects took up to a month to return the packet. 

Before they originally volunteered for participation, 

subjects were informed that the study would take place in 

two parts, involving filling out identical sets of ques-

tionnaires at two points in time, six months apart. Six 

months from the date that the first packet was sent, a 

second was sent, identical with the exception of the cover 

letter (see Appendix C). The procedure was identical to 

that of the first time of measurement. 



CHAPTER III 

RESULTS 

Seven hypotheses were tested utilizing a 2X2X2 

multivariate analysis of covariance. Tables 1 and 2 

summarize the results of this procedure. The minimum cell 

size was 8 and cell size ranged from 8 to 27. Only 1 cell 

had fewer than 10 subjects, with the average being 16 

subjects per cell. 

The first hypothesis predicted a main effect for the 

independent variable experienced competence, such that more 

coping strategies would be reported mobilized and higher 

levels of overall adjustment would be achieved by those with 

high levels of experienced competence than by those with low 

levels of experienced competence. A median split (scores of 

226 and below versus 227 and above) was utilized to divide 

subjects into two groups with regard to level of experienced 

competence. Multivariate analysis of covariance utilizing 

the independent variables impact of loss, perceived 

resources, and experienced competence (with length of time 

widowed a covariate) indicated a highly significant main 

effect for experienced competence (Fa, 104 = 3-24» P>.01)» 

73 
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Table 1 

and Means for Original Multivariate 

Analysis of Covariance 

Adjusted 
Mean Mean 

Impact 1 

Resources 1 

Competence 1 BDIa pre 15.01 5.84 1 4.45 

BDI post 15.87 6.18 15.31 

Competence 2 BDI pre 9.55 4.06 9.80 

BDI post 8.91 4.02 9.16 

Resources 2 

Competence 1 BDI pre 7.16 3.87 7.28 

BDI post 8.66 3.42 8.78 

Competence 2 BDI pre 6.68 5.02 7.15 

BDI post 7.80 4.35 8.28 

Impact 2 

Resources 1 

Competence 1 BDI pre 20.62 7.09 20.18 

BDI post 20.76 7.13 20.32 

Competence 2 BDI pre 14.63 6.15 14.36 

BDI post 14.57 6.38 14.29 

(table continues) 
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Observed 
Mean SD 

Adj usted 
Mean 

Resources 2 

Competence 1 BDI pre 8.91 5.17 8.87 

BDI post 8.84 2.77 10.55 

Competence 2 BDI pre 7.37 3.87 7.81 

BDI post 9.06 3.75 8.22 

Impact 1 

Resources 1 

Competence 1 BEQb pre 147.04 26.08 144.23 

BEQ post 154.54 25.20 151 .73 

Competence 2 BEQ pre 137.89 18.09 139.14 

BEQ post 135.91 15.23 136.16 

Resources 2 

Competence 1 BEQ pre 135.50 28.65 136.09 

BEQ post 145.31 30.90 145.90 

Competence 2 BEQ pre 132.02 17.54 134.40 

BEQ post 133.46 18.59 135.84 

Impact 2 

Resources 1 

Competence 1 BEQ pre 179.35 22.87 177.12 

BEQ post 180.23 23.80 178.00 

(table continues) 
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Competence 2 

Resources 2 

Competence 1 

Competence 2 

I m p a c t 1 

Resources 1 

Competence 1 

Competence 2 

Resources 2 

Competence 1 

Competence 1 

BEQ pre 

BEQ post 

BEQ pre 

BEQ post 

BEQ pre 

BEQ post 

HSCC pre 

HSC post 

HSC pre 

HSC post 

HSC pre 

HSC post 

HSC pre 

HSC post 

Observed 
Mean 

166 .17 

1 6 9 . 9 9 

1 5 7 . 3 3 

1 6 1 . 3 6 

1 4 1 . 7 8 

1 4 6 . 9 6 

1 0 8 . 9 7 

1 0 9 . 6 0 

9 3 . 2 0 

9 3 . 9 0 

SD 

3 3 . 4 7 

21 . 45 

2 0 . 6 9 

1 7 . 9 8 

21 .21 

1 5 . 9 0 

1 7 . 8 0 

1 8 . 9 5 

22.01 

1 5 . 1 4 

Adjusted 
Mean 

164 .77 

1 6 8 . 5 9 

157 .11 

161 .14 

144 .21 

1 4 9 . 3 9 

1 0 7 . 1 9 

1 0 7 . 8 2 

9 3 . 9 9 

9 4 . 0 6 

9 3 . 9 6 1 3 . 8 3 9 4 . 3 3 

9 7 . 4 0 7 . 0 3 9 7 . 7 8 

85 .11 1 4 . 6 8 8 6 . 6 3 

8 4 . 4 9 1 6 . 6 6 8 6 . 0 0 

(table continues) 
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Observed 
Mean SD 

Adjusted' 
Mean 

Impact 2 

Resources 1 

Competence 1 HSC pre 125. ,92 23. 22 124. ,51 

HSC post 125. .30 26. .03 123. .89 

Competence 2 HSC pre 116, .32 15, .62 115, .43 

HSC post 121 .48 10 .30 120 .59 

Resources 2 

Competence 1 HSC pre 89.24 8.77 89.10 

HSC post 90.37 6.72 90.23 

Competence 2 HSC pre 96.81 18.71 98.36 

HSC post 98.71 13.68 100.26 

Impact 1 

Resources 1 

Competence 1 UCLAd pre 57.04 9.98 56.60 

UCLA post 60.74 12.73 60.30 

Competence 2 UCLA pre 52.68 8.34 52.88 

UCLA post 52.60 10.02 52.81 

Resources 2 

Competence 1 UCLA pre 48.17 8.71 48.27 

UCLA post 49.85 8.82 49.95 

(table continues) 
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Observed 
Mean 

Competence 2 UCLA pre 4 5 . 1 2 

Adjusted 
Mean 

8 . 1 5 4 5 . 5 0 

UCLA post 4 4 . 9 9 6 . 6 0 4 5 . 3 7 

Impact 2 

Resources 1 

Competence 1 UCLA pre 6 9 . 6 9 1 0 . 3 0 6 9 . 3 4 

UCLA post 7 2 . 0 1 1 3 . 5 8 71 . 6 5 

Competence 2 UCLA pre 5 6 . 2 1 11 . 2 0 5 5 . 9 9 

UCLA post 5 6 . 1 3 1 2 . 2 6 5 6 . 0 6 

Resources 2 

Competence 1 UCLA pre 6 0 . 3 9 7 . 6 8 6 0 . 3 5 

UCLA post 6 0 . 9 6 5 . 7 4 6 0 . 9 2 

Competence 2 UCLA pre 4 9 . 2 6 6 . 1 8 4 9 . 6 5 

UCLA post 4 9 . 8 5 8 . 9 0 5 0 . 2 4 

Impact 1 

Resources 1 

Competence 1 L S I Z e pre 1 9 . 4 8 5 . 1 3 1 9 . 8 4 

LSIZ post 1 8 . 4 6 7 . 2 2 1 8 . 8 2 

Competence 2 LSIZ pre 2 4 . 4 0 5 . 6 9 2 4 . 2 3 

LSIZ post 2 5 . 3 2 5 . 6 8 2 5 . 1 5 

(table continues) 
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Observed 
Mean SD 

Adj usted 
Mean 

Resources 2 

Competence 1 LSIZ pre 26.07 4.63 26.00 

LSIZ post 25.92 4.88 24.85 

Competence 2 LSIZ pre 28.47 3.36 28.16 

LSIZ post 28.81 4.57 28.50 

Impact 2 

Resources 1 

Competence 1 LSIZ pre 14.99 4.69 15.27 

LSIZ post 14.59 5.38 14.87 

Competence 2 LSIZ pre 20.93 4.45 21 .11 

LSIZ post 22.20 2.60 22.38 

Resources 2 

Competence 1 LSIZ pre 20.79 4.57 20.82 

LSIZ post 19.38 3.86 19.41 

Competence 2 LSIZ pre 26.10 5.36 25.79 

LSIZ post 25.10 4.76 24.79 

Impact 1 

Resources 1 

Competence 1 POMSf pre 37.16 15.07 35.20 

POMS post 38.02 16.31 36.06 

(table continues) 
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Observed 
Mean SD 

Adjusted 
Mean 

Competence 2 POMS pre 25.17 20.92 26.05 

POMS post 26.73 12.82 27.61 

Resources 2 

Competence 1 POMS pre 23.16 12.84 23.57 

POMS post 29.16 5.77 29.58 

Competence 2 POMS pre 19.38 12.82 21 .04 

POMS post 19.64 13.59 21 .30 

Impact 2 

Resources 1 

Competence 1 POMS pre 54.70 22.40 53.15 

POMS post 53.50 22.02 51 .91 

Competence 2 POMS pre 41 .79 12.71 40.81 

POMS post 39.89 17.66 38.91 

Resources 2 

Competence 1 POMS pre 27.51 18.22 27.35 

POMS post 31 .21 10.34 31 .10 

Competence 2 POMS pre 28.16 11 .80 29.87 

POMS post 29.22 17.67 17.67 

(table continues) 
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Observed 
Mean SD 

Adjusted 
Mean 

Impact 1 

Resources 1 

Competence 1 STRA.M09 pre 62.42 11 .83 62.05 

STRA.MO post 63.56 13.46 63.19 

Competence 2 STRA.MO pre 64.98 12.24 65.15 

STRA.MO post 68.44 11 .44 68.61 

Resources 2 

Competence 1 STRA.MO pre 69.11 4.76 69.20 

STRA.MO post 73.35 18.07 73.44 

Competence 2 STRA.MO pre 65.60 12.67 65.92 

STRA.MO post 66.57 12.81 66.89 

Impact 2 

Resources 1 

Competence 1 STRA.MO pre 68.76 13.70 68.47 

STRA.MO post 65.51 10.04 65.21 

Competence 2 STRA.MO pre 78.49 7.84 78.23 

STRA.MO post 79.33 7.22 79.15 

Resources 2 

Competence 1 STRA.MO pre 62.36 8.26 62.34 

STRA.MO post 62.22 9.72 62.20 

(table continues) 



82 

Observed 
Mean SD 

Adjusted 
Mean 

Competence 2 STRA.MO pre 73.89 10.10 74.21 

STRA.MO post 73.90 17.84 74.80 

Impact 1 

Resources 1 * 

Competence 1 CSABh pre 41 .24 7.67 41 .00 

CSAB post 42.10 8.31 41 .86 

Competence 2 CSAB pre 45.11 5.59 45.23 

CSAB post 46.52 5.26 46.64 

Resources 2 

Competence 1 CSAB pre 46.40 1 .81 46.46 

CSAB post 49.31 11 .97 49.38 

Competence 2 CSAB pre 46.59 7.08 46.81 

CSAB post 46.98 8.78 47.20 

Impact 2 

Resources 1 

Competence 1 CSAB pre 44.32 7.67 44.12 

CSAB post 42.37 4.70 42.17 

Competence 2 CSAB pre 51 .12 3.30 51 .00 

CSAB posts 49.92 2.31 49.79 

(table continues) 
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Observed 
Mean SD 

Adjusted 
Mean 

Resources 2 

Competence 1 CSAB pre 44.97 4.24 44.95 

CSAB post 44.26 4.52 44.25 

Competence 2 CSAB pre 47.20 6.67 47.24 

CSAB post 47.55 10.85 47.60 

aBDI = Beck Depression Inventory; ^BEQ = Bereavement 

Experience Questionnaire; cHsC = Hopkins Symptom Checklist; 

^UCLA = U.C.L.A. Loneliness Scale; eLSIZ = Life Satisfaction 

Index; fpOMS = Profile of Mood States; 9STRA.M0 = Strategies 

mobilized in response to bereavement; ^CSAB = Cognitive, 

social, affective, and behavioral strategies mobilized in 

response to bereavement. 
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Table 2 

^ F i n d i n g s Major Independent Variables 

Effect 

Impact 

Resources 

Competence 

Impact by Resources 

Impact by Competence 

Resource by Competence 

Impact by Resources by 

Competence 

Impact by Time 

Resources by Time 

Competence by Time 

Impact by Resources by Time 

Impact by Competence by Time 

Resources by Competence 

by Time 

Impact by Resources by 

Competence by Time 

Time 

(Between, within) 

2.21a 8,104 

3.97b 8,104 

3.24b 8,104 

.872 8,104 

2.63a 8,104 

.989 8,104 

.559 8,104 

.974 8,105 

1.37 8,105 

1.51 8,105 

.377 8,105 

1.29 8,105 

1.20 8,105 

.590 8,105 

2.20a 8,105 

ap<.05; bp<.01. 
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Post hoc univariate analysis produced significant 

effects for four of eight dependent variables. Subjects 

high in experienced competence reported less depression as 

measured by the Beck Depression Inventory than did subjects 

low in experienced competence (Fs,104 = 4.54, p<.05). High 

experienced competence subjects also exhibited less 

loneliness as measured by the U.C.L.A. Loneliness Scale 

(Paf104
 = 9- 2 9' P<«01)' demonstrated higher levels of life 

satisfaction as measured by the Life Satisfaction Index-Z 

(*8,104 = 11-52, p<.01), and reported mobilizing more 

cognitive, social, affective, and behavioral coping 

strategies in response to bereavement (F.8,104 » 3.84, p<.05) 

than did low experienced competence subjects. A fifth 

dependent variable, total number of reported coping 

strategies mobilized in response to bereavement, approached 

significance (Fj8,104 = 3.08, p = .08), with a slight but 

nonsignificant tendency for subjects higher in experienced 

competence to report mobilizing more total coping strategies 

in response to bereavement than subjects lower in 

experienced competence. Thus, portions of the first 

hypothesis were supported. 

The second hypothesis predicted a main effect for 

impact of loss such that subjects with high levels of impact 

would report mobilizing fewer coping strategies in response 

to bereavement and would show lower levels of adjustment 
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than would those with low levels of impact. A median split 

(scores of 73 and below as 74 and above) was utilized to 

divide subjects into two groups with regard to impact of 

loss. The above MANCOVA indicated a significant main effect 

for impact of loss (F.8,104 = 2 .21 , p<.05). 

Post hoc univariate analysis produced significant 

effects for six of eight dependent variables. Subjects with 

high level impact of loss showed higher levels of depression 

as measured by the Beck Depression Inventory (Fs,104 = 5 .45 , 

p<.05), higher levels of bereavement adjustment difficulties 

as measured by the Bereavement Experience Questionnaire 

(SB,104 = 1 4.69, p<.01), more symptoms of distress as 

measured by the Hopkins Symptom Checklist ( F 8 , 1 0 4 = 5 .97 , 

p<.05), more loneliness as measured by the U.C.L.A. 

Loneliness Scale (F8 f-|04 = 10 .48 , p<.01 ) , lower life 

satisfaction as measured by the Life Satisfaction Index-Z 

(**8,104 = 9 . 0 6 , p<.01 ) and more negative moods as measured 

by the Profile of Mood States ( F g j o 4 . - 7 . 1 5 , p<.01) than 

did subjects with low level impact of loss. A sixth 

dependent variable, total number of coping strategies 

reported mobilized in response to bereavement, approached 

significance ( £ 3 , 1 0 4 - 3 . 0 0 , p= . 0 9 ) in the opposite 

direction from that hypothesized, with a slight but 

nonsignificant tendency for subjects with high level impact 

of loss to report mobilizing more coping strategies than 
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subjects with low level impact of loss. Thus, portions of 

the second hypothesis were supported. 

Hypothesis three predicted a main effect for perceived 

resources such that subjects with high levels of (perceived, 

resources would report mobilizing more coping strategies in 

response to bereavement and would achieve higher levels of 

positive adjustment on all dependent measures than would 

subjects with low levels of perceived resources. Subjects 

were divided into high and low resource groups in the 

following way. Subjects scoring in the bottom half of the 

coping Resources Questionnaire (CRQ) or scoring in the 

bottom third on any CRQ subscale (cognitive/educational, 

health/behavioral capacity, economic, social/interpersonal, 

emotional or community) were placed in the low resource 

group. All other subjects were placed in the high resource 

group. 

Multivariate analysis of covariance indicated a highly 

significant main effect for resources (FJB,104 = 3.97, 

p<.01). Post hoc univariate analyses produced significant 

effects for six of eight dependent measures. Subjects in 

the high resource group showed less depression as measured 

by the Beck Depression Inventory (Pfl,I04 = 25.61, p<.01), 

fewer bereavement adjustment difficulties as measured by the 

Bereavement Experience Questionnaire (FB,104 = 5- 1 2' P<-01>' 

fewer symptoms of distress.as measured by the Hopkins 
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Symptom Checklist (Us,104 = 1 5* 0' P<-01)> lower levels of 

loneliness as measured by the U.C.L.A. Loneliness Scale 

(F8,104 =
 9- 5 5' P<«01)' higher levels of life satisfaction 

as measured by the Life Satisfaction Index-Z (Fj}fl04 

15.67, p<.01), and fewer negative moods as measured by the 

Profile of Mood States (Us,104 = 9«67f P<-01) t h a n d l d 

subjects in the low resource group. Thus, the third 

hypothesis was largely supported. 

The fourth hypothesis predicted a main effect for time, 

such that subjects in general were expected to report 

mobilizing more coping strategies in response to widowhood 

and to show higher levels of adjustment on all dependent 

measures at the second time of measurement than at the 

first. Multivariate analysis of covariance (with length of 

time widowed as covariate) indicated a significant main 

effect for time (F.8,105 = 2.20, p<.05). 

Post hoc univariate analysis produced a highly 

significant effect for bereavement adjustment difficulties, 

as measured by the Bereavement Experience Questionnaire 

(F8,105 ~ 13.84, p<.01), with subjects in general indicating 

more adjustment difficulties at the second time of 

measurement than at the first. Depression (as measured by 

the Beck Depression Inventory) approached significance 

(**8,105 = 3.23, p=.08), with a slight but nonsignificant 

tendency for subjects to report higher levels of depression 
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at the second time of measurement than at the first. 

Similarly there was a slight but nonsignificant tendency for 

subjects to report more loneliness (as measured by the 

U.C.L.A. Loneliness Scale) at the second time of measurement 

than at the first (F8,105 = 3.06, p..08). These findings 

are in the opposite direction of that hypothesized; thus, 

the fourth hypothesis was not supported. 

The fifth hypothesis predicted a significant two-way 

interaction between experienced competence, and impact of 

loss on strategies mobilized and adjustment level such that 

level of impact of loss would be more salient at high 

levels than at low levels of experienced competence. Thus, 

more difference in the adjustment levels and number of 

strategies reported mobilized between high and low impact 

subjects was expected at high levels of experienced 

competence than at low levels. Multivariate analysis of 

covariance showed a significant interaction between impact 

of loss and experienced competence (F8,105 = 2.63, p<.05). 

Post hoc univariate analysis produced no significant 

effects; however, two slight but nonsignificant tendencies 

were noted (see Figures 1 and 2). First, there was a slight 

but nonsignificant tendency (IX104 = 3« 1 4' P=» 0 8) toward a 

greater relationship between impact of loss and loneliness 

(as measured by the U.C.L.A. Loneliness scale) in the case 

of low experienced competence than in the case of high 
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experienced competence. This tendency is in the opposite 

direction of that hypothesized. 

Post hoc univariate analysis also indicated an 

interaction between impact of loss and experienced 

competence for the variable number of coping strategies 

reported mobilized in response to bereavement, which 

approached significance (Fs,104 = 3.26, p=.07). This 

finding suggested that at low levels of experienced 

competence, high impact of loss subjects tended to report 

mobilizing fewer coping strategies in response to widowhood 

than did low impact of loss subjects. At high levels of 

experienced competence, high impact of loss subjects tended 

to report mobilizing more coping strategies in response to 

bereavement than did low impact of loss subjects. 

Generally, there was a tendency for the relationship between 

impact of loss and strategies mobilized in response to 

bereavement to be greater in the case of high experienced 

competence than in the case of low experienced competence, 

as hypothesized. These univariate results must be 

interpreted with great caution as they represent only 

nonsignificant tendencies. Thus, findings with regard to 

the fifth hypothesis were mixed. 

The sixth hypothesis predicted an interaction between 

experienced competence and perceived resources on 

strategies mobilized and adjustment level such that level of 
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perceived resources would be more salient at high levels 

than at low levels of experienced competence. Thus, more 

difference in the adjustment levels and number of strategies 

reported mobilized between high and low resource subjects 

was expected at high levels of experienced competence than 

at low levels. No significant multivariate interaction 

between experienced competence and perceived resources was 

found, however. Thus, the sixth hypothesis was not 

supported. 

The seventh hypothesis predicted a four-way interaction 

among experienced competence, impact of loss, perceived 

resources, and time of measurement on strategies mobilized 

and measures of overall adjustment. Specifically, it was 

predicted that experienced competence would have less 

salience in the case of high impact/low resources or low 

impact/high resources at the second time of measurement than 

at the first. The opposite would be true in the case of low 

impact/low resources or high impact/high resources; in these 

cases experienced competence would have more salience at the 

second time of measurement than at the first. 

Further, subjects with high impact and low resources 

were expected to deteriorate in adjustment level over time 

regardless of experienced competence level, while those with 

low impact of loss and high resources were expected to 

increase in adjustment level over time, regardless of 
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experienced competence level. Multivariate analysis of 

covariance showed no significant four-way interaction 

effects. Thus, the seventh hypothesis was not supported. 

No further significant multivariate effects were found. 

However, several post hoc significant univariate 

interactions were noted. These must be interpreted with 

extreme caution because the corresponding multivariate 

effects were nonsignificant and may represent capitalization 

on chance. 

First, post hoc univariate analysis revealed a 

significant interaction between experienced competence and 

time of measurement for the variable life satisfaction as 

measured by the Life Satisfaction Index-Z (Fgfi05 = 5.98, 

P<•05) such that subjects low in experienced competence 

tended to show decreased levels of life satisfaction over 

time while subjects high in experienced competence tended to 

show increased levels of life satisfaction over time. 

The second significant post-hoc univariate interaction 

was between impact of loss and time for the variable number 

of reported cognitive, social, affective, and behavioral 

coping strategies mobilized in response to bereavement 

(?J8,105 ~ 5.04, p<.05). Univariate analysis revealed a 

tendency for low impact of loss subjects to report 

mobilizing more cognitive, social, affective, and behavioral 

coping strategies in response to bereavement at the second 
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time of measurement than at the first, while high impact of 

loss subjects reported mobilizing fewer of these strategies 

at the second time of measurement than at the first. At 

time one, high impact of loss subjects reported mobilizing 

more of these strategies than did low impact of loss 

subjects, while at time two, low impact of loss subjects 

reported mobilizing more of these strategies than did high 

impact of loss subjects. 

Finally, post hoc univariate analysis revealed a 

significant three-way interaction among experienced 

cpmpetence, impact of loss, and time for the variable 

bereavement adjustment difficulties as measured by the 

Bereavement Experience Questionnaire (Pg^os = 7.08, p<.01). 

Subjects with low levels of experienced competence and low 

impact of loss showed a greater increase in bereavement 

adjustment difficulties over time than did other subjects, 

followed by subjects with high experienced competence and 

high impact of loss. Only in the low impact of loss/high 

experienced competence group was there no increase in 

bereavement adjustment difficulties over time. 

Again, these results are to be interpreted cautiously 

and tentatively, because corresponding multivariate effects 

were nonsignificant. However, these tendencies may be 

viewed heuristically, as questions to be addressed by future 

research. 
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The statistics derived above were based upon the 

assumption that independent variables were grouped in a 

logically meaningful way. The variable impact of loss was 

based on only one scale, the Impact of Loss Questionnaire 

(IOLQ) derived for the present study. The experienced 

competence variable was comprised of four measures, the 

Rosenberg Self-Esteem Scale (RSES), Levinson's Locus of 

Control Scale (LLC), the Coping Self-Efficacy Scale (CSES) 

and the number of coping strategies utilized to cope with 

loss prior to widowhood, derived from the Coping Competence 

Scale (CCS). The latter two scales were derived for the 

purpose of this study. Finally, the resources variable was 

based upon scores on the Coping Resources Questionnaire 

(CRQ) also derived for this study. 

Following the initial analysis based upon an 

intuitively derived combination of scales to yield 

independent variables, an exploratory factor analysis was 

conducted in order to determine the factor structure of the 

six scales described above, utilizing a principal axis 

factoring procedure and varimax rotation to a terminal 

solution. The ratio of subjects to variables was 

approximately 25:1. This ratio was considered adequate to 

yield a stable factor solution. Only factors with 

associated eigenvalues exceeding one (prior to rotation) 

were retained. 
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Table 3 presents the varimax rotated solution and 

associated factor loadings for the exploratory analysis. 

The correlation coefficient matrix for scales comprising 

independent variables is presented in Table 4. Two factors 

were extracted, accounting for 57.3% of the common variance. 

The factors appear to be reasonably well-defined and inter-

pretable. Factor two is somewhat less well-defined than 

factor one, with a moderate loading on only one variable. 

Table 3 

Factor Structure of Independent Variables 

Factor 1a Factor 2b 

Coping Self-Efficacy Scale .70* .12 
Levinson's Locus of Control Scale .49* -.03 
Rosenberg's Self-Esteem Scale .69* .01 
Coping Strategies Previous to 

Bereavement .07 .19 
Impact of Loss Questionnaire -.30 .47* 
Coping Resources Questionnaire .72* -.07 

Note: Variables with factor loadings of +.40 were 

considered to principally define each factor, and are 

provided with asterisks. 

aeigenvalue = 2.4, 39.7% of common variance; ^eigenvalue = 

1.1/ 17.6% of common variance. 
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Table 4 

Pearson Product-Moment Correlation Coefficient Matrix For 

Scales Comprising Independent Variables 

Independent Variables 

Scales 

Coping Self-
Efficacy Scale _ 

Levenson1s Locus 
of Control 
Scale 

.36*** 

Rosenberg's Self-
Esteem Scale .47*** .35*** .mi. mm 

Prior Strategies .07 .00 .04 

Impact of Loss 
Questionnaire -.15* .16* -.20** .07 — 

Coping Resources 
Questionnaire .50*** .33*** .50*** .06 -.26*** 

Note. *£<.05; **£<.01; ***£<.001. 

Factor one (defined by the Coping Self-Efficacy Scale, 

Levinson's Locus of Control Scale, Rosenberg's Self-Esteem 

Scale, and the Coping Resources Questionnaire, and 

negatively defined by the Impact of Loss Questionnaire) 

accounted for the most variance and appears to reflect a 

general sense of self-efficacy. The factor reflects level 

of perceived efficacy with regard to coping strategies 

specifically, internal versus external locus of control, 
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degree of self-esteem, and perceived resources. 

Thus, perceived resources, which was utilized as a unique 

independent variable in the original MANCOVA procedure, was 

shown by factor analysis to be highly related to measures of 

self-efficacy. Perceived resources was thus combined with 

other measures of self-efficacy to yield a self-efficacy 

variable for purposes of exploratory MANCOVA. 

Factor two was defined solely by the Impact of Loss 

Questionnaire. Thus, impact of loss appears to represent a 

unique factor. This factor appears to reflect centrality of 

the lost relationship, the perceived preventability of the 

loss, the amount of total life change associated with the 

loss, and the degree to which the loss was anticipated. 

The variable coping strategies reported utilized prior 

to bereavement (prior strategies) did not load significantly 

on any factor. It was thus viewed as independent of the 

other variables. 

Based on the factor analytic procedure described above, 

another exploratory multivariate analysis of covariance 

(with length of time widowed as covariate) was conducted on 

the widowed subjects. Independent variables were as 

follows: self-efficacy (comprised of the Coping Self-

Efficacy Scale, Levinson's Locus of Control Scale, 

Rosenberg's Self-Esteem Scale, and the Coping Resources 

Questionnaire), impact of loss (as measured by the Impact of 
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Loss Questionnaire), and prior strategies (measured by the 

number of coping strategies reported mobilized in response 

to a loss prior to widowhood, as reported on the Coping 

Competence Scale). 

Tables 5 and 6 summarize the results of the exploratory 

2X2X2 multivariate analysis of covariance procedure (with 

length of time bereaved as covariate). The minimum cell 

size for this procedure was 14 and cell size varied from 14 

to 23 with the average being 15 subjects per cell. 

A median split (scores of 405 or below versus 406 or 

above) was utilized to divide subjects into high and low 

self-efficacy groups. The MANCOVA procedure indicated a 

highly significant main effect for self-efficacy (Fg -jq^ = 

8.47, p<.01). Post hoc univariate analysis produced 

significant effects for six of eight dependent variables. 

Subjects high in self-efficacy indicated less depression as 

measured by the Beck Depression Inventory (Fgfio4 = 39.17, 

P<•01 ), fewer adjustment difficulties with regard to 

bereavement as measured by the Bereavement Experience 

Questionnaire (Fs,104 = 17.23, p<.01), fewer symptoms of 

distress as measured by the Hopkins Symptom Checklist 

(£8,104 = 21.47, p<.01), and less loneliness as measured by 

the U.C.L.A. Loneliness Scale (Us,104 = 28.61 , p<.01) than 

subjects low in self-efficacy. High self-efficacy subjects 
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Table 5 

Observed and Adjusted Means for Exploratory Multivariate 

Analysis of Covariance 

Strategies 1 

Impact 1 

Observed 
Mean SD 

Adjusted 
Mean 

Efficacy 1 BDia pre 16.06 5.74 15.57 

BDI post 17.11 5.96 16.08 

Efficacy 2 BDI pre 5.00 3.97 5.62 

BDI post 6.16 2.69 6.78 

Impact 2 

Efficacy 1 BDI pre 16.30 7.47 16.03 

BDI post 16.76 6.50 16.50 

Efficacy 2 BDI pre 10.19 5.36 10.28 

BDI post 11 .55 4.79 11 .64 

Strategies 2 

Impact 1 

Efficacy 1 BDI pre 12.20 5.73 11 .85 

BDI post 12.85 5.78 12.50 

Efficacy 2 BDI pre 7.04 4.16 7.54 

BDI post 7.93 3.71 8.43 

(table continues) 
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Observed 
Mean SD 

Adj usted 
Mean 

Impact 2 

Efficacy 1 BDI pre 21 .03 6.57 20.67 

BDI post 21 .12 8.02 20.76 

Efficacy 2 BDI pre 7 .57 3.65 7.82 

BDI post 7 .35 4.25 7.60 

Strategies 1 

Impact 1 

Efficacy 1 BEQb pre 153 .24 21 .82 151.08 

BEQ post 162 .43 24.19 160.28 

Efficacy 2 BEQ pre 121 .57 23.93 124.29 

BEQ post 126 .07 25.41 128.79 

Impact 2 

Efficacy 1 BEQ pre 169 .60 30.73 168.42 

BEQ post 174 .73 20.79 173.55 

Efficacy 2 BEQ pre 152 .68 18.27 153.06 

BEQ post 1 55, .68 20.44 156.07 

Strategies 2 

Impact 1 

Efficacy 1 BEQ pre 146. .90 24.10 145.39 

BEQ post 150. .97 22.24 149.46 

(table continues) 
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Observed 
Mean SD 

Adjusted 
Mean 

Efficacy 2 BEQ pre 133.21 14.66 135.42 

BEQ post 132.88 14.79 135.08 

Impact 2 

Efficacy 1 BEQ pre 184.23 17.53 182.67 

BEQ post 183.28 24.20 181.72 

Efficacy 2 BEQ pre 143.26 23.51 144.36 

BEQ post 147.08 16.73 148.17 

Strategies 1 

Impact 1 

Efficacy 1 UCLAC pre 58.34 8.84 57.96 

UCLA post 63.13 13.18 62.76 

Efficacy 2 UCLA pre 43.49 8.02 43.97 

UCLA post 45.76 6.24 46.24 

Impact 2 

Efficacy 1 UCLA pre 64.67 11 .26 64.46 

UCLA post 67.37 12.93 67.18 

Efficacy 1 UCLA pre 57.28 8.97 57.34 

UCLA post 59.52 8.03 59.58 

(table continues) 
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Observed 
Mean SD 

Adjusted 
Mean 

Strategies 2 

Impact 1 

Efficacy- 1 UCLA pre 56 .80 9.84 56.54 

UCLA post 56 .45 9.59 56.18 

Efficacy 2 UCLA pre 45 .65 7.32 46.04 

UCLA post 44 .82 6.66 45.21 

Impact 2 

Efficacy 1 UCLA pre 68 .78 11 .08 68.50 

UCLA post 68 .45 12.98 68.17 

Efficacy 2 UCLA pre 48 .72 6.06 48.91 

UCLA post 47 .77 9.65 48.42 

Strategies 1 

Impact 1 

Efficacy 1 LSIZd pre 18 .03 5.15 18.31 

LSIZ post 17 .07 8.07 17.35 

Efficacy 2 LSIZ pre 31 .37 3.03 31 .01 

LSIZ post 31 .21 2.56 30.86 

Impact 2 

Efficacy 1 LSIZ pre 16 .90 4.39 17.05 

LSIZ post 15 .91 5.10 16.06 

(table continues 
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Observed 
Mean SD 

Ad jus tec 
Mean 

Efficacy 2 LSIZ pre 23.63 4.40 23.58 

LSIZ post 23.22 4.16 23.17 

Strategies 2 

Impact 1 

Efficacy 1 LSIZ pre 20.86 4.60 21 .06 

LSIZ post 20.86 4.07 21 .06 

Efficacy 2 LSIZ pre 27.39 2.79 27.11 

LSIZ post 27.67 4.32 27.38 

Impact 2 

Efficacy 1 LSIZ pre 15.51 5.63 15.71 

LSIZ post 16.03 4.95 16.23 

Efficacy 2 LSIZ pre 25.10 5.66 24.96 

LSIZ post 24.47 4.83 24.32 

Strategies 1 

Impact 1 

Efficacy 1 HSC® pre 109.70 18.58 108.22 

HSC post 109.80 19.37 108.33 

Efficacy 2 HSC ] pre 79.45 15.04 81 .31 

HSC post 82.03 9.27 11 .07 

(table continues) 
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Observed 
Mean SD 

Adj usted 
Mean 

Impact 2 

Efficacy 1 HSC pre 106 .95 24. 37 106. 14 

HSC post 107 .69 23. 24 106. 88 

Efficacy 2 HSC pre 101 .53 14. 03 101 . 79 

HSC post 101 .94 20. 59 102. 20 

Strategies 2 

Impact 1 

Efficacy 1 HSC pre 109 .84 20. 83 108. 80 

HSC post 110 .66 16. 42 109. 63 

Efficacy 2 HSC pre 85 .96 10. 93 87. 47 

HSC post 85 .96 13. 32 86. 68 

Impact 2 

Efficacy 1 HSC pre 132 .80 16. 48 131 . 73 

HSC post 134 .54 20. 24 133. 47 

Efficacy 2 HSC pre 101 .61 19. 89 102. 36 

HSC post 104 .09 13. 68 104. 84 

Strategies 1 

Impact 1 

Efficacy 1 POMSf pre 36 .92 13. 93 35. 34 

POMS post 37 .88 18. 10 36. 30 

(table continues) 
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Observed 
Mean SD 

Adjusted 
Mean 

Efficacy 2 POMS pre 15.40 13.44 17.40 

POMS post 19.09 7.01 21 .09 

Impact 2 

Efficacy 1 POMS pre 44.44 24.20 43.58 

POMS post 45.33 22.12 44.46 

Efficacy 2 POMS pre 26.16 10.87 26.45 

POMS post 28.05 12.63 28.33 

Strategies 2 

Impact 1 

Efficacy 1 POMS pre 36.65 20.54 35.54 

POMS post 37.24 13.60 36.13 

Efficacy 2 POMS pre 19.86 12.00 21 .48 

POMS post 20.48 11 .25 22.10 

Impact 2 

Efficacy 1 POMS pre 58.88 17.06 57.73 

POMS post 56.57 19.16 55.42 

Efficacy 2 POMS pre 31 .25 11 .63 32.06 

POMS post 30.69 17.90 31 .50 

(table continues) 
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Observed 
Mean SD 

Adjusted 
Mean 

Strategies 1 

Impact 1 

Efficacy 1 STRA.M09 pre 64.15 8.71 64.09 

STRA.MO post 64.85 10.24 64.79 

Efficacy 2 STRA.MO pre 54.20 16.81 54.27 

STRA.MO post 58.29 20.72 58.36 

Impact 2 

Efficacy 1 STRA.MO pre 65.66 11 .79 65.62 

STRA.MO post 65.55 11 .04 65.52 

Efficacy 2 STRA.MO pre 71 .36 16.82 71 .37 

STRA.MO post 64.82 10.70 64.83 

Strategies 2 

Impact 1 

Efficacy 1 STRA.MO pre 74.42 8.49 74.38 

STRA.MO post 76.45 7.36 76.44 

Efficacy 2 STRA.MO pre 67.30 8.96 67.36 

STRA.MO post 68.31 8.39 68.37 

Impact 2 

Efficacy 1 STRA.MO pre 72.36 7.31 72.32 

STRA.MO post 72.03 4.31 71 .87 

(table continues 
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Observed 
Mean SD 

Adjusted 
Mean 

Efficacy 2 STRA.MO pre 75.87 8.74 75.90 

STRA.MO post 77.78 19.43 77.81 

Strategies 1 

Impact 1 

Efficacy 1 CSABh pre 42.28 5.73 42.23 

CSAB post 42.73 5.97 42.68 

Efficacy 2 CSAB pre 38.54 10.20 38.60 

CSAB post 40.41 14.74 40.47 

Impact 2 

Efficacy 1 CSAB pre 44.23 5.21 44.20 

CSAB post 43.70 4.95 43.67 

Efficacy 2 CSAB pre 47.67 10.96 47.68 

CSAB post 43.72 3.18 43.73 

Strategies 2 

Impact 1 

Efficacy 1 CSAB pre 49.32 2.59 49.29 

CSAB post 50.68 5.03 50.64 

Efficacy 2 CSAB pre 47.81 4.54 47.86 

CSAB post 48.45 3.35 48.01 

(table continues) 
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Observed 
Mean SD 

Adj usted 
Mean 

Impact 2 

Efficacy 1 CSAB pre 46.76 3.68 46.73 

CSAB post 45.82 12.02 45.79 

Efficacy 2 CSAB pre 47.52 5.69 47.54 

CSAB post 48.37 7.68 48.39 

&BDI = Beck Depression Inventory; bBEQ = Bereavement 

Experience Questionnaire; cucLA = U.C.L.A. Loneliness Scale; 

dLSIZ = Life Satisfaction Index; «HSC = Hopkins Symptom 

Checklist; fpOMS = Profile of Mood States; 

9STRA.MO = Strategies mobilized in response to bereavement; 

hCSAB = Cognitive, social, affective, and behavioral 

strategies mobilized in response to bereavement. 
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Table 6 

Rxnloratorv MANCOVA Findings for Major Independent Variables 

Effect F 
DF 

(Between, within) 

Strategies 2.42a 8,104 

Impact 3.22b 8,104 

Efficacy 8.47b 8,104 

Strategies by Impact 1 .39 8,104 

Strategies by Efficacy .620 8,104 

Impact by Efficacy 3.00b 8,104 

Strategies by Impact by 

Efficacy 1 .64 8,104 

Strategies by Time 1 .63 8,105 

Impact by Time .890 8,105 

Efficacy by Time .357 8,105 

Strategies by Impact by Time .622 8,105 

Strategies by Efficacy 

by Time .541 8,105 

Impact by Efficacy by Time .722 8,105 

Strategies by Impact by 

Efficacy by Time .897 8,105 

Time 1 .99a 8,105 

ap<.05; kp<.01. 
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also indicated higher levels of life satisfaction as 

measured by the Life Satisfaction Index-Z (Fj0,104 = 56.44, 

p<.01) and fewer negative moods as measured by the Profile 

of Mood States (Fs,104 = 21 .88, p<_. 01). 

A second median split (scores of 73 and below versus 74 

and above) was utilized to divide subjects into high and low 

groups with regard to impact of loss. The MANCOVA procedure 

indicated a highly significant main effect for impact of 

loss (F.S, 104 = 3.22, p<.01). Post hoc univariate analysis 

produced significant effects for seven of eight dependent 

variables. Subjects in the high impact of loss group 

indicated more depression as indicated by the Beck 

Depression Inventory (F.8,104 = 7.69, p<.01), more 

bereavement adjustment difficulties as measured by the 

Bereavement Experience Questionnaire (£3,104 = 18.85, 

p<.01), more symptoms of distress as measured by the Hopkins 

Symptom Checklist (FJ8,104 = 10.61, p<.01), and greater 

levels of loneliness as measured by the U.C.L.A. Loneliness 

Scale (Fjb,104 = 13.81, p< . 0 1 ) than subjects in the low 

impact of loss group. Subjects indicating a high level 

impact of loss also showed less life satisfaction as 

measured by the Life-Satisfaction Index-Z (F.8,104 = 13.02, 

p<.01), more negative moods as measured by the Profile of 

Mood States (Fj8 ,104 = 10.28, p<.01), and reported 

mobilizing more coping strategies in response to bereavement 
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(118,104 = 5.22, p<.05) than did subjects indicating a low 

level impact of loss. 

Median split (scores of 27 or below versus 28 or above) 

was again utilized to split subjects into two groups with 

regard to number of coping strategies reported mobilized in 

response to a loss prior to conjugal bereavement (prior 

strategies). The MANCOVA procedure indicated a significant 

main effect for prior strategies (Fg^io4 = 2.42, p<.01). 

Post hoc univariate analysis produced significant effects 

for three of eight dependent variables. Subjects in the 

high prior strategies group showed more symptoms of distress 

as measured by the Hopkins Symptom Checklist (Psfi04 = 

3.64, p<.05), indicated mobilizing more total coping 

strategies in response to bereavement (Fj8,104 = 9.93, 

p<.01), and indicated mobilizing more cognitive, social, 

affective, and behavioral coping strategies in response to 

bereavement than did subjects in the low prior strategies 

mobilized group. 

A significant main effect was also indicated for time 

(£.8,105 = 1 .99* p<.05). Post hoc univariate analysis 

indicated that subjects reported more bereavement adjustment 

difficulties as measured by the Bereavement Experience 

Questionnaire (FJB,105 = 13.28, p<.01) and more loneliness 

as measured by the UCLA Loneliness Scale (Fg,105 = 4.78, 

p<.05) at the second time of measurement than at the first 
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time of measurement. There was also a nonsignificant 

tendency for subjects to indicate more depression as 

measured by the Beck Depression Inventory at the second time 

of measurement than at the first time of measurement 

(*L8,105 = 3.38, p=.069). 

A significant interaction effect was also found between 

impact of loss and self-efficacy (Us,104 = 3.00, p<.05). 

Post hoc univariate analysis (see Figure 3) indicated a 

significant effect for total number of coping strategies 

mobilized in response to bereavement (Fs,104 = 3.00, p<,01). 

74 

72 

70 

Strategies 68 

Mobilized 66 

64 

62 

60 

72.34 

69.92 

68.86 

62.09 

SE-i SE2 

Figure 3. Impact by Self-Efficacy for Strategies Mobilized 
in Response to Bereavement 

Note that at low levels of self-efficacy, high impact of 

loss subjects reported mobilizing slightly fewer coping 

strategies in response to bereavement than did low impact of 
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loss subjects. However, at high levels of self-efficacy, 

high impact of loss subjects reported mobilizing more coping 

strategies in response to bereavement than did low impact 

of loss subjects. 

No further significant multivariate effects were found. 

However, several post hoc significant univariate inter-

actions were noted. These must be interpreted with extreme 

caution, because they are exploratory in nature and because 

the corresponding multivariate effects were nonsignificant. 

First, post hoc univariate analysis revealed a 

significant interaction between impact of loss and time for 

the variables total strategies mobilized in response to 

bereavement (Fs,105 = 4.56, p<.05) and for total number of 

cognitive, social, affective, and behavioral strategies 

mobilized in response to bereavement (FJ8,105 = 5.57, p<.05). 

These findings suggest that subjects with low impact of loss 

increased the number of reported coping strategies mobilized 

in response to bereavement over time, whereas subjects with 

high impact of loss decreased the number of reported coping 

strategies mobilized in response to bereavement over time. 

The findings also suggest that at time one, high impact of 

loss subjects reported mobilizing more cognitive, social, 

affective, and behavioral coping strategies in response to 

bereavement than did low impact of loss subjects. However, 

the reverse was true at time two. 
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Second, post hoc univariate analysis revealed a 

significant interaction between prior strategies and time of 

measurement for the variables bereavement adjustment 

difficulties as measured by the Bereavement Experience 

Questionnaire (Fsfi05 = 3.80, p<.05) and loneliness as 

measured by the U.C.L.A. Loneliness Scale (F.8,105 = 9.38, 

p<.01 ). 

These findings suggest that subjects in the high prior 

strategies group indicated more bereavement adjustment 

difficulties than did subjects in the low prior strategies 

group at time one, but indicated fewer adjustment 

difficulties than did subjects in the low prior strategies 

group at time two. Findings also suggested that subjects in 

the high prior strategies group tended to become slightly 

less lonely over time, whereas subjects in the low prior 

strategies group tended to become more lonely over time. 

Third, post hoc univariate analysis revealed a 

significant interaction between prior strategies and impact 

of loss, for the variable reported number of cognitive, 

social, affective, and behavioral coping strategies 

mobilized in response to bereavement (F_8,104 = 4.81, p<.05). 

This finding suggests that at low levels of prior strategies 

the high impact of loss group reported mobilizing more 

cognitive, social, affective, and behavioral strategies in 

response to bereavement than did subjects in the low impact 
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of loss group. Conversely, at high levels of prior 

strategies, the high impact of loss group reported 

mobilizing fewer cognitive, social, affective, and 

behavioral strategies in response to bereavement than did 

subjects in the low impact of loss group. 

Fourth, post hoc univariate analysis indicated a three-

way interaction among prior strategies, impact of loss, and 

self-efficacy for the variables depression as measured by 

the Beck Depression Inventory (Fs,104 = 6.19, p<.05), and 

life satisfaction as measured by the Life-Satisfaction 

Index-Z (Fsfi04 = 4.37, p<.05). These findings indicate 

that subjects in the high prior strategies/high impact of 

loss group and subjects in the low prior strategies/low 

impact of loss group showed a stronger relationship between 

self-efficacy and depression (with high efficacy subjects 

indicating less depression) than did subjects in the high 

prior strategies/low impact of loss group or low prior 

strategies/high impact of loss group. This trend was 

identical for life satisfaction (with high self-efficacy 

subjects showing higher levels of life satisfaction). 

Following the above-described analyses, which were the 

major focus of the study, a series of further multivariate 

analyses was conducted in order to explore possible effects 

of length of widowhood, bereavement status, and gender on 

the dependent variables, and to assess possible interactions 
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between these and other variables. Analyses were also 

conducted to examine the role of widowed versus nonwidowed 

bereaved status, and to assess possible interactions between 

bereavement status and other variables. 

First, a 2X2X3 multivariate analysis of variance 

procedure was conducted utilizing the independent variables 

experienced competence, impact of loss, and length of time 

bereaved. Main effects for experienced competence and 

impact of loss were similar to those in the original 

analysis. No significant multivariate interactions were 

found. However, post hoc analysis of univariate effects (in 

the absence of multivariate significance) revealed several 

significant interactions as well as a main effect of length 

of time widowed. 

Subjects in this analysis were divided into three 

groups with regard to length of time widowed: short-term 

(less than two years, medium term (two to four years) and 

long-term (five or more years) bereaved. Post hoc 

univariate results suggested that the longer the person had 

been bereaved, the less they exhibited symptoms of 

depression (F-|6,200 = 5.47, p<.05), distress (Fi6,200 = 

3.55, p<.05), negative moods (F.16,200 = 3.68, p<.05), or 

bereavement adjustment difficulties (F.16,200 = 3.94, p<.01). 

Post hoc univariate analysis also suggested an 

interaction between length of time widowed and experienced 
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competence for the variable number of "high level" 

strategies reported mobilized in response to widowhood 

(Fi6,200 = 3.68, p<.05). Whereas generally persons with 

high levels of experienced competence report more high level 

strategies in response to widowhood, the reverse is true of 

long-term widowed persons. Among this group, those with 

high levels of experienced competence report mobilizing 

fewer high level strategies in response to widowhood. 

An additional post hoc finding was an interaction among 

length of time widowed, experienced competence, and time of 

measurement with regard to loneliness (F.1 6,200 = 5.39, 

p<.01 ). Whereas for most persons there was very little 

change in loneliness over time, those in the medium-term 

bereaved group with low experienced competence became less 

lonely over time. 

Finally, a post hoc univariate interaction effect was 

found among impact of loss, length of time bereaved, and 

experienced competence for the variable negative mood states 

(Fi6,200 = 3.47, p<.05). This finding suggested that high 

experienced competence is particularly related to low number 

of negative mood states for the long—term widowed with high 

impact of loss. However, for the medium-term bereaved with 

high impact of loss, high number of negative moods is 

associated with high experienced competence. 
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A 2X2X2 multivariate analysis of covariance procedure 

was next conducted utilizing the variables impact of loss, 

experienced competence, and gender, with length of time 

widowed as covariate. At the multivariate level, no 

significant major effects for gender or interactions with 

gender were found. 

Post hoc univariate analysis suggested several 

significant interactions, however. First, a univariate-

level interaction was found among experienced competence, 

impact of loss, and sex for the variable loneliness (Fgfi03 

= 4.28, p<.05). While in all groups high levels of 

experienced competence were associated with low levels of 

loneliness, this relationship was strongest in the case of 

male subjects with low impact of loss. 

A second post hoc univariate finding suggested an 

interaction among impact of loss, gender, and time of 

measurement for the variable life satisfaction (Us,103 = 

4.65, p<.05). This finding suggests that in the case of low 

impact, females decline in life satisfaction over time 

whereas males increase in life satisfaction. The reverse is 

true in the case of high impact of loss; females become more 

satisfied whereas males become less satisfied. 

A third exploratory 2X2X2X2 multivariate analysis of 

variance utilized the independent variables impact of loss, 

length of time widowed, self-efficacy, and prior strategies. 
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In addition to a main effect for self-efficacy, significant 

interactions were found between length of time widowed and 

prior strategies (F.16,176 = 1 .70, p<.05) and among length of 

time widowed, prior strategies, and time of measurement 

(F1 6 ,1 7 6 = 2.10, p<.01). 

With regard to the interaction between length of time 

widowed and prior strategies, no significant univariate 

interaction effects were found. However, univariate effects 

approached significance for the variables life satisfaction 

(Ji.16,176' = 2.64, p=.077) and number of high level 

strategies reported mobilized in response to widowhood 

(F.16,1 76 = 2.62, p=.078). The former finding suggests that 

the long-term widowed show higher levels of life 

satisfaction if they report many prior coping strategies, 

whereas the short-term widowed show higher levels of life 

satisfaction if they report few prior coping strategies. 

The latter finding suggests that while in general persons 

who report many prior strategies also report many high 

level strategies in response to widowhood, for the long-

term widowed the reverse is true. Long-term widowed who 

reported few prior strategies report mobilizing more high 

level strategies in response to widowhood. 

A significant multivariate interaction was also found 

among length of time widowed, prior strategies, and time of 

measurement (F.16,176 = 2.10, p<.01) for the variables 
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loneliness (F.16,176 = 5.15, p<.01) and life satisfaction 

(**16,176 = 2.67, p<.05). For most groups there is little, 

if any, change in loneliness over time. However, those in 

the medium-term widowed group who reported few prior 

strategies became much less lonely over time, while those in 

the medium-term widowed group who reported many prior 

strategies became more lonely over time. Similarly, most 

groups showed very little change in life-satisfaction over 

time. However, medium-term widowed reporting few prior 

strategies became more satisfied over time, while medium-

term widowed reporting many prior strategies became less 

satisfied over time. 

No further significant findings were revealed at the 

multivariate level. However, post hoc univariate analysis 

suggested that the longer persons had been widowed, the less 

depression "(Fi6,1 76 = 5.24, p<.01) and the fewer bereavement 

adjustment difficulties (Fi6,176 = 3.20, p<.05) they were 

likely to report. 

A final exploratory 2X2X2 multivariate analysis of 

covariance was conducted utilizing the independent variables 

impact of loss, status (widowed versus nonwidowed bereaved), 

and experienced competence (eliminating prior strategies 

from the experienced competence scores), with length of time 

widowed as covariate. Main effects for experienced 

competence and impact of loss were similar to those found in 
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the original data analysis. An additional main effect was 

found for status (Ffi,131 = 2-61 ' P**05) with regard to the 

number of strategies reported mobilized following 

bereavement (Pfl,i31 =
 7- 2 0' P <* 0 1 ) a n d n u m b e r ° f h i g h l e V S l 

strategies reported mobilized in response to bereavement. 

These findings suggest that widowed persons report having 

mobilized more total strategies as well as more high level 

strategies than do nonwidowed bereaved. 

In addition to this finding, several post hoc 

univariate interactions (in the absence of multivariate 

significance) were noted. Significance was found at the 

univariate level for an interaction effect among impact of 

loss, status, experienced competence, and time of 

measurement for the variables bereavement adjustment 

difficulties (F8,132 = 6.46, p<.05) and symptoms of distress 

(*"8,132 = 4.26, p< .05). The first finding suggested that 

only three groups report more adjustment difficulties at 

time two than at time one: nonwidowed bereaved with high 

impact and low experienced competence, widowed with high 

impact and high experienced competence, and widowed with low 

impact and low experienced competence. Nonwidowed bereaved 

with low impact and high experienced competence reported 

fewer bereavement adjustment difficulties over time. The 

second finding suggests that while most persons do not 

change over time with regard to symptoms of distress, 



124 

nonwidowed bereaved with high impact of loss and low 

experienced competence report more symptoms of distress over 

time. Only one group, nonwidowed bereaved with high impact 

of loss and high experienced competence, shows fewer 

symptoms of distress over time. 

After examining group differences with regard to 

response to bereavement, a series of hierarchical multiple 

regression analyses were conducted in order to explore 

individual responses to bereavement. First, principle axis 

factor analysis with varimax rotation was conducted on the 

dependent variables in order to meaningfully group them for 

purposes of the regression analyses. Two factors with 

eigenvalues exceeding one were extracted. Factor 1 

(eigenvalue 3.84) accounted for 54.8% of the variance and 

was defined by scores on the Beck Depression Inventory 

(loading .89), the Bereavement Experience Questionnaire 

(.71), the Hopkins Symptom Checklist (.89), the Profile of 

Mood States (.90), and negatively by the Life-Satisfaction 

Index-Z (-.83). This factor appears to reflect general 

level of distress at the second time of measurement. 

Factor two had an eigenvalue of 1.77, accounted for 

25.3% of the variance, and was defined by the number of 

coping strategies reported mobilized in response to 

bereavement (.96) and the number of high level strategies 

reported mobilized in response to bereavement (.98). 
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This factor appears to reflect initial coping response to 

bereavement as viewed at the second time of measurement. 

The first stepwise regression analysis was conducted 

with distress at time two as the dependent variable. 

Independent variables included age, health status, impact of 

loss, experienced competence, perceived resources, length of 

time widowed, whether or not psychiatric help had been 

sought following bereavement, whether or not a bereavement 

group had been attended, income, education, gender, and 

prior coping strategies. Pour variables were found to 

account for a significant proportion of the variance with 

regard to distress at time two. These variables were 

experienced competence (Beta = .559, p<.01), perceived 

resources (Beta = -.331, p<.01), prior strategies (Beta = 

.305, p<.01), and impact of loss (Beta = .209, p<.01). 

Together these variables accounted for 54% of the variance 

(F = 28.36,p<.01). 

When a similar stepwise regression analysis was 

conducted with two additional independent variables added 

into the equation (distress as measured at time one, and the 

degree to which prior strategies were viewed as helpful), 

three variables were found to account for a significant 

proportion of the variance (65% of variance; P = 59.87, 

p<.01). These variables were distress at time one 
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(Beta = .567, p<.01), perceived resources (Beta = -.211, 

p<.01 ), and experienced competence (Beta = -.184, p<.01). 

A stepwise regression analysis was next conducted with 

initial coping response to bereavement (as measured at time 

two) as dependent variable. Independent variables entered 

included age, health, impact of loss, experienced 

competence, perceived resources, length of time widowed, 

whether or not psychiatric help had been sought following 

bereavement, whether or not a bereavement group had been 

attended, income, education, gender, prior strategies, 

initial coping as measured at time one, and the degree to 

which prior strategies were viewed as helpful. Two 

variables were found which accounted for a significant 

proportion of the variance. Together they accounted for 26% 

of the variance (F = 17.83, p<.01). These were initial 

coping response as measured at time one (Beta = .436, p<.01) 

and income (Beta = .206, p<.01). 

Following the regression analyses conducted on the two 

dependent variables extracted through factor analysis, 

several further exploratory regression analyses were 

conducted to assess possible causality with regard to 

various dimensions of response to widowhood. First, a 

stepwise regression analysis was conducted with the degree 

to which strategies reported mobilized in response to 

widowhood were seen as helpful (as measured at time two) as 
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dependent variable. Independent variables included age, 

health, impact of loss, experienced competence, perceived 

resources, length of time widowed, whether or not 

psychiatric help had been sought following bereavement, 

whether or not a bereavement group had been attended, 

income, education, gender, degree to which strategies 

reported mobilized in response to widowhood were seen as 

helpful at measurement time one, and degree to which prior 

strategies were seen as helpful. Only one variable 

accounted for a significant proportion (4%) of the variance 

(F = 6.43, p<.05). This variable was the degree to which 

strategies tried in response to widowhood were seen as 

helpful at measurement time one (Beta = .222, p<.05). In a 

similar analysis the only significant predictor (accounting 

for 21% of the variance; F = 33.39, p<.01) of the absolute 

number of strategies tried in response to widowhood and 

found very helpful as measured at time two was this same 

variable as measured at time one (Beta = .460, p<.01). The 

number of strategies tried and found helpful in response to 

a loss prior to widowhood did not account for a significant 

proportion of the variance. 

A stepwise regression analysis was also conducted 

utilizing the number of strategies found very helpful prior 

to widowhood (at measurement time two) as dependent 

variable. Independent variables included the number of 
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strategies reported very helpful prior to widowhood at time 

one, age, health, impact of loss, experienced competence, 

perceived resources, length of time widowed, whether or not 

psychiatric help had been sought following bereavement, 

whether or not a bereavement group had been attended, 

income, education, and gender. Two variables were found to 

account for a significant proportion of the variance (18%; 

F = 13.25, p<.01). These variables were the number of 

coping strategies reported as very helpful prior to 

widowhood at measurement time one (Beta = .345, p<-01) and 

impact of loss (Beta = -.209, p<.05). When the same 

regression analysis was conducted with the number of 

strategies tried and found very helpful in response to 

widowhood entered as an independent variable, three 

variables were found to account for a significant proportion 

of the variance (21%; F = 10.50, p<.01). These were the 

number of coping strategies reported as very helpful at 

measurement time one (Beta = .235, p<.05), impact of loss 

(Beta = -.208, p<.05), and the number of strategies reported 

as very helpful in response to bereavement (Beta = .200, 

p< .01). 

In a final set of analyses, nonparametric statistics 

were utilized to assess whether changes in such factors as 

health status, income, seeking psychiatric help, or 

attending a bereavement group from measurement time one to 
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time two could account for declines over time on certain 

measures of adjustment (see original MANCOVA). Analyses 

were conducted on both widowed and nonwidowed bereaved 

subjects. Nonwidowed bereaved were found to report becoming 

slightly more healthy over time (Wilcox on matched pairs 

signed ranks test; Z = -2.02, p<.05); no other changes over 

time were found for this group. Among widowed persons, more 

sought than abandoned psychiatric help over time (sign 

test, p<.05). No other changes over time were found. 



CHAPTER IV 

DISCUSSION 

Experienced Competence, Perceived Resources and 

Impact of Loss: A Longitudinal Perspective 

The model of bereavement upon which the present study 

was based views impact of loss as the bereavement problem, 

the solution which depends upon active coping deriving from 

a sense of experienced competence. Further, perceived 

resources will help to determine the success or failure of 

those strategies mobilized on the basis of experienced 

competence in the present bereavement situation. 

Hypothesis 1 

Based on this model, the first hypothesis with regard 

to the present study was a main effect of experienced 

competence, such that subjects with high levels of 

experienced competence would show higher overall levels of 

adjustment in response to widowhood than would subjects with 

lower levels of experienced competence. Subjects with high 

levels of experienced competence were also predicted to 

report mobilizing more overall strategies, and more high 

level strategies (defined based on the literature as 

13a 
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cognitive, social, affective, and behavioral strategies) in 

response to bereavement than subjects low in experienced 

competence. Since experienced competence reflected the 

variables locus of control, self-efficacy with regard to 

coping strategies, history of mobilization of coping 

strategies and self-esteem, subjects high in experienced 

competence were expected to show higher overall adjustment 

to bereavement based on a sense of personal control. This 

sense of control was thought to derive from a belief in 

contingency between behavior and outcome. A positive 

relationship between internal control beliefs and general 

coping ability has been found in previous studies (Ganellen 

& Blaney, 1984; Johnson & Saranson, 1978). 

A highly significant main effect for experienced 

competence was found, supporting the first hypothesis. 

Subjects high in experienced competence reported less 

depression and loneliness, greater life satisfaction, and 

mobilization of more high level coping strategies in 

response to bereavement than did subjects low in experienced 

competence. There was also a slight but nonsignificant 

tendency for high experienced competence subjects to report 

mobilizing more overall coping strategies in response to 

bereavement than low experienced competence subjects. Thus, 

subjects who presumably had a greater sense of control over 

outcome in the bereavement situation did appear to mobilize 
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more effective coping strategies and to show higher levels 

of adjustment on variables measuring adjustment in a broad 

sense. 

It is also interesting to note, however, that exper-

ienced competence level was not related to several measures 

of adjustment reflecting more specific symptomatology and 

specific bereavement difficulties. Thus, no difference 

between subjects high and low in experienced competence was 

found with regard to specific symptoms of distress, negative 

moods, or bereavement adjustment difficulties. It appears 

that experienced competence is a better predictor of broad 

measures of adjustment following bereavement than of more 

specific, bereavement-related symptomatology. 

With regard to the relationship between locus of 

control (an important aspect of experienced competence) and 

coping ability, Stroebe and Stroebe (1987) argue that two 

contradictory predictions have been made. The first 

prediction is that since learned helplessness derives from a 

belief in the inability to control events, people who 

already believe they have little control should react with 

higher levels of depression to uncontrollable events such as 

the loss of a loved one (Ganellen & Blaney, 1984; Johnson & 

Saranson, 1978). 

This prediction is supported by the present finding 

that high levels of experienced competence are related to 
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low levels of depression in a widowed population. The 

alternate prediction states that persons who expect control 

will be more severely affected by the lack of control 

involved in events such as bereavement (Pittman & Pittman, 

1979). Thus, it might be argued according to this line of 

reasoning that those who have a strong sense of internal 

control experience more invalidation of their basic beliefs 

following conjugal loss than do those with an internal locus 

of control. Generally, the present findings support the 

former prediction. As will be shown below, when the 

experienced competence variable was altered somewhat on the 

basis of exploratory factor analysis, the new "self-

efficacy" variable which resulted was related to both broad 

and specific measures of distress following bereavement. 

This provided even more support for the prediction that 

people who already believe they have little control will 

react with higher levels of depression to uncontrollable 

events. 

Hypothesis 2 

The second hypothesis predicted a main effect for 

impact of loss, such that subjects with low levels of impact 

of loss would report mobilizing more (and more high level) 

strategies in response to bereavement and would show higher 

overall levels of adjustment than would subjects higher in 

impact of loss. Since impact of loss reflects degree of 
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life change, anticipation of loss, centrality of the lost 

relationship and perceived preventability of loss, high 

impact of loss was thought to reflect a greater "bereavement 

task." It was expected that those facing this greater task 

would cope more poorly and show lower levels of overall 

adjustment than would those facing a lesser task. 

Results suggested that subjects with high impact of 

loss indicated more depression, more bereavement adjustment 

difficulties, more symptoms of distress, more loneliness, 

lower life satisfaction, and more negative moods than did 

those with low impact of loss. Whereas experienced 

competence was related to broad measures of adjustment but 

not to measures of specific bereavement difficulties, impact 

of loss was related to both broad and more specific 

measures. Impact of loss is probably even more related to 

invalidation of basic constructs or belief systems than is 

experienced competence. A person who experiences a great 

deal of life change as the result of the unanticipated loss 

of a highly central relationship is also experiencing a 

tremendous violation of the "assumptive world" (Parkes, 

1962, 1972, 1975). Further, this violation of assumptions 

is not simply a global invalidation of general beliefs 

regarding the controllability of events; it is a violation 

of day-to-day assumptions regarding everyday interactions 

and events related to the deceased spouse. Thus, it is not 
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surprising that impact of loss is more specifically related 

to bereavement adjustment difficulties than is experienced 

competence. 

One interesting post hoc finding was a nonsignificant 

tendency for subjects with high impact of loss to mobilize 

more coping strategies than subjects with low impact of 

loss. This finding, though only approaching significance, 

is in the opposite direction of that hypothesized. This 

same variable, total number of coping strategies mobilized 

in response to bereavement, approached significance in the 

hypothesized direction for experienced competence. Although 

these are merely nonsignificant tendencies, one might 

speculate that number of strategies mobilized does not 

represent a straightforward measure of good adjustment. 

Subjects high in experienced competence showed a tendency to 

report mobilizing more strategies and to show positive 

overall adjustment. Subjects with low impact of loss, 

however, showed a tendency to mobilize fewer strategies 

while showing high overall levels of adjustment. Bereaved 

persons may mobilize strategies based on the difficulty of 

the bereavement task, or the degree to which basic beliefs 

or constructs have been invalidated. Those whose central 

beliefs have been highly violated may try many coping 

strategies in an effort to reconstruct the "assumptive 

world." This may be even more true in the case of subjects 
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with high levels of experienced competence, who are expected 

to take a more active stance with regard to coping. 

This line of reasoning would lead to a prediction of an 

interaction between experienced competence and impact of 

loss, such that high impact of loss subjects would have a 

tendency to mobilize more coping strategies in the case of 

high experienced competence than in the case of low 

experienced competence. Although this prediction runs 

counter to the original hypotheses, a trend approaching 

significance was found in this direction (discussed below). 

Hypothesis 3 

Hypothesis three predicted a main effect for perceived 

resources, such that subjects with high levels of perceived 

resources were expected to achieve higher levels of overall 

adjustment and to mobilize more and higher level coping 

strategies than those with low levels of perceived 

resources. Perceived resources reflected the subject s 

perception of the availability of cognitive, emotional, 

economic, health, community, and social resources. 

Results suggested that persons with high levels of 

perceived resources showed less depression, fewer 

bereavement adjustment difficulties, fewer symptoms of 

distress, lower levels of loneliness, higher levels of life 

satisfaction, and fewer negative moods than did subjects 

with low levels of perceived resources. As was the case 
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with impact of loss, level of perceived resources was 

related both to broad measures of adjustment and to more 

specific measures of bereavement-related symptomatology. 

This finding supports the general psychological stress model 

outlined by Lazarus and Folkman (1984) in which 

psychological stress is viewed as "a particular 

relationship between the person and environment that is 

appraised by the person as taxing or exceeding his or her 

resources and endangering his or her well-being" (p. 19). 

While perceived resource level was related to all other 

measures of adjustment, it was not related to the number of 

strategies or high level strategies mobilized. The model 

upon which this study was based stated that perceived 

resources will determine the success or failure of those 

strategies mobilized, based on a sense of experienced 

competence. The measures of adjustment found to be 

associated with level of perceived resources may reflect the 

success of whatever strategies are mobilized, regardless of 

the absolute number of strategies mobilized. 

It should be noted that in exploratory regression 

analysis, income was found to be a significant predictor of 

the number of strategies and high level strategies mobilized 

in response to widowhood. However, "income" as a predictor 

was a demographic variable representing absolute income and 

not perceived economic resources. Because coping strategies 
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include activities such as engaging in hobbies, or spending 

time listening to music or with art or writing, persons with 

more financial resources may simply have greater access to 

certain coping strategies. Again, though, the difference 

between absolute and perceived resources should be 

emphasized. Whereas perceived resources tend to predict 

overall adjustment but not strategies mobilized, absolute 

(economic) resources predicted strategies mobilized but not 

overall adjustment. Findings in the past with regard to the 

relationship between economic resources and bereavement 

outcome have been contradictory. Whereas Parkes (1975) 

found an increased likelihood of "bad outcome" in low 

socioeconomic status widows, Maddison and Walker (1967) 

failed to find a relationship between socioeconomic status 

and bereavement outcome. These contradictory findings may 

result from a failure to differentiate between absolute and 

perceived resources. 

Hypothesis 4 

The fourth hypothesis predicted a main effect for time, 

such that subjects in general were expected to report 

mobilizing more coping strategies in response to widowhood 

and to show higher overall levels of adjustment at the 

second time of measurement than at the first. A main effect 

for time was found, but in the opposite direction of that 

hypothesized. Subjects in general showed more bereavement 
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adjustment difficulties at the second time of measurement 

than at the first. There was also a slight but 

nonsignificant tendency for subjects to indicate more 

depression and loneliness at the second time of measurement 

than at the first. Thus, contrary to expectations, subjects 

in general appear to have deteriorated with regard to at 

least certain types of adjustment over time. Because the 

average length of time bereaved for widowed subjects in the 

present study was one to two years, it had been predicted 

that subjects would be in a "recovery phase," and therefore 

increasing in overall levels of adjustment. 

Nonparametric statistics showed no evidence that these 

changes over time were due to changes in demographic 

variables such as health, income, or help sought in dealing 

with bereavement difficulties. However, post hoc analysis 

of exploratory MANOVA procedures indicated that the longer 

persons had been widowed, the less likely they were 1.0 

report symptoms of depression, distress, negative mood 

states, or bereavement adjustment difficulties. In these 

procedures, widowed persons bereaved more than five years 

indicated fewer symptoms than those widowed two to four 

years, who in turn indicated fewer symptoms than those 

widowed for less than two years. Thus, over the six-month 

span of the present study, persons widowed an average of one 

to two years tended to show more symptoms over time; 
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paradoxically, the longer-term widowed persons tended to 

show fewer symptoms than the shorter-term widowed persons. 

These results must be interpreted with caution, as the 

latter findings are post hoc and exploratory. However, they 

do raise questions as to the course of bereavement in 

widowhood. 

These findings support those of Osterweis, Solomon, and 

Green (1984) who found that depression and other symptoms of 

distress often persist for much longer than a year following 

bereavement. Stroebe and Stroebe (1987) divide the course 

of bereavement into four phases rather than the typical 

three: numbness, yearning and protest, despair, and 

recovery and restitution. They assert that the "despair 

stage may last for months, or even a year or two. During 

this stage, according to the authors, widowed persons are 

often heard to say that "it gets worse before it gets 

better" (p. 14). Even during the recovery and restitution 

phase which follows, there may be temporary setbacks and 

periods of increased loneliness as the widowed person moves 

toward identity reconstruction. The present findings 

support this view of recovery. Recovery from conjugal 

bereavement may not be a smooth, unidirectional progression. 

Rather, there may be periods of increased despair at certain 

points along the way to recovery. Nevertheless, movement 

over the longest term is toward higher levels of adjustment. 
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Exploratory analyses provide support for this view of 

the course of bereavement as nonlinear, with periods of 

"setback" on the way to recovery. A post hoc relationship 

was found between low levels of experienced competence and 

decreased loneliness over time in mid-term (two to four 

years) widowed persons. Additionally in this mid-term 

group, in widowed persons with high impact of loss, high 

experienced competence tended to be associated with negative 

mood states. A significant relationship was also found 

between high number of strategies mobilized in response to a 

loss prior to widowhood, and increased loneliness over time 

in mid-term widows. In the longest term, however, both high 

levels of experienced competence and high numbers of prior 

coping strategies appear related to overall positive 

adjustment. On the average, the widowed persons in this 

study were entering this "mid-term" stage. Temporary 

negative changes over time may have actually been more 

likely to occur in widowed persons with high levels of 

self-efficacy as they actively conducted "grief work" and 

engaged in identity reconstruction. 

Other findings from exploratory, post hoc analysis 

suggest that the relationship between self-efficacy and 

change over time may differ for widowed persons and 

nonwidowed bereaved. Post hoc analysis of an exploratory 

MANOVA suggested that among nonwidowed bereaved, the only 
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group which showed increased bereavement adjustment 

difficulties over time was the group with high impact of 

loss and low experienced competence. This might have been 

predicted on the basis of the model upon which this study 

was based; persons with a large bereavement task and little 

sense of efficacy with which to tackle the task would be 

expected to deteriorate over time. In widowed persons, 

however, those with high impact of loss and high experienced 

competence and those with low impact of loss and low 

experienced competence tended to develop more bereavement 

adjustment difficulties over time. The former group may be 

experiencing temporary setbacks as they actively struggle 

with a large bereavement task. The latter group may 

deteriorate over time due to apathy, and it is possible that 

deterioration in this group may be more permanent. Again, 

this is speculation based on post hoc, exploratory findings. 

However, it tends to support previous work indicating that 

conjugal bereavement differs qualitatively from other types 

of bereavement (Raphael, 1983). In the present study, 

exploratory MANCOVA results revealed a significant tendency 

for widowed persons to be more active in their coping 

strategies than are nonwidowed bereaved. They mobilized 

more total coping strategies and more high level strategies 

than did nonwidowed bereaved. 
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With regard to decreases in adjustment levels over time 

found in widowed persons in the present study, the 

possibility should be pointed out that a selection bias may 

have been operating such that those who were deteriorating 

in adjustment level over time were more likely to remain in 

the study than were those who were not. Stroebe and Stroebe 

(1989) found that depression affects willingness to partici-

pate in bereavement studies, but operates differently for 

males and females. Whereas widowers who were less 

depressed were more likely to participate, widows who were 

more depressed were more likely to participate. Because our 

sample consisted primarily of widows, it could be argued 

that those who continued to participate throughout the study 

had a greater tendency toward deteriorating adjustment 

levels than did those who dropped out. However, if this 

were the case, exploratory MANCOVA results should have 

revealed a sex by time interaction, indicating that females 

were deteriorating in adjustment more than were males. Such 

an interaction was not found. 

Finally, with regard to changes over time, it should be 

noted that the deterioration shown by subjects in this study 

is not general, but is primarily with regard to bereavement 

adjustment difficulties in particular. Over the longest 

term, exploratory analysis showed a nonsignificant tendency 

toward improvement with regard to more general adjustment. 
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Whereas adjustment in general may gradually improve over 

time, adjusting to bereavement issues in particular may 

follow a more complex and less unidirectional course. In an 

unpublished manuscript, Conway, Hayslip, and Tandy (1989) 

found that persons widowed less than three years indicated 

more impactfulness as measured by the Bereavement Experience 

Questionnaire than did persons widowed more than three 

years. However, when the data were reanalyzed defining 

short-term widowed persons in terms of less than one year or 

less than two years post bereavement, no differences were 

found on the BEQ. These findings, together with the 

findings of the present study, run counter to the commonly 

held notion that widowed persons adjust to bereavement in a 

smooth, unidirectional manner. 

Hypothesis 5 

The fifth hypothesis predicted an interaction between 

experienced competence and impact of loss, such that level 

of impact of loss would be more salient at high levels of 

experienced competence than at low levels. Thus, more 

difference in the adjustment levels and number of strategies 

reported mobilized in response to bereavement between high 

and low impact subjects was expected at high levels of 

experienced competence than at low levels. Subjects at low 

levels of experienced competence were expected to fail at 

the bereavement task regardless of the difficulty of the 
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task, because they would be unlikely to mobilize resources 

and coping strategies. As level of experienced competence 

increased, the difficulty of the bereavement task (impact of 

loss) would begin to make a difference, with more effective 

coping taking place in the case of high impact of loss. 

Results did suggest an interaction between impact of 

loss and experienced competence, but significant results 

were not found with regard to specific dependent variables. 

However, two nonsignificant trends suggest that this 

relationship did not occur as hypothesized. First, there 

was a slight but nonsignificant trend toward a greater 

relationship between impact of loss and loneliness (with 

high impact of loss related to high levels of loneliness) in 

the case of low experienced competence than in the case of 

high experienced competence. This finding is in the 

opposite direction of that hypothesized. It suggests that 

at least with regard to loneliness, impact of loss may be 

more salient at low levels of experienced competence than at 

high levels. 

It was argued above that two predictions have been made 

with regard to the relationship between locus of control and 

coping ability. The first states that persons with external 

locus of control will experience more distress in the face 

of uncontrollable events. The second states that persons 

with internal locus of control will suffer more in the face 
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of uncontrollable events, because their basic belief in the 

controllable nature of events will have been violated. The 

fifth hypothesis could be viewed as more supportive of the 

second prediction. To a certain extent, experienced 

competence reflects locus of control, while impact of loss 

reflects the degree to which events are perceived as 

uncontrollable. Viewed in this framework, the fifth 

hypothesis could be seen as stating that events perceived as 

uncontrollable will lead to more distress in the case of 

high internal locus of control. The tendency with regard to 

loneliness was in the opposite direction of that 

hypothesized, thus supporting the first prediction with 

regard to the relationship between locus of control and 

coping ability. Stroebe and Stroebe (1987) reported results 

of a study which also supports the first prediction. They 

found that widowed persons with low internal control beliefs 

reacted with greater depression to unexpected loss than did 

those with high internal control beliefs. There was little 

difference in the depression of the two groups when loss was 

expected. 

Revising the reasoning behind the original hypothesis, 

it might be speculated that at high levels of experienced 

competence, subjects are likely to succeed at the 

bereavement task regardless of its level of difficulty. 

Persons with high levels of self—efficacy and an internal 
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locus of control will overcome the problems posed by events 

viewed as uncontrollable. However, at low levels of 

experienced competence, persons will be more impacted by 

events viewed as uncontrollable. They will be able to 

mobilize sufficient strategies and resources to succeed with 

a less difficult bereavement task, but will be unable to 

succeed when faced with a more difficult task. 

The second nonsignificant trend with regard to the 

interaction between impact of loss and experienced 

competence has already been mentioned. Here, as 

hypothesized, there was a tendency for impact of loss to 

have more salience in the case of high experienced 

competence than in the case of low experienced competence. 

However, contrary to expectations, it was the high impact of 

loss subjects who mobilized more strategies in the case of 

high experienced competence. However, it was argued above 

that the variable number of strategies mobilized in response 

to bereavement may operate differently than other measures 

of adjustment and may not even in itself indicate a positive 

level of adjustment. Returning again to the two predictions 

with regard to the relationship between locus of control and 

response to bereavement, the first prediction may be 

accurate with regard to certain measures of adjustment, but 

may not be relevant to the number of coping strategies 

mobilized. 
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Hypothesis 6 

The sixth hypothesis predicted an interaction between 

experienced competence and resources, such that perceived 

resources would be more salient in the case of high 

experienced competence than in the case of low experienced 

competence. The model of bereavement upon which this study 

was designed views experienced competence as the sense of 

personal control necessary in order to mobilize strategies 

and utilize resources perceived to be available. At low 

levels of experienced competence, resource level would not 

have a large impact, since the bereaved person would be 

unlikely to utilize resources even when they were perceived 

available. However, at higher levels of experienced 

competence, bereaved persons were expected to begin to 

mobilize resources when they were perceived available. 

Thus, level of perceived resources would make an important 

difference in adjustment only in the case of high 

experienced competence. 

Contrary to the hypothesis, no interaction between 

resources and experienced competence was found. Instead, as 

discussed above, resources appeared to have a powerful 

effect in their own right, regardless of the level of 

experienced competence. This finding was supported by the 

results of exploratory regression analysis, in which 

perceived resources powerfully predicted distress at the 
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second time of measurement. One reason why no interaction 

was found with experienced competence may be the focus on 

nerceived rather than actual resources. In other words, 

rather than assessing actual income, the Coping Resource 

Questionnaire asked subjects whether or not they perceived 

themselves to be financially secure. It may be that actual 

resources would have interacted with experienced competence 

in the manner hypothesized. However, perceived resources 

may be a construct very similar in some ways to experienced 

competence. Persons with high self-esteem, internal locus 

of control, and a sense of competence with regard to ability 

to cope may also perceive themselves as having sufficient 

resources, regardless of the level of actual resources. 

Evidence from a factor analytic study that this is the case 

will be discussed below. 

Hypothesis 7 

The seventh hypothesis predicted a four-way interaction 

among experienced competence, impact of loss, perceived 

resources, and time of measurement. Specifically, it was 

predicted that experienced competence would have less 

salience in the case of high impact/low resources or low 

impact/high resources at the second time of measurement than 

at the first. The opposite would be true in the case of low 

impact/low resources or high impact/high resources; in these 

cases experienced competence would have more salience at the 
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second time of measurement than at the first. This is 

basically stating that in the case of a very difficult or 

benign bereavement challenge, experienced competence would 

at first make a difference, but as time progresses, the 

extreme nature of the challenge (in either direction) would 

override the effects of experienced competence, and would 

ultimately determine adjustment levels. Conversely, in the 

case of a moderate overall bereavement challenge (such as 

that represented by high impact/high resources or low 

impact/low resources) outcome would ultimately depend 

heavily on the person's level of experienced competence. 

Ho four-way interaction was found. Therefore, this 

part of the bereavement model was not supported. Again, one 

reason that this prediction was not supported may be that 

perceived resources represents a construct very similar in 

some ways to experienced competence. Perceived resources 

may be confounded with experienced competence to the extent 

that they do not interact in the ways predicted. 

The Original MANCOVA: Post Hoc Analysis 

With regard to the original MANCOVA study, no further 

significant multivariate effects were found. However, post 

hoc analysis revealed several interesting univariate 

interactions which reached significance in the absence of 

significant multivariate effects. Because such findings 

tend to capitalize on chance, they should be interpreted 
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with extreme caution. However, they may be examined for 

heuristic purposes, to guide hypotheses recording adjustment 

to bereavement and to raise questions for future researc 

Competence and Time: Widowhood, 

as Multidimensional 

The first post hoc finding was an interaction between 

experienced competence ar>d time with regard to life 

satisfaction. Subjects low in experienced competence showed 

decreased life satisfaction over time, while those high in 

experienced competence showed increased life satisfaction 

over time. While no interaction was hypothesized between 

experienced competence and time, this post hoc tendency fits 

the general bereavement model on which this study was based. 

High experienced competence subjects would be expected to 

mobilize more strategies and make better use of resources, 

and would therefore be expected to show increasing levels of 

overall adjustment, including life satisfaction. The 

opposite would be true for subjects with low levels of 

experienced competence. 

Earlier it was noted that post hoc, exploratory 

analyses indicated that in some groups high levels of 

experienced competence may be related to increased 

loneliness and bereavement adjustment difficulties over 

time. Thus, while in general high experienced competence 

may be related to increasing life satisfaction, in 
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particular subgroups high experienced competence may be 

related to temporary "setbacks" on the road to recovery. It 

appears that widowhood is characterized by multidirectional 

and multidimensional changes such that positive changes 

along certain dimensions may occur simultaneously with 

negative changes along other dimensions. Thus, 

paradoxically, some groups of widowed persons may simul-

taneously increase in life satisfaction while also 

increasing in loneliness and bereavement adjustment 

difficulties. This view of widowhood is partially supported 

by the work of Lund, Casserta and Dimond (1986) who 

interviewed 192 conjugally bereaved persons at six points 

following bereavement. While the authors did find gradual 

improvement over time, they also found that competing and 

conflicting behaviors and feelings often occur 

simultaneously in bereavement. For example, at a time when 

scores were high on emotional shock and depression, they 

were also high on life satisfaction, psychological 

strength, and coping. The seemingly contradictory findings 

with regard to the interaction between experienced 

competence and time in the present study support this view 

that competing and conflicting experiences may occur 

simultaneously in widowhood. 

In fact, researchers may have erred in the past by 

assuming that all outcome measures are equivalent in 
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bereavement studies. Thus, it is assumed that health, mood 

states, coping, life satisfaction, etc. all follow similar 

courses in bereavement. A study by Norris and Murrell 

(1987), however, supports a more multidimensional view of 

bereavement. The authors interviewed 63 elderly bereaved 

persons and 387 controls in a longitudinal study of conjugal 

bereavement. They found that physical symptoms and 

psychological symptoms followed very different patterns xn 

bereavement. Bereavement did not have a main effect on 

health but did have a main effect on psychological distress. 

Psychological effects were independent of pre-bereavement 

levels of stress, but health measures were related to pre-

bereavement levels of stress. After the death, 

psychological symptoms generally increased. However, health 

symptoms increased only if there had been no significant 

family stress before the death; otherwise they decreased. 

While the present study did not examine health symptoms, it 

provides support for the conclusion that various outcome 

measures may follow very different patterns following 

bereavement. 

There is evidence that helping professionals may fail 

to appreciate this complex course of recovery from 

bereavement. In the unpublished manuscript by Conway, 

Hayslip, and Tandy (1989), the authors reported the results 

of a study of the grief reactions experienced by widows as 
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compared to those perceived by helping professionals. In 

general, they found that widows saw their bereavement as 

less impactful, less distressing, and requiring less use of 

coping resources than did clergy members, counselors, 

physicians, or funeral directors. Helping professionals may 

misjudge the impact of bereavement because they fail to 

appreciate its multidimensional nature and multidirectional 

course. The present study suggests that recovery from 

bereavement is quite complex; an appreciation for this 

complexity might enhance the effectiveness of helping 

professionals. 

Other Univariate Interactions Tnvolvlng Time 

& second post hoc univariate finding was an 

interaction between impact of loss and time for number of 

high level strategies reported mobilized in response to 

bereavement. Note that the subjects are not actually 

changing with regard to the number of these coping 

strategies currently mobilized over time. Rather, it is the 

perception of coping just following bereavement that is 

changing over time. Low impact of loss subjects increased 

the number of high level strategies reported over time, 

while high impact of loss subjects decreased the number of 

high level strategies reported over time. 

Because no interaction between impact of loss and time 

was found for any other measure of adjustment or coping, it 



155 

is unlikely that this finding actually represents increased 

levels of adjustment over time. Rather, it may reflect a 

kind of cognitive consistency. As time passes, those whose 

bereavement task was the least difficult may have come to 

view themselves as having responded more to the bereavement 

situation and vice versa. Thus, they were able to 

cognitively bring the response to bereavement in line with 

current level of functioning. 

The final post-hoc univariate finding was a three-way 

interaction among experienced competence, impact of loss and 

time for bereavement adjustment difficulties. The high 

impact of loss/high experienced competence and low impact of 

loss/low experienced competence groups experienced 

increasing bereavement adjustment difficulties over time. 

Meanwhile, the low impact of loss/high experienced compe-

tence and high impact of loss/low experienced competence 

showed little or no increase in bereavement adjustment 

difficulties over time. This is similar to an exploratory, 

post hoc finding described above, in which widowed and non-

widowed bereaved subjects differed with regard to the inter-

action among impact of loss, experienced competence, and 

time. There it was argued that for some groups, particu-

larly those with high experienced competence, increased 

bereavement adjustment difficulties may represent a 

temporary setback as the person moves more generally toward 
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overall recovery. Other groups, particularly those with 

low experienced competence, may experience a more permanent 

deterioration in adjustment. 

Exploratory Analysis of Prior Strategies, 

Self-Efficacy and Impact of Loss 

The findings discussed thus far were based on an 

intuitively derived grouping of independent variables. For 

example, measures intuitively believed to reflect aspects of 

a construct similar to self-efficacy were combined to yield 

the experienced competence variable. Following this 

analysis, a factor analysis procedure was utilized to 

determine the factor structure of scales and measures used 

in the original analysis. 

Factor Analysis of Independent Variables 

Whereas the original experienced competence variable 

had combined scores on the Rosenberg Self-Esteem Scale 

(RSES),' Levinson's Locus of Control Scale (LLC), the Coping 

Self-Efficacy Scale (CSES) and the number of coping 

strategies reported mobilized in response to a loss prior to 

bereavement (prior strategies), factor analysis suggested 

that the latter variable (prior strategies) should not be 

grouped with the others. Instead, the Coping Resource 

Questionnaire (CRQ) loaded with the other original measures 

of experienced competence. 
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It was argued above that perceived resources may 

represent a construct similar to experienced competence. 

Since the CRQ measures perception of sufficient resources 

rather than objective resources, it could be argued that 

positive perceptions regarding resources might be viewed as 

one aspect of self-efficacy. Thus, for a second exploratory 

analysis, the CRQ was grouped with the original measures of 

self-esteem, locus of control, and coping self-efficacy to 

form a new self-efficacy variable. 

Factor analysis supported the Impact of Loss 

Questionnaire (IOLQ) as a unique construct; it was therefore 

retained as an independent variable for the purposes of 

exploratory analysis. The "prior strategies" measure, part 

of the experienced competence construct in the original 

analysis, was also retained as a separate independent 

variable for purposes of exploratory analysis. Thus, based 

on results of factor analysis, the exploratory MANCOVA 

utilized three main independent variables: self-efficacy, 

impact of loss, and prior strategies. 

Main Effects of Self—Efficacy and Prior 

Strategies: The Role of Coping Strategies 

Exploratory analysis yielded a main effect for self-

efficacy, such that persons with higher self-efficacy 

indicated less depression, fewer adjustment difficulties 

with respect to bereavement, fewer symptoms of distress, 
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less loneliness, greater life-satisfaction, and fewer 

negative moods than did persons with lower self-efficacy. 

As discussed above, in the original data analysis, 

experienced competence was related to more general measures 

of adjustment but was not related to measures of specific 

bereavement-related symptomatology. The new self-efficacy 

variable derived from factor analysis is related to both 

broad and specific measures of adjustment. Thus, self-

efficacy as defined for purposes of exploratory analysis 

appears to be a more powerful construct than was experienced 

competence. 

Further analysis suggests that the increased powerful-

ness of self-efficacy over experienced competence may stem 

from the elimination of "prior strategies" from the former 

variable. Prior strategies represents the absolute number 

of coping strategies reported mobilized in response to a 

loss prior to widowhood. Intuitively, this variable was 

thought to represent one aspect of self-efficacy. Persons 

who had mobilized many strategies in response to a previous 

loss were expected to have a greater sense of competence in 

dealing with the current bereavement situation. 

Exploratory analysis, however, suggests that prior 

strategies is related to bereavement outcome in quite 

complex ways. It appears to be neither an aspect of self-

efficacy nor a straightforward measure of good adjustment 
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to widowhood. A main effect for prior strategies was found 

in the present exploratory MANCOVA suggesting that high 

prior strategies is related to mobilization of many 

strategies and high level strategies in response to 

widowhood. Post hoc univariate analysis also indicated that 

persons high in prior strategies showed less deterioration 

over time than did persons low in prior strategies with 

regard to bereavement adjustment difficulties. Overall/ 

persons reporting many prior strategies became less lonely 

over time. Univariate post hoc analysis in a subsequent 

MANOVA study also indicated a tendency for many prior 

strategies to be related to better life satisfaction in 

long-term widowed persons. 

Thus far, prior strategies may appear to reflect a 

predictor of positive outcome in bereavement. However, 

analysis of this variable indicates that this is by no means 

always the case. First, a main effect was found in the 

present exploratory MANCOVA suggesting that many prior 

strategies are related to more symptoms of distress. This 

finding was supported by results of exploratory regression 

analysis, which suggested that many prior strategies 

significantly predicted distress at the second time of 

measurement. Post hoc univariate analysis in a subsequent 

exploratory MANOVA procedure indicated a tendency for few 

prior strategies to be related to higher levels of life 
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satisfaction in short-term widowed persons. In this same 

analysis, a significant tendency was revealed for medium-

term widowed persons who reported many prior strategies to 

become more lonely and to decrease in life satisfaction over 

time. Medium-term widowed persons who reported fewer prior 

strategies became much less lonely and increased in life 

satisfaction over time. Finally, post hoc univariate 

analysis of the presently discussed exploratory MANCOVA 

study suggested that only those persons who report few prior 

strategies adjust the number of high level strategies 

mobilized in response to widowhood to the impactfulness of 

the loss. Persons reporting many prior strategies failed to 

report mobilizing more high level strategies in response to 

greater impact of loss. 

One reason that these findings may be contradictory is 

that many of them are exploratory and post hoc, representing 

univariate significance in the absence of multivariate 

significance. Thus, they may be chance findings. However, 

it may be useful for heuristic purposes to explore possible 

reasons why reporting many prior strategies might be related 

to overall distress and negative changes over time in 

medium-term widowed persons, but also to positive changes 

over time in widowed persons as a whole and high levels of 

life satisfaction among long-term widowed persons. 



161 

One interpretation of these seemingly contradictory 

findings is based on the work of Neugarten, Havighurst, and 

Tobin (1968), who related the adaptation level of elderly 

persons to personality types. While the widowed persons who 

participated in the present study were not all elderly, 

Zarit (1980) argues that there is evidence that the 

personality types described by Neugarten, Havighurst, and 

Tobin are stable over time. The authors classified persons 

into four types: integrated, passive-dependent, armored, 

and unintegrated. Generally, integrated persons who had a 

rich inner life and a high degree of competence showed the 

highest overall levels of adaptation. Unintegrated, with 

poor emotional control and few competencies, were the least 

well-adapted. Armored and passive-dependent persons might 

or might not be well-adapted, depending upon interaction 

with their environment. 

The personality type of relevance here is the armored 

type—high achievers who actively strive to exercise control 

over their environments and over their own impulses. 

Persons who report many prior strategies may represent 

armored types, who actively strive to maintain control by 

mobilizing numerous coping strategies when faced with 

uncontrollable events. At first, following loss or trauma, 

these relatively rigid persons might show very high levels 

of distress, poor adjustment, and even deterioration over 
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time. Thus, high levels of prior strategies are associated 

with low levels of life satisfaction in short-term widowed, 

negative changes over time in medium-term widowed, and 

general distress overall. However, the active, persistent 

style of this group of persons may eventually allow them to 

"recompensate," rebuilding their "armor" or defenses over 

time. Thus, high levels of prior strategies are related to 

overall positive changes over time, and high levels of life-

satisfaction in long-term widowed. Finally, these persons 

whose defenses are rigid yet effective when not under 

extreme stress may fail to adjust the number of high level 

strategies mobilized to the impactfulness of the loss. 

Their brittle defenses may break down when the impact of 

loss is very great, preventing them from making use of high 

level strategies. However, when the impact of loss is of 

lesser proportions, they are less likely to decompensate and 

better able to make use of their usual active style. 

Another possible explanation for contradictory findings 

with regard to prior strategies is that certain of these 

strategies may reflect self-efficacy while others reflect a 

lack of self-efficacy. In addition to cognitive, social, 

affective, and behavioral strategies, prior strategies 

included denial/avoidance, focusing on the deceased person, 

and seeking support and guidance. Based on the literature, 

the first four were considered to be high level strategies, 
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while the latter three were considered to be less adaptive. 

However, there is some evidence in the literature that even 

high level strategies may not always be adaptive. For 

example, Maddison and Walker (1967) found that widows with 

"good outcome" were less likely to express affect to others 

than were widows with poor outcome. Lopata 91979) argued 

that in our culture "support" often actually consists of 

pressure toward normalcy, which hinders rather than aids 

adaptation in bereavement. Thus, seeking social contact and 

expressing affect may not always be adaptive. 

Finally, the contradictory findings with regard to 

coping strategies may have to do with the perceived 

effectiveness of these strategies. The present study 

examined the use of various coping strategies, but did not 

focus on the perceived effectiveness of these studies. 

Previous research by Foster and Gallagher (1986) suggests 

that persons exhibiting higher and lower levels of 

psychological functioning may differ more with regard to the 

perceived effectiveness of coping strategies than with 

regard to the number or type of strategies utilized. The 

authors administered a self-report coping behavior measure 

to 32 depressed and 32 nondepressed elderly subjects and 

found that depressed persons utilized most coping strategies 

to the same degree as nondepressed persons, but viewed these 

strategies as less helpful. One category of coping 



164 

behaviors involving emotional discharge (overeating, 

smoking, verbal outbursts) was utilized more by depressed 

than by nondepressed subjects. The contradictory results of 

the present study may stem from the fact that not only are 

some strategies helpful and others harmful, but that persons 

differ greatly with regard to the perceived helpfulness of 

various strategies. 

This line of reasoning is consistent with results of 

the original data analysis, where it was discovered that the 

number of coping strategies mobilized in the current 

bereavement situation did not appear to be a straightforward 

measure of positive adjustment in widowhood. Mobilizing 

many strategies, for example, was not related to high levels 

of perceived resources and was related to high impact of 

loss. Finally, an exploratory factor analysis conducted on 

the dependent variables indicated that strategies mobilized 

together with high level strategies mobilized represented a 

separate factor from all other measures of adjustment. In 

sum, simply mobilizing strategies, even "high level" 

strategies, is not necessarily indicative of high levels of 

adjustment. 
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nt-.har Significant Findings From 

Exploratory MANCOVA 

A third major finding from the exploratory MANCOVA was 

a main effect for impact of loss similar to that found in 

the original analysis, indicating overall much higher levels 

of adjustment in the low impact than in the high impact 

group. However, the low impact group also mobilized fewer 

coping strategies than did the high impact group. This 

supports again findings discussed earlier indicating that 

widowed persons may "adjust" strategies mobilized to the 

impactfulness at the loss. 

A fourth major finding of the exploratory MANCOVA was a 

significant main effect for time, such that bereaved persons 

over time showed increasing bereavement adjustment 

difficulties, loneliness, and depression. This reflects the 

same trend as that discussed with regard to the original 

analysis, but here the trend is even stronger. 

The final major finding produced by the exploratory 

MANCOVA was an interaction between self-efficacy and impact 

of loss with regard to the number of strategies reported 

mobilized in response to bereavement. High impact of loss 

subjects mobilized more strategies than did low impact of 

loss subjects when self-efficacy was high; the reverse was 

true when self-efficacy was low. Further, impact of loss 

had more salience in the case of high self-efficacy than in 
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the case of low. This significant finding is in the same 

direction as a similar nonsignificant tendency in the 

original analysis. It suggests that when self-efficacy is 

low, persons with high impact of loss may be overwhelmed by 

the bereavement task and may mobilize fewer strategies than . 

subjects with low impact of loss. Conversely, when self-

efficacy is high, persons may mobilize strategies according 

to the difficulty of the task, with more strategies 

mobilized in response to a more difficult task. 

Post Hoc Univariate Findings of 

Exploratory MANCOVA 

No further significant multivariate results were 

obtained from the exploratory MANCOVA. However, several 

post hoc univariate results were noted. Several of these 

have already been discussed. The remainder will be 

mentioned briefly. 

The first post hoc univariate finding suggested that 

subjects with low impact of loss viewed themselves as having 

mobilized more strategies and more high level strategies at 

the second time of measurement than at the first, while the 

reverse was true of subjects with high level impact of loss. 

This finding is similar to an interaction found in the 

original analysis, and again may simply reflect an 

attribution as to the current level of functioning. Since 

high impact of loss subjects tend to achieve lower levels of 
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adjustment, they may search for an attribution for their 

poor adjustment, and over time may come to view themselves 

as having been less active in coping with bereavement. 

The last post hoc univariate finding to be discussed 

with regard to this MANCOVA study was an interaction among 

prior strategies, impact of loss, and self-efficacy for 

depression and life satisfaction. Persons in the high prior 

strategies/high impact group and those in the low prior 

strategies/low impact group showed a greater relationship 

between self-efficacy and depression and loneliness than did 

other persons. It appears that when impact and prior 

strategies are "matched" (for example, a person with a very 

impactful loss has a history of using many prior 

strategies), self-efficacy plays the largest role. In 

persons who already have a history of utilizing a number of 

strategies appropriate to the impactfulness of the current 

loss, self-efficacy may help to determine the perceived 

effectiveness of those strategies. 

Exploratory Analysis of Demographic Variables 

In addition to the original analysis described above 

and the alternate MANCOVA based on factor analysis results, 

several exploratory MANOVAs, MANCOVAs, and regression 

analyses were conducted in order to assess the effects of 

variables such as gender, length of time widowed, widowed 

versus nonwidowed bereaved status, and demographic 
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variables. Most of the results of these exploratory 

analyses have been incorporated into the discussion of the 

original and alternate MANCOVA procedures described above. 

However, several findings from these analyses which have not 

yet been discussed may help to shed light on the process of 

conjugal bereavement, as well as raise questions for future 

research. 

Exploratory Analysis; The Role of Gender 

In an exploratory MANCOVA procedure, no main effect for 

gender was found. Stroebe and Stroebe (1983) reviewed the 

literature and concluded that men tend to suffer more than 

do women in conjugal bereavement. However, the main 

variable on which men and women were found to differ was 

health, which was not directly measured in the present 

analysis. Generally, findings with regard to the question 

of which gender suffers more in conjugal bereavement have 

been equivocal. Some studies have found women to be more 

depressed than men following conjugal bereavement (Carey, 

1977) . However, many of these studies do not utilize 

nonbereaved control, groups. In the general population, 

depression is about twice as common in women as in men 

(Nolan-Hoekeksema, 1987) . Thus, it is not surprising that 

widowed women may be found to be more depressed than widowed 

men. Along these lines, Gallagher, Breckenridge, Thompson, 

and Peterson (1983) compared 199 elderly bereaved to 79 
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nonbereaved elderly subjects, and found that although 

bereaved women showed greater distress than bereaved men, 

similar differences were found in the control group. Thus, 

gender differences in grief and general psychological 

distress could not be accounted for by bereavement status. 

The present study supports the work of Gallagher, 

Breckenridge, Thompson, and Peterson, which concludes that 

there are no significant main effects for gender on 

emotional adjustment in conjugal bereavement. 

It should be cautioned, however, that results of the 

present study may have been different if measures of health 

and social adjustment had been included as dependent 

variables. As mentioned above, when gender differences have 

been found, they have generally been with regard to health 

status. The work of Solie and Fielder (1987-1988) suggests 

that these differences may be due to sex role orientation 

rather than gender per se. The authors used the Bern Sex 

Role Inventory to categorize widowed persons according to 

sex role groups and found that androgenous widowed persons 

showed higher levels of adjustment while undifferentiated 

persons showed the lowest levels of adjustment. However, 

these differences were found only with regard to health and 

social adjustment; they were not found with regard to 

emotional adj ustment. 
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Although the present exploratory analysis found no 

significant main effects for gender or interactions with 

gender, post hoc univariate analysis suggested two trends. 

The first is that, when impact of loss is low, females 

decrease in life satisfaction over time whereas males 

increase. However, when impact of loss is high, females 

increase in life satisfaction over time while males 

decrease. It has already been discussed that increases or 

decreases over the six month span of the present study may 

not be represen- tative of longer term changes over time. 

Females, for example, may spend more effort than males 

"working through" a low impact loss. Attention to the loss 

may lead to temporary decline in life satisfaction, followed 

by long-term increase in life satisfaction. If these 

findings are not due to chance, they simply suggest that the 

pattern of recovery may differ for males and females. 

The second post hoc univariate finding suggested that 

experienced competence is more powerful in mediatxng 

loneliness among males with low impact of loss than among 

any other group. The previous finding suggested that males 

improve over time when impact of loss is low; the degree of 

experienced competence may be a particularly salient factor 

among men in determining the extent of improvement. Again, 

these findings are based on post hoc univariate data and 

may be due to chance. However, they suggest that the 
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patterns of recovery and the variables mediating recovery 

may differ somewhat for males and females. 

TCvploratory Analysis: The Role of 

Bereavement Status 

With regard to widowed versus nonwidowed bereaved 

status, exploratory MANCOVA revealed a significant tendency 

for widowed persons to mobilize more total coping strategies 

and more high level strategies than nonwidowed bereaved. It 

has been asserted that, with the exception of losing a 

child, widowhood is the most difficult and traumatic form of 

bereavement (Raphael, 1 9 8 3 ) . Holmes and Rabe ( 1 9 6 7 ) , in 

their social readjustment rating scale, rate death of a 

spouse as the single most stressful life event. However, 

the present study did not find a main effect for type of 

bereavement on most measures of distress. 

One reason why no major differences between widowed and 

nonwidowed bereaved persons with regard to distress and 

depression was found may have to do with a cohort effect. 

Recent research has shown that the rate of depression in our 

culture is steadily rising and that younger cohorts have 

rates of depression many times higher than do older cohorts 

(Robins et a l . , 1 9 8 4 ) . Since the average age of widowed 

persons in the present study was 58 , as compared to 4 0 . 6 for 

nonwidowed bereaved, cohort effects with regard to general 



172 

depression and distress may be inseparable from the effects 

of bereavement. 

Nevertheless, the fact that widowed subjects were more 

active in their attempts to cope than were nonwidowed 

bereaved in the present study suggests some differences 

among these two groups in their response to bereavement. 

Because basic assumptions, behavioral patterns, and sources 

of reinforcement are often built around one's spouse, 

invalidation of assumptions and loss of reinforcement may be 

more extreme in widowhood than in most other types of 

bereavement. This may lead to more active efforts to cope, 

to rebuild the "assumptive mold" and to find new sources of 

reinforcement than is seen in other types of bereavement. 

Exploratory Regression Analysis: A Limited Role 

For Demographic Variables 

Exploratory regression analysis generally supported the 

assumption that the major variables utilized in this study 

are better predictors of distress/adjustment than are 

demographic variables such as income, education, and sex. 

Regression analysis suggested that distress at measurement 

time two was significantly predicted by experienced 

competence, impact of loss, perceived resources, and prior 

strategies, but not by age, health, length of time widowed, 

help sought in coping with bereavement (group or 

psychiatric), income, education, or gender. However, when 
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distress at time one was entered into the equation, impact 

of loss and prior strategies no longer significantly 

predicted distress. This suggests that what is measured in 

distress at time one may significantly overlap with what is 

measured in impact of loss and prior strategies. 

With regard to coping strategies and the degree to 

which they were viewed as helpful, exploratory regression 

analysis generally suggested that the best predictors of 

these variables at measurement time two were these same 

variables at measurement time one. This suggests 

consistency in the way widowed persons view their coping 

skills over time. Even psychiatric help and partici-

pation in bereavement groups were not shown to mediate 

change in these variables over time. 

The results of a study reported by Dimond, Lund, and 

Caserta (1987) support the findings of the present study 

that in a longitudinal study of bereavement the best 

predictor of distress at time two may be distress at 

measurement time one. The authors followed 192 bereaved 

persons over a period of two years following bereavement and 

found that qualitative aspects of the social support system 

(such as the opportunity to express oneself) predicted long-

term outcome better than structural aspects of the social 

support system (such as size and strength of ties). More 

relevant to the current discussion, however, was the finding 
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that the best predictor of depression at each time of 

measurement was depression at the first time of measurement. 

This finding, together with the findings of the present 

study, suggests that persons who are at high risk for 

bereavement complications may be identifiable very soon 

after bereavement. Changes in demographic variables such as 

income and health status, in and of themselves, may have 

relatively little impact on long-term outcome. 

Findings with regard to the relationship between 

intervention, such as attending bereavement groups or 

seeking psychiatric help, and bereavement outcome have 

generally been contradictory. Lund, Diamond, and Juretich 

(1985) asked elderly persons if they would have been willing 

to participate in an intervention program following 

bereavement. Those who indicated willingness were more 

depressed and viewed their coping skills less positively 

than those who expressed unwillingness to participate. On 

the other hand, Vachon, Lyall, Rogers, Freedman-Leftofsky, 

and Freemon (1980) found that widows who participated in an 

intervention program involving receiving support from other 

widows showed fewer symptoms on the General Health 

Questionnaire two years later than did nonparticipants. 

Contradictory findings may stem from the fact that 

participation in these programs is confounded with other 

variables, such as level of distress or self-efficacy. 
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In the exploratory regression analyses conducted for the 

purposes of the present study, intervention predicted 

neither distress nor coping. 

Implications 

Learned helplessness theory (Seligman, 1975) predicts 

that as persons become helpless in the face of 

uncontrollable events, they will no longer be motivated to 

respond and will be unable to make use of information for 

learning purposes. In other words, to the helpless 

individual, resources make little difference. It was 

predicted that in persons with low experienced competence, 

involving low self-esteem, external locus of control, poor 

self-efficacy with respect to coping, and little prior 

experience with coping strategies, perceived resources and 

impact of loss would make little difference. Such persons 

were expected to be passive and helpless in the face of 

conjugal bereavement, and to experience a "poor outcome" 

regardless of the level of impact or resources. Only in 

persons with high experienced competence were these 

variables expected to be salient. 

These predictions were not supported by results of the 

present study. In fact, the preponderance of evidence 

stemming from the present study suggests that it may be when 

experienced competence is low that impact of loss makes the 

most difference with regard to bereavement outcome. Thus, 
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persons with low experienced competence or self-efficacy may-

be at particularly high risk for poor outcome when the 

impact of loss is great, but may be highly responsive to any 

intervention which might be aimed at lowering the impact of 

loss. 

The variable "impact of loss" was designed to reflect 

the degree of violation of basic constructs and loss of 

reinforcement. As such, the "stress model" of bereavement 

would predict that in the face of high impact of loss, 

defenses would be weakened and coping would break down, 

leading to deterioration in overall functioning. While high 

impact of loss was associated with poor adjustment overall, 

there was also a tendency for persons experiencing high 

impact to intensify mobilizing of coping strategies. 

However, the present study revealed no evidence that 

simply mobilizing a large number of coping strategies is 

directly related to good outcome. In fact, the relationship 

between the mobilization of many coping strategies and 

adjustment level was found to be quite complex and at times 

contradictory. This is consistent with the contradictory 

findings with regard to coping in the general literature. 

The present study found no evidence for powerful effects of 

intervention in widowhood, including attending bereavement 

groups or seeking psychiatric help. One reason for this may 

be general misunderstanding among help providers of the 
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relationship between attempts to cope and overall 

adjustment. 

On the one hand, many help providers may encourage 

active efforts to cope in many areas, including socializing, 

engaging in hobbies, cognitively "working through" the loss, 

and expressing feelings. A "myth" with regard to widowhood 

may exist stating that "the more active in coping the 

better." However, active attempts to cope alone were not 

generally found in the present study to be associated with 

increased levels of adjustment. For example, Pennebaker and 

O'Heeron (1984) found that simply ruminating about a 

spouse's death was associated with increased illness rates 

from before to after conjugal bereavement. Well-meaning 

persons may advise the bereaved to "review the loss," or 

engage in "grief work," which in some cases might not be 

differ-entiated from mere rumination and might have harmful 

effects. Further, above it was speculated that there might 

be a group of "armored personalities" who are active, but at 

least in the short-term relatively ineffective in their 

attempts to cope. Simply encouraging many types of active 

coping strategies in the widowed might be misguided. 

On the other hand, many help providers may discourage 

certain behaviors which do have potential for increasing 

adjustment. Lopata (1979) argued that "support" in our 

culture often consists of pressure toward normalcy. 
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Thus, denial, sanctification, and hallucination of the 

deceased spouse may be discouraged, when in fact they may 

have potential under some circumstances to increase the 

adjustment of widowed persons. 

The recent work of Woodfield and Viney (1984-1985) may 

help to shed light on the complexity of this issue. The 

authors, basing their work on the personal construct theory 

of George Kelly (1955), argue that the invalidation of 

constructs resulting from loss leads to parallel processes 

of assimilation and accommodation. Assimilation is an 

attempt to fit the loss into the existing construct system, 

while accommodation is an attempt to adjust the construct 

system to fit the new reality. According to Woodfield and 

Viney, both processes are necessary and must be balanced in 

order to achieve high levels of adjustment. 

Most research on bereavement, such as that of Parkes 

and Weiss (1983) has focused upon accommodation to the 

exclusion of assimilation. Rebuilding the "assumptive 

world" may be seen as an accommodation process. However, 

Kelly (1955) argued that when our constructs are threatened 

or dislodged, we can choose between "definition" and 

"extension;" that is, we can insist upon fitting the new 

reality to our current constructs in order to further define 

them, or we can "extend" or adjust our constructs to the 
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new reality. A balance between these two processes will 

lead to the highest level of adjustment. 

Thus, according to Woodfield and Viney (1984-1985), 

certain "low level" coping strategies may not be low level 

at all, but may simply reflect the "assimilation" side of 

adjustment. These strategies may be associated with poor 

outcome in bereavement only to the extent that they are 

heavily relied upon, to the exclusion of accommodation 

strategies. Illusions or hallucinations, as well as 

sanctification of the deceased spouse, may represent 

attempts to fit reality to the existing construct system. 

As long as these assimilation strategies are balanced by 

accommodation strategies, they may be helpful to the widowed 

person. 

Accommodation strategies might include those typically 

thought of as high level, such as the cognitive, social, 

affective, and behavioral strategies measured for purposes 

of the present study. However, even these high level 

strategies may be maladaptive if not balanced by strategies 

reflecting the assimilation process. 

This model would explain why findings with regard to 

coping strategies were contradictory in the present study, 

as well as in the previous literature (Hirsch, 1980; 

Maddison & Walker, 1967). It also suggests that future 

research should be aimed at assessing interactions among 
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coping strategies, rather than examining individual 

strategies. A strategy such as avoidance might be 

maladaptive if relied upon exclusively, but adaptive if 

balanced by other strategies such as cognitive appraisal or 

affective expression. 

Because questions remain as to how various patterns of 

coping behaviors relate to bereavement outcome, those 

attempting to help widowed persons cope with bereavement 

might be advised to use caution in encouraging or 

discouraging specific coping behaviors. Rather, helping 

professionals might best benefit widowed persons by 

attempting to increase self-esteem, internal locus of 

control, self-efficacy, and perceived resources and to 

decrease the impact of loss. In the present study, these 

variables are more clearly related to good outcome than are 

particular coping strategies. 

The importance of attending to the self-esteem of 

widowed persons is supported by previous literature. Lopata 

(1975) views bereavement as a process of identity recon-

struction. The present study indicates that the widowed 

person needs not only to rebuild an identity, but to build 

one based on high self-esteem and a sense of personal 

control and self-efficacy. In a longitudinal study of 

conjugally bereaved elderly persons, Lund, Dimond, Caserta, 

Johnson, and Pulton (1985-1986) found that low self-esteem 
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at three weeks was the best predictor of poor coping two 

years following bereavement. Thus, it may be particularly 

important to identify widowed persons with low self-esteem 

early in the bereavement process. Such widowed persons 

might be helped by being encouraged to enter new roles or 

undertake new activities in which self-esteem can be 

enhanced and self-efficacy can be achieved. Informally, 

many respondents in the present study reported that "helping 

others," particularly other bereaved persons, helped them to 

overcome depression and distress. In addition to merely 

"adjusting to" or "getting used to" the loss, widowed 

persons may need to replace the "spouse" role, which once 

provided self-efficacy and self-esteem. 

With regard to lessening the impact of loss, perceived 

preventability and total life change appear to be the 

aspects most amenable to change. While the other two 

aspects (degree of anticipation of loss and centrality of 

the lost relationship) may not be amenable to change, it 

could even be argued that perceived preventability and life 

change might be conceptualized as dependent rather than 

independent variables. In other words, rather than these 

variables causing distress, it could be argued that persons 

in great distress report more total life change and view the 

loss as more preventable than do those in less distress. 

The relationship between these variables and distress may be 
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a reciprocal one. For example, a person who initially views 

the loss as preventable may experience greater levels of 

distress than someone who views the loss as unpreventable. 

Depression and distress may then lead the person to ruminate 

on the preventability of the loss, perhaps leading to self-

blame, internal attributions, and even greater distress. 

Cognitive techniques might be used to help the person 

to "rethink" the loss in more adaptive ways. With regard to 

life change, this variable may not always be amenable to 

intervention, because some widowed persons will be forced to 

relocate or adjust to a reduced income. However, because 

life change is related to high levels of distress, widowed 

persons might be encouraged to minimize change where 

possible. For example, a widow who is forced to sell her 

home may be able to choose whether to move to an apartment 

in an unfamiliar area or to remain in the same neighborhood, 

where she can attend the same church and make use of 

familiar community resources. A sense of restlessness might 

tempt some bereaved persons to undertake radical life 

changes as a way of distracting themselves from distress. 

However, the present study supports earlier research 

(Lieberman, 1975) suggesting that minimizing total life 

change will reduce the overall bereavement task and will be 

associated with higher levels of adjustment. 
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Widowed persons experiencing high levels of distress 

might also be encouraged to change their perceptions 

regarding available resources. Results of the present study 

suggested that perception of sufficient resources was 

closely related to measures of experienced competence, and 

might in fact reflect one aspect of self-efficacy. While it 

might be unrealistic to attempt to change a person's 

perceptions with regard to economic resources, persons might 

be helped to view their emotional and cognitive resources 

more positively and to be made more aware of available 

community resources. 

Thus, traditional intervention probably revolves around 

encouraging various coping strategies, whereas a more 

fruitful approach might be to focus on increasing self-

efficacy and self-esteem and altering maladaptive 

cognitions and perceptions. Because the experience of 

bereavement often involves depression (Parkes, 1986-1987) 

and because widowed persons are often elderly, helping 

professionals should also utilize knowledge regarding how 

elderly persons cope with depression. For example, Foster 

and Gallagher (1986) found that the use of coping behaviors 

involving emotional discharge (eating, verbal outbursts) was 

associated with depression among elderly persons. They also 

found that depressed subjects utilized most coping 

strategies to the same degree as nondepressed subjects, but 
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rated the strategies as less helpful. The present study 

also found that low levels of "coping self-efficacy" were 

associated with distress and depression following 

bereavement. Again, cognitive techniques, in conjunction 

with support and encouragement, might be particularly 

helpful in altering the perceptions of widowed persons 

regarding the efficacy of various strategies. 

The present findings also indicate that persons 

attempting to help the widowed should be aware of possible 

longr-term trends following bereavement. Widowed persons may 

still be experiencing "setbacks" one or more years following 

bereavement, showing increasing distress over a period of 

several months. Helpers unaware of this trend may label 

such widowed persons as dysfunctional or in a state of 

"chronic grief." In fact, periods of "working through" the 

loss may reoccur or continue months of years following 

bereavement, leading to temporary decline but long-term 

increase in adjustment. Widowed persons experiencing such 

periods of decline might be encouraged to hear that they are 

not alone, and that periods of increasing distress may be 

normal on the road to long-term recovery, or even growth. 

Limitations of the Study 

The major limitation of the present study is that it 

was highly exploratory in nature. Four of the scales 

utilized were designed specifically for purposes of 
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the study. Although alpha coefficients suggested adequate 

reliability for each of these instruments, validity studies 

have not yet been conducted. With regard to dependent 

variables, shortened or revised versions of several 

instruments were utilized. In most cases, reliability and 

validity of these versions have been well demonstrated. 

However, coefficient alphas reported for the Hopkins Symptom 

Checklist are based on the 58-item version of the instrument 

rather than on the 44-item version utilized in the present 

study. Thus, a limitation of the study is the less than 

optimal certainty regarding the reliability and validity of 

several instruments utilized. 

As the study was exploratory in nature, instruments 

were combined to form independent variables on an intuitive 

basis. Later, exploratory factor analytic procedures were 

utilized to assess the underlying factors represented by the 

variables. For the most part, the original variables were 

supported. However, factor analysis did suggest some 

changes, such as removing prior strategies from experienced 

competence and creating a new self-efficacy variable which 

included perceived resources. The MANCOVAs based on this 

new combination of variables must be considered highly 

exploratory in nature, and caution must be used in drawing 

conclusions from the data. 
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Another limitation of the study is the absence of a 

nonbereaved control group. Because many of the question-

naires dealt directly with response to bereavement, such a 

control group was not considered feasible. Therefore, the 

control group consisted of nonwidowed bereaved persons. The 

small size of this group (46 persons) did not allow for 

comparison on all dimensions. Instead, the nonbereaved 

control group was assessed in an exploratory MANCOVA 

utilizing the independent variables impact of loss, 

experienced competence, and bereavement status, with length 

of time bereaved as covariate. The effects of resources and 

prior strategies were not examined in the nonwidowed 

bereaved population. Thus, it cannot be certain that 

patterns of distress and coping among widowed persons might 

not be found among other groups as well. 

There were also important differences in the widowed 

and nonwidowed bereaved samples. The median length of time 

bereaved was one to two years for widowed, and two to three 

years for nonwidowed bereaved. Thus, differences in the 

degree of active coping and patterns of change over time may 

reflect different lengths of time bereaved. Nonwidowed 

persons were also younger than widowed persons, with mean 

age in the two groups being 40.6 and 58, respectively. 

Cohort effects cannot be eliminated as a possible cause for 

differences between these two groups. The attrition rate 
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was higher for nonwidowed persons (20% for nonwidowed as 

opposed to 13% for widowed). Persons dropping out of 

longitudinal bereavement studies have been shown to differ 

significantly from those remaining in through both times of 

measurement (Stroebe & Stroebe, 1989). Additionally, there 

were significant differences between the experimental and 

control groups with regard to whether or not a bereavement 

group had been attended (72% of widowed, 12% of nonwidowed 

bereaved). Although regression analysis suggested that 

attendance of these groups did not predict adjustment, this 

finding may have been spurious based on low variability in 

the widowed sample. 

Both widowed and nonwidowed bereaved were primarily 

female (88% of widowed, 76% of nonwidowed) and caucasian 

(99% of widowed, 96% of nonwidowed). Gender differences 

were assessed in exploratory MANCOVA procedures, but because 

of the small number of males in the study, some cell sizes 

were small. Thus, differences with regard to gender must be 

interpreted with caution. Findings with regard to this 

study may not be applicable to noncaucasians. 

Finally, most subjects voluntarily responded to ads or 

were contacted through bereavement groups. Persons who 

voluntarily respond may differ significantly from those who 

do not respond to ads. A high percentage of the sample had 

sought psychiatric help or psychological help in dealing 
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with bereavement (20% of widowed, 30% of nonwidowed). 

Additionally, as mentioned above, a large percentage (72%) 

of the widowed sample had attended a bereavement group. 

Seeking psychiatric help and group support may reflect 

higher than average levels of distress, or greater than 

average coping efforts, or both. Thus, caution is advised 

in generalizing the present findings to all bereaved 

persons. 
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Through the Department of Psychology at North Texas State University, we 
ace conducting a study on coping with the loss of a loved one and would 
like to invite you to participate. In order to do so, you must have lost 
a spouse, child, sibling, parent, or close friend. Your participation in 
the project will involve filling out a set of questionnaires on two 
separate occasions, approximately 6 months apart. Each time, the ques-
tionnaires should take a hour or so to complete. The questionnaires 
have to do with your thoughts, feelings, and behaviors relating to the 
death of a loved one. Please be assured that your participation is 
voluntary and all your responses are completely confidential. Although 
it is important to our study that you answer as many questions as 
possible, you may refuse to answer any questions that you choose. You 
also have the right to ask questions about the study and to withdraw from 
participation at any time. 

We believe that research projects such as this one can lead to knowledge 
that will be of benefit to bereaved persons and service providers in the 
future. Your participation would be greatly appreciated. 
If you are interested in participation, please read the following 
paragraph and sign upon consent. 
kkkkkkkAkkkkkA'kkkk'kkkkkkk-kkkkkkkkkkkkkkkkkkXXkkXXXXXXXXXXXXXXXXXXXXXXXXX 

I understand the purpose of this study and the procedures to be followed. 
Furthermore, I understand that the procedures are investigational and 
that I may withdraw my consent at any time. With my understanding of the 
confidential nature of the project and the knowledge that I may ask 
questions regarding the procedure, I voluntarily consent to the project 
designated above. 

Date: Subject's Signature: 

Examiner's Signature: 

Please put a check mark next to the designation which indicates the 
relationship(s) to you of the lost loved one(s): 

parent child sibling close friend husband or wife 

If you have any questions or concerns, please contact Susan Allen at 
(214) 315-0136 or write to one of the examiner's at the address below. 

Sincerely, 

Susan Allen 

Bert Hayslip 
NTSU Psychology Department 
P.O. Box 13587 
Denton, TX 762023-3587 
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Frcm: Susan Allen, Doctoral Candidate, NTSU 

Regarding: NTSU Psychology Department Study of Bereavement 

Thank you for agreeing to participate in our study of bereaved persons. 
Experiencing the loss of a loved one is a difficult and painful process 
for many people. Seme bereaved persons nay experience unnecessary 
loneliness, because others do not understand their needs. It is our 
purpose to increase understanding of the needs of bereaved persons. In 
this effort, we need your help and input. We realize that our 
questionnaire is lengthy and may seem repetitive. Please understand that 
the repetition is necessary in gathering the kinds of infomauion we 
need. We anticipate that the results of this study will be important in 
educating those who work with bereaved persons and may ultimately be of 
great benefit to those who have lost loved ones. Your tune and effort 
are a very inportant contribution to this project. 

As you know, the study will take place in two parts. We ask that you 
fill out all of the questionnaires in the packet and return tnem within 2 
weeks of receiving them. Then, in approximately 6 months, you will 
receive another identical packet to ccntplete. 

Your answers to all questions will be completely confidential. 
Initially, your name will be matched to the number on the front page of 
the packet, so that we can keep track of all of the materials. However, 
this information will be destroyed, as soon as the packets are collected, 
and no one will ever match your name to your responses. 

If you are returning the packet by mail, ycu will find a stamped, 
a^rogfipH envelope enclosed. Please feel free to call me evenings of 
weekends to discuss problems, concerns, or questions. My heme phone 
number is (214) 315-0136. During the daytime, you may leave a message 
with Beatrice Wisian at (817) 451-4349. Feel free to call either number 
collect. Again, thanks to you for being an important part of our study. 

Sincerely, 

Susan Allen 
OTSU Psychology Department 
P. 0. Box 13587 
Denton, TX 76203-3587 



APPENDIX C 

INSTRUCTIONS AND INFORMATION, MEASUREMENT TIME 2 

193 



194 

From: Susan Allen, Doctoral Candidate, NTSU 

Regarding: NTSU Psychology Department Study of Bereavement 

Aaain, I want to thank you for participating in our 
study of bereaved persons. Your input thus far has truly 
been an important contribution to our work. 

As you know, the study takes place in two parts. 
Enclosed is a questionnaire identical to the one that you 
filled out approximately six months ago. ^inds 
nature of the study is very important in compiling tne Kin 
of data that we need. We very much iaPPr®Ji^J £?!5V 
the time to help us in this final stage of the study. 

If you have any questions, please feel free to call me 
collect, evenings of weekends, at (214) 315-0136. 

We hope that the research we are doing, with your help, 

will be of help to others. 

Sincerely, 

Susan E. Allen 
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Please circle the number next to the correct response, 
or fill in the blank, as indicated. 

Age 

Sex 

Marital Status 

1) Never married 

4) Separated 

Race 

1) Caucasian 

4) Oriental 

1) Male 2) Female 

2) Divorced 

5) Living together 

3) Married 

6) Widowed 

2) Black 

5) American 
Indian 

3) Latin-American 

6) Other (Specify) 

Religious Affiliation 

1) Protestant (indicate denomination) 

2) Catholic 3) Jewish 4) Other (Specify) 

Education 

1) Did not graduate from high school 

2) High school graduate 

3) Some college, trade school, or 2-year degree 

4) Bachelor's 5) Master's 

Do you believe in life after 
death? 

How many times have you been 
married? 

6) Doctorate or M.D, 

1) Yes 2) No 

1 ) None 2) Once 3) More than once 

If widowed, have you been widowed 1) Yes 2) No 
more than once? 
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How many years have you been married to your present 
or most recent spouse?___ 

How many of your children are now living?__ 

Have you ever lost a child through 1) Yes 2) No 
death? 

Have you lost your father through 1) Yes 2) No 
death? / 

Have you lost your mother through 1 ) Yes 2) No 
death? 

Have you ever lost another close 1) Yes 2) No 
relative through death? 

Have you ever lost a close friend 1) Yes 2) No 
through death? 

Have you ever lost a sister or 1) Yes 2) No 
brother through death? 

If your mother is deceased, how old were you when she 

died? 

If your father is deceased, how old were you when he 

died? 

How long ago did your spouse or loved one die? 

1) 1 to 3 months 2) 4 to 9 months 
3) 10 months to 1 year 4) 1 to 3 years 
5) 2 to 3 years 6) 3 to 4 years 
7) 4 to 5 years 8) 5 to 7 years 
9) more than 7 years 

Have you suffered any major losses other than the 
loss of a spouse in the past 2 years? 

1) Yes 2) No 

If the answer to the above question is yes, what was 
the relationship of the deceased person to you? 

1) child 2) mother 3) father 
4) sister or brother 5) other close 6) close 

relative friend 
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If widowed, how did your spouse die? 

1) an accident 2) sudden or brief illness (less 
than 2 months) 

3) prolonged illness (describe). 

4) other (describe) _ _ 

If you have lost a loved one other than ̂  a spouse in 
the past 2 years, how did this person die? 

1) an accident 2) sudden or brief illness (less 
than 2 months) 

3) prolonged illness (describe) 

4) other (describe) — — 

If widowed, have you been widowed more than once? 

1) Yes - 2) No 

What is your current living situation? 

1) alone, own home 2) alone, apartment or 
boarding house 

3) with spouse 4) with child 
5) with other relative 6) nursing home 
7) with friend or roommate 8) alone, with pet 
9) other (describe) 

What is your occupational status? 

1) work full time (occupation) 
2) work part time (occupation) 
3) temporarily unemployed (describe most recent job 

or occupation) — 
4) retired (described longest job held) 
5) homemaker 
6) other (describe) — _ _ 

What is your approximate annual income (combined with 
spouse's, if married)? 

1) under $5,000 2) $ 5,000 - $10,000 
3) $11,000 - $15,000 4) $16,000 - $25,000 
5) $26,000 - $35,000 6) $36,000 - $50,000 
7) over $50,000 
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Does your health seem to be as good as that of most 
people your age? 

1) Yes 2) No 

Do you currently have any major medical or 
psychiatric illnesses? 

1 ) Yes 2) No 

If yes, please describe 

Have you sought psychological or psychiatric help in 
order to deal with bereavement? 

1 ) Yes 2) No 

Have you participated in (or are you currently 
participating in) a bereavement group? 

1 ) Yes 2) No 

If yes, approximately how long have you attended this 
group? 
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Below you will find a. number of statements which represent 
ways of coping with loss. Each of the following items has 
two parts. Part A of each item deals with how you coped with 
a loss or losses you experienced before you were widowed. 
For example, you may have lost a parent, child, sibling, or 
close friend or relative in the past, before the death of 
your spouse. Part B of each item refers to the ways in which 
you coped with the death of your spouse. 

For each item (way of coping) you are to circle one number 
for Part A and one number for Part B. Circle the number 1 
if you tried the coping strategy and found it helpful. 
Circle the number "2" if you tried the strategy and found it 
somewhat helpful. Circle the number "3" if you tried the 
strategy but did not find it helpful. Circle the number '4 
if you did not try the strategy. 

TRIED, 
VERY 
HELPFUL 

TRIED, 
SOME-
WHAT 
HELPFUL 

TRIED 
NOT 

HELPFUL 

NOT 
TRIED 

1) I tried to find new 
interests. 

A) Prior to widowhood 
B) In response to 

widowhood 

2 
2 

3 
3 

4 
4 

2) I tried to get out and 
socialize with people 
more. 

A) Prior to widowhood 
B) In response to 

widowhood 

2 
2 

3 
3 

4 
4 

3) I tried to experience all 
of my feelings, even the 
negative ones, such as 
guilt, anger, and sorrow. 

A) Prior to widowhood 
B) In response to 

widowhood 

2 
2 

3 
3 

4 
4 
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TRIED, 
VERY 
HELPFUL 

TRIED, 
SOME-
WHAT 
HELPFUL 

TRIED NOT 
NOT TRIED 

HELPFUL 

4) I tried to find someone 
who could give me 
advice. 

A) Prior to widowhood 
B) In response to 

widowhood 

5) I sometimes looked for 
the lost person in 
places where he/she 
would normally be. 

A) Prior to widowhood 
B) In response to 

widowhood 

6) I avoided looking at 
reminders of the lost 
person. 

A) Prior to widowhood 
B) In response to 

widowhood 

2 
2 

2 
2 

2 
2 

3 
3 

4 
4 

3 
3 

4 
4 

3 
3 

4 
4 

7) I thought about my 
feelings and tried to 
understand them. 

A) Prior to widowhood 
B) In response to 

widowhood 

8) I spent time engaging in 
old hobbies or interests. 

A) Prior to widowhood 
B) In response to 

widowhood 

2 
2 

2 
2 

3 
3 

3 
3 

4 
4 

4 
4 
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TRIED, 
VERY 
HELPFUL 

TRIED, 
SOME-
WHAT 
HELPFUL 

TRIED 
NOT 

HELPFUL 

NOT 
TRIED 

9) I tried talking to people 
about common interests. 

A) Prior to widowhood 
B) In response to 

widowhood 

10) I tried to show what 
I was feeling. 

A) Prior to widowhood 
B) In response to 

widowhood 

11) I looked for someone 
could help me with 
practical concerns. 

A) Prior to widowhood 
B) In response to 

widowhood 

12) I sometimes talked to 
the lost loved one as 
though he/she were still 
with me. 

A) Prior to widowhood 
B) In response to 

widowhood 

13) I avoided thinking 
about my loss. 

A) Prior to widowhood 
B) In response to 

widowhood 

2 
2 

2 
2 

2 
2 

2 
2 

2 
2 

3 
3 

3 
3 

3 
3 

3 
3 

3 
3 

4 
4 

4 
4 

4 
4 

4 
4 

4 
4 
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TRIED, 
VERY 
HELPFUL 

14) I tried to work out how 
the loss related to 
things in my past. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

15) I focused on my work. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

16) I sought other people to 
share with me the activ-
ities that I once shared 
with the lost loved one. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

17) I cried when I felt I 
needed to. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

18) I tried to find someone 
to comfort me. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

TRIED, 
SOME-
WHAT 

HELPFUL 

2 
2 

2 
2 

2 
2 

2 
2 

2 
2 

TRIED NOT 
NOT TRIED 

HELPFUL 

3 
3 

3 
3 

3 
3 

3 
3 

3 
3 

4 
4 

4 
4 

4 
4 

4 
4 

4 
4 
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TRIED, 
VERY 
HELPFUL 

TRIED, 
SOME-
WHAT 
HELPFUL 

TRIED NOT 
NOT TRIED 

HELPFUL 

19) I focused on all of the 
wonderful attributes of 
the lost person. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

20) I tried to push the events 
surrounding the loss out 
of my mind. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

2 
2 

2 
2 

3 
3 

4 
4 

3 
3 

4 
4 

21) I worked to revise my 
expectations for the 
future. 

A) Prior to widowhood 
B) In response to 

widowhood 

22) I spent more time in 
nature, listening to 
music, with art, or 
writing. 

A) Prior to widowhood 
B) In response to 

widowhood 

2 
2 

2 
2 

3 
3 

4 
4 

3 
3 

4 
4 

23) I tried to make new 
friends. 

A) Prior to widowhood 
B) In response to 

widowhood 

2 
2 

3 
3 

4 
4 
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TRIED, 
VERY 
HELPFUL 

24) I tried to let my feelings 
come to me naturally, and 
not hold my emotions back. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

25) I tried to get close to 
people who would love me. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

26) I thought about what a 
special person the lost 
loved one was, and how 
lucky I was to have known 
him/her. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

TRIED, 
SOME-
WHAT 
HELPFUL 

2 
2 

2 
2 

2 
2 

TRIED NOT 
NOT TRIED 

HELPFUL 

3 
3 

3 
3 

3 
3 

4 
4 

4 
4 

4 
4 

27) I tried to ignore 
feelings of sorrow, 
guilt, and anger. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

28) I tried to think through 
the meaningfulness of the 
loss for my present life. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

2 
2 

2 
2 

3 
3 

3 
3 

4 
4 

4 
4 
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TRIED, 
VERY 
HELPFUL 

TRIED, 
SOME-
WHAT 
HELPFUL 

TRIED NOT 
NOT TRIED 

HELPFUL 

29) I increased some enjoy-
able behaviors at home, 
such as watching TV or 
reading. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

30) I worked on further 
developing my relation-
ships with friends and 
relatives. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

31) I tried to experience my 
emotions in their full 
intensity. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

32) I asked people for help 
in sorting through my 
thoughts and feelings. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

33) I sometimes looked for, 
and actually "saw" the 
lost loved one. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

2 
2 

2 
2 

2 
2 

2 
2 

2 
2 

3 
3 

4 
4 

3 
3 

4 
4 

3 
3 

4 
4 

3 
3 

4 
4 

3 
3 

4 
4 
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TRIED, 
VERY 
HELPFUL 

34) I tried to just forget 
about the past. 

A) Prior to widowhood 
B) In response to 

widowhood 

TRIED, 
SOME-
WHAT 
HELPFUL 

TRIED NOT 
NOT TRIED 

HELPFUL 

2 
2 

3 
3 

4 
4 

35) I tried to understand 
why the loss occurred 
and how it related to 
my philosophy of life. 

A) Prior to widowhood 
B) In response to 

widowhood 

36) I tried to stay busy. 

A) Prior to widowhood 
B) In response to 

widowhood 

37) I went to church or 
attended other 
meetings, in order 
to make contact 
with people. 

A) Prior to widowhood 
B) In response to 

widowhood 

38) I shared my feelings 
with others who had 
had similar 
experiences. 

A) Prior to widowhood 
B) In response to 

widowhood 

2 
2 

2 
2 

2 
2 

2 
2 

3 
3 

4 
4 

3 
3 

4 
4 

3 
3 

4 
4 

3 
3 

4 
4 
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TRIED, 
VERY 
HELPFUL 

TRIED, 
SOME-
WHAT 
HELPFUL 

TRIED NOT 
NOT TRIED 

HELPFUL 

39) I looked for someone 
stronger than myself 
who might be willing 
to help me. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

40) Instead of changing my 
daily routines, I went 
on with them, as though 
the lost loved one were 
still there. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

41) I tried to pretend 
that the loss had 
never happened. 

A) P'rior to widowhood 1 
B) In response to 1 

widowhood 

42) I tried to develop an 
attitude toward the 
event that would help me 
deal with it. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

2 
2 

2 
2 

2 
2 

2 
2 

3 
3 

4 
4 

3 
3 

4 
4 

3 
3 

4 
4 

3 
3 

4 
4 

43) I tried to manage 
my stress through 
exercise and diet. 

A) Prior to widowhood 
B) In response to 

widowhood 

2 
2 

3 
3 

4 
4 
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TRIED, 
VERY 
HELPFUL 

TRIED, 
SOME-
WHAT 
HELPFUL 

TRIED NOT 
NOT TRIED 

HELPFUL 

44) I tried not to 
withdraw from 
other people. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

45) I read books or 
watched television 
shows that helped 
me to express my 
feelings. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

46) I went to a counselor, 
minister, or other 
professional in search 
of support and guidance. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

47) I sometimes pretended 
that the lost loved 
one were with me. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

48) I tried to pretend that 
the person had never died. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

2 
2 

2 
2 

2 
2 

2 
2 

2 
2 

3 
3 

4 
4 

3 
3 

4 
4 

3 
3 

4 
4 

3 
3 

4 
4 

3 
3 

4 
4 
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TRIED, 
VERY 
HELPFUL 

TRIED, 
SOME-
WHAT 
HELPFUL 

TRIED NOT 
NOT TRIED 

HELPFUL 

49) I tried to separate 
the rational from the 
irrational in my 
response to the loss. 

A) Prior to widowhood 
B) In response to 

widowhood 

50) I focused on everyday 
chores , such as 
housework, cooking, 
or yard work. 

A) Prior to widowhood 
B) In response to 

widowhood 

2 
2 

2 
2 

3 
3 

3 
3 

4 
4 

4 
4 

51) I increased contact 
with my family. 

A) Prior to widowhood 
B) In response to 

widowhood 

2 
2 

3 
3 

4 
4 

52) I looked for new ways to 
express my feelings or 
"get them out." 

A) Prior to widowhood 
B) In response to 

widowhood 

2 
2 

3 
3 

4 
4 

53) I looked for someone 
who could tell me how 
to handle my problems. 

A) Prior to widowhood 
B) In response to 

widowhood 

2 
2 

3 
3 

4 
4 
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TRIED, 
VERY 
HELPFUL 

TRIED, 
SOME-
WHAT 
HELPFUL 

TRIED NOT 
NOT TRIED 

HELPFUL 

54) I focused on memories of 
the lost person. 

A) Prior to widowhood 
B) In response to 

widowhood 

55) I tried to keep myself 
constantly distracted 
with other things, in 
order to forget about 
the pain. 

A) Prior to widowhood 
B) In response to 

widowhood 

56) I tried to think 
realistically about 
the likely consequences 
of the loss. 

A) Prior to widowhood 
B) In response to 

widowhood 

57) I meditated, prayed, 
read the Bible, or 
otherwise engaged in 
religious activities. 

A) Prior to widowhood 
B) In response to 

widowhood 

58) I spent more time with 
old friends and 
neighbors. 

A) Prior to widowhood 
B) In response to 

widowhood 

2 
2 

2 
2 

2 
2 

2 
2 

2 
2 

3 
3 

4 
4 

3 
3 

3 
3 

3 
3 

3 
3 

4 
4 

4 
4 

4 
4 

4 
4 
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TRIED, 
VERY 
HELPFUL 

TRIED, 
SOME-
WHAT 
HELPFUL 

TRIED NOT 
NOT TRIED 

HELPFUL 

59) I allowed myself to feel 
many new feelings I had 
not experienced in quite 
that way before. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

60) I tried to surround myself 
with helpful people. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

61) I sometimes took comfort 
in "hearing" the person 
talk to me or call my 
name. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

62) I tried to clarify the 
choices I had in 
adjusting my life to 
the loss. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

2 
2 

2 
2 

2 
2 

2 
2 

3 
3 

3 
3 

3 
3 

3 
3 

4 
4 

4 
4 

4 
4 

4 
4 

63) I tried to block out 
memories of the past. 

A) Prior to widowhood 
B) In response to 

widowhood 

2 
2 

3 
3 

4 
4 
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TRIED, TRIED, TRIED NOT 
VERY SOME- NOT TRIED 
HELPFUL WHAT HELPFUL 

HELPFUL 

64) I tried to improve my 
life in some way, such 
as losing weight, 
quitting smoking, or 
developing healthier 
habits. 

A) Prior to widowhood 1 2 3 4 
B) In response to 1 2 3 4 

widowhood 

65) I went to public places 
where I could be around 
people. 

A) Prior to widowhood 1 2 3 4 
B) In response to 1 2 3 4 

widowhood 

66) I tried to express 
feelings and emotions 
through some kind of 
creativity. 

A) Prior to widowhood 1 2 3 4 
B) In response to 1 2 3 4 

widowhood 

67) I looked for someone else 
who had suffered a loss, 
and sought support and 
guidance from that person. 

A) Prior to widowhood 1 2 3 4 
B) In response to 1 2 3 4 

widowhood 
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TRIED, 
VERY 
HELPFUL 

TRIED, 
SOME-
WHAT 
HELPFUL 

TRIED NOT 
NOT TRIED 

HELPFUL 

68) I sometimes took comfort 
in "catching a glimpse" 
of the lost person out of 
the corner of my eye. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

69) I avoided going to places 
where the lost loved one 
would normally be. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

70) I thought about things from 
my past that might help me 
to deal more effectively 
with the present. 

A) Prior to widowhood 1 
B) In response to 1 

widowhood 

2 
2 

2 
2 

2 
2 

3 
3 

4 
4 

3 
3 

4 
4 

3 
3 

4 
4 
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For each symptom below, please circle the number in the 
column under the phrase that best describes how intensely you 
have experienced the symptom in the past 7 days, counting 
today. 

EXTREMELY NOT 
ALL 

A 
LITTLE 

QUITE 
A 
BIT 

1) Headaches 

2) Nervousness or shakiness 

inside 

3) Faintness or dizziness 

4) Loss of sexual interest 
or pleasure 

5) Peeling critical of 
others 

6) Trouble remembering 
things 

7) Worried about sloppiness 
or carelessness 

8) Peeling easily annoyed 
or irritated 

9) Pains in the heart or 
chest 

10) Peeling low in energy 
or slowed down 

11) Thoughts of ending your 

life 

12) Trembling 

13) Poor appetite 

14) Crying easily 

15) A feeling of being 
trapped or caught 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

4 
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NOT A QUITE 
ALL LITTLE A 

BIT 

EXTREMELY 

16) Suddenly scared for no 
reason 

17) Temper outbursts you 
could not control 

18) Blaming yourself for 
things 

19) Pains in the lower part 
of your back 

20) Feeling blocked or 
stymied in getting 
things done 

21) Feeling lonely 

22) Feeling blue 

23) Worrying or stewing 
about things 

24) Feeling no interest 

in things 

25) Feeling fearful 

26) Your feelings being 
easily hurt 

27) Feeling others do not 
understand you or are 
unsympathetic 

28) Feelings that people 
are unfriendly or 
dislike you 

29) Having to do things 
very slowly in order 
to be sure you are 
doing them right 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

4 

4 

4 

4 
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NOT A QUITE EXTREMELY 
ALL LITTLE A 

BIT 

30) Heart pounding or 
racing 

31) Feeling inferior to 
others 

32) Soreness of muscles 

33) Having to check and 
double check what you 
do 

34) Difficulty making 
decisions 

35) Trouble getting your 
breath 

36) Hot or cold spells 

37) Having to avoid certain 
places or activities, 
because they frighten 
you 

38) Your mind going blank 

39) Numbness or tingling 

in parts of your body 

40) A lump in your throat 

41) Feeling hopeless about 

the future 

42) Trouble concentrating 

43) Weakness in parts of 
your body 

44) Heavy feelings in your 
arms or legs 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 
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Please read each of the following items, and respond by 
circling one of the numbers below on a scale of 1 to 5, with 
$ being "Very True" and 5 being "Very Untrue." 

1 = VERY TRUE 2 = SOMEWHAT TRUE 3 = UNDECIDED 
4 = SOMEWHAT UNTRUE 5 = VERY UNTRUE 

1) My spouse was the main focus of my life. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

2) I believe that with better medical care at some point, my 
spouse's death might have been prevented. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

3) I was dependent upon my spouse to meet many of my 
physical needs. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

4) I had plenty of time to prepare for my spouse's death. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

5) I hated being separated from my spouse, even for short 
periods of time. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

6) If my spouse had been more careful or had healthier 
habits, he/she might not have died. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 
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7) I have had to relocate as a result of my spouse's death. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

8) My spouse died at a time in life when death is a natural 
occurrence, to be expected. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 
4 

SOMEWHAT 
TRUE 

9) My spouse and I did everything together. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

10) I feel that I could have foreseen the death of my spouse 
and prevented it somehow. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

11) There has been a large change in my living conditions as 
a result of my spouse's death. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

12) My spouse's death was very sudden. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

13) My spouse was the only person who really understood me. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 



223 

14) My spouse's death was partly the result of poor judgment 
on someone's part. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE T R U E UNTRUE 

15) My mobility (ability to get around) has changed 
dramatically as a result of my spouse's death. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

16) My spouse and I had talked about or made plans for 
his/her death. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

17) I always felt lonely when I was not with my spouse, even 
if I was with close friends or loved ones. 

1 2 3 . 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

18) My spouse's death was the result of things that should 
have been better controlled. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

19) My church or social activities have had to be adjusted a 
great deal as a result of my spouse's death. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

20) I fully expected my spouse to die; the death did not come 
as a surprise. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 
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21) My spouse was the only person I could confide in. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

22) My spouse's death was entirely preventable, 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 
4 

SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

23) My financial state has changed a great deal as a result 
of my spouse's death. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

24) I had thought through my spouse's death in advance. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 
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Please read each of the following items, and respond by 
circling one of the numbers on a scale of 1 to 5, with the 
number 1 being "Very True" and the number 5 being "Very 
Untrue.11 

1 = VERY TRUE 
4 = SOMEWHAT UNTRUE 

2 = SOMEWHAT TRUE 
5 = VERY UNTRUE 

3 = UNDECIDED 

1) I am a good problem solver, 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 

2) I can generate good ideas. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 

SOMEWHAT 
TRUE 

SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

3) I am probably better educated than the average person. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 
4 

SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

4) I have a good memory. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 
4 

SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

5) I seem to be at least as intelligent as the average 
person. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

6) I have many opportunities to continue to learn. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 
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7 ) 1 am a quick thinker. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

8) There are several areas in which I am talented or 
creative. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 

9) My vision and hearing are normal. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 

SOMEWHAT 
TRUE 

SOMEWHAT 
TRUE 

10) I have no major illnesses at this time. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 

11) I am able to drive a car. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 

SOMEWHAT 
TRUE 

SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

12) I have no problems walking. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

13) I feel able to do everyday household chores. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 

14) I have no problem climbing stairs. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 

SOMEWHAT 
TRUE 

4 
SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 
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15) I feel that I am in good health. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

16) I am physically able to engage in sports or recreational 
activities. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 

17) I am financially secure. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 

SOMEWHAT 
TRUE 

SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

18) I do not have to work at the present time in order to 
have money to support myself. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

19) I am financially able to travel. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

' 5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

20) I can afford plenty of "the basics"—food, shelter, and 
clothing. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

21) Beyond the basics, I have enough money left over to spend 
on hobbies or recreation. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 
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22) I have financial assets I can count on for the future. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

23) I own a car (or other means of transportation). 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

24) I believe I have enough money to pay my bills. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE , TRUE UNTRUE 

25) I have children who are available to communicate or spend 
time with me. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

26) I have relatives who provide me with emotional support. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

27) I have friends and neighbors with whom I can visit often. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

28) I belong to a church or other group organization that I 
can attend when I like. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 
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29) I have one or more persons in whom I can confide. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 
4 

SOMEWHAT 
TRUE 

30) I have people to spend holidays with. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

31) There are several people who seem to know me very well. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 
4 

SOMEWHAT 
TRUE 

32) I feel that I have little trouble making friends. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

33) I am calm in the face of a crisis. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

34) I handle stress well. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

35) I face problems head on. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

36) I feel that I can handle almost any difficulty. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE ' 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 



231 

37) I am an emotionally stabile person. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

38) I am in control of my emotions. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 

39) I have feelings that I cannot accept. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 

SOMEWHAT 
TRUE 

SOMEWHAT 
TRUE 

40) I am hard on myself. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

41) I live close to friends and relatives. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 
4 

SOMEWHAT 
TRUE 

42) I live in a safe neighborhood. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

3 * 
UNDECIDED SOMEWHAT 

TRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

43) I seldom travel more than short distances from my house. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 
4 

SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

44) There are adequate public and social services in my 
neighborhood. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 
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45) My home is close to a grocery store. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 
4 

SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

46) I am easily able to visit the doctor and the dentist. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

47) I have no difficulty attending church or other 
organizations. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

48) My home is handy to shopping. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

49) I live in an isolated or rural area. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

50) Sources of recreation and entertainment are available to 
me. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 
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Here are some statements about life in general that people 
feel differently about. Please read each statement on the 
list, and if you agree with it, circle the "1" in the column 
under the word "agree." If you do not agree with a 
statement, circle the "2" in the column under the word 
"disagree." If you are not sure one way or the other, circle 
the "3" in the column under "not sure." 

AGREE DISAGREE NOT 
SURE 

1) As I grow older, things 
seem better than I thought 
they would be. 

2) I have gotten more of the 
breaks in life than most of 
the people I know. 

3) This is the dreariest time 
of my life. 

4) I am just as happy as when 
I was younger. 

5) These are the best years 
of my life. 

6) Most of the things I do are 
boring or monotonous. 

7) The things I do are as 
interesting to me as they 
ever were. 

8) As I look back on my life, 
I am fairly well satisfied. 

9) I have made plans for things 
I'll be doing a month or a 
year from now. 

10) When I think back over my 
life, I didn't get most of 
the important things I 
wanted. 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 
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AGREE DISAGREE NOT 
SURE 

11) Compared to other people, 
I get down in the dumps 
too often. 

12) I've gotten pretty much 
what I expected out of 
life. 

13) In spite of what people 
say, the lot of the average 
man is getting worse, not 
better. 
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Please decide whether each of the following statements is 
mostly true or mostly false for you. Circle the number 1 for 
"Mostly True" and the number 2 for "Mostly False." 

MOSTLY 
TRUE 

MOSTLY 
FALSE 

1) I believe I can keep up with my 
normal activities. 

2) I am capable of fully accepting the 
loss, and looking enthusiastically 
to the future. 

3) I am capable of focusing on a small 
task without losing my ability to 
concentrate. 

4) I can be hopeful about the future. 

5) I am confident that I can gain in 
creativity and productivity. 

6) I believe that I can face each 
new day with zest for life. 

7) I am capable of adequately caring 
for my personal habits and grooming. 

8) I am confident that I can feel in 
command of my thoughts and emotions. 

9) I believe I can develop a deeper, 
stronger relationship with myself. 

10) I believe I can increase my self-
confidence and self-esteem. 

11) I am confident in my ability to 
sleep through each night. 

12) I am able not to search for the 
lost loved one and expect him/ 
her to appear. 

13) I believe that I can develop a 
clearer and broader perspective 
on life. 

2 

2 
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MOSTLY MOSTLY 
TRUE FALSE 

14) I am confident that I can really 
enjoy visiting with friends and 
relatives. 1 2 

15) I believe I can appreciate my life 
more fully than ever before. 1 2 

16) I am confident that. I can maintain 
a healthy appetite. 1 2 

17) I can learn to value other loved 
ones more. 1 2 

18) I believe that I can get my needs 
for support met. 1 2 

19) My social life can be active, 
involved, and enjoyable. 1 2 

20) I can be productive in my future 

life. 1 2 

21) I can strengthen my commitments. 1 2 

22) I am confident in my ability to 
sleep peacefully through tha night. 1 2 

23) I am confident in my ability to 
find some enjoyment in everyday 
activities, such as television, 
reading, or working around the 
house. 1 2 

24) I feel capable of thinking about 
memories of my past with the lost 
loved one without becoming 
intensely sad. 1 2 

25) I am confident in my ability to 
form new relationships with others. 1 2 

26) I believe I can gain a larger, more 
accurate view of reality. 1 2 
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27) I believe that I can develop greater 
confidence in my ability to cope 
with life in general. 

28) I can generally feel competent and 
in control of my life. 

29) I am confident in my ability to 
accomplish my usual household tasks 
with ease. 

30) I can learn to do simple things 
around the house that were once 
done by my spouse. 

MOSTLY MOSTLY 
TRUE FALSE 
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Below are some statements that may or may not apply to you 
personally. Please read each statement and then indicate the 
extent to which you agree or disagree with each by circling 
the number which corresponds to your answer. 

1 = STRONGLY AGREE 
4 = DISAGREE 

2 = AGREE 
5 = STRONGLY DISAGREE 

3 = UNDECIDED 

1) I feel I am a person of worth, at least on an equal plane 
with others. 

1 
STRONGLY 
AGREE 

2 
AGREE UNDECIDED DISAGREE STRONGLY 

DISAGREE 

2) I wish I could have more respect for myself. 

1 
STRONGLY 
AGREE 

2 
AGREE UNDECIDED DISAGREE STRONGLY 

DISAGREE 

3) All in all, I am inclined to feel I am a failure. 

1 
STRONGLY 
AGREE 

2 
AGREE UNDECIDED DISAGREE STRONGLY 

DISAGREE 

4) I take a positive attitude toward myself. 

1 
STRONGLY 
AGREE 

2 
AGREE UNDECIDED DISAGREE STRONGLY 

DISAGREE 

5) On the whole, I am satisfied with myself. 

STRONGLY 
AGREE 

2 
AGREE UNDECIDED DISAGREE STRONGLY 

DISAGREE 

6) At times, I think I am no good at all. 

STRONGLY 
AGREE 

2 
AGREE UNDECIDED DISAGREE STRONGLY 

DISAGREE 
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7) I feel I have a number of good qualities. 

1 2 3 4 
STRONGLY AGREE UNDECIDED DISAGREE 
AGREE 

STRONGLY 
DISAGREE 

8) I am able to do things as well as most other people. 

1 2 
STRONGLY AGREE 
AGREE 

UNDECIDED DISAGREE STRONGLY 
DISAGREE 

9) I feel I do not have much to be proud of. 

1 2 3 4 
STRONGLY AGREE UNDECIDED DISAGREE 
AGREE 

STRONGLY 
DISAGREE 

10) I certainly feel useless at times. 

1 2 
STRONGLY AGREE 
AGREE 

UNDECIDED DISAGREE STRONGLY 
DISAGREE 
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Below is a list of adjectives describing feelings. For each 
adjective, please circle the number in the column under the 
phrase which best describes how intensely you have 
experienced that feeling during the past 7 days, counting 
today. Notice that you should circle "0" for "Not At All," 

2 "1" for "A Little," "2" for "Quite a Bit," and "3" 
"Extremely." 

NOT 
ALL 

A 
LITTLE 

QUITE 
A 
BIT 

for 

EXTREMELY 

1) Tense 0 1 2 3 

2) Angry 0 1 2 3 

3) Worthless 0 1 2 3 

4) Tired 0 1 2 3 

5) Nervous 0 1 2 3 

6) Furious 0 1 2 3 

7) Unhappy 0 1 2 3 

8) Fatigued 0 1 2 3 

9) On edge 0 1 2 3 

10) Ready to fight 0 1 2 3 

11) Worn out 0 1 2 3 

12) Shaky 0 1 2 3 

13) Grouchy 0 1 2 3 

14) Discouraged 0 1 2 3 

15) Sluggish 0 1 2 3 

16) Restless 0 1 2 3 

17) Resentful 0 1 2 3 

18) Blue 0 1 2 3 

19) Weary 0 1 2 3 
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NOT 
ALL 

A QUITE 
LITTLE A 

BIT 

EXTREMELY 

20) Unable to relax 0 1 2 3 

21) Spiteful 0 1 2 3 

22) Lonely 0 1 2 3 

23) Sleepy 0 1 2 3 

24) Anxious 0 1 2 3 

25) Annoyed 0 1 2 3 

26) Gloomy 0 1 2 3 

27) Uneasy 0 1 2 3 

28) Deceived 0 1 '2 3 

29) Miserable 0 1 2 3 

30) Panicky 0 1 2 3 

31) Hopeless 0 1 2 3 

32) Afraid 0 1 2 3 

33) Guilty 0 1 2 3 

34) Terrified 0 1 2 3 

35) Desperate 0 1 2 3 
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Please indicate how often you feel the way described in each 
of the following statements. Circle one number for each 
statement in one of the four columns entitled "Never," 
"Rarely," "Sometimes," and "Often." 

NEVER RARELY SOMETIMES OFTEN 

1) I feel in tune with 

people around me. 

2) I lack companionship. 

3) There is no one I can 
turn to. 

4) I do not feel alone. 

5) I feel part of a group 
of friends. 

6) I have a lot in common 
with the people around 
me. 

7) I am no longer close 
to anyone. 

8) My interests and ideas 
are not shared by 
those around me. 

9) I am an outgoing 
person. 

10) There are people I 
feel close to. 

11) i: feel left out. 

12) My social relationships 
are superficial. 

13) 1 lo one really knows me 
well. 

14) J feel isolated from 
others. 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

4 

4 

4 
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15) I can find companion-
ship when I want it. 

NEVER RARELY SOMETIMES OFTEN 

1 2 3 4 

16) There are people who 
really understand me. 1 2 3 4 

17) I am unhappy being 
so withdrawn. 1 2 3 

18) People are around me, 
but not with me. 1 2 3 4 

19) There are people I 
can talk to. 1 2 3 4 

20) There are people I 
can turn to. 1 2 3 4 
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On the left side of the page are thoughts and feelings that 
Sereaved people sometimes have. Please read the item on the 

thJL in the right columns, circle the number which 
corresponds to W often you have had the feeling In the last 
month, counting today. 

Thoughts and feelings I have had in the last month (4 weeks). 

1 = NEVER; 2 = SOMETIMES; 3 = OFTEN; 4 = ALMOST ALWAYS 

NEVER SOME- OFTEN ALMOST 
TIMES ALWAYS 

<i o 3 4 
1) Pelt angry at friends. i z 

2) Pelt that life has no i 2 3 4 
meaning. 1 

3) Pound myself searching 1 9 3 4 
for the person who died. 1 * 

4) Thought I saw the 1 9 3 4 
deceased person. 1 z 

5) Felt guilty when I 1 9 3 4 
enj oyed myself. ' 

6) Felt I had a poor rela-
tionship with the 1 9 3 4 
deceased person. 1 z 

7) Pelt fearful that some-
thing else bad might 1 2 3 4 
happen. 

8) Lost interest in people 
that I formerly cared „ , » 
about. 1 2 3 4 

9) Thought that I contributed _ . 4 

to the death. 1 2 

10) Yearned for the deceased 
person. 

11) Lost my religious faith. 

1 2 3 4 

1 2 3 4 
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NEVER SOME- OFTEN ALMOST 
TIMES ALWAYS 

12) Felt fearful that I 
might die. 

13) Lost interest in my work. 

14) Thought I was losing my 
mind. 

15) Felt a need for physical 
intimacy. 

16) Lost interest in 
activities that I 
formerly cared about. 

17) Felt blamed by others 
for the death. 

18) Felt fearful that another 
of my loved ones might 
die. 

19) Felt ashamed of the way 
he/she died. 

20) Felt like a part of me 
was/is dead. 

21) Felt that he/she 
contributed to his/her 
own death. 

22) Felt like I was watching 
myself go through the 
motions of living. 

23) Felt I should have done 
more for him/her during 
his/her life. 

24) Felt that the deceased 
person was/is guiding me. 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

4 

4 

4 

4 

3 

3 
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NEVER SOME-
TIMES 

OFTEN ALMOST 
ALWAYS 

25) Heard the deceased 
person's voice, cry, 
cough, etc. 

26) Thought that the death 
was a punishment for 
things I did in the past. 

27) Sensed the deceased 
person's presence. 

28) Pelt a need to be 
emotionally close to 
someone. 

29) Pelt angry at strangers. 

30) Felt that some person was 
responsible for the death. 

31) Pelt guilty about my 
sexual needs. 

32) Was preoccupied with 
thoughts of death. 

33) Pelt angry over local, 
national, or world events. 

34) Pelt guilty about some 
things I said or did 
since the death. 

35) Spent time looking at 
the deceased person's 
pictures, clothing, or 
belongings. 

36) Felt angry at relatives. 

37) Felt that I have nothing 
to live for. 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 
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NEVER SOME-
TIMES 

OFTEN ALMOST 
ALWAYS 

38) Pelt that the deceased 
person is located 
within me. 

39) Felt guilty because I'm 
doing so well since the 
death. 

40) Felt compelled to change 
my residence because of 
what people thought about 
the death. 

41) Felt emotionally distant 
from people. 

42) Thought that there are 
some very real reasons 
why I have felt guilty. 

43) Felt angry at God. 

44) Felt that I caused the 
death. 

45) Felt guilty about some 
things I said and did 
before the death. 

46) Felt angry at myself. 

47) Thought that there isn't 
any real reason for me 
to feel guilty, yet I do. 

48) Felt relieved that he/she 
died. 

49) Felt I could have done 
something to prevent the 
death. 

50) Felt guilty about little, 
unimportant things. 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 
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NEVER SOME-
TIMES 

OFTEN ALMOST 
ALWAYS 

51) Pelt angry at the 
deceased person. 

52) Felt I had a very good 
relationship with the 
deceased person. 

53) Felt guilty because I 
have lived longer than 
he/she did. 

54) Felt that I did not 
grieve correctly. 

55) Felt angry at people who 
provided care to the 
deceased person (doctors, 
nurses, therapists, etc.). 

56) Was preoccupied with 
thoughts about the 
deceased person. 

57) Felt guilty about my 
sexual behavior. 

58) Felt afraid to be alone. 

59) Felt empty. 

60) Felt my life has no 
purpose. 

61) Felt a need to be 
touched or held. 

62) Felt that my presence 
makes people 
uncomfortable. 

63) Was unable to reach out 
to others for help. 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

4 

4 
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NEVER SOME- OFTEN ALMOST 
TIMES ALWAYS 

64) Could not bear to sort 
or part with the deceased 
person's belongings. 

65) Pelt unable to recall the 
deceased person's image. 

66) Felt I would welcome 
death. 

67) Felt afraid of losing 
control of my emotions. 
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On this questionnaire, there are groups of statements. 
Please read the entire group of statements in each category. 
Then, pick out the one statement in that group which best 
describes the way you feel today, that is, right nowl Please 
circle the number beside the statement you have chosen. If 
several statements in the group seem to apply equally well, 
circle each one that applies. Be sure to read all the 
statements in each group before making your choice. 

A 0 I do not feel sad. 
1 I feel sad. 
2 I am sad all the time and can't snap out of it. 
3 I am so sad or unhappy that I can't stand it. 

B 0 I am not particularly discouraged about the 
future. 

1 I feel discouraged about the future. 
2 I feel I have nothing to look forward to. 
3 I feel that the future is hopeless and that things 

can1t improve. 

C 0 I do not feel like a failure. 
1 I feel I have failed more than the average person. 
2 As I look back on my life, all I see is a lot of 

failure. 
3 I feel I am a complete failure as a person. 

D 0 I get as much satisfaction out of things as I used 
to. 

1 I don't enjoy things the way I used to. 
2 I don't get real satisfaction out of anything 

anymore. 
3 I am dissatisfied or bored with everything. 

E 0 I don't feel particularly guilty. 
1 I feel guilty a good part of the time. 
2 I feel quite guilty most of the time. 
3 I feel guilty all of the time. 

F 0 I don't feel I am being punished. 
1 I feel I may be punished. 
2 I expect to be punished. 
3 I feel I am being punished. 

G 0 I don't feel disappointed in myself. 
1 I am disappointed in myself. 
2 I am disgusted with myself. 
3 I hate myself. 
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H O I don't feel I am any worse than anybody else. 
I am critical of myself for my weaknesses or 1 

? TiblamlSmyself all of the time for my faults. 
3 I blame myself for everything bad that happens. 

t n T don't have any thoughts of killing myself. 
1 ? I have thought s o f killing myself, but I would not 

carry them out. 
2 I would like to kill myself. 
3 I would kill myself if I had the chance. 

j 0 1 don't cry any more than usual. 
1 I cry now more than I used to. 

3 I usedato be6abieeto cry, but now I can't cry, 
even though I want to• 

K 0 I am no more irritated now than I ever am. 
1 I get annoyed or irritated more easily than I used 

to • 
• 9 I feel irritated all the time now. 
3 I don't get irritated at all by the things that 

used to irritate me. 

r 0 I have not lost interest in other people. 
1 I am less interested in other people than I used 

2 I°have lost most of my interest in other people. 
3 I have lost all of my interest in other people. 

M 0 I make decisions about as well as I ever c°uJ;d* 
1 I put off making decisions more than I used to. 
2 I have greater difficulty in making decisions than 

before. 
3 I can't make decisions at all anymore. 

N 0 I don't feel I look any worse than I used to. 
1 X am worried that X am looking old or 

unattractive. „ . m„ 
2 I feel that there are permanent changes m my 

appearance that make me look unattractive. 
3 I believe I look ugly. 
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0 0 I can work about as well as before. 
1 It takes an extra effort to get started at doing 

something. 
2 I have to push myself very hard to do anything. 
3 I can't do any work at all. 

P 0 1 can sleep as well as usual. 
1 I don't sleep as well as I used to. 
2 I wake up 1 to 2 hours earlier than usual and find 

it hard to get back to sleep. 
3 I wake up several hours earlier than I used to and 

cannot get back to sleep. 

Q 0 I don't get more tired than usual. 
1 I get tired more easily than I used to. 
2 I get tired from doing almost anything. 
3 I am too tired to do anything. 

R 0 My appetite is no worse than usual. 
1 My appetite is not as good as it used to be. 
2 My appetite is much worse now. 
3 I have no appetite at all anymore. 

S 0 I haven't lost much weight, if any, lately. 
1 I have lost more than 5 pounds. 
2 I have lost more than 10 pounds. 
3 I have lost more than 1 5 pounds. 

I am purposely trying to lose weight by eating 
less. 

Yes No 

T 0 I am not more worried about my health than usual. 
1 I am worried about physical problems, such as 

aches and pains, or upset stomach or constipation. 
2 I am very worried about physical problems, and it 

is hard to think of much else. 
3 I am so worried about my physical problems, that I 

cannot think about anything else. 

U 0 1 have not noticed any recent change in my 
interest in sex. 

1 I am less interested in sex than I used to be. 
2 I am much less interested in sex now. 
3 I have lost interest in sex completely. 
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Please indicate the extent with which you agree or disagree 
with the statements below by circling the appropriate numbers 
under the statements. 

1 = STRONGLY DISAGREE 
3 = SLIGHTLY DISAGREE 
5 » SOMEWHAT AGREE 

2 = SOMEWHAT DISAGREE 
4 = SLIGHTLY AGREE 
6 = STRONGLY AGREE 

1) Whether or not I get to be a leader depends mostly on my 
ability. 

1 2 3 4 5 6 
STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHAT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 

2) To a great extent, my life is controlled by accidental 
happenings. 

1 2 3 4 5 6 
STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHAT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 

3) I feel like what happens in my life is mostly determined 
by powerful people. 

1 2 3 4 
STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY 
DISAGREE DISAGREE DISAGREE AGREE 

5 6 
SOMEWHAT STRONGLY 
AGREE AGREE 

4) Whether or not I get into a car accident depends mostly 
on how good a driver I am. 

1 2 3 4 5 6 
STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHAT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 

5) When I make plans, I am almost certain to make them work. 

1 2 3 4 5 6 
STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHAT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 

6) Often there is no chance of protecting my personal 
interest from bad luck happenings. 

1 2 3 4 5 6 
STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHAT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 
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7) When I get what I want, it's usually because I'm lucky. 

1 2 3 4 5 6 
STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHAT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 

8) Although I might have good ability, I will not be given 
leadership responsibility without appealing to those in 
positions of power. 

1 2 . 3 4 5 6 
STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHAT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 

9) How many friends I have depends on how nice a person I 
am. 

1 2 3 4 5 6 
STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHAT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 

10) I have often found that what is going to happen will 
happen. 

1 2 3 4 5 6 
STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHAT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 

11) My life is chiefly controlled by powerful others. 

1 2 3 4 5 6 
STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHAT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 

12) Whether or not I get into a car accident is mostly a 
matter of luck. 

1 2 3 4 5 6 
STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHAT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 

13) People like me have very little chance of protecting our 
personal interests when they conflict with those of 
strong pressure groups. 

1 2 3 4 5 6 
STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHAT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 
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14) It's not always wise for me to plan too far ahead, 
because many things turn out to be a natter of good or 

bad fortune. 

STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWlttT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 

15) Getting what I want requires pleasing those people above 

me. 

STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHM STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 

1 6 ) Whether or not I get to be a leader d e p e n d s on whether 
I'm lucky enough to be in the right place at the right 

time. 

STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHAT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 

17) If important people were to decide they did not like me, 
I probably wouldn't make many friends. 

STRONGLY.. SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHAT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 

18) I can pretty much determine what will happen in my life. 

1 2 3 4 5 6 
STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHAT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 

19) I am usually able to protect my personal interests. 

1 2 3 4 5 6 
STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHAT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 

20) Whether or not I get into a car accident depends mostly 
on the other driver. 

1 2 3 4 5 6 
STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHAT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 
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21) When I get what I want, It's usually because I worked 
hard for it. 

1 2 3 4 5 6 
STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHAT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 

22) In order to have my plans work, I make sure that they fit 
in with the desires of people who have power over me. 

1 2 3 4 5 6 
STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHAT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 

23) My life is determined by my own actions. 

1 2 3 4 5 6 
STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHAT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 

24) It's chiefly a matter of fate whether or not I have a few 
friends or many friends. 

1 2 3 4 5 6 
STRONGLY SOMEWHAT SLIGHTLY SLIGHTLY SOMEWHAT STRONGLY 
DISAGREE DISAGREE DISAGREE AGREE AGREE AGREE 
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Below you will find a number of statements which represent 
ways of coping with loss. Circle the number "1" if you tried 
a strategy in response to the recent death of a loved one and 
found it helpful. Circle the number "2" if you tried the 
strategy and found it somewhat helpful. Circle "3" if you 
tried the strategy but did not find it helpful. Circle the 
number "4" if you did not try the strategy. 

TRIED, 
VERY 
HELPFUL 

TRIED, 
SOME-
WHAT 
HELPFUL 

TRIED NOT 
NOT TRIED 

HELPFUL 

1) I tried to find new 
interests. 

2) I tried to get out and 
socialize with people 
more. 

3) I tried to experience all 
of my feelings, even the 
negative ones, such as 
guilt, anger, and sorrow. 

4) I tried to find someone 
who could give me 
advice. 

5) I sometimes looked for 
the lost person in 
places where he/she 
would normally be. 

6) I avoided looking at 
reminders of the lost 
person. 

7) I thought about my 
feelings and tried to 
understand them. 

8) I spent time engaging in 
old hobbies or interests. 

2 

2 

3 

3 

4 

4 

9) I tried' talking to people 
about common interests. 
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TRIED, 
VERY 
HELPFUL 

TRIED, 
SOME-
WHAT 
HELPFUL 

TRIED NOT 
NOT TRIED 

HELPFUL 

10) I tried to show what 
I was feeling. 

11) I looked for someone 
could help roe with 
practical concerns. 1 

12) I sometimes talked to 
the lost loved one as 
though he/she were still 
with me. 

13) I avoided thinking 
about my loss. 

14) I tried to work out how 
the loss related to 
things in my past. 

15) I focused on my work. 

16) I sought other people to 
share with me the activ-
ities that I once shared 
with the lost loved one. 

17) I cried when I felt I* 
needed to. 

18) I tried to find someone 
to comfort me. 

19) I focused on all of the 
wonderful attributes of 
the lost person. 

20) I tried to push the events 
surrounding the loss out 
of my mind. 

2 

2 

2 

2 

3 

3 

3 

3 

4 

4 

4 

4 
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TRIED, 
VERY 
HELPFUL 

TRIED, 
SOME-
WHAT 
HELPFUL 

TRIED NOT 
NOT TRIED 

HELPFUL 

2 1 ) 

22) 

23) 

24) 

25) 

26) 

I worked to revise my 
expectations for the 
future. 

I spent more time in 
nature, listening to 
music, with art, or 
writing. 

I tried to make new 
friends. 

I tried to let my 
feelings come to me 
naturally, and not 
hold my emotions back. 

27) 

28) 

29) 

30) 

1 

I tried to get close to 
people who would love me. 1 

I thought about what a 
special person the lost 
loved .one was, and how 
lucky I was to have known 
him/her. 1 

I tried to ignore 
feelings of sorrow, 
guilt, and anger. 1 

I tried to think through 
the meaningfulness of the 
loss for my present life. 1 

I increased some enjoy-
able behaviors at home, 
such as watching TV or 
reading. 1 

I worked on further 
developing my relation-
ships with friends and 
relatives. 1 

2 

2 

2 

2 

3 

3 

3 

3 

4 

4 
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TRIED, 
VERY 
HELPFUL 

TRIED, 
SOME-
WHAT 
HELPFUL 

TRIED NOT 
NOT TRIED 

HELPFUL 

31) I tried to experience my 
emotions in their full 
intensity. 

32) I asked people for help 
in sorting through my 
thoughts and feelings. 

33) I sometimes looked for, 
and actually "saw" the 
lost loved one. 

34) I tried to just forget 
about the past. 

35) I tried to understand 
why the loss occurred 
and how it related to 
my philosophy of life. 

36) I tried to stay busy. 

37) I went to church or 
attended other 
meetings, in order 
to make contact 
with people. 

38) I shared my feelings 
with others who had 
had similar 
experiences. 

39) I looked for someone 
stronger than myself 
who might be willing 
to help me. 

2 

2 

2 

2 

3 

3 

3 

3 

4 

4 

4 

4 
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TRIED, 
VERY 
HELPFUL 

40) Instead of changing my 
daily routines, I went 
on with them, as though 
the lost loved one were 
still there. 

41) I tried to pretend 
that the loss had 
never happened. 

42) I tried to develop an 
attitude toward the 
event that would help me 
deal with it. 

43) I tried to manage 
my stress through 
exercise and diet. 

44) I tried not to 
withdraw from 
other people. 

45) I read books or 
watched television 
shows that helped 
me to express my 
feelings. 

46) I went to a counselor, 
minister, or other 
professional in search 
of support and guidance. 

47) I sometimes pretended 
that the lost loved 
one were with me. 1 

48) I tried to pretend that 
the person had never died. 1 

TRIED, 
SOME-
WHAT 
HELPFUL 

2 

2 

TRIED NOT 
NOT TRIED 

HELPFUL 
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TRIED, 
VERY 
HELPFUL 

TRIED, 
SOME-
WHAT 
HELPFUL 

TRIED NOT 
NOT TRIED 

HELPFUL 

49) I tried to separate 
the rational from the 
irrational in my 
response to the loss. 

50) I focused on everyday 
chores, such as 
housework, cooking, 
or yard work. 

51) I increased contact 
with my family. 

52) I looked for new ways to 
express my feelings or 
"get them out." 

53) I looked for someone 
who could tell me how 
to handle my problems. 

54) I focused on memories of 
the lost person. 

55) I tried to keep myself 
constantly distracted 
with other things, in 
order to forget about 
the pain. 

56) I tried to think 
realistically about 
the likely consequences 
of the loss. 

57) I meditated, prayed, 
read the Bible, or 
otherwise engaged in 
religious activities. 

58) I spent more time with 
old friends and 
neighbors. 

2 

2 

2 

2 

3 

3 

3 

3 

4 

4 

4 

4 
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TRIED, 
VERY 
HELPFUL 

59) I allowed myself to feel 
many new feelings X had 
not experienced in quite 
that way before. 1 

60) I tried to surround myself 
with helpful people. 1 

61) I sometimes took comfort 
in "hearing" the person 
talk to me or call my 
name. 1 

62) I tried to clarify the 
choices I had in 
adjusting my life to 
the loss. 1 

63) I tried to block out 
memories of the past. 1 

64) I tried to improve my 
life in some way, such 
as losing weight, 
quitting smoking, or 
developing healthier 
habits. 1 

65) I went to public places 
where I could be around 
people. 1 

66) I tried to express 
feelings and emotions 
through some kind of 
creativity. 1 

67) I looked for someone else 
who had suffered a loss, 
and sought support and 
guidance from that person. 1 

TRIED, 
SOME-
WHAT 
HELPFUL 

2 

2 

2 

2 

TRIED NOT 
NOT TRIED 

HELPFUL 

3 4 

3 4 

3 4 

3 4 
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TRIED, 
VERY 
HELPFUL 

TRIED, 
SOME-
WHAT 
HELPFUL 

TRIED NOT 
NOT TRIED 

HELPFUL 

68) I sometimes took comfort 
in "catching a glimpse" 
of the lost person out of 
the corner of my eye. 1 

69) I avoided going to places 
where the lost loved one 
would normally be. 1 

70) I thought about things from 
my past that might help me 
to deal more effectively 
with the present. 1 
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Please read all of the following questions dealing with the 
recent loss of loved one and respond by circling one of the 
numbers below on a scale of 1 to 5, with the number 1 being 
"Very True" and the number 5 being "Very Untrue. Be sure to 
answer with regard to the deceased loved one. 

1 = VERY TRUE 
4 = SOMEWHAT UNTRUE 

2 a SOMEWHAT TRUE 
5 = VERY UNTRUE 

3 a UNDECIDED 

1) My loved one was the main focus of my life. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

2) I believe that with better medical care at some point, my 
loved one's death might have been prevented. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

3) I was dependent upon my loved one to meet many of my 
physical needs. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

4) I had plenty of time to prepare for my loved one's death. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

5) I hated being separated from my loved one, even for short 
periods of time. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

6) If my loved one had been more careful or had healthier 
habits, he/she might not have died. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 
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7) I have had to relocate as a result of my loved one's 
death. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

8) My loved one died at a time in life when death is a 
natural occurrence, to be expected. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 
4 

SOMEWHAT 
TRUE 

9) My loved one and I did everything together. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED 
4 

SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

10) I feel that I could have foreseen the death of my loved 
one and prevented it somehow. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

11) There has been a large change in my living conditions as 
a result of my loved one's death. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

12) My loved one's death was very sudden. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 

5 
VERY 
UNTRUE 

13) My loved one was the only person who really understood 
me. 

1 
VERY 
TRUE 

SOMEWHAT 
TRUE 

UNDECIDED SOMEWHAT 
TRUE 

5 
VERY 
UNTRUE 
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14) My loved one's death was partly the result of poor 
j udgment on someone1s part. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

15) My mobility (ability to get around) has changed 
dramatically as a result of my loved one's death. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

16) My loved one and I had talked about or made plans for 
his/her death. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

17) I always felt lonely when I was not with my loved one, 
even if I was with other close friends or loved ones. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

18) My loved one's death was the result of things that should 
have been better controlled. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

19) My church or social activities have had to be adjusted a 
great deal as a result of my loved one's death. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

20) I fully expected my loved one to die; the death did not 
come as a surprise. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 
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21) My loved one was the only person I could confide in. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

22) My loved one's death was entirely preventable. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

23) My financial state has changed a great deal as a result 
of my loved one's death. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 

24) I had thought through my loved one's death in advance. 

1 2 3 4 5 
VERY SOMEWHAT UNDECIDED SOMEWHAT VERY 
TRUE TRUE TRUE UNTRUE 
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