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Preface

Until fairly recently, researchers interested in the topic of bereavement
tended to be scattered throughout the world, having little contact with one
another and not much knowledge of each other's work. This was to some
extent true of the editors of the current volume, until a conference meeting
in the early 1980s led to the discussion of joint interests and the beginning
of a collaboration that has continued without pause ever since. The main
objective of our collaboration has been to work toward a synthesis of
scientific evidence on the impact of bereavement. Out of this interest came
a special issue of the Journal of Social Issues, "Bereavement and Widowhood,"
in 1988, to which an international, interdisciplinary group of bereavement
researchers contributed.

Due to the constraints of a journal, the scope of the issue had to be
limited. Thus, it seemed a natural extension of this work to produce a
more comprehensive volume that would provide readers with an up-to-date
account of knowledge about bereavement's impact and effects and the
possibilities for social or policy intervention and treatment: The Handbook of
Bereavement is the result of this endeavor. Well over half of the chapters were
newly commissioned. Leading researchers from many different disciplines
and many countries, including Australia, Canada, Israel, the United
Kingdom, and the United States, were invited to contribute. It was very
gratifying that, as for the journal issue, the response was overwhelmingly
positive, such that all of the chapters are by "first-choice" authors. Of the
original collection of papers, practically all have been substantially revised,
extended, and updated.

In compiling such a volume, we owe thanks to many people, but
we are particularly indebted to the authors. We have received unprecedented
cooperation from each of them on this project. Some produced their chapters
under difficult circumstances; all responded positively to our demanding
editorial requests. It has been a delight to work with them, and we are
grateful for all we have learned from them. A significant part of the
enjoyment in compiling this volume has been the exchange of ideas through
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correspondence with the authors and the establishment of contact with
them, which we hope will continue.

There would have been no Handbook without the early support and
encouragement of George Levinger and the editorial board and advisers
of the Journal of Social Issues, who gave such enthusiastic approval to
our original proposal for a special issue and provided insightful feedback
throughout its production. We are greatly indebted to him and to his
successor as editor, Stuart Oskamp. We also thank the Society for the
Psychological Study of Social Issues (SPSSI), publisher of the Journal of
Social Issues, which gave permission for publication of the Handbook with
Cambridge University Press. As editors, we are happy to support the goals
of the society by producing this volume for them.

Each of the editors also has colleagues, friends, and family members to
whom he or she alone is indebted. For the Stroebes, this is above all our
daughter Katherine, to whom - for our part - we dedicate this book. Life is
hard for children when both parents are involved in an all-engrossing
project. Katherine showed great maturity in dealing with us and in under-
standing our reasons for editing this book. We are deeply grateful to her.
Robert Hansson dedicates his efforts on this volume to the memory of
his parents, Olafur and Ruby Hansson, and thanks Kathleen and Julie
Hansson for their support and encouragement during the project.

After this volume went to press, we learned of the death of our author Dr.
John Martin on January 17th, 1992. We are deeply saddened by this news,
and wish to extend our dedication in remembrance of him.
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Introduction





1

Bereavement research and theory:
An introduction to the Handbook

M A R G A R E T S. STROEBE,
W O L F G A N G S T R O E B E , AND
R O B E R T O. HANSSON

The loss of a loved one is a tragedy unequalled by any other for most
bereaved people. It is an experience that occurs some time or other in
nearly everyone's life, and many suffer losses long before they reach old age,
when such events occur with increasing frequency. According to statistics
for the year 1985, more than 2 million people can be expected to die in a
single year in the United States alone. Of these, more than 16,000 are
children between the ages of 1 and 14, and as many as 38,000 are young
people between the ages of 15 and 24 (U.S. Department of Health &
Human Services, 1985). Such statistics also show alarming infant mortality
rates, more than 40,000 babies dying before they reach the age of 1 year.
For each of these deaths, bereaved persons are left behind - parents,
spouses, children, siblings, and friends - all of whom are at high risk of
detrimental effects on their mental and physical health.

If one looks beyond such statistics to consider world events, concern for
the bereaved becomes hugely magnified. Natural disasters and human
conflicts have devastated families in many nations during recent years.
Frequently under such circumstances, grief over the death of a loved one is
compounded by related tragedies, as when one person alone survives the
loss of an entire family, when personal injury adds to suffering, when the
violent or brutal death of a loved one has been witnessed, or when homes
and livelihoods are also lost through the circumstances of war or other
disaster. Survivors of such terrible losses are particularly vulnerable to
long-term adverse effects and are in special need of care and support.

Because of the intensity of the loss experience, the large number of people
it affects, and the systematic variations with which its consequences are
distributed across populations, bereavement has far-reaching implications.
It is a concern that extends beyond the boundaries of clinical interest, the
domain from which much of the early research drew its impetus. It affects
at some point every family and raises logistic and policy issues for the
health and social service agencies of every community.

In our view, bereavement is an issue that needs to be understood from a
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sound base of theoretically oriented and empirically derived knowledge and
not purely on subjective, descriptive accounts. Parkes, in chapter 6 of
this volume, expresses the necessity for such a frame of reference most
succinctly:

It is not enough for us to stay close and to open our hearts to another person's
suffering; valuable though this sympathy may sometimes be, we must have some
way of stepping aside from the maze of emotion and sensation if we are to make
sense of it.

Thus, one of our major objectives in compiling the Handbook of Bereavement
has been to provide an up-to-date review of scientific knowledge about
bereavement: to assess the state of understanding of the grief process, to
review and evaluate theories that provide explanations for its phenomena,
to detail its effects and outcomes, and to examine the efficacy of various
types of intervention.

Researchers in a variety of disciplines - anthropology, epidemiology,
sociology, psychology, medicine - have contributed to this endeavor, as the
multidisciplinary contributions illustrate. For example, with regard to
health consequences, public health and epidemiological studies have
identified illness and mortality consequences and predictors of differential
outcome of bereavement. Clinicians and therapists have learned a great
deal about the phenomenology of grief, predictors of abnormal grieving and
poor outcome, and the effectiveness of intervention programs. Physiological
theory and research have concentrated on the identification of mechanisms
by which loss may affect the immune system, lead to changes in the
endocrine, autonomic nervous, and cardiovascular systems, and account for
increased vulnerability to external agents.

As for social and economic consequences, such as social status changes,
network alterations, or financial implications, psychological theories and
research have considered issues of coping with loss, the potentially adaptive
functions of grief for the social group, the parallels and differences between
different types of loss (e.g., parent vs. spouse, widowhood vs. divorce), and
the problematic processes of support and care giving. Sociologists have
explored the impact of widowhood on access to social roles, construc-
tion of new identities, and a host of further issues. Gerontology has con-
tributed to the area through its study of coping with life events in old age
(e.g., identifying changing needs and coping resources in old age, and
acknowledging age-related interactions among health, independence, and
adjustment).

In our view, the study of bereavement will progress from a synthesis of
this wide variety of disciplines, and our aim has been to take a step in this
direction. In the words of the late Henri Tajfel:
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All of us in our various disciplines . . . are dealing with a common knot of problems
seen from different perspectives, and it would be futile to claim a monopoly of some
kind of a "basic truth" or conceptual priority for any one of these perspectives.
(1981, p. 224)

Elsewhere (M. Stroebe, Stroebe, & Hansson, 1988), we have traced the
historical development of theory, empirical research, and methodology
in the field. The study of bereavement is, as we noted, a comparatively
young discipline, and early research was often issue-generated rather than
theory-generated. We identified historical changes in the kinds of research
questions that have been topical in bereavement research and gave an
overview of the major empirical findings and the conceptual developments
that followed over the years.

In the present introduction we provide a brief overview of the scope of
current, multidisciplinary research in the bereavement area as represented
by the diverse chapters in this volume. We outline individual contributions,
highlighting their main arguments and results. First, though, it will be
useful to distinguish among three terms, as has now become fairly common
practice in the field: Bereavement is the objective situation of having lost
someone significant; grief is the emotional response to one's loss; and
mourning denotes the actions and manner of expressing grief, which often
reflect the mourning practices of one's culture.

The phenomenology and measurement of grief

What is grief? What are its symptoms, and what course does it normally
run over time? How does one measure an emotional reaction to loss?
How can one distinguish normal or uncomplicated grief from abnormal
or pathological grief? These are questions that are central to the three
chapters in part II. These chapters represent a development from the
clinical descriptions of the phenomenology of grief that dominated earlier
research to systematic attempts to describe patterns of common symptoms
and address complex issues concerning the time phases of grief, its nature,
and intensity.

Writing on the course of normal grief (chapter 2), Shuchter and Zisook
draw on years of research collaboration. They discuss questions concerning
patterns of symptomatology, the controversial issue of "stages" of grief and
recovery, and the broad range of changes in cognitive and behavioral
processes, as well as such aspects as interpersonal relationships during the
course of grief. Central to their conception is the view that grief is a highly
individualized process, that there are many and varied ways people grieve,
that even one individual's grief varies from moment to moment. Too
frequently in the past, accounts of grief have been overly simplistic. To
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describe adequately the phenomenology and natural history of normal
bereavement, Shuchter and Zisook argue the need for a multidimensional
approach, one that incorporates overlapping dimensions, including affective
states, coping strategies, and the continued relationship with the deceased.

Like Shuchter and Zisook, in chapter 3 Middleton, Raphael, Martinek,
and Misso endorse the need for a multidimensional framework for con-
ceptualizing pathological forms of bereavement. At a time when, as these
authors note, we are still struggling to validate and operationalize the
construct of normal grief, conceptualizing pathological grief appears
even more problematic. How do we define "pathological," "abnormal,"
"chronic," "unresolved," "absent," or "complicated" grief? Can we dis-
tinguish clearly between "normal" and "abnormal" grieving, or between
problematic grief and such other clinical disorders as depression, anxiety
disorders, or post-traumatic stress disorders? What do we know of the
impact of cultural norms on pathological grief reactions?

Middleton and his colleagues grapple with the issues of validation
and operationatization of the construct pathological grief, examining the
most influential theoretical formulations (psychoanalytic and attachment
theories) to have addressed pathological grief. Consideration is also given to
a very neglected issue, namely, the relationship between pathological grief
and personality disorders. An important distinction emerges from their dis-
cussion: If it is the case that bereavement accentuates preexisting pathology
rather than that pathology is specific to grief, then, as they argue, "In many
instances it may be more valid to view grief as a risk factor for such
disorders than to view such disorders as manifestations of pathological
grief."

Although Middleton et al. argue the case for more extensive use of
clinical diagnosis as opposed to rating scales (e.g., to diagnose personality
disorders in bereaved persons), much reliance is placed on psychometric
measurement of bereavement phenomena. In view of the rapid growth in
the number of instruments designed to assess various aspects of individuals'
responses to bereavement, it is surprising that no comprehensive review
and discussion of measurement issues has yet appeared in the literature. In
chapter 4, Hansson, Carpenter, and Fairchild not only review psychometric
instruments designed to measure the nature and intensity of the grief
experience but also those assessing broader coping and health variables.
Key issues of validity and reliability are discussed.

Current theories of grief, mourning, and bereavement

One might ask why we need theories on the phenomenon of grief, when to
feel sad and depressed on losing a loved person seems so self-evident.
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However, as the chapters in part II amply show, grief is not only a
very complex syndrome but also one with diverse consequences. How, for
example, can one understand the constant interplay among feelings of
disbelief, hope, and despair that trouble the bereaved, or the alternation
between affective responses of numbness, despair, and anger? Why do the
bereaved search for the lost one, feel convinced of his or her presence, when
they know that he or she is no longer living? Why do some bereaved
persons cope with loss relatively well and others remain devastated for
years?

Theoretical formulations should not only help us to understand certain
counterintuitive reactions and complex symptomatology. They should also
provide explanations of individual differences in mental and physical health
outcomes. Most importantly, they should allow one to develop strategies of
care and therapy to ameliorate distress and help toward the prevention of
pathology. To date, there is no theory that fulfills all of these expectations.
In fact, empirical research on bereavement typically has not been guided
by an integrative theory base. In our view, it is essential for research
to be theory-guided, and wherever possible theoretical underpinnings are
stressed, not just in part III but throughout the chapters in this volume.

Although there is no broadly applicable, integrative theory of bereave-
ment, two different general types of theory, which have grown out of
different traditions and interests of researchers (W. Stroebe & Stroebe,
1987), can be identified from the literature. The earlier of these theoreti-
cal contributions emerged from the psychoanalytic tradition, the most
influential being those of Freud (1917a), Lindemann (1944), and, more
recently, Bowlby (e.g., 1980/1981). Such theories, which can be classified
as depression models of grief (W. Stroebe & Stroebe, 1987), analyze grief
as an emotional reaction and help greatly in understanding emotional
symptomatology in response to loss. Complementary to these are stress
theories (cf. Lazarus & Folkman, 1984). Applied specifically to bereave-
ment (W. Stroebe & Stroebe, 1987), stress models of grief consider bereave-
ment a stressful life event and offer an explanation for the physical health
consequences of bereavement, which is not a focal concern of the depression
models. One of the major proponents of this line of theorizing in recent
years has been Horowitz (e.g., 1976/1986).

Rather than detailing such well-known, classic contributions (descrip-
tions can be found in W. Stroebe & Stroebe, 1987; they are discussed
briefly in Middleton et al.'s chapter 3, on pathological grief, and in M.
Stroebe & Stroebe's review of the mortality of bereavement, chapter 12), in
the third part of this volume we focus on contemporary theoretical perspec-
tives from diverse disciplines, all of which contribute to the understanding
of bereavement. It will become evident that these analyses provide very
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different insights into the grief process, not necessarily because they con-
flict but because of the level of analysis and perspective from which they
examine bereavement.

Thus, Averill and Nunley (chapter 5) apply a social-constructionist
approach to the emotion of grief, exploring two alternative conceptions of
grief: as an emotion and as a disease. They relate the syndrome of grief to
broader social systems, particularly to the health care system. They explore
the implications of the continuing tendency to incorporate grief into the
health care system, where the primary goal is to alleviate suffering. The
isolation of grief as a problem to be treated under the medical model could
diminish the role of other social systems as a source of meaning and support
for the bereaved. It becomes evident from Averill and Nunley's analysis
how culturally dependent our conceptualization of grief is: It is by no
means universal or necessary to define it as an emotion.

By contrast, in chapter 6, Parkes outlines his concept of psychosocial
transitions that he has developed over the years to explain adaptation to life
changes such as bereavement. Parkes's model enables comparative analysis
of different losses, his own empirical work having focused on loss of a
spouse, loss of a limb, and loss of a home. It has far-reaching implications
not only for the identification of high-risk persons but also for defining
the role of others, including health professionals, in reducing risk. In an
important extension of his original model, in this volume Parkes proposes
how members of all the health care professions might become more directly
involved as agents of change.

In a contribution that nicely complements the cognitively oriented paper
by Parkes, Rosenblatt (chapter 7) argues that to understand grief, we must
know how it is affected by the social context in which it occurs (e.g., family,
personal relationships, culture, and ethnicity). Family systems theory
and symbolic interactionism provide a conceptual backdrop against which
to view the dynamics and implications of the social context. A central
theme in Rosenblatt's work involves the potential consequences on a
diverse population (like that in the United States) when communities and
formal support systems fail to be sensitive to ethnic differences in grief
and mourning customs and rituals. Such misunderstanding can result,
for example, in intolerance and reduced access to, or diminished benefit
from, formal support and health care systems among minority populations.
Rosenblatt also highlights and illustrates cross-cultural differences in grief
reactions, a theme for which his work is well known (e.g., Rosenblatt,
Walsh, & Jackson, 1976).

The final chapter in part III (chapter 8) is by a newcomer to the field.
We invited Seymour Epstein, a major figure in personality psychology,
to apply his own theoretical approach, Cognitive-experiential self-theory
(CEST), to the area of bereavement. CEST is a general theory of personality
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according to which people construct implicit theories of reality that reside
within an experiential conceptual system that operates by principles dif-
ferent from those operating within their rational conceptual system. Implicit
theories of reality strive to fulfill four basic functions. These functions, and
the implicit belief dimensions associated with them, both influence and are
influenced by bereavement. In contrast to psychoanalysis, CEST considers
sensitivities and compulsions, not unconscious conflict, as the main source
of maladaptive reactions. The construct of constructive thinking, a broad
coping variable with specific components, is associated with the efficacy of a
person's implicit theory of reality and can account for some anomalous
findings on coping with bereavement.

Physiological changes following bereavement

Bereavement does not operate on one's bodily system in the same way as
some alien bacteria do. Nevertheless, it is associated with a variety of
mental and physical health consequences. What, then, are the biological
links between grief and increased risk of morbidity and mortality among the
bereaved? How can bereavement, which, after all, is an event external to
the organism, affect bodily systems to cause ill health and even death?
Clearly, if we can answer these questions, we go a long way toward finding
intervention strategies to affect the biological system, modulate the risk of
illness, and provide relief for those who suffer most.

The last decade has seen a number of breakthroughs in our understand-
ing of physiological changes following bereavement. Physiological theory
and research have concentrated on the identification of mechanisms by
which loss may affect the immune system, lead to changes in the endocrine,
autonomic nervous, and cardiovascular systems, and account for increased
vulnerability to external agents. Only very recently, for example, have
specific physiological changes been identified in the immune system follow-
ing separations.

The contributors of the three chapters in part IV have been foremost
among researchers in this area. All review their program of research, giving
detailed accounts of the physiological mechanisms and biological systems,
including discussions of the relevance of immune measures to changes in
health, to enable those unfamiliar with such work to understand their
results.

In chapter 9, Laudenslager, Boccia, and Reite review studies of the
biological correlates of loss in nonhuman primates. A main objective is to
present some of the recent observations from their own research group
concerning social support models and the potential role of temperament in
determining response to maternal loss in nonhuman primates. They present
striking evidence from their animal studies that maternal separation
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influences immune regulation and that such early experience may have
consequences observable in adult life. They identify certain intrinsic and
extrinsic variables predicting immunologic outcome following the stress
experience. Their research represents a major development toward the
establishment of a relationship between markers of immune status and
disease risk, the identification of high-risk individuals, and the long-term
impact of early experience on health in the adult.

Chapter 10, by Kim and Jacobs, covers research on neuroendocrine
changes following bereavement, the emphasis here being on psychiatric
morbidity. The authors include detailed consideration of the results of
neuroendocrine findings in depression and anxiety disorders, both of which
have been found to complicate bereavement. As they note, neuroendocrine
abnormalities in these disorders provide suggestions for associations be-
tween neuroendocrine changes and complicated bereavement. Finally, they
suggest a paradigm of abnormal adrenocortical activity applicable to
bereavement, which goes some way toward understanding the interaction
between the neuroendocrine system and bereavement stress. It is important
to note that Kim and Jacobs's identification of depression and anxiety
disorders as precursors of complicated bereavement suggests a predisposing
risk factor for poor mental outcome: A propensity to clinical depression
and/or anxiety disorders may lead to complicated bereavement rather than
the usually assumed causal sequence that bereavement leads to clinical
depression and anxiety disorders.

In the final chapter in this part, Irwin and Pike (chapter 11) give an
overview of research that demonstrates the relationship between bereave-
ment and changes in immune parameters, particularly natural killer cell
activity. They present their own empirical data documenting how depressive
symptoms might relate to these immunologic changes in bereavement.
They limit the breadth of their review to loss in humans, thus com-
plementing chapter 9, by Laudenslager, Boccia, and Reite, on nonhuman
primates. Their work suggests that individual psychological responses such
as depressive symptomatology may mediate changes in physiological
systems and affect immune function.

The psychological, social, and health impacts of conjugal
bereavement

For a number of reasons, the stressful and disruptive nature of bereave-
ment has most frequently been documented for widow(er)hood, the topic
to which the whole of part V is devoted (although it should be noted
that comparisons are frequently drawn with other types of loss). Conjugal
bereavement is one of the most widely experienced stressful life events.
More than 50% of all women 65 years and over and 12% of all men that
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age have become widowed (U.S. Bureau of the Census, 1984). Further-
more, the conjugal grief reaction can be particularly devastating because, as
the chapters in part V underscore, the bereaved are often required to deal
with the simultaneous disruption of their financial security, social status,
and primary support networks. Not surprisingly, as the reports clearly
document, marital bereavement is associated with deterioration in mental
and physical health and with an excess in mortality from natural as well as
violent causes.

In this part, we provide an overview of the multiple reactions and
consequences of conjugal bereavement. We have tried to strike a balance
among review articles (Sanders; M. Stroebe & Stroebe), large-scale statisti-
cal studies (McCrae & Costa), and small to moderate-sized comparative
studies of longitudinal design (Gallagher-Thompson, Futterman, Farberow,
Thompson, & Peterson; Lund, Caserta, & Dimond; W. Stroebe & Stroebe).
The general goals of all the research reviewed here, despite a diversity in
disciplinary backgrounds, have been to examine the process of adaptation
and adjustment to the loss of a spouse, to examine risk factors (i.e.,
predictors that are associated with good or bad outcome), and to identify,
where possible, potential strategies of intervention.

Although many of the authors are clinicians and draw heavily on per-
sonal, professional experience, it will become evident that no chapter
comprises purely clinical descriptions of the grief experience. This reflects a
major editorial bias: In our view, such subjective accounts are subject to
the critical shortcoming that they are open to whatever interpretation
the author wishes to make. Throughout the chapters included here, close
attention has been paid to rigorous design and methodology. Paramount
among these concerns are issues of representativeness of the samples (have
we, for example, omitted from an empirical investigation those who are
most distressed or physically affected by bereavement?), the need for non-
bereaved control groups to identify main effects rather than interactions
(for example, if widows are more distressed than widowers, this could
reflect the excess in depression rates of females in general, as compared
with males), and the validity and reliability of the measures used to assess
grief reactions in all their complexity. (For a detailed consideration of
methodological issues in bereavement research, see W. Stroebe & Stroebe,
1987.)

Part V begins with M. Stroebe and Stroebe's review of the impact of
bereavement with the most dire of consequences: the death of the bereaved
spouse. Examination of studies subsequent to a review a decade ago (M.
Stroebe, Stroebe, Gergen, & Gergen, 1981) revealed fascinating new clues
to the puzzle of why some bereaved themselves die. In the light of this
evidence Stroebe and Stroebe were able to examine theoretical explanations
of this "loss effect" that was not previously possible. It is surprising that no
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connection has ever been made between depression models of loss and
the mortality of the bereaved. One possible reason may be because, as
noted earlier, depression models have largely been used in explanations of
emotional reactions, whereas the physical health consequences have been
the province of stress models. In chapter 12 the explanatory power of both
types of model is considered. It should be noted that these models can also
be applied in explanation of the lesser mental and physical health con-
sequences, as described in subsequent chapters in this section.

The following two chapters, by McCrae and Costa (chapter 13) and W.
Stroebe and Stroebe (chapter 14), contrast greatly, not only in design but
also in their results. McCrae and Costa draw on data from the follow-up
investigation of a large-scale survey to examine some long-term con-
sequences of widowhood. These authors argue provocatively for long-term
"resilience" of widowed persons. They hold that after the period of intense
grief is over comes a return to a "baseline" level of well-being, comparable
with that of nonbereaved individuals. The data reported by W. Stroebe and
Stroebe qualify the conclusions about psychological resilience. The results
from their longitudinal study of widows and widowers also indicate that the
majority of bereaved recover over a 2-year period. However, high-risk
subgroups of individuals were identified who do not seem to adjust well to
bereavement.

W. Stroebe and Stroebe's study shares a number of design features with
the following two contributions, by Gallagher-Thompson, Futterman,
Farberow, Thompson, and Peterson (chapter 15) and by Lund, Caserta,
and Dimond (chapter 16), that distinguish them from much preceding
research. All have prospective, longitudinal designs, beginning investigation
soon after bereavement and following up over subsequent months and
years. All include nonbereaved control subjects, carefully matched with the
bereaved on sociodemographic variables. All address complex issues of
sample bias, for example, selection into the studies and dropout over the
duration of investigation.

Unlike the W. Stroebe and Stroebe study, though, the work by Gallagher-
Thompson and colleagues and by Lund and colleagues specifically focus on
older widowed persons. Both projects were designed in response to the con-
cern of the National Institute on Aging to acquire systematic, empirically
based knowledge about bereavement in older populations. Each project
sets unique questions, examines different subgroups, and uses diverse
measures. In combination, these empirical papers provide a sense of the
representativeness of research results and of the multiple dimensions that
bereavement reactions entail.

The identification of risk factors for poor bereavement outcome has been
an important focus of recent research and has implications for both the
prevention of and recovery from intense grief. Sanders, in chapter 17,
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provides a comprehensive and critical review of this literature, distinguish-
ing among four general risk categories: biographical/demographic factors,
individual factors, mode of death, and circumstances following the loss. She
includes, where data are available, studies on types of loss other than
conjugal bereavement. She also notes important methodological short-
comings in this research.

Grief reactions to different types of loss

It is generally accepted by lay people and professionals alike that certain
bereavements are apt to be associated with more overwhelming reactions
and severe adjustment problems than others. The loss of a young child, for
example, is assumed by both researchers and clinicians to be particularly
hard to bear. Key questions concern patterns of similarity and differences
in grief reactions to various types of loss, the identification of variables that
cause differential reactions, and the establishment of areas of particular
difficulty in grief reactions to specific losses.

In part VI, we extend consideration of the bereavement experience to
losses other than conjugal loss, selecting ones for which the survivors are
particularly vulnerable to poor outcome. The part begins with a theoretical
chapter by Weiss. In chapter 18, Weiss extends Bowlby's attachment
theory to adult grief, arguing that loss should result in grief only for
relationships that are in major respects identical to the attachment relation-
ships that bond children to their parents. He develops the provocative
thesis that there are only four relational bonds that have the characteristics
of such relationships in adults. He then explores reactions to different types
of loss and recovery from loss from this theoretical viewpoint. A particularly
interesting new theme in this chapter focuses on the interplay of cognitive
and emotional reactions (as people adapt but never really recover). These
observations, in addition to fleshing out our notions regarding the nature
of recovery, also address the product of recovery and the potential for
immense individual diversity.

The title statement of Rubin's contribution (chapter 19), "The Death of
a Child Is Forever," poignantly underlines the conclusion that the author
reached from his extensive study of reactions of parents who have suffered
the loss of a child, ranging from very young babies who died from sudden
infant death syndrome to adult sons lost in the wars of Israel. As Rubin
found, parents of deceased children maintain very close ties with their child
- even after 13 years of bereavement - remaining preoccupied with their
child and highly invested in the lost relationship, often to the detriment
of relationships with surviving members of the family. Rubin developed
the Two-Track Model of Bereavement to further understanding of the
phenomena he observed, one that gives central place to the parent-child
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relationship and to biopsychosocial functioning during the stress of bereave-
ment. Within this framework, he explores the "multiple meanings" that
children hold for their parents.

It becomes clear that research on bereavement has in the past too
narrowly focused on symptomatology and psychopathology, that much
can be learned from exploring these broader dimensions of bereavement.
Although for the most part the bereaved parents functioned well, their loss
remained dominant and preoccupation strong in their lives. Thus, like
many authors in earlier chapters, Rubin argues for a multidimensional
approach to bereavement.

The death of a young parent, at a time when children are not yet raised
and when family members are closely involved with one another, is a
tragedy that evokes much sympathy and concern. Debate continues in the
literature whether early parental loss leads to later problems, ranging from
depression to antisocial personality disorders (cf. W. Stroebe & Stroebe,
1987). Silverman and Worden (chapter 20) report on their new longitudinal
study, the child bereavement study. Rather than studying adults who had
lost a parent in childhood or studying children already referred for therapy,
these investigators looked at how a random sample of children were coping
with the recent death of a parent. Questions were asked not just of the
parents but of the children themselves, so that these different views on the
child's adjustment could be compared, thus providing a family perspective.

The study pinpointed a number of unique concerns in childhood loss.
For example, children were sometimes very frightened that the deceased
parent could be "watching them." Also, like Rubin, Silverman and
Worden emphasize the importance of retaining a connection with the
deceased parent, which, rather than reflecting the pathology that labeling it
"preoccupation with the deceased" implies, was a comfort to the chil-
dren. Their conclusions are more optimistic than those of much previous
research: Children were not overwhelmed by their loss or beset with serious
psychological problems. Thus, they argue, researchers should depart from
the language of "sickness" in describing grief and turn to a model of grief as
a normative life-cycle event.

Bereavement following a death from AIDS is among the most harrowing
of grief experiences. Martin and Dean have worked with the urban, gay,
male community of New York City, which has been so affected by the
AIDS epidemic, collecting data for the Longitudinal AIDS Impact Project,
an ongoing study at the Columbia University AIDS Research Unit. In
chapter 21, they document the circumstances surrounding AIDS-related
bereavement within this community and the effects that these losses may be
expected to have on those who survive. Certain characteristics of the illness
make this bereavement both similar and dissimilar to that caused by other
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illnesses. That bereavements are likely to be both multiple (many losses
occurring for any one individual in brief time periods) and chronic (the
experiences are unremitting over time), that the survivor may himself be at
risk of AIDS, that the terminal illness is long-drawn-out and extremely
harsh for both sufferers and caretakers to bear, that it can be deeply
stigmatizing for both the sick person and those close to him, that those who
suffer are relatively young - these and other features combine to complicate
bereavement reactions. The picture that emerges is one of a strongly affected
community of people, one that is deeply in need of bereavement support.

Like those bereaved from AIDS deaths, survivors of the Holocaust are
likely to have had multiple bereavements. They, too, feared for their own
lives under particularly traumatic circumstances. But, just as there are
some parallels, so are there unique features to Holocaust survivors' experi-
ences and to the issues that concern researchers in this area. Kaminer and
Lavie, in chapter 22, describe the extreme conditions and circumstances of
Holocaust survivors that still, almost 50 years on, have a deep impact on
many aspects of their lives.

In order to study survivors' long-term adaptation and coping, Kaminer
and Lavie focused on sleep and dreams, comparing difficulties and dis-
turbances among well-adjusted versus less adjusted survivors. One of the
most fascinating results of this study was that the higher the intrusion of
Holocaust-related memories and complaints and distress in everyday life,
the more disturbed was the sleep and the higher the dream recall. They
argue that the massive repression of dream content in the well-adjusted is
an adaptive mechanism. This sheds new light on the unresolved issue of
treatment approaches to traumatized survivors: Assisting them to repress
the terrors of the past may have a highly adaptive value.

Coping, counseling, and therapy

Bereavement researchers have become very aware in recent years of the
variety of ways through which grieving persons cope with their grief, so
much so that any one person may respond to different losses in very
different ways and even have very different support requirements at dif-
ferent points in time. Reflecting this diversity, support techniques range
from the casual to the highly structured. Most bereaved persons cope with
their grief with the help of family, friends, and neighborhood supports.
Some seek aid from mutual help organizations; others need the support of
grief counseling, that is, facilitation with "uncomplicated, or normal, grief
to a healthy completion of the tasks of grieving within a reasonable time
frame" (Worden, 1982/1991, p. 35), and a small minority require grief
therapy, "those specialized techniques . . . which are used to help people
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with abnormal or complicated reactions" (Worden, 1982/1991, p. 35). The
papers in part VII cover two main interests: ways that people cope with
loss and the effectiveness of the various types of support, counseling, and
therapy.

In chapter 23, Wortman, Silver, and Kessler address how people cope.
The major goal of their research, extending over many years and including
the study of different types of loss, has been to clarify the processes whereby
people come to terms with sudden, irrevocable changes in their lives and to
understand mechanisms through which such events can affect subsequent
health and functioning. In the researchers' view, their empirical results
failed to confirm, and even contradicted, assumptions that would be
derived from previous theories, as well as common understanding of how
people cope with loss. Therefore, they developed an explanatory concept to
understand these findings and for predicting poor outcome that focuses on
people's worldviews, that is, their beliefs, assumptions, or expectations
about self, others, and the world that provide meaning. Such assumptions
may become shattered by a traumatic bereavement causing intense distress.
Wortman and her colleagues elaborate this account in their chapter, relat-
ing it to their empirical results, including those from their ongoing large-
scale, representative, prospective studies of bereaved samples.

Like Wortman and her colleagues, Hansson, Remondet, and Galusha
also provide a cognitive analysis of bereavement phenomena (chapter 24).
Hansson et al., however, concentrate their interest on problems specific to
older bereaved persons. Also, unlike the vast majority of research programs,
they extend investigation beyond the period of intense grief. How do elderly
widowed people cope and adjust over subsequent years of widowhood?
Such a question becomes increasingly important to answer in view of the
fact that life expectancy has increased in recent decades, with widowed
persons having much of their lives still before them. Hansson et al. provide
an analysis within a life-span perspective, exploring the status and experi-
ence of widowhood after intensive grieving has passed. Their longer term
perspective on one's "career of widowhood" examines the question of how
old age and widowhood interact to affect personal control, coping, and well-
being. An important implication of this work is that providing widows with
a career orientation will facilitate their recovery and well-being. This career
perspective incorporates bodies of research from two other fields, life-span
developmental psychology and occupational-vocational psychology.

A more sociological perspective on adjustment to widowhood, but one
that also studies adaptation after the period of heavy grief and mourning is
over, is provided by Lopata (chapter 25). Lopata's extensive work, not
only with urban American widows but with widowed women in different
countries of the world as well, has studied the support systems, social roles,
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life-styles, and self-concepts of the widowed over various points in time.
Lopata shows how widowhood changes one's support system, and she
details the resources, including social support, that can be of help in
reorganizing one's life. Of particular interest are the insights from her
examination of cultural differences in the experience of widowhood. She
demonstrates important ways in which our assumptions regarding social
support systems appear culture-bound. These insights, especially the con-
trasts in less developed/industrialized societies, help explain the dilemma
faced by elderly, urban American widows, whose very traditional social and
psychological support needs may not be served by a society that has quickly
changed around them.

Social support following the loss of a loved person has been suggested as
one of the key factors buffering the bereaved from the detrimental effects of
loss. Styiianos and Vachon's critical review of the literature on social
support (chapter 26) is therefore timely. They identify those support efforts
that appear to help and those that do not, considering both informal and
formal interventions for the bereaved in light of their changing support
needs over time. Important is their emphasis on the "goodness of fit"
between the donor, the recipient, and the particular circumstances, clearly
a determinant of how much efforts to help the bereaved actually succeed.
Also important is their consideration of the interplay of personality and
social support. It seems reasonable to assume that some persons profit more
than others from any sort of aid (certain individuals, not necessarily to their
benefit, choose to cope alone), some will be very much easier for those
around them to support than others, and some will put much more strain
on those trying to help than will others. Thus, the identification of personal-
ity variables as mediating factors in supporting the bereaved is a central
concern.

Lieberman provides a review of self-help programs for bereaved persons
in chapter 27. The number of such groups has vastly increased since the
early 1980s, and it is timely to consider their efficacy, compared with other
techniques of support for the bereaved. Self-help interventions fulfill a
critical function in that they supplement professional services and have the
potential advantage of bypassing bureaucracy and avoiding the costs of
formal therapy. Lieberman gives coverage, for the first time, to the theory
behind these groups, to the conceptual distinctions between these and other
helping efforts, to the factors that influence their relevance to different
bereavement populations (parental loss of a child, a spouse), and to a
rigorous examination of the effectiveness of such programs in ameliorat-
ing suffering among bereaved persons. Lieberman found support for the
importance of self-help groups among the maritally bereaved, although
research to date has been less clear for bereaved parents. That more is not
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known is due in part to the problems of conducting methodologically sound
research on the efficacy of such groups. It is ethically unacceptable to
assign bereaved individuals randomly to help versus nonhelp conditions,
to include those who are unwilling to participate in such investigations, or
to follow up dropouts to compare their health and well-being with those of
participants.

The final chapter in this part (chapter 28), by Raphael, Middleton,
Martinek, and Misso, extends the overview of intervention techniques to
counseling and therapy. They outline more formal methods for assessment
and planning of care for the bereaved, arguing that it is important to
derive therapeutic assessments from research findings on the variables that
constitute high risk and indicating how this should proceed. They describe
specific techniques of counseling and therapy that may be helpful, as well
as deal with broader issues concerning interactions with the bereaved - for
example, helping communities to understand their roles in supporting those
at risk. This contribution presents a rare comparison of techniques of
intervention with the bereaved, giving an assessment of the applicability of
various approaches.

Raphael and her colleagues extend the scope of their previous work on
counseling (Raphael & Nunn, 1988) to consider therapeutic techniques
for various forms of pathological grief and complementary therapeutic
intervention for those suffering psychiatric disorders in association with
bereavement. There may, for example, be a need to treat, counsel, or work
through phenomena associated with post-traumatic stress disorders before a
person bereaved through horrific loss may be able to grieve. Raphael et al.
emphasize the importance of recognizing the vast range of individual
responses and the need for the counselor or therapist to take these into
account, developing and negotiating a "therapeutic contract" with the
individual client and employing individually based assessments and treat-
ment programs. Despite their recognition of the need for improvements in
the provision of intervention, these authors conclude that there is much
supportive evidence that bereavement counseling and therapy are effective.

Conclusions

Perusal of the chapters in the Handbook will show that much has been
learned in recent years about many different aspects of bereavement. To
take just a couple of examples, there has been a tremendous increase in our
knowledge about the physiological mechanisms likely to mediate changes in
health and well-being or about the specific consequences of (and interven-
tions for) particularly traumatic losses. However, there are still a number
of major controversies and differences of opinion among researchers -
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concerning the efficacy of grief work in coping with bereavement, or with
regard to the extent of resilience to bereavement, for example.

In the final chapter of the book, we, as editors, consider the state of
knowledge, pinpoint areas of disagreement (giving our own views on these),
highlight social policy implications, and suggest directions for future
research.





PART II

The phenomenology and
measurement of grief





2
The course of normal grief

S T E P H E N R. S H U C H T E R AND
S I D N E Y Z I S O O K

Writing an essay on the course of normal grief is more difficult than
immediately meets the eye. Grief is a natural phenomenon that occurs after
the loss of a loved one. If grief is normal, what, then, is "normal" grief? In
our experience, grief is such an individualized process - one that varies
from person to person and moment to moment and encompasses simulta-
neously so many facets of the bereaved's being - that attempts to limit its
scope or demarcate its boundaries by arbitrarily defining normal grief are
bound to fail. With this in mind, the rest of this chapter should be read not
so much as prescriptive of how the normal course of grief should run but,
rather, descriptive of the many and varied ways people grieve the death of a
significant other.

We begin with a brief review of the stages of grief, its expected duration,
and definitions and purported determinants of grief's resolution. Following
a discussion of the limitations of the approach, we outline a multi-
dimensional approach to understanding the phenomena and course of
grief and supplement the discussion with data from our own work on the
multidimensional assessment of widowhood.

The stages of grief

In a similar manner to Kubler-Ross's conceptualization of staging death
and dying (1969), many investigators of the process of grief and bereave-
ment have proposed stages of normal grief (Bowlby, 1980/1981; Glick,
Weiss, & Parkes, 1974; Pollock, 1987). The reader should be cautioned
against taking any such staging too literally. Grief is not a linear process
with concrete boundaries but, rather, a composite of overlapping, fluid
phases that vary from person to person. Therefore, stages are meant to be
general guidelines only and do not prescribe where an individual "ought"
to be in the grieving process. In our own staging of the grief process, we
previously have postulated at least three partly overlapping phases: (1) an
initial period of shock, disbelief, and denial; (2) an intermediate acute
mourning period of acute somatic and emotional discomfort and social
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withdrawal; and (3) a culminating period of restitution (DeVaul, Zisook, &
Faschingbauer, 1979).

The first phase, shock, may last from hours to weeks and is characterized
by varying degrees of disbelief and denial. Feeling numb and paralyzed,
the bereaved cannot believe that the death is real. Mourning rites and
the gathering of family and friends facilitate passage through this stage.
Bowlby's staging of the grief process separated this stage into two distinct
periods: an initial reaction of numbness and disbelief followed by affects of
pining, yearning, and protest (Bowlby, 1980/1981).

A second phase, acute mourning, begins when the death is acknowledged
cognitively and emotionally. This stage includes intense feeling states
generally occurring in periodic waves of intense emotional and often
somatic discomfort. This distress is often accompanied by social withdrawal
and a painful preoccupation with the deceased. Frequently, various aspects
of identification with the deceased occur during this phase, as the entire
thought content and affect of the bereaved person become bound up with
the dead relative, spouse, or friend. Often, the mourners transiently adopt
the mannerisms, habits, and even somatic symptoms of the deceased.

The acute mourning phase may last for several months before gradually
being replaced by the return of a feeling of well-being with the ability to go
on living. In this restitution phase, the bereaved recognize what the loss
meant to them, that they have grieved, and now begin to shift attention to
the world around them. Memories are, and loneliness may be, a part of that
world, but the deceased, with their ills and problems, are not. The hallmark
of the restitution stage is the ability of the bereaved to recognize that they
have grieved and now can return to work, reexperience pleasure, and seek
the companionship and love of others.

The duration of grief

There is little agreement regarding the time course of normal grief and
bereavement. In general, the expected time course for what would be
accepted as "normal" has increased through the years. For example,
early investigators suggested a period of weeks to months (Engel, 1961;
Lindemann, 1944). However, Paula Clayton and her colleagues found that
up to 17% of all widows were still clinically depressed 13 months following
the death of a loved one, with symptoms of crying spells, weight loss,
and insomnia common (Bornstein, Clayton, Halikas, Maurice, & Robins,
1973). Similarly, in studying a group of London widows 13 months after
bereavement, Colin Murray Parkes and colleagues found that only a
minority of widows could look at the past with pleasure or to the future
with optimism; contrarily, most widows described themselves as sad, poorly
adjusted, depressed, often thinking of their deceased husband, having clear
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visual memories of them, and still grieving a great deal of the time (Parkes,
1971b). Thus, Parkes concluded that the process of grieving was still going
strong after 13 months and that the question of how long grief lasts was still
unanswered.

Our own findings have been similar to those of Marcia Kraft Goin, who
suggested that not only do many people maintain a "timeless" emotional
involvement with the deceased but this attachment often represents a
healthy adaptation to the loss of a loved one (Goin, Burgoyne, & Goin,
1979). We have found several features of grief, particularly those related to
attachment behaviors, to continue several years after the loss (Zisook,
Shuchter, & Lyons, 1987). Thus, it seems that some aspects of grief work
may never end for a significant proportion of otherwise normal bereaved
individuals.

Resolving grief

Complicated grief reactions - atypical (Parkes, 1972), morbid (Lindemann,
1944), pathological (Raphael, 1975; Volkan, 1972), absent (Deutsch,
1937), abnormal (Hackett, 1974), neurotic (Wahl, 1970), "depression of
widowhood" (Clayton, Halikas, & Maurice, 1972), "grief related facsimile
illness" (Zisook & DeVaul, 1977), or unresolved grief (Zisook & DeVaul,
1985) - have been described. Often, these syndromes refer to either absent,
delayed, intensified, or prolonged aspects of "uncomplicated bereavement."
(See Middleton, Raphael, Martinek, & Misso's chapter on pathological
grief reactions, this volume.) We have conceptualized such syndromes as
nonresolution of the grief process, or unresolved grief, and have postulated
a relationship between unresolved grief and a few relatively specific clinical
syndromes, such as depression, chronic illness behavior, or "grief related
facsimile illness" (Zisook & DeVaul, 1985). Unresolved grief may be more
likely to occur when the relationship between the bereaved and the deceased
was very close, dependent, conflicted, or ambivalent; social support is
lacking; there is a past history of depression; current life events interfere
with grieving; the death was sudden and unanticipated; the bereaved is in
poor physical health; or when the survivor has suffered substantial financial
losses. (See Sanders's chapter on risk factors in bereavement outcome, this
volume.)

Although much data substantiate the clinical validity of unresolved grief,
we have found it to be a somewhat overly simplistic concept. Most, if not
all, bereaved individuals never totally resolve their grief, and significant
aspects of the bereavement process may go on for years after the loss, even
in otherwise normal patients. For some, identification syndromes continue.
Others may continue to feel the presence of the deceased or have daily
visions of him or her. Still others may feel pain, anger, and guilt for years
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after the death. Anniversary reactions may go on indefinitely. One person
may no longer be depressed or preoccupied with thoughts of the deceased
but may suffer ill health as a result of the loss. Another person may have
good emotional and psychiatric health but never be able to or wish to
remarry. Thus, we feel a more meaningful measure of normal grief would
require a multidimensional assessment of a number of aspects of the griev-
ing process.

Multidimensional assessment of grief

As our work in this area has evolved (Shuchter, 1986; Shuchter & Zisook,
1986), we have increasingly focused on a multidimensional approach to the
grief experiences of newly bereaved spouses as they occur initially and over
time. We have made assumptions of the face validity of these dimensions.
What the relationship of these factors may be to other measures of outcome
has yet to be determined. The remainder of this chapter describes six
relatively independent dimensions of grief as experienced by 350 widows
and widowers participating in an ongoing longitudinal study. In this study,
widows and widowers were identified through death certificates at the San
Diego County Department of Health and were contacted by letter inviting
them to participate. Two months after the deaths of their spouses, subjects
were given a structured interview and completed a widowhood question-
naire that included demographic information, psychodiagnostic data,
specific grief-related questions, health measures, and self-report measures of
psychopathology. Follow-up questionnaires were completed by participants
at 7 and 13 months (to be completed also at 19 and 25 months).

A total of 350 widows and widowers entered the study - 250 (71%)
women and 100 (29%) men. A full description of the population is avail-
able elsewhere (Zisook, Mulvihill, & Shuchter, 1990). For a group of
demographically matched married controls (JV = 4 1 men; N = 85 women),
data were obtained at one point in time and not obtained for items that had
specific reference to the death of a spouse. In the following discussion we
will use selected data from this study to illustrate frequency trends of the
various dimensions that will be described.

Dimension I. Emotional and cognitive responses to the death of a spouse

Shock. Confronted by the death of a spouse, most men and women
experience some form of initial shock, that is, a period of time during which
the impact of their loss has not registered. The quality of this experi-
ence may vary from states of relative numbness or emotional constriction
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Table 2.1. Emotional and cognitive responses to the death of a spouse

Protective responses
Numbness
It's hard to believe

Emotional pain of grief/loss

Cry whenever I think of him/her
I can't talk about spouse without crying
Yearning for spouse

Anger

Anger at myself
Anger at spouse's physician
Envious of others

Guilt
Guilt
Responsible for spouse's death

Anxiety and fearfulness

Fearful
Nervous when left alone
Fearful of death

Overwhelmed
I experience more demands than I can handle
Out of control
Helpless

Mental disorganization
Trouble concentrating
Difficulty making decisions
Idea that something is wrong with my mind

Loneliness
Loneliness
Lonely even with people

Relief

Apathy

Feeling no interest

% Endorsing each i

At 2
months

12
70

30
61
77

11
17
8

12
4

14
9
8

4
4

22

20
17
5

59
37

28

18

At 7
months

6
61

29
59
70

10
12
15

12
5

11
8

10

6
6

21

21
22

5

51
28

10

18

item as positive

At 13
months

4
49

20
53
58

7
10
13

8
2

10
7

11

5
5

18

14
18
6

39
23

10

15

Married
controls

—a

—

—
—
—

—
—
—

0
—

1
1
3

—
—
6

2
4
1

2
3

—

2

"No data.

and detachment to unreal, dissociated, dreamlike states to states of often
surprisingly normal thinking and feeling. These may continue for minutes,
hours, days, or weeks and, in short-lived forms, for months prior to the
emergence of the emotional pangs, the anguish we call grief.
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Pain of grief. These are exquisitely painful, often total-body experi-
ences of autonomic explosion: a wrenching of the gut, chest pain, light-
headedness, weakness, the rapid welling up of tears, and uncontrollable
crying that frequently accompany this state. These responses can erupt
suddenly and unexpectedly, particularly in the first days and weeks, and
usually in response to some reminder of the person's loss. These reminders
can be from a thousand sources - from any of one's senses, from a lifetime
of memories, and from the most innocuous-seeming situations. For some,
everything is a reminder of their loss, and their pain remains more or less
continuous at first. As time passes, the frequency and intensity of such pain
subside, though often ready to reemerge in response to reminders of the
loss.

Sense of loss. Closely associated with the emotional pain, and often
a major trigger of it, is the survivor's growing awareness of the emotional
fact of death, the sense that one has lost something essential that cannot be
retrieved. The tearing and wrenching of attachment bonds create not only
painful open wounds at the surface of the survivor but defects in the
innermost fabric. The missing, longing, yearning, pining, and searching are
both for the dead and the living. Myriad losses are experienced: losses of
intimacy, companionship, parts of the self, roles, security, styles of living, a
sense of meaning, visions of the future.

Anger. Anger is a commonly, though not universally, experienced
emotion after loss. It is certainly a normal enough response to any experi-
ence of suffering. The forms that such anger takes and the objects of this
anger can be quite diverse; it is an emotion seeking an outlet. It can be felt
as anger, hatred, resentment, envy, or a sense of unfairness, and it can be
directed at the deceased, family or friends, God, physicians, or oneself.

Guilt. The bereaved experience guilt in three major forms: (1)
survivor guilt ("Why him and not me?"); (2) guilt related to responsibility
for the death or suffering of the spouse; and (3) guilt over "betrayal" of the
spouse. The most intense and lasting form of guilt is that associated with
the perception that the survivor may have contributed to the spouse's death
or suffering, whether by commission - improper feeding, deprivation of
affection or support - or omission - not preventing his or her smoking,
not changing life-styles, not pushing physicians hard enough to detect a
disorder.

Regrets. Regardless of how many things one can anticipate and
provide for, and regardless of how well or completely or lovingly a couple
may have lived their lives together, when a spouse dies there are always



The course of normal grief 29

regrets. The ultimate regret is that the spouse could not have continued to
live, healthy and happily. Beyond that, the surviving spouse is likely to
dwell on missed opportunities to do or say something that might have
enhanced their lives or helped with suffering or completed some unfinished
business. To the extent that death followed a prolonged illness and was
expected, some couples are able to attend to such issues and mitigate
against future regrets.

Anxiety and fearfulness. With the disruption of attachment bonds,
there emerge intense forms of insecurity, feelings of anxiety, and the fearful-
ness when such anxiety attaches to specific concerns in the real world. The
bereaved experience frequent anxiety, often in the form of free-floating
waves or time-limited panic states.

Intrusive images. The events that occur in proximity to the death of
one's spouse often remain riveted in the mind of the survivor, as though a
series of photographs or videotapes were taken with all of the detail and
color of the experience. The imprinting of these scenes speaks to the
immense meaning of the events. Survivors are often astonished by the
clarity of detail. The images are more likely to emerge when the person's
mind is not actively engaged, particularly when home alone or before going
to sleep. At times these images may be scenes of illness, accompanied by
the changes in the dying person's appearance. These can be particularly
devastating, as such often distorted or grotesque images may supplant other
images and memories of more pleasant times.

Mental disorganization. During the early state of numbness or shock,
the survivor's mental processes are usually quite clear, organized, and
precise. The person may feel that his or her thinking is actually better than
normal. As emotional breakthrough occurs, several facets of disorganization
may appear: varying degrees of distractibility, poor concentration, con-
fusion, forgetfulness, and lack of clarity and coherence. These states occur
most often in the early weeks of bereavement but may persist for months.

Feeling overwhelmed. The cumulative effect of such numerous
upheavals in the mental and emotional lives of the bereaved often leads to
their sense of being overwhelmed, out of control, helpless, and power-
less. The prospect of facing the myriad tasks of daily living and survival,
battered by recurrent pain, limited in one's cognitive capacities, and alone
can be perceived as a set of unmanageable forces with which men and
women who may have always considered themselves to be quite strong
emotionally feel unable to cope.
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Relief. Accompanying these profound emotional and cognitive
disruptions may be a sense of relief, especially for those whose spouses have
suffered through a prolonged illness. The survivor has often experienced an
even greater period of turmoil associated with the diagnosis and deteriorat-
ing clinical course of cancer, heart disease, or other. The relief is felt for
the deceased, who is now freed from physical pain and the humiliation of
witnessing his or her own deterioration, disfigurement, or personality
change. The relief is felt by the survivors for themselves, their personal
suffering in caring for their loved ones: the intense physical demands and
the heightened empathic resonance with their dying mate's pain and lost
dignity.

Loneliness. Following the death of one's spouse, the reality of being
alone and the intensity of one's loneliness emerge and, over time, become a
powerful force. The loneliness is both specific for the spouse who has died -
accompanied by the yearning and pangs of grief - but also general for the
companionship role that increasingly the spouse may have played. Often,
this loneliness becomes more severe, or even initially manifests itself, after
the first several months of bereavement.

Positive feelings. Widowhood is often portrayed as the death knell to
happiness, now and forever, and certainly there are many men and women
who in the early stages of their bereavement believe this must be true. At
first, it may seem that all joy has been taken out of life. In reality, however,
most widowed people are capable of and do experience a variety of positive
feelings even through the most difficult periods. Grief does not necessarily
consume a person's whole existence, though for some it may. People have
the capacity to operate on multiple levels: at times immersed in grief and at
times thinking, feeling, and interacting "normally." In the right circum-
stances the bereaved can feel joy, peace, or happiness as oases amidst their
sorrows.

Dimension II. Coping with emotional pain

The human thrust toward homeostasis places the bereaved in an enormous
conflict between very powerful and opposing forces. Faced with intense
emotional anguish, a primary task is to shut off such pain. On the other
hand, the disruptive changes that are the psychological and material reality
of the survivor demand attention. Facing reality initiates pain, which, in
turn, sets off a variety of mechanisms to mitigate against it. Throughout the
grieving process, adaptation operates in highly idiosyncratic ways to allow
the survivor to face reality while simultaneously protecting against too great
an onslaught of affect. If the bereaved are fortunate, they will be able to
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Table 2.2. Coping

% Endorsing each item as positive

At 2 At 7 At 13 Married
months months months controls

Acceptance and disbelief
I can't accept the death
It's hard to believe

Emotional control

I push my feelings away
I never let myself feel badly about my spouse's death

Rationalization
I have been thinking my spouse's death was for the

better

Faith
There is an important reason why everything happens
Prayer has helped me with my feelings
I am comforted my spouse is in heaven
My faith in God has been shaken
There's great meaning in my religion

Avoidance
I avoid looking at pictures or belongings
Visiting the cemetery is too painful

Being busy/active distraction

I've been so busy I haven't had time to grieve

Involvement with others
I've become involved in trying to help others

Expression and exposure

I talk with people a lot about my loss
I express my feelings whenever possible
Crying spells
I spend a lot of time thinking about him/her

Indulgence
(see Table 4: alcohol, cigarettes, medication)

21
70

48
22

18
61

45
21

12
49

47
24

55

26

54

41

26

62

34

74
72
82
18
71

16
17

71
66
76
20
68

14
26

72
67
73
19
67

14
16

70
—
—
10
68

_

30

59 —

44
69
70
78

43
61
66
68

38
60
55
60

aNo data.

regulate, or "dose," the amount of feeling they can bear and divert the rest,
using defensive operations of the most mature as well as of the most
regressive nature. (See Table 2.2.)

Numbness and disbelief These were described earlier as affective/
cognitive states that operate to protect the individual from the immediate
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impact of his or her loss. Their inclusion here simply underscores the
recognition of such a state as a significant force within the bereaved's
defensive operations.

Emotional control. Suppression is a rather high-level defense that
enables the bereaved to defer grief to moments in time of greater con-
venience, greater support, privacy, or other psychological preparation. The
person may be aware of being "on the edge" but chooses to, and has the
capacity to, control these feelings in order to function at a job, protect
others from their grief, or avoid the embarrassment of giving in to their
feelings.

Altered perspectives. The distinctly human capacities for thinking,
reasoning, and reinterpreting experience become powerful means of coping
with the emotional pain of grief. Intellectualization enables the bereaved to
step back from their immediate experience to observe the process in which
they are engaged and to discuss at some greater distance what they observe,
and it protects them from the potentially more devastating feelings that lurk
about. Rationalization is a very prevalent and effective mechanism that
allows the survivor to transform an awful truth into a better or more
acceptable one, dampening the pain of the former. The most common
themes seen in the bereaved are "The deceased is better off," following
prolonged illness and suffering; "Things could be worse," especially in view
of potentially prolonged suffering; "We were lucky to have what we had,"
which refocuses on past happiness; and, usually later in time, "I'm better
off now," in relation to positive changes that have evolved in the bereaved.
Humor accomplishes both some distancing from emotional sequelae and the
transformation of tragedy to the comic or absurd while not totally avoiding
the reality that faces the survivor. It also has a greater tendency to engage
and entertain observers than to upset or push them away.

Faith. One of the most frequently used and effective means of
coping with death has been through the survivors' faith - their belief in
God. Faith facilitates the acceptance of the death as part of a plan, as God's
will. Religious beliefs can provide the survivor with the sense that there is
someone to help them cope with their suffering as well as to support them
in facing the difficult tasks ahead. There is often some reassurance that the
deceased will be provided for in the hereafter, and that, in many religions,
the two will be reunited in heaven. The bereaved person is not alone: God
is present to share the grief. Organized faith also provides comfort and
support through the church and its congregation.
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Avoidance and exposure. Avoidance is a quickly learned response as
the survivor perceives that a given stimulus serves as a trigger to set off
painful feelings of loss. Avoidant responses can generalize to the point
where any reminder of the dead spouse becomes seen as a threat and all
such exposures are avoided. Because of the ubiquitous nature of both
real and symbolically established triggers, some bereaved find themselves
trapped in a world of continuous threats and may severely limit their
contact with the people, belongings, music, places, and other things with
whose contact the bereaved are tortured.

Activity. One very effective and adaptive coping mechanism is in
keeping busy, particularly involvement in useful activity. The bereaved
utilize paid work, school, housework, hobbies, volunteer work: all activities
in which they can invest themselves, focus their energies, and actively
distract themselves from their grief. Such efforts provide a respite from
suffering, sanctioned by its usefulness.

Involvement with others. Involvement provides an opportunity to step
into someone else's shoes temporarily, again refocusing the survivor away
from his or her internal experience. It is also a means of obtaining support,
either directly or indirectly, from contact with others.

Passive distraction. Bereavement is a period when many people find
themselves more "involved" with their radios and televisions than at any
other times in their lives. These media can have the capacity to take
people's minds off their sorrow even when they may not have the ability to
pay much attention to what's being broadcast. These media have the
further advantages of providing both human voices and shapes, helping the
bereaved stave off a sense of isolation and loneliness.

Expression. Common sense suggests that the direct verbal and
emotional expression of inner experiences is a highly adaptive means of
coping with the painful aspects of grief. Most survivors experience some
sense of relief through direct catharsis.

Indulgence. During bereavement, powerful, deeply felt cravings for
nurturance or security can be transformed into needs for food, alcohol,
tobacco, or sex. It is also a time when the sanctions against such "sinful"
behavior may be overridden by either a strong sense of entitlement relating
to the loss or by fatalistic or apathetic responses. What we see are changes
in behavior initiated by such a loss.
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Dimension III. The continuing relationship with the dead spouse

The fundamental dilemma facing the bereaved in their attempts to cope
with their loss is that reality demands that they make an adaptation to
life without their spouse, and yet powerful internal forces demand that
they maintain this attachment, that they retrieve what has been lost. The
empirical reality is that people do not relinquish their ties to the deceased,
withdraw their cathexes, or "let them go." What occurs for survivors is a
transformation from what had been a relationship operating on several
levels of actual, symbolic, internalized, and imagined relatedness to one in
which the actual ("living and breathing") relationship has been lost, but
the other forms remain or may even develop in more elaborate forms. (See
Table 2.3.)

Location. Most survivors experience their dead spouse as continu-
ing to have an existence either in a spiritual form, usually in heaven, or
with some lingering material elements located at the site of their burial if in
a cemetery or where their ashes have been scattered.

Continuing contact. During the early weeks and months, the sur-
vivor is driven by such intense need that there is an intermittent sense of
anticipation that the deceased will suddenly appear. There is searching
through crowds, and sounds are responded to as the approach by their
spouse. Hallucinatory experiences are commonplace, most often in the form
of sensing the presence of the dead spouse. However, these can occur as
auditory or visual hallucinations as well as haptic (touching) experiences of
the spouse. The bereaved can feel their spouse hovering, watching out for
them and protecting them. There is frequent communication with the
deceased, as survivors discuss the events of the day, ask for advice, or
reprimand the dead for their betrayal and abandonment. It should be
pointed out that all of these "unusual" experiences occur in the context of
normal reality testing.

Symbolic representations. Symbolic representations of the deceased
are usually experienced in a highly ambivalent manner, both as painful
reminders of the deceased and as valued sources of continued contact, items
that are at times unbearable to see but cannot be disposed of because
of their emotional connection. The person's clothing, a well-manicured
garden, writings, wedding rings, the couple's bed - all may become power-
ful sources of both pain and comfort.

Living legacies. These are not symbols but living "extensions" of the
personality, ideas, appearance, and other features of the deceased that are
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Table 2.3. The continuing relationship with the dead spouse

Location
Comforted that spouse is in heaven

Continuing contact with the deceased

Searching and waiting
Look for spouse in crowd

Sense of spouse's presence
Feel spouse is with me at times
Feel my spouse watches out for me

Communication with the deceased
Talk with spouse regularly
Talk with spouse's picture

Symbolic representations

Keep one of his/her belongings near me

Living legacies
Identification

I seem to be more like my spouse
I find myself doing things like my spouse
I've had physical symptoms like my spouse

Active perpetuation
I'm interested in carrying out his/her wishes

Memories

I purposely expose myself to reminders
I spend time looking at old pictures

Dreams

I see my spouse in dreams

% Endorsing each

At 2
months

39

20

71
61

39
42

48

39
55

7

80

35
29

35

At 7
months

38

22

67
48

37
40

49

38
54
10

71

36
30

42

item as positive

At 13 Married
months controls

33 —a

14 —

63 —
47 —

34 —
33 —

41 —

33 —
49 —
10 —

65 —

33 —
22 —

39 —

aNo data.

borrowed and incorporated into the life of the survivor. Identification with
the deceased through ideas, traits, and tastes creates continuity. Genetic
features seen in offspring may develop a premium quality. Active decisions
to carry on the works or traditions of the deceased through individual
efforts or memorial donations may also play an important role in perpetua-
tion of the relationship.

Rituals. Every culture evolves its unique beliefs, customs, and
behaviors that attend to the deceased: disposing of the body, incorpora-
tion into religious ceremonies, prescribed acts of mourning, and official
remembrances. In American culture, the funeral is the public acknowledg-
ment and display: It presents the reality and finality, countering the effects
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of denial; it garners support for survivors; it pays tribute and initiates
memorialization. Other ceremonies are initiated through visitation with its
continued show of support, confrontation with reality, and stimulation
of memories. The remains are usually in a cemetery, which becomes a
potentially very painful and sometimes eventually comforting place. Where
cremation occurs, ceremonies associated with scattering of the ashes
become a unique means of expressing aspects of the relationship. All
subsequent holidays, birthdays, and anniversaries become intensified foci
for the relationship, at times exacerbating powerful grief experiences that
may seem as fresh as the original experience. Over time these are usually
attenuated but almost always present in some form.

Memories. As time passes, memories become the most powerful
means of continuing the relationship with the deceased. As with all of these
connecting links, they are bittersweet. They provide comfort in bringing the
spouse back to life and stimulate pain as a reminder of what is lost.
Memories are often selective, tending to idealize the deceased or their
relationship in the earlier stages of grief and often taking months or longer
to recapture an accurate perception of the person and their lives together.
There are also distortions of memory, which can be affected by prolonged
illness or deterioration where the "shadow" of illness may block out earlier
memories and the bereaved remains captive of these later memories for
many months.

Dreams. Among the more "mundane" and transparent dreams one
sees in clinical practice are those of the bereaved, most frequently taking
the form of matter-of-fact scenes in which the deceased is alive, fulfilling
their ultimate wish. Survivors' dreams often explain why the deceased
has been away, or may occur in a series of leave-takings or separations.
Regardless of the particular forms of such dreams, they are inevitably
disturbing when, upon waking, the dreamer's reality reappears.

Dimension IV. Changes in functioning

Health. The impact of bereavement on health status is profound
and extends beyond psychological to physical health as well. Our research
subjects had been generally healthy people. Table 2.4 reflects the influence
of bereavement over time on general perceptions of health and specific
psychiatric symptoms of depression and anxiety, as well as manifestations
of increased alcohol, tobacco, and medication use.

Social and work function. Many factors are likely to contribute to
changes in social and work function. While the earliest period of bereave-
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Table 2.4. Changes in functioning

37

Health

Physical-medical health
Poor-fair
Good-excellent

Psychiatric health
Depression - DSM III criteria for major
depression

Downhearted, sad, blue
More irritable than usual
Feeling no interest in things
I eat as much as usual
Trouble falling asleep
Trouble sleeping through the night
Tense or keyed up
Feeling worthless
Trouble concentrating
Difficulty making decisions
Feeling hopeless about future
Thoughts of ending life

Anxiety symptoms
Spells of terror or panic
So restless you couldn't keep still

Alcohol
Increased frequency of alcohol consumption
Increased quantity

Cigarettes
Increased use

Medications
Over-the-counter sleep/nerves
Anxiolytics
Neuroleptics
Antidepressants
Sedatives

Counseling/therapy

Social functions
Social days/month

Work functioning/adjustment

Make more mistakes than usual
Dissatisfaction

% Endorsing each

At 2
months

28
72

29
11
18
51
30
43
27
8

20
17
14
2

5
13

18
8

39

8
23

3
8
8

18

8

10
30

At 7
months

25
76

25
43
18
55
24
41
21
11
21
22
14
3

4
10

25
39

41

6
12
4
8
5

20

9

12
36

item as positive

At 13
months

23
78

16
45
15
62
19
30
15
5

14
18
10
3

4
8

30
34

40

7
10
3
8
4

18

9

11
28

Married
controls

11
89

3
28

2
63

4
15
—

0
2
4
2
0

0
1

—a

—

—

2
4

—
2
6

—

11

1
10

a No data.
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ment will usually increase the social interactions of the survivor as a result
of the influx of social supports, visitation, and ritual tasks, there are many
people whose grief results in varying degrees of social inhibition, with-
drawal, and isolation. Such responses, or tendencies, may serve primitive
needs to preserve and protect emotional resources, but at the same time
they cut off some potential sources of support.

Numerous changes in role functioning may be precipitated by the death
of a spouse, especially where there has been a segregation of these roles
between the couple. (See Table 2.4.) There are more likely to be disrup-
tive role-related changes where there are dependent children or when the
survivor has had narrow, often stereotypical, gender-related roles in a
long-standing "traditional" marriage. Work performance is at highest risk
for those survivors who experience periods of cognitive disorganization
and very intense, intrusive grief. The confusion, anxiety, distractibility,
and memory disturbances can interfere significantly with the person's
capacity to perform a task. Later in the course of grief, where clinical
depression evolves, the depression may reproduce many of these same
disorganizing phenomena, as well as impaired motivation, diminished
energy, and disinterest in tasks. Such apathy will contribute further to
functional deterioration.

Dimension V. Changes in relationships

The death of a spouse invariably alters the dynamics of most relationships.
There may be changes in the needs experienced in the relationship,
the levels of closeness or support, or the nature of the roles or meanings.
Some relationships may end while others begin, but all are affected. (See
Table 2.5.)

Family. The most complex changes occur within the family. Where
there are dependent children in the home, the surviving parent must cope
with both their children's and their own grief while maintaining a func-
tional home even as the structure of the family and its members' roles
change. Single parenting changes the sources of gratification and discipline.
Where there are grown children, there may be conflicts in the expectations
of the children and surviving parent over issues of emotional support,
finances, decision making, and future directions. The survivor may have to
contend with the grief of his or her own parents or in-laws: their efforts to
enlist their own support, confer advice, or offer help. There is an opportunity
for achieving greater intimacy, repairing old wounds, and sharing grief or,
conversely, for exacerbating conflict and disruption.

A common source of disruption can be the intolerance of the survivor's
family for the survivor's continuing grief. There is often a lack of apprecia-
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Table 2.5. Changes in relationships

% Endorsing each item as positive

At 2
months

At 7
months

At 13
months

Married
controls

Children"
Better (than before death)
Worse
Very supportive
Unsupportive
Parents0

Better
Worse
Very supportive
Unsupportive
In-lawsa

Better
Worse
Very supportive
Unsupportive
Sibling/1

Better
Worse
Very supportive
Unsupportive
Friends"
Better
Worse
Very supportive
Unsupportive
Dating
I'm not sure how a single person acts these days
It's difficult to think about dating
I feel guilty about dating
Romantic relationships
I'm fearful of getting romantic with another person
I'm only interested in developing friendships
I will be able to love someone else
I'm involved in a new romantic relationship
No one else will ever take the place of spouse
Remarriage
I have positive thoughts about remarriage
Sexuality
I have less than usual interest in sex
General relationships
New relationships have been hard to develop
I believe I must be strong for the sake of others
My feelings are easily hurt
I feel that people are unfriendly
Very self-conscious with others

56
3
71
3

26
7
42
7

35
8
49
8

38
2
56
4

43
2
62
2

71
71
32

40
80
48
6
84

56
6
60
6

26
12
33
7

29
10
34
11

43
5
47
5

37
4
49
5

68
62
35

55
75
52
21
82

50
8
57
6

27
10
25
8

26
14
34
13

37
6
43
8

42
5
46
5

65
52
25

44
67
59
26
77

27

42

43

44

43

36

49
66
14
2
8

57
61
14
4
7

57
54
12
4
6

0
0
0

"Categories collapsed:
"Better" = "much better" and "somewhat better."
"Worse" = "much worse" and "somewhat worse."
"Same as before" not included.
"Unsupportive" = "somewhat unsupportive" and "very unsupportive."
"Somewhat supportive" and "same as before" not included.

* No data.
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tion for the extent in time or intensity of this experience. The family
member may be struggling with his or her own grief and utilizing greater
degrees of denial and avoidance than would allow the person to be more
receptive to the widow's or widower's pain. This lack of empathy can
disrupt any relationship.

Friends. Friends are often a major source of support of the bereaved,
especially where their empathy and sympathy are available and freely given
and where they are sensitive to and accepting of the enormous fluctuations
in feelings, moods, and needs of the survivor. Friends can share the pain
and allow its free expression. Problems can occur where the bereaved are
reluctant to "inflict" their own suffering on those whom they care about
or when friends do, in fact, have difficulties in tolerating intense grief.
The limits of empathy are real and may be seen typically among friends
whose identification with the bereaved makes them too vulnerable to such
exposure (e.g., those who have a spouse who is ill). Some of the more
enduring and supportive friendships evolve with those people whose life
experiences resonate with the survivor's loss and pain, usually those who
have grieved themselves and feel a greater acceptance of and comfort in this
state. At times, friends or family members may feel threatened by the
intensity of the survivor's neediness. This may translate into avoidance
based on fears of being "swallowed up" by such needs or on projections
that transform such needs into a sexual threat.

Romance. For many, the threat of reinvolvement on a romantic
basis is unacceptable and rejected on many levels based on continued
devotion to their spouse, societal sanctions, or fears of recurrent loss, as
well as preferences for their single state. Where such interest reawakens,
the bereaved then find themselves having to contend not only with all of the
pleasures and problems of developing such a relationship but also with the
continuing impact of their loss and its place within the new relationship.
They will face the culture shock and awkwardness of new situations, some
feelings of disloyalty to their dead spouse, the inevitable comparisons, and,
where remarriage occurs, the complicated adjustments to often-competing
loyalties and blended families. Even where successful marriages occur, grief
does not end but becomes incorporated into this new relationship.

Dimension VI. Changes in identity

It should not be surprising that persons living through what is likely to be
the most profoundly disruptive experience in their life are subject to dramatic
changes in the ways in which they perceive themselves and the world
around them. (See Table 2.6.) The first fundamental change is that of being
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Table 2.6. Changes in identity

Self-perceptions
Feel self-sufficient
Feel more sensitive
Feel useful and needed
A piece of me is missing
I am a better person for this experience

Self-esteem
I feel good about myself
Unlovable
Worthless
Embarrassed about being widowed
Feel inferior to others
I continue to surprise myself by new

tasks I have mastered

Philosophy/worldview

My life has great richness
My life is pretty full
I try to get the most out of every day

Direction/purpose

Feel hopeful about the future
I don't know where my life is headed
I look forward to tomorrow
I enjoy the freedom of being on my own
I like making decisions just for me
Feeling hopeless about the future

Overall adjustment (self-rated)
Poor
Fair
Good
Excellent

% Endorsing each item as positive

At 2
months

79
79
67
87
42

83
11
8
5
3

55

87
62
88

63
59
78
36
52
14

8
31
44
18

At 7
months

77
81
58
85
42

77
19
11
8
6

62

83
56
85

53
60
79
47
50
14

4
31
53
11

At 13
months

75
81
63
78
50

79
16
5
4
5

64

87
60
88

60
61
83
53
63
10

5
25
55
15

Married
controls

87
—
86
—
—

91
11
0

—
2

68

95
90
92

72
19
92
—
67
2

—
—
—
—

a single person instead of being part of a couple. Regardless of the degrees
of autonomy and independence within a marriage, there is an orientation
toward the other person in most considerations and decisions. The survivor
is often faced with a period of reorientation toward "selfishness," which is
disquieting.

During the earliest phases of grief, there may be a period of intense
regression as the survivor feels on the verge of being overwhelmed by the
constant bombardment of anguish, images, confusion, and disorientation.
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Self-perceptions emerge of helplessness, inadequacy, incapacity - childlike
states that are experienced as all-enveloping and eternal. Such negative self-
perceptions dovetail with the loss of esteem resulting from changes in social
status, financial security, or the loving and positive "mirroring" functions
of the spouse.

As time goes on and the survivor "survives" - that is, learns of his or
her capacity to tolerate the grief, carry on tasks, and discover new ways
of dealing with the world - new feelings and self-images may emerge.
Often, there is an evolving sense of strength, autonomy and independence,
assertiveness, and maturity as a result of mastering their trials and tribula-
tions. Survivors see themselves as becoming more compassionate, more
patient, and more balanced and flexible as people.

Frequently, there is a parallel evolution of belief systems reflecting
changes in perceptions of how the world works. The tragedy that survivors
experienced precipitates philosophical shifts toward existential and fatalistic
orientations. Timelessness yields to a sense of limited time and the reality of
death. Personal views of control and invincibility turn toward greater
flexibility and vulnerability. There may be a greater tendency toward
humanitarianism, a softening of the work ethic, strengthening of a family
ethic, the appearance of hedonism where there had been restraint. With
time and continued survival and growth, the bereaved may have the oppor-
tunity and capacity to transform their tragedy into new directions: careers,
relationships, and personal evolution. Some creative elements are experi-
enced by a majority of the bereaved. On the other hand, there are a small
minority whose consumption by their grief remains relatively fixed for
years.

Gender

As mentioned earlier, several factors may alter or affect the bereaved's
responses to the deaths of their loved ones, and one of them may be gender.
For example, men may differ from women in their grief experiences. To
illustrate some of the ways widows' and widowers' grief responses may
vary, we have selected a few items from each dimension of grief to explore
these differences at 13 months. As can be seen from Table 2.7, there seem
to be some striking gender differences on many individual items. Some may
reflect general gender differences (e.g., females have higher physical health
debility rates than males), whereas others are grief-specific reactions. For
example, women feel a greater degree of helplessness and tend more to
experience their dead spouses in a protective role. Men show less acceptance
of the death, become involved sooner in romantic relationships, express
themselves less, and drink more.
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Table 2.7. Gender differences at 13 months' bereavement
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Affects
I cry when I think about spouse
Yearning for spouse
Feeling helpless
Feeling lonely

Coping

Can't accept the death
Push my feelings away
Too busy to grieve
Express feelings whenever possible

Continued relationship

I feel he/she is with me at times
I feel he/she is watching out for me
Keep belongings near me

Function
Health poor/fair in past month
Changes in alcohol consumption

Relationships
Friends very supportive
Involved in new romantic relationship

Identity

Feel self-sufficient
More sensitive to life
Hopeful about the future
Overall adjustment to widowhood

(good/excellent)

Male (%)

22
56
5

33

18
39
33
47

55
33
39

16
+ 1.6*

38
45

80
84
33

64

Female (%)

19
59
22
41

10
50
29
66

66
52
43

25
- . 8 a

49
19

74
80
42

72

a Drinks/day.

Summary

A prototypical life stress event, bereavement is associated with immense
turmoil and stress and may, at times, lead to substantial psychological and/
or medical morbidity. Grief's duration may be prolonged, at times even
indefinite, and its intensity varies over time, from person to person, and
from culture to culture. It cannot be understood from a static or linear per-
spective; rather, a full appreciation of the grieving process requires attention
to its diverse, multidimensional perpectives. These include affective and
cognitive states, coping strategies, the continuing relationship with the
deceased, changes in functioning, changes in relationships, and alterations
in identity. Although painful and sometimes destructive, grief often promotes
growth and development and may bring out hidden resources and strength.
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W A R W I C K M I D D L E T O N ,
B E V E R L E Y RAPHAEL, NADA M A R T I N E K ,
AND V I V I E N N E M I S S O

In many areas of medicine it is difficult to distinguish normal and ab-
normal, nonpathological and pathological, or health and disease. The
study of bereavement shares this difficulty. This chapter focuses on major
theoretical perspectives that might aid in defining or understanding
pathological grief. A historical overview is provided, and questions are
raised regarding the overlap between grief and defined disorder. In par-
ticular, discussion focuses on the problem that research to date has not
clearly identified areas of psychopathology that are grief-specific. This
reflects in part a lack of operationalized criteria for pathological grief.

Defining pathological grief

The field is still struggling to validate and operationalize the construct of
"normal" grief (cf. Shuchter & Zisook, this volume). When the focus is
then extended to include a range of "abnormal" forms of grief, the dif-
ficulties are compounded. Where grief for a particular individual, in a
particular culture, appears to deviate from the expected course in such a
way that it is associated with excessive or prolonged psychological or
physical morbidity, it may be labeled as pathological. Such classification
may be descriptive or it may imply a theoretical construct. Furthermore,
often it is not clear as to whether the term grief is intended to pertain simply
to the affective reaction to loss, as a commonly accepted meaning, or to
refer to all aspects of the bereavement reaction and a range of other states.

Unfortunately, the multiplicity of such terms, many of which lack defini-
tion, adds confusion. At another level, their proliferation reflects not only
the lack of a widely accepted alternative but also a reluctance to use an
existing term that is not well defined. A modest sampling of the literature in
the area demonstrates the difficulties with definition, with the following
terms denoting some variation from normal grief: absent (Deutsch, 1937),
abnormal (Pasnau, Fawney, & Fawney, 1987), complicated (Sanders,
1989), distorted (Brown & Stoudemire, 1983), morbid (Sireling, Cohen, &
Marks, 1988), maladaptive (Reeves & Boersma, 1990), truncated (Widdison
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& Salisbury, 1990), atypical (Jacobs & Douglas, 1979), intensified and
prolonged (Lieberman & Jacobs, 1987), unresolved (Zisook & DeVaul,
1985), neurotic (Wahl, 1970), and dysfunctional (Rynearson, 1987).

Theoretical formulations

Many theoretical frameworks have addressed the question of pathological
grief. The two most influential perspectives, psychoanalytic and attachment
theories, are examined in the following sections.

Psychoanalytic theories

A major focus of Freud's own self-analysis was the loss of his father. Loss,
and the internalization of lost objects, have since remained cornerstones of
psychoanalytic theory. In 1917, Freud, noting similarities between mourn-
ing (i.e., "normal" grief) and melancholia (i.e., "pathological" grief),
focused also on their distinguishing features. He identified four features of
normal mourning: profoundly painful dejection, loss of capacity to adopt
new love objects, inhibition of activity or turning away from activity not
connected with thoughts of the loved person, and loss of interest in the
outside world insofar as it does not recall the deceased. Initially, Freud
(1917b) differentiated mourning from depression. Normal mourning was
considered not to involve ambivalent feelings about the deceased nor a
significant disturbance of self-esteem. The loss of the ambivalently loved
object was thus associated with melancholia, which occurred in response to
the internalization of that object. Normal mourning was seen as a process
by which the bereaved progressively withdrew the libido invested in the lost
object in preparation for reinvesting it in a new object.

Freud (1917b) raised issues that we are still grappling with today, when
he suggested that "melancholia instead of a state of grief develops in
some people, whom we consequently suspect of a morbid pathological
disposition" (p. 153). He later expanded on the theme of premorbid factors,
noting that "where there is a disposition to obsessional neurosis the conflict
of ambivalence casts a pathological shade on the grief, forcing it to express
itself in the form of self-reproaches, to the effect that the mourner himself is
to blame for the loss of the loved one, i.e. desired it" (p. 161).

In 1924, Abraham suggested that internalization was not confined to
melancholia but could also be a feature of normal mourning, a position
consistent with Freud's (1923) further development of the concept of
superego functioning. Abraham (1924) also suggested that both low self-
esteem and ambivalence were present in both conditions, though in normal
mourning the ambivalence was such that positive feelings far outweighed
negative ones. Hostility toward the self, identified by Freud and Abraham



46 MIDDLETON, RAPHAEL, MARTINEK, MISSO

as pathogenic, has also been described in normal grief reactions (Parkes,
1972/1987; Horowitz, 1976/1986).

In 1937, Deutsch drew attention to the controversial phenomenon of
"absent grief." She argued that unmanifested grief would ultimately be
expressed in an alternative form, for example, as unexplained periodic
depressions. Her explanation, based on defense mechanisms, held that
"if the ego should be too weak to undertake the elaborate function of
mourning" (p. 14), two possible courses were open. The first of these was
infantile regression expressed as anxiety, and the second, mobilization of
ego defenses, which in their most extreme expression lead to omission
of affect. Lindemann (1944) later noted that the delay in expression of
grief may sometimes last years or that grieving may be precipitated by a
subsequent loss.

Another important psychoanalytic construct applied to grief was Klein's
(1940) concept of the depressive position, an infantile developmental stage
associated with the infant's ability to recognize and relate to a whole object.
Satisfactory negotiation of this stage, and the establishment of a good
internal object, were to provide protection against subsequent depression
in the event of loss. In Klein's view, persons who suffered pathological
grief had never successfully overcome the infantile depressive position or
established a good object relationship that would allow them to feel secure
within their inner world. Vaillant (1988) made a similar claim, when he
asserted: "We forget that it is failure to internalise those whom we have
loved, and not their loss, that impedes, adult development" (p. 149).

Lindemann, a psychoanalyst, provided an important reference point for
conceptualizing normal and morbid forms of grief (1944). He sought to
define the symptomatology of acute (normal) grief from a psychosomatic
perspective. It must be noted that his research subjects, however, from
whom he derived his descriptions, were not representative of the population
at large. They included "(1) psychoneurotic patients who lost a relative
during the course of treatment, (2) relatives of patients who died in the
hospital, (3) bereaved disaster victims (Coconut Grove Fire) and their close
relatives, (4) relatives of members of the armed forces" (p. 141). Thus, one
of the four groups was composed of subjects already suffering from a
"psychoneurotic" disorder, and at least two of the other groups had lost
relatives in a sudden and violent manner. In some cases subjects were
present during the disaster that had claimed the life of a relative. How
many of the subjects suffered with what today would be described as post-
traumatic stress is unknown.

These observations raise the important question of to what extent pathol-
ogy was preexistent or reflected post-traumatic stress rather than being
a manifestation of bereavement. Lindemann relied heavily on analytic
concepts in characterizing normal and morbid forms of grief. In doing
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so, he adopted a fairly narrow view regarding normality. For example,
observing that some bereaved began manifesting behavioral traits charac-
teristic of the deceased, he suggested that this bordered on "pathological
reactions."

Lindemann defined morbid grief reactions as "distortions of normal
grief." For example, one subject who had sustained multiple losses and
serious personal injury experienced a brief delay in the outward manifesta-
tions of grief. Lindemann labeled this a morbid grief reaction, but referred
to no subjects so affected who grieved more "normally." It remains unclear,
therefore, whether Lindemann regarded a delay in manifestations of grief as
inevitably morbid. In addition to chronically delayed grief, Lindemann
described a number of other "distorted grief reactions." Nine different
reactions were identified, ranging from psychosomatic illness, progressive
social isolation, and furious hostility against specific persons to agitated
depression and self-punitive behavior.

Some of Lindemann's classifications have not retained their status
as pathological forms of grief in more recent formulations. They were
important, however, because they integrated multiple parameters in
describing "morbid grief," for example, duration, intensity of particular
symptoms, physical and psychiatric illness, and changes in social function-
ing. Another enduring aspect of Lindemann's work was his reinforcement
of the Freudian concept "grief work." On the assumptions that express-
ing affect is helpful and that it is important to relinquish bonds to the
deceased, Lindemann, and many subsequent clinicians, have used tech-
niques aimed at the facilitation of grief work in treating patients with
"morbid" or "pathological" forms of grief. Subsequent writers have
expanded Lindemann's relatively narrow concept of normal grief, with the
recognition that even features of normal grief can be present for many years
following loss. Lindemann believed that the duration of normal grief
depended on the bereaved person's grief work, defined as the "emancipa-
tion from the bondage of the deceased, readjustment to the environment. . .
and the formation of new relationships" (p. 143).

The influence of psychoanalytic theory has remained strong, not only on
contemporary classifications of pathological forms of grief but also as
the conceptual basis of counseling and therapy programs. (See Raphael,
Middleton, Martinek, & Misso, this volume.)

Attachment theory

Noting similarities between infants separated from their mothers and adults
facing bereavement, Bowlby integrated analytic and ethological concepts in
the development of attachment theory (Bowlby, 1969, 1973, 1980/1981).
Because attachment behavior had been observed in many species, grief was
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conceptualized as an extension of a general response to separation. The
concept of an attachment instinct explained why distress was so universal
in response to separation from an attachment object. The theory initially
emphasized the role of the adult providing for and protecting the dependent
child. However, it was extended to include the maintenance of a mutually
reinforcing relationship with a particular adult. Grief was thus seen as a
form of separation anxiety in adulthood in response to the disruption of an
attachment bond.

Bowlby (1982) also concluded that mourning in mentally healthy adults
lasts longer than had often been suggested, and found that several responses
widely regarded as pathological were in fact common in healthy mourning.
These included anger directed at third parties, the self, and sometimes at
the lost person; disbelief that the loss had occurred; and a tendency, often
unconscious, to search for the lost person in the hope of reunion.

Attachment theory also linked the manifestations of pathological grief to
the subject's childhood experiences and to the pattern of parental attach-
ment behavior. Individuals who had experienced "pathogenic parenting"
were considered especially vulnerable. Bowlby described three forms of
disordered attachment (1973): Adults whose childhoods were characterized
by anxious attachment to parents were considered likely to have insecure
attachments to marital partners and to be overly dependent. By contrast,
the compulsive self-reliant individual was one who in childhood had been
reluctant to accept care and was insistent on doing everything by him-
or herself. The compulsive caregiver was an individual who had always, as
a child, taken the role of giver rather than receiver. Following a major
loss, the anxiously attached person would be expected to exhibit chronic
grief, whereas the compulsive self-reliant individual would likely deny the
loss and experience delayed onset of grief. Bowlby was less certain about
the relationship between compulsive care giving and pathological grief,
though he suggested that such people may also be prone to chronic grief
(1980/1981).

Parkes (1965) in particular applied an attachment model to his observa-
tions on the course of grief. His model spoke of denial and numbing,
followed by searching for the lost object, anger and guilt (protest), and
finally mitigation and defense. In 1965, he identified three principal forms
of pathological grief: chronic grief denoting an indefinite prolongation of grief
with exaggeration of symptoms; inhibited grief in which most symptoms of
normal grief were absent; and delayed grief in which the painful emotions
were avoided for a time at least. At this stage, in response to loss, the
attachment phenomena were seen as pathological patterns in this way.
Later, he and other workers related grief outcome to attachment styles in
relationships.
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Current conceptualizations

The psychoanalytic/psychodynamic and attachment models have con-
tinued to dominate present-day conceptualizations and to define research
frameworks. A survey was carried out of "experts" who were identified in
the scientific and clinical literature or through attendance at a major
international meeting on grief and bereavement. Most of these respondents
(N = 76) had long-term (>10 years) clinical or research involvement. They
were surveyed on a range of issues, including the theoretical constructs that
most influenced their work and their views on pathological grief. Given a
range of models, 75.7% nominated attachment theory and 65.7% nominated
psychodynamic theory in the top three models found to be most useful
conceptually. Sociological, cognitive, behavioral, and ethological constructs
were all at a significantly lower level (Middleton, Moylan, Burnett, &
Martinek, 1991).

Increasingly, these and other workers have recognized that some criteria
must be developed by which there are common understandings of what is
meant by normal and pathological grief, whatever theoretical construct is
used. This is also reflected in research attempts to measure and quantify
the phenomena of grief and bereavement. Such measures range from the
Texas Grief Inventory (Zisook, DeVaul, & Click, 1982) to the scales for
numbness, separation anxiety, and depression of Jacobs et al. (1987b) to
specific measures of bereavement phenomena (See Hansson, Carpenter, &
Fairchild, this volume). Subscales have also been developed for pathological
grief, such as Zisook and DeVaul's (1985) unresolved grief scale. Never-
theless, important key concepts still have to be delineated. The following
are some of those issues.

Pathological versus normal grief

A thorough review of contemporary literature shows that there are still no
adequate definitions of what is normal or pathological, either in attachment
or psychodynamic frameworks. Any definition of what is pathological might
be made on purely statistical grounds - for instance, outside 1.5 to 2
standard deviations from the norm, if there is a normal distribution of
phenomena. Pathology might be defined by excessive intensity or too little
intensity, excessive duration or too little duration, and so forth. This
might incorporate descriptions such as those of Parkes (1965) referring to
inhibited grief or intensified or prolonged grief (Lieberman & Jacobs,
1987).

Definition might also be made in terms of the processes that have been
suggested in different staging or conceptual models of bereavement response.
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Thus, grief may be seen as pathological when the processes of resolving the
loss do not occur, as in the concept of unresolved grief (Zisook & DeVaul,
1985) or distorted grief (Raphael, 1975), or where delayed grief patterns
predominate.

Pathological grief might also relate to the presence of different phenomena
that would then be seen as pathognomic of this, as opposed to normal grief.
For instance, earlier descriptions suggested that somatic symptoms reflect-
ing identification with the deceased's last illness might be pathological
(Lindemann, 1944). Such distinctions - that is, the presence or absence
of particular phenomena - have proved relatively unhelpful in defining
criteria for pathological grief. Many studies in fact suggest that such
phenomena are frequent and not necessarily connected with other indica-
tions of pathology, such as disruption of function.

Some manifestations of bereavement may last for a prolonged period
without indicating pathology. Zisook et al. (1982) reported on a sample of
bereaved persons who, 10 years after the loss, still reported thinking often of
their lost persons, dreaming about them, missing them, and responding to
reminders of them by distress or crying. Thus, both the duration and
presence of such phenomena over time are not clearly defined as pathology
by any operational definition, although such a picture may well represent
pathological grief.

A further aspect would relate to functional impairment. Most bereave-
ments do not result in major, or at least prolonged, disruption of function-
ing, in extended absence from work, or an expressed need for psychiatric
assistance. Most would agree that grief is not a disease, per se, even taking
Engel's (1961) challenging conceptualizations to their ultimate argument.
Diagnostic classifications have also failed to make this distinction adequately,
doing so only in terms of "uncomplicated bereavement" (DSM III-R)
as opposed to "adjustment disorders" and other potential psychiatric
consequences.

Views of those who have researched this field are wide ranging. For
instance, there are simple conclusions, such as those of Zisook et al. (1982)
who define unresolved grief ultimately in terms of the response to a single
item on the Texas Grief Inventory - namely, the person's perception he or
she has "gotten over" the loss. Horowitz, Wilner, Marmar, and Krupnick
(1980) see pathological grief as an intensification of the post-traumatic
processes in which they view grief, with special emphasis on the "activation
of negative latent self images" (a more psychodynamic model but extended
from Freud's views by Horowitz's own conceptualizations) (Horowitz et al.,
1980). Jacobs (1987a), working with an attachment model, has measured
and defined the phenomena of bereavement as "numbness and denial,"
"separation anxiety," and "depressive phenomena." His views of the
pathology of bereavement (Raphael & Jacobs, personal communication,
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1991) suggest that he sees the hallmark of grief as the separation anxiety
dimension and that pathology may be reflected in the absence of this or in
its extreme intensification.

Our own research is currently attempting to define further the phenomena
of normal bereavement in a community-based sample and then utilize
agreed-upon diagnostic criteria to identify the frequency and correlates of
pathological bereavement (Middleton et al., 1991). To this end, and follow-
ing systematic review of the literature, it seems reasonable to identify the
hallmarks as an intensification or inhibition of the phenomena of normal
bereavement or as a delay or prolongation of the processes of normal
grieving (W. Stroebe & Stroebe, 1987). The subtypologies of pathological
bereavement follow from this, and possible definitions for these entities are
suggested in the following discussion.

Subtypes of pathological grief or bereavement

As indicated, many different subtypes have been suggested, ranging from
absent (Deutsch, 1937) to inhibited and delayed (Parkes, 1965) to distorted
(Lindemann, 1944) to unresolved (Zisook & Lyons, 1991) to the more
recent unexpected grief syndrome, ambivalent grief syndrome, and chronic
grief (Parkes & Weiss, 1983).

In an attempt to judge the current meanings and common ground of
such descriptions, our study (Middleton et al., 1991) asked researchers,
clinicians, and other identified experts whether they considered six such
syndromes of pathology to occur and if so what their characteristics and
distinguishing features were. The six entities, drawn from the literature,
were absent grief, delayed grief, inhibited grief, chronic grief, distorted
grief, and unresolved grief. There was considerable agreement among the
76 respondents to this segment about delayed grief (76.6% believed it to
occur and only 3.9% suggested it did not, the remainder being uncertain),
chronic grief (74% believed it to occur), and, to a lesser degree, absent grief
(64.9%). People were less certain about unresolved grief (57.1%) and
inhibited grief (53.2%) and quite unsure about distorted grief (36.4%
believed it occurred, but 23.4% didn't know and 29.9% didn't answer).
Detailed descriptions offered by the respondents highlighted the following
features.

Delayed grief was suggested as typical but just delayed, although the
period of delay noted ranged from weeks to years. Parkes's (1965) original
suggestion was that grief should be considered delayed if it took longer
than 2 weeks after the bereavement to appear. Absent grief was defined by
the inhibition or absence of the typical expression of grief, denial of feelings
about the loss, no external signs of grieving, and continuing to act as
though nothing had happened. This fits with Deutsch's (1937) original
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descriptions, although it does not provide clear links to its subsequent
appearance as pathology.

Chronic grief was described as prolonged, unending, and unchanging, as
being associated with depression, guilt and self-reproach, marked sadness,
withdrawal, prolonged preoccupation with the person who had died,
and prolonged and unending distress. Unresolved grief was seen to overlap
substantially with chronic grief. Inhibited grief was described as the bereaved
being unable to talk fully about, acknowledge or express the loss, or express
feelings about it; an inability to cry; social or cultural or "learned" restraints
on the expression of grief; or limited or partial grief response. It was seen as
overlapping substantially with delayed and absent grief.

As there are no currently agreed-upon definitions derived scientifically
from research studies (although these are currently in progress [Middleton
et al., 1991; Byrne & Raphael, 1991]), it is useful to consider some interim
diagnostic criteria involving the described features. Such criteria may help
researchers and clinicians use common and shared accepted meanings for
these terms and thus allow the development of a base of knowledge. As
work extends using such criteria, they may be modified by future data, as
are the DSM III, III-R, and now IV categorizations.

Pathological grief and related disorders

Whether grief appears as a syndrome, for instance, depression, or whether
pathological patterns of bereavement as described earlier are correlated
with psychiatric syndromes, such as depression, needs further elucidation.
This is the more so because measures often have not separated specific
phenomena of bereavement from other phenomena, such as depression,
anxiety and post-traumatic stress disorder, and somatic complaints.
Depression will be considered first, as it represents many of the difficulties,
as well as current developments.

Depression. Depression and grief have been closely associated in the
literature. DSM III-R states that "a full depressive syndrome frequently is
a normal reaction to such a loss, with feelings of depression and such
associated symptoms as poor appetite, weight loss, and insomnia" (p. 208).
Many attempts to measure bereavement phenomena have utilized depres-
sion scales (e.g., Jacobs uses the CESD Depression Scale) or have examined
bereavement reactions in terms of depressive syndromes. Furthermore,
little attempt has been made to differentiate the phenomena, even when
depression and bereavement are measured separately, as many of the items
overlap, for example, sad and blue feelings, loss of interest, or sleep and
appetite disturbance.
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Clayton, Halikas, and Maurice (1972) have studied the bereaved on a
depression model and found that 42% of a community sample met criteria
for depression at 1 month after the loss and 16% at 1 year, with 11% being
depressed for an entire year. Clayton (1990) identified what she considers
to be significant differences between typical depression and the depression
experienced by the bereaved. She identifies retardation as rare in bereave-
ment and states that it should be considered pathological if present. Addi-
tionally, while hallucinations may be present, she claims that delusions
have never been recorded. Other symptoms rare in bereavement but fre-
quent in those with severe depression include hopelessness, worthlessness,
and a loss of interest in friends.

Zisook's group suggests that initially depressive phenomena occur fre-
quently but diminish over time. They also suggest that there is a relation-
ship between unresolved grief and depression (Zisook, 1987). Robinson and
Fleming (1989) selectively reviewed this field and suggest that cognitive
patterns are the chief differentiating element, with persistent distorted and
negative perceptions of the self, life, and the future being relatively rare in
uncomplicated bereavement. W. Stroebe and Stroebe (1987; see also this
volume chapter 14) report that 42% of widowed as compared to 10%
of a matched group of married people at 6 months suffered some depres-
sion. They see clinical depression as one form or outcome of pathological
grief and feel that timing, intensity, and duration of depressive-type
phenomenology may ultimately determine whether or not depressive illness
is diagnosed after loss.

Jacobs, Hansen, Berkman, Kasl, and Ostfeld (1989) found a high rate of
depression at 6 months (32% of bereaved spouses) and at 1 year (27%).
Widows were more likely to be affected than widowers, with most of the
depressions lasting considerably longer than 1 month, and anxiety, restless-
ness and psychomotor retardation being prominent. Melancholia occurred
occasionally, and more intense grief was associated with depression.
There was considerable overlap with anxiety disorders. Such high levels
of depression would be a cause for concern and for major intervention
programs if one could be assured that the depressive disorder has really
been adequately differentiated from the bereavement reaction. Current
studies are addressing this issue (Byrne & Raphael, 1991).

Low self-esteem has also been suggested as differentiating depression
and grief, from the time of Freud's original dissection of mourning and
melancholia. This also relates to such findings as those of Robinson and
Fleming (1989) (negative cognitions of self) and Horowitz et al. (1980)
(negative latent self-images). The etiology of such depression in bereave-
ment was linked in Freudian theory to unresolved ambivalence in the
relationship with the lost object. Earlier studies (Raphael, 1978) high-
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lighted how this might contribute to depressive phenomena in bereaved
widows, and, more recently, Parkes's ambivalent grief syndrome reflects a
similar pathogenic mechanism (Parkes & Weiss, 1983).

In sum, depressive disorders may best be differentiated from normal
bereavement reactions by the presence in those with depressive symptoms
of negative views of the self and the world, including low self-esteem and
hopelessness, by suicidal ruminations and fantasies of reunion with the
lost person, retardation or anxiety and restlessness, ruminative and pre-
occupying guilt, and profound depressive mood.

Anxiety disorders. Anxiety disorders in the bereaved had been little
studied until recently. Anxiety measures have not been as widely used in
the assessment of bereaved people as have been depression measures.
The concept of separation anxiety as part of bereavement phenomenology
has only recently been operationalized (Jacobs et al., 1987b). Jacobs's
12-item scale for separation anxiety attempts to quantify this and includes
such usual anxiety items as feeling tense, nervous, and fidgety, with
attachment items (e.g., longing for one's spouse). His specific investigation
of anxiety disorders during bereavement (Jacobs et al., 1990) found that
44% of bereaved spouses reported at least one type of anxiety disorder
during the first year after bereavement, particularly generalized anxiety
disorder and panic disorder. Here, too, there was considerable overlap
with major depression. Again, such high levels are of concern, and the
realities of anxiety phenomena in bereaved people need to be better
understood.

Another recent study, of elderly (more than 65 years old) widowed men
suggests much lower rates of anxiety disorders (Byrne & Raphael, 1991).

Both the Jacobs and the Byrne-Raphael studies used standardized diag-
nostic measures, but the appropriateness and validity of standard diag-
noses and diagnostic processes postbereavement clearly need to be further
understood. The suggestion by W. Stroebe and Stroebe (1987) that many
phenomena of depression may occur but may or may not reach levels
required for diagnosis is also likely to be relevant here. Nevertheless,
it is clear that the possibility of anxiety disorders should be considered
when assessing the bereaved and appropriate treatment implemented when
disorders clearly are of such severity and distress as to reach diagnostic
criteria levels and to create dysfunction.

Post-traumatic stress disorder (PTSD). Just as conceptualizations have
often equated bereavement to a reactive depression, so too has bereavement
been seen as an example of a post-traumatic stress syndrome (Horowitz,
1976/1986), the trauma being the loss. It is useful, however, to consider
more closely the phenomena of post-traumatic and bereavement reactions,
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for there is much to suggest that these phenomena are different, that one or
the other may predominate, or both may occur together as in particularly
"traumatic" bereavements.

Studies carried out before the development of the diagnosis of PTSD,
such as that of Raphael and Maddison (1976), suggested that bereavement
problems were likely to arise in association with "traumatic circumstances"
of the death, which might lead to a "traumatic neurosis," which blocked or
interfered with the bereaved's capacity to grieve. Similar observations
appeared in disaster-related bereavement situations, where, for instance,
Lindy, Green, Grace, & Titchener (1983) suggested that in psychotherapy
dealing with bereaved disaster victims following a nightclub fire there was a
need to work through the effects of the trauma before the individual could
grieve.

Rynearson (1981, 1984, 1987) described reactions to severely traumatic
losses, such as suicide, homicide, and other forms of "unnatural dying."
People bereaved by homicide experienced intrusive, vivid, repetitive images
of the death. These unbidden images interfered with the bereaved's cogni-
tive processing. Nightmares, heightened arousal, hypervigilance, and
avoidance also occurred. Rynearson concluded that PTSD partly described
and subsumed these observed phenomena.

Sudden, unexpected, violent, and untimely deaths have been shown to
increase the risk of unfavorable outcome (Raphael, 1977, 1983). In par-
ticular, Lundin (1984) showed that those who suffered sudden unexpected
deaths reported significantly higher degrees of unresolved loss (as measured
by the 34-item version of the Texas Grief Inventory). It is not clear if
PTSD phenomena were present or caused this complication, however.
Other studies of outcome, such as those of Lehman, Wortman, & Williams
(1987), who assessed bereaved survivors who had lost a family member in a
motor-vehicle accident, also showed ongoing difficulty resolving such losses,
as well as high levels of symptomatology, especially anxiety.

Disaster research contributes further in attempting to separate out the
pathogenic effects of traumatic encounter with death and loss. Weisaeth
(1983), in a study of a paint factory explosion, showed a dose-response
effect between the level of exposure to a traumatic threat to life and the
development of post-traumatic stress reactions and disorder. Other studies
(Shore, Tatum, & Vollmer, 1986) indicated the effects of loss in relation to
depression and other morbidity, also with dose-response effects, but not the
specific effects of grief as opposed to trauma reaction.

The study that has contributed most to separating out these two issues is
that of Pynoos and Nader (1990). They and their group developed two
separate measures: a Grief Reaction Inventory (9 items) and a PTSD
Reaction Index (16 items). In a study of the reactions of children following
a sniper attack at school, the researchers were able to show that severity of
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exposure to threat correlated with post-traumatic stress symptomatology
levels, and closeness of relationship to children who had died, with grief
phenomena levels. Sometimes each group of phenomena was separate, but
at other times there was interplay between the two. They also found that
relieving traumatic anxiety takes psychological priority over mourning.

More recently, Schut et al. (1991) examined a population of 128 bereaved
spouses specifically for the occurrence of PTSD, and attempted also to
assess what circumstances of death could be regarded as risks for develop-
ing PTSD in the first 2 years of bereavement. They found rates ranged from
20% to 31% and that 9% met PTSD criteria at every stage throughout the
2-year data collection period. In examining the circumstances surrounding
the death they found that while duration of illness did not count, percep-
tions that the death was unanticipated or that there had not been a
satisfactory opportunity to make farewells were correlated with higher risk
of developing PTSD.

These findings extend the earlier work (Raphael, 1977, 1983; Parkes &
Weiss, 1983) on the effects of traumatic, especially sudden, circumstances of
death and suggest that the development of a post-traumatic stress reaction
or even disorder may be a consequence, complicating the outcome and
interfering with the resolution of such losses.

PTSD-complicated bereavement is likely to be differentiated by the
intrusive phenomena that often reflect the scene of the death or other
traumatic images, affects of anxiety, hyperarousal, nightmares, and other
ongoing reexperiencing or avoidant phenomena. The preoccupations of a
bereaved person who is not suffering a traumatic stress effect are more
likely to be filled with yearning for the lost person and later sadness and
nostalgia.

Somatic symptoms and disorders. Although Lindemann's original de-
scription of acute grief spoke of "waves of somatic distress," sighing,
breathing, and so forth, the actual correlation between bereavement as a
stressor and the development of somatic symptoms and/or disorder remains
complex and poorly researched. Transient somatic symptoms reflecting the
deceased's last illness, for instance, chest pains after a loved one has died
from a heart attack, are believed to represent some form of identification.
Nevertheless, as Parkes's original study (1964b) of the "broken-heart" effects
of bereavement indicated, there may also be an association with increased
cardiac mortality. Increased somatic symptoms of tiredness, backaches,
and fatigue have been described, as has increased health care utilization
(Maddison & Viola, 1968). No clear relationships have been shown with
the development of specific disorder, although increased vulnerability
to a wide range of health problems, from cancer to alcohol abuse, has
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been presented. Whether neuroendocrine effects or effects on immune
functioning (Bartrop, Luckhurst, Lazarus, Kiloh, & Penny, 1977) are
responsible has not yet been established, notwithstanding the results of
some sophisticated recent studies (see part IV this volume). Changed
patterns of health behavior, the somatic effects of depression, as well as a
range of biologically based pathogenic processes, have all been suggested.
Yet to date there are no definitive findings about specific physiological roles
and mechanisms.

Clinically, one must conclude that bereaved people may present a range
of somatic complaints or problems. As in any situation, the possible
biopsychosocial bases of such phenomena for this particular individual need
to be thoroughly assessed, taking into account not only the bereavement
but also the individual and his or her background.

Pathological grief as a reflection of personality disorder

Though many risk factors have been suggested as leading to pathological
outcomes of bereavement, they have rarely been linked directly to the
pathological syndromes (except for Parkes & Weiss's, 1983, unanticipated
grief syndrome, conflicted grief syndrome, and so forth). An area of par-
ticular significance, however, and one not well understood, is the possible
relationship of personality to bereavement and personality disorder to
bereavement pathologies. Sanders (1989) drew attention to increased risk of
pathological bereavement outcome associated with personalities that were
characterized by feelings of inadequacy, inferiority, and insecurity. Vachon
et al. (1982b) indicated that people who were apprehensive, worried, and
highly anxious were more at risk, and Parkes and Weiss (1983) described
people who were insecure, anxious, and fearful as being more vulnerable.
Perceived supportiveness of the social network has been widely studied and
consistently found to correlate with outcome (Raphael, 1983), and this may
indeed be a reflection of personality styles and competence or incompetence.

More importantly, however, the conceptualizations of attachment theory
emphasize the patterns of early attachment - anxious ambivalent attach-
ment, avoidant attachment (insecure attachments), and secure attachment
— arid how these may influence reactions to loss. Personality development
is clearly influenced by the formation of such attachments, and the pat-
terns of adult attachment have been shown to reflect similar attachment
themes (Feeney & Noller, 1990; Shaver & Hazan, 1987). A recent review
(Ainsworth & Eichberg, 1991) delineates the complex way in which
unresolved loss can influence attachment themes and responses to further
loss. The effects of attachment quality as an organizer of emotional and
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behavioral responses, and thus, perhaps, personality styles, have been
studied longitudinally, showing the persistence of these early attachment
themes (Grossman & Grossman, 1991).

It could be suggested that those individuals described by Bowlby (1973)
as having childhoods characterized by anxious attachment to parents could
be seen as demonstrating the sorts of features DSM III-R (1987) uses to
describe "dependent personality disorder." Two diagnostic criteria for this
disorder are feeling "devastated or helpless when close relationships end"
and being "frequently preoccupied with fears of being abandoned."

Bowlby (1980/1981) singled out anxious, insecure, compulsive care
givers and ambivalent persons as being most prone to pathological grief,
whereas Parkes (1985) described the "grief-prone personality" as one
characterized by excessive grief and depression, intense clinging behavior,
or inordinate pining for the deceased spouse. It seems logical to suppose
that those who relate poorly to the living are probably going to relate
poorly to the dead. Where the relationship prior to death was beset with
problems, it seems likely that the predisposition to relationship difficulties
will continue in some form after loss.

Where personality is mentioned in the bereavement literature, it is fre-
quently in a generalized way that does not equate easily with a widely used
classification system. Such mention is typically related to ratings on a
personality instrument that does not allow actual personality disorder
diagnoses to be made. Surprisingly, evidence that should suggest the
possible presence of personality disorder usually is not approached from
this perspective.

Clayton (1982) estimated that 4% to 6% of cases of grief were patho-
logical. Such percentages will vary considerably, depending on the defini-
tion used. Nevertheless, it is surprising that it was not until 1984 that
research focused specifically on personality disorder as a pathogenic
factor in bereavement (Alarcon, 1984). Alarcon noted that the impact
of personality on the experience of grief is surprisingly neglected in the
literature, and hypothesized that "in the absence of major affective dis-
order, 'complicated' bereavement is primarily a reflection of a personality
disorder" (p. 46).

Given the relevance of psychodynamic and attachment theory concepts
to theories of abnormal personality, as well as the frequent reference in the
bereavement literature to character types or traits, it is surprising that no
studies have been conducted to address Alarcon's hypothesis. Yet most
bereavement theories predict personality-related differences in reactions to
loss (W. Stroebe & Stroebe, 1987). If Alarcon's assertion is true, the term
"pathological grief" could be a misnomer: Rather than the pathology being
specific to the grief, the grief would be accentuating preexisting pathology.
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The validity of the concept of pathological grief

The inherent difficulties in achieving consensual operational criteria for
defining pathological grief are somewhat analogous to those in the study of
neurosis. The term neurosis is widely used, and yet, as those who framed
DSM III (1980) concluded, there was no consensus as to how to define it,
with some using the term descriptively and others using it to define a
specific etiologic process.

Pathological grief is not represented in official diagnostic manuals. Nor is
it an established clinical entity. Even in the symptomatology thought to
represent pathological grief, there is considerable overlap with other, more
operationally defined syndromes, such as depression, anxiety, or post-
traumatic stress disorder. It also would seem likely that personality dis-
order is underdiagnosed in patients labeled as having pathological grief.
Although the term implies that the pathology pertains to the grief, the
existence of other syndromes, either coexisting or precipitated by grief,
makes it difficult to establish content validity for the syndrome.

Where a person has an existing illness or predisposition to illness, and
following loss has a worsening of the condition (or, in the case of episodic
conditions, a recurrence), it may not be valid to rename such a response
pathological grief. In many instances it may be more valid to view grief as a
risk factor for such disorders than to view such disorders as manifestations
of pathological grief. An example would be a person with affective disorder
who has an episode of major depression following a loss. It would seem
more valid to describe that person as having major depression than a form
of pathological grief. The literature struggles with this issue. For example,
Jacobs and Kim (1990) describe symptoms of depression and anxiety as
being part of pathological grief, at the same time separating out depression,
anxiety disorder, and pathological grief as representing complications
of grief. Acknowledging overlap among these selected syndromes, it was
estimated that between 25% and 33% of acutely bereaved spouses suffered
some "complication of grief" during the first year.

Such figures are at odds with Clayton's (1982) view that 4% to 6%
of grief is pathological or Zisook and DeVaul's (1985) figure of 17%
unresolved. In a way this comes back to the concept of whether grief is a
disease or if it causes pathology, and if so what are the processes. If, indeed,
all grief were so pathogenic, the outcomes for society would surely be more
problematic than current realities would suggest.

The validity of the concept must also be considered in terms of cultural
norms. Although it is evident that grief is ubiquitous in the face of the loss
of significant relationships, the cultural nature of the relationships, their
bonds, and meaning will influence the pattern of response to loss. Similarly,
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cultural prescriptions about grieving, its meaning, its duration, and affect
expression will all be relevant (sec Rosenblatt, this volume). These prob-
lems have been difficult enough in studying normal bereavement, let alone
how pathological grief may be defined in different societies.

These themes are also relevant at a microsociety level. Different individ-
uals and groups within any society or culture will have mores defining the
importance of relationships, the reactions to loss, and the expression of such
reactions when they occur. This is very clear in the different patterns and
intensity of response for men and women in Western society. More intense
grief has been demonstrated for women in several studies following the
death of a child. Whether this more intense (and usually more prolonged)
grief is pathological would certainly be open to question.

Conclusions

Defining pathological grief is complex, given diverse theoretical constructs,
multiple variables influencing the manifestations of grief, and the many
parameters that can be used to measure aspects of bereavement outcome. It
is therefore understandable that key variables such as premorbid personality
or culture have not yet been adequately accounted for.

It seems unlikely that pathological grief will become a unitary concept.
Instead, future research will likely adopt a multidimensional framework in
conceptualizing what may appear to be similar consequences, or pathol-
ogies, but which derive from very different sources and develop along very
different paths. By way of example, the association between personality
structure and pathological grief may be one of the approaches. Such issues
need to be researched to determine whether the "pathology" relates to
the loss or whether it is but a manifestation of previously demonstrated
disorder or adjustment/personality problems.

Depending on the circumstances of the loss, many variables are associated
with outcome. To date, however, no study has managed the daunting
task of controlling for all major variables (such as preexisting disorders,
culturally determined mourning practices, or post-traumatic stress disorder).
Hence, we are still asking whether pathological grief is largely akin to
clinical depression, whether it is primarily a reflection of personality dis-
order, or whether there is a large cultural bias inherent in the concept.

Grief is being viewed increasingly as a complex and evolving process,
requiring the use of a multidimensional model. It has become clear that two
individuals may score similarly on a given grief measure, but by very
different routes. Even apparent similarities may be deceptive, as illustrated
in the following possible scenario: A woman who loses her husband and
children in a violent accident has similar manifestations of chronic grief/
depression and social withdrawal to a woman with a dependent personality
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disorder who has lost an ambivalently loved mother. Broadly the pattern of
grieving and social isolation for these two women may be similar to that of
a third woman, a widow, from a culture where the prolonged outward
expression of grief is expected and where the formation of new relation-
ships is taboo. High scores on a grief measure in the former two cases
would likely be valid/accurate assessments of pathology, whereas such an
interpretation would be less warranted in the last case. However, this whole
issue is really more complex than such simple formulations might imply.

Further research into pathological grief would be enhanced by limiting
the proliferation of descriptive or otherwise undefined terms. Research into
the dimensions of pathological grief should, at the very least, account for
preexisting character pathology, culturally determined mourning practices,
anxiety/depression, post-traumatic stress disorder, and somatic responses.
More use will have to be made of clinical diagnosis as opposed to rating
scales in areas where they are not a very satisfactory tool, for example, in
diagnosing personality disorder, or with most current measures of the
phenomena of bereavement.

Finally, as in all areas of human response, the question of what is normal
or abnormal and pathological must reflect accepted conceptual themes for
that society and its social systems. Grief is no exception.



4
Measurement issues in bereavement

R O B E R T O. HANSSON, BRUCE N. CARPENTER,
AND S H A R O N K. F A I R C H I L D

To date there is no common strategy for assessing the psychological reac-
tion to bereavement. Widely differing measurement approaches reflect the
complex nature of the phenomenon, as well as the diversity of purpose
among researchers and practitioners. The essential question is how to
measure grief in any meaningful sense. The emotional reaction to the loss of
a loved one is particularly complex in that it tends to involve cognitive,
affective, behavioral, physiological, and social symptoms (cf. W. Stroebe &
Stroebe, 1987). Moreover, each of these can be assessed at several levels.
The physiology alone might be assessed as part of the symptomatology
(experience) of grief itself, such as hypoarousal or gastrointestinal prob-
lems; as disruption in related systems, such as immunologic or endocrine
markers (Irwin & Pike, this volume; Laudenslager, Boccia, & Reite, this
volume; Kim & Jacobs, this volume); or as consequences of grief, such
as long-term epidemiological outcomes (McCrae & Costa, this volume).
Similarly, assessment might proceed from particular perspectives, such as
stress and coping.

In addition, grieving is thought to progress through somewhat over-
lapping stages of resolution (cf. Weiss, this volume; Shuchter & Zisook, this
volume), and given symptoms may be present at several stages, although
more characteristic of some stages than others. Thus, any given clinical
picture should probably be viewed within its temporal context. Validation
strategies for a grief instrument, therefore, often include an assessment of
whether the nature and intensity of symptoms vary as expected over time.
However, the assessment of an instrument's test-retest reliability becomes
problematic if symptom levels are expected to change over time.

Other issues may further confound the assessment of grief. For example,
the nature and functions of grief appear to reflect vast individual and
cultural differences (Rosenblatt, this volume). Also, many of the symptoms
central to the grief experience are also markers for other, more general
psychological constructs, such as stress or depression, or are widely
associated with such factors as aging, loss of social support, dispositional
loneliness, and so on, raising concerns about discriminant validity. In

62



Measurement issues in bereavement 63

clinical settings, however, distinguishing grief reactions from similar con-
structs may only be important when there are treatment implications.

Clearly, then, research and clinical assessments related to grief and
recovery will need to be multidimensional and tailored to the research
questions or client populations involved. Within that context, we have three
goals in this chapter. In the first section we review recent instruments that
focus primarily on the nature and intensity of one's grief experience. In the
second section we review broader measurement strategies that typically
extend the scope of assessment to include related health and coping vari-
ables. Finally, we will discuss a variety of contextual (and potentially
confounding) factors that should be considered when formulating a mea-
surement strategy for bereavement and recovery. The reader will note also
that the focus here is primarily on psychometric approaches to measure-
ment in bereavement. For the role of the clinical interview in exploring the
nature of the lost relationship, the meaning of the loss, the presence of
concurrent stressors, the client's personal and social coping resources, and
the like, see Raphael, Middleton, Martinek, and Misso, chapter 28, this
volume.

Grief instruments

A small number of instruments have emerged that may be useful in
research and clinical efforts pertaining to grief. However, these instruments
vary considerably in scope, in their specificity to grief (as compared to loss
or stress generally), and in their relative emphasis on affective, cognitive,
physiological, behavioral, or attitudinal disruption. They also differ widely
in the rigor of their theoretical underpinnings, in level of conceptual and
psychometric development, in their intended purpose (e.g., for initial health
screening vs. more detailed diagnosis), in the populations for which they
have been validated, and in their appropriateness and ease of use in
research or clinical settings (Gabriel & Kirschling, 1989; Jacobs, 1987a).
Moreover, very little has been done by way of comparing the various
measures empirically (Jacobs, 1987a).

Measures of grief are, for the most part, designed to characterize
symptomatology rather than the grieving process or adaptive behaviors. As
a consequence, most assessment has focused on negative emotional states
and the social-behavioral reactions that accompany such states. Thus,
guilt, anger, anxiety, and depression are frequently measured charac-
teristics, as are withdrawal, health problems, rumination, loneliness, and
poor self-care.

Because grief is a relatively private experience, most researchers have
opted for self-report measures, usually of a questionnaire or interview
format. The type of item, however, varies widely along a dimension from
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global, traitlike items to behavior- and situation-specific items. (Although
grief is technically a state, the long duration for most persons also makes it
traitlike; thus, both types of items can be useful.) The scales are most often
rationally developed, based on the researcher's concept of what might be
important to assess, without a strong theory to tie together the constructs.
There are relatively few empirically derived scales, and psychometric
examination is usually modest.

Multifaceted measures

An early grief instrument, developed for the Harvard bereavement study,
suggested the broad range of constructs that might be useful in clinical
assessment (cf. Parkes & Weiss, 1983). In this research a multidimensional
inventory focused on status of recovery with regard to level of functioning,
movement toward solution, acceptance of the loss, socializing, attitude
toward the future, health, anxiety/depression, guilt/rage, self-evaluation,
and resilience. Since then, a number of similarly multidimensional instru-
ments for which greater psychometric information is available have been
developed. The Grief Experience Inventory (Sanders, Mauger, & Strong,
1985) and the Texas Revised Inventory of Grief (Faschingbauer, Zisook,
and DeVaul, 1987) are among the most comprehensive of these instruments.

The Grief Experience Inventory (GEI) contains 135 items. On the
assumption that grief must be viewed as a multidimensional experience,
the GEI provides a profile of grief reactions across nine dimensions:
despair, anger/hostility, guilt, social isolation, loss of control, rumination,
depersonalization, somatization, and death anxiety. Alpha coefficients of
internal consistency for these subscales range from .52 (for the six-item guilt
scale) to .81 (for the 20-item somatization scale). Validation studies with
the GEI demonstrated modest correlations between specific GEI subscales
and related scales derived from the MMPI and discrimination between
bereavement status groups.

The Texas Revised Inventory of Grief (TRIG) contains two subscales.
The first subscale (eight items) concerns feelings and actions at the time
of the death, for example, the extent to which the death affected one's
emotions, activities, and relationships. The second subscale (13 items)
focuses on present feelings (continuing emotional distress, lack of accep-
tance, rumination, painful memories). Thus, it may be possible to use the
instrument to assess adjustment to date, to measure change over time, and
to develop clinical norms against which to compare individual cases. One
concern regarding the first subscale, however, is its retrospective nature and
the potential for memory of past emotional states to be influenced by
current state. Some evidence for construct validity has been provided
by criterion group analyses and by findings that the intensity of present
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feelings varies as expected over time, that is, worsening over the first year
and then gradual improvement. Coefficient alphas for the two scales are
.77and .86, respectively, suggesting a moderate level of reliability typical of
relatively short scales.

Related measures

A variety of other instruments may also be of use to researchers and
practitioners. For example, the 15-item Impact of Event Scale (IES;
Horowitz, Wilner, & Alvarez, 1979) focuses on two major responses to any
traumatic life event: the intrusion of thoughts, images, and feelings about
the past event and attempts to avoid such feelings and cognitions. Validity
evidence for the scale includes its ability to discriminate between bereave-
ment status populations and its sensitivity to change over time (Horowitz
et al., 1979; Zilberg, Weiss, & Horowitz, 1982).

Another useful approach combines the elements of existing measures to
assess aspects of grief within a particular theoretical framework. Guided by
attachment theory, Jacobs and co-workers constructed a 38-item scale to
assess numbness and disbelief, separation anxiety, and depression (Jacobs,
Kasl, Ostfeld, Berkman, & Charpentier, 1986; Jacobs et al., 1987a,b).
The 20-item Center for Epidemiologic Studies Depression Scale (CES-D)
(Radloff, 1977) formed the depression content of this combined measure.
All three components discriminated between bereaved and nonbereaved
groups, and the intensity of separation anxiety and depression was found
to be stronger at that point in time of the bereavement consistent with
theoretical prediction.

Finally, the seven-item Grief Resolution Index (Remondet & Hansson,
1987) may be a useful screening instrument with respect to prolonged
bereavement-related distress. Items focus on acceptance, closure, and
social reintegration. Scores are related to a range of long-term measures of
emotional and social adjustment and to ratings of health status.

Summary

A variety of measures focus on the central features of the grief experience.
They appear to have adequate reliability, but evidence is still modest
regarding item coverage and choice of subscale constructs. Although they
appear to be somewhat similar in symptoms assessed, the measures differ
considerably as to whether they assess the symptoms as part of a single
construct or as multiple constructs. Thus, the picture of internal validity is
somewhat confusing. Initial external validity evidence is encouraging, but
modest in scope.
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Broader measurement strategies

The previous section focused on instruments with which to assess the
psychological experience of grief. However, research and clinical assess-
ments in bereavement typically involve also a wide variety of extant scales
(with demonstrated reliability and validity) that measure prominent features
of grief, such as depression scales. In addition, they often incorporate
measures to assess allied features that would not themselves necessarily be
viewed as symptoms of grief, such as disrupted work behavior, health, and
family relations. To illustrate the range of measures available for bereave-
ment assessments, we describe in this section measures used in recent
longitudinal bereavement studies.

One such project is the University of Southern California study
(Gallagher, Breckenridge, Thompson, & Peterson, 1983b; Gallagher-
Thompson, Futterman, Farberow, Thompson, & Peterson, this volume).
This project has addressed a variety of longitudinal questions using a
comprehensive assessment battery, including the Texas Revised Inventory
of Grief (TRIG), the Beck Depression Inventory (Beck, 1967), self-ratings
of mental health, and the Brief Symptom Inventory (BSI; Derogatis,
1977a). The BSI contains 53 items that focus on nine dimensions of
psychopathology (somatization, obsessive-compulsive, interpersonal sen-
sitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation,
and psychoticism). TRIG scores were most predictive of bereavement
group status, although groups also differed significantly on depression, total
scores on the BSI, and self-ratings.

Similarly, the University of Utah longitudinal bereavement study has
developed a comprehensive strategy for assessment (Lund, Caserta, &
Dimond, 1986a; Lund, 1989a; Lund, Caserta, & Dimond, this volume).
Two widely used instruments, the Self-Rating Depression Scale (Zung,
1965) and the Life Satisfaction Index-A (Neugarten, Havighurst, &
Tobin, 1961), provide a baseline for emotional well-being. In addition,
26 bereavement-related feelings and 16 bereavement-related behaviors
(from the earlier Harvard bereavement study) are assessed. Five global
grief subscales have been derived from the 42 items (emotional shock,
psychological strength/coping, anger/guilt/confusion, helplessness/avoid-
ance, and grief resolution behaviors). A consistent pattern of improvement
was evident across these measures during the first 2 years of bereavement,
although there continued to be evidence of loneliness, adjustment dif-
ficulties, and grief resolution behavior at 2 years. The battery of measures
used in this study has also been useful in assessing the roles of social
support and individual competencies or coping abilities in eventual adjust-
ment to bereavement (Lund, 1989a).

The San Diego longitudinal study (Zisook, Shuchter, & Lyons, 1987;
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Shuchter & Zisook, this volume) conducted similar assessments of general
emotional well-being across a 4-year period. However, this study also
assessed a surviving spouse's functioning more broadly, focusing on work,
social, sexual, and illness experiences, health habits (including consumption
of alcohol, tobacco, and medications), and renewed interest in dating and
marital relationships. Affective disruption and renewed functioning across
the four years of this study generally followed consistent and improving
patterns.

In contrast, a goal of the Tubingen longitudinal study of bereavement
(M. Stroebe & Stroebe, 1991; W. Stroebe & Stroebe, chapter 14, this
volume) has been to investigate more closely risk factors for poor bereave-
ment outcome. Thus, in addition to such psychological outcome measures
as depression and adjustment to the loss, this study includes detailed
analyses of matched nonbereaved control groups, measures of forewarning
of the loss, perceptions of control, social support, and involvement in
emotional grief work. Interview protocols also provide an indicator of
coping style, for example, control of emotionality, self-disclosure with
respect to the loss, seeking distraction, and avoidance of reminders.

Finally, numerous studies (including a number represented in the present
volume) have also assessed physical health symptoms using somatic com-
plaint checklists, ratings of illness experience, ratings of ability to perform
the activities of daily living (ADL), self-ratings of overall health, and the
like (cf. Kane & Kane, 1981). To the extent that scores on such indices of
physical health can be separated statistically from scores on emotional
disruption and depression accompanying bereavement (which also often
include somatic components), they can be quite useful (W. Stroebe &
Stroebe, 1987).

Contemporary issues in bereavement measurement

Although the types of instruments and measurement strategies described
have proven useful in attempts to understand bereavement, a number of
issues remain problematic. Their resolution could substantially contribute
to conceptual and clinical progress in the field.

Measurement of process

Most psychometric work has emphasized "snapshot" assessments of health
and psychological status rather than ongoing process (although a number
of investigators have also assessed changing patterns of symptom configura-
tions relative to theoretical predictions over time, e.g., Zisook et al., 1987;
Jacobs et al., 1987a,b). However, there also exist a rich body of theory
regarding adaptational process and behavior and a wealth of clinical
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descriptions concerning intellectual acceptance, emotional acceptance,
identity change, and so on (cf. Parkes & Weiss, 1983). It would seem useful
at this point to begin to refine theory-guided measures of expected progress
with respect to such adaptational processes in order to include specified
criteria for resolution of process.

Theoretical concerns

Measurement strategies might also shed light on the theoretical con-
troversies in the field, one example being if we should try to measure
constructs other than "recovery to baseline." Silverman (1988a) and Weiss
(this volume), for example, have argued that bereaved persons never really
recover, that they are forever changed in certain ways. Weiss concludes that
perhaps what we should be measuring is adaptation, accommodation, or
degree of damage. This is consistent with other research on coping (cf.
Lazarus & Folkman, 1984), which suggests that major stressors have long-
lasting and cumulative effects, encouraging us to view coping as the process
of combating the problem rather than good outcome. This perspective,
then, views bereavement as a coping process, as well as a reaction to loss
and change.

Overlapping constructs

We noted earlier that many of the symptoms associated with the grief
experience may also be markers for stress, depression, aging, loneliness, and
so forth. To the extent that grief assessment relies on such constructs,
the possibility increases that other factors are influencing outcomes. For
example, although grieving persons might experience depression as a con-
sequence of their losses, factors quite apart from bereavement, such as
the depression that many people experience with age-related illness or
disability, might elevate depression scores for some. As yet, we cannot
say that grief-specific instruments measure anything beyond these related
states, although it appears likely, given the finding in some studies of
their relatively greater ability compared to measures assessing broad
symptomatology, to distinguish between bereaved and nonbereaved groups.
If so, such direct measures may be found to separate out better grief from
confounding states.

Competency and functional status

Bereavement measurement approaches have, for the most part, focused on
the presence and intensity of symptoms (mental, physical, social disrup-
tion, etc.), on the resolution of symptoms over time, and on comparisons
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with norms among nonbereaved groups. However, we have seen that the
experience of such symptoms is highly complex and characterized by vast
individual differences. Therefore, assessment of the personal and situational
contexts in which bereavement occurs may be critical to treatment deci-
sions. In particular, practitioners might want to include in their assess-
ments a variety of measures more directly related to the kinds of care or
treatment decisions they will be making.

Current work in gerontological assessment provides a useful model. The
elderly also tend to experience complex symptoms associated with multiple,
simultaneous diagnoses (cf. Hansson, Remondet, & Galusha, this volume).
For example, to an increasing degree their overall well-being also reflects an
interaction of physical, mental, and social factors, thus requiring multi-
dimensional assessments. In response, practitioners dealing with the elderly
have found it helpful to include in their assessments measures of com-
petency and functional status. Thus, measures focus on the person's con-
tinuing (or changing) ability to function independently (at work, socially, in
terms of the physical activities of daily living, etc.) regardless of the con-
figuration of medical symptoms he or she is experiencing at the time.
(See Kane & Kane, 1981, and Gallagher, Thompson, & Levy, 1980, for
excellent reviews of this literature.)

The burgeoning literature on stress and coping also makes a strong case
for emphasizing personal and other situational factors in one's reaction
to stressors (e.g., Lazarus & Folkman, 1984; Carpenter, in press). An
overemphasis on bereavement, per se, or an implied assumption that the
only salient factor is one's bereavement status oversimplifies the grieving
person's situation to a dramatic degree. Coping research reminds us that
personality, other stressors, health status, cognitive schemas, and social
support status all contribute to outcomes resulting from stress. For proper
evaluation and remediation, our measurement approaches, then, ought to
assess the personal and environmental contexts in which grief occurs.

A very few bereavement researchers have begun to incorporate com-
petency or functional measures into their work. For example, Zisook
et al. (1987) assessed earned income and noted self-reports of ability to
work, enjoy sex, and the like. McCrae and Costa (this volume) assessed
functioning with respect to physical activities of daily living. Kitson and
Roach (1989) incorporated self-reports of social functioning, defined as level
of functioning in one's role responsibilities in housework, cooking, working,
activities with children, and so on.

Practitioners, however, are particularly concerned about identifying
appropriate interventions and their likelihood of success. Broad-based
assessment would likely be helpful in achieving this goal. Evaluation should
focus, therefore, on adaptive features and would emphasize two classes of
characteristics: capacities and tendencies. Evaluation of capacities tells us
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what the individual is capable of doing, so that treatment does not place
unrealistic expectations on the client. In contrast, assessment of tendencies,
by clarifying what one is inclined to do, warns the practitioner of mal-
adaptive predilections and the most likely points of intervention.

Older client issues

Because widowhood is likely to occur in one's later years, bereavement
assessment strategies should typically be sensitive to a variety of other
concerns surrounding the assessment of older adults (Kane & Kane, 1981;
Gallagher et al., 1980). For example, test procedures may be less reliable or
valid among older clients who are unfamiliar with the content of specific
tests or with tests generally or who experience test-evaluation anxiety,
fatigue, or lack of motivation. It is especially important to assess subjects'
coping resources (e.g., income and social support networks) and level of
competence relative to the environment in which they will be expected to
live. Measures of other recently experienced stressful life events, of the
presence of significant health problems, and of cognitive functioning should
aid in this endeavor. It is important also to incorporate into the assessment
markers or predictors of the level of external services the individual is likely
to require.

Temporal concerns

A number of interesting questions relate to the length of time over which
bereaved persons should be assessed. Most persons show substantial
recovery on mental and physical health measures within approximately
a 2-year period (cf. Lund, Caserta, & Dimond, 1986a; W. Stroebe &
Stroebe, chapter 14, this volume; Thompson, Gallagher, Cover, Gilewski &
Peterson, 1989; Zisook et al., 1987). Yet, for some individuals, adjustment
may take considerably longer, perhaps due to predisposing health or dis-
positional factors or to lasting changes in financial or social status resulting
from the loss of a spouse.

As research clarifies the factors that place one at risk for prolonged
bereavement, we may be able to target in advance those requiring long-
term assessment. In the meantime, assessments should be highly sensitive
to individual differences in the course of adjustment. It should be of con-
cern that most bereavement studies first recruit subjects after the death of
their loved one, and thus do not have access to pre-event measures on such
individual difference variables. The role of personality, for example, has
been shown widely and consistently to influence coping and well-being
in longitudinal studies of aging (McCrae & Costa, 1984; McCrae &
Costa, this volume). One interesting project that includes a particularly
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comprehensive focus on predictors of adaptation to widowhood is now
underway, however. As a part of a longitudinal, multidisciplinary study of
functioning in older adults, the MacArthur Battery is scheduled to provide
prewidowhood assessments of experienced stress, marital relations, social
support, personality, and mental and physical health. Follow-up assess-
ments will span a 5-year period (Kahn, House, & Wortman, 1989).

Another question concerns measures that should show predictable
improvement over time and those that should not. For example, many of
the studies described here assessed a broad array of psychological variables.
Some of these - for example, depression, fear, helplessness, and cogni-
tive distortion - might be expected to subside over the normal course of
bereavement. But other variables might be less likely to vary predictably
over time because they more closely reflect stable individual differences
in dispositional vulnerability, personality or coping style (cf. McCrae &
Costa, 1984).

Simplifying assessments

Recent efforts to simplify the assessment of mental health among bereaved
and nonbereaved adults have focused on the search for an underlying factor
structure in the kinds of measures we have been discussing. For example,
Zautra, Guarnaccia, and Reich (1988) assessed a sample of older adults
(comparing bereaved, disabled, and controls) using three comprehensive
inventories: the Mental Health Inventory (MHI; Veit & Ware, 1983),
the PERI Demoralization Composite (Dohrenwend, Shrout, Egri, &
Mendelsohn, 1980), and Bradburn's (1969) Positive Affect Scale. These
scales in combination yielded 10 interpretable factors of mental health
(anxiety, depression, suicidal ideation, two measures of positive affect,
emotional ties, anxiety/dread, poor self-esteem, confused thinking, and
helplessness/hopelessness).

Confirmatory factor analyses suggested the presence of two, negatively
correlated factors (psychological distress and psychological well-being).
Indices loading on the distress factor were anxiety/dread, helplessness/
hopelessness, confused thinking, anxiety, suicidal ideation, and depression.
Indices loading on the well-being factor were poor self-esteem, emotional
ties, both measures of positive affect, and depression (depression loaded on
both factors). This factor structure appeared generally similar across the
three groups of older adults, leading the authors to conclude that these
instruments might be used for mental health assessments of a wide range of
stressed and nonstressed older persons (including the recently bereaved).
The authors noted, however, that the factor structure differed somewhat
from that found using samples of younger adults.

The factor structure observed by Zautra et al. was similar to that found
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by Remondet and Hansson (1987), who assessed older widows on a range
of instruments focused more directly on the bereavement experience. In
that study, measures of current adjustment included self-esteem, depression,
loneliness, anxiety, perceived success in handling the various tasks of
adjusting to widowhood, and perceived success in resolving grief. Using
a variety of additional instruments, respondents also reported on their
psychological state immediately after becoming a widow. These measures
focused on feelings of being prepared to deal with the logistic and emotional
changes in their lives, desperation, fear, and confidence in their ability to
survive the ordeal. A factor analysis of scores on these measures also
produced two underlying factors, labeled emotional disruption and positive
adjustment. The measures of fear, despair, depression, anxiety, loneliness,
and poor self-esteem loaded on the emotional disruption factor. Self-reports
of current health and satisfaction with family relationships also loaded,
negatively, on this factor. The measures of perceived preparedness, resolu-
tion of grief, expectations for survival, and eventual adjustment to widow-
hood loaded on the positive adjustment factor.

These factor analyses suggest ways, then, in which bereavement
assessments might be simplified. This would appear to be an important
direction for future psychometric efforts in this area of highly complex
symptomatology.

Cross-cultural issues

We noted earlier that cultures vary considerably in the meanings assigned
to loss and in the nature of grief and its expression. Such fundamental
differences increase the complexity through which we must view the grief
response, and they may confound its assessment. These contextual issues
play an important role in theoretical discussions of the nature of grief
(e.g., Averill, 1968; Osterweis, Solomon, & Green, 1984; Rosenblatt, this
volume; W. Stroebe & Stroebe, 1987), but they are not typically reflected in
strategies for assessment. Psychometric efforts to redress this imbalance and
to assess the validity generalization of instruments across cultures could
prove rewarding.

Assessment instruments, to be useful across cultures, must be sensitive
to cross-cultural variability, tapping a sufficient array of phenomena to
highlight the individual experience of grief; in the absence of such vari-
ability, cultural boundaries for particular measures should be specified.
Published reports need to indicate clearly the degree of individual variability
rather than simply emphasizing mean values; and we must not too readily
generalize findings to other populations or apply group findings to the
individual. Cross-cultural comparisons are needed to clarify the cultural
influences and establish the central features.
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Family systems assessments

A final issue concerns the focus of bereavement assessment. Clearly, the
person/spouse most immediately affected is an appropriate assessment
target, but understanding the impact on the family system might be equally
valuable for several reasons: (1) The death of the loved one necessarily
alters the family system, placing additional demands on the bereaved,
which will vary across systems; (2) changes in the system will take time to
reach equilibrium, leaving the bereaved in an indeterminate state for some
period of time; and (3) the remaining support system may also be bereaved
and, consequently, poorly prepared to provide needed support. Rosenblatt
(this volume) argues that our understanding of grief should include its
implications for the family system, its rules and coping resources, and its
ability to support the most immediately bereaved member, as well as
its ability to continue to meet its own needs given the loss of an integral and
contributing member.

Gerontological, clinical, and family researchers (among others) have
long been interested in this broader, family systems perspective, and have
incorporated it into their assessments. Extending this perspective to assess-
ment strategies for bereavement would seem equally useful, and clinical
interviews do often incorporate this broader focus (cf. Raphael, Middleton,
Martinek, & Misso, this volume).

Unfortunately, family systems research has produced relatively few
psychometrically sound instruments that might be applied to bereavement.
One approach might be to use measures that characterize the family and
work environment, such as the Family Environment Scale (Moos & Moos,
1986). A number of techniques for social network analysis might also
be adapted to detect disruption or change in the structure, composition,
stability, or support potential of bereaved family networks (cf. Acock &
Hurlbert, 1990). In addition, a wide range of self-report instruments
are now available to assess the state of intergenerational support, family
cohesiveness, or caregiver strain in a family system (cf. Kane & Kane,
1981; Kosberg, Cairl, & Keller, 1990).

Practitioners may also find it useful to develop a historical account of a
family's structure, patterns of relating, and mutual support. One method
for accomplishing this is the genogram, an interview approach to map-
ping systematically the family tree across several generations, noting
historical patterns of relational functioning, stability, dependency, abuse,
resource allocation and sharing, coping with traumatic life events, problems
with substances, jobs, the law, and so on (McGoldrick & Gerson, 1985).
It should be emphasized, however, that while self-report measures of
family experience may be vulnerable to distorting perceptual processes,
genogram and social network analyses may be further confounded by
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factual inaccuracies associated with reliance on selected participant-
informants within the network.

Conclusions

A number of points should be emphasized from the preceding discussion.
There is currently no standard approach to bereavement assessment, a
reflection in part of the complexity of the phenomena under study as well as
the diversity of purpose among researchers and practitioners. A number
of grief measures have been developed that have sufficient psychometric
work to encourage further study. However, assessments are often multi-
dimensional and commonly extend beyond the initial grief reaction to issues
of coping, resources, risk factors, and recovery.

A wide range of issues still need to be addressed. We should be assessing
the important components of grief process, in addition to symptoms and
outcomes. Researchers should also address the remaining discriminant-
validity questions surrounding their instruments, minimizing their overlap
with more general measures of emotionality, mood state, and health prob-
lems. It would also aid practitioners to incorporate into assessments a
greater emphasis on competency and functioning, regardless of the par-
ticular symptoms currently being experienced by the bereaved individual.
Given the age demographics of bereavement experience, assessments would
also benefit from a greater sensitivity to issues surrounding the psychological
measurement of older adults. Finally, two contextual themes are worthy of
further consideration: Bereavement assessments should in many cases
extend beyond the most immediately affected individual to the family
system, and efforts should be made to assess the validity generalization of
instruments across cultures.
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Grief as an emotion and as a disease:
A social-constructionist perspective

J A M E S R. A V E R I L L AND ELMA P. NUNLEY

The third edition of The Handbook of Social Psychology (Lindzey & Aronson,
1985) contains no references to grief. Rodin (1985), in her contribution to
the Handbook, does discuss briefly some of the consequences of bereavement.
However, her discussion focuses on the deterioration in health that some-
times follows the loss of social support in general; grief as an emotion is not
mentioned. This lack of reference to grief in volumes that presumably
represent the state of the art might suggest that grief poses no issues of
relevance to social psychology, either theoretically or practically. But such
a suggestion has little plausibility. On the theoretical level, grief raises
fundamental issues regarding the ties that bind people together and hence
that make society possible in the first place. On the practical level, grief
places a heavy burden on society, in the form of funeral and mourning rites,
care for the bereaved, and so forth.

The neglect of grief by psychologists is by no means universal. During
1985, the same year that The Handbook of Social Psychology was published, 98
articles and books were listed under the heading of grief in Psychological
Abstracts. This compares with 27 listings in 1975, 42 in 1980, and 107 in
1990. Most of this burgeoning literature has to do with the clinical aspects
of grief. Grief is not only a state of intense personal anguish; it is also
associated with increased risk for a wide variety of psychological and
somatic disorders. Indeed, the suggestion has been made that grief itself is
like a disease (Engel, 1961). We will examine that suggestion later in this
chapter. For now, suffice it to note that grief is increasingly being recog-
nized as a problem to be treated within the health care system. This trend
raises a number of important issues. For example, what changes, if any,
must be made in the health care system to accommodate a phenomenon
such as grief? And how might the nature, experience, and expression of
grief change as it is incorporated into the health care system? We touch on
both of these questions in this chapter. Our primary purpose, however, is to
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explicate the nature of grief as an emotion, using the alternative conception
of grief as a disease to illustrate the relation of emotional syndromes to
social systems.

The chapter is divided into two main parts. In the first part we present
a general model for the analysis of emotion based on biological, social, and
psychological systems of behavior, and we outline a conception of grief as a
social (emotional) role. In the second part we examine medical models of
disease, noting some of the similarities and differences between conceptions
of emotion and disease; and we speculate briefly on some of the impli-
cations of treating grief within the health care system.

Grief as an emotion

Ours is a social-contructionist view of emotion (Averill, 1980, 1991; Averill
& Nunley, 1992). Such a view rests on certain assumptions. First, emotions
are complex syndromes or subsystems of behavior, no single element of
which is necessary for the whole. Second, the way a person construes events
is an aspect of the emotional syndrome; and, moreover, such construals are
determined, in part, by culturally based beliefs and values. Third, the
expression of emotion is also a function of culturally based beliefs and
values. Fourth, there is no essential core (e.g., innate affect program) that is
completely independent of the beliefs and values that shape other aspects of
an emotional syndrome. Fifth, emotional syndromes serve to reinforce the
beliefs and values by which they are constituted. These assumptions do
not deny the importance of biological and psychological determinants of
emotional syndromes, as will be illustrated with respect to grief.

The syndrome of grief

There is not space to describe in detail the complex set of responses
that characterize grief (for details, see Averill, 1979; Bowlby, 1980/1981;
Lindemann, 1944; Osterweis, Solomon, & Green, 1984, Parkes & Weiss,
1983; Rosenblatt, 1983). However, for the sake of clarity in subsequent
discussion, it is helpful to distinguish among four general types of reactions:

Shock - a dazed sense of unreality, as might accompany any traumatic
event

Protest - active attempts to maintain contact with the deceased (if only
symbolically)

Despair - disorganization of behavior, often with a sense of helplessness
and depression, as the bereaved accommodates to the reality of the loss

Reorganization - the establishment of new object relations

These types of reactions form a rough temporal sequence, and hence,
they are sometimes referred to as stages of grief. However, the word stage
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may connote a rigid or fixed boundary; in actuality, considerable overlap
exists among the stages, and reactions of each type can be observed at any
time following, or even in anticipation of, bereavement. The point that
needs emphasis is that grief is a complex phenomenon, too complex to
admit to any simple analysis. For example, the active searching for the lost
object, characteristic of the second (protest) stage of grief, may require a
different kind of explanation than do the somatic disturbances (e.g., loss of
appetite) observed during the third (despair) stage.

Recognizing the risk of oversimplification, we will sketch in broad outline
some of the origins and functions of grief as an organized whole. We begin
by outlining a systems approach to the analysis of emotion (Averill, 1990;
1992). We then relate grief to systems of behavior defined in terms of
biological, social, and psychological principles of organization.

Systems of behavior

A system comprises a set of interrelated components, such that changes in
one subset of components induce changes in other subsets, and these
changes in turn feed back on the former. Systems of behavior are like other
kinds of systems, except by definition they comprise interrelated responses
(i.e., what organisms do). Behavioral systems can be analyzed in terms of
both levels and principles of organization (see Averill, 1990). Levels of
organization refer to the hierarchical arrangement of components into sub-
systems, systems, and suprasystems of increasing complexity. Principles of
organization refer to the ties that bind the various components into a
coherent whole at whatever level of organization.

Level of organization. Efficiency of operation is achieved when
systems are organized in a hierarchical fashion. For our purposes, it is
sufficient to recognize four levels of organization, as depicted in Figure 5.1.
The lowest level consists of component processes or elements (which
actually can be quite complex systems in their own right). This is the level
at which the various manifestations, or "symptoms," of grief (somatic
complaints, mourning rituals, intrusive thoughts, etc.) are located. At
the next level, these component processes are organized into a coherent
emotional syndrome or subsystem of behavior. An emotional syndrome can,
in turn, be related to even broader systems of behavior, the nature of which
will be explained shortly. Finally, at the highest level of organization, we
have the inclusive unit. This is the most encompassing (supra) system that
can be treated within a given frame of reference (i.e., without invoking
different principles of organization).
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Figure 5.1. Systems of behavior defined in terms of levels and principles (biological,
psychological, and social) of organization. (From Averill, 1990)

Principles of organization. Three kinds of principles may be dis-
tinguished - biological, social, and psychological - and these define three
system hierarchies (see Figure 5.1). Biological principles are represented
by information encoded in the genes; social principles are the rules and
resources embodied in symbols and other cultural artifacts; and psycho-
logical principles are encoded in cognitive schemas (knowledge structures;
cf Mandler, 1984).

Relations among system hierarchies. The system hierarchies depicted in
Figure 5.1 are abstract, theoretical constructs. With the possible exception
of some rudimentary adaptive specializations in lower organisms (e.g., fixed
action patterns), no actual behavior is a direct product of biological prin-
ciples. Similarly, no actual behavior is due to social principles alone,
although certain ritual practices come close. A response determined
exclusively by psychological principles is also difficult to envision. Such a
response would be idiosyncratic to the individual and hence impossible to
describe in general terms; in actuality, not even the most eccentric response
(e.g., an hysterical conversion reaction) is completely devoid of biological
and social influences.

Stated somewhat differently, any complex human behavior (including
emotional syndromes) can be explained in terms of biological, social, and
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psychological systems. No one type of system is more basic or fundamental
than the others. This does not mean, however, that each type of system has
exactly the same status in the explanation of behavior. For example, bio-
logical systems are temporally prior to social systems (in the course of
human evolution), and the latter are temporally prior to psychological
systems (each individual being born into a preestablished social order). In
a temporal sense, then, biological systems are primary. On the other hand,
biological and social systems can exert their influence only through the
individual's psychological makeup, and hence psychological systems are
primary in the sense of being "closest" to actual behavior. (This is why the
psychological hierarchy is placed in the foreground of Figure 5.1.)

There is also a sense in which social systems can be considered primary.
To the extent that a behavioral syndrome is common to a group of
individuals, it must be organized (in part) by biological and/or social
principles. But, as already noted, no complex human behavior is a direct
result of biological principles. The final product is always shaped, added to,
and given meaning within a social order. This fact, more than any other,
lies at the heart of a social-constructionist view of emotion.

Emotions as subsystems of behavior. In Figure 5.1 we have located
emotional syndromes at an intermediate level of organization, that is, as
subsystems of behavior. In the biological hierarchy, this would be equivalent
to what Dewey (1895) referred to as "teleological coordinations," but which
might better be called in modern terminology "inherited coordinations,"
that is, genetically organized patterns of response. In the social hierarchy,
emotions can be conceived of as social roles (as will be discussed in detail
shortly); and in the psychological hierarchy, emotions are a variety of
motive. (These terms - inherited coordinations, social roles, and motives -
are not entirely adequate, for each has connotations beyond what we wish
to imply. Nevertheless, we prefer to use familiar terms rather than to coin
new ones.)

Because emotional syndromes are situated at an intermediate level
of organization, analysis can proceed in two directions. The first, or
"analytic," approach breaks the syndrome down into component processes.
The second, or "holistic," approach proceeds in the opposite direction; that
is, it relates emotional syndromes to systems of behavior at higher levels of
organization. Our approach is primarily holistic. In the remainder of this
section we will sketch in broad outline how the syndrome of grief has
meaning (functional significance) in relation to broader systems of behavior
defined in terms of biological, social, and psychological principles of organ-
ization; and we will examine in some detail the nature of grief as a social
role (for additional details on the functions of grief, see Averill, 1979;
Averill & Wisocki, 1981).
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Grief as related to biological systems

As illustrated in Figure 5.1, the most inclusive unit in the biological
hierarchy is the species. At the next (lower) level of complexity is what
we have called biological systems simpliciter. These correspond to broad
adaptive patterns that, in the older literature, were often referred to as basic
instincts (aggression, harm avoidance, reproduction, and the like). Grief is
related (subsidiary) to attachment as a biological system (Bowlby, 1980/
1981) or, more accurately, to the disruption of attachment bonds.

Human beings are a social species, and as such, a social form of existence
is necessary for survival. One way to ensure group cohesion is by making
separation from the group, or from specific members of the group, a source
of severe anguish and thus a condition to be avoided. This fact helps
account for some of the responses manifested during the protest stage of
grief, where attempts (actual and symbolic) to recover the lost object are
common. When the loss is irreparable (as in death), reunion is, of course,
not possible. Protest eventually gives way to withdrawal, apathy, loss of
appetite, and other reactions common during the despair stage of grief. It is
as though grief must run its biological course, to the distress and even
physical detriment of the bereaved.

Grief as related to social systems

The most inclusive unit in the social hierarchy is the society (see Figure
5.1). Societies are, in turn, divided into various social systems, which (like
their biological analog) are defined primarily in terms of the functions they
subserve within the society as a whole (Luhmann, 1982). Some examples of
social systems (and their related functions) are education (socialization),
health care (prevention and treatment of disease), politics (collective
decision making), and religion (meaning and value articulation). Social
systems are, in turn, constituted by social roles. Emotional syndromes, to
the extent that they are also determined by social principles of organization,
can be conceived of as a kind of social role.

Separation and death have implications for the survival of societies as
well as for human beings as a species. Therefore, it is not surprising that
most societies have developed rather elaborate roles for the bereaved to
enact. These roles (e.g., as reflected in mourning practices) are typically
related to religious and political systems. They reinforce the fabric of
society by assisting surviving members of the group to assign meaning to
the loss, renew alliances, and realign commitments.

Because of their importance, mourning practices are not simply quaint
customs that can be ignored at will. On the contrary, they are duties
imposed by the group, often at considerable cost to the bereaved (cf
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Durkheim, 1915). However, the well-socialized individual who has internal-
ized the relevant norms and customs of society will experience mourning
not as something forced from without (i.e., a duty imposed by the group)
but as something coming from within (i.e., a genuine emotional reaction).
The fact that a response is based on social custom as opposed to species
(genetic) endowment does not make it any less emotional from a subjective
point of view.

Grief as related to psychological systems

Finally, let us consider briefly the hierarchy of psychological systems
depicted in Figure 5.1. The most inclusive unit in this case is the self. At the
next lower level of complexity, that is, psychological systems simpliciter, we
have the long-term plans, or "life scripts," of the individual. As described
earlier, biological systems are the result of biological evolution, and social
systems are the result of social evolution; therefore, it might be assumed
that psychological systems are the result of individual development or
learning. But that is only partly true. Psychological systems are organized
according to both biological and social principles, as these are transformed
and elaborated upon during the idiosyncratic history of the individual.

Grief can be related to psychological systems in two ways. First, some
symptoms of grief are undoubtedly due to an interrelated set of factors
that have been variously attributed to the extinction (through a loss of
reinforcement) of well-established behavior patterns, to the disruption of
cognitive structures, and/or to the loss of feedback and social support
formerly provided by the deceased. Second, grief has its own rewards
(secondary gains) and its purposeful aspects. In fact, people have been
known to feign grief in the absence of actual bereavement, showing ap-
parently genuine anguish, depression, and even self-destructive behavior
(Snowdon, Solomons, & Druce, 1978). Full-blown episodes of hysterical
grief are, of course, rare. But how many persons who have actually suffered
bereavement cultivate their grief for public show (to demonstrate the
genuineness of their prior commitment to the deceased) and for the personal
rewards it might bring (aid and succor from others)? The answer is prob-
ably most persons, at least to a limited extent.

Grief as an emotional role

With these remarks as background, let's examine some of the ways in which
grief is, and is not, a social construction. For this purpose, we need to
expand upon the notion of an emotional role (Averill, 1980, 1991; Sarbin,
1989). As described earlier, roles are units of analysis within the social
hierarchy of behavior (see Figure 5.1). In a broader sense, however, the
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role concept cuts across the biological, social, and psychological levels of
analysis. Human beings are not blank slates upon which society can write
just any script, but neither does biology dictate the script. Most social roles
- certainly, most emotional roles - are the products of a dialectic between
biological and social evolution, as further conditioned during individual
development.

An emotional role, like any other social role, can be analyzed in terms of
privileges, restrictions, obligations, and entry requirements. Let us apply
this kind of analysis to grief.

Privileges. While in an emotional role, a person may engage in
behavior that would be discouraged under ordinary circumstances. The
specific behavior allowed or excused varies, depending on the emotion.
Among the privileges of grief are the public display of feelings that might
otherwise be hidden (e.g., remorse, animosity). More importantly, grief
exempts a person from the obligations of other social roles. Following
bereavement, the individual is not expected to work, entertain, or care
for others in the same manner as before. On the contrary, the bereaved
individual has the right to expect care, nurturance, and assistance from
others.

Restrictions. There are limits to what a person can do when
emotional and "get away with it." Emotional responses should be appro-
priate to the situation: not too mild or too strong, too short or too pro-
longed, or too idiosyncratic. For example, if a bereaved wife begins dating
too soon after the death of her husband, the genuineness of her grief and/or
her adequacy as a wife may be questioned. Conversely, excessive grieving is
also frowned upon. The person who grieves too intensely or too long may
be regarded as hysterical or "affected."

Obligations. Whereas there are some things a person cannot do
(restrictions) while emotional, there are other things that must be done
(obligations). In all societies, for example, the bereaved are expected to
perform certain mourning practices. These obligations can be neglected
only at considerable risk; the individual who fails to comply with societal
expectations following bereavement is often subject to severe sanction. In
some societies, the obligations are only temporary; the bereaved is expected
to abandon the grief role shortly after the funeral and to resume customary
social obligations (as the biblical custom of a widow marrying her deceased
husband's brother - Deuteronomy 25:5, 6). In other societies, the grief role
shades into a more permanent social role, often lasting a lifetime (e.g., as
widow or widower).
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Entry requirements. Most, though not all, social roles have entry
requirements; that is, they can be occupied only by persons of a certain age,
sex, training, and/or social position. The same is true of emotional roles.
Thus, in many traditional societies the way grief is expressed may be
stipulated according to the age or sex of the bereaved, as well as to the
nature of the relationship of the bereaved to the deceased - spouse, parent,
child, cousin, and so forth. In contemporary Western societies, entry into
the grief role is more open-ended as are the privileges, restrictions, and
obligations associated with the role. However, one entry requirement that
remains has to do with the nature of the loss. Our society is not structured
to allow for grieving on certain occasions. For example, a person who has
lost a spouse by divorce is not afforded the same emotional rights as a
person who has lost a spouse by death. Also, grieflike responses are often
experienced when children leave home (the empty nest syndrome), but this
increasingly common problem is given little social recognition or support
(Nunley, 1986).

Grief as a disease

Much more could be said about the nature of emotional roles, but we wish
to turn now to another possible conception of grief - that is, grief as a
disease rather than as an emotion. The importance of this conception is
twofold. First, by serving as a foil for argument, an analysis of grief as a
disease may help to clarify further the dynamics of grief as an emotion.
Second, as grief increasingly becomes a concern for health care pro-
fessionals, it will necessarily accrue some of the connotations of a disease.
Some potential ramifications of this trend will be examined briefly.

A conception of grief as a disease is not as implausible as it might at first
seem. As Levy (1984) has pointed out, grief is not universally treated within
an emotional framework. The Tahitians, for example, classify responses to
the loss of a friend or loved one not as signs of emotion but, rather, as
symptoms of illness or fatigue. But we do not have to look to other cultures
for examples. Grief is also compatible with contemporary medical models
of disease: It is a debilitating condition, accompanied by pain, anguish,
and increased morbidity; it is associated with a consistent etiology (real,
threatened, or even fantasied object loss); and "it fulfills all the criteria of a
discrete syndrome, with relatively predictable symptomatology and course"
(Engel, 1961, p. 18).

Historically, too, emotions of all kinds — not just grief— have sometimes
been regarded as diseases of the mind (e.g., by the Stoics, Kant). In part,
this reflects a value judgment by those who view emotions as disruptive
of ordered (rational) thought. But it also stems from the fact that both
emotions and diseases are conceived of as something a person "suffers,"
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as opposed to something a person does. To use a somewhat antiquated
terminology, emotions are passions, not actions. The term passion stems
from the Latin pati, passio (to suffer, suffering). Pati is, in turn, related to the
Greek pathos. Diseases were also regarded as a kind of pathos. Hence, from
the same root as "passion," we also get "pathology" and "patient."

Finally, on a more theoretical level, an analysis similar to the one we
applied earlier to emotional syndromes can also be applied to diseases.
That is, any particular disease can be analyzed in terms of biological,
social, and psychological systems of behavior (or principles of organiza-
tion). For some conditions (e.g., cancer), the biological may predominate;
for other conditions (e.g., alcoholism), the social may predominate; and for
still other conditions (e.g., hysterical conversion reactions), the psycho-
logical may be of primary importance.

In view of these considerations, a conception of grief as a disease does not
seem at all implausible. In fact, one of the main reasons we raise this
possibility is to pose the question: What is it about grief that leads us to
classify it as an emotion rather than as a disease? In addressing this issue,
Osterweis et al. (1984, chapter 2) list three reasons why grief is not, or
should not, be classified as a disease: First, society does not consider
grieving individuals to be sick; second, "normal" grieving can be dis-
tinguished from clinical depression; and third, the American Psychiatric
Association's Diagnostic and Statistical Manual (DSM III-R) does not
treat "uncomplicated bereavement" as pathological. Obviously, these three
reasons beg the question.

Some of the main criteria for distinguishing emotional from nonemotional
phenomena have been discussed in detail elsewhere (Averill, 1991). For
our purposes here it suffices to note that, from a social-constructionist
perspective, the nature and significance of emotional syndromes depend in
fundamental ways on the broader social systems of which they are con-
stituent parts. As an emotion, grief interdigitates with different social
systems than do disease syndromes. Specifically, grief is part of the moral
order (e.g., as defined by political and religious systems). By contrast,
disease syndromes fall within the domain of the health care system.

To the extent that a social-constructionist view of emotion is valid, and to
the extent that grief becomes incorporated into the health care system,
either of two events is likely: Grief will increasingly lose its normality and
become like other diseases, or the concept of disease will be expanded to
include the social-moral domain. As we will discuss, advocates of a more
holistic approach to medicine have argued for the second of these alter-
natives. We believe, however, that the first alternative is the more likely
(but not necessarily the more desirable) outcome of current trends. In order
to make clear the basis for this judgment, we must examine more closely
the current medical model of disease.
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The medical model

Actually, there is not one, but a variety of medical models. In its generic
sense, the term medical refers to the preservation and restoration of health,
whether practiced by a physician, a psychologist, or a tribal medicine man.
Within this broad domain, our concern is with what we will call the
scientific medical model, that is, a model based on modern science. But
even here, distinctions can be made, depending on what is taken as the base
science. The dominant biomedical model takes physiology and molecular
biology as base sciences. By contrast, a psychomedical model can be
delineated that takes psychology as the base science, at least for the treat-
ment of psychopathology. We can even distinguish a sociomedical model, in
which diseases are viewed as social constructions (cf. Mishler, 1981), thus
making sociology the base science.

Engel (1977) has argued cogently for an expanded biopsychosocial
medical model. Although such an expansion is certainly feasible and
desirable in some respects, we doubt that it can ever be made to encompass
an emotion such as grief without essentially altering the nature of the
emotion. Our skepticism rests on three main points: (1) the common
scientific orientation of the base disciplines, (2) vested professional interests,
and (3) broader social-legal concerns. We will examine each of these
grounds briefly, limiting (for the sake of simplicity) discussion to biological
and psychological versions of the medical model.

Scientific orientation. As noted, the biomedical model relies on
physiology and molecular biology for its scientific underpinning, whereas
the psychomedical model adopts psychology as the base science. This is
primarily a difference in content. In terms of orientation or attitude, the
two models are more similar than dissimilar. Both adhere to the standards
embodied in the scientific method; both tend to adopt an analytic as
opposed to a holistic approach (as these approaches are described in an
earlier section); and both tend to ignore the moral dimension of behavior
(i.e., the person is not responsible or accountable for being sick). It is
because of these similarities in orientation that we may speak generically of
a scientific medical model that has both biomedical and psychomedical
versions.

Professional interests. Medicine and psychology have similar, though
often competing, professional concerns that help reinforce a scientific
medical model. The delivery of health care is a major industry, involving
hospitals, pharmaceutical companies, diagnostic laboratories, and so forth,
as well as physicians and other professionals. This industry draws some of
its rationale from the biomedical model and hence has a vested interest in
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the maintenance of that model (Engel, 1977). Similarly, psychologists have
a vested interest in maintaining and extending their own version of the
medical model. Psychology is a profession as well as a science, and like any
other profession, it has guild interests to protect. One indication of this is
the perennial controversy over certification, which assumes the existence of
an objective (i.e., scientifically based) body of knowledge and associated
practices of demonstrated effectiveness.

Social-legal concerns. Dominance of the biomedical model among
physicians is fostered by broader social factors, as well as by scientific and
professional concerns. To a certain extent, modern medicine is a victim of
its own success, as the public has come to expect more than can sometimes
be delivered. The result is reflected in the number of malpractice suits.
Protection against suits forces physicians to adhere to conservative practices,
for example, to follow well-accepted diagnostic and treatment procedures,
such as those dictated by the biomedical model. Likewise, as psychologists
assume responsibility for the prevention and treatment of an ever widening
range of disorders, they also become potentially liable for failure (Szasz,
1986). The adoption of a psychomedical model provides some measure of
security as psychological services are extended into new domains.

Some implications of incorporating grief into the health care system

For the above reasons - scientific attitudes, professional interests, and
social-legal concerns - we are not optimistic that the medical model can, or
should, be expanded to encompass such phenomena as grief. It is central
to the medical model (whatever its scientific base) that disease states
be divorced from moral concerns. This sets certain limits on the extent
to which a health care system based on a scientific medical model can
incorporate problems of living (including grief) without running the risk of
"medicalizing" broad areas of society.

Without going into detail, some of the potential risks that arise when the
medical model is extended to new domains can be seen in the controversies
that surround the insanity defense, where otherwise legally culpable
behavior is attributed to mental disease. Similar issues arise, albeit in
much less dramatic form, when alcoholism, gambling, and other such
conditions are treated as diseases. Or consider the vicissitudes in attitudes
surrounding homosexuality, which at one time was considered a moral
failing, at another time as a form of psychopathology, and now simply as a
matter of personal preference.

Obviously, the classification of a condition as a disease has ramifications,
both for the individual presumably "suffering" from the disease and for
society at large. And what might those ramifications be with respect to
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grief? We will not attempt to speculate in detail, although two possibilities
deserve brief mention because of their theoretical as well as practical
relevance.

First, throughout this chapter, we have emphasized that emotions are
constituted, in part, by the social systems to which they are related. It
follows that the nature of grief itself may change as it is incorporated into
the health care system. Needless to say, the objective of treating grief within
the health care system is to alleviate suffering among the bereaved. But, in
addition to the good that may be achieved by such a move, we should also
be aware of possible negative consequences. Disease is a result, in part, of a
disorganization or disregulation of function (Schwartz, 1979). The social
norms and practices that help constitute grief as an emotion lend meaning
and coherence to reactions following bereavement. A conception of grief as
a disease will eliminate some of that meaning and coherence; and, as a
consequence, bereavement reactions may become even more disregulated
than they already are. And with the further disregulation of behavior, the
pathological sequelae of bereavement may actually increase rather than
decrease. Lest this seem like idle speculation, it might be noted that people
who engage in traditional mourning practices tend to recover from bereave-
ment faster than those who forgo such "formalities" (Pine et al. 1976).

The second point we would make is an extension of the first. If the nature
of grief changes as it is incorporated into the health care system, this may
create a rippling effect, as compensating changes occur in other social
institutions to which grief is related. One example will suffice to illustrate
the point. The family is a central unit in almost any society; hence, what
affects the family may have wide-ranging ramifications. Rosenblatt (this
volume) has discussed in some detail the importance of grieving to the
integrity of the family unit and the ways that grief differs among families as
a function of ethnic and cultural background. He further suggests that some
"quality control" may be desirable because of the tendency of presumed
grief experts (both researchers and health care practitioners) to ignore such
differences.

We agree with Rosenblatt's concern. However, we must ask: quality
control by whom? We believe the issue is not so much one of insufficient
quality, but of the kind of social systems in which grief is to be con-
ceptualized and "treated." Within a health care system based on a scientific
medical model, many reactions that are accepted and even encouraged
within a different (e.g., familial, religious) social context may be dismissed
as superstitious at best and pathological at worst. Thus, to the extent that
grief and mourning practices help reinforce traditional subgroup values and
beliefs, one likely result of incorporating grief into the health care system is
a weakening of support for such group differences and, hence, a further
homogenization of society. Going further, as grief is often taken as a sign of
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love, it is not too far-fetched to suggest that a redefinition of grief may even
occasion a reconceptualization of intimate relationships.

In short, a dialectical relation exists between emotional syndromes and
the social systems of which they are a part. Changes in the way grief is
treated will inevitably feed back on the social institutions that once gave it
meaning, with effects that are difficult to foresee.

Concluding observations

We have been treating the conceptions of grief as an emotion and grief as a
disease as though they were two, mutually exclusive alternatives - an
obvious oversimplification. There are conditions, of which pregnancy and
childbirth are prime examples, that are treated primarily within the health
care system but that are not conceptualized as diseases. And, in fact, it has
been suggested (e.g., Osterweis et al., 1984, chapter 2) that pregnancy
might provide a good model for the treatment of grief by health care
professionals. There are, however, limitations to this suggestion. The
medical treatment of pregnancy focuses almost exclusively on physiological
processes. The emotional aspects of pregnancy have only recently been
given attention within the health care system, and then not without dif-
ficulty, as is evidenced by the growing popularity of midwives and natural
childbirth.

But be that as it may. Our major purpose for drawing a sharp distinction
between the concepts of grief as an emotion and grief as a disease has not
been to argue for or against either alternative (for each has its advantages
and limitations), nor to suggest that these are the only alternatives. Our
purpose, rather, has been more theoretical and didactic. The contrast
between grief as an emotion and grief as a disease serves to highlight the
importance of considering emotions in relation to social as well as biological
and psychological systems of behavior. When considering human emotions,
a holistic framework must be developed that allows for understanding at
different levels of functioning.
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Bereavement as a psychosocial
transition: Processes of adaptation to
change

C O L I N MURRAY PARKES

People are fascinating because of their individuality; no two problems are
alike because no two people are alike. This tempts some people to reject
theories of human behavior. There are none that can be expected to predict
or explain more than part of a person, and it seems mechanistic to attempt
to force people into preconceived models. Yet we must have some frame of
reference if we are to be of use to those who cannot cope with life's
vicissitudes. It is not enough for us to stay close and to open our hearts to
another person's suffering; valuable though this sympathy may sometimes
be, we must have some way of stepping aside from the maze of emotion and
sensation if we are to make sense of it.

One might say that our central nervous system has been designed to
enable us to do just that. Human beings, to a greater extent than other
species, have the capacity to organize the most complex impressions into
internal models of the world, which enable us to recognize and understand
the world that we experience and to predict the outcome of our own and
others' behavior. Psychological theories are one way of doing this, and the
measure of their success is their usefulness.

This article describes a theory that the writer has found useful in ex-
plaining certain aspects of the human reaction to loss. Other theories are
useful in explaining other aspects; these include theories about the nature of
attachments, anxiety, family dynamics, and the psychophysiology of stress.
Each of these adds something to our understanding of loss, and they do not
conflict with each other. Aspects of most of these are considered elsewhere.
The theory that follows is simple in essence but complex and wide ranging
in its implications. It is not possible, in the space available here, to give
more than an outline of its scope, inevitably condensed and shorn of detail.

Reactions to life events

Bereavement by death is a major psychological trauma and usually takes
place in the presence of members of the caring professions; consequently, it
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A B C

Figure 6.1. Gain and loss components oflife changes.

has been much studied. In fact, one sometimes gets the impression that
grief and mourning (the public face of grief) are confined to this type of
loss, but there are some bereavements that are not a cause for grief and
many griefs that have causes other than bereavement by death.

What, then, defines a loss? How can we distinguish grief from the other
emotions that arise in the face of life events? Why is it that some life
events menace our sanity while others are an unmitigated blessing? These
questions are more easily asked than answered.

Grief is essentially an emotion that draws us toward something or some-
one that is missing. It arises from awareness of a discrepancy between the
world that is and the world that "should be." This raises a problem for
researchers because, though it is not difficult to discover the world that is,
the world that should be is an internal construct; hence each person's
experience of grief is individual and unique. Two women who have lost
husbands are not the same. One may miss her husband greatly, while the
other's grief may arise less from her wish to have her husband back (for she
never did like him as a person) than from loss of the status and power that
she achieved in marrying an important man. Clearly, grief is not a unitary
phenomenon.

The situation is further complicated by the fact that there are many life-
change events that bring about both loss and gain. The death of a loved
person might be represented by a line at point A in Figure 6.1. Here the
main component is one of loss, but the honest person will admit there are
certain consequences of the death that add something wanted. Point B is
more ambiguous, for here loss and gain may balance out, as in the case of
the bride's mother who is told, "You are not losing a daughter, but gaining
a son." A line at point C might represent the birth of a first baby. Here the
gain element predominates, but most people would admit there are also
losses (of parents'jobs, freedom, etc.) that cloud the celebration. In many
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life-change situations it is not at all clear what is being gained and what
lost; attributions of loss or gain can only be made with hindsight, and the
mixed feelings to which the event gives rise may prove perplexing.

That it is hard to classify particular life events into the categories of
"losses" and "gains" suggests we should seek an alternative. One possibility
is to focus on life-change events, but this too has its difficulties since life is
constantly changing and many changes proceed smoothly, without unduly
disturbing those who undergo them. In fact, the human tendency to seek
out and explore novel situations and stimuli suggests we are well adapted to
meet most of the environmental changes that impinge upon us, and we may
even take pleasure in visiting new places, acquiring new possessions, and
testing our mettle.

Psychosocial transitions

Studies of the life events that commonly precede the onset of mental illness
(Brown & Harris, 1978; Caplan, 1961; Rahe, 1979) suggest the most
dangerous life-change events are those that (1) require people to undertake
a major revision of their assumptions about the world, (2) are lasting in
their implications rather than transient, and (3) take place over a relatively
short period of time so there is little opportunity for preparation. These
three criteria are the defining characteristics for events that can be termed
psychosocial transitions (PSTs) and that provide us with boundaries for a
reasonably discrete area of study (Parkes, 1971a). They exclude events that
may threaten but do not result in any lasting change (e.g., exposure to
terrifying situations over short periods of time) because these seem essen-
tially different in their psychological implications. Insofar as these events
cause psychiatric problems (such as anxiety reactions or post-traumatic
neuroses), these are likely to be different from the disorders associated with
PSTs. The criteria also exclude gradual changes, such as those associated
with maturation, unless these are associated with more rapid changes that
"bring home" implications of the more gradual change. Thus the physical
changes associated with sexual maturation do not constitute a PST, but
they may bring about rapid attachments or disappointments that are PSTs.

One other characteristic of those life-change events that commonly
predict illness is a tendency to be evaluated in a negative way. This
criterion, while predictive in practice, has been excluded from the definition
of PST because, as we have seen, it tends to be made with hindsight. It is
tautologous to claim that negative or stressful events are causes of mental
distress when it is the mental distress that has caused us to define the event
as stressful! Furthermore, there are many events initially greeted as
positive, such as having a baby, being promoted at work, or marrying the
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mate of one's dreams, that may subsequently tax our adaptive capacity to
the limit.

The assumptive world

The internal world that must change in the course of a PST consists of all
those expectations and assumptions invalidated by the change in our life
space (i.e., the part of the world that impinges upon us — Lewin, 1935).
These expectations constitute part of an organized schema or "assumptive
world," which contains everything that we assume to be true on the basis of
our previous experience. It is this internal model of the world that we are
constantly matching against incoming sensory data in order to orient our-
selves, recognize what is happening, and plan our behavior accordingly.

Waking in the morning, we can put on the light, get out of bed, and
walk to the bathroom because we have an assumptive world that includes
assumptions about the presence and layout of the doors, windows, light
switches, and rooms in our home, and assumptions about the parts of the
body that we must use in turning the light on, getting out of bed, walking
across the floor, and so on. If as a result of some life event we lose a limb,
go blind, lose our memory, move to a new house, or have the electricity
cut off, we must revise our assumptive world in order to cope with the
numerous discrepancies that arise.

The death of a spouse invalidates assumptions that penetrate many
aspects of life, from the moment of rising to going to sleep in an empty bed.
Habits of action (setting the table for two) and thought ("I must ask my
husband about that") must be revised if the survivor is to live as a widow.

The pain of change

Such changes are easier said than done, for not only does a major PST
require us to revise a great number of assumptions about the world, but
most of these assumptions have become habits of thought and behavior that
are now virtually automatic. The amputee knows very well that he has lost
a limb, but this knowledge does not prevent him from leaping out of bed in
the morning and sprawling on the floor because he has tried to stand on a
leg that is not there. Likewise, the blind person "looks" toward a sudden
noise, and the widow "hears" her husband's key in the lock. Each is
operating on a set of assumptions that have become habitual over many
years. Grief following bereavement by death is aggravated if the person lost
is the person to whom one would turn in times of trouble. Faced with the
biggest trouble she has ever had, the widow repeatedly finds herself turning
toward a person who is not there.

These examples begin to explain why PSTs are so painful and take so
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much time and energy. For a long time it is necessary to take care in
everything we think, say, or do; nothing can be taken for granted any more.
The familiar world suddenly seems to have become unfamiliar, habits of
thought and behavior let us down, and we lose confidence in our own
internal world.

Freud (1917b) called the process of reviewing the internal world after
bereavement "the work of mourning," and in many ways each PST is a job
of work that must be done if a person is to adapt to the requirements of the
real world. But the mind that is doing the reviewing is also the object that
is being reviewed. A person is literally lost in his or her own grief, and the
more disorganized one's thinking the more difficult it is to step aside from
the disorganization and to see clearly what is lost and what remains.

Since we rely on having an accurate assumptive world to keep us safe,
people who have lost confidence in their world model feel very unsafe. And
because anxiety and fear cloud our judgment and impair concentration and
memory, our attempts to make sense of what has happened are likely to be
fitful, poorly directed, and inadequate.

Coping and defense

Of course, people are not completely helpless when the level of anxiety
becomes disorganizing. We have a variety of coping mechanisms that
usually reduce the level of tension or at least prevent it from rising any
higher. Hence, people in transition often withdraw from the challenges of
the outside world, shut themselves up at home, and restrict their social
contacts to a small group of trusted people. They may avoid situations and
chains of thought that will bring home the discrepancies between inside and
outside worlds; they may fill their lives with distracting activities, or deny
the full reality of what has happened. The complete range of psychological
defense mechanisms can be called into play to protect someone from
too painful a realization of a loss. These defenses will often succeed in
preventing anxiety from becoming disorganizing, but they are also likely to
delay the relearning process.

Taking stock

The magnitude of a PST is such that it includes simultaneous dysfunctions
in several areas of functioning. Thus, the loss of a spouse may produce any
or all of the following: loss of sexual partner, loss of protection from danger,
loss of reassurance of worth, loss of job, loss of companionship, loss of
income, loss of recreational partner, loss of status, loss of expectations, loss
of self-confidence, loss of a home, loss of a parent for one's children, and
many other losses. It may also produce relief from responsibilities, entitle-
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ment to the care of others, sympathy from others and an increase in
tenderness (or at least inhibition of hostility and competition), attributions
of heroism, financial gains, and freedom to realize potentialities that have
been inhibited. These latter consequences, too, involve change in the life
space and require that assumptions be modified, but because they also
serve to assist those modifications (e.g., by providing time and opportunity
for introspection and by keeping people safe from threat during that time),
they are more likely to facilitate than to impair the transition.

PSTs thus emerge as a complex interweaving of psychological and social
processes, whose implications are far from clear to the person who under-
goes them and even less clear to the would-be helper. Only in the most
general terms can anyone else be said to "understand," but this does not
mean we cannot help. By asking those who are in transition to help us
understand, by talking about their situation, we help them take stock,
review, and relearn their assumptive world.

Resistance to change

Although minor changes are often embraced, major changes are more
usually resisted. Resistance to change is seen as an obstacle by planners,
but it is not always so irrational or so harmful as it seems. We can bring to
the appraisal of new situations only the assumptions that arise out of old
situations. Our old model of the world may be imperfect, but it is the best
we have, and if we abandon it we have nothing left. Our first effort, in the
face of change, must therefore be to interpret the change in the light of our
old assumptions. To throw over old models of the world the moment they
appear discrepant with the new is dangerous and often unnecessary. Closer
scrutiny will sometimes reveal that our initial appraisal of the situation was
incorrect and that the discrepancy was more apparent than real. Thus, a
person who is told by a doctor that he has a terminal illness may be wise to
ask for a second opinion before preparing himself to die.

Refusing to accept change also gives us time to begin rehearsing in our
minds the implications of the change, should it come about. Thus, the
patient who refuses surgery may need time to talk through its implications
with his doctor and his family before changing his mind. While he does
this, he is preparing a new model of the world, which will help ensure that
the transition proceeds smoothly when, eventually, it comes about.

On the other hand, there may come a time when it is more dangerous to
resist change than to accept it. Because the person in transition has no
models of thought and behavior to meet the new situation, he or she will
feel helpless and in danger. Three things are needed: emotional support,
protection through the period of helplessness, and assistance in discovering
new models of the world appropriate to the emergent situation. The first
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two of these may need to be provided before the person can begin to feel
safe enough to accept the third. Thus, people whose sight has failed often
refuse to learn blind skills until they have been supported in their helpless-
ness and reached a point where they feel safe enough to accept the help of
guide dogs, white canes, and all the other means by which blind people can
rebuild their model of the world.

Terminal illness

Elizabeth Kubler-Ross's (1969) "phases of dying" - denial, bargaining,
anger, despair, resignation, and acceptance — bear a close resemblance to
Bowlby's "phases of grief" (numbness, pining, disorganization/despair,
and reorganization; Bowlby & Parkes, 1970), and the link between dying
and grieving was made by Kubler-Ross's former professor of psychiatry, C.
Knight Aldritch (1963) in a paper titled "The Dying Patient's Grief."
The consistency and even the occurrence of these "phases" have been
questioned, and it would certainly be unwise to set them up as norms
through which each dying patient should be expected to pass. But to those
who work with late-stage cancer patients, they are very familiar even if
they do not always occur in the sequence and manner that Kubler-Ross
described. What these phases seem to reflect is a tendency for seriously ill
patients to move from a state of relative ignorance of, and reluctance to
accept, the facts of their illness toward awareness and acceptance. Along
the way they may try to strike bargains ("If I accept surgery, then I shall
live to see my grandchild born"), express anger ("It's not fair"), or despair
("I give up"). These kinds of phenomena are also commonly found in
amputees and other disabled people, and they are best viewed as typical
components of a PST. However, cancer patients undergo not one but a
number of PSTs in the course of long and varied illnesses. Their psycho-
logical reactions are correspondingly unpredictable.

Cancer often takes a stepwise course as each new crop of symptoms
appears and is treated. Each step is likely to involve some loss — of
employment, mobility, strength, good looks, and so on - and each confronts
the patient with a need to give up one set of assumptions about the world
and to develop another. Lacking any clear basis for planning, most patients
tend to be as optimistic about their future as they dare, and this optimism
is fostered by their doctors and nurses, who prefer to "look on the bright
side." Consequently, they are often unaware of the full implications of those
cancers that will end fatally.

Even if they are informed and aware of the likely ending, it is rare for
them to feel prepared for an outcome that, for most of us, is a step into the
dark. None of the great religions is really clear as to what lies beyond life,
and there are no training courses for the afterlife. It follows that the
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transition from life to death must be made without rehearsal and without
any of the provisional models that, however inadequate, we bring with us to
other situations.

Strange to say, this ignorance seems to mitigate anxiety, and most
patients claim to be more afraid of dying than of being dead. Dying is
envisaged as a projection of everything bad about illness. As the illness gets
worse the symptoms will get worse, and "death agonies" are assumed to be
an ultimate horror. The fact that, given a decent quality of care, it should
be possible for medical attendants to relieve the physical distress of the
dying makes it all the more important for them to relieve mental distress by
communicating that fact (Parkes, 1978).

Preventive intervention

Many of the problems arising in the course of a PST can be mitigated
if those who are at risk receive appropriate counseling and support. To
plan this effectively, a sound knowledge of risk factors and methods of
intervention is needed.

Determinants of outcome

Studies of a variety of types of transition and of the variation of response to
each of these not only throw light on the nature and dynamics of PSTs but
also enable us to identify people and situations that involve special risk.
The identification of risk is, of course, an important step toward prevention
of ill health, and studies of bereavement by death suggest that those most
vulnerable to this type of loss can be recognized before or at the time of
bereavement, and that members of this group will benefit from counseling.
The wide range of empirical studies contributing to our knowledge of
vulnerability in the face of a range of PSTs include the circumstances of the
life-change event (e.g., anticipation, massive or multiple changes, brutal or
violent events), the personality and previous experience of the bereaved
person (e.g., self-confidence, success or failure of resolutions of earlier
PSTs), and factors impinging after the event (e.g., social supports,
opportunities for new roles and status). These studies are treated in more
detail elsewhere (Parkes, 1990). They indicate that the outcome of a PST is
related to the magnitude of the PST, the extent to which it has been
correctly anticipated, and the supports and opportunities available. Such
findings enable us to make predictions regarding the probable outcome of
many PSTs.

Prediction of outcome is also improved from observation of the initial
reaction to the event. Thus, severe and lasting distress, as well as excessive
denial or delay in reacting emotionally, may presage later problems.
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Intervention

Knowledge of risk factors is of value when planning intervention. If antici-
pation is important, then any activity that helps people to prepare them-
selves for an event is likely to reduce the risk. Similarly, those who cope by
avoiding may need help in facing up to a transition, while those who are
overwhelmed may need permission to escape for a while by taking a
holiday or by the judicious use of psychotropic medication. But these
expedients only provide a temporary solution, and we must also guard
against the misuse of medication, be it alcohol or other tranquilizers. People
of low self-esteem or dependent personality may need forms of help that
build on their strengths and wean them from undue reliance on others,
including the providers of health care.

Up to the present time, the only settings where these principles have
been widely adopted are hospices and bereavement services. Although
neither hospices nor bereavement services are universally successful in
relieving the suffering of those they serve, there are a number of well-
conducted studies indicating that the right help given to the right people at
the right time can reduce physical and mental symptoms and improve the
quality of life before and after bereavement (Mor, 1987; Parkes, 1981;
Raphael, 1977).

If this is so, then we have to ask ourselves whether similar interventions
might help people through the other major PSTs of their lives. Since
doctors, priests, nurses, and social workers are likely to be in contact at
such times and may be the only caregivers to whom these people will turn
for help, it follows that they should develop the knowledge base needed and
organize their services in an appropriate way. Whether we like it or not, we
are agents of change, midwives at the birth of new identities.

What, then, are the essential resources for this new midwifery, and how
can they be provided within the constraints of a shrinking economy? The
resources are, of course, properly trained people with the necessary time
and skills. To some extent these are the same people who have always cared
for the sick. Psychosocial medicine has been around for a long time, but it
used to be called "tender loving care." It relied on the communication skills
and life experiences of the caregivers and was none the worse for that.
However, it frequently seems to get displaced by other, "more important"
priorities.

Yet the whole history of medicine tells us that prevention is more
economical than cure. If, in fact, preparing someone for major surgery
reduces the chances of postoperative complications and, as some studies
have shown, gets people out of the hospital sooner (Egbert, Battit, Welch,
& Bartlett, 1964), then it is likely to be an economical use of our time.
Hospices are no more expensive than the service that they replace (Mor,
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1987), and even the provision of support during the transition of leaving
prison has been shown to save money by reducing the chances of recidivism
(Shaw, 1974; Sinclair, Shaw, & Troop, 1974).

Furthermore, much of the support that people need at times of transition
can and should be given by volunteers. Volunteers who have been carefully
selected and trained to act as counselors, or whose own experience of the
transition in question provides them with inside knowledge (although it is
important to ensure that they have come through it and are not trying
vicariously to solve their own problems), are often the best people to help
others in transition. Not only are they less expensive, but they are often
seen as less threatening because they are not "experts," and they have the
one thing that professionals often lack - time to listen. These volunteers can
be organized in specialized counseling services (e.g., ostomy associations or
bereavement services), or they can take a wider frame of reference and offer
counsel to anyone in crisis or distress (e.g., Samaritans, good neighbor
schemes). These services will be much more effective if they are backed
by and integrated with the services provided by members of the caring
professions. This enables the professionals to discover their true value,
facilitates referrals, and ensures that the volunteers receive the expert help
that they need in training counselors and dealing with individuals whose
problems require professional skills.

Social workers and other primary caregivers in the community are in a
good position to identify people in transition, to assess their vulnerability,
and where necessary, to provide the support needed or refer them to those
who can. They should receive proper training in this field of study. Hospital
and other institutional staff may also have important roles to play if they
are involved in the diagnosis or care of people with life-threatening or
chronic diseases.

Support for the supporters

Because transitions of one sort or another affect us all, we cannot come
close to people who are facing them without, to some degree, sharing their
feelings. We too suffer their losses and frustrations, and it is only by
"hanging in" and seeing them come through to a new life that we will be
rewarded for the pains we share. But not everybody who seeks our help will
come through, and sometimes their pain sparks off pain in us that we
thought we had forgotten, reminding us too vividly of our own losses. At
such times we too need the help and understanding of a counselor. If it
is all right for our clients to grieve, it should also be acceptable for us
to express the sorrow and frustration to which our work gives rise. Any
caring team must, therefore, take account of the need for support to the
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supporters, for in the end the only difference between carer and cared-for is
in the roles assigned to us.

Conclusion

Societies have always had their elders, doctors, shamans, priests, and
counselors. Most of these have a dual role - to provide wise counsel and to
perform rituals. The rituals mark the rites of passage (Van Gennep, 1909).
They identify people in transition, induct them into a temporary status (as
"client," "mourner," "initiate," "patient," etc.), and then, after sufficient
time has elapsed, mark the end of the transition to a new identity (as
"widow," "adult," "disabled person," etc.). The rites performed by doctors
include the provision of sickness certificates, prescriptions, and a range of
other procedures (some of them bloody) through which patients pass on the
way to their new life.

The success of scientific medicine in finding cures for many diseases has
distracted many members of the caring professions from their traditional
responsibility to care for people in transition. As a result, medicine and its
allied professions find themselves faced with the need to change, to face
a psychosocial transition of their own, whose implications penetrate all
aspects of our work. We can expect similar difficulties in revising our
models of the world, like those experienced by the bereaved, the disabled,
and the dying when faced with irreversible changes in their lives. Social
workers and counselors are likely to find it less difficult than medical
personnel to make use of a theory of transition because much of their
existing work is carried out from a similar viewpoint. Consequently, they
may need to take the lead in educating doctors, nurses, and other health
care workers. It is hoped that the theory presented here will facilitate this
transition.



Grief: The social context of private
feelings

PAUL C. R O S E N B L A T T

Grief is shaped by the social context in which it occurs (Averill, 1968). Two
theories that provide a useful perspective in this connection are symbolic
interaction theory (e.g., Berger & Kellner, 1964; Cochran & Claspell,
1987; Lofland, 1985; Marris, 1974; Rosenblatt & Wright, 1984) and family
systems theory (e.g., Berkowitz, 1977; Krell & Rabkin, 1979; Rosenblatt,
1983, chapter 10). These two theories complement each other, illuminate
the complexity and challenges bereaved people face in coming to terms with
a loss, and demonstrate why the social context of grief is so important.
Symbolic interaction theory emphasizes the social nature of reality and
suggests how a significant loss might be viewed as a loss of reality. It also
helps us understand how others are important in defining, feeling, and
coming to terms with a loss. Family systems theory emphasizes how family
rules and patterns shape loss experiences and how a significant loss affects
and is played out in a system of family relationships.

In this chapter symbolic interaction theory and family systems theory are
briefly outlined as they apply to bereavement. Then both theories are used
to develop a perspective on social relationships in grieving and support, on
social prescriptions for the bereaved, and on the limits of social knowledge
of grief.

Defining a loss

The loss of definitional context

From the viewpoint of symbolic interaction theory, part of the social
context for understanding, organizing, validating, and defining feeling,
action, values, and priorities is removed when a significant person is lost.
Thus, when people feel sad, angry, disorganized, empty, depressed, or
anything else that might be labeled "grief," one source of those feelings is
the loss of social context. Such feelings can occur even for losses that are
desired (e.g., the end of a difficult marital relationship). Thus, grief may
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reflect not only the loss itself but also the loss of the foundation for dealing
with the loss.

Losing any person who has been important in defining self and situation
provides a character to grief. It adds the qualities of searching for meaning,
uncertainty about one's self and about what to make of what has happened,
disorganization, confusion, and lack of confidence.

The loss of a social interaction basis for defining events, feelings, and
meanings will compel people to search for alternative bases for defining
situation and self. It may lead them to religion, popularized writings on
loss, physicians and psychologists, or people who have had a similar ex-
perience. The definitional processes involve social activities that could
be called "obstructionist" (Berger & Kellner, 1964; Gergen, 1985) or
"negotiational" (Swann, 1987).

Possessions may take on new significance to a person who has had a
significant loss. People use photo albums, mementos, household furnishings,
and other possessions to define their place in the world and their relationship
to each other (Csikszentmihalyi & Rochberg-Halton, 1981; Rosenblatt, de
Mik, Anderson, & Johnson, 1985, pp. 94-95, 146-148). When a relation-
ship that helped in defining oneself and one's world has been lost, people
may turn to things — both as reminders of the definitions that were main-
tained in relationship with the person now lost and in a search for new
meanings that take the loss into account. The importance of possessions
to bereaved people helps explain why concerns about inheritance of the
property of the deceased can be the source of intense family conflict (Titus,
Rosenblatt, & Anderson, 1979). The hints of meaning contained in the
provisions of a will, and the meanings inherent in the pieces of an estate one
might acquire, can define feelings, reality, the person who has been lost,
one's relationship with that person, and one's place in the family. Similarly,
possessions can become a locus of meaning during a divorce. Divorcing
people may battle about objects in part because the objects are important
as a source of meaning for the self and one's life situation now that the
marital relationship is no longer a trustworthy or comfortable source of
meaning.

Cultural definitions of loss and grief

Across the diversity of human cultures, there are striking similarities in
grieving. Across cultures, most people seem to grieve the loss of someone
close (Rosenblatt et al., 1976, chapter 1). In virtually all cultures, many
people will feel that a person who has died continues in some way beyond
death (Rosenblatt et al., 1976, chapter 3). Nonetheless, cultures differ
widely in defining death and in defining what is an appropriate expression
of grief.
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Culture is such a crucial part of the context of bereavement that it is
often impossible to separate an individual's grief from culturally required
mourning. For example, in cultures with a belief system that says "do not
grieve because grief will cause the ghost of the deceased to take you away"
or "do not grieve because the deceased has gone to a better life," it is
difficult to assess accurately what seems to be muted grief. It is difficult to
distinguish where the rules that mute grief leave off and "real" grief begins.
Similarly, when the rules say "cry" and people are crying, it is difficult to
say whether the crying is genuine, deeply felt, and likely to occur in the
absence of the cultural demands for crying. Presumably, what people do in
grieving feels real to them, and their expressions of grief in accord with
cultural rules validate the rules and become part of the context of grief for
others.

Because there is such a wide range of culturally appropriate expression of
grief across cultures, it seems important to conceptualize grief as a sub-
stantial range of responses, each of which authentically expresses feelings of
loss when supported by a legitimating cultural context. For example, the
grief of the Kaluli of New Guinea blends sadness with anger and an
indignant feeling that compensation is due (Schieffelin, 1985). In Iran, grief
includes an element of duty and of righteous anger at being victimized,
coupled with a feeling of identification with the kin of religious martyrs
(Good, Good, & Moradi, 1985).

A sensitivity to such cultural differences should help prevent ethnocentric
assumptions that one's own culture or experience necessarily provides a
valid baseline for understanding the grief of somebody from a different
cultural background. For example, cultures differ markedly in rules about
the openness, intensity, and control of anger and aggression in bereavement
(Rosenblatt et al., 1976, chapter 3). In some cultures, ritual specialists and
cultural belief systems effectively suppress or limit the anger of bereave-
ment. In other cultures, the regulation of anger in bereavement is ac-
complished by isolating the bereaved for a substantial period of time or by
marking the appearance of the bereaved as a warning to others. In the rare
cultures that seem not to regulate the angry dispositions of bereavement,
a death may lead to internecine violence and further deaths. Cultures
thus differ widely in permission to feel anger in bereavement and in the
expression of anger in bereavement. Thus, assuming that angry forms of
grief are transitory or unimportant because they are not common in one's
own culture leaves one ill-prepared to understand the grief of people from
other cultural or ethnic groups.
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Ethnic differences in defining loss and grief

The United States is culturally diverse. What is ethnically "normal" for
one individual or family may be deviant for another. Yet American popular
culture may suggest that ethnic differences do not extend beyond food pre-
ferences and holiday celebrations. Thus, Americans may not be prepared to
appreciate how people differ in their grieving. This can lead to intolerance
for the way somebody from another ethnic group grieves and to a blocking
of emotional support for that person. For example, WASP (White Anglo-
Saxon Protestant) Americans tend to "psychologize" their emotional pain,
and people in many other ethnic groups tend to somatize theirs (Kleinman
& Kleinman, 1985). People in the WASP culture, therefore, may find it
difficult to support non-WASP-like grief.

Ethnic differences in grieving also may be a source of difficulty in close
relationships between people whose cultural backgrounds differ. The dif-
ferences may not be perceived until a significant loss makes them salient.
Unfortunately, grieving individuals may lack the focus, energy, or flexibility
to deal easily with relationship issues. Moreover, if the loss is the first
significant loss experienced in the relationship, dealing with it in concert
may be even more difficult. A first significant loss is often difficult because
one is facing mortality for the first time (Rosenblatt, 1983, pp. 117-123). A
first significant loss in a relationship may be difficult because it may only be
then that one enacts the pattern of grief and emotional control peculiar to
one's culture. Thus, in a couple's first grief experience, cultural differences
may make one person's grieving seem bizarre to the other, who in turn may
not know how to respond appropriately by the standards of the other or
may not be willing to do so. If the grief is shared, it may make each less
available to help support the other as they struggle with their grief and with
the problem of working out rules and understandings for grieving in the
relationship (Berkowitz, 1977).

In contrast, individuals who attempt to assimilate another culture's
norms for bereavement, for example, ethnic Americans attempting to as-
similate the WASP American norms that include self-control and suffering
in silence (McGoldrick & Rohrbaugh, 1987), may experience guilt and
depression and, ultimately, may not effectively come to terms with a loss
(Moitoza, 1982). Researchers and mental health practitioners who assume
a stable cultural grounding for a bereaved person may misunderstand the
grief of somebody who has been moving from one culture to another or who
is grounded in more than one culture. Yet many people may be in transit
between cultures or grounded in more than one at the time of a loss and
may struggle to find an appropriate cultural footing for their grief. They
may also be multicultural in the sense of feeling and expressing their grief
in a way that fits no single culture. This blending may seem genuine and
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appropriate to them, but it may confuse others who are not similarly
multicultural and thus inhibit support.

Grief in family systems

Family systems theory intersects with individual psychology as the indi-
vidual functions in and reflects a relationship system. Following a loss, a
family system is likely to operate conservatively, maintaining the system as
it was before the loss (Rosenblatt, 1983, chapter 10). For example, indi-
viduals who previously sought emotional support from a family member
whose death they are grieving would be likely to continue to turn to family
members for emotional support. Even in the best of times others in the
system might not be able to meet the intense needs that arise in bereave-
ment. They will be less able to do so when they are bereaved. Moreover,
family members will have differed in their relationship with the deceased
and as a consequence will differ in what they grieve (Lofland, 1985). This
too may inhibit their ability to support one another. As a result, grief for
the missing family member may be compounded by grieving for the system
that now seems inadequate to meet the survivors' needs.

Family systems have implicit and explicit rules (Ford, 1983), including
rules that deal with emotional expression. These rules may enable the
achievement of some system and personal goals - for example, maintenance
of equanimity or freedom from having to deal with the overt distress of
others - while preventing the achievement of other personal goals, such as
obtaining emotional support. Thus, because of the functioning of family
rules, a family may or may not be helpful in dealing with grief.

Family systems are in constant flux, however, and the rules are always
open to challenge, revision, and reinterpretation. A family bereavement
may result in the negotiation of new rules and the change or reinterpreta-
tion of existing rules. Any radical challenge to the status quo, change in
who the family players are, new problem, or new demand for public
performance (e.g., at a funeral) is likely to lead to family interaction
regarding family rules. These interactions may include family discussion of
what is appropriate to do, feel, and believe. The needs of bereavement thus
include the need of individuals to process family rules with other family
members. This does not mean that grief is disrupted or overlaid by family
matters, but rather that grief in a family context involves disagreement,
negotiation, and expressions of feelings directed at other family members.

Family rules may inevitably add to what is grieved. For example, a
decision to invest family resources of time and energy in one area means
that other areas will be slighted. People cannot simultaneously maintain
calmness and be emotive, talk a great deal about a loss and keep quiet
about it, honor the deceased and act like nothing has happened, or get on
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with life without the deceased while trying to bring the deceased back.
The rules that govern a family's dealing with a loss may, therefore, be
frustrating and costly at times to some family members. This is another
reason why at a time of loss families struggle with rules.

It is also important to note that family members are not equal players in
the family system. Some family members will occupy more central positions
in the system than others (in terms of communication with other family
members, knowledge of family members and family events, influence over
family members, and perceived responsibility for meeting the needs of other
family members). Also, some family members may be linked to others in
coalitions, either in specific situations or in general. Understanding these
structures is important in understanding the impact of a loss on family
relationships and on individual family members. For example, if the
deceased was a communication link for other family members, that loss
may complicate efforts to communicate about matters relating to grief and
the shared loss. Similarly, a person who has lost a coalition partner may
feel comparatively alone or powerless.

This last point about coalitions and bereavement is related to a more
general matter. It is that family systems must deal with the differentiation
of experience in many areas of life, including bereavement. Family members
will have had different kinds of relations with the deceased, will have
different kinds of support and involvements inside and outside the family,
and will experience different feelings. Family systems may tolerate expres-
sions of this differentiation or suppress them. Thus, when family members
appear to speak or grieve as one, it may be useful to question whether their
apparent unity masks a diversity of feelings and needs.

Social relationships in grieving and support

Grieving is not a constant, even in the first days of bereavement. People
have to attend to other matters, may feel too exhausted or numb to grieve,
or may withdraw from grieving in order to feel less pain (Rosenblatt, 1983,
chapter 9). Grieving comes in surges or in what Parkes (1972a/1987, p. 57)
has called "pangs." Following the earliest phase of intense grieving, how-
ever, renewed surges do not occur randomly, but are set off by reminders of
the loss that have not yet been dealt with (Rosenblatt, 1983, pp. 21-29).
Contact with others is a common cause of these surges of grieving. Inter-
action with others may thus be experienced as painful and disruptive. Yet
working through grief and coming to terms with it require dealing with
human and other reminders of the loss. People who are more isolated seem
to make slower progress in grief work (Clayton, 1975), in part because of
the role others can play both in defining a loss and in drawing a person into
activities other than grieving. The isolation effect may also reflect a lack of
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social reminders that call forth the memories and hopes that are the raw
material of grief work.

Other people often provide social input that is necessary in defining
and coming to terms with a loss (Rosenblatt & Burns, 1986; Wright &
Rosenblatt, 1987). Social support phenomena are complicated enough to
make generalizations risky (Chesler & Barbarin, 1984; Shinn, Lehmann, &
Wong, 1984; Shumaker & Brownell, 1984), but even brief interactions with
people outside the immediate family may provide very important social
support in grieving. For example, in a study of the long-term effects of
miscarriage, stillbirth, and infant death, the crucial interactions perceived
as most supportive were often very brief - for example, a 5-minute inter-
action in which a co-worker heard a woman's story of a miscarriage and
talked about her own miscarriage (Rosenblatt & Burns, 1986). Similarly,
people forced out of farming by economic circumstances reported that brief,
even indirect, comments from others about their loss could be experienced
as quite supportive (Rosenblatt, 1990; Wright & Rosenblatt, 1987).

It may be that even brief interactions can be supportive in the sense that
a "single moment can retroactively flood an entire life with meaning"
(Frankl, 1973, p. 44). Symbolic interaction theory suggests that with a
small number of words an enormous number of memories and a sense of
reality can change. Consider, for example, a farmer who has defined past
and current events (e.g., losing the family farm) as proof of personal failure.
Hearing a neighbor say, "I know you were a fine farmer, and you were
smarter than we were to get out when you did" may redefine much that has
been painful, shameful, and troublesome. Similarly, a woman who has had
a miscarriage and has been feeling like a failure or a medical oddity may
transform her sense of self when a co-worker says, "I had a miscarriage,
too, and I felt awful for years. Nobody talks about it, but people all around
us have had them." If, in the perspective of symbolic interaction theory,
grief work involves the development of a story dealing with the loss (cf.
Cochran & Claspell, 1987), the role of such brief interactions may be in
helping the bereaved to create, organize, or invest more fully in a personal
story.

Instances of brief social support may also make a difference because
families experiencing a loss may isolate themselves or become isolated from
potential community supports. The dynamics of family isolation (Wright &
Rosenblatt, 1987) may involve shared efforts to distance pain by avoiding
reminders of the loss (e.g., the good fortune of others who are still in
farming). Grieving family members may also become isolated because they
are unclear about how to define the situation and thus lack a foundation for
interaction with others. Family isolation may also occur because individual
family members devote their time and energy to coping with the loss (e.g., a
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farm family putting extra hours into farming and taking off-farm jobs in
order to try to save the farm).

The community may isolate the bereaved family - because people fear
saying or doing the wrong thing (e.g., fearing that a casual remark could
cause a person who is losing a farm to feel pain, become angry enough
to shoot a loan officer, or commit suicide). Also, people may distance
the bereaved family because they do not understand what has happened,
because they lack an appropriate ritual or etiquette for dealing with
them, or because they blame the family itself for what has happened.
Further, they may fear that the loss is contagious, because another's loss
reminds them of their own vulnerability or the neediness of the bereaved
family is burdensome to deal with.

To the extent that community is based on mutual exchange, bereaved
individuals may be distanced by others if their bereavement constrains their
willingness or ability to maintain exchange relationships. People may also
draw away because they believe their distance is polite and respectful and
helps to minimize the discomfort of the bereaved (Rosenblatt et al., 1991).
People may also be aware that well-meaning help can be a burden
(Rosenblatt, 1983, pp. 145-149). Finally, people may hold back because
they think it is helpful not to acknowledge the loss, in effect to indicate that
"nothing has changed and we still see you as okay."

Some encounters intended to be helpful may burden bereaved people
with the needs of the person trying to help or remind them that, compared
to the person who is offering help, they are not well off (Rosenblatt, 1983,
pp. 145-149). However, social support that is burdensome may also be
helpful - for example, in distracting the bereaved from the depths of
depression, pushing them to deal with the grief in order to escape the
"help," or giving them the good feelings that can come from helping
another.

Troublesome social prescriptions

In trying to help bereaved people, psychological practitioners, clergy,
physicians, and other professionals generally operate with a sense of what
normal bereavement is. In some cases it may not matter whether those
standards are culturally appropriate or statistically normal. Bereaved
people may benefit from a wide range of structurings to their experience
(Rosenblatt et al., 1976, p. 34). But the professional's perspective might
also seriously violate the norms of a bereaved person's culture, be out of
touch with what is common in the grief process, or be insensitive to the
feelings and needs of the person. The bereaved may be pushed toward
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meanings that do not make sense, to difficulty with people whose support is
important, or to intolerable levels of pain.

For example, a common prescription is that grieving should be virtually
complete at some definite point after a significant loss. Yet grieving may
recur with intensity throughout one's lifetime (Johnson & Rosenblatt,
1981; Lehman, Wortman, & Williams, 1987; Rosenblatt, 1983; Rosenblatt
& Burns, 1986). In some cultures, a person bereaved for a spouse, a grown
child, or some other significant person will be expected to mourn for
a lifetime. When a therapeutic prescription for normal grieving is so
discordant with common human experience or with cultural norms,
bereaved people may reject potentially valuable aspects of the therapy or
inappropriately question their own mental health.

Other common therapeutic prescriptions concern the "sane" expression
of grief. Therapeutic norms for the expression of grief may conflict with
common human experience and the norms of many cultures. For example,
people commonly sense the presence of deceased individuals who have been
important in their lives (Rosenblatt, 1983, pp. 123-126; Rosenblatt et al.,
1976, pp. 57-58). They may feel the spiritual nearness of the person who
has died, have a sense that the deceased person is aware of them, or
have clear sensory experiences of the deceased, lasting over a consider-
able amount of time. In many cultures, such experiences are culturally
legitimate; they are neither normatively nor statistically abnormal. Indeed,
it is not uncommon for Americans to believe that they have contact with a
deceased relative and that they will reunite with that relative in heaven
(Rosenblatt & Elde, 1990). However, if psychological professionals fail to
legitimate such experiences or label them hallucinatory, bereaved people
may fear for their sanity and may become more isolated from family
members and others as they work at keeping their experiences secret.

It is crucial, therefore, that professionals working with the bereaved
understand the ethnic and cultural circumstances of a bereaved person. It
also is crucial that professionals working with the bereaved know the
literature on the time course of grief, "sense of presence" experiences, and
other aspects of bereavement. A great deal has been learned in the past
decade, and some of that is in direct contradiction to what can still be read
in the professional literature (Lehman et al., 1987; Rosenblatt, 1983, p. 31).

The limits of social knowledge of others9 feelings

This chapter incorporates two contradictory perspectives that recur in
psychology and the social sciences. One perspective holds that humans are
basically the same. The other holds that there are enormous differences
among people. In the case of bereavement, the competing perspectives
suggest that grieving processes are rather similar across people and across
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losses, and that each person has a unique constellation of culture, social
context, and connections to the object of grief so that everyone is limited in
how much he or she can understand what another person is feeling. Both
positions should be treated as true.

To the extent that individuals are unique, it is probably always wrong,
although not necessarily always a mistake, to say to another, "I know
exactly how you feel." Yet basic human similarity, life experience, and
knowledge of another person's situation can help us understand what
another person feels and allow empathy and an appreciation of the person's
feelings. Imperfect knowledge may still permit effective listening and
supportive action. Communication may enhance the extent to which one
knows what another feels, but communication also involves constructing
feelings, not just reporting them. As a result, farther along in interaction,
feelings may be better understood in part because they have been con-
structed in a shared interaction process.

American culture views the individual as a freestanding agent of personal
control and mastery (Sampson, 1985). By contrast, this chapter argues that
we must turn to others in order to understand ourselves and our grief.
However, because of our uniqueness and the limits of words to com-
municate, the reality we construct with others is unlikely to encompass all
that we feel or experience. There is always more to know. Nonetheless,
the sense that there is a core grieving process across the species justifies
applying one's personal experiences and cultural knowledge of reactions to
understanding and dealing with the loss of others. Thus, it is appropriate to
look for expressions of grief even in cultures where open expressions of
grief are condemned (Kracke, 1981). It is similarly appropriate to look in
western European culture for the experience of something like ghosts, for
hidden rituals of mourning even months or years after a death, and for
other forms of grief and mourning commonly out of sight in western
European culture but common in the experiences of people in other
cultures. Indeed, it is at times of crisis that what is common in the human
species is most likely to be evident (Jackson, 1989, p. 67).



8

Bereavement from the perspective of
cognitive-experiential self-theory

SEYMOUR EPSTEIN

Cognitive-experiential self-theory (CEST) is a broad, integrative theory of
personality that is compatible with major aspects of a wide variety of
other theories, including classical and neopsychoanalytic theory, Jungian
psychology, Adlerian psychology, reinforcement theory, existentialism,
phenomenology, and modern cognitive psychology. Unlike other cognitive
theories, it assumes the existence of not one but three conceptual systems,
each operating by its own rules of inference, and each capable of in-
fluencing the others. It also differs from other cognitive theories in
assuming that the systems are not simply a collection of discrete cognitions
or even of isolated networks of cognitions, but function as organized wholes.

CEST shares with psychoanalysis an emphasis on the importance of the
unconscious determination of human thought and behavior. However,
without denying the importance of the Freudian unconscious for certain
kinds of behavior, it introduces another level of unconscious processing of
information that it considers to have a far more general influence on
everyday thought and behavior. Because this other level of the unconscious
is more accessible to consciousness than the Freudian unconscious, it is
useful to refer to it as preconscious. Whether one wishes to understand
individual personality or the more general effects of significant life events,
such as bereavement, on people, it is necessary to understand how this
system operates, for it is this system, not the rational system, or the one
that operates at a deeper unconscious level, that primarily determines
people's cognitive, emotional, and behavioral reactions.

It is beyond the scope of this chapter to present a thorough review of
CEST. It will suffice here to emphasize those aspects of the theory that are
most relevant to bereavement. These include (1) the assumption that
everyone has an implicit theory of reality that determines the subjective
meanings that people derive from experience, (2) the importance of a
preconscious level of processing information that operates according to its
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own rules of inference, (3) the delineation of four basic needs and four
related basic beliefs, (4) the importance of sensitivities and compulsions,
broadly defined, and (5) the concept of constructive thinking. The interested
reader can consult more general summaries of the theory, which also
provide references to articles that discuss selected aspects of the theory in
greater depth (e.g., Epstein, 1973, 1980, 1990a, 1991).

The experiential system: Principles of operation and the
subjective construction of reality

Principles of operation of the experiential system

According to CEST, people operate not by the use of a single conceptual
system but by the use of three: a rational system, an experiential system,
and an associationistic system. The rational system operates by linear logic
and socially prescribed rules for drawing inferences and citing evidence.
CEST has nothing new to say about the rational system, other than to note
that it is far less important in determining everyday behavior and emotions,
and it is far more influenced by subconscious processes than most people,
including psychologists, realize. The associationistic system as conceived
by CEST is a combination of Freud's and Jung's views of unconscious
processes. Its rules of inference correspond to those of Freud's primary
process thinking (e.g., loose association, displacement, condensation,
symbolic representation; see Epstein, 1983a, for a more complete descrip-
tion of the associationistic system). The conceptual system that will be
of most use in understanding people's reactions to bereavement is the
experiential system, as it is the system that is most intimately associated
with emotions. Accordingly, it is this system that is the focus of the
remainder of this article.

Unlike the rational system, the experiential system has evolved over
millions of years. As nature does not give up its hard-won gains easily, it
is unthinkable that the experiential system was simply abandoned once
humans developed more abstract, conscious ways of apprehending reality.
Rather, it can be assumed that the experiential system is still in everyday
use and that it is highly adaptive, for, if it were not, we would not be here
today.

Table 8.1 presents the rules of inference of the experiential system as
contrasted with those of the rational system. The list was derived from an
analysis of people's thinking when they discuss highly charged emotional
issues in comparison to their thinking when they discuss impersonal issues.
It was also influenced by an analysis of the nature of the appeals made
in advertising and in politics and by research on constructive thinking
(Epstein, 1983a, 1991; Epstein & Meier, 1989) and on social cognition
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Table 8.1. Comparison of the experiential and rational systems

Experiential system Rational system

1. Holistic
2. Emotional: pleasure-pain-oriented

(what feels good)
3. Associationistic connections
4. Outcome-oriented
5. Behavior mediated by "VIBES" from

past experiences
6. Encodes reality in concrete images,

metaphors, and narratives
7. Rapid processing: oriented toward

immediate action
8. Slow to change: changes with repetitive

or intense experience
9. Crudely differentiated: broad

generalization gradient; categorical
thinking

10. Crudely integrated: dissociative,
organized into emotional complexes
(cognitive-affective modules)

11. Experienced passively and
preconsciously: We are seized by our
emotions

12. Self-evidently valid: "Experiencing is
believing"

Analytic
Logical: reason-oriented (what is sensible)

Cause-and-eflect connections
Process-oriented
Behavior mediated by conscious appraisal of

events
Encodes reality in abstract symbols: words

and numbers
Slower processing: oriented toward delayed

action
Changes rapidly: changes with speed of

thought
More highly differentiated; dimensional

thinking

More highly integrated

Experienced actively and consciously: We
are in control of our thoughts

Requires justification via logic and evidence

Source: Adapted from Epstein, 1991; reprinted with permission.

(e.g., Epstein, Lipson, Holstein, & Huh, 1992; Kahneman & Miller, 1986;
Nisbett & Ross, 1980).

There are a few particularly important principles that can be derived
from Table 8.1 that warrant special comment. First, several of the features
of the experiential system, such as its being holistic, imagery-oriented,
categorical, and self-evidently valid, make it eminently well suited for
assimilating information and directing behavior automatically, rapidly, and
effortlessly. Second, it is important to consider the implications of the
assumption that the experiential system is outcome- rather than process-
oriented. It operates, therefore, in a manner that encompasses conditioning
but is not restricted to it. According to the experiential system, all is well
that ends well. It is the experiential system that provides us with the
impulse to reward the messenger who bears good tidings and to punish the
one who brings bad news, despite our rational system informing us that
they are simply doing their job.
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Unlike the rational system, which attempts to assess situations without
being influenced by emotions, the operation of the experiential system
is mediated by "vibes," subtle feelings of which individuals are usually
unaware as well as full-blown emotions of which they usually are aware.
The experiential system is assumed to operate in the following manner.
When an individual is confronted with a situation that requires a response,
the experiential system scans the person's memory banks for related ex-
periences. Depending on the memories accessed, the person experiences
feelings, or vibes. The vibes then motivate behavior that it is anticipated
will produce pleasant and avoid unpleasant further vibes. The whole
process occurs automatically and with such rapidity that to all appearances
the behavior that is elicited is an immediate reaction to the eliciting event.

This same process also guides the behavior of nonhuman higher order
animals. In the case of humans, however, the vibes not only mediate
tendencies to act in certain ways but also to think in certain ways. The
result is that people are less in control of their conscious thinking than they
normally realize. According to CEST, Freud was right when he emphasized
the influence of unconscious processes on conscious thinking. However, he
emphasized the wrong unconscious. It is the experiential, and not the
associationistic, system that exerts the most widespread influence on con-
scious thought and behavior.

With this information as background, we are now ready to apply the
concepts of CEST to bereavement.

Implications of the subjective determination of reality for bereavement

CEST reminds us of the importance of distinguishing between consciously
held rational beliefs and preconsciously held experiential beliefs. Of primary
importance with respect to adjustment is the meaning of an event in the
experiential system. A person in his or her conscious, rational system may
believe that he or she should be deeply distressed following the death of a
sibling. In the experiential system, however, the death may be perceived as
the defeat of a rival and evoke feelings of victory along with those of regret.
In such a case, the person is apt to be surprised by the inappropriate
feelings that he or she experiences.

Loss of a spouse is widely recognized as one of the most distressing
experiences a person is likely to have. Nevertheless, 2 years after the death
of a spouse, no clear picture emerges of a widespread decline in emotional
and physical well-being of the bereaved. How is this to be explained?
According to McCrae and Costa (this volume), it is a testimony to
people's resilience. An alternative explanation is that not all marriages are
unmitigated blessings, and for more than a negligible number of people the
net effect of the death of a spouse may be an experiential gain rather than a
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loss in ultimate quality of life (Parkes, this volume; Hansson, Stroebe, &
Stroebe, 1988).

If this is so, what does it tell us about research in which all individuals
who have had a similar experience are treated alike, without consideration
of the experiential meaning of the event? It is not surprising that McCrae
and Costa (this volume) find that 10 years after bereavement, widows and
widowers report themselves to be in as good physical and mental health as
those in a control group. Very likely, a more fine-grained analysis would
reveal that some are better adjusted and others worse adjusted, and the two
groups cancel each other out. In any event, to learn more about the effect of
bereavement following the loss of a spouse it is important to obtain infor-
mation about the quality of the relationship and what it has experientially
meant to the individual. Equally important is the person's general coping
ability, which will be discussed in detail later.

Remaining to be explained is why, in the face of a lack of a mean
difference later, there is a widely observed decline in mental and physical
well-being during the first 6 months to a year. This can be explained by the
consideration that no matter what the overall quality of the relationship,
bereavement is likely to be followed by a destabilization of a person's
habitual ways of making sense of and operating in the world (Parkes,
this volume). As will be seen shortly, maintaining a belief system for
assimilating the data of reality is one of four basic needs postulated by
CEST.

Basic needs and basic beliefs

The four basic needs

According to CEST, there are four basic needs that are sources of motiva-
tion in a personal theory of reality and four related beliefs. The basic
needs are to maximize pleasure and minimize pain, to assimilate the
data of reality (and, by inference, to maintain the belief system that does
the assimilating), to maintain relatedness to others, and to maximize self-
esteem. One or more of these basic needs is postulated by every major
theory of personality; but, unlike other theories, which emphasize one or at
most two of them, CEST emphasizes all four and considers them equally
important.

The consideration of four basic needs interacting with each other has
important implications for understanding human behavior, for their
influence becomes more than the sum of their parts. Behavior, according to
CEST, is motivated by a compromise among the four basic needs. The
result is that the four basic needs act as checks and balances against each
other, which helps keep behavior within adaptive limits. For example,
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the need to maximize self-esteem is moderated by the need to assimilate
realistically the data of reality, and vice versa. This keeps most people from
developing delusions of grandeur, and it also causes people to interpret
events, within limits, according to a self-enhancing bias. The rinding that
there is a widespread tendency for people to exhibit a self-enhancing bias
has led some researchers to conclude that reality awareness is not an
important aspect of normal adjustment (see review in Taylor & Brown,
1988). From the perspective of CEST, all that is indicated by such research
is that reality awareness is not the only important factor, and that its
influence is moderated by other factors, including the need to enhance self-
esteem.

According to CEST, a breakdown in the balance of the four basic needs
in influencing behavior is an important source of psychopathology. This
tends to occur when a threat to one of the needs results in defensive
overcompensation, such as when a person develops delusions of grandeur
following a significant failure or rejection. Depending on the degree to
which a person's self-esteem, relationships with others, pleasure in living,
and sense of reality are influenced by the loss of a significant other,
bereavement can be a source of maladaptive overcompensation for the need
that was affected, and for the neglect of other needs. For example, in order
for a person to hold onto his or her sense of reality, the person may have to
withdraw from excessive stimulation, which may be more than the person
can assimilate at the time. In doing so, the person may also temporarily or
permanently sacrifice everyday pleasures in living and rewarding relation-
ships with others, a syndrome that is commonly observed in bereavement.

The four basic beliefs

In order to fulfill the four basic needs, the experiential system must assess
relevant aspects of the self and the environment. These intuitive assess-
ments amount to basic beliefs about the nature of the self and the world.
The basic beliefs, which are derivatives of the basic needs, vary along the
following dimensions: the degree to which the world is viewed as benevolent
and a source of pleasure versus the opposite; the degree to which the world
is viewed as meaningful, including predictable, controllable, and just,
versus the opposite; the degree to which other people are considered to be a
source of affection and support versus a source of rejection and betrayal;
and the degree to which the self is viewed as worthy, including competent,
lovable, and good, versus the opposite. Trait terms associated with these
needs, in the order in which they are listed, are optimistic versus pessimistic,
integrated and centered versus disorganized, trusting versus suspicious, and
high versus low self-esteem.

Because the basic beliefs are at the top of the hierarchy of constructs in
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an implicit theory of reality, changing any of these beliefs will result in a
reorganization of the overall theory and therefore of the person's personality.
Moreover, because the beliefs are interrelated, changing any one of them
will change the others. Because of the disorganizing consequences of sudden
changes in basic beliefs, such changes are strongly resisted. As a result,
people will go to great lengths to produce experiences that validate their
basic beliefs, even when it is apparent that the behavior is self-destructive.
It was the observation of just such repetitive self-destructive behavior that
led Freud (1959) to revise his theory of personality by introducing the
repetition compulsion and the death instinct.

When a basic belief is threatened with invalidation, the person ex-
periences acute anxiety, and, if the threat cannot be adequately defended
against, disorganization occurs (Epstein, 1973). Because of the resistance to
disorganization of the conceptual system, only events of extreme potency,
such as traumatic events (including bereavement), and highly favorable
events, such as love relationships, are capable of producing relatively rapid
changes in basic beliefs.

Coping with bereavement

Coping with trauma. Elsewhere (Epstein, 1990b), I have presented a
theory of trauma that is applicable to bereavement. The normal sequence of
reactions following a traumatic experience is that there is an initial de-
stabilization of the personality, as the traumatic event cannot be assimilated
into the person's extant theory of reality. Following the initial destabiliza-
tion, several courses may be followed. One is that the destabilization will
endure. If so, the person will be unable to fulfill the four basic needs of a
personal theory of reality and will consequently experience an enduring
state of dysphoric affect, will lack direction and involvement with the world,
will be prone to disorganization, will experience little joy in living, will
have low self-esteem, and will be unable to relate to others. More often,
resolution of one kind or another will occur. In the case of a successful
resolution, the person will assimilate the experience by differentiating and
integrating his or her implicit theory of reality so that the experience can be
accepted in a manner that will allow for the four basic needs to be satis-
factorily fulfilled. The person will, accordingly, become a sadder but wiser
human being.

It is important to recognize that it is not sufficient for the differentiation
and integration to occur in the person's rational thinking. It is critically
important that the differentiation and integration occur in the experiential
system. To accomplish this, the traumatic event must be worked through
in an emotionally meaningful way, which is not to say that emotional
ventilation is the only route through which this can be accomplished. The
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essence of successful resolution is assimilation of the experience, not ventila-
tion of stored-up emotions. The reason that ventilation is often helpful is
that avoidance of experiencing distressing emotions often prevents people
from confronting what must be integrated (see Epstein, 1984, for a more
complete discussion of this issue).

Maladaptive resolutions take place in two general ways. One is by
dissociating the threatening event from the main conceptual system. Such a
resolution succeeds in preserving the integrity of the person's implicit
theory of reality, but does so at a considerable cost, for the person remains
vulnerable to a breakdown in the dissociation, either because inhibition is
weakened or stimulation is excessive. Moreover, the person is forced to
maintain a high degree of vigilance in order to avoid the occurrence of
experiences and thoughts that can activate the dissociated complex. When,
for reasons beyond the individual's control, avoidance is impossible, and
disinhibition occurs, the person will experience overwhelming distress and
disorganization, much as if the original trauma were reinstated.

The other basic maladaptive resolution occurs when coherence and
assimilation of the data of reality are achieved at the cost of satisfying the
other three basic needs. A coherent theory of reality is constructed, but at
the sacrifice of the ability to enjoy living, to maintain a favorable level
of self-esteem, and/or to establish satisfactory relationships with others.
Frequently, the resolution occurs around the basic emotions of fear, anger,
and depression, which, according to CEST, provide conceptual-affective
modules for the integration of behavior (Epstein, 1990b).

Coping with bereavement. As coping with bereavement, at least in its
more extreme, symptomatic forms, can be viewed as a special case of
coping with trauma, what has been said about trauma can be directly
applied to bereavement.

In addition, an understanding of basic needs and beliefs can help us
understand why bereavement under certain circumstances is more dis-
tressing than under others and why different individuals adjust differently
to bereavement. For example, given the belief that the world is meaningful
(including predictable, controllable, and just), it follows that the death of
children, stigmatized deaths such as suicide, violent deaths, and unexpected
deaths will be particularly distressing. Such deaths are not supposed to
happen in an orderly, predictable, and just world. Given the need to
assimilate the data of reality and the recognition that assimilation takes
time and must proceed in an orderly way if the individual is not to
be overwhelmed with anxiety (Epstein, 1976, 1983b, 1990b), it can be
anticipated that unexpected deaths will be more distressing than those that
are expected.

The four basic needs and beliefs can also account for why bereavement is
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often accompanied by mental and physical symptoms in the first year
following the loss, but the picture is much more mixed after 2 years, with
symptoms of both kinds returning to normal levels, on average, but with
some individuals remaining symptomatic and with all individuals retaining
sensitivities associated with the loss (Rubin, 1990a). It takes time for people
to assimilate and adjust to a vastly changed personal world and to develop
new ways of fulfilling the four fundamental needs. Depending on the
person's success in learning to fulfill the needs, the final level of adjustment
may be better, worse, or the same as the level of adjustment before
bereavement.

It is beyond the scope of this chapter to consider all the ways in which
basic beliefs can affect and be affected by reactions to bereavement. Suffice
it to note that, to the extent that bereavement is associated with threats to
making sense of the world, to the maintenance of a person's pleasure-pain
balance, to self-esteem, and to relatedness, it can be expected to have
negative consequences on mental and physical well-being. It is evident that
bereavement can readily affect all of these. Making sense of the world has
already been discussed. The pleasure-pain balance will be affected to the
extent that the loss of the spouse is viewed as the source of increased versus
reduced pleasurable and unpleasurable experiences, whether because of the
nature of the relationship with the spouse or because of the influence of the
spouse on the availability of social and other activities. Self-esteem will
be affected, for better or worse, by the role that the spouse played in
supporting versus denigrating the partner and in encouraging versus dis-
couraging his or her self-development, as well as by reflected glory from the
spouse (or its opposite) on the self in the eyes of the self and others. Related-
ness with others will be affected to the extent that the spouse was a source
of increased versus reduced social contact with others and to the extent
that the relationship with the spouse was a rewarding or distressing one.

Events do not operate in a vacuum but in interaction with the attributes
of the person who experiences them. Thus, individual differences in basic
beliefs will influence how the kinds of events described earlier are likely to
affect different individuals. Those with unfavorable basic beliefs or basic
beliefs that are insufficiently differentiated (overgeneralized, rigid, and/or
Pollyannaish) can be expected to be particularly prone to have maladaptive
reactions following bereavement under such conditions.

Sensitivities and compulsions

General aspects of sensitivities and compulsions

According to CEST, the primary sources of beliefs, or schemas, in a
personal theory of reality are emotionally significant experiences. To a
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considerable extent, the schemas are generalizations from experience. A
person who has been raised in a rejecting, destructive family environment is
likely to develop the beliefs that people are rejecting and the world is
destructive. A person raised under more benevolent circumstances is more
likely to develop a feeling of trust toward people and an optimistic view of
the world. Most beliefs are flexible and change as a function of cumulative
experience. Sensitivities and compulsions are beliefs that are resistant to
change and are therefore major sources of maladjustment.

Sensitivities refer to unrealistic beliefs in the experiential system that
certain kinds of situations or events are dangerous. An example of a sen-
sitivity is a person reacting to a situation in which he or she must depend
on another person as if it were a life-threatening circumstance. Com-
pulsions refer to rigid beliefs in the experiential system that certain kinds of
behavior are necessary to reduce threat. An example of a compulsion is the
need to avoid depending on anyone at all costs. Sensitivities and com-
pulsions are highly resistant to modification and extinction because they
were learned under conditions of high emotional arousal and have, over
time, become nuclei of cognitive-affective networks. As defined in CEST,
compulsions are much broader constructs than as defined in clinical
psychology, where they refer to highly specific, abnormal reactions, as in a
hand-washing compulsion.

From the viewpoint of CEST, sensitivities and compulsions, not uncon-
scious conflict and repression, are the most fundamental sources of mal-
adaptive behavior. Unconscious conflict and repression are complications
that make the sources and sometimes the nature of the sensitivities and
compulsions unavailable to awareness. Accordingly, in many cases,
removing repression, that is, making the unconscious conscious, is not
enough to correct maladaptive behavior, as the initial sensitivities and
compulsions remain. All that may be accomplished by such a procedure is
to transform a neurotic without insight into one with insight.

Implications of sensitivities and compulsions for reactions to bereavement

The emotional effect of bereavement on an individual will depend on the
individual's previous sensitization to events associated in some way or other
with the loss of a significant other. A child who, as a result of past
experiences, has been sensitized to abandonment, rejection, or disapproval
will automatically interpret new experiences in light of this sensitivity.
In effect, the person has encoded in his or her experiential system
representations of a wide variety of situations as indicative of abandonment,
rejection, or disapproval. The experience of the death of a significant other
for such an individual is therefore likely to be interpreted as abandonment,
rejection, or disapproval. It matters not that the individual interprets the
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event differently at the rational level, for what affects the person's emotions,
and therefore his or her mental and physical well-being, is what occurs at
the experiential level.

Further complications in the interpretation of bereavement at the ex-
periential level can occur because of the limited cognitive capacity of
children. A child who was angry at a parent shortly before the parent's
death may believe the anger was responsible for the death. Similarly, a
child who misbehaved before a parent's death may view the death as
punishment for his or her behavior. Because such beliefs are held in the
experiential system, they do not necessarily become modified as the person's
intellectual understanding matures. As a result, the beliefs in the ex-
periential system can be a source of maladaptive reactions to bereavement
in adulthood.

An important area for research on bereavement is the interpretations
children of different ages make of the loss of significant others under various
conditions. The research need not be restricted to children who have
experienced significant losses. Much can be learned from what children
who have not experienced losses say when asked to describe what a hypo-
thetical child would think following the death of a significant other under
certain circumstances, such as the death of a parent after a child had been
disobedient or expressed intense anger at a parent.

Given sensitivities, it is likely that compulsions exist, as the main reason
compulsions develop is to cope with sensitivities. Compulsions can consist
of any driven way of responding that is insensitive to situational require-
ments. Examples of compulsions that are likely to be associated with
bereavement are extended withdrawal reactions, hyperactivity, promiscuity,
dependency, and an excessive need for control.

Withdrawal serves to reduce stimulation, and is therefore likely to be
resorted to in situations where the person's capacity to assimilate new
information is under strain. Hyperactivity can serve the same purpose,
by distracting the person from the data that are difficult to assimilate.
Promiscuity can be a way of establishing relationships with others without
the threat of rejection or loss following deep involvement. It can be viewed
therefore as a compromise between relating and not relating, or, relatedly,
as the manifestation of an approach—avoidance conflict with respect to
relating.

Dependency is apt to result if the person has lost a significant source of
support that he or she wishes to reestablish. The more the person has been
sensitized to a loss of support from significant others, the greater the
likelihood that a compulsion for establishing dependent relationships with
others will be activated in some individuals by a significant loss. An
alternative way of dealing with the same sensitivity is to avoid compulsively
the possibility of establishing dependent relationships, which can result in
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withdrawal or in an inability to relate to others. Because death is beyond
human control, concern about control is likely to be aroused in those who
have previously been threatened (sensitized) by an absence of control. It
follows that a compulsion will develop in some to demonstrate that events
can be controlled.

These interpretations, viewed as psychodynamic within a psychoanalytic
framework, are regarded as cognitive strategies for managing anxiety from
the perspective of CEST. In other words, the concept of psychodynamics as
employed in psychoanalytic theory is compatible with the formulations of
CEST, with the exception that CEST regards the process in terms of the
employment of cognitive strategies rather than as energy transformations.

The construct of constructive thinking

Constructive thinking is defined as the ability to solve problems in living at
a minimal cost in stress. According to CEST, constructive thinking is more
of a function of a person's automatic thinking at the preconscious, ex-
periential level than of his or her abstract thinking ability or intelligence
within the rational system. Constructive thinking is measured by the Con-
structive Thinking Inventory (CTI). The CTI is a broad, differentiated
measure of coping ability. It contains a global scale plus the following
six subscales: emotional coping, behavioral coping, categorical thinking,
esoteric thinking, personal superstitious thinking, and naive optimism.
Typical items in the CTI are the following: "I think about how I will deal
with threatening events ahead of time, but I don't worry needlessly." "I
worry a great deal about what other people think of me." "There are
basically two kinds of people in this world, good and bad." "When some-
thing bad happens to me, I feel that more bad things are likely to follow."
Subjects respond to these items on a 5-point true-false scale.

It has been found in research with the CTI that it is much more strongly
associated with a wide variety of criteria of success in living, such as success
in the workplace, success in social relations, and success in establishing
satisfactory intimate relationships, and with mental and physical well-being
than other tests of coping style, including the Rotter Locus of Control Scale,
the Attribution Style Questionnaire, and the Hardiness Questionnaire, as
well as intelligence tests (Epstein, 1990a, in press; Epstein & Katz, 1992;
Epstein & Meier, 1989).

It is important to recognize that constructive thinking is not the same as
positive thinking. Although it contains an element of positive thinking,
global constructive thinking is characterized more by flexible thinking and
realistic optimism than by unmodulated positive thinking. It is noteworthy,
in this respect, that the subscale of naive optimism contributes no items to
the global scale.
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The concept of constructive thinking can provide a useful perspective for
interpreting relations that have been reported between other measures of
coping style and coping with stress, including bereavement. Measures of
specific coping styles, such as internal versus external control and self-
blame versus situational blame, can readily produce anomalous results
because what is effective coping in one situation may not be effective in
another. There is a time to attempt to control events and a time to accept
what cannot be controlled, and there is a time to blame oneself and a time
to consider the situation responsible. This can account for why the results
on specific coping styles are often inconsistent across studies. The ad-
vantage of constructive thinking over other coping styles is that a good
constructive thinker flexibly alters his or her behavior to adaptively meet
the requirements of situations in the context of his or her own current
needs. Thus, sometimes good constructive thinkers are internal and some-
times external controllers, sometimes they are optimistic and sometimes
pessimistic, and sometimes they blame themselves and sometimes the
situation.

An interesting example of how the construct of constructive thinking can
provide a useful perspective for interpreting findings on coping with stress
is provided by a study by W. Stroebe and Stroebe (this volume). In a study
in which they compared adjustment to unexpected versus expected deaths
in individuals with low and high levels of belief that they can control
events, they found a significant interaction between expectedness and
belief in control. Individuals with low levels of belief in internal control
("externals") reported more depression and physical symptoms than indi-
viduals with high levels of belief in internal control ("internals") and
showed less improvement over a 2-year period following the unexpected
death of a loved one.

At first glance, the results appear paradoxical, as one would expect
that an unexpected event would be more assimilable to externals than to
internals, as the event is more in accord with their belief that events cannot
be controlled. The investigators explained their results by speculating that
the externals had a more difficult task in reestablishing a measure of
reasonable control. An alternative, not incompatible, explanation is that
externals are poorer constructive thinkers than internals, which is sup-
ported by research findings (Epstein & Meier, 1989).

It may well be that in many studies that find a relation between a
measure of a specific coping style and reactions to a stressful event, such as
bereavement, the mediating variable is global constructive thinking. The
person who thinks constructively in a particular situation is likely to be a
good constructive thinker in general, and it therefore may be the person's
general level of constructive thinking, not his or her specific coping style,
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that is responsible for whatever relations are found between particular
kinds of coping style and adjustment.

Some support for this hypothesis is provided by the finding that when a
measure of constructive thinking has been added to regression equations in
which significant relations were found between measures of specific coping
styles, such as locus of control, attribution style, and hardiness, treated as
independent variables, and emotional and physical symptoms, treated as
dependent variables, in all cases constructive thinking completely displaced
the other variables. Constructive thinking by itself accounted for as much
variance as constructive thinking plus any of the other measures of coping
style (Epstein, 1990a, 1991; Epstein & Katz, in press). If it is true that the
relations with other measures of coping style are often mediated by con-
structive thinking, the CTI should provide a particularly valuable instru-
ment for measuring individual differences in coping with a wide variety of
adverse events, including bereavement.

Conclusions

Cognitive-experiential self-theory (CEST) provides a broad theoretical
framework for understanding reactions to bereavement and for identifying
significant variables for research. It emphasizes the personal theories of
reality that people automatically construct, describes the rules of inference
by which they operate, and draws attention to four fundamental functions,
four fundamental beliefs, sensitivities and compulsions based on past
experiences, and constructive thinking, all of which are relevant to bereave-
ment research. The Constructive Thinking Inventory, the construction of
which was influenced by assumptions in CEST, appears to be a particularly
promising tool for investigating coping with stress, including bereavement.





PART IV

Physiological changes following
bereavement





9
Biobehavioral consequences of loss
in nonhuman primates: Individual
differences

MARK L. LAUDENSLAGER, MARIA L. BOCCIA,
AND M A R T I N L. R E I T E

Psychoneuroimmunology contends that important relationships exist
among behavior, the psychosocial environment, prior experience, and the
immune system. These relationships are reflected, for example, in increased
morbidity and mortality among the recently bereaved. The rapidly growing
number of studies supporting psychosocial/immune relationships in the
field of psychoneuroimmunology generally support the biopsychosocial
model proposed by Engel (1977) many years ago. This model focused on
the role of behavioral and psychosocial factors in the disease process. In
spite of the many observations relating psychosocial factors to either disease
processes or immunity (see Ader, Felten, & Cohen, 1991, for recent reviews
of this rapidly progressing field), there remain questions and doubts
regarding the role of these factors by many in the medical community
(Angell, 1985). Much of the difficulty in drawing clear relationships
between behavior and health outcome is related to the problems inherent in
the study of human populations. Appropriate animal models can often
resolve some of these dilemmas. This chapter focuses primarily on studies
in nonhuman primates that have a particular relevance for loss and ensuing
grief in humans. The reader is referred to chapter 11 in this volume by
Irwin and Pike, which considers studies of immune function associated
with loss in humans, and chapter 10, by Kim and Jacobs, which covers
neuroendocrine function in humans during the bereavement process.

Although the relationship between bereavement and increased morbidity
and mortality has been well documented (W. Stroebe & Stroebe, 1987; see
also this volume), the biological mechanism(s) by which this experience
leads to increased risk for medical illness is not clear. Yet if one is going to
postulate a relationship among loss experiences, bereavement, and health,
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it is important to provide biological links. In this review, we outline a basis
for the correlation between bereavement and alterations in health status
via a specific homeostatically regulated system, the immune system. The
following is limited to a discussion of immunologic changes potentially
relevant to autoimmunity, cancer, and infectious illness rather than a
description of the numerous studies of noninfectious processes, such as
cardiovascular disease, associated with loss. The immune system is de-
scribed. Next, an animal model of grief is presented with an emphasis on
the relevance of behavioral reactions to stressor experience in predicting the
immunologic consequences of loss. Finally, the influences of social (e.g.,
the presence of social support) and heritable (e.g., often referred to as
temperament) differences are presented as additional ways of accounting
for variations in the response to the same psychosocial stressor.

The three R's of the immune system: Recognition,
removal, and regulation

Information about the immune system is increasing at an extremely rapid
pace, making it difficult to provide a simple survey. For a comprehensive
overview of the immune system, the reader is directed to a text by Roitt,
Brostoff, and Male (1989). There are, however, some general principles of
its operation that deserve mention here. These principles might be referred
to as the "three R's of immunity"; they include recognition of toxic or
foreign substances, removal of these foreign substances, and regulation
of the immune response. These processes are accomplished by several
different types of white blood cells. Foreign substances, also called antigens,
are anything considered not part of the organism ("not-self"). Antigens
include bacteria, viruses, tumor cells, toxins, and so on. The recognition of
antigens is primarily the responsibility of the lymphocytes and a group of
accessory cells called macrophages. Macrophages break down or "process"
antigen prior to its recognition by the lymphocytes.

There are two major classes of lymphocytes, the B lymphocytes and the
T lymphocytes. The B lymphocytes produce antibody (immunoglobulin), a
complex protein molecule capable of binding to foreign proteins such as
bacteria or viruses with a high degree of specificity. The binding of
immunoglobulin to antigen might be all that is required to inactivate the
antigen, or binding might result in the attraction of destructive phagocytic
accessory cells. The T lymphocytes also recognize foreign materials and
may be ultimately involved in the destruction of these materials, as in the
rejection of a tumor or an organ graft. There are several types of T
lymphocytes, including helper cells (which enhance the production of
antibody), suppressor cells (which suppress the activity of the helper cells),
and killer cells (which selectively destroy specific targets such as tumors).
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Thus, the T lymphocytes participate in all three processes: recognition,
regulation, and removal.

The process of removal and/or destruction of foreign materials is
accomplished primarily by two groups of lymphocytes. The first group
includes phagocytic cells (neutrophils and macrophages). These cells
surround (engulf) the foreign material and break it down with destructive
substances (enzymes) that they produce. Macrophages are involved in the
recognition of "not-self," working in association with the lymphocytes. The
other group of destructive lymphocytes includes cytotoxic cells (natural
killer cells and killer cells). These cells produce a number of substances that
are toxic to the target cell and cause its destruction (lysis). The natural
killer (NK) cell differs from the killer cell in that the destructive properties
of the NK cell do not require prior exposure to the antigen to produce full
activation of this cell type. Nonspecific processes such as this represent
innate host defense, whereas a specific killer cell may destroy only a par-
ticular target, requiring prior exposure and specificity. The killer cell is,
therefore, considered to represent an example of acquired immunity, as
does the production of specific antibody by the B cells. The NK cell
functions as a first line of defense until the killer cells and other immuno-
logic defenses can be activated and amplified, a process taking as much as a
week or longer. Unlike the killer cell, the response of the NK cell is
immediate. The activity of the NK cell seems highly susceptible to a variety
of psychosocial and behavioral factors, as we describe later.

Superimposed on these cells is a complex regulatory system consisting of
soluble cellular secretions (cytokines) that are important in the initiation
and continuation of the immune response. Some of these cytokines include
interferon, the interleukins (seven of which have been identified to date),
tumor necrosis factor, migration inhibition factor, and so on. In addition to
the cytokines, there is a growing list of neuroregulatory substances that also
participate in the regulation of immune response. These include classical
neurotransmitters such as catecholamines, acetylcholine, and serotonin, not
to mention steroids such as cortisol, testosterone, and numerous peptides
such as ACTH, p-endorphin, growth hormone, and TSH (Blalock, 1989).
It is particularly important to recognize that this is not a unidirectional
flow of information from the brain to the immune system. A number
of these cytokines appear to have important feedback effects on central
nervous system function, affecting a number of regulatory processes.
Cytokines such as interferon have been implicated in altered sleep patterns
(Reite, Laudenslager, Jones, Crnic, & Kaemingk, 1986), normal feedback
regulation of the hypothalamic-pituitary-adrenal axis (Dunn, 1990), and
as sensory signals for the brain, providing afferent information regarding
the activity of the immune system (Blalock, 1989).

There are two possible routes through which behavioral factors, via the
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central nervous system, might affect the functioning of the immune system:
direct neural innervation by the sympathetic nervous system (Ader, Felten,
& Cohen, 1990; D. L. Felten et al., 1987a) and circulating neuroendocrine
factors such as glucocorticosteroids (Calabrese, Kling, & Gold, 1987;
Munck, Guyre, & Holbrook, 1984). Abundant data support each of these
systems in immunomodulation associated with behavioral factors (see Ader
et al., 1991, for extensive reviews of these studies).

A few precautions with regard to the interpretation of studies investi-
gating relationships between behavior and the various immune parameters:
First, there is no single measure of immunity that completely characterizes
host defense and immunity, any more than there is a single personality
instrument that characterizes behavior. Second, and importantly, the fact
that an immunologic parameter declines in association with an event or
experimental manipulation does not imply that the immune system as a
whole is suppressed or compromised. There are multiple backup systems
that might potentially compensate for the change. It does suggest, however,
that the system has been modified or modulated in an important manner,
but the implication of suppression is often unfounded. For this reason
the term immunomodulation will be used instead of such terms as immuno-
suppression, immunoenhancement, or immunocompromised. This is not to say that
immunosuppression does not occur in association with stressful events, but
at present, the measures currently available for monitoring the immune
system do not always lend themselves to an evaluation of actual health
risk for the organism. Finally, a finding of statistical significance may
not necessarily imply clinical significance (Cohen, 1985). In other words,
changes that have been noted in many studies, both human and animal,
may not always reflect an increased risk for clinical illness.

An animal model relevant to bereavement

Maternal separation in nonhuman primates

Bereavement is an exceptionally complex phenomenon, as reflected in
other contributions to this volume. Some of these complexities can be
controlled in well-designed animal studies. For example, a brief 4- to 10-
day separation of an infant monkey from its mother fulfills many of the
criteria for an adequate animal model of grief and bereavement in both
human children and adults (Bowlby, 1960; Reite & Capitanio, 1985). The
behavioral reaction to separation in the infant monkey is similar to the
reaction noted in human infants and children. In fact, Harlow, Gluck, and
Suomi (1972) stated the reaction was "so much like childhood anaclitic
depression that no thinking man has, and no thinking man ever will,
question an enormous, near generality from monkey to man" (p. 714).
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Reite and Capitanio (1985) carried the analogy further and suggested that
nonhuman primate mother-infant separation might be an appropriate
model for adult grief as well, as Bowlby (1960) has theorized that the
behavioral responses of the young child to separation or loss were no
different from those noted in an adult following a loss experience. One
might ask, Are the immunologic alterations seen in association with a
recent loss due to poor health maintenance behaviors (e.g., loss of sleep,
altered nutrition, increased use of psychoactive substances, and so on), or
does the biobehavioral process of grief have a direct impact on immune
regulation?

Unlike human populations, health behaviors such as these can be
monitored and use of psychoactive substances can be controlled when
studying nonhuman primates. The behavioral response of a socially housed
young pigtail monkey (Macaca nemestrina) follows a predictable species-
specific pattern when the mother is removed and the infant remains with its
natal group (Kaufman & Rosenblum, 1967; Laudenslager, Held, Boccia,
Reite, & Cohen, 1990; Mineka & Suomi, 1978; Reite, Short, Seiler, &
Pauley, 1981b). It is important to emphasize that in these studies the infant
remains in its natal social group and only the mother is removed, thereby
eliminating the possibility that the changes are due to changes in environ-
mental stimuli or social isolation. The protest-despair response is charac-
terized by an initial period of agitation lasting 24 to 48 hours, immediately
following maternal separation. During this time the infant monkey is much
more active, locomoting and giving distress vocalizations as it actively
searches the environment, presumably for its mother. The second phase is
one of withdrawal or behavioral depression. The pigtail infant's activity
drops dramatically, play with peers ceases, motor activity is quite awkward,
and oral behaviors such as eating increase.

Social support in nonhuman primates

A young bonnet macaque {Macaca radiata) also follows a species-specific
response, which includes far less behavioral disturbance, following maternal
separation. A part of this difference may be due to the presence of allo-
maternal care in the social group (Boccia, Reite, & Laudenslager, in press;
Laudenslager et al., 1990). Allomaternal care is observed as a form of
"aunting" behavior in which other females in the social group care for the
separated infant.

The bonnet infant, remaining with its natal social group during maternal
separation, demonstrates a typical protest response on the first day of
separation. In contrast to pigtail social groups, members of the bonnet
social group provide allomaternal care for the separated infant. After
removal of the mother, allomaternal care is noted as a significant increase
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in contact with other group members. Allomaternal care includes social
contact with the infant in the form of cradling and protection. As contact
with individuals providing allomaternal care increases during maternal
separation of bonnet infants, there is a parallel increase in play behavior,
which had previously declined, and reduction in disturbance behaviors,
which had initially increased. Allomaternal care generally declines on the
return of the mother. If all individuals capable of providing allomaternal
care are removed, the bonnet infant will demonstrate the same sequence
of behavioral disturbance as the pigtail infant does, including prolonged
behavioral disturbance, slouched, withdrawn postures, and altered auto-
nomic regulation (Kaufman & Stynes, 1978; Laudenslager, Reite, &
Harbeck, 1982; Reite & Snyder, 1982).

The mother-infant relationship in bonnet macaques can be altered when
there are changes in environmental resources such as under conditions of
clumped, monopolizable food resources or increased foraging demands
(Boccia, Laudenslager, & Reite, 1988). These conditions are associated
with more restrictive mothering behaviors. Restrictive mothering limits the
number of individuals in the social group with which the infant might
develop an allomaternal relationship, and the response to separation in the
bonnet infant becomes quite profound even in the presence of conspecifics
(Boccia et al., in press). This process of adoption by other group members
in the bonnet macaque may serve as an animal model of social support.
The number of individuals can be experimentally manipulated, as de-
scribed earlier, by manipulating food resource availability, for example, or
removing the alternative individuals from the group at the time the mother
is removed, thus further enhancing the usefulness of the model.

Autonomic correlates of separation in nonhuman primates:
Physiological, endocrinologic, and immunologic

Physiological correlates

The autonomic responses to separation in infant pigtail monkeys have been
well studied in unrestrained infants implanted with telemetry devices that
transmit biological signals reflecting heart rate (EKG), body temperature,
and electroencephalogram (EEG). (See Reite et al., 1981a, for a compre-
hensive review of these studies.) Heart rate, although high during the
agitation phase, declines during the second phase. Arrhythmias (missed
heartbeats) also increase during separation. There are changes in the
patterns of sleep (more frequent arousals, delayed sleep onset, and reduced
rapid eye movement stage). Circadian rhythms of body temperature
and heart rate also change during separation. The observed changes in
circadian rhythms may be particularly relevant for immune parameters,
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which show circadian variations (Cohen & Crnic, 1982). Many of the
autonomic parameters return to baseline values when the mother and the
infant are reunited in the social group. However, for some infant monkeys,
these parameters never return to baseline after reunion, at least within
battery-life limitations of the biotelemetry devices. Similar autonomic
changes occur in children briefly separated from their mother during the
birth of a sibling (Field & Reite, 1984) or from both parents during barrier
isolation in association with immunosuppressant drug therapy (Hollenbeck
et al., 1980).

Endocrinologic correlates

The endocrine system of the young monkey is also affected by a separation
experience. In a comprehensive series of studies in nonhuman primate
infants, Levine and co-workers (Bayart, Hayashi, Faull, Barchas, & Levine,
1990; Coe, Weiner, Rosenberg, & Levine, 1985; Levine, Johnson, &
Gonzales, 1985; Wiener, Bayart, Faull, & Levine, 1990) have evaluated the
contributions of a number of important behavioral factors to the response of
the hypothalamic-pituitary-adrenal (HPA) axis during mother-infant
separation in both rhesus monkeys (Macaca mulatto) and squirrel monkeys
(Saimiri scuireus). Squirrel monkeys, a New World species, have a more
labile endocrine response to a stressor, whereas rhesus monkeys, like
humans, are less reactive in their endocrine response under similar con-
ditions. A prominent similarity between the two species is that the agitation
phase of the separation response is marked by HPA activation, reflected in
elevated blood levels of cortisol, which also covary with elevated biogenic
amine metabolites in the cerebral spinal fluid (CSF), suggesting greater
turnover in these neurotransmitter substances.

For the squirrel monkey infant, distress vocalizations were not related to
the rise in circulating adrenal hormones, as cortisol levels continued to rise
even as calling declined. One must entertain the notion that there may be
a degree of independence of the behavioral and autonomic responses to
mother-infant separation. The quality of the vocalizations is affected
by the social situation. Separation (mother in the vicinity) and isolation
(mother out of immediate vicinity) calls of squirrel monkey infants are quite
different acoustically (Bayart et al., 1990). Indeed, Bowlby (1960) clearly
described the vocalization at separation as an attachment behavior that
serves to attract the mother back to location of the infant. The calling
response may also reflect a coping behavior on the part of the infant, which
serves to reduce the cortisol (stress) response (Bayart et al., 1990).

For the rhesus monkey, HPA activation declined during prolonged
separation experiences (greater than 24 hours), which was not the case for
the squirrel monkey. The presence of peers, duration of the separation,
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number of repeated separations, availability of the mother (i.e., visual,
auditory, or olfactory cues), and novelty of the environment interact signi-
ficantly with the magnitude and duration of the HPA response (Coe et al.,
1985). In addition to adrenal cortical activation associated with elevations
of plasma cortisol, it has also been shown that maternal separation is
associated with increased levels of catecholamine synthesizing enzymes,
suggesting increased peripheral sympathetic activity (Breese et al., 1973).

Immunologic correlates

A number of studies have demonstrated that maternal separation in non-
human primates is associated with important immunologic consequences.
These studies were initiated on the basis of both anecdotal and epidemio-
logic observations in human populations of increased morbidity and mor-
tality in the recently bereaved (W. Stroebe & Stroebe, 1987) and altered
immune function following recent loss (Bartrop, Luckhurst, Lazarus, Kiloh,
& Penny, 1977; Schleifer, Keller, Camerino, Thornton, & Stein, 1983;
see also Irwin & Pike, this volume). Studies of macaque monkeys have
documented a number of immunologic changes associated with social
separation, including lower total nonspecific plasma IgM and IgG levels
(Scanlan, Coe, Latts, & Suomi, 1987) and reduced lymphocyte activation
by mitogens (Laudenslager et al., 1982; Laudenslager et al., 1990; Boccia,
Reite, Kaemingk, Held, & Laudenslager, 1989; Reite et al., 1981a).
Mitogens are plant extracts that nonspecifically stimulate cellular division
in lymphocytes and other cells. Reite et al. (1981a) noted changes in
lymphocyte responsiveness during the separation of peer-reared monkeys,
with the response returning to baseline at reunion with the peer mate. Peer
separations are associated with a number of behavioral and physiological
changes, including reduced lymphocyte activation by mitogens (Boccia
et al., 1988), similar to those observed in infant monkeys separated from
their mothers (Mineka & Suomi, 1978). That peer separation also affects
the immunologic parameters suggests that nutritional loss due to depriva-
tion of maternal milk does not account for these changes in immune
parameters.

In the squirrel monkey, maternal separation has been associated with
reduced complement (an inflammatory protein of immunologic origin that
increases during infection) levels (Coe, Rosenberg, & Levine, 1988b), lower
neutralizing antibody levels to bacteriophage following immunization during
separation (Coe, Rosenberg, Fischer, & Levine, 1987; Coe, Cassayre,
Levine, & Rosenberg, 1988a), and prolonged changes in macrophage
function (Coe, Rosenberg, & Levine, 1988b). The use of in vivo probes
of immune competence, such as immunization with a foreign protein, is
particularly important in light of our recent comments regarding the need
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for in vivo assays of the intact immune system (see Maier & Laudenslager,
1988) rather than the more routine testing of aspects of the system under
artificial in vitro culture conditions.

Recent work (Laudenslager, Held, Boccia, Gennaro, Reite, & Cohen, in
press) from our group in the macaque infant has indicated that plasma
levels of specific antibodies (IgM and IgG) following challenge with a
foreign protein are directly related to the behaviors occurring during the
separation experience. The appearance of specific antibodies in the plasma
represents an integrated immunologic response, reflecting the process from
the initial processing of the antigen by the macrophages to the cooperation
of the B and T cells and the ultimate production of immunoglobulin
molecules (antibody). Following immunization, plasma IgM levels rise first
following immunization followed by an increase in plasma IgG in 5-7 days.
It is our belief that lower plasma antibody levels reflect altered immune
functioning and an impaired ability to recognize and remove a novel
antigen. However, antibody levels alone fail to provide an indication of the
site of the immunologic defect. Instead, they reflect an integrated response
of the various accessory cells, such as macrophages, and the cooperation of
the B and T cells.

We have found that IgM levels varied positively with social behaviors
such as time spent in contact with other members of the social group during
separation, and IgG was negatively related to distress behaviors such as
vocalization on the first day of separation and the amount of time spent
in slouched postures during the first week of separation. Together these
behaviors accounted for more than 50% of the variance in specific IgM
and IgG antibody levels in separated and control subjects. Knowledge of
the behavioral response associated with maternal separation was also
important in predicting the magnitude of the change in lymphocyte activa-
tion following separation (Laudenslager et al., 1990). The in vitro response
of lymphocytes to mitogens during the second week of separation signi-
ficantly covaried with the level of vocalization on the first day of separation
and the amount of time spent in slouched withdrawn postures during the
first week of separation. Thus, both in vitro (lymphocyte activation) and in
vivo (specific antibody levels) immunologic parameters covary with the
same behaviors. We will return to the unique relevance of these behaviors
later.

Long-term immunologic correlates of early experiences

Little was known regarding long-term effects of early stressor exposure
on immune regulation or developmental psychoneuroimmunology when
reviewed several years ago (Ader, 1983). Less is known regarding the long-
term consequences of early separation experiences in monkeys. Childhood
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losses have been associated with an increased risk for adult depression
(Clayton, 1979; Lloyd, 1980) and increased somatic complaints (Rubenstein
& Shaver, 1980). There is considerable controversy at present, however,
with regard to the increased risk for adult depression (Crook & Eliot, 1980;
Peris, Holmgren, von Knorring, & Peris, 1986; Tennant, Bebbington, &
Hurry, 1980). It is possible that animal models might provide some clues
as to the importance of the relationship of early events to adult functioning.

Studies of adult pigtail monkeys at 4 years of age indicated that sep-
arated monkeys, all of which were reunited with their mothers following a
10-day separation at 6 months of age, displayed smaller social networks
(Capitanio & Reite, 1985), greater behavioral disturbance in a novel situ-
ation (Capitanio, Rasmussen, Snyder, Laudenslager, & Reite, 1985), and
a reduced lymphocyte response to mitogenic stimulation (Laudenslager,
Capitanio, & Reite, 1985).

We (Rager, Laudenslager, Held, & Boccia, 1989) have replicated these
observations longitudinally in the pigtail monkey from 15 to 24 months
of age. We found lower lymphocyte activation in previously separated
monkeys compared to that in matched controls, in addition to lower
natural cytotoxicity levels (a measure of natural killer activity). Further-
more, for the same age ranges, previously separated bonnet macaques
appear to show higher lymphocyte activation and natural cytotoxicity levels
when compared to matched controls. Eighteen-month-old pigtail monkeys,
which experienced an early 2-week separation followed by a reunion, took a
longer time to take a piece of preferred fruit in a novel environment
compared to nonseparated matched controls. No differences were noted
in bonnet infants with a similar history of maternal separation, in the
same test situation. The observed species differences noted in lymphocyte
activation and natural cytotoxicity and behavior in the novel environment
may be related to the behavioral differences between the two species as-
sociated with separation. That is, both species show an initial period of
agitation, but only the pigtail proceeds on to a depressive phase. In addi-
tion, the mother-infant relationship after reunion in the social group
changes more for the pigtail mother-infant pairs than for the bonnet
mother-infant pairs (unpublished observations).

Early weaning (Ackerman et al., 1988) or early handling experiences
(Solomon, Levine, & Kraft, 1968) are important modulators of the immune
response in laboratory rodents, albeit in apparently different directions.
Early weaning was associated with increased infections due to opportunistic
organisms, whereas early handling enhanced the antibody response to a
novel antigen. Early weaning may have affected immunologic maturation
associated with the absence of maternal milk, whereas early handling may
have influenced behavioral coping responses, which may have been evoked
during the immunization protocol in the adult subjects.
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Rearing of rhesus macaque infants in social isolation is associated with
an enhanced responsiveness of their lymphocytes to mitogens (Coe, Lubach,
Ershler, & Klopp, 1989). The isolated infants in this study were fed a
commercial formula developed for human infants, which might have con-
tributed to differential development of the immune response in isolated
infants compared to mother-reared infants. Although there are some
suggestions that rearing experiences might affect immune regulation, there
is very little known regarding how early experiences, stressful or otherwise,
influence host defense in the adult organism. Developmental psychoneuro-
immunology remains an important uncharted research area.

Some factors accounting for individual differences:
Temperament and social support

It is quite clear that not all animals respond to the same stressor in the
same way. If one is able to assess differences in behavioral responses
associated with the stressor, one may also account for substantial immu-
nologic variance as well (see, e.g., Fleshner, Laudenslager, Simons, &
Maier, 1989; Laudenslager et al., 1990; Laudenslager et al., in press). Two
factors, one biological and the other social, may account for a portion of
the variability in immunologic responses following stressor exposure. These
factors are temperament and social support.

Temperament

The concept of temperament, defined as a biological predisposition to
respond in a particular fashion, has been of value in understanding a
number of individual differences in normal development and as a risk factor
for some childhood disorders in both human and nonhuman primates
(Carey, 1990; Suomi, 1987). Both behavioral (shyness or lack of behavioral
inhibition in new situations [Kagan, Reznick, & Snidman, 1988]) and
biological (cardiac pattern as reflected in resting heart rate variability or
vagal tone [Fox, 1989]) markers have been described for temperament. It
may be possible to sort out individuals at high risk for immunomodulation
by psychosocial factors on the basis of a biological dimension: autonomic
reactivity. This is not a new idea (as indicated for developmental differ-
ences), but its application to psychoneuroimmunology is new. A tempera-
mental trait like autonomic reactivity, as reflected in a measure such as
vagal tone or heart rate variability, may represent a heritable trait that
covaries with a susceptibility for behavioral factors to influence immuno-
regulation.

Temperament has also been observed to vary with health outcome
in human subjects. College students rated behaviorally as gamma type
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(irregular and uneven) were found to have a much greater incidence
of medical disorders (cardiovascular, cancer, and mental health) than
individuals identified as either alpha (slow and solid) or beta (rapid/facile)
type (Betz & Thomas, 1979). This study did not assess biological markers
of either health or temperament. Behaviorally inhibited college students
(shy and cautious in unfamiliar situations) were noted to report a greater
incidence of allergies, particularly hay fever, than socially outgoing college
students, suggesting a relationship between temperament as reflected in
behavioral inhibition and immunity (Bell, Jasnoski, Kagan, & King, 1990).
Recent observations by Manuck, Cohen, Rabin, Muldoon, and Bachen
(1991) indicate that a composite measure of autonomic reactivity consisting
of resting blood pressure, heart rate, and plasma catecholamines discrimi-
nated high reactors most likely to show immunologic perturbation (increased
numbers of suppressor T cells and reduced lymphocyte activation by a
mitogen) following a mild psychological challenge.

Heart rate variability, a presumed biological marker of temperament
(as described earlier), is also a significant predictor of the endocrine and
behavioral responses of macaque monkeys to novel situations (Rasmussen &
Suomi, 1989; Rasmussen, Fellowes, & Suomi, 1990). Those monkeys with
a low and variable heart rate showed a smaller cortisol response to acute
stress and also emigrated into a new social group at a younger age. The
researchers suggested that these patterns of reactivity may offer a simple
marker of temperament in both humans and animals. The existence of
strain-related behavioral differences in open field activity of mice, which
vary closely with a number of immunologic characteristics in response to
stressor exposure (see, e.g., Cohen & Crnic, 1984), may also indicate a
potential role of heritable differences reflected in temperament. Finally,
Mason (1991) has developed the thesis that genetic variation in the neuro-
endocrine response to stress may have important implications for variation
in susceptibility to disease.

Based on preliminary analysis of data collected over the past 2 decades in
our laboratory, we have been encouraged to consider heart rate as an
important marker for both behavioral and immunologic consequences of
maternal separation. We looked at mean day heart rate in infant pigtail
macaques implanted with telemetry devices that permitted the monitoring
of heart rate in unrestrained subjects as previously described. In order to
classify infants as having high or low heart rates, a median split was
performed on heart rates observed during the baseline period prior to
a maternal separation. Behavioral responses to separation, including
vocalization, time spent in slouched postures, exploration, ingestive be-
haviors, and locomotion, were analyzed by ANOVA for heart rate (high/
low) as a between-subjects variable and separation day as a within-subjects
variable. We found that subjects classified as high heart rate were more
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likely to spend more time in a slouched posture during the first week of
separation and emit more distress vocalizations on the first day of separ-
ation than subjects with low heart rates during the baseline period. An
important unifying observation is that these are the same behaviors that
covary with both in vitro and in vivo immune measures (Laudenslager
et al., 1990; Laudenslager et al., in press). Thus, it may be that heart rate
or its variability might also predict the infant monkey's immunologic
response to maternal separation and, perhaps, other social stressors. This
hypothesis is currently under evaluation in our laboratory.

One must be cautious in interpreting biological (genetic) origins of heart
rate as a predictor because experiential factors can also modify heart rate.
For example, a relationship between social status and heart rate has been
noted in male macaque monkeys (Kaplan, Manuck, & Gatsonis, 1990)
such that high social rank animals had consistently lower heart rates than
subordinate animals. When rank shifts occurred, there was an associated
alteration in heart rate. We recognize that heart rates, obtained at 5-6
months of age in our infants, was influenced by a number of experiential
and social factors, but we remain encouraged about its potential usefulness
as a risk marker.

Social support

A large literature in health psychology suggests that social support is
associated with better health outcomes under a variety of stressful con-
ditions (Cohen, 1988). It is possible that some features of social support can
be modeled in nonhuman primates, as described earlier. Differences in
patterns of maternal care noted in bonnet and pigtail macaques may
permit the development of such an animal model. Maternal care in pigtail
macaques is typically provided only by the natural mother of the infant,
resulting in a restricted social network that permits few interactions with
other females in the natal social group. In contrast, bonnet macaque infants
are cared for by several adult females in the social group, resulting in a
broader social network consisting of a number of adult "aunts."

Manipulation of the availability of social support during maternal
separation significantly affects the response of bonnet infants to maternal
separation (Boccia et al., in press; Boccia, Scanlan, Laudenslager, Broussard,
& Reite, submitted; Scanlan, Boccia, Laudenslager, & Broussard, 1990). It
was noted that infants that retained social partners (juvenile monkeys in
the social group that showed affiliative interactions with the infant) during
a maternal separation failed to show an alteration in lymphocyte activation
by mitogens or in natural cytotoxicity during the 2-week maternal separ-
ation. In contrast, separated infants that had no afBliative partner showed a
significant reduction in lymphocyte activation by mitogens and a reduction
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in natural cytotoxicity. The bonnet infants lacking a social support partner
showed greater behavioral disturbance associated with separation than
subjects permitted access to a social support partner. Studies of heart rate
changes occurring during maternal separation in pigtail infants have noted
that the magnitude of these changes was less when the infant was in contact
with other members of the social group (Caine & Reite, 1981). Once again
this suggests that the presence of social affiliations provides a buffering
effect on the consequences of maternal separation in macaque infants.

Implications

There is compelling evidence from the discussed animal studies that brief
maternal separation in nonhuman primates influences immune regulation
and that these early experiences may also have consequences that are
observable in the adult organism. Furthermore, there seem to be a number
of factors that predict immunologic outcome following stressor exposure,
such as the presence of social support or autonomic reactivity, that are
common to both human and nonhuman primates. The task before us is to
develop risk profiles that permit the identification of individuals most likely
to be affected by psychosocial stressor experiences. Current animal studies
have primarily assessed markers of immune status, but we know little
regarding their relationship to disease risk for the organism. This is an
important question that needs to be addressed in future studies, as does the
long-term impact of early experiences on health in the adult. Needless to
say, these are not simple tasks, but animal models have identified a few
intrinsic and extrinsic variables, in the absence of confounding health
behaviors such as diet or psychoactive drug use, that can be considered.
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Neuroendocrine changes following
bereavement

K A T H L E E N K I M AND SELBY J A C O B S

Normal grief is a process consisting of sadness, longing for the deceased
person, somatic complaints, and subsequent recovery. Although the
majority of people do not suffer adverse consequences following bereave-
ment, a significant minority experience increased morbidity and mortality.
These individuals may be more vulnerable to bereavement, and this vul-
nerability may be due to some unidentified psychological, neuroendocrine,
or immunologic factor that places them at increased risk (Hirsch, Hofer,
Holland, & Solomon, 1984).

This chapter focuses on the neuroendocrine changes associated with
bereavement, with an emphasis on the psychiatric morbidity following
bereavement. The chapter is divided into four sections. The first section
briefly summarizes studies of the psychiatric complications of bereavement,
and the second section reviews the basic concepts of the neuroendocrine
system and stress research in order to facilitate interpretation of neuro-
endocrine studies. The third section summarizes the neuroendocrine
findings in depression and anxiety disorders; both disorders have been
found to complicate bereavement. The neuroendocrine abnormalities in
these disorders provide clues for neuroendocrine changes that may be
associated with complicated bereavement. The fourth section reviews
neuroendocrine studies of bereavement.

Psychiatric complications of bereavement

Pathological grief is distinguished from normal grief by the nature, dur-
ation, and severity of symptoms. Although the concept of pathological grief
has been well described (cf. Middleton, Raphael, Martinek, & Misso, this
volume), there is no consensus on the diagnostic criteria of the syndrome.
Recent bereavement studies have adopted an atheoretical or nonetiologic
model of psychiatric disorders, avoiding conceptual models of pathological
grief and focusing on the descriptive quantification of symptoms. These
studies have used diagnostic interview schedules or clinical interviews to
assess psychiatric status in bereaved individuals.

143
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The psychiatric complications of bereavement are syndromes diagnosed
using standardized, descriptive criteria. The rate of complications is de-
pendent on the type of adverse outcome. For pathological grief, the rate
ranges from 4% to 34% (Parkes & Weiss, 1983; Zisook & DeVaul, 1983;
Clayton, Desmarais, & Winokur, 1968; Maddison & Viola, 1968); for
major depression, 17%-31% (Bornstein, Clayton, Halikas, Maurice, &
Robins, 1973; Jacobs, Hansen, Beckman, Kasl, & Ostfeld, 1989; Bruce,
Kim, Leaf, & Jacobs, 1990); for panic disorder, 13% (Jacobs et al., 1990);
and for generalized anxiety disorder, 39% (Jacobs et al., 1990). The rate of
comorbidity is significant, with more than half of the acutely bereaved
spouses suffering from two disorders (Jacobs & Kim, 1990; Kim & Jacobs,
1991).

The psychiatric disorders found to complicate bereavement - that is,
major depression, panic disorder, and generalized anxiety disorder - have
been associated with neuroendocrine abnormalities. These abnormalities
may provide clues to the pathophysiology of complicated bereavement and
are described in the third section of the chapter.

Regardless of the psychiatric complications, bereavement is considered a
stressful event with characteristic behavioral and physiological manifes-
tations. Hofer (1984) and Bowlby (1963) considered the physiological
changes as correlates of the emotional response to the loss. Neuroendocrine
changes may be part of the normal adaptive response of bereavement.
However, if the neuroendocrine changes persist, they may become mal-
adaptive and increase the individual's risk for morbidity or mortality.
Complicated bereavement may be analogous to Gold's concept of de-
pression; he believes that depression arises when an individual's acute
generalized stress response escapes the usual counterregulatory restraints
(Gold, Goodwin, & Chrousos, 1988).

The neuroendocrine system and stress research: Basic
concepts

The neuroendocrine system is not one system but several interdependent
systems (Mason et al., 1976). The main components are the central nervous
system (CNS), hypothalamus, pituitary, thyroid, adrenal medullary system,
and gonads. The "vectors" of the neuroendocrine system are hormones and
catecholamines that interact in a variety of ways - that is, the relationships
can be antagonistic, synergistic, or additive. For example, corticotropin-
releasing hormone (CRH) stimulates the release of adrenocorticotropin
hormone (ACTH), which then stimulates the release of cortisol, and
cortisol in turn has a negative feedback relationship with ACTH.

The neuroendocrine system performs several vital functions. The locus
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coeruleus (part of the CNS) produces norepinephrine, and the adrenal
medullary system produces both norepinephrine and epinephrine. These
catecholamines regulate blood pressure, heart rate and cardiac output and
mobilize blood glucose. Norepinephrine and epinephrine have central and
peripheral nervous system effects. The hypothalamus controls food intake,
libido, and circadian rhythms, as well as the synthesis and release of
hormones into the rest of the brain and the systemic circulation. The
pituitary produces hormones that exert specific biological actions and
influence the functional activity of brain neurotransmitter systems. The
adrenal-medullary system produces hormones as well as catecholamines.
The hypothalamic-pituitary-adrenal (HPA) axis is activated by physical
or psychological stressors. The hormones CRH, ACTH, and cortisol are
produced by the HPA axis.

Other vital functions of the neuroendocrine system include stimulating
tissue growth, lactate production, and sexual and reproductive function.
The hormones involved in these processes include growth hormone, pro-
lactin, and gonadal hormones, including gonadal hormone releasing hor-
mone (GHRH), testosterone, estrogen, and progesterone. These hormones,
like the hormones of the HPA axis, are activated by physical or psycho-
logical stressors.

Stress research in the 1950s was characterized by studies of nonspecific
adrenal—medullary responses to a wide variety of stimuli — heat, cold,
exercise, and so on. Mason noted that all of these studies shared an
important characteristic: exposure of the animal to a novel, strange, or
unfamiliar environment (Mason, 1975). The common factor was not the
stressor itself but the psychological relevance of the stressor. If the animal
was not distressed or exposed to novelty, there was no activation of the
adrenal system. This was an important concept that had been ignored in
earlier stress research.

In his review of endocrine responses to stress, Rose (1980) emphasized
the significance of individual differences in the responses of human subjects
when confronted with potentially challenging or threatening stimuli.
Individuals do not always respond in a similar manner to the same stressor.
For example, in a combat unit awaiting a threatened enemy attack, the
captain of the unit had an elevated urinary 17-hydroxycorticosteroid (a
metabolic breakdown product of the hormone cortisol) excretion rate, but
the soldiers did not. The individual's subjective experience of the stress was
an important determinant of the endocrine response.

Lazarus described this as the cognitive appraisal of the significance of the
stressor (Lazarus & Folkman, 1984). Furthermore, several other deter-
minants are involved in the response to a stressor: the nature of the stressor
(Lazarus & Folkman, 1984), gender differences (Vingerhoets & Van Heck,
1990; Folkman & Lazarus, 1980), and individual variation in personality



146 K. KIM AND S. JACOBS

function. Given the multiple determinants, the individual's coping style
when exposed to threatening stimuli must be considered.

A final concept to emphasize is that of adaptation to chronic stress.
Mason noted that endocrine responses may undergo rapid extinction upon
exposure to the stimulus. He demonstrated this finding in a study of rhesus
monkeys: After repeated shocks, they quickly adapted to the stressful
nature of the stimulus and did not exhibit evidence of adrenocortical
arousal (Mason, Brady, & Toliver, 1968). In other studies, humans have
adapted to stressful events after repeated exposure. For example, novice
parachute jumpers show a very large increase in cortisol levels on their first
jump, but most fail to show an increase on subsequent jumps (Rose, 1980).

Bereavement is a novel and distressing situation that can stimulate
neuroendocrine responses. However, the response of the bereaved person is
highly subjective and dependent on individual characteristics, such as the
significance of the loss, gender, and coping style, as well as factors related
to the loss (sudden, traumatic, anticipated). Furthermore, bereavement is
unlike other stressors in that it is a single event with multiple consequences.
There is the acute distress of bereavement, and then there are chronic
stresses, such as adapting to a new social role as a widow or widower,
assuming the household tasks of the lost person, and in some cases, ad-
justing to reduced financial circumstances. The bereaved person will face
many novel or distressing situations as he or she adapts to life after the loss.
Because these novel or distressing situations could potentially stimulate
neuroendocrine responses long after the death of the other person, the
timing of a neuroendocrine study is an issue. If measures are collected
shortly after the loss, they will presumably reflect acute changes in the
system. If the neuroendocrine system may adapt to chronic stress, will
neuroendocrine measures collected several months afterward reflect chronic
adaptation to the loss or current perturbations of the system?

Neuroendocrine changes in depression and anxiety

The purpose of this section is to review the neuroendocrine findings in two
psychiatric disorders: major depression and anxiety disorders. As discussed
earlier in the chapter, these disorders are among the most frequent psy-
chiatric complications of bereavement. The goal is to increase our under-
standing of the pathophysiology of the potential psychiatric complications
of bereavement.

Neuroendocrine changes in major depression

Many neuroendocrine abnormalities have been associated with major
depression. However, the findings are often conflicting. Instead of reviewing
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all of these abnormalities, we will focus primarily on evidence related to the
catecholamines, cortisol, growth hormone, and prolactin.

Catecholamines. The norepinephrine abnormalities in major de-
pression have been studied more frequently than any other catecholamine
abnormalities, so we will focus on norepinephrine in this review. The
principal CNS site of norepinephrine synthesis occurs in the locus coer-
uleus. In animal studies, electrical stimulation of the locus coeruleus
produces intense anxiety, hypervigilance, and inhibition of exploratory
behavior (Redmond & Huang, 1979; Aston-Jones, Foote, & Bloom, 1984).
Spontaneous firing of the locus increases during threatening situations and
diminishes sleep, grooming, and feeding (Redmond & Huang, 1979; Aston-
Jones et al., 1984). Recent studies indicate that the locus coeruleus is
activated during major depression. There are normal or increased levels of
CSF norepinephrine, increased plasma norepinephrine, and increased CSF
and urinary 3-methoxy-4-hydroxyphenylglycol (MHPG), a norepinephrine
metabolite (Gold et al., 1988).

Cortisol. Some of the symptoms of major depression — disturbances
in appetite, sleep, and libido - indicate a malfunction of the hypothalamic-
pituitary-adrenal axis. Gold et al. have postulated that hypersecretion of
CRH is the primary cause of the HPA malfunction (Gold et al., 1988;
Altemus & Gold, 1990). CRH hypersecretion causes pathological arousal:
anxiety, obsessive ruminations, early morning awakening, anorexia, de-
creased libido, and activation of the sympathetic nervous system and
pituitary-adrenal axis.

Patients with major depression have attenuated ACTH responses to the
administration of synthetic ovine CRH (Gold et al., 1984); this finding
indicates that the elevated cortisol levels in depression provide negative
feedback to the pituitary, so ACTH secretion is reduced. Normal controls
given continuous infusions of CRH exhibit the pattern and extent of
hypercortisolism seen in depressed patients (Schulte et al., 1985). Further-
more, CRH in the cerebrospinal fluid of depressed patients positively cor-
relates with indices of pituitary-adrenal activation.

Gold postulates that CRH and the locus coeruleus/norepinephrine
systems are the principal effectors of the normal adaptive stress response
(Gold et al., 1988). When homeostasis is threatened, CRH and the locus
coeruleus/norepinephrine systems act in concert to promote attention,
arousal, and aggression, as well as to inhibit vegetative functions such as
feeding, sexual behavior, and reproduction. In addition, CRH and the locus
coeruleus/norepinephrine systems act through the catecholamines and
glucocorticoids to redirect blood flow to the CNS. Glucocorticoid secretion
is thought to restrain or counterregulate the effectors of the stress response,
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in order to prevent prolonged or excessive activation. Thus, glucocorticoids
antagonize the CRH neuron and perhaps the locus coeruleus/norepine-
phrine systems as well.

The dexamethasone suppression test (DST) is also used to evaluate the
HPA axis. Dexamethasone is a synthetic steroid similar to the hormone
cortisol. If the HPA axis is functioning normally, dexamethasone sup-
presses cortisol release. If the HPA axis has lost its normal regulatory
mechanisms, dexamethasone does not suppress cortisol release. Dexa-
methasone does not suppress cortisol in approximately 43% of hospitalized,
endogenously depressed patients (Carroll et al., 1981) and in 15% of
endogenously depressed outpatients (Winokur, Amsterdum, & Caroff,
1982).

Growth hormone. Depressed patients hypersecrete growth hormone,
particularly before sleep (Mendlewicz et al., 1985), and exhibit abnormal
responses to stimuli that usually promote secretion. Growth hormone
responses to insulin-induced hypoglycemia, amphetamine, clonidine, and
growth hormone releasing hormone (GHRH) infusion are attenuated
(Rupprecht & Lesch, 1989; Lesch, Laux, Erb, & Beckman, 1988). It is
not clear why depressed patients hypersecrete growth hormone and have
attenuated responses to these stimuli.

Prolactin. Prolactin has not been studied systematically in de-
pressed patients. Anxious and depressed women secrete prolactin during a
stressful task, but depressed men and controls do not (Miyabo, Asato, &
Miyushima, 1977). Clinical observations of psychiatric patients suggest that
changes in prolactin are associated with depressed mood and irritability
(De La Fuente & Rosenbaum, 1981).

Neuroendocrine changes in anxiety disorders

Anxiety disorders are either episodic, such as panic disorder and phobia, or
chronic, such as post-traumatic stress disorder and generalized anxiety
disorder. The former disorders are intermittent and have specific symptoms
associated with the discrete episodes of anxiety; the latter have more
continuous symptoms. All of the anxiety disorders have symptoms that
are suggestive of hypothalamic and sympathetic adrenal-medullary
system dysfunction, that is, insomnia, hyperarousal, and appetite changes
(Altemus & Gold, 1990).

Generalized anxiety disorder

Currently, there is little evidence of neuroendocrine abnormalities in
patients with generalized anxiety disorder (GAD). Urinary free cortisol
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excretion in GAD patients is not different from normal controls (Rosenbaum
et al., 1983). GAD patients have a rate of nonsuppression following the
dexamethasone suppression test which is intermediate between normals
and depressed outpatients. The rate of nonsuppression does not correlate
with the severity of depressive symptoms (Avery et al., 1985).

Post-traumatic stress disorder

Post-traumatic stress disorder (PTSD) patients are chronically anxious,
with symptoms of flashbacks, exaggerated startle response, nightmares,
and sleep disturbance. They frequently have concurrent disorders, such
as major depression, substance abuse, and other anxiety disorders. The
majority of published neuroendocrine studies have focused on adrenocor-
tical activity.

Cortisol. Mason found that PTSD patients had the lowest urinary
free cortisol before and after treatment as compared to patients with de-
pression or schizophrenia (Mason, Giller, Kosten, Ostroff, & Podd, 1986).
PTSD patients without concurrent depression had normal cortisol sup-
pression in response to the DST (Kundler, Davidson, Meador, Lipper, &
Ely, 1987).

The CRH stimulation test demonstrated a blunted ACTH response in
depressed and nondepressed PTSD patients (Smith et al., 1989). Altemus
and Gold (1990) postulated that this reduced ACTH response might reflect
a history of intermittent acute increases in CRH during episodes of severe
anxiety. They questioned whether reduced ACTH secretion persists even
after episodic CRH hypersecretion, which would result in a blunted ACTH
response to exogenous CRH infusion. This hypothesis would explain the
normal suppression of cortisol secretion in response to the DST because
negative feedback to the hypothalamus and pituitary would still be intact.

Panic disorder

Patients with panic disorders suffer from episodes of intense anxiety and
somatic symptoms (tachycardia, dyspnea, dizziness) that occur several
times each day. Between the panic attacks, these patients often experience
low-grade anxiety and tend to become easily aroused in unfamiliar or novel
situations. Panic disorder patients often have concurrent major depression,
and there is a high incidence of depression in families of panic disorder
patients.

Catecholamines. During panic attacks, there is conflicting evidence
regarding activation of the sympathetic nervous system and little evidence
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of pituitary-adrenal activation. In spontaneously occurring panic attacks,
one study found small variable increases in norepinephrine but no changes
in the epinephrine or norepinephrine metabolites (Cameron, Lee, Curtis, &
McCann, 1987). Another study found no changes in norepinephrine or
catecholamine metabolites (Woods, Charney, McPherson, Gradman, &
Heninger, 1987). In sodium lactate-induced panic attacks, no evidence
was found of pituitary or adrenal activation (Carr et al., 1986; Hollander et
al., 1989). In yohimbine-induced panic attacks, increased plasma MHPG
(norepinephrine metabolite) was found (Charney, Woods, Goodman, &
Heninger, 1987).

Cortisol. During spontaneous panic attacks, small variable in-
creases in plasma cortisol were found in one study (Cameron et al., 1987),
but not in another (Woods et al., 1987). Similarly, there is conflicting
evidence in experimentally induced panic attacks (Carr et al., 1986;
Hollander et al., 1989; Charney et al., 1987). In general, panic disorder
patients have elevated urinary free cortisol, as compared to controls.
However, when patients with coexisting depression or agoraphobia are
excluded, the remaining patients are not different from normals (Kathol,
Noyes, Lopez, & Reich, 1988). Panic disorder patients have rates of non-
suppression following the DST that are intermediate between controls and
depressed patients (Carson, Halbreich, Yeh, & Goldstein, 1988). If panic
patients with coexisting depressions are excluded, DST rates are the same
as controls (Roy-Byrne Bierer, & Uhde, 1985). Two studies have shown
a blunted ACTH response to CRH and lower ACTH/cortisol ratios
(Holsboer, von Bardeleben, Buller, Heuser, & Steiger, 1987; Roy-Byrne
et al., 1985).

Other findings. During spontaneous panic attacks, small variable
increases in prolactin were found in one study (Cameron et al., 1987), but
not in another (Woods et al., 1987). There were also decreased growth
hormone responses to gonadal hormone releasing hormone (GHRH) and
clonidine in patients with panic disorder (Rapaport, Risch, Gillin, Goshan,
& Janowsky, 1989; Uhde, Vittone, Siever, Kaye, & Post, 1986).

The neuroendocrine findings in panic disorder patients are limited and
confounded by comorbidity with major depression. If patients with con-
comitant depression are excluded from the analyses, panic disorder patients
exhibit only a few abnormalities. These neuroendocrine abnormalities are
small and variable (Cameron et al., 1987) or are exhibited in response to
specific challenge tests, that is, CRH or GHRH infusions.
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Neuroendocrine studies of bereavement

Given the practical problems of studying individuals following bereave-
ment, it is not surprising that there are few studies of the neuroendocrine
changes associated with bereavement. This section briefly summarizes the
seminal studies of Wolff, Hofer, and co-investigators and then reviews the
more recent studies of Jacobs and co-investigators.

Wolff, Hofer, and co-investigators

Wolff et al. (1964a,b) studied parents of fatally ill children. Based on a
clinical assessment of the effectiveness of each parent's ego defenses in
modulating "psychic tension," the researchers successfully predicted the
parent's urinary 17-hydroxycorticosteroid (OHCS) excretion rate (17-
OHCS is a cortisol metabolite and reflects adrenocortical activity). The
more effectively a parent defended against the impact of the threatened loss,
the lower his or her 17-OHCS rate. The predictions were more accurate for
fathers than mothers. This was attributed to the methodological problem of
evaluating affect expression in the mothers, and discrepancies between self-
reports and observed behavior in two mothers. There was a significant sex
difference in excretion rates, with men having higher rates than women.

In a follow-up study, Hofer et al. (1972a, 1972b) studied the same
parents after the death of the children. The group-17 OHCS excretion rate
means at 6 months and 2 years after the loss were virtually unchanged from
the group mean during the illness. This was not due to individual stability
of 17-OHCS excretion rates but to two opposing trends: Parents with high
preloss excretion rates had decreased rates after the loss, and parents with
low preloss excretion rates had increased rates after the loss. At 6 months,
most parents were actively grieving, and the return visit either exacerbated
grief or provoked it. In contrast to the findings prebereavement, ego de-
fenses did not explain the variation in 17-OHCS excretion rates. High
adrenocortical activity values were associated with the intensity of active
mourning and the consequent disruption of psychic homeostasis. At 2
years, there was a reduction in the amount and intensity of mourning but
no corresponding change in 17-OHCS excretion rates. The adrenocortical
activity values did not reflect the diminished intensity of grief.

Jacobs and co-investigators

Jacobs and several co-investigators conducted a comprehensive study
of bereaved spouses and spouses threatened with a loss due to a life-
threatening illness (Jacobs, 1987b). The study examined the role of psy-
chological defenses as mediating processes that would predict level of
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Table 10.1. Summary of demographic, psychological, and neuroendocrine variables for
the study sample

Variable

Age (±S.E.)
Sex (% F)
Separation anxiety (±S.E.)rt

Depression (CES-D) (±S.E.)*
Urinary free cortisol |ig/d (±S.E.)f

Serum cortisol change ug/dl (±S.E.)f

Urinary epinephrine ug/d (±S.E.)'/

Urinary norepinephrine Jig/d (±S.E.)'/

Baseline serum prolactin ng/ml (±S.E.)*
Serum prolactin change ng/ml (±S.E.)*
Baseline serum growth hormone ng/ml

(±S.E.)'
Serum growth hormone change ng/ml

(±S.E.)'

Bereaved (B)

62 ( ± 1 )
50
10.3 (±1.0)
19.5 (±1.4)
37.8 (±3.0)
0.76 (±0.8)

13.5 (±0.8)
53.8 (±3.2)
8.9 (±0.8)
0.19 (±0.5)
1.5 (±0.4)

0.06 (±0.3)

Nonbereaved (NB)

61 ( ± 1 )
49
6.8 (±1.5)

18.6 (±2.0)
33.9 (±3.0)
0.80 (±1.3)

12.0 (±0.9)
47.5 (±4.2)
10.0 (±1.9)

-0.99 (±0.6)
1.2 (±0.4)

-0 .9 (±0.4)

Total

62
49
9.1

19.2
36.4
0.77

13.0
51.6
9.2

-0.16
1.4

-0.01

an = 59, 7i(B) = 41, »(NB) = 18.
bn = 54, n(B) = 38, «(NB) = 16.
cn = 63, n{B) = 41, »(NB) = 22.
dn = 59, n(B) = 39, n(NB) = 20.
en = 66, n(B) = 39, n(NB) = 27.
Note: Total sample, n = 67 (B = 43, NB = 24).

neuroendocrine activity, the value of structured assessments of psycho-
logical distress (both specific and nonspecific for bereavement) in under-
standing the level of neuroendocrine activity, and the use of neuroendocrine
measures as predictors of health status 1 and 2 years after the stressful
event.

Sixty-seven people were studied 2 months after the death of their spouse
(n = 43) or the life-threatening illness of their spouse (n = 24). The
interview was conducted by a psychiatrist, and included structured clinical
assessments of ego defenses (Jacobs, 1987b) and coping style (Jacobs et al.,
1991), structured, multiple-item indices of separation anxiety (Jacobs et al.,
1986), depression (Jacobs et al., 1986), and generalized anxiety (Kosten
et al., 1984b). The neuroendocrine measures were collected in relation to
the interview, and included urinary norepinephrine and epinephrine, serum
and urinary cortisol, serum growth hormone, and serum prolactin. The
actual number of subjects varied slightly due to the completeness of data
collection (see Table 10.1). The urinary measures were based on the mean
of three 24-hour collections. The serum measures were done pre-interview
(or baseline) and postinterview; the postinterview level minus the pre-
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interview level is the change level. Standard, commercially available
radioenzymatic assays were used for 24-hour urinary catecholamines, and
standard radioimmunoenzymatic assays were used for 24-hour urinary free
cortisol and serum cortisol, growth hormone, and prolactin (Jacobs et al.,
1986; Jacobs, 1987b; Kosten et al., 1984b).

In general, there were no significant differences between the bereaved
and nonbereaved on psychological or neuroendocrine parameters (see
Table 10.1). Therefore, in order to make the sample size optimal, the two
groups were combined in the analyses of association between psychological
and neuroendocrine variables and in the longitudinal analyses. The meth-
odological details are described elsewhere (Kosten et al., 1984b; Jacobs
et al., 1986; Jacobs, 1987b).

The subjects were re-interviewed 1 and 2 years following the stressful
event. There was some attrition; 52 people completed the 2-year interview.
The follow-up interviews included measures of health status, that is,
number of visits to the doctor, number of days in the hospital, self-rated
health, mortality, and the psychological measures of separation anxiety,
depression, and the like. The findings are summarized in the following
subsections.

Urinary catecholamines. The 24 urinary norepinephrine and epine-
phrine output values following bereavement were higher than normative
values, but there were no differences between bereaved and nonbereaved
(Jacobs et al., 1986). The values were not associated with depression
scores or other psychological variables. These findings differ from the
literature that documents higher secretion of norepinephrine in depressed
patients. However, individuals metabolize norepinephrine at different rates,
so urinary excretion rates must be viewed with caution. In addition, there
are often significant individual differences in excretion rates during stressful
situations.

Older age was associated with higher levels of urinary norepinephrine
and epinephrine output among bereaved subjects. The positive correlation
between age and catecholamines suggests that the adrenal-medullary
system's adaptation to chronic stress may be slower among elderly persons
who are bereaved than middle-aged persons. This has been shown in other
research, where older subjects were shown to have higher arterial blood
pressure and plasma norepinephrine response to stress and also slower
recovery after even mild stress.

Cortisol. The 24 urinary free cortisol output and serum cortisol
values following bereavement were similar to normative values, and again,
there were no differences between bereaved and nonbereaved (Jacobs,
1987b). Serum cortisol response was not related to any cross-sectional
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measures of psychological distress. Urinary free cortisol, however, was
associated with persistently high levels of separation anxiety or worsening
separation distress. Jacobs noted that single measures of psychological
distress may be less predictive of adrenocortical activity than the evolution
of this distress over time. Thus, increased adrenocortical activity is as-
sociated with the persistence and potential chronicity of the distress of
bereavement.

Unlike the urinary catecholamines, older age was not associated with
higher levels of urinary free cortisol in all persons. Older age correlated
with higher levels of urinary cortisol only in those with higher depression
scores. This would be in keeping with findings of hypercortisolism in
depressed patients.

Serum growth hormone. Serum growth hormone levels were drawn
before and after the interview (Kosten et al., 1984b). There were no
differences between bereaved and nonbereaved. The change in serum
growth hormone levels was not related to any measures of psychological
distress. However, for persons with worsening separation anxiety, the
number of responders (postinterview growth hormone level was higher than
preinterview level) was significantly higher when compared to persons
reporting a diminution or leveling off of the distress. This was similar to the
association of separation distress and urinary cortisol.

High scores on the Taylor Manifest Anxiety Scale and a high score
on repressive defensiveness on the Crowne Marlowe Scale distinguished
growth hormone responders from nonresponders (Kosten et al., 1984b).
Discriminant function analysis identified 73% of nonresponders and 70%
responders.

Prolactin. Serum prolactin levels were drawn before and after the
interview at 2 months. There were no differences in prolactin levels between
bereaved and nonbereaved (Jacobs, 1987b). Separation anxiety and de-
pression were directly correlated with prolactin response (postinterview
level of prolactin was higher than preinterview level), and each dimension
correlated with the other. Further analyses revealed that depression and
separation anxiety, each in conjunction with high levels of the other but not
independently, were associated with prolactin response. This finding
suggests that global distress above a certain threshold is associated with the
degree of prolactin response. There was no association between age and
prolactin response.

Ego defenses. Ego defenses were not associated with neuroendocrine
activity (catecholamines, adrenocortical activity, prolactin, or growth
hormone). These findings were similar to Hofer's results but contrary to
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studies of other stressed individuals such as breast cancer patients and
soldiers. This discrepancy may be related to the concept that bereave-
ment is a unique stress. Hence, the ego defenses may not have the same
relationship to neuroendocrine function as they might in other stressful
situations.

Coping style. The relationship between coping factors and neuro-
endocrine function was limited. The only findings were associations with
cortisol measures when the sample was grouped into the highest and lowest
quartiles of adrenocortical activity. Bereaved persons with high scores on
coping by suppression had significantly lower serum cortisol levels on
the assay of preinterview serum cortisol. Although this association is
interesting, the preinterview cortisol may not be an accurate measure of
baseline cortisol. The change in serum cortisol (postinterview level minus
preinterview level) was not related to coping. Finally, bereaved persons
with high scores on coping by making changes were in the highest quartile
of urinary free cortisol output.

Longitudinal analyses. Because a significant minority of bereaved
individuals suffer increased morbidity and mortality (Hirsch et al., 1984),
Jacobs et al. examined whether neuroendocrine measures were predictive
of health status and psychological measures at 1 and 2 years following
bereavement. The subjects were followed longitudinally for 2 years, but
only 52 completed the study.

Multiple linear regression analyses revealed the following results. At 1
year, urinary epinephrine was positively associated with a measure of
hopelessness but no other psychological measures. Urinary free cortisol
was inversely associated with self-rated health, and there was a trend for
urinary cortisol to be inversely associated with the measure of hopelessness.
At 2 years, urinary epinephrine was again positively associated with the
measure of hopelessness and inversely associated with the number of visits
to the doctor. Urinary free cortisol was inversely associated with the
measure of hopelessness. The neuroendocrine measures were not predic-
tive of persistent grief, depression, or mortality at 1 or 2 years following
bereavement.

Summary. Jacobs et al. concluded that the stress of bereavement
was not more severe in terms of neuroendocrine physiology than threatened
loss or anticipatory grief, nor was the stress of bereavement more severe in
terms of psychological measures. Because both the bereaved and non-
bereaved groups were under significant stress, the groups were more similar
in neuroendocrine and psychological parameters than would be expected.
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Ego defenses were not associated with levels of neuroendocrine activity.
However, certain psychological distress measures were associated with
neuroendocrine activity. Worsening (or persistently high levels) separation
distress was associated with higher urinary free cortisol excretion and
positive growth hormone response to the interview. High anxiety scores and
high repressive defensiveness scores were also associated with growth
hormone response. High separation anxiety scores in conjunction with high
depression scores were associated with prolactin response. Thus, some
individuals did exhibit a state of high physiological arousal as a function of
the type, degree, and course of psychological distress over time. Urinary
free cortisol was inversely associated with self-rated health at 1 year, and
urinary epinephrine was inversely associated with the number of visits to
the doctor at 2 years. In general, though, the neuroendocrine parameters
did not predict health status outcomes at 1 and 2 years after the stressful
event.

Dexamethasone suppression test studies

Three studies have examined the cortisol response of bereaved persons
following the administration of dexamethasone (Kosten, Jacobs, & Mason,
1984a; Das & Berrios, 1984; Shuchter, Zisook, Kirkorowicz, & Risch,
1986). As noted earlier, dexamethasone is a synthetic steroid that normally
suppresses cortisol release. If the HPA axis is not functioning properly, the
administration of dexamethasone will not suppress cortisol. The DST is
unlike naturalistic studies that collect neuroendocrine measures. The
administration of dexamethasone is an exogenous stressor, and there is an
assumption that the response to the stressor is state dependent. However,
the neuroendocrine response may be determined by multiple factors, so the
response to challenge tests such as the DST may be more multifactorial
than state dependent.

The rate of nonsuppression in bereaved samples varied from 0% to 15%,
and this rate was related to the timing of the DST in relation to the loss.
Bereaved persons who were tested within 1 month after a loss showed
an incidence of nonsuppression of 10% (Das & Berrios, 1984) to 15%
(Shuchter et al., 1986); those tested 6 months after the loss had normal
suppression (Kosten et al., 1984a). The 10% to 15% rates of nonsup-
pression following the DST in bereaved persons are similar to the rates of
nonsuppression in depressed patients seen in outpatient clinics (Winokur
et al., 1982). Of interest, in the Shuchter study, nonsuppression was related
to higher levels of anxiety rather than levels of depression. Unfortunately,
the DST literature of bereavement is too limited to draw any definitive
conclusions.
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Summary of neuroendocrine studies

We have reviewed studies of the neuroendocrinology of bereavement.
These studies revealed evidence of higher adrenocortical activity, higher
catecholamine excretion, increased prolactin activity, and altered growth
hormone dynamics in some bereaved subjects. There were several differ-
ences in findings among the bereavement studies, as well as differences
between the findings in bereavement studies and psychiatric disorders.
These differences are discussed next.

The relationship between ego defenses and adrenocortical activity from
Wolff's study was not confirmed in the studies by Hofer and Jacobs. This
discrepancy may be due to the difference between the stress of bereavement
and the stress of having a fatally ill child. Alternatively, the stress literature
is characterized by a confounding of the assessment of affect with the
assessment of ego defenses. There is a tautology that equates low affective
arousal with ego defensive effectiveness. However, low affective arousal
may actually indicate denial of emotions or maladaptive ego defenses, not
effective ego defenses. Wolff et al. (1964b) also noted that the assessment of
affective arousal was more difficult in women than men, which highlights
gender differences in expression of affect. These issues lead to skepticism
about the conclusions that low affective arousal is synonymous with ego
defensive effectiveness.

Hofer et al. (1972b) reported that high adrenocortical activity was
associated with the intensity of active mourning at 6 months, but there was
no specific painful affect associated with high 17-OHCS excretion rates.
Jacobs et al. found that certain individuals with high levels of separation
distress or generalized anxiety had higher levels of urinary free cortisol and
exhibited growth hormone or prolactin responses to the interview. Although
active mourning is probably similar to separation distress, it is surprising
that Hofer did not find that anxiety was associated with high adrenocortical
activity. This discrepancy may be due to the fact that Hofer's study did not
use structured assessments of affect, which emphasizes the value of using
structured assessments of psychological measures or diagnostic interview
schedules to evaluate subjects.

There is a suggestion that type of coping style may be related to adreno-
cortical activity: Bereaved persons with high scores on coping by sup-
pression had significantly lower preinterview serum cortisol levels, and
bereaved persons with high scores on coping by making changes were in
the highest quartile of urinary free cortisol output. The findings have an
intuitive appeal: Individuals whose predominant coping style is suppression
would have lower or suppressed serum cortisol levels, and individuals
whose style is to acknowledge stress and make changes would have higher
cortisol levels. However, these findings have not been replicated.
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The bereavement findings correspond to some of the neuroendocrine
abnormalities of psychiatric disorders that were reviewed earlier. Although
there are some common findings, such as increased adrenocortical activity,
similar rates of nonsuppression following the DST at 1 month, the ab-
normalities in the bereaved are not identical to abnormalities in either
major depression or the anxiety disorders.

There are several possible reasons for the discrepant findings. First, there
have been only a few studies of neuroendocrine changes associated with
bereavement, and it is difficult to draw conclusions based on the small
number of studies. Second, because 31% of the bereaved met criteria for
major depression and 13% to 39% of the bereaved suffered from some type
of anxiety disorder (Jacobs & Kim, 1990), the sample sizes of the neuro-
endocrine studies may not have been sufficient to include individuals with
psychiatric complications and manifest neuroendocrine abnormalities.
Third, the Hofer study measured a cortisol metabolite (17-OHCS) that is
highly dependent on individual metabolic rates. Fourth, the timing of the
collection of neuroendocrine measures in the Jacobs study may have been
too early to capture the maladaptive changes associated with the psy-
chiatric complications of bereavement. Fifth, challenge tests, such as CRH
infusion, have not been conducted in the bereaved, and may not be simply
state dependent. Finally, the psychiatric complications of bereavement may
have different pathophysiological mechanisms than the corresponding
psychiatric disorders.

Conclusions

Certain individuals are more vulnerable to bereavement, and it is essential
to identify risk factors associated with this vulnerability. We have focused
on neuroendocrine factors and their relationship to the psychiatric mor-
bidity of bereavement. Because there have been few studies of the neuro-
endocrine changes associated with bereavement and the sample sizes of
these studies have been small, it is difficult to draw definitive conclusions
about the results. The studies have revealed abnormalities in levels of
catecholamines, cortisol, growth hormone, and prolactin. However, these
abnormalities did not predict health status or psychological outcomes 1 and
2 years after the loss.

The neuroendocrine measures may not have predicted long-term out-
come because they were collected early in the course of bereavement.
Although the measures reflected the subjects' neuroendocrine profile at the
time of collection, the measures may not be related to the process of
adaptation to bereavement. The DST studies of bereavement indicate that
the rate of nonsuppression in bereaved samples varied, depending on the
timing of the DST in relation to the loss. Thus, the neuroendocrine profile
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of an individual at 1 or 2 months may reflect acute changes associated with
loss but not long-term adaptation. Because novel and distressing situations
stimulate neuroendocrine responses, the chronic stressors of bereavement
might lead to intermittent stimulation of neuroendocrine responses.

The PTSD hypothesis of abnormal adrenocortical activity can be used as
a paradigm for bereavement. Altemus and Gold (1990) postulated that
PTSD patients have a blunted ACTH response to the CRH stimulation test
because of intermittent acute increases in CRH during episodes of severe
anxiety. In a similar fashion, bereaved individuals might experience inter-
mittent acute increases in CRH during episodes of separation distress or
stressors related to bereavement. Thus, the maladaptive neuroendocrine
changes would develop several months after the loss or after intermittent
hypersecretion of CRH has led to HPA axis malfunction. The manifesta-
tions of HPA axis malfunction include anxiety, obsessive ruminations, and
disturbances in appetite, sleep, and libido. Although this paradigm of
abnormal adrenocortical activity is applicable to bereavement, it does not
explain all the neuroendocrine abnormalities and has not been tested
in bereaved individuals. Nonetheless, it illustrates a possible interaction
between the neuroendocrine system and the stresses related to bereavement.



11
Bereavement, depressive symptoms,
and immune function

M I C H A E L I R W I N AND J E N N I F E R P I K E

This chapter reviews the clinical studies that have found alterations of
immune function in spousal bereavement, suggesting that individual psy-
chological responses such as depressive symptoms may mediate changes in
cellular immunity. In addition, the role of activation of either the pituitary-
adrenal axis or the sympathetic nervous system to produce changes in
immunity during bereavement is discussed. To facilitate a clearer under-
standing of the work linking bereavement and changes in immune function,
a brief overview of the immune system, including a discussion of the
relevance of immune measures to changes in health, is presented.

Overview of the immune system

The immune system functions to discriminate "self" from "nonself" cells,
protecting the organism from invasion by pathogens such as viruses and
bacteria or from abnormal internal cells such as cancer cells (Hood,
Weisman, Wood, & Wilson, 1985; Cohn, 1985). These functions are closely
regulated and performed without damage to the host, although an over-
responsive immune system is purported to lead to autoimmune disease in
which the organism's own tissues are attacked (Cohn, 1985; Morimoto et
al., 1987; Talal, 1980; Paul, 1984).

The organs of the mammalian immune system are the thymus, spleen,
and lymph nodes (Hood et al., 1985; Paul, 1984). The working cells of the
immune system are represented by three distinct populations: T cells,
B cells, and natural killer, or NK, cells (Paul, 1984; Hood et al., 1985;
Ritz, 1989). Immune responses can be divided into two important com-
ponents: cellular immunity and humoral responses (Nossal, 1987; Gilliland,
1983; Paul, 1984). Although there is evidence that T cells and B cells
interact and cooperate in many cellular immune responses and in most
humoral immune responses, cellular immunity is thought to be mediated
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primarily by T lymphocytes, whereas the humoral responses are constituted
by the proliferation of B lymphocytes and the formation of antibody-
synthesizing plasma cells (Hood et al., 1985).

The T lymphocytes develop from stem cells in the bone marrow and
migrate to the thymus, where they mature into several subsets, including
the cy to toxic T cell, T-helper cell, and T-suppressor cell (Paul, 1984).
These T cells circulate into the periphery and are found in the lymph
nodes, blood vessels, and spleen. Briefly, the cytotoxic T cell is charac-
terized by its ability to seek out and destroy cells infected with viruses and
tumor cells that have acquired foreign, nonself antigens (Henney & Gillis,
1984; Zinkernagel & Doherty, 1979). In the development of the cytotoxic
T-cell response, a foreign antigen is first encountered and incorporated onto
the surface of an antigen-presenting cell such as a macrophage. After the
antigen is presented to the T cell, recognized, and bound by a specific
receptor on the T cell, then the T cell multiplies and becomes capable
of attacking any cell that presents that specific foreign surface antigen
(Zinkernagel & Doherty, 1979). Other types of T lymphocytes such as the
T-helper or T-suppressor cell interact with the T-killer cell to regulate its
proliferative response to antigenic stimulation (Henney & Gillis, 1984),
mainly by the secretion of interleukin 2 (Kern, Gillis, Okada, & Henney,
1981; Gillis, Gillis, & Henney, 1981). Reexposure of the cytotoxic T cell to
an antigen produces a more rapid and extensive reaction than that found
upon initial presentation.

The B cell primarily mediates the humoral immune response. Like the T
cell, the B cell arises from a precursor stem cell in the bone marrow;
however, in humans, its site of maturation remains unknown (Hood et al.,
1985). Following exposure to an immunogen, B lymphocytes are further
activated by interleukin 1 (secreted by macrophages) and a B-cell growth
factor. In turn, the B cell proliferates and differentiates into plasma cells
that synthesize antigen-specific antibodies of which the five major classes of
immunoglobulins (Ig) are IgG, IgM, IgA, IgE, and IgD (Spiegelberg,
1974). Soon after antigenic stimulation, IgM is produced, followed by IgG.
IgA is found primarily in the secretions of the body: nasal mucus, saliva,
and the like. IgE, in combination with specific antigen, binds to mast cells
and mediates the immediate hypersensitivity response. The function of IgD
is not well known.

In addition to the T and B cells, a distinct subpopulation of lymphocytes
comprising natural killer cells has been described. The NK cell is im-
munologically nonspecific and does not require sensitization to specific
antigens to perform its cytotoxic activity (Trinchieri, 1989; Lotzova &
Herberman, 1986; Herberman, 1980). Thus, the NK cell responds to a
variety of cell surface markers, as long as the markers differ from "self"
markers and lyse a wide variety of cell types. Although the role of the NK
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cell in tumor surveillance remains controversial (Lotzova & Herberman,
1986; Ritz, 1989), substantial evidence has demonstrated its importance
in the control of herpes and cytomegalovirus infections in humans
(Padgett, Reiquam, Henson, & Gorham, 1968; Sullivan, Byron, Brewster,
& Purtilo, 1980; Biron, Byron, & Sullivan, 1989) and animals (Habu,
Akamatsu, Tamaoki, & Okumura, 1984; Bukowski, Warner, Dennert, &
Welsh, 1985; Bancroft, Shellam, & Chalmer, 1981).

Measures of immune function

The immune system can be evaluated by measures that assess the number
of different cell types, as well as the function of various components of
cellular and humoral immunity. To quantitate the number of cells in
various subpopulations, specific monoclonal antibodies are available that
bind to unique surface markers on cell types such as T-helper, T-suppressor,
and NK cells (Bernard & Boumsell, 1984).

Measurement of the function of the immune system can involve in vivo
and in vitro techniques. One in vivo assay of immunity includes measure-
ment of the delayed type hypersensitivity response following administration
of skin tests; another involves measurement of the antibody response to a
specific antigen. Although both of these techniques provide valuable data
about the physiological response of the organism to an antigenic challenge,
practical aspects have limited their use in clinical research. Both assays are
expensive to perform, and, because subsequent immunologic evaluations
are altered by the primary immunization, they cannot be utilized in longi-
tudinally designed studies.

Two immunologic assays widely used to assess in vitro the function of
the cell-mediated immune system are mitogen-induced lymphocyte pro-
liferation and NK cell activity. Mitogen-induced lymphocyte stimulation
evaluates the proliferative capacity of lymphocytes following activation in
vitro with plant lectins such as concanavalin A (Con A) or phytohemag-
glutinin (PHA), both of which predominantly activate the T lymphocyte to
divide (Keller, Weiss, Schleifer, Miller, & Stein, 1981; Schleifer, Scott,
Stein, & Keller, 1986). The proliferative response is quantitated by the
cellular incorporation of radioactively labeled thymidine or idoxuridine into
the newly synthesized DNA. Assay of NK cell lytic activity is carried out by
the co-incubation of isolated lymphocytes with radioactively labeled tumor
cells, and the release of radioactivity by the lysed target cells is propor-
tionate to the activity of the effector NK cells (Herberman & Ortaldo, 1981;
Irwin, Daniels, Bloom, Smith, & Weiner, 1987a).

To determine humoral response, B-cell function is assessed by the
measurement of plasma concentrations of immunoglobulins. Utilizing a
simple precipitation reaction, these immunoglobulin levels provide an index
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of B-cell responses but do not assess mechanisms by which this response is
regulated (Schleifer et al., 1986).

Although these various measures of immunity assess different com-
ponents of the immune system and are typically not correlated, most
immunologic activities involve complex interactions among a number of cell
types and their products. Thus, the components are not really discrete and
independent of one another. For example, NK cells have inherent activity,
but their reactivity is subject to regulation by either interferons or inter-
leukin 2, and assays of levels of lymphokines (interleukin 1, interleukin 2,
and interferon) in the plasma or following lymphocyte stimulation have
been employed to quantitate the role of biological response modifiers in the
regulation of both humoral and cellular responses (Dinarello & Mier, 1987;
Gilliset al., 1981).

Bereavement as a life stressor

Loss of a loved one through death is considered the most stressful of all life
events (Holmes & Rahe, 1967), with significant readjustment necessary for
adaptation following loss (Brown & Harris, 1989). In addition, clinical and
epidemiological data indicate that persons suffering loss are at increased
risk for the development of cancers, cardiovascular disease, and viral
infections, showing excess morbidity and mortality (M. Stroebe & Stroebe,
this volume).

Since these epidemiological data have suggested a link between bereave-
ment and illness, subsequent investigations have focused on the possible
pathways through which changes in health status might occur. Broadly,
inquiries have fallen along two lines: behavioral and biological. The
behavioral theorists have hypothesized that changes in the day-to-day
conduct of individuals during the postbereavement period might account
for the association between loss and changes in health status (cf. Jacobs &
Ostfeld, 1977). For example, increased alcohol and tobacco consumption in
the postbereavement period might lead to the increased rates of neoplastic
and infectious diseases associated with bereavement. Alternatively, in-
creased mortality rates among the bereaved might be explained by suicide
following prolonged states of depression (see Osterweis, Solomon, & Green,
1984, for a review). However, no systematic investigation has shown that
behavioral changes solely mediate the association between bereavement
and health status, even though behavior is an important moderator of
illness.

The biological theorists have focused on physiological changes that
co-occur with bereavement. Hypothesizing that bereavement produces
physiological arousal that disrupts normal functioning and, if prolonged,
may compromise the person's ability to ward off diseases, clinical re-
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searchers have begun to evaluate physiological systems important in
maintaining health and protecting the body against disease. Consequently,
investigations of the bereaved are now focusing on whether changes in the
immune system, the host's defense against viral and bacterial infections and
neoplastic disease, occur during bereavement.

Bereavement and immune functioning

In the first study of its kind, Bartrop and colleagues (1977) sought to link
bereavement stress with changes in immune functioning. Lymphocyte
responses to mitogen stimulation in 26 men and women whose spouses had
died were compared with responses in 26 ethnic-, age-, and sex-matched
controls at 2 and 6 weeks' post-bereavement. In the bereaved group, T-cell
responses to low doses of phytohemagglutinin (PHA) were reduced at both
the 2- and 6-week points. Responses to concanavalin A (Con A) were
reduced only at 6 weeks' postbereavement. These alterations in lymphocyte
responses to the mitogen PHA and Con A indicated decrements in T-cell
functioning, but neither T- and B-cell numbers, hormone levels (mean
serum concentrations of thyroxine, triiodothyronine, cortisol, prolactin, and
growth hormone), nor B-cell function differed between groups. Although
these results suggested that bereavement might be related to impairments
in immunologic functioning, causal relationships between bereavement
and changes in immunity could not be determined in this cross-sectional
analysis. Furthermore, the time course of immune change during bereave-
ment was not evaluated.

To answer these questions, a second study was performed by Schleifer
and colleagues (1983) that assessed prospectively T- and B-cell populations
and responses to PHA, Con A, and pokeweed mitogen (PWM) in a group
of 15 men whose wives died from metastatic breast cancer. Immune mea-
sures were taken at 6-week intervals during the course of the wives' illness,
at 2 months after death, and again at various times in the 4-14-month
follow-up period. The results indicated that lymphocyte function in the
postbereavement period was reduced as compared to that during pre-
bereavement, with reduced responses appearing as early as 1 month
following the loss of the spouse in 8 of the 15 subjects. However, follow-up
beyond 2 months did not demonstrate differences in measures of immune
function as compared with either prebereavement or 2-month postbereave-
ment levels, suggesting a recovery of function of the lymphocytes in these
bereaved men. Neither T- nor B-cell absolute cell numbers differed from
pre- to postbereavement periods.

These findings of Schleifer and colleagues (1983) extended the work
of Bartrop and colleagues and suggested that suppression of lymphocyte
responses to mitogen stimulation was a consequence of the bereavement
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event. However, in contrast to Bartrop's study, Schleifer and colleagues
found that decrements in lymphocyte function were apparent as early as 1
month after the loss and persisted for at least 2 months' postbereavement.
The lack of change in numbers of T- and B-cell populations during be-
reavement suggests that stress does not alter the number of the immune
cells, so much as it reduces the lymphocyte's ability to proliferate. As a
further implication of this study, it appears that exposure to the stress of
caring for the terminally ill does not produce a desensitization to the
immunologic effects of life stress; lymphocyte function showed a diminution
immediately following loss as compared to prebereavement levels.

These studies demonstrated an association between bereavement and
changes in measures of lymphocyte responses to mitogen stimulation, but a
number of questions remained. For example, are the changes in lymphocyte
function representative of changes in other measures of cellular immune
functioning? Do individuals who vary in their psychological response to the
loss also differ in the magnitude of change in their immune measures?

To begin to address these questions, Linn and colleagues (1984) studied
the effects of bereavement on various measures of humoral and cell-mediated
immunity, comparing the responses of bereaved and nonbereaved men and
examining the effects of depressive symptoms on immune functioning
during bereavement. Subjects were separated into four groups: bereaved
and nonbereaved, which were further divided into high and low depression
on the basis of their responses to the Hopkins Symptom Checklist. Bereaved
subjects exhibited significantly lower titers of immunoglobulin G and
immunoglobulin A as compared to levels in nonbereaved subjects. How-
ever, lymphocyte responses to stimulation with PHA were reduced only in
those individuals from the bereaved and nonbereaved groups who had high
depression scores. Thus, bereavement, per se, was not responsible for
changes in lymphocyte function; rather, reductions in lymphocyte responses
appeared to be related to depressive symptoms.

Extending these observations on the effect of psychological processes
on immune function during bereavement, Irwin and colleagues (1987a)
conducted a series of clinical studies that addressed the role of bereavement
and depressive symptoms in altering T-cell subpopulations and NK cell
activity. In a cross-sectional study, measures of total lymphocyte counts,
T-helper and T-suppressor cell numbers, and NK cell cytotoxicity were
compared among three groups of women: those whose husbands were dying
of lung cancer, those whose husbands had recently died, and those whose
husbands were in good health. The 37 women who made up this study
population were free of chronic medical disorders associated with altered
immune function and did not abuse drugs or alcohol. Current changes in
the spousal relationship and other life experiences were assessed using
the Social Readjustment Rating Scale (SRRS), and the severity of the
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depressive symptoms was rated using the Hamilton Depression Rating
Scale (HDRS). Subjects and controls were studied at least three times over
a 1- to 3-month period.

On the basis of their overall mean SRRS scores, subjects were divided
into one of three groups: low, moderate, and high SRRS scores. Women
whose husbands were healthy were more likely to be classified in the
low SRRS group, whereas women who either were anticipating or had
experienced the death of their husband were likely to be in the middle or
high SRRS group, respectively. Mean depressive symptoms as measured by
HDRS were significantly more severe in the moderate and high SRRS
groups as compared to those in the low SRRS group. Natural killer cell
activity was significantly different among the three groups: The groups with
moderate and high SRRS scores were found to have reduced NK cell
activity as compared to low SRRS control subjects. Neither the absolute
number of lymphocytes nor T-cell subpopulations, including number
of T-helper, T-suppressor/cytotoxic cells, and ratio of T-helper to T-
suppressor/cytotoxic cells, was different among the groups.

In addition to the effects of life events, the contribution of psychological
responses to changes in immunity during bereavement was also evaluated
in this cross-sectional study (Irwin et al., 1987a). Natural killer cell activity
was found to be negatively correlated with the HDRS total score and also
with the subscales of depressed mood and insomnia. Furthermore, the
severity of depressive symptoms as measured by total HDRS score was
related to a loss of T-suppressor/cytotoxic cells and an increase in the ratio
of T-helper to T-suppressor/cytotoxic cells.

These studies of immunity during bereavement have separately demon-
strated that either cell-mediated immunity such as lymphocyte responses
to mitogenic stimulation, NK cell activity, or distribution of T-cell sub-
populations may be altered in men and women undergoing severe, acute
psychological stress such as bereavement. Furthermore, severity of de-
pressive symptoms in response to the loss appears to be an important
correlate of changes in at least one of these immune measures, namely, NK
cell activity.

Depressive symptoms and altered immunity in
bereavement

Bereavement is a process in which widows differ in their psychological
responses to the actual death of their husband: Some women are distressed
whereas others are relieved of the distress of acute anticipation. To clarify
further the effect of psychological responses on NK cell activity during
bereavement, Irwin and colleagues (1987b) conducted a second study
of bereaved women that evaluated the role of depressive symptoms in
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mediating changes in immune function. Natural killer cell activity and
severity of depressive symptoms were compared between women whose
spouses had recently died with metastatic lung cancer and women whose
husbands were in good health. In a cross-sectional analysis, the bereaved
group was again significantly more depressed and had a reduction in NK
cell activity as compared to the matched controls. These results confirmed
that NK cell activity is affected by the bereavement process.

In order to evaluate the role of depression in mediating the change in
NK cell activity during bereavement, a longitudinal analysis of a sub-
sample of six women evaluated NK cell activity and depression during
anticipatory (1 month before death) and postbereavement (1 month after
death) periods. No significant differences in the women's mean depression
scores or in levels of NK cell activity were found between the two periods.
However, greater variance in the depression scores and in levels of NK cell
activity was found in postbereavement as compared to the anticipatory
period, suggesting individual variation in response to a husband's death.
Anecdotally, the women who were distressed prior to their husband's death
and remained so afterward, had similar depression scores at pre- and
postbereavement periods, whereas women who showed relief from antici-
patory bereavement stress endorsed fewer depressive statements during
postbereavement. Change in NK cell activity paralleled change in severity
of depressive symptoms from pre- to postbereavement. Indeed, change
in NK cell activity was negatively correlated with change in depressive
symptoms (Spearman's r = — .89, p < .009), indicating that as depressive
symptoms resolved during the postbereavement interval, NK cell activity
increased and returned to values comparable to those found in normal
controls (Irwin et al., 1987a, 1987b).

Taken together, the results of these studies suggest that the relationship
between bereavement and immune functioning is correlated with depres-
sion. To the degree that one becomes depressed over the loss of a loved one,
alterations in various parameters of the immune system are likely to occur.
Furthermore, bereavement appears to be a process rather than a discrete
event. Individual variances in reaction to loss should be considered when
evaluating bereavement-associated changes in health status.

Depression and immune functioning

Psychological response to distressing life events is an important correlate of
immune dysfunction in persons undergoing severe life stress, and it has
been hypothesized that psychological depression or anxiety itself may be
associated with immune changes.

To understand how depression impairs cell-mediated immunity, several
studies have compared immune responses between depressed patients and
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control subjects. Cappell and colleagues (1978) reported that lymphocyte
proliferation responses to the mitogen PHA are lower in psychotically
depressed patients during the first days of illness than following clinical
remission. Kronfol and colleagues (1983) replicated these observations in
26 drug-free depressed patients and found blunted lymphocyte responses to
mitogenic stimulation with Con A, PHA, and pokeweed during depression.
Schleifer and colleagues (1984) also found suppressed lymphocyte reac-
tivity in severely depressed patients and further described abnormalities
of lymphocyte subpopulations in depression: Absolute and T- and B-
lymphocyte cell counts were reduced, although relative percentages were
unchanged. Because no differences in immune measures have been found in
mildly depressed outpatients as compared to controls (Schleifer et al.,
1985), severity of depressive symptoms may be an important factor in
altered lymphocyte responses in depression.

Extending these observations of altered lymphocyte responses in de-
pression, Irwin and colleagues (1987c) have measured the cytolytic activity
of peripheral lymphocytes in two groups of subjects: medication-free,
hospitalized, acutely depressed patients and age- and sex-matched control
subjects studied on the same day as the patients. Natural killer cell activity
was significantly lower in the depressed patients as compared to the control
subjects, a finding that has been replicated by Urch et al. (1988) and by
Mohl and colleagues (1987). In addition, severity of depressive symptoms
was correlated with a reduction of NK cell activity.

In an attempt to understand why some, but apparently not all, patients
with major depression show immune changes, the contribution of other
factors that might affect immunity in depressed patients has been studied.
Schleifer and colleagues (1989) have examined the role of age in the
relationship between depression and altered immunity. Employing an
extensive assessment of the immune system, including enumeration of
T-lymphocyte subsets, assay of NK cell activity, and measurement of
mitogen-induced lymphocyte stimulation, the researchers found significant
age-related differences between the depressed patients and controls for
numbers of T-helper lymphocytes and for mitogen responses. Age-related
increases in T-helper cells and in mitogen responses were found in the
controls, whereas advancing age was associated with no changes in T-
helper number and decreased lymphocyte responses in depressed patients.
These findings suggest that both age and severity of depression are im-
portant correlates of immune changes in depression; immune changes in
major depressive disorder might be present mainly in elderly, severely
depressed patients.

In addition to the independent contribution of age to depression-related
changes in immunity, alcohol consumption is reported to play a role in
further reducing cellular immunity in depressed patients. Alcohol use, even
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in moderate doses, is associated with alterations in cell-mediated immune
function such as NK cell activity. Alcohol use as contributing to a decre-
ment in immunity in depressives with histories of alcohol abuse as com-
pared to depressed patients without such alcoholism was studied (Irwin
et al., 1990a). Consistent with earlier reports, NK cell activity was found to
be significantly lower in both depressed and alcoholic patients as compared
to controls. Perhaps of more interest, patients with dual diagnoses of either
alcohol abuse and secondary depression or depression with a history
of alcohol abuse demonstrated a further decrease in NK cell activity as
compared to that found in patients with either depression or alcoholism
alone.

Alterations in T-cell subpopulations have been characterized in de-
pressed patients as compared to control subjects. Consistent with the
findings of Irwin and colleagues (1987a), who found a relationship between
severity of depressive symptoms and an increase in the ratio of T-helper
to T-suppressor/cytotoxic cells in bereaved women, Syvalahti and col-
leagues (1985) found that depressed patients have a lower percentage of
T-suppressor/cytotoxic cells and a higher ratio of T-helper to T-suppressor/
cytotoxic cells than control subjects do. However, other studies have found
no depression-related differences in quantitative measures of lymphocytes,
including number of T cells, B cells, and T-helper, T-suppressor, and NK
cells (Darko et al., 1988; Wahlin, Von Knorring, & Roos, 1984).

Beyond the use of more sophisticated measures of immune cell function,
future investigations need to test the clinical relevance and biological
significance of depression-related changes in the immune system. Further-
more, preclinical and clinical studies of the mechanisms that underlie
changes in such biological parameters as measures of immunity in depres-
sion will help identify the pathways of communication among the nervous,
endocrine, and immune systems.

Mechanisms of immune alterations in bereavement

Pituitary-adrenal axis and cellular immunity

The neuroendocrine system might exert influence on immune responses.
The secretion of corticosteroids has long been considered the mechanism of
stress-induced and/or depression-related suppression of immune function
(Munck, Guyre, & Holbrook, 1984; Riley, 1981; Parrillo & Fauci, 1978;
Cupps & Fauci, 1982; Selye, 1946). In vitro studies have demonstrated that
glucocorticoids can act to inhibit the production of cytokines such as
interleukin 1, interleukin 2, tumor necrosis factor, and interferon. These
actions of glucocorticoids on cytokine production may explain many of
the immunosuppressive effects of glucocorticoids such as suppression of
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lymphocyte responses to mitogenic stimulation (Gillis, Crabtree, & Smith,
1979) and NK cell activity (antibody-dependent cytotoxicity is relatively
refractory to glucocorticoids) (Parrillo & Fauci, 1978).

Despite pharmacological in vitro and in vivo studies that show a sup-
pressive effect of corticosteroids on cell-mediated immune function, a
dissociation between adrenocortical activity and immunity has been found
in depressed patients and in stressed persons. In depressed patients,
decreased lymphocyte responses to mitogens are not associated with
dexamethasone nonsuppression (Kronfol & House, 1985) or with increased
excretion rate of urinary free cortisol (Kronfol et al., 1986). Furthermore,
in bereavement, in which a reduction of NK cell activity has been demon-
strated, these immunologic changes occur even in subjects who have
plasma cortisol levels comparable to those of control subjects (Irwin,
Daniels, Risch, Bloom, & Weiner, 1988a). However, at variance with
these findings is the work of Maes and colleagues (1989), who found that
dexamethasone nonsuppression was associated with significantly lower
lymphocyte stimulation by PHA, PWM, and Con A than responses found
in dexamethasone suppressors.

Sympathetic nervous system modulation of immunity

The other pathway that may have a physiological role in the modulation of
immunity in animals is the sympathetic nervous system (S. Y. Felten et al.,
1988; Livnat, Felten, Carl ton, Bellinger, & Felten, 1985). Noradrenergic
nerve fibers extensively innervate lymphoid tissue (D. L. Felten et al.,
1987a; Williams & Felten, 1981; D. L. Felten et al., 1987b; S. Y. Felten &
Olschowka, 1987c) and form synapticlike contacts with lymphocytes.
Numerous studies have demonstrated the presence of beta-adrenergic
receptors on lymphocytes, mainly of the beta-2 subtype (Williams,
Snyderman, & Lefkowitz, 1976; Galant, Underwood, Duriseti, & Insel,
1978), which are linked to second messenger systems such as cyclic AMP
formation (Motulsky & Insel, 1982; Coffey & Hadden, 1985). Binding of
catecholamines at these sites has been found to inhibit in vitro cellular
immune responses such as lymphocyte proliferation (Strom, Lundin, &
Carpenter, 1977) and natural cytotoxicity (Hellstrand, Hermodsson, &
Strannegard, 1985). Finally, the sympathetic nervous system appears
to have a role in the in vivo regulation of cellular immunity, as chemical
sympathectomy of lymphoid tissue increases values of NK cell activity
(Livnat et al., 1985; Reder, Checinski, & Chelmicka-Schorr, 1989) and
activation of the sympathetic nervous system mediates a reduction in
cellular immunity following the administration of either a stressor (Cunnick,
Lysle, Kucinski, & Rabin, 1990) or neuropeptides such as corticotropin
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releasing hormone (Irwin et al., 1987d, 1988b, 1990b, 1990c; Jain et al.,
1991) or interleukin 1 (Sundar, Cierpial, Kilts, Ritchie, & Weiss, 1990).

Despite these preclinical data, the role of sympathetic nervous activity in
the modulation of immune function in depressed patients and in individuals
undergoing life stress has not yet been found. However, preliminary data
from studies in our laboratory indicate an association between immunity
and the neurochemical indices of sympathetic activity such as plasma levels
of epinephrine, norepinephrine, and neuropeptide Y. For example, negative
correlations have been found between NK cell cytotoxicity and measures of
sympathetic function in spousal caregivers of Alzheimer patients and in
depressed patients (Irwin, Patterson, Grant, & Brown, 1991), suggesting
that these neurotransmitters, which are involved in the regulation of blood
pressure, might also have a role in the in vivo modulation of immune
function.

Summary

This chapter has reviewed findings that indicate an association among
bereavement, depressive symptoms, and a reduction of in vitro correlates
of cellular immunity. Although the reduction in immune function might
have health consequences, no study has yet identified whether such a
relationship exists between stress-induced immune changes and increased
morbidity in humans. In addition, few studies have investigated the mech-
anisms through which these immune changes might occur in humans.
Nevertheless, preclinical data suggest that central nervous system release of
neuropeptides coordinates a reduction of immunity through activation of
the sympathetic nervous system. Clinical studies in humans are needed to
identify whether such changes in autonomic activity underlie the reduction
of cellular immunity in bereavement.
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The mortality of bereavement:
A review

M A R G A R E T S. S T R O E B E AND
W O L F G A N G S T R O E B E

Increasingly in recent years researchers have focused on positive aspects
of the experience of bereavement, emphasizing that it is a "growth ex-
perience," that people are "resilient," and that the illness metaphor should
be abandoned in describing the consequences of grief. The chapters in this
volume by Silverman and Worden, McCrae and Costa, and Shuchter and
Zisook, to name only a few, underline this message. Yet the reason that so
much research has focused on bereavement is because the loss of a loved
one is associated with extreme mental and physical suffering, not for
everyone, and not always lastingly, but for a significant minority. Even
more disturbing are the statistics for mortality. Not only do some bereaved
individuals fall ill following the loss of a loved one, but they also die.

Given that fatal consequences occur for some bereaved, it is important to
identify those who are vulnerable and to understand why they and not
others succumb. A decade ago we reviewed the research on mortality
(M. Stroebe, Stroebe, Gergen, & Gergen, 1981) and concluded that there
was some evidence that bereavement results in excess mortality. However,
the surveyed research suffered from many methodological shortcomings. In
the meantime, much research has been done and much has been written
about the bereavement-mortality relationship. The goals of this chapter,
therefore, are to review the scientific evidence that is now available,
examine subgroup differences that suggest high-risk categories, and review
and evaluate theoretical explanations that could account for the bereave-
ment-mortality relationship.

The bereavement-mortality relationship:
Empirical evidence

Most studies of the bereavement-mortality relationship have focused on
conjugal bereavement. Evidence comes from two types of studies, cross-
sectional surveys and longitudinal investigations. In both types the mor-
tality rate of the bereaved is compared with that of a baseline. In the case of
widow(er)hood, the baseline is sometimes a group of matched, nonbereaved

175



176 M. S. STROEBE AND W. STROEBE

married counterparts, but frequently comparisons are made with national
mortality statistics for total populations. It is critical that control groups
be matched precisely for age and sex in order to avoid systematic and
confounding differences in mortality rates between these groups (see
W. Stroebe & Stroebe, 1987).

To assess whether the mortality rates of the bereaved are excessive,
mortality ratios are calculated. Mortality ratios show the relative rate of
mortality among the widowed (the number of deaths among the widowed
as a proportion of the total widowed population under investigation) to that
of the control group (the number of deaths among the controls as a
proportion of the total control population under investigation). A ratio
greater than 1.00 indicates an excess of widowed mortality in comparison
with the control group.

Evidence from cross-sectional surveys

Cross-sectional studies usually compute mortality rates from secondary
data sources and are typically conducted on a large scale (e.g., using
national statistics). Frequently, information is available for the various
marital status groups (married, single, divorced, widowed) and for the
major sociodemographic variables (age, sex, race, socioeconomic status). In
addition, cause of death statistics are generally available. However, such
analyses are vulnerable to two important concerns: the lack of information
concerning the duration of bereavement at the time of death and the
inability to rule out a number of alternative explanations that could also
account for the statistical relationship between bereavement and increased
death rate. For these reasons, such investigations are given only brief
consideration here (see M. Stroebe et al., 1981, and W. Stroebe & Stroebe,
1987, for more details).

Figure 12.1 (compiled from Mergenhagen, Lee, & Gove, 1985) illustrates
the type of data available in cross-sectional surveys. These data show, for
example, excess death rates for widowed persons compared with married
counterparts, relatively greater excesses in most cases for widowers
compared with widows, declining excesses with increasing age, and variable
sizes of ratios according to the cause of death (e.g., the ratios for accidents
are relatively high, those for leukemia relatively low). It is important to
note that, although extremely large ratios may be found for such causes as
liver cirrhosis, suicide, and motor-vehicle accidents (particularly among the
young), far fewer widowed persons actually die from such causes, compared
with heart disease or cancer deaths, because the former are relatively rare
causes of death compared with the latter.

Findings from cross-sectional surveys have produced a remarkably
consistent pattern: (1) Death rates are lowest for the married, followed by
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Figure 12.1. Widowed to married mortality ratios by sex, age, and cause of death
(adapted from Mergenhagen et al., 1985). Data source: U.S. Bureau of the Census,
1984; data are for white citizens only, for the year 1979. Causes of death are
selected. Ratios are calculated by dividing the mortality rate for each of the
widowed groups (i.e., sex, age, and cause of death groups) by the rate of the
corresponding married groups; for example, the ratio of 2.50 for liver cirrhosis for
widowers over 65 years of age means that the mortality rate of this group is
two-and-a-half times the rate for married men over 65 for this cause of death.

the single, widowed, and (the highest) divorced. This is true for both men
and women. (2) The excess in mortality is highest for the younger age
groups. (3) The excess for widowers (compared with married men) is
greater than that for widows (compared with married women).
Remarkably, this pattern has been replicated in many different countries of
the world and across historical periods (W. Stroebe & Stroebe, 1987).

Evidence from longitudinal investigations

Longitudinal investigations of the bereavement-mortality relationship are
conducted either prospectively or retrospectively. Such studies examine the
incidence of mortality in a cohort of bereaved people (compared with
nonbereaved controls) systematically over time, beginning with the date of
bereavement.
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Table 12.1 summarizes the findings of longitudinal studies on the
mortality of bereavement. The list is remarkable for its heterogeneity. The
studies varied greatly in sample composition (e.g., age and sex) and in size:
some only in the range of 100 or so, others comparable with cross-sectional
surveys of national populations. Some samples were based on longitudinal
population surveys, some were national cohorts or were randomly selected
national samples, and still others were specific to local communities. The
studies were conducted in a variety of countries and spanned several
decades. The follow-up period of study after bereavement ranged from
1 to 14 years. Finally, a wide variety of control group alternatives was
evident. Despite such complexity, however, a number of interesting patterns
emerged.

The vast majority of the studies found excessive mortality rates among
bereaved persons, compared with nonbereaved controls, though not
necessarily for all subgroups. Of the four studies that failed to find excesses,
all but one (Clayton, 1974) found at least nonsignificant excesses. One
further study (Niemi, 1978) reported no excesses, but examination of the
data revealed some clustering of deaths among widows in the first 2 years of
bereavement compared with the subsequent 10 years. Only in two reports
were there any significant excesses for any subgroups of married over
widowed mortality (McNeill, 1973; Smith, 1990), and in both of these it
was concluded that there was, in general, evidence for a bereavement-
mortality relationship. Moreover, most of the negative results may simply
reflect a small sample size. Examination of Table 12.1 shows that all of the
studies in question had samples of well under 1,000 bereaved persons. Less
weight should probably be attached to the results of such small studies, as
mortality occurs relatively rarely and differences in rates are unlikely to be
detected in small samples (M. Stroebe et al., 1981).

It is noteworthy, also, that evidence for the bereavement-mortality
relationship has been found in many different countries, although, to our
knowledge, no longitudinal studies for undeveloped countries have been
published. Cross-sectional surveys for non-Western countries are also hard
to find, but similar excesses to those reported in the studies cited here
have been found in Japan for widowed persons (Hu & Goldman, 1990;
M. Stroebe et al., 1981). Furthermore, evidence of the relationship is
available across time, from the early twentieth century (Cox & Ford, 1964)
through recent decades.

The bereavement-mortality relationship may also generalize beyond
spousal loss. A study by Rees and Lutkins (1967), for example, indicates
excessive mortality also for bereaved parents, children, and siblings. A
study by Levav, Friedlander, Kark, and Peritz (1988) received wide
publicity for its negative findings on the mortality risk of bereaved parents
(Levav, 1989). However, closer reading reveals that widowed parents'



Table 12.1. Longitudinal studies of the mortality of bereavement

Reference(s)

Bowling (1988); Bowling
& Benjamin (1985);
Bowling & Charlton
(1987)

Clayton (1974)

Cox& Ford (1964)

Ekblom (1963)

Country

United
Kingdom

United
States

United
Kingdom

Sweden

Sample'7 (N; sex; age;
relationship)

N = 503; M & F; mean
age = 74 years (M),
70 years (F); spouses

N = 109; M & F; mean
age = 61 years;
spouses

N = 60,000; F; age
groups from <40 to
<70 years; spouses

N = 634; M & F; age =
75 years; spouses

Controls

Total population figures
from English life
tables

Matched married
individuals

Compared with rates of
same widows taken
over 5-year period as
a whole

Age- and sex-specific
death rates of married

Follow-up period
after bereavement
(years)

6

4

5 (commencing)
with pension
application)

3

Mortality excesses

Significantly higher rates in
first 6 months for
widowers aged 75 + ;
younger widowers and
older and younger
widows, nonsignificant.

No excesses.

Excessive in second year,
over the rates for the
same widows in the other
years of study.

No significant excesses;
tendencies for widowers

Helsing & Szklo (1981);
Helsing, Comstock, &
Szklo (1982); Helsing,
Szklo, & Comstock
(1981)

United N = 4,032; M & F; age
States groups = 18+ to 75+;

spouses

Matched married
spouses (paired with
bereaved)

12

in first 6 months, widows
in third year, toward
excessive rates.

Significant excesses for
widowers 55-64 and 65-
74 years of age.
Nonsignificant excesses
for younger widowers and
widows under age 65 in
second year. Little
evidence of duration
effects.
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O Reference(s)

Jones (1987); Jones
(1988); Jones &
Goldblatt (1987);
Jones, Goldblatt, &
Leon (1984)

Kaprio, Koskenvuo, &
Rita (1987);
Koskenvuo, Kaprio,
Kesaniemi, & Sarna
(1980)

Levav, Friedlander,
Kark, & Peritz (1988);
Levav (1989)

McNeill (1973)

Mellstrom, Nilsson,
Oden, Rundgren, &
Svanborg (1982)

Country

United
Kingdom

Finland

Israel

United
States

Sweden

Sample" (N; sex; age;
relationship)

N= 156,060; M & F;
age groups from <65
to >75; spouses

N = 95,647; M & F; age
groups from <65 to
>64; spouses

N = 3,646; M & F; age
groups from >34 to
>75; parents

N = 9,247; M & F; age
groups from >19 to
>70; spouses

W = 360,000; M & F;
age range = 50-90
years; spouses

Controls

Expected deaths based
on total population
rates

Expected rates based on
national annual age-
and sex-specific
mortality rates

Sex-, age, and calendar
year-specific rates for
Jewish-Israeli
population

Mortality rates of
general population of
state of Connecticut

Mortality rates for
married persons from
national records

Follow-up period
after bereavement
(years)

10

4

Approx. 10-12

3.5

11

Mortality excesses

Excesses for widowers (all
age groups), for widows
only under 65. Peak for
widows for first 6 months,
for widowers less extreme
but for at least 1 year.

Excesses (M & F) greatest
in first week, 4 weeks, and
6 months; greater excesses
for widowers than
widows.

No excesses for married
parents; widowed
excesses, significantly
higher for bereaved
mothers.

Excesses for younger (under
60) for widowers in first 6
months; for widows in
second year. Some
significant expected over
observed differences.

Mortality excesses for
recently bereaved
widowers and widows (all
ages) in first 12 months



00
Niemi (1978, 1979) Finland N = 545; M & F; age =

approximately 60 (F),
retirement age (M);
spouses

Still-married persons on
Pension Security
Institute records

12

Rees& Lutkins(1967) United
Kingdom

N = 903;
groups;
parents
siblings

M & F; all age
spouses,
, children,

Matched nonbereaved
individuals with living
relatives

Smith (1990) United
States

Ward (1976) United
Kingdom

N = 3,264; M & F; age
groups from >25 to
>65; spouses

N = 366; M & F; mean
age = 64 years;
spouses

Matched married
persons

Up to 14 (persons
widowed within
this total study
period)

Age- and sex-specific
rates for total
population from
national life tables

for widowers, first 3
months for widows.
Thereafter, lower but still
excessive rates over the
11-year period.

Nonsignificant excesses for
widowers in first 6
months. No reported
excesses for widows
(clustering observable in
first 2 years; twice as
many deaths as occurred
on average over the 10
years).

Overall excessive rates for
the bereaved; reportedly
greater for male than for
female relatives; more
excessive risk for widowed
than for other bereaved
relatives.

Excesses for widows and
widowers under 65 years.
Rates less excessive for
over 64-year-old widows
than married women. No
information on duration
effects.

No significant excesses, but
more widower deaths
than expected within 6
months of loss than
between 6 and 24 months.



So Table 12.1. (cont.)

Reference(s) Country
Sample* (TV;
relationship)

sex; age;
Controls

Follow-up period
after bereavement
(years) Mortality excesses

Young, Benjamin, &
Wallis (1963); Parkes,
Benjamin, &
Fitzgerald (1969)

United
Kingdom

TV = 4,486; M; age
groups from >54 to
>90; spouses

Rates for married men 9
(national figures) of
same age groups

Widowers' rates excessive in
first 6 months, declining
thereafter to levels similar
to married.

Note: Included are all known longitudinal studies of the bereavement-mortality relationship, excluded are those with insufficient information to
enable ratios to be calculated or longitudinal comparisons to be made.
a Because there is no standardized notation across studies, details given in the table (e.g., age) follow original presentation style.
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mortality rates were indeed higher than those for the control population,
the difference reaching significance for widowed mothers. A brief report
from Israel by Roskin (1984) even mentions excessive mortality among
bereaved compared with nonbereaved grandparents over a 5-year period,
which suggests that death of any loved person, not only spouses but parents,
children, and even siblings or grandchildren, may have fatal consequences
for those left behind. More data are needed to establish the risk of mortality
following bereavement other than widow(er)hood, as losses such as that of
a child have been identified as exceptionally devastating (see Rubin, this
volume; Sanders, this volume).

Subgroup differences in mortality

Because a small proportion of bereaved persons does in fact die following
the death of a loved one, it is important to identify those who might be at
particularly high risk. A focus on patterns of such risk also might help
in sorting out alternative interpretations of the bereavement-mortality
relationship. We turn first to the major sociodemographic variables.

Gender. One of the most stable patterns is a gender difference (for a
more detailed discussion, see M. Stroebe & Stroebe, 1983). Widowers
appear to experience greater risk than widows. Mortality rates for widowers
were frequently excessive and typically higher than those for widows,
although rates for widows were often not significantly different from ex-
pected. However, those studies that failed to detect differences were fre-
quently the ones with very small samples (e.g., Rees & Lutkins, 1967;
Ward, 1976).

This gender difference is similar to that reported in cross-sectional
surveys. Although the effects appear to be weaker, the striking consistency
of cross-sectional surveys in identifying smaller but still excessive ratios for
widows supports the conclusion that they, too, are at somewhat higher risk
of mortality than married women (cf. Gove, 1973; Hu & Goldman, 1990;
M. Stroebe & Stroebe, 1983).

Age. Somewhat less clear are age differences in the magnitude of
the bereavement—mortality effect or in the interaction of gender with age.
Again, it seems likely that the smaller numbers involved in the younger age
groups, where mortality is an even rarer event, precluded attainment of
statistical significance in many studies. Even without statistical significance,
all of the large studies - Helsing and Szklo (1981), Mellstrom et al. (1982),
Kaprio et al. (1987), and Jones and Goldblatt (1987) - show as large or
even larger ratios for the younger compared to the older widowed. Thus,
younger persons appear to be at as high, if not higher, risk than older
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persons, and this may interact with gender, making younger widowers at
greatest risk. Consistent with the findings of Bowling (1988; see Table
12.1), it may be that the relationship between age and mortality among the
bereaved is curvilinear. It remains to be seen whether other studies can
replicate the finding that the "young-old" are relatively less at risk (com-
pared with controls) than the "old-old."

Socioeconomic status. There is an inverse relationship in general
between social class and mortality: Those of lower social class die, on
average, at earlier ages (see W. Stroebe & Stroebe, 1987). It is far less clear
whether, or in what direction, there are also social class differences in
excess mortality risk among the widowed. Very few of the longitudinal
studies include information on social class differences. Bowling (1988)
reported those of higher social classes to be more at risk of mortality after
bereavement than those of lower classes. Parkes et al. (1969) reported a
similar pattern, but numbers in the extreme social class groups (where
differences were found) were extremely small, so statistical significance was
not attained.

There is some contradictory evidence, however, albeit not from longi-
tudinal sources. Population data in England show that the lower the
social class, the greater the excess risk of mortality among widowers
(W. Stroebe & Stroebe, 1987). Furthermore, in one of the few publications
that considered mortality rates simultaneously by marital status and social
class, Koskenvuo, Kaprio, Kesaniemi, and Sarna (1980) found that
widowed, unskilled workers were particularly vulnerable. We conclude,
therefore, that for most populations, the effects of bereavement on mortality
cut across social classes.

Duration of bereavement. When are the bereaved particularly vul-
nerable? Do they suffer a higher risk during the immediate postloss period
of intense grief, or are the fatal consequences prolonged? With the exception
of a study by Helsing and Szklo (1981), the pattern seems quite consistent.
As Table 12.1 shows, the classic finding of a peak excess for widowers in the
first 6 months of bereavement (Young, Benjamin, & Wallis 1963; Parkes
et al., 1969) has been confirmed in subsequent studies.

For widows, however, the trend is not so clear, a reflection, perhaps, of
the fact that excess mortality risk for widows is generally lower than for
widowers. There does, however, seem to be some clustering of deaths
within the first 2 or 3 years of bereavement. The study by Cox and Ford
(1964) has been cited frequently as evidence for a delayed risk, this being
elevated in the second year, but has also been criticized for methodological
flaws (M. Stroebe et al., 1981). One of the flaws may have caused the
apparent delay in high risk: The sample was drawn from pension applicants
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and thus excluded those widows who had died in the first year of bereave-
ment. Mellstrom et al. (1982) and Jones and Goldblatt (1987) did not find
such a delay for widows in most excessive mortality but reported, instead,
patterns similar to those for widowers — that is, most excessive deaths in the
period immediately following widowhood and persisting for a number of
months. The data so far, then, suggest an overall peak in risk during the
months following bereavement.

Other factors. Recent studies have examined variables that might
mediate the bereavement-mortality relationship. For example, not sur-
prisingly, moving into a chronic care facility is associated with higher mortality
in the bereaved group (Helsing, Szklo, & Comstock, 1981). More im-
portant, however, is an analysis by the same investigators on remarriage.
Mortality rates for widowers who remarried were very much lower than for
widowers who did not, although among widows there was no difference
between the remarried and those still of widowed status.

Some studies have focused on how social interactions in bereavement
might mediate the bereavement-mortality relationship. Early surveys by
Berkman and Syme (1979) and Kobrin and Hendershot (1977) showed
that greater social and family ties were associated with lower mortality.
Longtudinal studies by Bowling (1988) and Helsing et al. (1981) provided
more specific information on the bereaveds' social contacts and risk of
mortality. For example, Bowling (1988) found in a multivariate analysis
that one of the most powerful discriminating variables independently
associated with mortality was simply having no one to telephone. Similarly,
Helsing et al. (1981) found that living alone was associated with higher
mortality among the widowed than it was for those living with other per-
sons in their households. In the absence of nonwidowed controls, however,
such studies fail to show whether the protective effect of social support is
greater for widowed than for nonwidowed individuals (i.e., main effect vs.
interaction).

Further information on the protective effect of social support is avail-
able from the recent work of Gallagher-Thompson and her colleagues
(Gallagher-Thompson, Futterman, Farberow, Thompson, & Peterson, this
volume). In their study of the health consequences of bereavement among
older spouses, widowers' mortality rates appeared to be highly excessive.
Gallagher-Thompson et al. analyzed differences between these decedents
and a similar group of widowers who survived the 30-month period after
bereavement. They found that social isolation and interpersonal difficulties
characterized decedents rather than survivors. By matching decedents with
survivors on physical health ratings and for age, the problem of establishing
direction of causality was overcome. That is, the alternative explanation
that the frail elderly, due to their health status, were both less able to
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socialize and more likely to die, was - if they did manage to equate physical
health in the two groups - ruled out.

An intriguing result was recently reported by Smith (1990), who examined
the relative mortality risk of persons bereaved following sudden versus expected
deaths. For widowers under 65 years, and even more so for widowers under
50 years, risk was greatest following a sudden bereavement. For very young
widows (under 50 years) the pattern was similar: A sudden death of a
husband had the most fatal consequences. However, for somewhat older
widows (aged 50-64), highest risk of all the groups, male or female,
occurred if their husbands had died from a chronic illness. By contrast,
elderly widows (over 64 years) whose husbands had died either suddenly or
expectedly had lower mortality rates than comparable married.

Causes of death

In general, longitudinal studies confirm the differential pattern of risk
across causes illustrated in the cross-sectional survey in Figure 12.1.
Bereaved persons are more likely to die from certain causes than from
others. However, the longitudinal studies have not shown any consistent
pattern with respect to order of magnitude of excesses by cause. Nor can
one draw firm conclusions about age and sex subgroup differences in
mortality risk for various causes.

Most but not all studies report an excess in heart diseases for the
bereaved over controls. Thus, in one of the first longitudinal studies to
examine causes of death in the bereaved, Parkes et al. (1969) found that the
greatest increase in mortality during the first 6 months of bereavement was
for widowers dying from coronary thrombosis and other arteriosclerotic and
degenerative heart disease. Increases were found for other diseases, but
these were not statistically significant, as numbers were small. Kaprio
et al. (1987) also found excesses for heart diseases in all age groups and
for both sexes. Furthermore, exceptionally high excesses occurred in the
month immediately following bereavement, although excesses from heart
disease were also observed in later years. Jones, Goldblatt, and Leon (1984)
reported that the recently bereaved are at greater risk of cardiovascular
disease than of cancer, although, as the authors pointed out, differences in
the latencies of the diseases could be responsible for this. In Mellstrom
et al.'s (1982) study, cancer and cardiovascular deaths were the main
causes accounting for widowed excesses. In contrast to these findings, heart
diseases were not significantly excessive in the study by Helsing, Comstock,
and Szklo (1982), which is hard to reconcile with the consistent findings of
the other studies.

More information is needed concerning excesses from cancer deaths,
although indications are, as Mellstrom et al. (1982) and others found, that
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they are elevated. Jones (1988) concluded that there was weak support for
an excess following a considerable "latent" period. Studies should, then,
cover a long duration of bereavement to identify such consequences.
Furthermore, it would seem important that future research distinguish
among death risk from cancers of different sites (e.g., lung cancer, cancer of
the digestive system).

Liver cirrhosis has consistently been identified as a highly excessive
cause. Along with accidents and suicidal deaths, it may be a higher risk
category than even heart or cancer deaths. Excessive risk of mortality also
has been found from infectious diseases among widowers (Helsing et al.,
1982), indicating not only a danger from violent acts but possibly also, as
we discuss later, a lack of proper health care and resistance to infection.

Another fairly consistent finding is an excess for violent causes. Thus,
Jones and Goldblatt (1987) reported the highest relative risk of mortality
among the widowed for accidental, poisoning, and violent deaths. Similarly,
in the Helsing et al. (1982) study, accidental deaths were significantly
higher than expected among widowed males. Mellstrom et al. (1982) also
reported excesses for accidents, though these were not as marked as those
for cancer or heart disease. There is evidence, too, that excesses in deaths
from violent causes occur particularly in the immediate postbereavement
period (Jones & Goldblatt, 1987; Kaprio et al., 1987).

Perhaps most indicative of the devastating impact of bereavement are the
findings for suicide. First shown by Durkheim (1897/1951) a century ago,
more recent statistics have confirmed that the widowed are at particularly
high risk of taking their own lives. This risk is relatively higher for wid-
owers, particularly younger ones, compared with married men, than for
widows compared with married women (although the latter ratios are also
excessive). Longitudinal studies have shown that the risk of suicide is
particularly high for the recently bereaved (Bojanovsky, 1980; Bunch, 1972;
Kaprio et al., 1987; MacMahon & Pugh, 1965), and that this pertains
worldwide. Not only spouses but also parents and sons have been found to
have elevated rates (Bunch, 1972). Enormously high suicide rates during
the first week strongly suggest bereavement as the cause: The excesses
found in one study were 66-fold for men and 9.6-fold for women (Kaprio
et al., 1987).

Do the bereaved die of the same causes as their predeceased spouses?
Marked similarities across a variety of causes were reported in an early
study by Ciocco (1940), but these have not been replicated in more recent
times, although, tragically, this is likely to change with the spread of the
AIDS virus (cf. Martin & Dean, this volume). Parkes et al. (1969) reported
only a "tendency" for husbands and wives to die from the same causes,
which could not account for more than a small part of the increased
mortality. Other investigators (e.g., Helsing et al., 1982) found no evidence
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of any concordance between the causes of death of husbands and wives.
However, a concordance for certain specific but rare causes of death may
still occur. For example, Smith, Kinlen, White, Adelstein, and Fox (1980)
found that wives of men who had died of cancer of the penis had signi-
ficantly elevated rates of mortality from cancer of the cervix, suggesting a
common etiology.

Summary

The review of cross-sectional and longitudinal studies of the mortality of
bereavement provided considerable evidence of a loss effect: The bereaved
are indeed at higher risk of dying than are nonbereaved persons. This
seems to apply not only for the widowed but also for other bereaved
relatives. Highest risk occurs in the weeks and months closest to loss, and
men appear to be relatively more vulnerable than women. Although data
for other risk factors are not so clear, indications are that younger bereaved
(particularly males) are at higher risk, as may be the socially isolated.
There is some evidence that type of death of the predeceased spouse may
also differentially affect widowers and widows, the former being most
vulnerable following sudden deaths, whereas this is the case only for
younger widows, somewhat older ones being vulnerable following a death
from a chronic illness. Finally, we have noted different patterns of relative
excess across causes of death, with fairly well-established excesses from
heart diseases, suicides, accidents, and liver cirrhosis. There is little evi-
dence, though, that spouses die from the same causes.

In conclusion, although much is already known about the bereavement-
mortality relationship, we still do not know enough about those bereaved
who are likely to die subsequent to their loved ones. Longitudinal studies
have not been completely consistent about risk factors, nor have they
provided data on a wide enough range of variables to establish who is at
greatest risk or to interpret why this should be the case. All too frequently,
samples have been too small to detect significant differences between sub-
groups, and there are reasons to question the reliability of patterns found in
the smaller investigations. Needed are large-scale longitudinal studies
that enable multivariate analysis for identification of the most powerful
discriminating variables.

The bereavement-mortality relationship: Theoretical
explanations

There are three types of explanation of the bereavement—mortality rela-
tionship: that the relationship is in some way spurious (i.e., due to arti-
facts); that it is due to indirect changes associated with the status of being
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widowed (i.e., stress, role change); or that direct, psychological factors are
responsible (i.e., broken heart). These explanations, and their physiological
mediators, are discussed next.

Artifacts

Some explanations that fall into this category are artifacts of classification.
Thus, certain statistical biases may occur. For example, the widowed
within any specific age category are older than their married counterparts.
Because higher age is associated with greater mortality, this could partly
account for the bereavement-mortality relationship. Also well documented
is a tendency for widowed persons to be underrepresented during the
collection of census data and overrepresented in the collection of mor-
tality statistics. This would exaggerate the true mortality associated with
widow(er)hood. However, although these age biases and documenta-
tion errors might explain some of the excess mortality in the large cross-
sectional surveys, they do not apply to carefully matched and controlled
longitudinal studies, where excess ratios are still found.

Selection could increase the similarity in health status between marital
partners and thereby the chances of them dying closer together. Because
marriage is a selective, competitive process, it seems reasonable to suppose
that healthy persons are more likely to be married and that they select
similarly healthy partners. Selection could happen in remarriage, too, so
that the healthiest widowed persons would be recategorized as married,
leaving more of the unhealthy in the widowed category. Again, though
this might explain some of the differences found in cross-sectional studies
(notably the high excesses for the young and for widowers, as remarriage
rates for these groups are the highest), longitudinal studies find excesses at
times when there is practically no remarriage, that is, during the first few
weeks and months of bereavement. The finding that remarried widowers
have far lower mortality rates (Helsing et al., 1981) could be interpreted as
supporting the selection hypothesis, but it could also be that marriage is
protective (e.g., through social support). It is also noteworthy that although
remarriage rates for the widowed have declined since 1965 (Bumpass,
Sweet, & Martin, 1990), widowed to married mortality ratios have in fact
increased (Mergenhagen et al., 1985). Taken together, these trends speak
against a selection interpretation.

Homogamy could operate in a number of ways: Not only would the healthy
marry the healthy, but they would most likely be of the same ethnicity, eat
the same diet (and be similarly obese or undernourished), take the same
amount of exercise, share the same risks (e.g., dangerous sports, smoking
and drinking habits), and breathe the same clean or dirty air (e.g., car-
cinomic exposure). The last aspect has been considered under the label joint
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unfavorable environment (cf. Kraus & Lilienfeld, 1959), which refers to the
possibility that a married couple may live under conditions that have
mutual, detrimental health consequences. Along similar lines, mutual infec-
tions and accidents could increase the size of mortality ratios for the widowed.
If both are infected or are in an accident together, they are more likely to
die closer in time than those who are not. This explanation fits the data
for the younger widowed, for among these groups accident rates are the
highest.

If homogamy, joint unfavorable environment, and common disease
etiology were valid explanations of the bereavement-mortality relationship,
one would expect a high concordance between causes of deaths of spouses.
As we reported earlier, this is not the case. On the other hand, testing these
hypotheses by examining the occurrence of identical causes of death in
spouses is not a perfect test. There is no direct one-to-one relationship
between a pathogenic factor and a disease. The relationship is much
more complex; for example, smoking can cause many different diseases
(cf. Campbell, 1986). Also, there are limitations in the data available
from death certifications. For example, important medical conditions
present at death may not appear on the death certificate (cf. Comstock &
Markush, 1986). These hypotheses have not yet been adequately tested,
and their impact on the bereavement-mortality relationship may have
been underestimated.

On the other hand, Helsing et al. (1982) controlled for most of these
artifacts (e.g., joint accident victims were excluded from the analysis) and
still found excesses. Other investigators (e.g., Mellstrom et al., 1982; Parkes
et al., 1969) also have assessed the possible contribution of such artifacts
to excess ratios, and none have argued that the relationship is spurious
because of these factors.

Researchers have paid less attention to other, potentially confounding
variables, for example, the possibility of undetected differences between
study and control groups (despite matching), which one might label the
confounding factors hypothesis. Socioeconomic status is one of these. For
example, Helsing and Szklo (1981) found their widowed sample to be of
lower socioeconomic status than their matched (by race, sex, age, and
geography of residence) married controls. Because lower social class is
associated with higher mortality, the higher rates of the widowed compared
to the married could reflect in part social class differences. Helsing and
Szklo did, however, use statistical techniques to make adjustments for this
potential confound. Clearly, others need to do the same.

Another concern is publication bias (i.e., the "file-drawer problem"; see
Begg & Berlin, 1988). In the present context this refers to the possibility
that only studies finding a relationship between bereavement and mortality
actually get published. However, this would not apply to the cross-sectional
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data, which are published by national agencies on a regular basis. Fur-
thermore, negative results seem to have been newsworthy enough in this
area to merit publication, as Table 12.1 shows.

In summary, it is quite possible that these various artifacts and biases
account for a small portion of the excess risk of bereaved persons, but they
are unlikely, even in combination, to provide an explanation of the total
effect.

Secondary consequences of bereavement

Theories that fall into this category focus on concurrent changes in the lives
of bereaved persons that might lead to heightened vulnerability. The two
major theories of this type are stress theory and role theory (see M. Stroebe
& Stroebe, 1983, and W. Stroebe & Stroebe, 1987, for more detailed
accounts).

The basic assumption of stress theory is that stressful life events play an
important role in the etiology of various somatic and psychiatric disorders.
Stressful life events may precipitate the onset of physical or mental disease,
particularly if a predisposition toward that disorder already exists. The
negative impact of psychosocial stress on health appears to be mediated by
two types of mechanisms. The first of these is a direct effect, through the
brain's influence on physiological responses to psychosocial influences. For
example, there is evidence that stressful life events can impair immune
function and increase susceptibility to infectious diseases and increase
cancer risk (see Kim & Jacobs, this volume; Laudenslager, Boccia, & Reite,
this volume). Stress has also been shown to result in endocrine changes that
contribute to coronary heart disease (cf. O'Leary, 1990; W. Stroebe &
Stroebe, 1987). The second mechanism involves an indirect effect, whereby
stressful life events result in health-impairing behavior patterns. There is
some evidence, for example, that bereaved individuals tend to increase
cigarette smoking, drink more alcoholic beverages, ingest more psycho-
tropic drugs, and adopt irregular and unhealthy eating habits (cf. W.
Stroebe & Stroebe, 1987).

Psychological conceptions of stress have emphasized its interactive
nature. According to the definition offered by Lazarus and Folkman (1984),
"Psychological stress is a particular relationship between the person and
the environment that is appraised by the individual as taxing or exceeding
his or her resources and endangering his or her well-being" (p. 19). Thus,
cognitive models of stress (e.g., Lazarus & Folkman, 1984) and more
narrowly focused approaches, such as the deficit model of partner loss
(W. Stroebe & Stroebe, 1987), focus on the situational demands charac-
teristic of widow(er)hood and of the coping resources needed to deal with
these demands. The deficit model, for example, addresses the types of
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support (social, emotional, validational, and instrumental) that marital
partners had provided for each other and that others in the postbereave-
ment period would need to take over.

In contrast, role theories focus on the roles played by persons in different
marital statuses that may differentially expose them to risk (see, e.g., Gove
1972, 1973; Lopata, 1973a). Thus, Gove (1972, 1973) attributed the lower
mortality rates of married individuals to the fact that they have close
interpersonal ties, which minimizes the strain of their roles. Gove argued
that marriage benefits women less because they do not receive so much
gratification from their one major role, that of being housewife, whereas
men obtain gratification from being the head of the household and bread-
winner. Although marital roles have changed in recent years, there is
evidence that sex differences in role satisfaction still pertain (W. Stroebe &
Stroebe, 1991).

Stress and role theories make similar predictions about the consequences
of bereavement on life expectancy. Both account quite well for certain of the
findings reported here, including most of the subgroup differences. Each
can explain the gender differences in mortality among the widowed. Both
types of theory hold that marriage is more protective for men, and that the
effects of loss will therefore be greater for men. That remarriage lowers the
mortality risk for widowers but not for widows is consistent with this
argument. Also, we noted earlier the high vulnerability of widowers (par-
ticularly younger ones) who had lost their spouses suddenly. Undoubtedly,
such an unanticipated death would be highly stressful and the possibility of
adjusting to the new single role particularly difficult. Because loss of a
young wife is relatively rare, there is less support from the environment, less
knowledge of how to cope, more likelihood that one is the "odd man out,"
and so on.

However, role theory is less helpful in explaining the finding that middle-
aged widows are especially vulnerable after an extended terminal illness of
the spouse. Stress theory, on the other hand, would point to the strain of
care giving, which is more typically carried out by female rather than male
relatives.

These theories would also predict the peak in risk shortly after loss
(although not, as we argue later, for the massive increase in suicides in the
first week), for this is the time of greatest change and stress. Such theories
also could explain why, in the loss of a child, widowed but not married
parents have higher mortality. The former have lost the roles of both spouse
and parent. Further, they are deprived of the potential support and com-
panionship of a child for the rest of their lives. The married, on the other
hand, appear to be protected by their marital partners from elevated risk of
mortality following loss of their child, although, as Sanders (this volume)
concludes, there are dire consequences of child loss on married parents,
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too, including excessive divorce and separation rates compared with
nonbereaved parents.

What about the suggestion that grandparents die after the death of a
grandchild? It might not seem that the role of grandparent would be close
enough to have such severe consequences. However, grandchildren can
become invested with tremendous symbolic importance. For example,
Parkes (1984) described how in Israel, where the Roskin (1984) study was
conducted, the death of a child and grandchild "strikes at basic assump-
tions which underlie the whole exodus" (p. 26). To ensure the future of
generations is a major concern for all Jewish people.

All in all, role and stress theories do provide fairly adequate explana-
tions of the bereavement-mortality relationship. Following the preceding
analysis, it remains plausible that those bereaved who find life most stress-
ful and/or the change in roles hardest to adjust to will be at high risk of
mortality. Nevertheless, this does not rule out the possibility of other
explanations, to which we turn next.

The direct consequences of loss

The final category of explanations, which we term the broken heart hypothesis,
focuses on the loss of the beloved person, per se, not on other changes
associated with the loss. Psychological theories explain the bereavement-
mortality relationship in terms of emotion; it is grief for the loss of a loved
person that is said to cause such a dire consequence as death. Hopelessness,
loss of the will to live, and the desolation of grief are seen as mediators in
this process. Clearly, depression theories belong within this framework. Yet
they have rarely been used to explain the bereavement-mortality relation-
ship, despite the fact that the major theoretical contributions to the area
of bereavement, namely, Freud's (1917a) psychoanalytic and Bowlby's
(1980/1981) attachment models, are both theories of depression (for
detailed accounts, see W. Stroebe & Stroebe, 1987). These theories do, it
must be added, undermine the romanticism of the broken heart hypothesis
in that they incorporate constructs such as dependency, guilt, and insecure
attachment as responsible for poor bereavement outcome rather than a
close and loving relationship.

Just as role and stress theories seemed highly consistent with the pattern
of results reported earlier in this chapter, so, too, does the broken heart
hypothesis. That there is a peak risk soon after loss is understandable from
this perspective. Similarly, excessive causes of death reflecting a lack of the
will to live (e.g., suicide), failure to care for oneself (accidents), immune
system depression (infectious diseases), or unhealthy living (liver cirrhosis)
could all be seen as direct consequences of grief. The very high risk of
suicide just after the loss (at a time when role changes have hardly had time
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to become evident) likewise supports a desolation explanation. Finally, that
the effect is found in many different cultures and time periods, and for loved
ones other than marital partners, despite differences in relationships and
roles - all support a broken heart phenomenon.

Harder to explain from this perspective are the gender differences. Why
(unless men love their wives more than their wives love them) should
widowers be at relatively greater risk of dying than widows? An explanation
in terms of the stress and role models seems more plausible. Similarly, if it
is grief over the loss of a loved one alone that causes death, it would be hard
to explain why social support in bereavement should affect longevity.

In support of the broken heart hypothesis, it could be argued that
depression (which is a dominant symptom of grief) has well-established
physiological consequences, for example, on the immune system (see Irwin
& Pike, this volume). Thus, given that these physiological changes lead to
physical health debilities, it seems reasonable to assume that a "broken
heart" underlies many different causes of death in the bereaved. However,
physical consequences of stress are equally well established, so the phy-
siological changes could as well be interpreted in terms of stress and role
theories.

Conclusions

In this section we have considered three types of explanation of the be-
reavement-mortality relationship. Artifacts and biases cannot explain more
than a small part of the excesses. Explanations focusing on the secondary
consequences of loss, as well as on direct effects, seem more plausible. Role
and stress theories better explain the gender and social support differences.
In contrast, the broken heart hypothesis seems a more viable explanation
for certain other findings, notably the excess suicide rates immediately after
death and the universality of the effect. Currently available data do not
consistently support the one type of explanation over the others. In fact, the
three explanations are neither completely contradictory nor mutually
exclusive. It seems highly likely that both direct consequences, or a broken
heart, and secondary effects, such as life-style changes, either alone or in
combination (which will vary from one person to another), are responsible
for the bereavement—mortality relationship.

Implications

We conclude from this review that mortality risk clearly increases for the
bereaved. This effect has been shown across a wide range of cultures,
historical periods, types of relationships, and even socioeconomic groups.
We believe that the first few weeks and months are the most critical, but
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that substantial risk persists for longer than this period, particularly for
causes of death with longer latencies. Widowers are at more excessive risk
than widows (who are, however, also at greater risk than nonbereaved
controls). The younger are relatively more affected than the older. These
conclusions depart considerably from those of earlier reviews in the field.
Furthermore, in contrast to earlier reviews (e.g., Jacobs & Ostfeld, 1977;
Kraus & Lilienfeld, 1959), recent research has enabled us to identify
further subgroup differences, permitting more detailed evaluations of the
various theoretical interpretations. Such analyses suggest that the broken
heart hypothesis alone cannot explain the bereavement-mortality rela-
tionship. Secondary changes associated with loss, as identified by stress and
role theorists, are also, though not exclusively, responsible.

If this analysis is correct, it provides a note of optimism. That is, if the
cause lies not only in the emotional grief response but also in the additional
strains associated with the widowed or bereaved role, then others can do
much to help compensate for the various deficits and buffer the bereaved
against this most dire consequence of loss.
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Psychological resilience among
widowed men and women: A 10-year
follow-up of a national sample
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Students of stress, illness, and adaptation have taken a particular interest in
bereavement, and with good reason. Death of a spouse is consistently rated
as the most stressful of normative events (Holmes & Rahe, 1967), requiring
the maximal readjustment in life; it is also a common experience, which
nearly half the population will eventually face. The intensity and frequency
of this stressor make it of undeniable social importance. At the same time,
there are powerful methodological advantages to the study of bereavement
for an understanding of stress, coping, and adaptational processes. Because
death of spouse is an objectively verifiable event generally beyond the
control of the widowed individual, artifacts that plague the study of stress
and illness (Schroeder & Costa, 1984) can be minimized.

The results of bereavement studies provide mixed support for the view
that life stress causes subsequent mental and physical illness and mortality.
Some studies show excess mortality, particularly for males, in the year or
two following bereavement (Helsing, Szklo, & Comstock, 1981; Parkes,
Benjamin, & Fitzgerald, 1969), but there are methodological difficulties
with most studies of mortality (M. Stroebe, Stroebe, Gergen, & Gergen,
1981; Susser, 1981). Studies of health after bereavement are also com-
plicated by the problems of disentangling subjective health perceptions
from objective disease processes (Costa & McCrae, 1985a), and one of the
few studies to use as control variables baseline measures taken before the
loss event concluded that, "using a variety of health indicators, the effects
of these [bereavement] events were either nonexistent or slight and brief. In
fact, health improved over the long term following bereavement" (Murrell,

The NHANES I Epidemiologic Followup Study was jointly initiated by the National Institute
on Aging and the National Center for Health Statistics, and has been developed and funded by
the National Institute on Aging, National Center for Health Statistics, National Cancer
Institute, National Heart, Lung, and Blood Institute, National Institute of Arthritis, Diabetes,
and Digestive and Kidney Diseases, National Institute of Mental Health, National Institute of
Alcohol Abuse and Alcoholism, National Institute of Allergy and Infectious Diseases, and
National Institute of Neurological and Communicative Disorders and Stroke.
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Himmelfarb, & Phifer, 1988, p. 104). However, most studies report a
variety of adverse psychological effects (Gallagher, Thompson, & Peterson,
1981), at least at moderate levels (Feinson, 1986) and for a limited time,
and a recent review of the effects of life crises (including bereavement) on
psychopathology concluded that "a substantial minority of respondents -
between 20% and 40% - do not recover fully from the crisis despite the
passage of time" (Kessler, Price, & Wortman, 1985, p. 537).

Most research on the effects of bereavement and widowhood has concen-
trated on the period immediately after loss of the spouse, up to about 2
years. This focus is understandable given the dominant paradigm of stress
research, which holds that adverse effects stem from the efforts needed to
readjust to routine living after a disruptive event (Rahe, 1968). There
is, however, another view, according to which daily hassles (Kanner,
Coyne, Schaefer, & Lazarus, 1981) and continuing role-related strains
(Pearlin, Lieberman, Menaghan, & Mullen, 1981) may have as much or
more effect on well-being as do major life events. It seems clear that
widowhood will lead to increased strains for many people: Death of a
spouse means the loss of social, emotional, and physical support, and
frequently entails a notable reduction in income. Because of the prepon-
derance of widowed women, remarriage is not an option for most widows,
and they must cope with these losses for the remainder of their lives. Will
they - or a substantial minority of them - also continue to have lowered
levels of well-being and impaired psychosocial functioning for the rest of
their lives, or is adaptation primarily a matter of time? That is the question
addressed in this chapter.

Follow-up of a national survey

The National Health and Nutritional Examination Survey (NHANES) I
Epidemiologic Followup Study (Coroni-Huntley et al., 1983) provides an
opportunity to examine the long-term consequences of bereavement and
widowhood in a large national sample followed over a 10-year interval.
Between 1971 and 1975, a total of 14,407 noninstitutionalized men and
women between the ages of 25 and 74 were interviewed to obtain infor-
mation on marital status, education, age, and a variety of medical and
nutritional variables. The design for the NHANES I survey (National
Center for Health Statistics, 1973, 1978) systematically oversampled certain
groups, including women of childbearing age, elderly adults, and indi-
viduals below the poverty level. Seven to 12 years later, 13,380 respondents
were located for follow-up or identified as deceased. Respondents lost to
follow-up were about 11 years younger than those who were located and
somewhat more likely to be women; they did not differ in initial levels of
education or self-rated health. Because equal proportions of those initially
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married (94%) and widowed (93%) were traced, it seems unlikely that the
results to be reported are seriously distorted by selective attrition among
the widowed. Those who were willing and able to be reinterviewed (92%
of the initially married and alive at follow-up and 90% of the initially
widowed and alive at follow-up) gave information on household size, family
income, social network size, self-rated health, activities of daily living,
personality traits, and psychological well-being. (Note that Ns vary in
different analyses due to missing data.) Sample frequencies for respondents
initially widowed or married are given in Table 13.1.

Neither the original survey nor the follow-up provided information on the
date or nature (e.g., accidental; following prolonged illness) of the spouse's
death — variables of central importance in understanding the processes of
coping and the timing of psychological recovery. However, the data do
allow certain inferences. Individuals who were widowed at baseline can be
compared to those who were married in terms of subsequent mortality in
the 10-year follow-up period. Examination of follow-up data on individuals
who were widowed at both surveys will give information on the long-term
consequences of bereavement and continued widowhood. Do individuals
adapt to their status and show no lasting psychological effects, or do
the chronic strains of single status lead to changes in personality or
deterioration of health, ability to function, or subjective well-being?

Two groups were compared with the long-term widowed: those who were
married at first administration but were widowed at second, and those who
were married at both surveys. It would also be reasonable to consider the
group of individuals who were widowed at the first survey and subsequently
remarried. However, among women in particular, this was so small a group
that meaningful comparisons could not be made. The majority of analyses,
therefore, are confined to a comparison of three groups: the long-term
widowed (LTW), those widowed between surveys (WBS), and the long-
term married (LTM). Again, the date of bereavement was not available at
follow-up, so individuals in the second group might have been widowed
shortly before follow-up or as much as 12 years earlier. It should also
be noted that these categorizations are based only on a consideration of
marital status at the times of the surveys; it is possible, therefore, that some
respondents were widowed and remarried, or remarried and widowed
again, in the interval between surveys. It is unlikely, however, that this
happened often enough to distort results systematically.

Widowhood and mortality

The first question of interest concerns mortality: Are widowed men and
women more likely to die in a 10-year interval than their married counter-
parts? To see if widowhood increased the risk of earlier mortality, a Cox



Table 13.1. Summary of sample frequencies

Status

Initial survey
Located at follow-up

Alive at follow-up
Marital status at follow-up

Married
Widowed

Status at

Married

Men

Age
25-64

3,333
3,131
(94%)
2,856

2,383"
65*

initial survey

Age
65-74

1,463
1,426
(97%)

781

578"
117*

Women

Age
25-64

5,006
4,624
(92%)
4,472

3,433*
344*

Age
65-74

949
919
(97%)
662

290*
321*

Widowed

Men

Age
25-64

65
55
(85%)
41

8
26f

Age
65-74

171
155
(91%)
67

11
50f

Women

Age
25-64

382
350
(92%)
319

40
253f

Age
65-74

870
830
(95%)
554

15
470f

a Long-term married (LTM) respondents.
* Widowed between surveys (WBS) respondents.
c Long-term widowed (LTW) respondents.
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proportional hazards analysis was conducted examining length of survival
after the initial survey for men and women initially age 65 and older and
either married or widowed. Because the widowed were about 1 year older
and somewhat less well educated even within the 65-and-over group, age
and years of education (as well as sex) were also included in the model.
Age, sex, and education were all significant predictors of survival, but
initial marital status was not.

These analyses are admittedly approximate. Some of those classified as
initially married may have been widowed before they died. Additionally, it
might be argued that the long-term widowed were a select group, the more
vulnerable individuals having died before the survey began; very recently
widowed individuals may well have declined to participate in the initial
survey. Within this group of respondents, however, widowhood itself was
not consistently associated with significantly increased mortality.

Life-style changes

The failure to find differential mortality due to marital status does not
gainsay the profound effects of widowhood on the individual's life. For
example, within the group of individuals initially over age 65, 3.0% of those
married at the time of the follow-up were living in sheltered housing, a
nursing home, or other institution; by contrast, 10.8% of those who were
widowed at the time of the follow-up were institutionalized. This asso-
ciation remained statistically significant when both age and education
were controlled. Note that institutionalized respondents were included in
the follow-up, so the disproportionate institutionalization of the widowed
should not bias results.

Similarly, widowhood was associated with a reduction in family income
for both sexes. Total family income from all sources was coded into 14
categories, from under $3,000 to over $100,000 in the past year. Among
those initially 65 and older, both widows and widowers reported sig-
nificantly lower income than did married women and men. Perhaps the
most revealing statistic is that 12.2% of the widowed had incomes of less
than $3,000 in the past year, whereas only 4.5% of the marrieds had so
little income. Expenses are doubtless lower for a single person than for a
couple; but with many fixed costs, it seems likely that the widowed, both
men and women, bear more than their share of economic hardship.

Social and psychological outcomes

Analyses of covariance (ANCOVA) within sex were conducted to compare
the three marital status groups on a number of variables relevant to social
and psychological functioning; men and women initially over age 65 were
included in these analyses. Social Network Size is a single-item variable
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that asks respondents to estimate the number of relatives and friends whom
they feel close to, can talk to about private matters, and can call on for
help; responses are coded on a 6-point scale from none to twenty or more.
Activities of Daily Living is the sum of 26 items (e.g., "turn faucets on or
off," "comb your hair") coded from (1), no difficulty to (4), unable to do. Self-
Rated Health is coded on a 5-point scale from excellent to poor; higher scores
indicate poorer perceived health. Extraversion and Openness to Experience
are short versions of personality measures taken from the NEO Personality
Inventory (Costa & McCrae, 1985b); validity data are given elsewhere
(Costa & McCrae, 1986). The traits of Extraversion and Openness are
generally stable in adulthood; however, it might be hypothesized that
individuals would become more introverted or closed to experience as a
result of significant life experience such as widowhood. The General Well-
Being Scale (GWB; Dupuy, 1978) is a 10-item version of the original 18-
item scale (see Costa et al., 1987b, for information on validity and age
relations). The GWB measures subjective well-being in the areas of health,
energy level, interest in life, cheerful mood, relaxation, and emotional and
behavioral control; questions ask respondents how they have felt "during
the past month." Finally, the CES Depression Scale (CES-D; Radloff,
1977) is a 20-item measure of depressive symptoms widely used in epi-
demiological research.

After correcting for the effects of age and education in the ANCOVA,
none of these seven variables systematically distinguished the widowed
from their married counterparts. Even the unadjusted means given in Table
13.2 show little difference. Indeed, the sole statistically significant finding
was that the WBS women rated their health a bit better than long-term
married or widowed women - a rinding that runs counter to the usual
expectation that bereavement will lead to lowered health and well-being
(Thompson, Breckenridge, Gallagher, & Peterson, 1984).

Analyses were also conducted for women initially under the age of
65. Both LTW and WBS women reported more difficulty in performing
activities of daily living and higher levels of CES-D than LTM women, and
LTWs had smaller social networks, but these effects were quite small
in magnitude. There were no effects on Self-Rated Health, Extraversion,
Openness to Experience, or General Weil-Being. These cross-sectional data
suggest there may be some long-term effects of widowhood in younger
women, although they appear quite modest in magnitude. (There were too
few younger widowers to justify separate analyses of men.)

Longitudinal changes in self-rated health and well-being

All the analyses reported so far have considered only cross-sectional out-
come data, essentially asking whether the widowed differ from the married



Table 13.2. Mean levels of measures of psychosocial status and functioning for three marital status groups

Follow-up variable

Social network
Activities of daily living
Self-rated health
Extraversion
Openness
GWB
CES depression
Age
Education

Ns

Men 65-74

LTM

3.94
30.97

3.12
17.59
10.52
51.01
8.36

78.36
9.32

483-572

.-

WBS

3.61
33.18

3.05
18.03
10.41
49.99
10.82
79.72
8.74

93-117

LTW

3.66
33.78

3.28
17.43
10.53
49.39

9.71
80.82

7.59
35-49

P

ns
ns
ns
ns
ns
ns
ns
—
—

Women 65-74a

LTM

3.82
34.54
3.10

16.99
11.38
45.91
10.43
78.16
10.28
235-290

WBS

3.82
36.87
2.97

17.25
11.01
47.73
10.80
78.95
9.10

253-320

LTW

3.61
38.71
3.20

17.18
10.85
46.40
10.63
79.54
9.19

368-465

P

ns
ns
.05
ns
ns
ns
ns
—
—

Women 25-64'

LTM

3.64
27.80
2.37

18.33
12.24
49.02

8.37
49.90
11.87
3,220-3,432

WBS

3.70
30.83
2.85

17.58
11.81
47.04
10.59
60.96
10.40
311-341

LTW

3.51
30.49

2.98
17.47
11.63
48.69
10.49
63.22
9.83

230-251

P

.05

.001
ns
ns
ns
ns
.01
—
—

"Means are unadjusted; p values are given after covarying age and years of education; ns = not significant.
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at a certain point in time. One potential problem with these analyses is that
they do not take into account the baseline status of the three groups.
Because individuals are not randomly assigned to the status of widowhood,
it cannot be assumed the groups were necessarily equivalent before the
event; unknown initial differences might obscure the effects of widowhood
on adjustment. For example, widowed individuals (WBS) may have been
higher in well-being than the married individuals at the beginning of the
study and suffered a relative loss of well-being over the interval, so that
at follow-up they showed the same level of well-being as the married
individuals.

Another way of examining the long-term effects of widowhood - and one
with more statistical power - employs both pre- and postevent assessments
in a repeated-measures analysis that controls for any initial differences
between the groups. Unfortunately, not all the variables of interest were
measured in the original survey, and those that were measured were given
only to randomly selected subsamples. It is, however, possible to examine
three variables using a repeated-measures design: Self-Rated Health, the
10-item GWB scale, and the CES-D measure. The GWB and Self-Rated
Health were gathered on a representative subsample of 6,913 respondents
at the time of the initial survey. Of these individuals, 3,988 men and women
could be classified as LTM, LTW, or WBS, and provided data on the
GWB at follow-up; 4,066 provided data on Self-Rated Health. In the
original survey the CES-D was given only to a further subsample; follow-up
data were available from 1,676 respondents. For these three variables,
respondents were classified by marital status but collapsed across age and
sex to provide reasonably large cells, and repeated-measures analyses of
variance were conducted.

The key term in these analyses is the Status X Time interaction, which
shows the impact of differing widowhood statuses over time. (Note that in
the analysis of Time and the Status X Time interaction, each subject serves
as his or her own control, so it is unnecessary to use covariates.) Several
hypotheses might be considered. For example, we might expect that the
chronic strains of widowhood would result in lowered well-being in the
long-term widows relative to the long-term married respondents. Con-
versely, we might expect that processes of adaptation would lead to an
improvement in well-being among the long-term widowed, who may have
been lowest in well-being at the time of the initial survey. Or we might
hypothesize that the largest change in well-being would occur for those
individuals who were married at the initial survey, but widowed at follow-
up.

The results for Self-Rated Health showed a significant decline over time
for the whole group (p < .001), and there was also a significant interaction
effect: Both LTMs and LTWs reported a decline in health over the follow-
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up interval, whereas - somewhat unexpectedly - Self-Rated Health did not
change for the WBSs. It is essential to keep in mind, however, the very
limited magnitude of these effects: Omega-squared analyses showed that
both effects accounted for less than one-half of 1 percent of the variance in
Self-Rated Health. Mean health problems increased over the follow-up
interval from 2.47 to 2.58 - about one-tenth of one standard deviation. The
somewhat counterintuitive finding of sustained health levels among the
more recently widowed is therefore perhaps best regarded as an anomaly.

Results from the longitudinal analyses of the GWB and CES-D were
clearer, and in conformity with the outcome analyses reported earlier:
Neither variable showed a mean change over the interval, and there were
no significant interaction terms. These findings are consistent with other
longitudinal analyses of well-being (Costa et al., 1987b) and with analyses
of the influence of other major life statuses and changes on well-being
(Costa et al., 1987a).

Discussion

The message these data seem to convey is clear: In the long run, although it
affects life-style, widowhood does not appear to have any enduring effect
on psychosocial functioning in older men or women, nor much effect in
younger women. Although it seems counterintuitive, this result is consistent
with much recent literature. Indeed, W. Stroebe and Stroebe conclude that,
in general, "after twelve to eighteen months most bereaved begin to recover
and ultimately show little sign of psychological or physical damage" (1987,
p. 121). Nevertheless, the findings are striking enough to warrant a more
detailed consideration.

Readers who expected to see more pronounced effects may suspect that
artifacts are responsible for the largely null findings reported here. The
adequacy of the dependent measures is not really in doubt, since most have
been used repeatedly in epidemiological and clinical studies, and have
shown more than acceptable levels of reliability and validity. Even the
single-item Self-Rated Health measure had a 10-year retest reliability of .56
(p < .001) in this sample.

More difficult to assess is the possible effect of sampling. The NHANES I
was a carefully drawn national probability sample, and probably came as
close to a truly representative sample as social scientists ever attain. Still,
some individuals could not be located, or declined to participate in the
initial survey or follow-up, and it is possible that bereaved individuals
(particularly quite recently bereaved individuals) were disproportionately
represented in the group of non-participants. The data showed that widows
and widowers are more likely than married persons to be institutionalized,
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and the original NHANES I Survey excluded institutionalized individuals
(although institutionalized persons were included in the follow-up). It is
possible that there is a subset of individuals for whom widowhood is
a source of significant and lasting psychosocial disability, culminating
perhaps in institutionalization and premature mortality. Long-term
prospects for adaptation are clearly moot for those individuals who die
shortly after bereavement. Also, recall that the date of bereavement was not
asked in this study, so that the period of survival since bereavement is
unknown.

One methodological consideration of importance in comparing the
present study to others is that here neither respondents nor interviewers
were aware that widowhood was to be a variable of interest. By contrast,
Lehman, Wortman, and Williams (1987) recruited bereaved respondents
with a letter explaining that their study "would focus on the consequences
of serious motor vehicle accidents" (p. 220). Their procedure may have
primed bereaved respondents to report more psychological impairment
than they otherwise would have. (It is also possible that accidental deaths,
which are unexpected, have more enduring consequences than deaths due
to illness.)

Data from the present study show that for most people neither bereave-
ment nor the subsequent burden of widowhood (Lopata, 1975c) has an
appreciable long-term impact on psychosocial functioning. Older widowed
men and women have as many friends and confidants, believe themselves to
be as healthy, and are as able to perform daily activities as are older
married individuals; they do not differ in the personality traits of Extra-
version or Openness to Experience, nor in morale or the presence of
depressive symptoms. Clearly, the great majority of individuals show con-
siderable ability to adapt to a major life stress and continuing life strains -
an ability we would call remarkable if it were not so nearly universal a
process (cf. Brickman, Coates, & Janoff-Bulman, 1978).

These signs of psychological resilience are in fact remarkable only in
comparison with our expectations. Grieving individuals may find it difficult
to believe they will ever return to their previous level of happiness or
interest in life, and may even continue throughout their lives to believe they
were happier before bereavement by reconstruing their personal history
(Lopata, 1981; Ross & Conway, 1986). Social scientists in general tend
to attribute well-being to environmental rather than dispositional causes
(Costa et al., 1987a), and they too may expect a more enduring impact of
bereavement. In fact, however, individuals adapt to a great variety of
stressors in a relatively short period (e.g., Cassileth et al., 1984; Ormel,
1983); they reconstruct social networks when these are disrupted (Costa,
Zonderman, & McCrae, 1985), and they show enduring personality dis-
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positions despite a variety of social and physiological changes and personal
experiences (McCrae & Costa, 1984).

It should be emphasized that these findings do not mean the loved one
has been forgotten or the sense of loss does not remain. Bereavement may
be a central event in people's life histories, with a profound and enduring
effect on their sense of identity. But individuals learn to accept their loss,
and it appears widowhood ultimately ceases to have much effect on day-to-
day mood and functioning.

The 2-point data of the NHANES I and its follow-up provide impressive
evidence of the fact of psychological resilience, but frustratingly few clues to
its course or nature. Indeed, terms like adjustment and resilience imply a
return to normal following a disruption; however, for many of the variables
examined here, such as Extraversion and Openness and Activities of Daily
Living, we do not know whether bereavement ever had an impact. Lowered
well-being shortly after bereavement is, of course, well documented, but the
rate of recovery cannot be estimated from the NHANES data - except to
put an upper bound of 10 years to the recovery process.

If a long-term effect of widowhood had been observed, we might have
divided respondents into those who had shown recovery and those who had
not, and might have sought variables that might moderate the response
to bereavement. It appears, however, among survivors, nearly everyone
ultimately adjusts psychologically (though more of the widowed above age
64 become institutionalized), and the key question may concern individual
variation in the length of recovery. What features of social support,
economic advantage, personality traits, or coping styles lead to an earlier
return to baseline? This is a central question for future research on bereave-
ment (cf. Kessler et al., 1985).

Note that we have posed the question in terms of "return to baseline"
rather than "return to mental health" or some other absolute standard.
Psychological well-being is deeply rooted in enduring personality dis-
positions (Costa & McCrae, 1980, 1984), and individuals have their own
characteristic level of morale or satisfaction that, unfortunately, is not
always high. Ignoring this fact can lead to misinterpretations of data.
Depression following bereavement need not be due to bereavement: Prior
dispositions, or an interaction of dispositions with the experience of
bereavement, may be responsible. Characteristics of depressed widows and
widowers, such as few social supports (Costa et al., 1985) or the use of
ineffective coping strategies (McCrae & Costa, 1986), may instead be
correlates of their personality traits, with no causal influence on the process
of recovery from bereavement. Prospective longitudinal studies, in which
individuals are used as their own controls, provide the best way to avoid
these problems.
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Some social implications

That the great majority of men and women show psychological recovery
after widowhood does not mean that bereavement is not a major trauma,
nor that society is doing enough to assist and speed the recovery. How
many days of depression did the individual endure before returning to his
or her usual level of well-being? How much time was lost from work, how
many extra medical visits were made during the period of mourning? How
much burden was placed on friends and family? How much creativity and
altruism and humor was sacrificed? To see the results of the present study
as support for nonintervention would be as erroneous as to discount the
horrors of war on the basis of later economic recovery.

Limited as they are, the present data suggest two inferences: Interven-
tions aimed at ameliorating psychological distress and psychosocial impair-
ment should focus on recently widowed individuals, and interventions for
the long-term widowed should emphasize objective sectors of life quality
rather than subjective well-being (Lawton, 1983). The higher incidence of
institutionalization and the lower level of income among the widowed point
to clear problems that need to be remedied. That individuals can show high
levels of subjective well-being despite poverty and poor housing does not
mean these are desirable (or even tolerable) states. Needs assessment in the
widowed, as in other groups, should address objective needs.

These data do, however, put the fact of bereavement and its con-
sequences into perspective. They give the counselor an objective basis for
reassuring the grieving client that life will improve, and they allow the
social planner to estimate the well-being of the ever-increasing population
of widowed individuals. In a generation that has been alerted to the
dangers and ubiquity of stress, it may also be comforting to know that
human beings are highly adaptable creatures, and that in the long run the
great majority of us will be able to cope even with the most distressing and
disruptive of events.
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Determinants of adjustment to
bereavement in younger widows and
widowers

WOLFGANG STROEBE AND
MARGARET S. STROEBE

This chapter reviews the major findings of the Tubingen longitudinal study
of bereavement, an in-depth study of younger widows and widowers that
provides information about health deterioration following bereavement, the
course of recovery and coping strategies over a 2-year period, and the risk
factors that affect adjustment to the loss. The study employed methodo-
logical safeguards to avoid some of the pitfalls that typically threaten the
validity of in-depth studies of bereavement.

Background

When we planned our longitudinal study, the decline in mental and
physical health and general well-being following marital bereavement had
already been well documented (for reviews, see Osterweis, Solomon, &
Green, 1984, and W. Stroebe & Stroebe, 1987). A few earlier studies
(e.g., Clayton, 1979) had tended to minimize the severity of these effects.
However, epidemiological, clinical, and in-depth interview and question-
naire investigations strongly suggest otherwise. Although the majority of
bereaved manage to adjust to their loss without professional help, a sig-
nificant minority do succumb to a variety of ailments and ills, and the risk
of this persists for a considerable time.

Therefore, instead of merely charting the health consequences of marital
bereavement, it seemed important to identify the characteristics of people
who were likely to suffer long-term health impairment, because they were
the risk group that would need professional help. We investigated whether

The Tubingen longitudinal study of bereavement was funded by a grant from the Deutsche
Forschungsgemeinschaft to W. Stroebe. The authors are grateful to Dr. Giinther Domittner for
his assistance in planning and conducting this study and to Georgios Abakoumkin, who
assisted in analyzing the data.
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bereaved individuals' adjustment to loss was influenced by sociodemo-
graphic (e.g., socioeconomic status, age, gender) and individual (e.g.,
personality traits, religiosity) characteristics, by antecedent situational
factors such as the quality of the marital relationship, by mode of death
(sudden vs. expected loss), or by circumstances after the loss, like the extent
to which the bereaved received social support (cf. W. Stroebe & Stroebe,
1987).

Theoretical deficits of early research on risk factors

Our review of published evidence on risk factors for poor adjustment to loss
revealed that much of the early research had been conducted without the
guidance of a theoretical framework; and this lack appeared to reflect the
limitations of the then dominant theories of grief. For example, Freud's
psychoanalytic and Bowlby's attachment theories focus on the quality of
the relationship with the deceased as the major cause of pathological
developments in coping with loss (W. Stroebe & Stroebe, 1987). These
theories do not permit predictions about other factors known to influence
adjustment, such as the circumstances of the loss or the extent of social
support following the loss. Therefore, we developed the Deficit Model of
Partner Loss as a heuristic framework to guide our research (W. Stroebe &
Stroebe, 1987; W. Stroebe, Stroebe, Gergen, & Gergen, 1980, 1982).

The Deficit Model is an adaptation of interactionist cognitive stress
models to bereavement (e.g., French & Kahn, 1962; Lazarus, 1966;
Lazarus & Folkman, 1984). According to these models, critical life events
are stressful because they require major readjustment. The intensity of the
stress created by a life event depends on the extent to which the perceived
demands of the situation tax or exceed an individual's coping resources,
given that failure to cope leads to important negative consequences. The
Deficit Model assesses both the situational demands of spousal bereave-
ment and the coping resources available to the grieving individual to
predict the intensity of stress due to a loss (for an extensive description of
the model, see W. Stroebe & Stroebe, 1987). As a stress theory, the Deficit
Model allows a more detailed analysis of risk factors in bereavement than
the depression theories of Freud and Bowlby. Risk is not seen only as a
function of the relationship to the deceased; other intra- and interpersonal
factors also may be relevant. In particular, the model emphasizes an
interpersonal perspective, viewing social support as an important coping
resource. Furthermore, outcome is not seen only in terms of normal and
pathological grief (usually clinical depression). The model can also account
for the range of physical health consequences that have been linked to
bereavement.
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Empirical deficits of early research on risk factors

Because large-scale epidemiological surveys do not permit detailed assess-
ments of personality traits or coping processes, most research on risk factors
has relied on the in-depth study of small samples. The advantage of this
method is that it permits a more fine-grained analysis of predictors of
health risk and processes of coping with bereavement. However, these in-
depth studies also typically suffer from a number of weaknesses (cf. W.
Stroebe & Stroebe, 1987), which the Tubingen study was designed to
overcome.

Most studies concentrate on the elderly and on widows, who constitute
the largest subgroups of widowed, despite indications that it is the younger
widowed (Ball, 1977; Maddison & Walker, 1967), and particularly
widowers (cf. M. Stroebe & Stroebe, 1983), who are at greatest risk
(relative to comparison groups of the same age and sex). Few of these
studies include nonbereaved control groups (producing frequent confusion
of main effects with interactions). Also rare are longitudinal investigations
following the same sample across the first few years of bereavement to
examine patterns and rates of recovery and predictors of outcome. In the
Tubingen study samples of widows and widowers were interviewed three
times during the first 2 years following their loss, and measures of their
health and well-being were compared to those of a matched sample of
married individuals.

The Tubingen study was also designed to assess two biases inherent in
the design of in-depth studies that threaten the validity of the conclusions
drawn from previous research: selection and social desirability. First,
understandably, the recently bereaved are often not very willing to par-
ticipate in interviews regarding their loss. Because participation and health
status are likely to be related in bereavement studies, low participation
rates could therefore introduce a selection bias in findings about the health
consequences of bereavement. To assess this bias, the health status was
measured for some of the widowed who refused participation. Second, grief
is a central part of the widowed role, and there may be normative pressures
on the bereaved to report symptoms of depression. Social desirability biases
are therefore particularly critical in bereavement studies. It is surprising
that they have never been examined, as they are likely to increase the
number of symptoms reported by the widowed. To assess this bias, the
social desirability responses of the widowed in our study were related to
their self-reported health status.
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Method

Participants in the study were 60 widowed and 60 married individuals
under the age of retirement. Names and addresses of all persons in this
category who had been maritally bereaved for 4 to 7 months were supplied
by the municipal registrars in five towns in southern Germany. The
bereaved persons received a letter outlining the study and asking for their
cooperation. Out of respect for their bereaved condition, no pressure was
put on persons to participate, but individuals who refused interview par-
ticipation by phone were asked whether they were willing to complete a
short questionnaire.

Two hundred and seventeen persons had to be approached to achieve a
sample size of 30 widows and 30 widowers (mean age: 53.05 years) for the
interviews, but 24 of those who refused to participate in an interview filled
out the mailed questionnaire. Although at 28% the acceptance rate
for interviews was rather low, it is not atypical for research in this area
(M. Stroebe & Stroebe, 1989).

The 30 married women and 30 married men (mean age: 53.75 years)
who participated in the nonbereaved comparison group were individually
matched to the widowed by sex, age, socioeconomic status, and number of
children. They were recruited from addresses of a large number of matched
individuals supplied by the registration offices of the same five towns.
Letters were sent to these married individuals, explaining that we were
interested in the relationship between marital status and the quality of life,
and the same procedure was followed as with the bereaved. For the married
sample, the acceptance rate was 34%.

Of the individuals who agreed to be interviewed, 82% of the widowed
and 90% of the married participated in all three interviews. There was
no significant health difference between those who participated in three
sessions and those who dropped out. The participants were interviewed
three times. For the bereaved, the first interview was conducted 4 to 7
months, and the second interview approximately 14 months after the loss.
The third, and final, interview took place approximately 2 years after
bereavement.

Structured interviews as well as self-report scales were used for data
collection. The first two interviews were extensive sessions held at the
homes of the participants. The third interview was a shorter one, conducted
by telephone. At the end of each interview, participants were given (or at
time 3 sent) a questionnaire containing personality and health measures.
This questionnaire (with an additional page containing questions on socio-
demographic status) was also mailed to widowed individuals who declined
to participate in the study but were willing to answer some written
questions.
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Although a great number of self-report measures of psychological and
physical health as well as of grief-specific symptoms were included in this
study, this chapter is restricted to two of these health measures, a depres-
sion inventory and a measure of somatic complaints. However, the pattern
of health findings was very consistent across measures. Depression was
assessed by the German version of the Beck Depression Inventory, or BDI
(Beck, 1967; Kammer, 1983), a self-report scale that assesses the major
symptoms of depression (e.g., loss of interest in everyday activities, self-
reproach, sleep and appetite problems). Somatic complaints (e.g., dizziness,
difficulty in swallowing, indigestion, excessive sweating, restlessness) were
assessed by a symptom checklist (Beschwerdenliste, BL), which is widely used
in Germany and has high reliability (von Zerssen, 1976).

Whenever appropriate, data were analyzed using factorial analyses of
variance, usually with gender and marital status as one of the factors.
Sometimes hierarchical regressions were also employed. A detailed de-
scription of our methods of data analysis can be found elsewhere (M.
Stroebe & Stroebe, 1989, 1991; W. Stroebe, Stroebe, & Domittner, 1988).

Assessing biases in bereavement research

For a recently bereaved individual, the decision to participate in interviews
about his or her loss experience is likely to be influenced by current mental
and physical state. Selection could operate in two quite different ways: (1)
Participants might be more healthy than nonparticipants (the latter being
too depressed or too physically ill to participate), or (2) participants might
be less healthy than nonparticipants (the latter having no need to talk to
bereavement experts and being able to cope well by themselves). If the first
hypothesis were true, then conclusions from empirical studies about the
well-being and health status of the bereaved would be overly optimistic; if
the second were true, the consequences of bereavement would appear
unduly negative.

To our surprise, neither hypothesis was supported for the total sample.
Whereas the widows who refused to participate were less depressed than
those who participated, the pattern was reversed for the widowers. How-
ever, this sex difference in selection was limited to depression (BDI). No
such pattern was observed for somatic symptoms (BL).

Why should such differential selection have occurred? The second hypo-
thesis implies that the more emotionally distressed widowed would be more
interested in talking to a bereavement expert than those who felt better.
Although this hypothesis was apparently correct for widows, the opposite
hypothesis was supported for widowers. Due to the gender difference
in norms governing self-control of emotion in our culture, it is more
embarrassing for a man than for a woman to break down and cry during an
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interview. Fear of this happening could have led those widowers who felt
most depressed, and thus most likely to break down during the interview, to
refuse to participate. The selection effect that we found may thus reflect
a more general gender difference in coping styles. That the differential
selection only occurred for a test measuring depressive symptoms but not
for the test of somatic complaints is consistent with this interpretation.
Whether individuals suffered from a greater or smaller number of somatic
complaints had little bearing on their decision to participate in an interview
(for a more extensive discussion, see M. Stroebe & Stroebe, 1989).

To assess the impact of social desirability demands on health measures,
the sample was divided into two groups on the basis of scores on the so-
called lie scale of the Eysenck Personality Inventory, which was used as a
measure of social desirability response tendencies. If social desirability
affected self-reported health, the health differences between the married and
the widowed should be greater for individuals with high scores on the lie
scale than for low-scoring individuals. However, there was no evidence of
such a difference for any of the health measures at any of the three points in
time.

What are the implications of these findings for the interpretation of the
data on health consequences of bereavement? Because there was no demon-
strable effect of social desirability biases on the health measures employed,
social desirability can be disregarded as a potential cause of differences in
the health scores of the widowed and the married samples. Selection, on the
other hand, did have a noteworthy relationship to depression. Although
there were no overall differences in health between those who participated
and those who refused, there was a gender by participation status inter-
action on the BDI. The implications of these findings are that interview
studies overselect the better recovered widowers and the poorer recovered
widows. Thus, although selection should have little impact on overall
differences in the health of the bereaved and married samples, it is likely to
bias interpretations of sex differences in health outcomes of bereavement (at
least as far as depression is concerned).

Recovery from bereavement

The health impact of bereavement was examined by comparing the health
differences between the bereaved and married participants at the three
points in time. Table 14.1 presents the BDI and BL scores of the widowed
and married samples. At 4 to 6 months after the loss, the widowed had
higher levels of depressive and somatic symptoms than the married, but
they showed considerable improvement during the 18-month period of the
study. In addition, there were the usual gender differences (main effects)
in depressive and somatic symptomatology: Across all marital status
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Table 14.1. Means and standard deviations of the BDI and BL by marital status,
sex, and time for individuals who participated in all three interviews

Variable and time

BDIa

Time 1

Time 2

Time 3

BLb

Time 1

Time 2

Time 3

Measure

M
SD
M
SD
M
SD
(N)

M
SD
M
SD
M
SD
(N)

Married

Female

6.0
5.8
5.4
5.2
6.0
5.8

(25)

18.0
11.5
18.6
12.0
20.2
14.8

(25)

Male

3.6
4.2
5.0
6.2
3.8
4.6

(28)

14.0
9.2

13.6
9.7

12.8
8.1

(28)

Widowed

Female

11.4
7.7
9.7
8.7
9.4
7.8

(26)

25.7
17.0
20.6
16.2
20.8
15.2

(27)

Male

8.4
7.3
6.7
6.6
4.3
5.7

(22)

20.2
14.2
18.3
12.9
14.3
11.7

(22)

a Higher means indicate more depression (maximum score: 60).
b Higher means indicate more psychosomatic symptoms (maximum score: 56).

categories and the three points in time women had higher symptom levels
than men.

To evaluate the seventy of the health consequences of bereavement, we
used the cutoff points suggested by Beck (1967) to assess the percentages of
married and widowed individuals who could be categorized as at least
mildly depressed (a score of 11 and above). At 4 to 7 months after their
loss, 42% of the widowed (as compared to 10% of the married) had scores
on the BDI that indicated at least mild depression, a difference that
was statistically significant (chi-square). Two years after the loss, the
percentage of widowed with BDI scores that indicated at least mild de-
pression had fallen considerably, but at 27% was still significantly higher
than the 10% figure for the married.

Severity of symptoms on the BL was defined in terms of the distribution
of the scores of the married controls. The cutoff point for severe symptoms
was set at 2 standard deviations above the mean of the married controls for
the BL. At the first interview 20% of the widowed (as compared to 3% of
the married) had BL scores above the cutoff point, but the percentage was
down to 12% after 2 years and was no longer significantly different from
that of the married individuals.
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Thus, the findings of this study support the expectation that the first 7
months following a loss are characterized by high levels of depressive
symptoms and somatic complaints. Additional data indicate that during
that period 13 of the 60 bereaved reported an increase in the use of
psychotropic medication, whereas none of the married did. Similarly, 19 of
the bereaved but only 4 of the married reported instances of new illnesses
for the 4 to 7 months after bereavement (or a comparable time period in the
case of the married controls).

Even though the health of the widowed showed significant improvement
over the 2 years of our study and was finally no longer significantly different
from that of the married when average scores were considered, nearly a
third of the widowed were still mildly to moderately depressed 2 years after
their loss. Thus, although the majority of the bereaved recovered over the
2-year period, a significant minority did not. In the next section an attempt
is made to identify this subgroup of high-risk individuals.

Risk factors in bereavement outcome

Risk factors in bereavement are characteristics of bereaved individuals
or features of their situation that increase their vulnerability to the loss
experience (vulnerability factor) or slow down adjustment to widowhood
(recovery factor). Because most potential risk factors in bereavement are
also associated with poor health outcome in the general population, it is
insufficient merely to show that their presence in a bereaved sample is
related to health impairment. It has to be further demonstrated that the
health deterioration observed in the bereaved is caused by difficulties
in adjusting to widowhood that are due to the presence of the specific
risk factor. For example, the finding that widows have higher levels of
depressive symptomatology than widowers has frequently been interpreted
as a gender difference in adjustment to loss (e.g., Carey, 1977). Because
gender is also related to depression in the general population, this con-
clusion is unfounded, unless one can demonstrate that gender is more
strongly or differently associated with depression in bereaved rather than
nonbereaved populations (e.g., that loss results in a greater increase in
depressive symptomatology in widows rather than widowers).

There are two strategies to establish that general risk factors also affect
adjustment to widowhood: One can either include nonbereaved controls,
so that between-group comparisons can be made, or one can rely on
longitudinal comparisons, where relative recovery can be plotted. Thus, to
demonstrate that a general risk factor is negatively associated with adjust-
ment to loss, one has to show a statistical interaction of that risk factor with
marital status on health in cross-sectional designs or an interaction with
time on health in longitudinal designs.
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Sociodemographic factors

Socioeconomic status. Although the association between low socio-
economic status and ill health has been widely demonstrated for the general
as well as for the bereaved population, studies that compare bereaved to
nonbereaved control groups (e.g., Gallagher, Breckenridge, Thompson, &
Peterson, 1983b; Morgan, 1976; Sanders, 1980) tend to show that the
health differential due to social class is the same for bereaved as for
nonbereaved. Consistent with these results, our study did not find inter-
actions of sociodemographic status and marital status on any of our health
measures.

Age. Because the negative health impact of bereavement is generally
attributed to the fact that it aggravates existing health problems, one would
expect older rather than younger bereaved individuals to be more vulner-
able to the detrimental effects of such stressful life events as the loss of a
spouse. Therefore, it is rather puzzling that it is the younger bereaved who
seem to suffer more severe health deterioration (W. Stroebe & Stroebe,
1987). This pattern has typically been attributed to the greater expected-
ness of loss in older age groups, but there is no empirical evidence to
support this hypothesis.

Due to the focus of our study on younger widowed individuals, the age
range of our sample was somewhat restricted and did not include indi-
viduals who were elderly and retired. This may have been the reason why
we did not find any association between age and well-being either in our
bereaved or nonbereaved sample.

Gender. We have repeatedly argued (cf. M. Stroebe & Stroebe,
1983; W. Stroebe & Stroebe, 1987) that men have greater difficulties in
adjusting to spousal bereavement than women. Our review of the literature
on gender differences in bereavement outcome suggested that when widows
and widowers were compared with same-sex, nonbereaved comparison
persons (thus controlling for the main effects of sex on health), widowers
were found to suffer greater health impairment compared to married men
than widows compared to married women. We reasoned that this gender
difference was due to the greater availability of alternative sources of
support to women than to men.

Consistent with this assumption, the loss of a oartner resulted in a
decrease of social support for widowers but not for widows. However, there
is no evidence of a gender difference in bereavement outcome (see Table
14.1). In fact, analyses of variance yielded neither significant marital status
by gender interactions nor (considering only the bereaved) gender by
time of measurement interactions on health measures. One obvious reason
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for our failure to find a gender difference in bereavement outcome is
selection. Even though selection seemed to be mainly mediated by emotional
stability, the fact that our interview study differentially attracted men who
(compared to those who refused) were relatively well adjusted and women
who were relatively poorly adjusted may have minimized gender differences
in health outcome.

Individual characteristics

Personality. Intuitively, personality variables would seem to be
among the most important determinants of adjustment to loss. And yet, the
mediating role of personality traits in health impairment following bereave-
ment has largely been neglected by researchers in this area (cf. Sanders,
this volume; W. Stroebe & Stroebe, 1987).

In the Tubingen study, emotional stability and locus of control were
assessed at Time 1 as two personality variables likely to affect bereavement
outcome. In terms of the Deficit Model, emotional stability is an intra-
personal resource that buffers the individual against the impact of a loss
experience. It was measured with the German version of the neuroticism
scale of the Eysenck Personality Inventory, or EPI (Eggert, 1983). High
scores on the EPI-N reflect low emotional stability. Repeated measures
analyses of variance of the health measures over all three points in* time
resulted in interactions of neuroticism, marital status, and time on depres-
sion and somatic complaints.* Consistent with our predictions, emotionally
stable individuals reacted with lower levels of depressive and somatic
symptoms to bereavement than individuals who had high scores on the
EPI-N, but this difference became less marked over time. This suggests that
emotional stability decreased vulnerability but did not seem to affect ad-
justment to the loss experience.

Locus of control was measured because, according to the theory of
learned helplessness (e.g., Abramson, Seligman, & Teasdale, 1978), control
beliefs should play an important role as stress moderators. Surprisingly,
there are conflicting hypotheses about the precise nature of this relation-
ship. Some have argued that since the state of learned helplessness is
characterized by a perceived lack of control, people who already believe
that they have little control should be more likely to react with depression
to loss (e.g., Ganellen & Blaney, 1984; Johnson & Sarason, 1978). In
contrast, others have argued that individuals who expect control will be

* This conclusion is somewhat discrepant from that reported by W. Stroebe and M. Stroebe
in 1987 because at the time we had only a preliminary analysis based on data collected for
part of the sample at the first interview.
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more severely stressed by situations that are truly uncontrollable (e.g.,
Mikulincer, 1988; Pittman & Pittman, 1979).

Locus of control was measured with the German version of the Inter-
personal Control Scale, or IPC, of Levenson (Mielke, 1979). The IPC
provides three scores indicating the extent to which individuals believe that
what happens to them is under their own control (IPC-I) or is externally
controlled by chance (IPC-C) or powerful others (IPC-P). The scores on
these three dimensions are assumed to be independent of each other. As one
would expect, individuals who had just experienced the death of their
spouse showed an increased belief in chance control, but there was no
marital status difference in scores on the other two scales.

To assess the potential role of control beliefs as moderators of the
bereavement-health relationship, we divided our sample by a median split
into groups with high or low beliefs in chance (IPC-C) and internal control
(IPC-I). (The powerful other scale was considered less relevant in the
context of bereavement.) Although individuals who had low beliefs in
internal control or high beliefs in chance were more depressed than indi-
viduals who believed that they had control over their own outcomes (high
IPC-I) and that their lives were not controlled by chance (low IPC-C),
there was no evidence that control beliefs had a differential impact on the
depression of bereaved and nonbereaved individuals. Thus, although the
belief that one has control over one's life did not increase the vulnerability
of the bereaved toward withstanding the stressful experience, it also did not
appear to buffer them against the impact of their loss experience, as one
would have expected on the basis of the findings of Ganellen and Blaney
(1984) or Johnson and Sarason (1978). However, as we will see later,
internal control beliefs do serve a buffering function for losses that are
highly unexpected.

Religiosity. It would seem plausible that religiosity should help
individuals to cope with stressful life events such as the death of a spouse.
Religion not only offers systems of beliefs that may be comforting to the
bereaved (e.g., the belief in life after death) but also usually offers a
religious community and thus a social support network. Because our review
of the literature had indicated very little empirical evidence on the sup-
portive nature of religious beliefs (W. Stroebe & Stroebe, 1987), we took
great care in constructing a religiosity scale for our study to assess the
impact of religious beliefs and habits on coping with loss. We found no
evidence for an association between religiosity and health for either of the
two groups. Thus, even though nearly half of our sample were religious
enough to believe in a life after death, these religious beliefs did not seem to
help them cope with their loss experience.
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Antecedent situational factors

The quality of the marital relationship that was disrupted by the death of a
spouse is a major aspect of the situation before the loss and one that is
likely to affect bereavement outcome. The romantic notion of the broken
heart implies that the more intensely loved a partner was, the more that
person will be grieved for after death. This prediction is in line with our
Deficit Model, according to which deficits in the various support functions
served by the partner are major determinants of the stress experience in
bereavement.

A somewhat conflicting hypothesis can be derived from psychoanalytic
and attachment theories. According to Freud (1917a), it is the existence of
ambivalence in marital relationships that is likely to lead to poor bereave-
ment outcome. Ambivalence refers to a relationship in which elements of
love and hate coexist. Even though it does not mean that attachment is no
longer present, it is most characteristic of marriages that are conflict-ridden
and in which one or the other spouse may well have considered divorce (cf.
Parkes & Weiss, 1983; W. Stroebe & Stroebe, 1987). Because this type of
relationship is also likely to be characterized by insecure attachment, pre-
dictions from attachment theory would coincide here with those from the
psychoanalytic perspective.

It is problematic to use a retrospective assessment of the marital relation-
ship to study the impact of marital quality on bereavement outcome
because the loss of a partner is likely to stimulate a need to idealize the
relationship. In constructing our measure of marital quality, therefore, we
not only asked for evaluations of the relationship but also encouraged
reports about the extent to which time was spent together and friends,
activities, and decisions were shared. Surprisingly, our findings supported
both conflicting predictions. There was an interaction of marital quality,
marital status, and gender on depression and somatic complaints. Whereas
widows suffered higher levels of symptomatology after the loss of a happy
rather than an unhappy relationship, the opposite was true for widowers.
They seemed to suffer more if they had been less happy and close to
their spouse. Although correlations between marital quality and level of
symptomatology computed separately for each gender and marital status
category tended to support this pattern, they also suggested that the rela-
tionship was somewhat weaker for men than for women. Thus, marital
quality seemed to be a less important determinant of well-being for men
than for women, and this was true for marriage as well as for bereavement.

How do we account for this pattern? The findings for widows are in line
with predictions derived from our Deficit Model. It is also intuitively
plausible that the loss of a spouse should be the harder to bear, the closer
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and happier the marital relationship had been. But why should men react
differently? One could speculate that because marital quality seemed to
be less important for the men in our sample while they were married,
they might have suffered more guilt feelings after the loss. There is some
evidence for a gender difference in guilt feelings that would be consistent
with this interpretation. However, this gender difference certainly needs
further replication and clarification.

Mode of death

The circumstances of the death of a spouse are likely to affect the course of
bereavement. Thus, the situation of a person whose spouse dies in a car
accident differs in important ways from that of an individual who loses his
or her partner after an illness lasting for several years. The tremendous
readjustment required by the loss of a spouse is always likely to be painful,
but it should be the more stressful the less time had been available to the
survivor to adjust to the change. Sudden, unexpected, untimely deaths are
believed, therefore, to result in higher risk of mental and physical debilities
during bereavement than losses that had been anticipated.

And yet, the empirical evidence for this hypothesis is not all that con-
sistent (cf. W. Stroebe & Stroebe, 1987). Some studies found unexpected-
ness of the loss to have negative effects on health outcome (Ball, 1977;
Lundin, 1984; Parkes, 1975a; Sanders, 1983), but other studies did not
(Bornstein, Clayton, Halikas, Maurice, & Robins, 1973; Breckenridge,
Gallagher, Thompson, & Peterson, 1986; Maddison & Walker, 1967).
Although the failure of the studies of Breckenridge et al. and Bornstein
et al. to find greater health deterioration following unexpected rather
than expected losses could have been due to the fact that the widowed
participants in these studies were elderly, and thus of an age when death of
a partner could not have been completely unexpected, this explanation does
not apply to the findings of Maddison and Walker.

It was, therefore, important to check whether an expectedness effect
could be demonstrated for our sample of younger widowed. These widowed
were divided into two groups, according to whether they had less than
1 day of warning of the death or more. Although unexpected loss was
associated with higher levels of depressive symptoms (means: 13.6 vs. 9.1)
and somatic complaints (means: 27.0 vs. 20.5) than expected losses at 4 to 7
months after the death, this difference was only marginally significant
for the BDI and not significant for the BL. Furthermore, there were no
significant effects of expectedness at any of the later interviews. Thus,
expectedness seemed to increase the immediate vulnerability to the loss
experience, but the effect weakened over time as the bereaved who had
suffered a sudden loss had had a chance to adjust.
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It is plausible that unexpected losses are more threatening to individuals'
feelings of control over their lives than losses that follow a period of
forewarning. After all, circumstances are different following an expected
death, offering greater opportunities to exercise some control over the
course of events before death. Therefore, we conducted further analyses to
examine whether expectedness of loss had a differential impact on widowed,
depending on their level of beliefs in internal control (IPC-I) and chance
(IPC-C). Although there was no evidence for a moderator role of chance
belief, the interaction of expectedness and internal control beliefs on BDI
and BL was highly significant. This interaction was due to the high scores
of one group only, the individuals who believed that they had little internal
control over their outcomes and who experienced an unexpected loss. These
persons suffered from high levels of depression and somatic complaints at 4
to 7 months after their loss and improved very little over the 2-year period
of the study (Figures 14.1 and 14.2).

Why should the combination of unexpected loss and low internal control
beliefs constitute such a powerful risk factor? The following explanation
seems plausible: Those bereaved by sudden death have been exposed to a
truly shattering life event. There are alternative strategies available for
coping with and coming to terms with this circumstance. On the one hand,
a person can try to retain a belief that he or she can turn life around again,
even though the situation seems hopeless and desperate. This option is
more likely to be followed by people who believe in internal control. They
would feel that it is up to themselves to come to terms with the unexpected
change in their lives. As a consequence, they are likely to make more of an
effort to recover from depression. On the other hand, if individuals do not
believe in internal control, and if the sudden death confirmed their belief
that they have no control over their outcomes, they will more likely respond
with resignation, make only feeble efforts to recover, and remain depressed.

Circumstances after the loss

There is general consensus that the extent to which the bereaved can rely
on their families and friends to stand by them in their distress is one of the
most important moderators of bereavement outcome (cf. W. Stroebe &
Stroebe, 1987; Stylianos & Vachon, this volume). The availability of alter-
native sources of social support should help bereaved individuals to cope
with the deficits created by the loss of a spouse and thus should reduce their
vulnerability to the stress of bereavement. Because married individuals are
much less likely to be in need of alternative sources of social support, the
availability of social support should have less impact on psychological
health and well-being of the married than the widowed. In line with other
interactionist approaches to stress, the Deficit Model would, therefore,
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Figure 14.1. Mean BDI scores of widowed respondents by internal control beliefs
and expectedness of loss, for individuals who participated in all three interviews.

predict an interaction of marital status and social support on health
measures (i.e., buffering effect).

The Tubingen study included measures of perceived as well as received
social support. Perceived social support was measured with a scale that
assessed different functions of social support (emotional, instrumental,
appraisal, contact support). Because the different subscales were highly
correlated, we used the total support score in all our analyses. Received social
support was assessed in the interview. Participants were asked about the
number of social contacts they had experienced during the last month and
the satisfaction with these contacts. Though there was no relationship
between perceived social support and number of contacts, there was a
moderate correlation (r = .54) when number of contacts was weighted by
satisfaction.

To our surprise, there was no evidence of a buffering effect for either
measure, even though there was a significant positive relationship between
the availability of social support and health: Individuals who had a
great number of supportive relationships suffered from fewer depressive
symptoms and somatic complaints than those with less social support, but
the availability of social support had similarly positive effects on married
and widowed individuals (i.e., a social support main effect). This failure to
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Figure 14.2. Mean BL scores of widowed respondents by internal control beliefs
and expectedness of loss, for individuals who participated in all three interviews.

find a buffering effect of social support is not only inconsistent with our
Deficit Model but is also discrepant with the conclusions of Cohen and
Wills (1985). One potential explanation could be that, although there was a
marked difference in perceived or received social support between our two
groups, even the "low support group" enjoyed a level of social support that
seemed quite, adequate. This would imply, however, that buffering effects
should mainly occur at the lower end of the social support continuum.

Conclusions

In view of the long list of risk factors commonly discussed in the literature,
it was somewhat disconcerting that many of these did not seem to affect
bereavement outcome in the Tubingen study. In some cases this may have
been due to features of our study. Thus, the focus on younger widowed
resulted in a restriction in the age range and lowered the chance to study
the impact of age on bereavement outcome. Similarly, the unexpected
gender bias due to selection bias procedure made it unlikely that the
expected gender difference in adjustment to bereavement would be con-
firmed in our study.

For many of the other factors studied, the failure to find a differential
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impact on bereavement outcome may simply reflect the fact that their
previous status in the literature as risk factors was based more on plausibility
than on sound empirical data. We would also argue that much of the
evidence on risk factors is derived from designs that do not allow one to test
for statistical interactions. These findings may, therefore, merely reflect the
general effect of a factor on the population (i.e., main effects) rather than its
impact on adjustment to loss. By insisting on interactions between marital
status and a potential risk factor on health for all general risk factors,
our study imposed far more stringent criteria than much of the previous
research did. Nevertheless, the fact that there was no buffering effect
of social support on bereavement (even when hierarchical regression pro-
cedures were used) is puzzling, as buffering effects of social support have
been demonstrated for a wide range of stressful life events (cf. Cohen &
Wills, 1985).

With the combination of low internal control beliefs and sudden,
unexpected loss, the Tubingen study did uncover a very powerful risk
factor, one that allowed us to account for most of the bereaved individuals
who were still depressed 2 years after their loss.

The impact of grief work on bereavement outcome

A further aim of the Tubingen study was to analyze the processes that
mediate adjustment to loss. There is general consensus among theorists and
practitioners in the area of bereavement that grief work plays a central role
in adjustment to loss (e.g., Bowlby, 1980/1981; Freud, 1917a; Lindemann,
1944; Raphael & Nunn, 1988). The grief work hypothesis claims that
bereaved individuals have to work through their loss in order to come to
terms with it. Although the concept has never been clearly defined, grief
work seems to imply a cognitive process of confronting the reality of loss, of
going over events that occurred before and at the time, and of focusing on
memories and working toward detachment from the deceased (M. Stroebe
& Stroebe, 1991).

As the grief work hypothesis had never been tested, we had to develop
our own measure of grief work (for a detailed description, see M. Stroebe &
Stroebe, 1991). Based on the assumption that people who work through
their grief confront their loss, whereas those who do not engage in grief
work distract themselves and avoid anything to remind them of the
deceased, our measures of grief work assessed the extent to which indi-
viduals avoid or confront their loss.

Hierarchical multiple regressions were used to test whether individuals
who did grief work during the first 4 to 7 months following their loss
(Time 1) suffered less depressive and somatic symptoms after 2 years
(Time 3). By entering the health measure (BDI or BL), taken at the same
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time as the grief work measures, into the equation before entering the
measure of grief work, we controlled for initial differences in levels of
health.

Our results did not unequivocally support the grief work hypothesis.
Widows who avoided confronting their loss did not differ in their depressive
or somatic symptomatology from widows who worked through their grief.
However, for widowers, performance of grief work was associated with
better adjustment over the 2-year period of our study (M. Stroebe &
Stroebe, 1991). We attributed this pattern to gender differences in the
effectiveness with which avoidant strategies can be used. Widowers are
often more successful in blocking confrontation with their loss than widows,
because they are more likely to spend their working day outside their home
environment and because their social environment does not encourage them
to dwell on their grief (M. Stroebe & Stroebe, 1991).

General conclusions and implications

The results of the Tubingen study have far-reaching empirical and
theoretical implications. On the empirical level, the study contributed to
our knowledge about the course of recovery, risk factors in bereavement
outcome, and grief work. Our findings showed that, even though the
majority of our bereaved participants recovered from their grief to the
extent that they no longer suffered from a raised level of depressive
symptoms and somatic complaints, approximately one third showed few
signs of recovery. They were exceedingly depressed at the beginning of our
study and did not improve much over the 2-year period. We were able to
identify a combination of personality and situational factors that charac-
terized most of the individuals in our high-risk group. Finally, the findings
of our study also challenged the long-standing belief in the necessity of
grief work for adjustment to bereavement. Although for widowers, the
performance of grief work was associated with better adjustment over the
2 years of our study, widows who avoided confronting their loss did not
differ in depressive or somatic symptomatology from those who did not.
The implications of this result are that working through grief may not be
as essential for adjustment to loss as has been frequently assumed.

On a theoretical level, the results of the Tubingen study were only partly
supportive of our Deficit Model of Partner Loss. Thus, the lack of support
for the prediction that high socioeconomic status and social support would
buffer individuals against the stress of bereavement is inconsistent with our
theory. Even though the absence of these buffering effects could have been
due to the fact that none of the participants in our study was really poverty-
stricken or completely lacked social support, these inconsistencies do raise
some doubt about the explanatory power of stress models as theories of
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bereavement. Furthermore, the fact that cognitive factors emerged as strong
predictors of vulnerability and adjustment suggests the need for further
theoretical reassessment of the cognitive processes that underlie the
appraisal of loss.
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The purpose of this chapter is twofold: to summarize basic results from two
longitudinal studies of how elders adapt to death of their spouse, depending
on whether the death was due to natural causes or to suicide; and to review
what these studies have found regarding the possible correlates of good
versus poor outcome. A final objective is to present some thoughts about
unanswered questions and to suggest further research to shed light on these
issues.

The University of Southern California (USC) spousal
bereavement study

Although spousal loss occurs predominantly late in life (U.S. Bureau of
Census, 1988), few studies have systematically assessed the response to this
loss in older adults. The primary objective of the USC study was to assess
longitudinally the impact of spousal loss on the mental and physical health
of older widows and widowers. In addition, we also evaluated specific
predictors of bereavement outcome in light of existing theory and previous
research (e.g., Freud, 1917b; Parkes & Brown, 1972). Of particular interest
in the USC study were the following factors, each of which alone, and in
combination, was thought to be causally related to bereavement outcome:
personality and ego strength, social support, religiosity, marital quality,
anticipation of loss, and cumulative losses/stressors.

Sample characteristics and research design

Two samples of older adults were compared in the USC study. One sample
comprised 212 recently widowed elders (99 males and 113 females) who
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had lost their spouse as a result of natural causes. These subjects are
referred to as the Natural Death Survivors throughout the remainder of this
chapter. The second sample comprised older individuals who had not lost a
spouse within the last 5 years (84 males and 78 females). These individuals
are referred to as the Comparison Group. The actual number of subjects in
any one group available for different sets of analyses varies as a function of
subject attrition and/or availability of complete data. To obtain Natural
Death Survivors, death certificates at the Los Angeles County Health
Department were searched periodically, and all spouses of persons over 55
who had died within the preceding 2 to 4 weeks were mailed a description
of the project and a stamped postcard with which willingness to be inter-
viewed could be indicated. Mailings were sent to 2,450 persons. Of the 735
who responded (30%), 212 met the age criteria and also resided within a
reasonable distance from the research center to permit home interviews.
The Comparison Group was recruited from senior centers, residential
facilities for elders, and the Emeriti Center mailing list of the University
of Southern California. These were adults over age 55 who either were
currently married or, if single, had not lost a spouse through death within
the previous 5 years. Most of these respondents had experienced the death
of either another family member or a close friend within the past 5 years.

Both groups were composed of Caucasians who were well educated (80%
had at least 1 year of high school) and of moderate socioeconomic status
(SES) (most had income between $10,000 and $30,000). The age range of
all subjects was 55-83 years. The Natural Death Survivors were slightly
younger (mean = 68.20 years; SD = 7.84) than the Comparison Group
(mean = 70.11 years; SD = 7.65). Subjects in both groups had been
married for many years (mean = 38.68 and 37.43 years for the Natural
Death Survivors and the Comparison Group, respectively). In general,
higher socioeconomic status (income, education, occupation) was demon-
strated for males than females regardless of bereavement status.

Because of some differences in these background variables between
samples, a principal components analysis was completed on residuals of all
sociodemographic variables after the effects of bereavement and gender had
been removed. The resulting four components were used as covariates in all
subsequent analyses. These were labeled as spouse SES, respondent SES,
income, and longevity (including both number of years married and age of
respondent). The general plan for data analysis was a three-factor design
with group status (Natural Death Survivors vs. Comparison Subjects) and
gender (male vs. female) as between-subject variables and time of measure-
ment as the within-subject variable.

Dependent variables were obtained at 2, 6, 12, and 30 months following
spousal loss. A structured interview designed by the investigators was
administered at each time of measurement. This interview covered demo-
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graphic characteristics, religious beliefs and practices, coping strategies,
prior stressful events, utilization of social supports, upheaval in routines of
daily living, judgments of the subject's marital relationship, and self-ratings
of mental and physical health. A number of self-report measures were also
completed because of theoretical interests; in the present chapter, though,
we will focus on measures of mental health symptoms, including: Depres-
sion measured by the Beck Depression Inventory (BDI) (Beck, Ward,
Mendelson, Mock, & Erbaugh, 1961); overall psychopathology measured
by the Brief Symptom Inventory (BSI) (Derogatis & Spencer, 1982);
and grief measured by the Texas Inventory of Grief-Revised (TRIG)
(Faschingbauer, Devaul, & Zisook, 1977; Faschingbauer, 1981).

Comparable interviews and measures were completed by subjects in the
comparison group at identical intervals. Note that in several of the analyses
reported on here, we did not use data obtained at 6 months, because a
number of interviews were missed at that time point. However, all intervals
are used in some analyses, depending on the nature of the problem being
addressed. These interviews and measures have been used successfully in
several subsequent studies with older adults (Lund, Caserta, & Dimond,
1989a; Van Zandt, Mou, & Abbott, 1989).

Mental health

Distress and depression. At 2 months following the loss, the natural
death survivors reported significantly higher levels of distress and depressed
mood than the comparison group (Gallagher, Breckenridge, Thompson, &
Peterson, 1983b). By 1 year, however, these differences had diminished
to nonsignificant levels. The decline was linear on all measures of gene-
ral distress for the bereaved, whereas the nonbereaved participants dem-
onstrated nonsignificant change (Thompson, Gallagher-Thompson,
Futterman, Gilewski, & Peterson, 1991).

With the customary BDI cutoff score of 11 for mild to severe depression
(Beck, 1967; Gallagher, Breckenridge, Steinmetz, & Thompson, 1983a) as
an indicator, more than 30% of the bereaved was experiencing mild de-
pression or greater at 2 months following the loss. However, by 30 months
this figure had dropped to about 18%. By contrast, little change was
demonstrated in the frequency of comparison subjects meeting clinical
levels of depression on the BDI, ranging from 17% at 2 months to 19% at
30 months (Futterman, Gallagher, Thompson, Lovett, & Gilewski, 1990).

In agreement with M. Stroebe and Stroebe (1983), older women reported
greater distress than older men and higher frequency of meeting clinically
significant levels of depression at all times of measurement regardless
of bereavement status (Thompson et al., 1991). For example, 65% of
respondents with BDI scores in the clinical range were women (Gallagher
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et al., 1983b). This was consistent with a gender-specific style of reporting
depression (Nolen-Hoeksema, 1987).

Depression and grief. Although symptoms of general distress and
depression diminish to "normal" levels within 30 months of loss, behaviors
associated with grief (e.g., yearning for the spouse, missing the tenderness
of the spouse) and distress specifically tied to the loss experience are
maintained at high levels throughout this period (Thompson et al., 1991).
Furthermore, levels on the TRIG were generally as high or higher than
those demonstrated by younger bereaved (Faschingbauer, 1981). Thus,
elders may grieve no less than their younger counterparts, and furthermore
the psychological effects of bereavement may be felt longer than 30 months,
at least with respect to loss-specific behaviors and grief. Gender differences
present in depression and distress measures were also not found in
measures of grief. Older men and women report comparable levels of grief
at each time of measurement regardless of the type of loss event they
experience.

Previous studies based on USC study data (e.g., Breckenridge, Gallagher,
Thompson, & Peterson, 1986) suggest that bereaved elders report different
depressive symptoms than older depressed patients. Whereas the patients
report a wide range of depressive symptomatology on the BDI, including
endorsement of self-deprecatory items, the bereaved report fewer items
reflecting self-deprecation. The different courses of grief and depression
following loss, and the presence of gender differences in depression but not
in grief, further encourage efforts to differentiate grief from depression.

Physical health

In general, the Natural Death Survivors reported poorer physical health
than the Comparison Group at 2 months following loss, even after control-
ling for sociodemographic and other factors known to influence health
(Thompson, Breckenridge, Gallagher, & Peterson, 1984). With both gender
and sociodemographic factors controlled, the odds of a new or worsened
illness among the bereaved were estimated to be 1.40 times the risk for the
nonbereaved. The odds of reporting a new or worsened illness were
1.43 times greater for women than for men; and there was a significant
interaction between gender and reported income, indicating a greater
likelihood of illness for women in lower income brackets. The odds of
reporting new and/or increased medication use were 1.73 times greater
for the bereaved. Gender could not account significantly for medication
use, nor was there any indication of a sex by bereavement interaction.
Perception of current physical health and health relative to others on single-
item Likert self-ratings was significantly lower in bereaved than in controls,
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as was an empirically developed illness severity rating (Wyler, Masuda, &
Holmes, 1968). There was no effect of gender or gender by bereavement
interaction on these measures.

These results are consistent with other findings reporting health decre-
ments following spousal loss (W. Stroebe & Stroebe, 1987). In general,
older bereaved subjects reported their health to be poorer than it was prior
to spousal loss, and they were at greater risk for new or worsened illnesses
as well as increased medication use than comparison subjects. Visits to
physicians and hospitalizations, however, were similar for both groups. The
effect of gender independent of bereavement was consistent with the
findings of large-scale population studies reporting poorer scores for women
on indices of health irrespective of marital status (National Center for
Health Statistics, 1976). Contrary to expectations based on prior studies
(e.g., Berardo, 1970), self-report data did not provide evidence of greater
morbidity for bereaved men than for bereaved women. However, data on
mortality suggest that men are likely to underestimate their health dif-
ficulties during the early stages of bereavement.

Although the Natural Death Survivors reported worse health than the
Comparison Group on virtually all measures of physical health at 2 months
following the loss of a spouse, these differences were no longer apparent
at 6 months following the loss, with one exception (current self-rating of
health), and no differences were noted at 30 months (Futterman, Rodman,
Thompson, & Gallagher, 1989). These results, together with the mental
health findings described earlier, demonstrate clearly that the loss of one's
spouse late in life may be followed by a period of considerable mental and
physical distress. This general distress, unlike grief itself, diminishes to
roughly "normal" levels by 30 months following the loss.

Subject attrition

As in any longitudinal study, differential subject attrition across groups
may confound observed effects (Botwinick, 1984). Overall, 28% of the
participants were dropped because of failure to be interviewed at appro-
priate times of measurement; 33% were from the bereaved and 22% from
the nonbereaved group. (Note that if subjects who refused to complete all
self-report scales at each time of measurement are included, the proportion
of drops is nearly 40%.) This level of subject attrition compares favorably
with the level obtained in other longitudinal studies of bereavement
including both younger and older adults (e.g., Lund et al., 1989a). As
expected, subjects who dropped from this study were slightly higher on self-
report measures of mental and physical distress than those who continued
to participate. However, there were no differences between the two groups
in the effects of attrition on these measures.
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Reasons for dropping were grouped into three categories: whether
participants refused to continue as subjects; whether they had moved out
of the catchment area and could not be located; or whether they were
deceased. Refusal to continue participation was not related to group status,
any sociodemographic characteristics or measures of social support. There
was a suggestion that more male than female survivors dropped because
they moved (X2 = 3.60, df = \,p = 0.058), whereas the comparison sample
evidenced no gender effect (X2 = .355, df — 1, p = .551). Thus, for dropout
that was not due to mortality, these findings argue that the differential rate
of change between the bereaved and comparison groups was not likely to be
due solely to selective attrition.

The differential mortality rate, however, introduces an exception to this
picture that deserves further attention. By the end of the first year, 12
deaths occurred among the bereaved men (12.1%) compared to only 1
male control (1.2%) and 1 female bereaved (0.8%). Half of these occurred
in the first 6 months and the remaining half in the second. By the end of the
30-month period, 17 bereaved males (17.2%) had died compared to 3 male
controls (3.6%) and 3 female bereaved (2.6%). Only one female control
(1.3%) died within the 30-month period. While a formal survival analysis
has not yet been completed, these data suggest that bereaved males are at
greater risk for death than are bereaved females, particularly within the
first year of bereavement (X2 = 11.69, df — 1, p = 0.001). Although more
males died than females in the nonbereaved group, this trend was not
significant (Fisher's Exact Probability Test = .623).

Preliminary data analyses have been completed to ascertain what factors
in our current data set might account for this differential mortality rate.
In the first step, a sample of 17 male bereaved survivors was randomly
selected, and differences between the deceased and survivors on all socio-
demographic, physical, and psychosocial variables were tested using /-tests.
The first survivor sample was then replaced, and the procedure was
repeated with a second sample. Inspection of the pattern of results in
both sets of analyses revealed that the deceased were slightly older than
survivors by about three years and reported that they were in poorer
health. Following this observation, a third sample of 17 survivors with age
and health ratings comparable to the deceased were selected and /-tests
were again obtained for differences on all demographic and psychosocial
variables. Visual inspection of the pattern of the remaining variables across
the three sets of data was then completed. The following criteria were used
to determine which variables were significantly different: A significant
difference between the survivors and deceased had to be obtained at the p
< 0.01 level on at least two sets of analyses or at the/? < 0.05 level on all
three comparisons for the variable to be accepted as indicative of a genuine
difference. Inspection of variables meeting these criteria revealed the fol-
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lowing general picture: In addition to the age and health effects mentioned,
deceased individuals had reported more often than survivors that their wife
was their main confidante. They also reported less involvement in fewer
socially oriented activities and had a much smaller social network. Of
further interest was the observation that they generally reported positive
feelings about socially oriented activities and would have been interested in
increasing them. Thus, in addition to being somewhat sicker and slightly
older, the decedents had more interpersonal difficulties and probably
suffered loneliness to a significant degree. Although these findings suggest
fairly specific interventions to assist elderly widowers during the bereave-
ment process, they are in need of replication.

The Suicide Prevention Center (SPC) spousal bereavement
project

Arguments have been made that reactions to suicidal deaths are more
extreme and generally last longer than natural deaths (Cain, 1972; Demi,
1978). To our knowledge, few empirical studies involving older persons
have addressed this issue. In collaboration with colleagues at the SPC in
Los Angeles, we assessed a Suicide Survivor Group for comparison with the
USC samples. Procedures used for recruiting subjects and collecting data
were similar across both study sites. The same structured interview and
self-report measures used in the USC study were employed, with some
additions made that were relevant to issues surrounding a suicidal death.

Survivors of suicides of persons over the age of 55 were recruited for
participation in this project (females = 88, males = 20). These made up
about 35% of all potential respondents who fit the criterion for inclusion,
which was comparable to the volunteer proportion in the USC sample.
However, some differences in sociodemographic characteristics were noted.
The suicide survivors were younger (mean age 62.4), had lower occupation
levels, and included some Hispanics (7%) and blacks (5%). As was
described earlier with regard to the USC study, the background variables
were again used as covariates in all the comparisons to adjust for these
differences.

Initial comparisons of the three groups at 2 months following spousal loss
indicated that the nonbereaved Comparison Group had significantly less
depression, general psychological distress, and, as expected, was experi-
encing lower levels of grief than both bereaved groups. Differences between
the two survivor groups were not significant on any of the mental health
or grief measures when sociodemographic differences were controlled
(Farberow, Gallagher, Gilewski, & Thompson, 1987). A more detailed
analysis of the BSI revealed that both bereaved groups were significantly
higher than the nonbereaved group on the depression, anxiety, and
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psychoticism subscales. Overall, the hypothesis that survivors of suicide
would report comparatively greater psychological distress compared to
survivors of natural deaths was not supported. In fact, there were prac-
tically no significant differences between the two types of survivors within
the first 8 weeks after death, after controlling for sociodemographic differ-
ences among the samples (Farberow et al., 1987).

These findings may be accounted for by the fact that within the first 2
months after death, the impact of the loss may be paramount, regardless of
the way the loss occurred (cf. Parkes's description of the numbness and
shock that typify early grief, 1972a/1987). Although these findings were
contrary to prediction (cf. Ball, 1977), they suggest that mourning the
death of a mate with whom one has spent an average of 30+ years is a
highly significant and stressful event, regardless of how the loss occurred.

However, when viewing the course of bereavement over time, differences
began to appear in measures of psychological distress for the two bereaved
groups, both in degree and in the nature of the change experienced. After
adjustments were made for sociodemographic differences in the two groups,
it was evident that symptoms of depression in the Suicide Survivors
persisted longer than in the Natural Death Survivors, as did other indices of
psychopathology. Anxiety in particular remained significantly higher for
the Suicide Survivors throughout the course of the study. Grief also showed
little change during the first year for the Suicide Survivors with some
improvement during the second, whereas the Natural Death Survivors
showed a gradual but consistent decline on the grief measure throughout
the course of the study. It is worth noting again that despite some slight
improvement, the level of grief for both groups was still substantial 2.5
years following the loss. Finally, Suicide Survivors rated their overall
mental health as improving much slower than the Natural Death Survivors,
whose ratings eventually approximated those of the nonbereaved Com-
parison Groups (Farberow, Gallagher-Thompson, Gilewski, & Thompson,
in press-a).

In summary, the results indicate that psychological distress experienced
in bereavement by these two groups of older survivors does not differ so
much in initial level, but in the course of change during the first 2.5 years
following the death, general psychological distress remains at more intense
levels and persists longer in the Suicide Survivor Group when compared
with Natural Death Survivors. In common with the findings of Parkes
(1972a/1987), Zisook and Shuchter (1986), and others, we found that both
suicide survivors and natural death survivors reported high feelings of grief,
depression, and generalized psychological distress immediately following a
death. In the ensuing period of 2.5 years, all of these feelings subside, but
not to the same level nor in the same way. Grief, for example, abated for



Impact of spousal bereavement 235

both bereaved groups over the full period, but even so, continued to be
experienced to a significant degree. This is consistent with the work of
Osterweis, Solomon, and Green (1984) and Zisook and Shuchter (1986),
who emphasized that bereavement is a long-term experience that does not
necessarily end at a fixed point after 1, 2, or 3 years. These data also have
clinical implications, as it is clear that suicide survivors have more of a
variable pattern of change across time and thus may be more vulnerable to
development of more severe psychopathology during the course of their
adaptation.

Comparison of the three groups on measures of perceived physical health
status over time has not yet been done, and so we do not know the extent to
which that pattern will mirror the change in psychological distress.

Factors associated with bereavement outcome

A number of studies have been conducted to identify factors that predict or
correlate with adaptation to spousal bereavement. These are discussed in
detail elsewhere in this volume (see Sanders). Thus far, we have examined
factors in three domains other than the mode of death that we felt might be
correlated with successful bereavement outcome. These included the initial
level of depression, use of general coping strategies, and extent of social
supports.

To examine the first, we formed subgroups of respondents according to
their initial level of depression. Depression status was determined by scores
on the BDI: those scoring at 10 or below were classified as not depressed,
those between 11 and 16 were classified as mildly depressed, and those
scoring at 17 or greater were classified as moderately or severely depressed
(Gilewski, Farberow, Gallagher, & Thompson, 1991). Individuals who
were moderately to severely depressed at 2 months after the death of their
spouse appeared to have higher scores on other indices of psychological
distress, in particular the BSI overall severity index and its nine subscale
scores, compared to bereaved individuals with mild or no depression at the
outset. More importantly, their symptoms appeared to persist across time
and they reported having more difficulty in adjusting to the loss. A sig-
nificant interaction with mode of death was also found. Within the
moderate to severe depression group, those whose spouses committed
suicide were the most depressed initially of any subgroup (mean BDI =
29), had higher levels of distress on the other indices, in particular, the
measures of interpersonal sensitivity, hostility, and phobic anxiety from the
BSI, and showed no change in overall severity of psychopathology across
time, whereas the Natural Death Survivors had slightly lower scores and
showed some improvement over the 30-month period of the study. Thus,
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the interaction of surviving a spouse's suicide death and experiencing a
clinical level of self-reported depression early on in the bereavement process
may seriously complicate the subsequent course of bereavement.

The relationship between coping style and adjustment to bereavement
was examined using only the USC data (similar studies including the SSG
from the Suicide Prevention Center study are currently under way). While
the cause-effect relationship of adaptive coping to level of psychological
distress may be problematic, a number of researchers have hypothesized
that adaptive coping strategies may be important mediating factors
between stressful life events and successful psychological adjustment (see
Billings & Moos, 1981, for an example). We explored the frequency of use
and the helpfulness of 12 common cognitive, behavioral, emotional, and
avoidance coping strategies used over the 2.5-year course of the bereave-
ment period (Gallagher, Lovett, Hanley-Dunn, & Thompson, 1989). The
strategies selected for consideration were logically derived from the coping
literature at that time (e.g., Pearlin & Schooler, 1978). As might be
expected, the use of expressing sadness declined substantially and was rated
as less helpful as time passed. Second, the strategy of seeking to find a
purpose in the death was more frequent earlier in the bereavement
process than it was later on. Third, reflecting on past memories was used
more frequently both early and late in the bereavement than it was around
the anniversary of the death. Finally, respondents indicated that they found
the use of self-talk significantly more helpful early on in the bereavement
process than they did at 30 months. Generally consistent with the findings
of Lund et al. (1986a), only minimal gender differences were observed in
the reported frequency and helpfulness of use of these coping strategies.
Contrary to our expectation, level of depression, as measured by BDI,
was not significantly predicted by frequency of use or helpfulness of the
cognitive or behavioral coping strategies at any time of measurement. We
did find that intensity of grief was consistently correlated with the degree to
which expression of sadness was done (and found useful) for both the men
and women.

In summary, the data analyzed thus far do not reveal a relationship
between less adaptive coping strategies at initial measurement and a sub-
sequent poor adjustment, as was hypothesized. However it should be noted
that since the time that the USC study was conducted (1981-1985) several
reliable and valid coping indices have been published. It may be that use of
a more standardized measure, such as the coping index developed by
Folkman, Lazarus, and their associates, would be more informative in
terms of sampling a wider array of coping strategies. Their own research
has found differences based on both age and type of event being coped with
when their measure was used in fairly large-scale studies of community
older adults (Folkman, Lazarus, Pimley, & Novacek, 1987).
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The final correlate examined in some depth is the adequacy of the social
support network. The three available samples were directly compared
on several indices of social support developed by the investigators and
incorporated into the interviews. The Natural Death Survivors initially
reported that they received significantly more emotional support than did
the Suicide Survivors, but there was no difference between the two groups
in the amount of practical help obtained. Furthermore, multivariate
analyses of covariance with repeated measures indicated that this effect
persisted across the 30-month period. Both sexes reported less satisfaction
from emotional help received after the initial time of measurement, with the
males reporting slightly less satisfaction than the females at every sub-
sequent measurement point. However, the effect of gender on the reporting
of emotional help received was not apparent within the Suicide Survivor
Group (Farberow, Gallagher-Thompson, Gilewski, & Thompson, in press-
b). In brief, it appears that there is an interaction between the mode
of death and the nature of the social support network, with those who
survived a natural death reporting overall a more adequate experience of
social support compared to those whose spouses committed suicide. We
have not yet analyzed the data in such a way that we can relate the
adequacy of the social support network to the mental and physical health
outcome measures.

Some unanswered questions and some suggestions for
future research

Several conclusions seem apparent from our work thus far. First, adjust-
ment to bereavement appears to be a multifactorial process, with indices of
physical and mental health yielding somewhat different patterns; second, it
seems that most persons who experience the loss of their spouse (whether it
be from natural causes or from suicide) seem to adapt reasonably well over
a 2.5-year period of time, whereas those who are more psychologically
distressed at the outset have a more difficult adjustment over time, par-
ticularly if they have lost their spouse by suicide; third, most older adults
are quite resilient in showing relatively good adaptation to what has been
thought to be the most severe psychosocial stressor one can experience;
and finally, there are fewer gender differences in adjustment than had
been anticipated, with the most marked difference appearing in the
mortality data in older males. Although these points are generally sup-
ported by our data, we are also reminded of the work of Wortman and
Silver (1987), which reflected on how idiosyncratic the process of bereave-
ment can be, making it very difficult to generalize about the likely course of
bereavement, especially across various groups of people (e.g., suicide vs.
natural death survivors). Along these lines, it seems to us that future
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research should be conducted to examine carefully whether or not the
process of bereavement or active grieving ever ends or whether some
residual effects, both psychological and physical, may be present for the
remainder of the individual's life. This latter position is favored by Zisook
and Shuchter (1985), who studied their bereaved group for 4 years and
found that 25% of them rated their overall life adjustment at only fair or
poor at that point in time. That study contained one of the longest follow-
ups; yet it seems to us that follow-ups of 10 to 20 years are needed in order
to answer this question more directly.

Another concern has to do with the clinical implications of our findings.
Most of us are active clinicians in addition to being clinical researchers, and
so have a strong interest in seeing our findings translated into the inter-
vention arena. For example, the findings of Gilewski et al. (1991) regarding
the negative impact of initial levels of clinical depression on subsequent
adjustment, particularly for Suicide Survivors, suggests early intervention
may be warranted. It should also be noted that in addition to high depres-
sion, Suicide Survivors were also experiencing several other distressing
psychological symptoms, such as phobic anxiety and high levels of hostility.
Thus it may be that a multifaceted treatment approach targeted primarily
to treat the depression but also attending to these other indicators of stress
would be in order. We would recommend some modifications to cognitive-
behavioral therapy in order to facilitate both the reduction of depression
and fuller engagement in the bereavement process (Gantz, Gallagher-
Thompson, & Rodman, in press). Further, the suggestion that mortality in
elderly bereaved males may somehow be linked to an impoverished social
network argues strongly for intervention providing for network enrichment
with older males, who are somewhat isolated very early in the bereavement
process.

For others undergoing the stress of bereavement, it may be that self-help
groups are extremely appropriate, although a number of authors have
noted that it can be difficult to engage older individuals in widow-to-widow
type programs (Lund, Redburn, Juretich, & Caserta, 1989d). It may be
that providing interventions that are more prevention oriented would be a
way around this resistance. For example, because a number of older adults
are chronically ill and die after a period of relatively prolonged illness, it
may be very feasible to offer grief counseling while they are in hospital or
hospice-type settings, where the opportunity to anticipate future stress
and strain would be readily available. Many older widowed men have a
great deal of difficulty adapting to the emotional demands of being alone,
whereas older widowed women frequently have the most problem with
practical concerns such as getting their car serviced or balancing the
checkbook. It may be that a prevention-oriented program that focused on
teaching them some of these skills before they are actually experiencing the
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more severe throes of bereavement would be very appropriate and helpful
in assisting the long-term adaptation process.

Another potentially viable approach would focus on enhancing both
social supports and use of adaptive coping strategies to ensure later sub-
sequent good adjustment. Psychoeducational programs that focus on these
factors might be very acceptable to a wide variety of older bereaved indi-
viduals. We have found that such an approach is well received among
family caregivers, for example, who frequently do not have severe mental
health problems but who nevertheless are undergoing significant stress
(Gallagher-Thompson, Lovett, & Rose, 1991).

Finally, we would hope that any clinical intervention programs that are
designed and implemented are done so with careful attention to hypothesis
testing and solid principles of empirical research, so that despite numerous
methodological difficulties such as random assignment of persons to con-
ditions, differential attrition, and the unexpected occurrence of other
stressful life events and consequent treatments, the research will address the
challenge of identifying the most appropriate kinds of interventions to use
with both recent and long-term bereaved older adults.
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The course of spousal bereavement
in later life

DALE A. L U N D , M I C H A E L S. CASERTA, AND
M A R G A R E T F. D I M O N D

The overall purpose of this chapter is to provide an overview of the major
findings from our research over the past 11 years on spousal bereavement
among older adults in the United States. We began in 1980 with a
longitudinal study funded by the National Institute on Aging (NIA)
designed to describe, from a multidisciplinary perspective, the process
of adjustment that follows the death of a spouse, examine factors that
influence the observed outcomes, and identify potential focuses and
strategies for intervention. A sample of 192 recently bereaved spouses
and a control group of 104 currently married adults over the age of 50
participated in the study. Findings from this project were used to develop a
second study, also funded by NIA, to examine the effectiveness of self-
help groups in facilitating the bereavement adjustment process. Another
sample of 339 recently bereaved spouses participated in this intervention
study, with 241 assigned to self-help groups and 98 assigned to a control
condition.

In the late 1970s, the National Institute on Aging recognized that little or
no empirical research on bereavement had been completed that specifically
focused on older adults. Although some studies had included older adults in
their samples, there was no systematic attempt to learn more about their
bereavement experiences until NIA established bereavement and aging as a
priority for research funding. Our first study was one of three that the
institute initially supported. Each project had its own unique focus, ques-
tions, and measures, but they were similar in their purpose and prospective
longitudinal designs. Larry Thompson, Dolores Gallagher, and their
colleagues (1989) began their study in Los Angeles in 1979; we followed in
Salt Lake City in 1980; and Martin Faletti, Jeanne Gibbs, and colleagues
began in Miami in 1981. Although the untimely deaths of Gibbs and Faletti
limited the analysis and dissemination of their data, these three studies, and

The studies described in this chapter were funded by the National Institute on Aging (R01
AG02193 and R01 AG06244).
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others that followed, have helped to fill the void in our knowledge about
late life spousal bereavement. Selected findings from these three studies and
six other research projects in the United States have been compiled in the
book Older Bereaved Spouses: Research with Practical Applications (Lund, 1989a).

These studies were important because they not only provided infor-
mation specific to the bereavement experiences of older adults but used
improved research designs and more representative samples. For example,
these studies were among the first to use prospective longitudinal designs
with early assessments and nonbereaved control groups. Bereaved spouses
in these studies were interviewed between four and six times over a
period of 2 to 2.5 years. In the study by Faletti and his associates (1989),
participants were interviewed as early as 14 days following the death. The
use of nonbereaved controls allowed estimations of how much impact
bereavement had on the well-being of the survivors in the absence of
making the ideal pre- and postbereavement comparisons for each person.
Also, the community-based sampling procedures provided for the inclusion
of both men and women in the same sample and allowed for greater
heterogeneity. Although each study had its own sampling limitations,
collectively they covered a relatively broad cross section of bereaved elders
in the United States. The Miami sample included a sizable portion of Jews
(57%), the Salt Lake City sample was unique in the high percentage of
Mormons (72%), and the Los Angeles sample had considerable religious
and ethnic diversity.

We were particularly pleased that the Salt Lake City study was similar to
and conducted concurrently with the other two projects because we were
concerned about the generalizability of our findings. Although we did not
find Mormons to differ from others in our study sample (Lund, Caserta, &
Dimond, 1988), it is quite valuable to know that most of our findings are
strikingly similar to those from Miami and Los Angeles, as well as from
subsequent studies in Riverside, California (Schuster & Butler, 1989), rural
Nebraska (Van Zandt, Mou, & Abbot, 1989), several midwestern cities
(Gass, 1989), and Cleveland, Ohio (Kitson & Roach, 1989).

Understanding this broader context within which our research has
occurred is critical to the value and usefulness of our findings. Although our
samples were unique in the proportion of those who were of the Mormon
religion, we have concluded that older Mormons experience spousal
bereavement in much the same manner as older adults across the United
States (Lund, 1989b). Their difficulties, needs, and likelihood of making
successful adjustments are similar to others who are adjusting to the death
of a spouse after many years of marriage. The highlights of our research
findings presented here should be interpreted in the context of this broader
base of recent research.
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Methods

Because we summarize findings from two separate studies, it is necessary to
provide a brief description of the sampling and data collection procedures
for each project. The following descriptions contain only the most essential
features because detailed accounts already have been published elsewhere.
For example, the most complete description of the methodology used in our
first longitudinal study (Lund, Caserta, & Dimond, 1989a) and the second
self-help group project (Lund, Caserta, Dimond, & Shaffer, 1989c; Lund,
Redburn, Juretich, & Caserta, 1989d) can be found in Older Bereaved Spouses
(Lund, 1989a). Many of the same measures were used in both studies, so
we combined the brief descriptions of them into a single section.

Longitudinal descriptive study

Recently bereaved spouses aged 50 and over were identified through the use
of local newspaper obituaries in order to complete the first interview or
questionnaire as early as three weeks following the spouse's death. Official
mortality data obtained later from the Utah State Department of Health
Statistics revealed that this procedure missed only 9% of the actual deaths
for those in the same age category. No significant gender, age, or socio-
economic differences were found between those who had a published
obituary and those who did not.

All potential bereaved participants were randomly assigned to either a
home interview group (N = 104) or a mailed questionnaire group (N = 88)
in order to test for an interview effect. No major interviewer effect was
observed (Caserta, Lund, & Dimond, 1985), so the two samples were
combined into one sample for most of the statistical analyses. A total of 192
bereaved people participated in the study.

Nonbereaved older adults were identified through the use of public voter
registry data and were selected on the basis of sex, age, and socioeconomic
area of residence. In order to reduce the number of matching procedures, a
matched nonbereaved person was selected only for each of the 104 bereaved
respondents in the interview group. The refusal rate for this sample was
50 percent and the major reasons for refusal were busyness and lack of
interest. The first two questionnaires for each of the nonbereaved partici-
pants were delivered by a research assistant according to the same pro-
cedures as those used for the mailed questionnaire group of bereaved
participants. In both samples, the respondents completed them without the
assistance of an interviewer and returned them by mail.

All of the 192 bereaved persons were asked to complete questionnaires at
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six times during the first 2 years of bereavement: 3 to 4 weeks, 2 months, 6
months, 1 year, 18 months, and 2 years after the death. With the exception
of the demographic variables, all six questionnaires were essentially the
same. The 104 nonbereaved controls completed similar questionnaires at
the same six times.

The mean age for the sample of bereaved elders at the beginning of the
study was 67.6 years (SD = 8.2), with a range of 50 to 93 years, and they
had been married an average of 39 years. The majority were female (74%),
white (97%), had graduated from high school (78%), and were Mormon
(73%). The mean age of the nonbereaved participants was 66.3 years (SD
= 7.8), with a range of 50 to 88 years, and they had been married an
average of 38 years. The majority were female (73%), white (98%), had
graduated from high school (77%), and were Mormon (70%).

Self-help group study

This study was designed to investigate the effectiveness of self-help groups
in facilitating bereavement adjustments and more specifically the roles
of group leadership and duration by comparing self-help groups led by
widows versus professionals and short- versus long-term formats. All groups
met weekly for 2 months, but the long-term groups continued to meet once
a month for an additional 10 months. Because we are still in the process of
analyzing the data regarding the effects of the intervention, we summarize
in this chapter the findings about predictors of adjustment.

Recently bereaved spouses over the age of 50 were identified through
newspaper obituaries and were randomly assigned into one of the four
intervention condition groups or the control group. Questionnaires were
hand-delivered 2 months after the death event to those who agreed to
participate. Three hundred and thirty-nine (241 assigned to intervention
condition groups and 98 to the control group) returned the first question-
naires. The second measures were obtained immediately after the com-
pletion of the eight weekly self-help meetings (roughly 4-8 months'
bereaved) and the third questionnaires followed the completion of the long-
term groups (roughly 14-17 months' bereaved). The fourth and final
questionnaire was obtained at 2 years following the death. The control
group also was assessed at the same four time periods but received no
intervention.

The sample consisted of 242 women (71.4%) and 97 men who ranged in
age from 50 to 89 years (M = 67.5, SD = 8.5), were fairly well educated
(85% high school graduates), were primarily Caucasian (98.8%), and were
generally not employed outside the home (76.3%).



244 D. A. LUND, M. S. CASERTA, M. DIMOND

Measurement instruments used in the two studies

In addition to the typical sociodemographic characteristics of age, gender,
education, number of years married, employment status, religious member-
ship, race, and income, we included several already existing standardized
scales, several inventories and single-item indicators that we developed
specifically for the studies, and open-ended questions to generate qualitative
data about bereavement adjustments. Again, we only present a brief review
of these instruments because more detailed descriptions are available
elsewhere.

The major measures that we refer to as the indicators of bereavement
adjustments, outcomes, and well-being included a standarized scale of life
satisfaction (Neugarten, Havighurst, & Tobin, 1961), two depression scales
(Yesavage et al., 1983; Zung, 1965), and the Revised Texas Inventory
of Grief (Faschingbauer, 1981). Also, we developed an inventory of
bereavement - related feelings and behaviors with subscales measuring
emotional shock, helplessness/avoidance, psychological strength, anger/
guilt/confusion, and grief resolution behaviors (Caserta et al., 1985) - and
used several single-item measures of health, coping, stress, and loneliness
(Caserta, Lund, & Dimond, 1990; Johnson, Lund, & Dimond, 1986).
Numerous open-ended questions were asked concerning their greatest dif-
ficulties, advice to others, prospects about remarriage, experiences with
support networks, health functioning, and social activities.

Some measures were used as both predictor and outcome variables,
depending on the research questions and appropriate analyses. The fol-
lowing measures, however, primarily served as predictor variables. These
included the Twenty Statements Test, which assesses various dimensions of
a person's self-concept (Kuhn & McPartland, 1954; Spitzer, Couch, &
Stratton, 1971); Rosenberg's self-esteem scale (1965); a single-item rating
of self-esteem (Johnson et al., 1986); a scale of social support that we
developed to assess both structural and qualitative dimensions (Dimond,
Lund, & Caserta, 1987; Lund, Caserta, Van Pelt, & Gass, 1990); a detailed
skill survey of 94 tasks of daily living; and a competencies scale we adapted
to assess social, instrumental, and resource identification skills (Lund et al.,
1989c).

Results

Highlights of our findings from these two research projects, with an
emphasis on the first longitudinal study, are presented in two parts. First
are the findings that describe what we believe are the most essential
features about the course of spousal bereavement over time. This infor-
mation helps to describe the process of adjustment. Second is a summary of
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what we have learned about the factors that influence the course of adjust-
ment. We learned that some variables were far more important than we
expected in predicting bereavement outcomes, and conversely, some factors
were less influential than anticipated. Also, we believe that it is as im-
portant to know what was not significant as it is to know what was
significant. This is particularly important when we expect a particular
finding and learn that the data do not support the expectation.

Descriptive findings

First, our data indicate that there was considerable diversity in the adjust-
ment process both among and within bereaved spouses. Nearly every
outcome measure that we used revealed a broad range of responses at each
time period among the research participants. Some individuals appeared to
manage the stressful situation very well even experiencing personal growth
and learning new skills (Lund et al., 1989c). Others, however, were quite
devastated by their loss and had great difficulty managing their personal
lives for several years (Lund et al., 1985). Some described themselves as
being socially active, independent, helpful to others, involved with hobbies,
and motivated to make the best of a very difficult situation, whereas others
reported being despondent, angry, miserable, and sick of living (Lund,
Caserta, Dimond, & Gray, 1986b).

This diversity in bereavement reactions also was found within the indi-
vidual. It was common to find a person simultaneously experiencing a full
range of feelings and behaviors. For example, it was not unusual for the
bereaved to feel angry, guilty, and lonely, yet at the same time feel personal
strength and pride in how he or she was coping (Lund, Caserta, &
Dimond, 1986a). A 70-year-old woman described herself at length as being
busy, enjoying many different activities, and doing things with other
people, but her final self-descriptive comment was that she still feels lonely.

Second, our findings are clear in identifying loneliness as the single
greatest difficulty for older bereaved spouses (Lund, 1989b). Although
other researchers have reported on the problem of loneliness (Barrett &
Schneweis, 1980; Lopata, 1973a; Parkes, 1972a/1987; Carey, 1979), we
learned that in the opinions of the bereaved spouses, it was the most
common difficulty and it persisted through the first 2 years of adjustment.
Unfortunately, loneliness can be very painful and difficult to resolve.
Loneliness cannot be managed simply by surrounding oneself with others,
as indicated by the statement of a 69-year-old woman who said, "I am
lonely but not alone."

In addition to the pervasive problem of loneliness is the lack of skill
among older bereaved spouses to deal effectively with a relatively unique
set of problems of daily living. Older men were found to be deficient in a
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predictable set of skills, including cooking, shopping, and housecleaning,
and older women lacked skills in doing home repairs and managing legal
affairs and financial records (Lund et al., 1986a). These deficiencies were
sources of difficulty because the tasks were performed primarily by the
deceased spouses. Nearly 73% indicated that these deficiencies had made
their coping more difficult. Similarly, those who had learned some of these
new skills during bereavement reported feeling better about themselves,
more independent, and better able to get along with others, and over 30%
said that they benefited directly by being better able to deal with their grief
(Lund et al., 1989c).

Other common problems of bereavement included difficulties with
depression (Lund et al., 1986a), family relationships and friendships (Lund
et al., 1990), emotions of grief (Lund et al., 1985), physical health (Caserta
et al., 1990), personal identity (Lund et al., 1986b), and living according
to one's own expectations versus those of others. Although we have not
yet reported on the numerous examples of older bereaved spouses who
struggled with living their lives according to the expectations of others, this
is a problem of considerable importance. This problem usually manifests
itself during decision-making times wherein the bereaved spouse must
choose between what they want to do and what they believe others would
want them to do, or even what they imagine their deceased spouse would
expect. We found this dilemma in a variety of situations, including
decisions about forming new relationships, dating, sexual practices,
traveling, making major purchases, selling homes and personal belongings,
and establishing new patterns of social activities. We discovered that some
bereaved spouses agonized over the decision to keep or give away a pet that
they had never liked. They felt anxious and guilty for wanting to get rid of a
dog or cat that was so important to their deceased spouse. They were
troubled over what others might think about them, and in some instances
this meant that their deceased spouse would be so upset that they decided
to keep the pet (Lund, Johnson, Baraki, & Dimond, 1984). Without adding
more detail, we believe that it is essential to report that, for many, there is
great difficulty in making bereavement adjustments while trying to live
according to the expectations of others, including the expectations of the
deceased.

A third general conclusion about the bereavement process of older
spouses is the high degree of resiliency, resourcefulness, and adaptability
that they exhibited. Although 72% of our research participants reported the
death of their spouses to be the most stressful event they had ever experi-
enced, and the self-reported levels of stress were quite high for the entire
sample, we found that there were numerous indicators of personal strength,
social support, and resourcefulness that helped them cope quite well with
the many difficulties they faced. We estimated that 18% of our sample was
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having major difficulties 2 years after the death (Lund et al., 1985). The
positive aspect of this finding is that about 82% of the bereaved spouses
were managing with a good degree of success. Life satisfaction, perceived
health, self-esteem, and social support remained relatively high (Lund et
al., 1989a; Lund et al., 1985; Lund et al., 1990). Also, our findings that
Wortman and Silver (1989) used in their publication on the myths of
coping with loss were consistent with data from other studies in confirming
that resiliency and even immunity are more common patterns of adjust-
ment than previously reported. In other words, many bereaved persons
were resourceful enough to find effective ways of managing their grief
and making satisfying adjustments. Further documenting this personal
resourcefulness were the findings that only 12% of the participants in our
second study reported seeking professional help for bereavement difficulties
(Caserta & Lund, 1992) and about 72% had learned new skills during the
first 2 years of bereavement (Lund et al., 1989c). Although bereavement
after many years of marriage is a highly stressful situation, we also need to
acknowledge the considerable capability of older adults in meeting many of
the demands of a markedly changed life-style.

Fourth, because we could not find support for stages of bereavement
adjustment, we believe it is more accurate to describe the process like a
roller coaster of many ups and downs with gradual improvement over time.
We were unable to identify specific times, events, or markers that would
parallel stages of adjustment (Lund et al., 1986a). In support of the notion
of gradual improvement, our data consistently revealed that the early
months following the loss were the most difficult (Lund et al., 1989a,
1989b) and that these early indicators were relatively good predictors of
longer term adjustment (Lund et al., 1985; Johnson, Lund, & Dimond,
1986). In both our studies most of the outcome measures showed gradual
improvement over the 2-year period. An additional brief telephone survey
at 4 to 5 years after the death confirmed that the bereaved spouses in our
first study were still improving in terms of their self-reports of stress,
coping, and health (Burks, Lund, Gregg, & Bluhm, 1988).

With 2- to 6-month intervals between interviews it was difficult to
observe the many ups and downs of the bereavement process, particularly
with the use of standardized quantitative scales. Fortunately, we included
questions that allowed the respondents opportunities to describe in their
own words their feelings, difficulties, successes, and advice to others.
Transcripts from these parts of the interviews revealed the transitory nature
of the process. Typical is a comment by a 70-year-old male who said, "It
comes on gradual and reaches a peak until you break down and cry. You
get a little better for awhile and it goes up again." Similarly, a 68-year-old
woman replied, "These periods of grief come and go. It might strike at any
time and it might leave at any time. But they come and go." The ups and
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downs of the roller coaster can easily be precipitated by mistakenly seeing
the face of the deceased in a crowd, hearing an old familiar song on the
radio, driving by the hospital where the spouse was treated, or conversely,
feeling proud for successfully balancing a checkbook for the first time,
meeting a new friend at a club, or simply mastering the use of a microwave
oven.

The roller-coaster metaphor is far from ideal to describe the complexities
of the bereavement process, but it does help to emphasize both the ups and
downs and gradual improvement that we have found in our research. For
some, the ride may never end, but they learn to "live with it" or "adjust to
it." Others are more active in meeting the challenges and find ways to
manage the ups and downs of the process. The next set of findings examines
the factors that influence the degree of success in managing the unfavorable
consequences and producing more favorable outcomes.

Findings about the predictors of bereavement adjustments

Two of our findings that describe features about the process of bereavement
are particularly relevant to conducting research on the predictors of adjust-
ment. Because of the many relatively spontaneous ups and downs during
the course of bereavement, it is imperative to use longitudinal designs.
Using repeated measures over time enables more accurate assessments,
consideration of the transitory nature of bereavement, and specification of
cause-and-effect relationships. Also, because of the great diversity in how
bereavement can affect each individual and the variability among different
people, it is critical that investigators include multiple indicators of adjust-
ment. Using only one or two mesures will not reflect the complexity or
multidimensional effects of bereavement.

As we described in the Methods section of this chapter, we used an array
of quantitative and qualitative indicators of physical, emotional, psycho-
logical, and social well-being. Although some of our findings about pre-
dictors of adjustment were specific to only certain indicators, the following
summary avoids some of the lesser details in order to highlight the more
important and practical findings. For those who wish to examine more
closely some of the specifics, we have included citations for further reading.

Our research findings could be characterized as much by what we
have found not to be important as what we found to be predictive of
bereavement adjustments. In other words, we have been surprised by the
lack of significant effects for some variables we expected to influence the
course of adjustment. We have, therefore, organized this section of findings
into three parts. First is a summary of the factors we found to be relatively
unimportant as predictors of adjustment, followed by variables that
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were moderately influential, and then we review and discuss the five best
predictors.

Relatively unimportant predictors. We begin with a cautious reminder
that although the factors presented in this category were found to have little
or no direct influence on the course of bereavement adjustments, we do not
recommend that they be dismissed from future consideration for research or
practice. Our samples included only bereaved spouses and those age 50
years and over. We suspect that in other bereavement contexts they might
be more influential than what we found.

In this category of nonpredictive variables were nearly all of the socio-
demographic characteristics, including age, gender, education, income,
religious membership and religiosity, and other factors such as perceived
health status, marital happiness, and pet ownership. Because our samples
were relatively homogeneous in terms of race and ethnicity, we are
unable to address the degree of influence they might have on the course of
bereavement.

Participants in our studies ranged in age from 50 to 93 years. Although
we found those over the age of 75 years to be at the greatest risk for
experiencing declines in the size and perceived closeness of their social
support networks (Lund et al., 1990), age did not predict any of the
major indicators of adjustment (Lund et al., 1986a; Dimond et al., 1987).
Surprisingly, years of education, income, and income adequacy did not
exert a clear influence on bereavement. The only exception was that women
in the higher income categories showed slightly better early adjustments
(Caserta, Lund, & Dimond, 1989). The number of years of formal education
may not be the best way to measure the broad range of potential benefits
from education because it ignores the specifics of curriculum, effort, per-
formance, and other issues of quality and practicality. The measures of
income and income adequacy are similarly limited because they do not
account for how they were used and whether or not they were shared with
others.

We carefully examined the influence of both gender and several aspects
of religion and concluded that they were not very predictive of our global
indicators of adjustment. With respect to gender, we learned that older
males and females differed in their lack of specific skills of daily living, but
they were similar in their emotional, psychological, social, and health
adjustments (Lund et al., 1986a). Also, contrary to our expectations, males
were as likely as females to participate in both of our studies - even the
second project, which required participation in self-help group meetings
(Lund et al., 1989b; Lund et al., 1989d).

Our focus on religion was necessitated by the high proportion of
Mormons who lived in our study area. Our samples included about 70% to
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73% who were Mormon. Without elaborating on all of the unique features
of Mormonism, it was possible that their large family size, emphasis on
family life (Ericksen, 1975), and belief in an afterlife (Backman, 1970) could
affect the course of bereavement. As expected, the Mormons in our samples
were found to have more people in their support networks and more
frequent contact with them, were more active in their religion, and more
religious (Lund et al., 1988). These features, however, did not result in any
major differences in the well-being of the study participants during the 2
years of bereavement. Religious activity did have a positive association with
more favorable outcomes, but there was evidence in other analyses that led
us to conclude that it was not necessarily the religious nature of the activity
but the fact that social activity in general has a positive influence on
bereavement adjustments.

The remaining three variables that we found not to be predictive of
adjustment were pet ownership, marital happiness, and health status. We
included pet ownership as a study variable after learning about a variety of
benefits from animal-human interactions (Fogle, 1981). Because some pets
were actually owned more by the deceased spouse rather than the surviving
spouse and pets require care during periods of time when the bereaved were
already occupied by legal, emotional, and social demands on their time,
pets were not very helpful during the first year of bereavement (Lund et al.,
1984).

Also unexpected was the finding that the degree of reported marital
happiness with the deceased was unrelated to the course of adjustment.
One could argue that the loss of a happy marital relationship would be a
greater loss than an unhappy relationship or, conversely, that a long happy
relationship would provide a valuable set of memories that could sustain
one during the difficult times of bereavement. The complexities of the
marital relationship merit closer examination in future studies, but our
analyses revealed that the degree of happiness in the marriage did not affect
the course of bereavement. Some bereaved respondents reported that they
missed the arguments with their deceased spouses even though they rated
their marriages as being unhappy.

We examined self-reported health status as both an independent and
dependent variable and found considerable stability in the measure over
time (Lund et al., 1989a) and that it did not have much effect on overall
coping and adjustment during bereavement (Lund et al., 1985). We should
caution, however, that the bereavement context influences the factors that
older adults take into account in making their perceived health ratings and
that these self-reports should be understood within the specific context.

Moderately important predictors. All three of the factors we found to be
moderately related to the well-being of the older adults during bereavement
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underscore the importance of social relationships with others. Positive
associations revealed advantages to those who remarried, had supportive
relationships with others, and were active in their religious participation.
Self-reports of religious activity remained quite stable through the first
2 years of bereavement for both Mormons and non-Mormons (Lund et al.,
1988). Although the statistical associations of religious activity on grief
resolution behaviors were modest, we found additional support for the
benefits of keeping busy during bereavement when we analyzed more of
the qualitative data through content analyses. Many of the respondents
recommended keeping busy and socially active when asked what specific
advice they would give to others in similar circumstances. Those who gave
this advice showed greater gains in their perceived coping ability (Caserta,
Van Pelt, & Lund, 1989).

Only 10% of the respondents in our first study had remarried within 4 to
5 years after the death of their spouses (80% men). We concluded that
those who eventually remarried were more positive in the early interviews
about their consideration of remarriage and likely viewed remarriage as a
way to help them adjust to the loss and maintain their well-being (Burks
et al., 1988). We would certainly not suggest remarriage as a coping
strategy for those who express considerable reluctance or opposition, but we
did find the remarried persons to have greater reduction in their stress
levels and greater improvement in the measures of life satisfaction and
resolution of grief.

We expected features of the social support networks to be among the
strongest predictors of adjustment and were surprised to learn that only a
few characteristics had a moderate impact. Generally, social supports were
quite positive and stable over time, with slight increases in the reliance on
friends as opposed to relatives and decreases in the ease of contacting
persons in the support network (Lund et al., 1990). When we closely
examined the role of social support on bereavement outcomes, we found
that stable support was a buffer of stress 2 years later (Duran, Turner, &
Lund, 1989). More important, however, were the qualitative aspects of a
support network (e.g., perceived closeness, self-expression, contact, shared
confidence, and mutual helping) in leading to lower depression and more
positive ratings of coping, health, and life satisfaction (Dimond et al.,
1987).

These findings about the benefits of social support networks need to be
tempered with numerous qualitative examples about negative effects of
support persons. Our interviewers heard detailed accounts of disappoint-
ment, frustration, anger, and sadness expressed by the bereaved because
some friends and family members were judgmental, avoidant, inconsiderate,
pushy, and demanding. A common complaint of the bereaved was that they
wished they could tell others what they had expressed to the interviewers.
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We concluded that there is considerable room for improvement in the way
support persons can be of help to the bereaved.

The best predictors. Contrary to the moderate predictors of bereave-
ment adjustment primarily consisting of factors related to social relation-
ships and support received from others, the strongest predictors were
personal resources unique to each person. Experiencing the death of a
spouse in later life requires a wide range of adjustments to meet the
demands of a radically different social environment and lifestyle. We have
seen repeated evidence that supports the need for bereaved adults to take
charge of their life-styles and situations if they are to preserve and some-
times enhance their well-being. Taking control requires motivation, pride,
skill, flexibility, some help from others, and the passage of time. The five
best predictors of spousal bereavement that have emerged from our studies
emphasize these requirements.

First, as we discussed earlier, a common pattern of adjustment is one
with many spontaneous ups and downs but with subtle and gradual im-
provement. When we entered amount of time since the death event as a
variable in a variety of statistical procedures, it was consistently one of the
most influential factors. With only few exceptions, the bereaved spouses
had more positive well-being scores at each subsequent data collection
period. This gradual improvement was evident in both of our studies (Lund
et al., 1986a, 1989a, 1989b). We do not believe that simply the passage
of time by itself brings about successful adjustments. Time is important
because the many difficulties require time to emerge, be identified, develop
strategies, and achieve some degree of successful adjustment or resolution.
A passive strategy of waiting for time to heal a wound will not lead to
satisfactory bereavement adjustments.

Second, also related to time, is the finding that initial or early bereavement
adjustments were good predictors of longer term well-being. Early success or
extreme difficulty appears to set the direction for future growth and devel-
opment or an unhappy and dissatisfying life-style. In one of our most
important publications we reported that difficulties in the first month of
bereavement as evidenced by intense negative emotions (e.g., desire to die,
frequent crying) were associated with poor coping after 2 years (Lund et
al., 1985). These findings and others from our research document the
possibility and value of identifying early in the course of bereavement
those who are most likely to have long-term difficulties and need greater
assistance from others. Our limited resources should be appropriately
targeted to those who are at greatest risk and implemented early.

In simple terms, good use of time and getting off to a good start will lead
to more satisfying adjustments, but more is required to ensure positive well-
being. Another good predictor of adjustment was a variable that deals with
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both a personal trait and the existence of a relationship with another
person(s). Bereaved individuals who were communicative with others about
their thoughts and feelings were more likely to have positive adjustments
later (Lund et al., 1985). Again, self-expression that occurs early in the
process was most advantageous. The willingness and ability to express
oneself about very sensitive, emotional, and personal issues is not equally
shared. Also, not all bereaved persons have available to them a confidant
who will actually listen to these expressions.

The final two predictors had the strongest impact on the course of
adjustment and affected nearly every aspect of well-being that we measured.
Positive self-esteem and personal competencies in managing the tasks of daily life
resulted in the most favorable long-term bereavement outcomes (Lund et
al., 1989c; Lund, 1989b). We believe that those who had high regard for
themselves were more likely to be dissatisfied with not coping well, feel
that they deserve better, be motivated and skilled to take control of the
situation, and persist until they have more favorable outcomes. Conversely,
those who had little regard for themselves were more likely to believe that
they deserved feeling depressed and being overwhelmed by their grief. With
low self-esteem there is little motivation, confidence, and skill to change the
circumstances. During the course of the interviews in our research projects,
many of the bereaved made statements about the need "to find your own
way through the mess," and that "others cannot do it for you." These
statements, although somewhat simplistic, are meaningful because they call
attention to the importance of not being passive but taking charge and
doing something active about the situation. Self-esteem provides part of
the foundation by motivating action necessary for more successful and
satisfying adjustments.

Positive self-esteem coupled with the ability to use one's personal
resources and skills can help bring about successful adjustments to the
demands of the new environment. Particularly for those who have been
married for many years and were socialized into accepting very narrow
gender roles, spousal bereavement clearly revealed the lack of specific skills.
As we reported earlier, the lack of skills in managing one's daily life further
complicates the bereavement process. We discovered that being competent
in social, interpersonal, instrumental, and resource identification skills lead
to more favorable bereavement adjustments (Lund et al., 1989c).

Competencies and self-esteem are also interrelated and have mutually
complementary effects. We found those who had high levels of competency
had similar high levels of self-esteem and, conversely, those with low self-
esteem had low levels of competency. In terms of the course of bereavement
we suggest that one of the best ways to enhance self-esteem is to learn new
skills. Fifty-eight percent of our respondents reported feeling better about
themselves as a result of learning new skills (Lund et al., 1989c). With
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improved self-images the bereaved were often further motivated to work at
making other adjustments. We highly recommend that the reciprocal rela-
tionship between self-esteem and personal competencies be acknowledged
and integrated into intervention efforts.

After 11 years of research, perhaps our most important findings are those
regarding the critical roles of internal coping resources, self-esteem and
competencies, in making successful adjustments to the death of a spouse in
later life. Future research is needed to delineate more clearly the cause-and-
effect relationships among these internal coping resources and bereavement
outcomes. We highly recommend intervention studies with longitudinal
designs because they offer the most appropriate tests of these relationships.



17
Risk factors in bereavement
outcome

C A T H E R I N E M. SANDERS

It has been estimated that a third of all major bereavements result in
problems where professional help may be required (Raphael, 1983). For
example, conjugal bereavement, when there is intense loneliness, appears to
increase health risk, often resulting in the death of the surviving spouse
(M. Stroebe & Stroebe, this volume; Maddison & Viola, 1968; Parkes &
Brown, 1972). Similarly, the death of a child is associated with high
morbidity in surviving parents (Fish, 1986; Rando, 1983; Sanders, 1986).
Other factors, such as sudden death, lack of perceived support, or reduced
material resources, have also been implicated as associated with high
health risk. This chapter focuses on high-risk factors for poor outcome of
bereavement, separating them into four general categories: biographical/
demographic factors, individual factors, type and mode of death, and cir-
cumstances following the loss. It pays particular attention to the interaction
and overlapping of these factors, which can cause greatly increased health
risk.

It must be noted from the outset that a variety of methodological con-
cerns cloud the interpretation of available data on bereavement research.
For example, generalizability must be questioned when samples are com-
posed of women primarily. Too, because of the private nature of grief in
our culture and the inaccessibility of subjects, only those individuals who
"volunteer" to participate can be included. This bias in subject selection
introduces the possibility that a significant section of the population might
evidence differing forms of grief than the ones described in the current
literature. Studies have not always included a nonbereaved, matched con-
trol group of the same age to rule out nonbereavement-related explanations
for changes in health or psychological status (which become more prevalent
with increasing age). Finally, there are few reliable measures or criteria for
assessing and classifying either symptoms or outcomes of bereavement. For
the most part, researchers use different methodology, different time frames,
and different measures (see Hansson, Carpenter, & Fairchild, this volume).
The reader should understand, therefore, that this review attempts to
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present the knowledge available from research studies of varying validity
and, where appropriate, also to reflect the consensus of clinical observation.

Biographical/demographic factors

Age

Age differences have been studied primarily within the context of conjugal
bereavement. It might be expected that, in general, the older one is at the
time of loss, the more serious the health consequences. This, however, is not
necessarily the case. Ball (1977), in comparing three groups of widows -
young, middle-aged, and old-age - found the youngest group to be more
symptomatic than either of the other two. For the younger widows, the
sudden death of a husband, with no warning, produced an additional
negative effect on bereavement outcome.

In a study by Sanders (1981), it was shown that, initially, younger
spouses had higher intensities of grief, yet 2 years later there was a sig-
nificant improvement. Being younger, they could look ahead to a better
future with new feelings of hope. Older widows showed the opposite
reaction. Initially, there was a lowered intensity of grief, but after 2 years,
a great deal of anxiety as well as loneliness was displayed. Feelings of
helplessness were expressed. Health was more tenuous. The future did not
look so bright as it did for younger widows. The results of this study suggest
that being older does not contribute directly to grief symptoms, per se, but
rather to the constellation of debilitating variables that commonly plague
the elderly.

Gender: Widows vs. widowers

There is a lack of agreement regarding the effects of gender on bereavement
outcome. Some researchers have concluded that widows suffer more health
consequences than do widowers (Carey, 1979; Lopata, 1973a). On the
other hand, considerably more writers find that widowers sustain greater
problems (Helsing, Szklo, & Comstock, 1981; M. Stroebe & Stroebe, 1983;
Siegel & Kuykendall, 1990). Still other investigators have noted no sig-
nificant differences (Clayton, 1974; Heyman & Gianturco, 1973). These
comparisons included such outcome measures as mortality, physical
symptoms, and depression and other emotional sequelae, as well as positive
events such as remarriage.

Examining the health aspects, Parkes and Brown (1972) found that men
complained of fewer symptoms than did women in both the bereaved and
control groups. These differences were so large that, in several cases, the
control women indicated nearly as many symptoms as the bereaved men. A
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likely explanation is that men and women report symptoms differently.
Men typically report fewer symptoms and less affective distress, compared
to women, making widows appear more severely distressed than widowers.
Too, men appear less prone to developing "neurotic" symptoms during a
bereavement and consequently suffer less overt psychological symptoms
than do women. However, although widows had higher depression scores
than widowers 1 year after bereavement, on follow-up, 2 to 4 years later,
the widows were no more depressed than married women of the same age;
yet widowers remained significantly more depressed than married men.
Parkes and Brown suggest this depressed state may reflect what Cumming
and Henry (1961) described as "disengagement," in that widowers often
showed signs of withdrawing from others and feeling more remote and
apart from friends.

Another explanation for widowers doing less well than widows involves
sex differences in social support. Men are more likely to depend on their
spouse for emotional support, nurturance, and entree to social interaction.
When these resources are no longer available, widowers may have little
practice or inclination to develop these new skills, and may simply bury
themselves in work or isolation. Women, on the other hand, are more
likely to cope by searching for social support, which in turn facilitates the
bereavement process (W. Stroebe & Stroebe, 1987). Siegel and Kuykendall
(1990) support this conclusion, but also show that widowed men who were
active in their church or temple were less depressed than those without
these social/religious connections. Their data show that "the connection
with the church /temple served a stress-reducing function for men." They
conclude that outreach programs for elderly men could initiate healthy
interventions that may reduce health risks. Yet this is not always feasible.
Stroebe, Hansson, and Stroebe (chapter 29, this volume) point out the
greatest difficulty, noting that, ironically, the group for whom intervention
is most needed displays the greatest propensity to withdraw and cope
alone.

Parental bereavement: Mothers vs. fathers

Mothers appear to grieve more deeply than do fathers, and this could be
attributed to the bonding of mothers to their infants early in life (Fish,
1986). However, Fish also noted that when a child died at an older age,
mothers still reported higher grief responses than did fathers, so apparently
the bonding is deeply ingrained. Isolation may also become a contributing
factor to this outcome following the death of a child. Mothers feel more
isolated than do fathers, primarily because work outside the home envelops
fathers and keeps them occupied through a greater part of the day, thus
offering them a respite from their sorrow. As newer studies are done with
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working mothers matching working fathers in numbers, this difference may
equal out.

Reduced material resources

Economic difficulties often plague the bereaved, complicating their already
painful existence. Because the majority of widows are aged, their economic
circumstances are usually below average. The financial plight of widow-
hood led Harvey and Bahr (1974) to state that "the negative impact
sometimes attributed to widowhood derives not from widowhood status,
but rather from socioeconomic status" (p. 106). They concluded that
lowered morale and decreased affiliation are more directly correlated with
change in income than change in marital status. In a Canadian study
(Sheldon et al., 1981), it was found that low socioeconomic status con-
tributed to poor adjustment and negatively influenced health among
widows. These observations were supported by Atchley (1975) in a
working-class group of older widows, where inadequate income led to
reduced social participation, and consequently, "to greater loneliness and
anxiety."

Marris (1958), in studying London widows, described the deprivation
encountered by these women as they endeavored to maintain households,
care for dependent children, and hold outside jobs, many working for the
first time. Similar findings by Glick, Weiss, and Parkes (1974) led them to
conclude that poor adjustment following bereavement is a consequence of
an insecure economic position. Sanders (1980) found that low income did
not contribute directly to poor bereavement outcome but, instead, was a
preexisting factor that would contribute negatively to any stressful situa-
tion. This hypothesis was supported in a study by Morgan (1976), who
statistically partialled out the effects of income and found that lowered
morale was not attributable to bereavement in and of itself but was related
primarily to the deprivation caused by lack of income. In a similar study
(Jacobs, Hansen, Berkman, Kasl, & Ostfeld, 1989), examining depression
following spousal bereavement, it was reported that unemployment was
a major determining risk for depression. Thus, positive adjustment to
bereavement is likely to be strongly associated with the firm financial
situation of the widowed person.

Individual factors

Personality

Personality factors do contribute to the manner in which an individual
reacts to stress. Yet the impact of personality characteristics of the bereaved
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on health risk has been largely neglected as studies instead have focused on
demographic data and symptom assessment. For the most part, researchers
conducting longitudinal studies have focused on the grief reactions produc-
ing poor outcome rather than examining premorbid personality charac-
teristics for poor coping styles. Parkes (1985) identified the "grief-prone
personality" as one involving excessive grief and depression, intense
clinging behavior, or inordinate pining for the deceased. Individuals who
are insecure, anxious, or fearful have also been identified as those being at
high risk following a major bereavement (Parkes & Weiss 1983).

Vachon and her group (1982a), approaching from a different perspective,
examined positive personality variables that might facilitate grief resolu-
tion. Using the General Health Questionnaire (GHQ) (Goldberg, 1972),
they identified individuals who showed low distress after a bereavement
and ones who indicated high distress; they were then followed for a period
of 2 years. By pairing the GHQ scores with the 16 Personality Factor
Questionnaire (16 PFQ) (Cattell, Eber, & Tatsuoka, 1970), they noted
personality styles of those individuals who coped well and those who did
not. Of 72 widows, the 23 (32%) in the "low-distress" group scored
as emotionally stable, mature, conscientious, conservative, and socially
precise. The 14 persons (19%) in the "high-distress" group described
themselves as apprehensive, worried, and highly anxious, indicative of low
emotional stability. The authors cautioned that the causal relationship
is unclear: Were these individuals isolated because they were ordinarily
unable to maintain relationships, or because the grief situation had caused
their isolation? As M. Stroebe and Stroebe (1983) point out, GHQ scores
may typically correlate highly with the 16 PFQ, suggesting a personality
main effect rather than a specific reaction to bereavement.

W. Stroebe and Stroebe (1987; chapter 14, this volume) related health
outcomes to two personality variables, emotional stability and locus
of control, measured by the Eysenck Personality Inventory (Eggert, 1983)
and the Interpersonal Control Scale (Levenson, 1973). The authors rea-
soned that emotionally stable persons would be better able to cope with
the stress of bereavement and that people who believe they have little
control would react to loss in a depressed manner. A bereaved group and a
matched control group of married persons were given the same measures.
Results showed that individuals high on neuroticism were more depressed
than those low on neuroticism and that this effect was stronger for the
widowed than the married. Thus, consistent with predictions, the widowed
who were less emotionally stable appeared to have greater difficulties in
adjusting to their loss. Although the comparable effect was not significant
for internal control beliefs, there was a significant interaction between
expectedness of loss and internal control beliefs: Individuals with low
internal control beliefs reacted with greater depression to a sudden loss
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than did individuals with high internal control beliefs. This difference may
have been due to a differential effort in regaining control following the
shattering experience of sudden loss.

In a longitudinal study using the Grief Experience Inventory (Sanders,
Mauger, & Strong, 1991) to assess grief reactions and the MMPI to
examine personality characteristics, Sanders (1980) studied the effects of
personality on bereavement outcome soon after the deaths and again 18
months to 2 years later when grief intensities had subsided. Matched
controls also completed the inventories in order that relationships between
bereavement and various types of personality coping patterns could be
identified.

Four types of reaction to bereavement emerged from this study: a
"disturbed" group, a "depressed" high-grief group, a "denial" group,
and a "normal grief-contained" group. Individuals in the disturbed group
reported feelings of inadequacy, inferiority, and insecurity, which seemed of
a chronic nature. These individuals had few defenses, and when they
suffered a severe loss, the result was long-lasting desolation.

The depressed group complained of depression and tension, as well
as inordinate sensitivity. They almost always had a history of multiple
family losses, so they were dealing not only with the present loss but with
former losses as well. Because their anxiety was a trait phenomenon, when
inordinate stress occurred, the depressed group was subject to intense
emotionality. Two years later, although grief symptoms had abated, they
still felt deeply saddened and remained withdrawn from others.

The denial group showed a psychological state nearly opposite to depres-
sion: compulsive optimism. They employed strong defense mechanisms in
order to deal with crises, often using physical symptoms as a means of
solving conflicts or avoiding responsibilities. However, this characteristic
was so ingrained that they were not aware such a defense was being used.
At follow-up, their emotional reactions were still suppressed. However,
there were more psychosomatic symptoms evidenced than either of the
other two groups.

M. Stroebe and Stroebe (1991) reported a similar pattern. When bereaved
spouses were followed through their first two years of bereavement, they
found that widowers who seek distraction from grief work or who control
their emotions closely do not make as good an adjustment as widowers who
were less controlled. Yet suppression of emotions has been shown to offer
relief when confronting becomes too painful (Epstein, 1967; Horowitz,
1983). Furthermore, M. Stroebe and Stroebe (1991) found that for widows
grief work was unrelated to adjustment to bereavement. Because of the
many confounding and overlapping variables in this area, much careful
research will be required in order to understand the effects of personality
alone.
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The findings of these studies suggest that there is no one intervention
strategy that meets the needs of all bereaved people, pointing to the need
for interveners to take accurate and complete histories when dealing with
bereaved people. On the basis of past coping behavior, one can begin to see
how the present stress situation will most likely be dealt with. If non-
functional defenses are typically used, the caregiver can begin to work to
modify those responses toward more adaptive ones.

Ambivalence

It is easy to understand how ambivalence, when present in a relationship
before death, would cause problems for the bereaved after the death.
There would be unfinished business to complete, as well as anger and self-
reproach with which to deal. Fenichel (1945) believes that the greater the
love-hate relationship and the greater the self-reproach, the greater the
grief. Freud (1917b) felt that if there were ambivalent feelings, grief resulted
in a pathological form that he called "obsessive reproaches," a constant
form of self-denigration caused by the conflict of ambivalence. In cases
where the relationship was one of passive/aggressive acting out, the
bereaved may be trapped in an intrapunitive form of grief indefinitely.
Parkes and Weiss (1983) noted that those who reported lower levels of
conflict with their spouses had less anxiety, depression, guilt, and yearning
for the dead spouse.

Dependency

Parkes and Weiss (1983) found that dependent widows and widowers
needed to cling to the lost relationship in order to maintain their accustomed
role of helplessness and inability to cope. Consequently, dependency was
strengthened as their way of life.

Dependency needs are so closely correlated with safety needs that
individuals who lose the one on whom they depend are vulnerable to
excessive anxiety and worry simply because they are deprived of the strong,
reliable support they once had. Parkes describes "clinging," dependent
relationships as those leading to excessive yearning and chronic grief,
consequently placing them in a high-risk category. Typically, those who
have had significant losses in childhood will be more grief prone than others
who have had a more secure early life (Parkes, 1972a/1987; Sanders, 1979).
Sable (1989), in her study of 81 widows, supported this conclusion. She
described an "anxious attachment" that formed from the intense fear of
being alone and that tended to deepen and prolong sadness and grief.
Raphael (1983) argued: "These (ambivalence and dependency) may lead to
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greater risks of inhibited or disturbed grief, chronic grief, and depression, as
well as other possible outcomes" (p. 221).

These two areas of ambivalence and dependency have presented
methodological difficulties in bereavement research in that hostility and
guilt are usually repressed and are not easily dealt with after the death.
The bereaved typically deny any problems with the relationship. Raphael
(1983) suggests that when denial is profound, it probably indicates that
exaggerated idealization is being used to cover up the ambivalence. Yet,
because ambivalence and dependency have been noted as retardants in
bereavement resolution, it is important that further work be done in these
areas.

Health before bereavement

It is likely that, if an individual's mental or physical health is tenuous
before the loss, the stress of grief will exaggerate that condition during
bereavement. Early studies showed an exacerbation of congestive heart
failure and essential hypertension when individuals were faced with the
threat of grief and loss (Chambers & Reiser, 1953; Weiner, Thaler, Reiser,
& Mirsky, 1957). Parkes (1985) pointed out, "The effects of emotion on
coronary arteries are, of course, well known, and it is not unreasonable to
suppose that people with severe heart disease may be vulnerable to the
physiological accompaniments of severe grief" (p. 13). Parkes (1975) also
reported a link between poor bereavement outcome and premorbid mental
illness. Bunch (1972), in his study of suicide in bereaved persons, reported
that 60% of those who succeeded in committing suicide had undergone
psychiatric treatment prior to bereavement. Tracing premorbid physical
symptoms and diagnoses is easier than tracing the severity of previous
psychiatric problems. Individuals are far more apt to volunteer information
regarding their physical problems than their emotional ones, especially if
they have remained in outpatient treatment only. There is evidence that
persons who used health services before the loss of a loved one were most
susceptible to poor bereavement outcomes (Mor, McHorney, & Sherwood,
1986).

Still, the evidence connecting prior poor health to bereavement outcome
derives primarily from clinical or anecdotal sources. With current emphasis
being placed upon epidemiological studies of bereavement consequences, it
is important for more studies to include prior health status among their
variables.
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Mode of death

Sudden unexpected death

Sudden unexpected death has been shown to have a debilitating effect on
the bereaved in that shock acts to prolong grief as well as to produce
excessive physical and emotional trauma (Lundin, 1984; Parkes & Weiss,
1983; Rando, 1983; Raphael, 1983; Sanders, 1989). In the Harvard study
(Glick et al., 1974), sudden death was such a shock that the bereaveds'
capacity to cope was greatly diminished and full functioning was not
recovered by some even 4 years following the death.

Parkes (1975b) noted that mode of death was one of the primary predic-
tive factors involved in spouses' bereavement outcome. Variables that
contributed to a poor outcome of exacerbated grief were a short duration of
terminal illness, cause of death not being cancer, and no opportunity to
discuss impending death with the spouse. From these findings Parkes
described a condition he termed "unexpected loss syndrome," charac-
terized by social withdrawal, continued bewilderment, and protest. He
concluded that this syndrome impaired functioning so severely that un-
complicated recovery could no longer be expected.

Lundin (1984) found that respondents who experienced a sudden death
had significantly more somatic and psychiatric illnesses, when compared to
persons who had experienced an anticipated death. When the bereaved
who had anticipated loss were in poorer health before bereavement, how-
ever, they suffered no increase in health consequences after the loss. At the
end of 8 years, there were no differences between the groups in good versus
poor outcome.

These recovery effects, however, were not found in a study done by
Lehman, Wortman, and Williams (1987). Examining the long-term effects
of losing a spouse or child in an auto accident, they found that at 4 to 7
years after the crash, bereaved participants showed significantly greater
distress than did matched controls. Both spouses and parents indicated
severe depression (poor social functioning, future worries and concerns), as
well as lack of resolution at the time of interview. Sanders (1989) noted that
survivors of sudden-death situations showed more anger and suffered more
physical symptoms than those whose family member had died of a chronic
illness. The unexpected deaths left survivors with feelings of loss of control
and loss of trust in a world in which they had previously placed their faith.

Death of a child

Parental bereavement is an overwhelmingly painful and long-lasting form
of grief, and parents may be at risk for poor outcome solely due to this type
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of loss (Fish & Whitty, 1983; Osterweis, Solomon, & Green, 1984; Rando,
1983; Sanders, 1980). The improbability of surviving their child means that
parents are unequipped to deal with the reality of the event. The question
of why is an obsessive rumination. Because of the strong identification
involved in the parent-child bond, when the child dies, the parents feel a
part of themselves has also died. They then find grief doubly intense, for
not only do they mourn the child but a part of themselves as well.

In a study comparing the grief of spouses, parents of children, and adult
children of older parents (Sanders, 1980), significant intensities of grief
were noted in parental bereavement. These parents suffered more somatic
reactions, greater depression, and more anger and guilt with accompanying
feelings of despair than did those bereaved who had lost either a spouse or
an older parent. They felt a loss of control over their lives and the world;
the untimeliness of the death of their child left them unsure of anything.

Fish (1986), studying the grief of parents, found that mothers experience
greater levels of guilt and anger than do fathers, even 2 years after the loss.
Mothers also experienced greater social isolation, feeling they were the only
persons still actively mourning the lost child. Rando (1983) noted that
parental grief actually escalated in the third year of bereavement, making
the mourning period a long, drawn-out ordeal and further exhausting the
resources of the parents. The support that marriage partners had counted
on in the past is often lost in the bereavement situation as spouses find it
hard to share their feelings with one another. Divorce and separation
among bereaved parents is estimated to range anywhere from 50% to 90%
as compared with couples who have not lost a child. Too, extreme isolation
is felt by the parents when others avoid talking with them about their loss
(Helmrath & Steinitz, 1978).

There is, therefore, much evidence that the death of a child frequently
results in serious somatic problems, threat of marriage dissolution, and
diminution of physical and emotional resources, so that resolution cannot
be achieved for several years following the loss. The family structure might
be so undermined that resolution or stability may never be fully attained by
its members. Siblings and parents alike are left with severe survivor guilt
that erodes ego strength and diminished feelings of worthiness. Because of
these grave consequences, much research is needed regarding how and
when to intervene in cases of parental bereavement.

Stigmatized deaths

Suicide. There is little question that the stigma of suicide puts a
social strain on survivors (Osterweis et al., 1984). In their study of suicide
survivors, Wrobliski and Mclntosh (1987) noted three unique problems:
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separation and isolation within and outside the family, rumination of
the death scene, and difficulty in reconstructing events before the death.
Although the problems appeared severe and debilitating, because there
were no control groups employed, caution must be used in the interpreta-
tion of results.

Perhaps surprisingly, not all researchers consider suicide survivors to
be at high risk during bereavement. Shepherd and Barraclough (1974)
concluded that the results of their study of suicide bereaved was equally
divided between "better off" and "worse off." However, W. Stroebe and
Stroebe (1987) questioned the validity of this interpretation, noting that of
the 44 spouses approached for an interview, 10 had died during bereave-
ment. Although the sample size was small, this excessive number of deaths
suggests a significant risk for the suicide survivors.

Investigations into these deaths are difficult. The paucity of systematic
research is silent testimony that this type of bereavement represents a
personal disaster that most people would prefer not to discuss. Based on the
meager data available, suicide may constitute a high risk of illness and
death for the survivors.

AIDS. Another stigmatized bereavement of growing concern in-
volves the surviving family members or lover of someone who died of
acquired immunodeficiency syndrome (AIDS). Batchelor (1984) has
described AIDS as having the emotional impact of a modern-day black
plague. As of August 1990, more than 89,000 known deaths had been
reported in the United States (Centers for Disease Control, 1990a). Klein
and Fletcher (1986) described a grief recovery group, continuing over an
18-month period, in which 32 men participated (ages 22-64). Most of the
deaths had been AIDS related. These writers noted several important
problems typical of this non-traditional grief situation, including no societal
approval, frequent exclusion from intensive care units and funeral plans,
and even being shunned as likely carriers of the AIDS virus.

Because AIDS has been stereotyped as a gay disease, homosexual males
are treated by many as if they alone are responsible for the epidemic. Yet
more heterosexual individuals will be affected, and families from all walks
of life will be afflicted with this stigmatized grief as the epidemic grows. As
yet, however, the literature is devoted primarily to understanding the illness
rather than to supporting the bereaved (see Martin & Dean, this volume).
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Circumstances following the loss

Lack of social support

Loneliness and lack of social support in the elderly have long been seen as
major problems of adaptation to loss (see Lopata, this volume). Thus,
Gallagher (1986) states that bereaved elders who are lonely and without
adequate social support tend to be at risk for developing serious adjustment
problems. If a grieving person can have available at least one confidant
who will listen empathically and not turn away from tears or displays of
frustration, that person will avoid one of the major risk factors of bereave-
ment. The reader is referred to Stylianos and Vachon (this volume) for a
detailed analysis of the social support issues in adjusting to bereavement.

Concurrent crises

During bereavement, the existence of additional debilitating stressors may
result in an overwhelming situation. Parkes (1964a,b) and Raphael (1983),
for example, noted the serious implications of multiple death situations,
particularly when several members of a family are lost in the same disaster.
Lifton (1968), in describing survivors of Hiroshima, described a "death
guilt" as part of the survivor syndrome - survivors felt themselves saved at
the cost of others' lives. Surviving individuals experienced what he called
the "imprint of death" and grieved not only for family members but also for
all who died in the disaster. Kaminer and Lavie (this volume) drew atten-
tion to these same guilt feelings among survivors of the Holocaust.

Concurrent stressors may also include other losses that the bereaved may
be experiencing, such as loss of employment, divorce, loss of physical
health, financial setbacks, and the like. The adaptive resources of the
bereaved may already be at a minimum when a major bereavement occurs,
leaving them even more vulnerable and helpless. Studies have shown that
individuals involved in these multiple crises are at greater risk than others
who are not so assailed (Parkes, 1975b; Raphael & Maddison, 1976).

Conclusions

The evidence presented in this chapter suggests several conclusions.
Bereavement is a complex, multidimensional process involving physical,
psychological, and sociological domains. These dimensions often cannot be
separated for purposes of research and analysis. Thus, even well-designed
studies may be at risk of confounding factors. There are also vast dif-
ferences among individuals, making broad generalizations difficult. Research
designs must, therefore, become more sensitive to this potential for con-
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founding bias and to confusing interactions among variables. Similarly,
clinicians treating bereaved individuals need to take more complete
histories regarding early losses and concurrent stresses, as both appear to
weigh heavily on the grieving process.

Certain risk factors appear to have been identified as seriously debilitat-
ing. They include the following:

• Sudden unexpected deaths, including suicide, murder, catastrophic cir-
cumstances, and stigmatized deaths
Ambivalence and dependency
Parental bereavement
Health before bereavement
Concurrent crises
Perceived lack of social support
Age and gender
Reduced material resources

Although the majority of people do not become seriously ill or die
immediately following a significant loss, it is difficult to know what long-
term health risks exist. Sudden or untimely death creates such systemic
shock that, for some, the impact does indeed cause immediate consequences.
Early identification and treatment of these individuals may be a sustaining
factor reducing their risk. Parental bereavement with its extreme levels of
guilt and anger also falls into this category. Because bereaved parents are
generally younger people, the physical consequences may not be seen for
many years. However, the impact of this loss on family functioning may be
more immediate and devastating.

Gender differences do appear to exist in bereavement. The question
is what those differences suggest about better ways to treat and sup-
port bereaved men and women. It may be that a dependent personality,
perceived lack of social support, and other concurrent losses all combine in
the situation of many widowers, causing their higher mortality rates. In
parental bereavement, what factors cause one marriage relationship to
break down and others to remain stable? And would greater support from
the partner reduce the dire consequences of that type of loss?

Grief affects everyone, but unequally. Some people are severely affected
and die; others seemingly take it in stride, painfully acknowledging the loss
but somehow managing to go on with their lives. A major goal for those
conducting research, or offering care, is to learn how to make that disparity
smaller.
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Loss and recovery

R O B E R T S. WEISS

Grief results when individuals lose certain "primary" relationships, but not
when they lose others. Individuals who have lost emotional partners or
children exhibit intense and prolonged grief (Glick, Weiss, & Parkes, 1974;
Wortman & Silver, 1987). So do individuals who have lost parents to whom
they were unusually close (Horowitz et al., 1984b). Grief, although to a
lesser degree, is also exhibited by some who lose therapists, teachers, or
other guides (Weiss, 1973b). In contrast, intense or prolonged grief is only
rarely exhibited in response to the loss of friends, family members who live
in different households, or colleagues or co-workers.

Relationships with spouses, children, siblings, friends, and colleagues are
all "primary" in that they are close, face-to-face, emotionally important,
and formed with a specific relational partner. Yet they divide into two
distinct classes of relationships: those whose loss triggers grief and those
whose loss does not.

The first class of relationships, those whose loss triggers grief, I will call
relationships of attachment. The second class I will call relationships of community.
Severe and persisting distress follows loss of any single relationship of the
first class but not the loss of any single relationship of the second class. The
death of a spouse or a child tends to be followed by years of grief; the death
of a friend, a colleague, or an adult sibling living in a different household
tends to be followed by distress and sadness but not by severe and persist-
ing grief.

Severe and persisting distress does sometimes follow the loss of all of one
type of relationship of community - all friendships, all work relationships,
all family ties — even though it does not follow the loss of any single such
relationship. The total loss of access to a community of work, as a con-
sequence of layoff or retirement, or the total loss of access to a community
of friends, as a consequence of geographic mobility or stigmatization, may
give rise to persisting distress, whereas the loss of a single work colleague or
friend would not (Benny, Weiss, Meyersohn, & Riesman, 1959; Weiss,
1974).

In relationships of attachment it is loss (or absence) of specific individ-
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uals that triggers distress; in relationships of community it is loss (or
absence) of a group or network. Furthermore, in relationships of attach-
ment, distress is not to be assuaged by the substitution of another figure in
the same relationship (another spouse, another child); in relationships of
community it appears likely not only that new friends and work colleagues
can be substituted, but also that membership in any meaningful community
will limit the distress produced by loss of membership in another com-
munity (Gore, 1978; Henderson, Byrne, & Duncan-Jones, 1981).

This chapter takes as its underlying theoretical perspective the ideas of
attachment theory as developed by John Bowlby (1969, 1973, 1980/1981)
and extended to the functioning of adults by C. Murray Parkes (1972a/
1987) and the author (Weiss, 1974, 1982). There seems a developing
consensus that there is an attachment system in children that accounts
for phenomena associated with their relationships to parents, including
proximity seeking under conditions of threat and separation distress if
the parents prove inaccessible. Although there seems no such developing
consensus regarding the idea that the attachment system of children gives
rise to derivative emotional systems in adults, I argue in this chapter that
there is support for this view. (For descriptions of children's relationships of
attachment, see Bowlby, 1969, 1973, and 1980/1981. For argument that
"attachment" relationships of adults resemble those of children, see Parkes,
1972a/1987, and Weiss, 1982.)

Loss

I will use the term loss to refer to an event that produces persisting
inaccessibility of an emotionally important figure. The experience of loss
may be produced by such different events as the death of the emotionally
important figure, estrangement from that figure, or even geographic dis-
tancing from the figure, although in the latter case letters, telephone calls,
and anticipation of future reunion may reduce the impact of the separation.
In all these instances there is likely to be distress; where the loss is viewed
as permanent there is likely to be pain and disorientation. (For further
discussion of disorientation as a consequence of loss, see Marris, 1974, and
Parkes, 1971a.)

One common element of relationships of attachment is their linkage to
feelings of security. A variety of investments, symbolic and real, can also
have security-fostering implications. They may to this extent have the same
emotional investment as an emotionally important figure. The security
blanket of the child and the revered political leader of the adult are two
examples. The loss of these security-fostering investments may produce the
focusing of attention, search behavior, and distress that are associated with
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losses of attachment; some elements of attachment may be involved in the
individual's linkage to these figures.

The quality of the separation distress that follows loss of a total com-
munity appears different from that which follows the loss of emotionally
important figures. There appears more sense of marginality, more feelings
of being intentionally misused or ostracized, less of a sense of having
been abandoned. Fried (1963) suggests a similarity between the emotional
states resulting from loss of community and those resulting from loss of
emotionally important figures. I implicitly argue that the states are different
in Weiss (1973a).

Even within the category of attachment relationships, experiences of loss
can be significantly different. The death of a husband or wife produces
great pain, but less disorientation (Glick et al., 1974); in marital separation,
pain may be modified by other feelings, but disorientation and confusion
are marked (Weiss, 1975). (Kitson & Zyzanski, 1987, contrast the self-
blame associated with marital separation and the feelings of having suffered
unjustly associated with bereavement.) The grief of parents of murdered
children contains feelings of injury and rage much less evident in the grief
of parents of children who died of leukemia, and markedly different from
the quiet despair of a husband or wife whose spouse died in the fullness of
age. (Members of Compassionate Friends, an organization of bereaved
parents, often insist that the pain of a child's death - especially if it was
caused by someone - cannot be imagined by those to whom it has not
happened. See also Weiss, 1987.)

Relationships of attachment

As noted earlier, grief does not ordinarily follow the loss of a friend, a work
colleague, or an adult relative, even when these figures were close and cared
for. There may be sadness, a sense of a diminished community, and a
feeling that a valued figure has been lost. There will not, ordinarily, be
pain, pining, search, protracted distress, and the other elements of grief. A
first reaction to loss of the community of work through retirement tends to
be a mild elation, although there may later be a downturn in mood (Ekerdt,
Boss, & Levkoff, 1985).

I characterize relationships whose loss produces grief as "attachments"
because in the following significant respects they are identical to the
relationships of attachment that bond children to their parents:

1. They are security fostering. The presence of the attachment figure or con-
fidence in the accessibility of the attachment figure fosters feelings of
security.
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2. They are displayed under conditions of threat. Given absence of external threat,
together with confidence in the attachment relationship, behaviors associ-
ated with the attachment system are in abeyance. Energy and attention
are instead given to play or work, and there may be no indication of the
special importance of the attachment figure. Under conditions of threat to
the self or to the reliability of the attachment relationship, attachment
feelings and behaviors are expressed.

3. Attachment behavior (the behavior expressed in attachment relationships under con-
ditions of threat) has the aims of establishing proximity to and gaining the attention
and investment of the attachment figure. Reassurance of security seems gained by
seeing, hearing, or touching the attachment figure. In the absence of the
attachment figure, some reassurance of security can sometimes be achieved
through belief that proximity to the attachment figure will be established
in the near future.

4. Attachment relationships involve particular figures. Separation distress follows loss
of particular figures. Attempts to substitute other figures fail, no matter
how ideally the other figures behave.

5. The attachment system is not under conscious control. In circumstances that elicit
attachment feelings and behavior it is not possible for insecurities to be set
aside and attention given to play or work.

6. Attachments to particular figures are persistent over time. They do not wane
through habituation (as, among adults, sexual desire may), nor do they
seem responsive to the absence of reinforcement. Continuing separation
from an attachment figure produces pining, and often, anger and distrust,
but only slowly and incompletely leads to diminution of attachment.

7. The persistence of attachment is unaffected by the quality of experience with the
attachment figure. Attachment seems to persist even when the attachment
figure is neglecting, disparaging, or abusive.

8. Inability to achieve reassuring contact with the attachment figure under conditions of
threat gives rise to the syndrome of separation distress. This syndrome includes as
elements a compulsion to search for the attachment figure, a sense of
apprehension and fearfulness, a vigilant attentiveness to places where the
attachment figure may be found, and a vigilant and tense anxiety regard-
ing threat. Expressions of separation distress include focusing of attention
on the search for the attachment figure, an inability to give attention to
other matters, tension, and sleep difficulties.

In adults there are four relational bonds that display these eight charac-
teristics. These four bonds are a pair bond, most obviously seen in the
relationship of a married couple or a committed cohabiting couple; parental
investment, most clearly evident in the relationship of parents to their
children; transference, such as bonds that clients and patients form to
professionals from whom they seek help; and persistence of childhood
attachment into adulthood, with early relationships remaining as attach-
ment figures. This last is an unusual development and, when it does occur,
seems most common in mother-daughter pairs (Horowitz et al., 1984b). It
is more usual for individuals to relinquish parents as attachment figures
during their adolescent years, after which time their parents are treated as
especially significant members of their kin group. The relinquishing of
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parents as attachment figures produces many of the tensions of adolescence.
Attachment behavior is elicited by threat. In the child, energy and

attention are given to play, exploration, or the work of chores and schooling
as long as the child is secure, but threat fosters a single-minded urgent need
to regain access to a parent. In the four kinds of attachment relationships of
adult life, attachment feelings and behavior are evoked by different kinds of
threat:

1. In the pair-bond relationship, although threat external to the relationship
(such as trouble on the job) may elicit attachment feelings, the full
attachment syndrome, including separation distress, is most likely to be
elicited by threat to the relationship itself. Thus, the death of the partner,
the experience of marital separation, intense quarreling in which threats of
abandonment are made, and the discovery of a partner's infidelity are
all apt to elicit attachment feelings and behavior. That a threat to the
relationship elicits attachment feelings is most evident when there is dis-
covery of a partner's infidelity. Both self and partner may be managing
well; nevertheless, threat to the relationship triggers separation distress
with attendant panic and rage. It is a peculiarity of the pair bond that
a threat to the relationships irrespective of the well-being of the self or
the other, regularly elicits a very high level of attachment feelings and
behaviors.

2. In parental attachment to children, the threat most likely to elicit attach-
ment feelings and behavior is a threat to the well-being of the child. Such a
threat ordinarily evokes extremely high levels of protective energies and
behavior, often accompanied by anxiety. Security is achieved when the
parent is assured not of his or her own well-being, but rather of the child's.
An example is the behavior of parents when they fear a child remains in a
burning house: Firefighters report that it is all they can do to prevent
parents from dashing into the house, oblivious to their own safety. Thus,
parental relationships aim at the protection of the other, whereas pair-bond
relationships aim at protection of the relationship.

3. In transference relationships to helpers, and also in persisting childlike
attachment relationships to parents, threats to the individual from sources
external to the relationship seem especially likely to elicit attachment
feelings and behavior. When such threats occur, individuals may view
attachment figures of this sort as sources of strength who can augment
their own capabilities. This is, of course, the view of their parents main-
tained by small children. These relationships of attachment are called
"transference" relationships to suggest a reinvoking of feeling originally
experienced elsewhere - a sense of linkage to a strong and potentially
protective figure like that found in children's relationships with their
parents. The events that make transference relationships salient are almost
always threats to the self.

4. The term persisting childlike attachment to parents means a continued view of
the parents as attachment figures whose proximity provides assurance of
security. This view of parents is ordinarily disrupted during adolescence
and ultimately relinquished during early adulthood. It does not usually
disappear entirely, as can be seen when a parent dies - then individuals
often report that they briefly experience a feeling of being utterly bereft.
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But ordinarily, adults supplant their parents as attachment figures with
age-mates. However, some individuals seem not to relinquish parents as
attachment figures. Although they are adult and may even be married,
they feel insecure if they cannot contact their parents whenever they need
to. The death of a parent produces for them the same grief reaction that
for others is produced by the death of a husband or wife.

The source of adult attachment

Does the attachment system of adult life, as it displays itself in the four
relationships named above (pair bonds, parental relationships, childlike
attachment to parents, and transference relationships), derive from the
attachment relationship in childhood? Transference relationships and child-
like attachments to parents quite clearly are extensions into adulthood
of children's attachments to parents; but pair-bond attachments and the
nurturing investment of parents, though they closely resemble the attach-
ment relationships of children, would require a modification of the earlier
emotional system. Pair-bond attachment is directed toward a coeval, rather
than the older and stronger attachment figure of childhood. Parental
attachment is directed toward a younger and weaker figure.

My own belief is that, despite their differences, all the emotional systems
underlying the attachment relationships of adult life will eventually be
shown to be derived from the emotional system underlying attachment in
children. At this time this is a theory consistent with observations of
relational characteristics, but not demonstrated by observation of the
processes by which a single childhood attachment system is supplanted by
three distinct adult attachment systems. Nevertheless, assumption that the
pair-bond relationship of adult life is a development of the attachment
relationship of childhood has proven indispensable to the understanding of
the phenomena of marital separation and conjugal bereavement (Parkes,
1972a/1987; Parkes & Weiss, 1983; Weiss, 1975).

Loss of attachment relationships

When individuals feel the objects of their attachment relationships to be
secure, attachment feelings and behavior are in abeyance. Threat to the
self, the attachment relationship, or the attachment figure produces, with
different likelihoods in the different attachment relationships, an upsurge of
attachment feelings and behavior.

Under appropriate conditions of threat, the individual's emotional
system is dominated by attachment behavior and feelings. For example, if
at two in the morning, a teenaged child has not yet returned from an
evening with friends, parents may be awash with fear that something has
happened to the child. They may be unable to restrain themselves from
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calling the state police and friends of the child in a compulsion to search.
They desire nothing more than that the child should appear. When the
child eventually does appear, attachment feelings subside, and in their
place arise feelings of irritation, exasperation, or anger. The parents may
also now crave sleep, although tension and vigilance had earlier made sleep
impossible.

In a similar fashion, attachment feelings and behaviors are elicited when
a marital quarrel culminates in abandonment threats, even if quietly voiced
("I think we should separate"). Individuals who have a transference rela-
tionship to a helper or a childlike attachment to a parent similarly experi-
ence an upsurge of attachment feelings, which they identify as a strong need
to see the attachment figure, when they believe themselves threatened by
events in their lives.

The arousal of attachment feelings together with their frustration results
in the phenomena of grief. However, the different attachment bonds
produce different emotional elements in grieving. For instance, the grieving
of parents for a lost child is complicated by a sense of permanent commit-
ment to the child's protection. The grieving of individuals for stronger and
wiser helpers is especially intense when they find themselves overwhelmed.

What does it mean to recover from loss?

We should not suppose that people who have suffered a severe loss will
return to the identity and emotional organization they maintained before
the loss. As widows and widowers sometimes say, "You don't get over it.
You get used to it." Severe grief, no matter how fully individuals emerge
from it, should be expected to produce character change. In what sense,
then, can we use the concept of "recovery"? A relationship of critical
significance has been lost; the individual is likely to have been changed. Is
"recovery" an appropriate term? Or would "adaptation," "accommodation,"
or even "degree of damage" be more appropriate?

I believe there is one query for which the term recovery is indispensable -
namely, the extent to which there is a return of ordinary functioning.
Recovery from grieving can be understood as a return to previous levels of
functioning. With this definition in mind, the assessment of extent of
recovery is a meaningful question.

We have, however, no universally accepted criteria for ordinary levels
of effective functioning. One listing of reasonable expectations follows,
together with the likely expressions of failure to recover in that particular
respect.

1. Ability to give energy to everyday life. Effective functioning requires investment
in the present, with adequate energy to meet current challenges. Failure to
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recover in this respect might occur if the individual's energies remained
bound by the experience of loss, with thought and effort still absorbed
by that experience, or alternatively, absorbed by the effort to repress
memories and feelings associated with the experience. Insofar as this is the
case, current life would be seen as empty and meaningless.

2. Psychological comfort, as demonstrated by freedom from pain and distress. Effective
functioning requires freedom from disturbing thoughts and feelings.
Failure to recover would be exhibited by vulnerability to intrusions, which
may have the character of flashbacks or of memories with associated pain
and distress. Failure to recover could also be exhibited by an identification
with the state of grieving, so that freedom from grieving would feel like a
foreign and anxiety-provoking state.

3. Ability to experience gratification - to feel pleasure when desirable, hoped-for, or
enriching events occur. Effective functioning requires the ability to experience
pleasure as well as to anticipate pleasure should hoped-for events occur.
Failure to recover would be demonstrated by an anhedonic state in which
potentially pleasurable events are responded to as meaningless. Individ-
uals may even feel regret or remorse when potentially pleasurable events
occur because the events feel to them incomplete without the attachment
figure or cruelly ironic in the light of their loss of that figure.

4. Hopefulness regarding the future; being able to plan and care about plans. Effective
functioning requires being able to give meaning to activity, and such
meaning requires a sense of a future that may bring with it something
desirable. Failure to recover would be exhibited by a belief that the future
is hopeless, pointless, or empty, and that life is already over. Alternatively,
the individual's conceptual field may narrow so that memories of the past
and thoughts of the future are avoided.

5. Ability to function with reasonable adequacy in social roles as spouse, parent,
and member of the community. Effective functioning requires meeting social
expectations well enough to maintain emotionally significant relationships.
Failure to recover might be displayed, for example, by unpredictable
behavior in attachment relationships because of distrust of their reliability
or by so great a preoccupation with the possibility of new loss that energy
cannot be invested in new relationships of attachment.

The return of ordinary capacity to function as an adult and as a member
of the society seems to require that each of these five abilities return in at
least some degree. Identifying them as aspects of recovery is based on the
idea that recovery means the return of various aspects of personal and
social functioning, and it also implies that recovery may be partial or
incomplete.

Movement to recovery

The process of recovering from grief seems to involve phases in which
different ways of relating to loss are dominant, although there is much
intermeshing of these phases. The phases seem to follow a sequence: the
loss is first emotionally denied, even though it may be consciously accepted;
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then accepted but not viewed as permanent, with attempts made to end
it; then accepted as permanent, with hopelessness marked by depression;
and finally, accepted as permanent, but with hope of satisfactory life
nevertheless.

Phases of grieving have been reported to occur with some reliability in all
grieving that eventually moves to recovery, although the phases are best
documented in connection with the loss of pair bonds (Bowlby & Parkes,
1970; Glick et al., 1974). Recent survey studies of individuals who have
suffered losses have led some investigators to suggest that there may be a
substantial proportion of such individuals who do not experience deep grief
and so do not move through phases of recovery(Wortman & Silver, 1989).
However, insofar as individuals move from grief to recovery, a sequence of
phases seems likely. The phases of recovery that have regularly been
identified may be named, following Bowlby (1980/1981), as shock, protest,
despair, and then a long interval of adaptation.

The phase of shock is a numbed refusal to believe the reality of the loss
event, and it precedes actual grief. Shock is especially apt to be seen where
loss is not forewarned. It may also be more likely when the attachment
figure undergoes the mysterious transition to death than when the attach-
ment figure behaves in a hostile, rejecting, fashion yet remains alive. Shock
does not seem a part of grief proper in that it is more nearly a defensive,
and perhaps emotionally useful, temporary refusal to accept that loss has
occurred.

The first phase of grief itself, Bowlby's phase of protest, is one in which
effort is devoted to undoing the loss, even though there may be awareness
that this is impossible. In this phase, the individual is agitated and fearful,
oppressed by intense pain, and subject to bouts of anxiety mounting to
panic. There is a vigilant scanning of the environment for sights or sounds
that would indicate the return of the attachment figure. Pain and panic are
heightened by awareness that the search is in vain. These phenomena can
be understood as resulting from a massive upsurge of attachment feelings
and behaviors, resulting in a compulsion to search for the lost object.

With continuing frustration of the search for the attachment figure,
emotional conviction develops that further search is hopeless. Then the
individual withdraws into despairing lethargic depression: Bowlby's phase
of despair.

The two phases of grief proper, the phase of search and protest, and the
phase of depressive withdrawal, may overlap, or intervals of one may occur
before or after periods of the other. But, by and large, protest and search
characterize an earlier phase of grieving, and depressive withdrawal a later
phase.

A final phase of recovery may be identified - that of adaptation, in which
the individual gives energy to establishing a new way of life with new
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potentials for satisfaction and goal attainment. It may require, according to
one estimate, as long as 4 years or more for adaptation to occur (Glick et
al., 1974).

At least three processes appear involved in movement to recovery. These
may be characterized as cognitive acceptance, emotional acceptance, and
identity change.

1. Cognitive acceptance. Individuals moving well toward recovery appear to
develop a satisfactory account of the causes of the loss event. The objective
validity of the account is less important than its subjectively felt validity.
There seem to be some individuals for whom the formulas of religion - "It
was God's mysterious way" - are a satisfactory account, although, it
appears, fewer than are apt to be encouraged by relatives or friends to
accept such explanations.

Ordinarily, it seems, satisfactory accounts can be developed rather
quickly, if they can be developed at all. The absence of a satisfactory
account seems to leave individuals anxiously perplexed, searching their
cognitive field for contributions to the loss they may have made themselves,
or that may have been made by third parties, such as physicians or ill-
wishers.

2. Emotional acceptance. Recovery seems to require individuals to achieve a
neutralization of memories and associations so that recall does not paralyze
functioning. This process of neutralization requires the confrontation of
emotion-laden memories and associations one by one, and with each, the
reduction of associated pain until tolerance for the memory is developed.
One process by which emotional acceptance is achieved is through an
almost compulsive review of alternative scenarios that would have avoided
the loss. These "if only's," must also be worked through and neutralized,
along with painful memories and associations.

The process of neutralization requires variable amounts of time, depend-
ing on the nature of the loss, but may require several months for progress to
be observable. In response to the death of a spouse or a marital estrange-
ment, if the process is going well, much may be accomplished in 6 months
or so, but anniversaries will ordinarily demonstrate that freedom from pain
is by no means complete. Indeed, full emotional acceptance of significant
loss seems to occur rarely. Most individuals who have lost marital relation-
ships are vulnerable indefinitely to pangs of distress or remorse, although
ordinarily of brief duration.

3. Identity change. Finally, it seems necessary for individuals to develop a
new image of themselves, in which their connection to the attachment
figure is seen as part of a past self rather than a present self. For this to be
fully accomplished, the individual must make new commitments to new
relationships. This appears much more possible after the loss of a spouse
than after the death of a child.
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Recovery and failures to recover

We are the walking dead, rotting inside with pain and anger. [Quotation in the
Boston Globe, attributed to the mother of a murdered child, a member of the
organization Parents of Murdered Children.]

When the processes of recovery are blocked, the result is a failure to
recover. Since, in any event, recovery is apt to be less than total, the term

failure to recover refers to one end of a continuum rather than a qualitatively
distinct category.

Among the ways in which the processes of recovery can be impeded, the
following may be noted:

1. The loss may make no sense. This is particularly likely to occur when
the loss is entirely without forewarning. No satisfactory account can be
developed, and it is absolutely reasonable to wonder, "Why did this
happen to me?" There can, for a time, be a constant nagging search for
explanation, which gives way to a blank, though painful, perplexity.
Perhaps even more difficult for cognitive acceptance are those losses in
which the self is felt to have been the primary cause. The repudiation of
self that this "explanation" tends to foster must then be reacted against if
the individual is to continue to function. Widows and widowers of a
suicide may, for this reason, find it important to develop an account in
which it is the suicide's own pathology that produced the death.

2. Ambivalence toward the attachment figure can impede emotional
acceptance, partly because there will be confusion regarding the nature of
feelings, and partly because self-blame, guilt, and remorse may complicate
the pain of loss.

3. Low self-esteem, together with a feeling of having been dependent on the
attachment figure, may make for hopelessness regarding the future. There
may thus be a sense that security can only be found through continued
maintenance of the attachment relationship, despite the attachment
figure's permanent absence. In an older widow, for example, relinquishing
a sense of the self based in the marital relationship - despite the relation-
ship no longer existing - might produce unbearable anxiety. Without the
marriage, the future is bleak, the present meaningless.

4. Feelings of responsibility to the attachment figure, of protectiveness and
commitment to his or her well-being, may make a return to adequate
functioning appear to be disloyalty. The pledge never to desert, never to
forget, can become a pledge not to recover. Moreover, this commitment
can be reinforced in cultural situations in which persistent grieving is
expected.

The grief that follows the death of a child seems peculiarly resistant to
recovery (Lehman, Wortman, & Williams, 1987; Weiss, 1987). When it is a
child that has died, the parents' protective feelings, which make for a near-
permanent need to save the child from hurt, produce a protracted phase of
protest and search. Associated with this is almost unbearable pain produced
at least in part by helplessness to save the child. The persistence of failure
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to recover from the death of a child is illustrated by an 88-year-old widow,
interviewed in our pilot research, who no longer felt deep grief for her dead
husband, but who continued to grieve for her first child, dead some 60
years. She reported that the child was always in her thoughts and that she
still sometimes awakened in the middle of the night to sorrow over the
child's death.

The forms of failures to recover

Most frequently, failure to recover is marked by chronicity. This is the
unmoving persistence of one or both of the phases of grief proper: search
and protest, or depressed withdrawal. There continues to be identification
of the self with the relationship to the lost attachment figure; there may be
refusal to acknowledge the reality or the permanence of loss. Anhedonia is
marked, as is estrangement from others, in part a consequence of a picture
of reality discordant with that of others (Parkes & Weiss, 1983).

Failure to recover may also be marked by compartmentalization. Here the
feelings associated with the loss are fended off, and energy is given to
weakening the stimulus value of any observation or memory that might
trigger awareness of the loss. At the same time there may be heightening of
the stimulus value of other emotional commitments. Compartmentalization
is not the same as repression or denial; there is no refusal to recognize
reality, only a refusal to attend to it. The loss is "put out of one's mind" or
"walled away," to use terms offered by respondents. Compartmentalization
is easily interrupted; for example, an uninformed friend asking "How is
your husband?" will be enough to dispel the defense and leave a widow
overwhelmed with distress.

It is difficult to judge the cost of compartmentalization. It may make for
guardedness in interaction, as though a part of the self is being withheld.
It certainly will make it difficult for the individual to neutralize painful
memories, in that such neutralization depends on the acceptance of loss.
The most apparent cost is that the vigilance necessary to prevent compart-
mentalization from being breached may overgenerahze and cause the exclu-
sion from awareness of much of emotional significance. Insofar as there is
defensive inattention, the result seems likely to be impoverishment of the
individual's emotional life. Also, in new relationships that in some way
duplicate the lost relationship, selective inattention may result in a failure
to recognize the individuality of this new other. This would permit replace-
ment relationships, but at a cost in relational sensitivity.

Observation suggests that compartmentalization as a form of failure to
recover is not necessarily energy consuming. There can, indeed, be a great
deal of energy expended in pursuit of goals distant from the loss (e.g., a new
dedication to some task) despite any energy being devoted to vigilant
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refusal to attend to the loss. Whether there is anhedonia is difficult to say
(Lindemann, 1944, seems to believe there is). The ability to function in new
emotional relationships may be the area where those who have dealt with
loss by compartmentalization will experience the greatest cost. Vigilance
against reexperiencing the pain of their loss may make for the avoidance of
new experiences that could elicit memories.

In most failures to recover, a mix of chronicity and compartmentalization
can be observed. Horowitz et al. (1979) report that post-traumatic stress
disorder gives rise to two classes of symptoms: "intrusion" symptoms,
such as thinking about the traumatic event despite wishing not to, and
"avoidance" symptoms, such as trying to remove the event from memory.
It seems reasonable that failure to recover from a traumatic event and
failure to recover from bereavement may give rise to similar symptom
pictures; indeed, bereavement is among the traumatic events considered by
Horowitz and his colleagues.

The mix of chronicity and compartmentalization may take many forms.
There may be partial withdrawal from social life and relinquishing of hopes
for the future, both suggestive of chronicity, together with a blank absence
of interest in the past, suggestive of compartmentalization. There may be
constant awareness that a crucial figure has died, suggestive of chronicity,
together with refusal to talk about the death, suggestive of compart-
mentalization. There may be immersion in exciting activity, suggestive of
compartmentalization, together with regular episodes of alcohol-facilitated
sorrow, suggestive of chronicity. Failure to recover will not give rise to
a single symptom complex. Rather, failure to recover from loss can be
demonstrated only by tracing impaired functioning back to the individual's
reaction to the loss.

Implications

Loss is inescapable. Deaths, estrangements, and separations are part of life.
Recoveries tend to be either more or less adequate; only rarely can they be
said to be either complete or entirely absent. Most of us have character
structures influenced by partial recovery from loss.

Some among us, however, have suffered losses that have produced massive
damage. Researchers know enough now to be able to anticipate the kind of
losses that will subject anyone to such risk. They are losses that make
the processes of recovery difficult: unanticipated losses, losses where the
relationship was ambivalent, losses where the bereaved individual is under
obligation to remain invested in the lost figure. We also know something
about the kinds of people who are at special risk. They are people who lack
the self-provided permission to relinquish the lost figure, or people who lack
the hopefulness or the self-confidence to imagine a desirable future. For
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those who are at special risk, whether because of the experiences they have
had or because of the nature of their personalities, special attention and
special services are justified.

Services are already in place for those exposed to certain kinds of regularly
disabling experiences. These especially include self-help groups for parents
of children who have died and professionally led groups for those whose
marriages have ended through death or discord (Weiss, 1975, 1987). Still,
there seem more needs than there are groups available. In the professional
provision of counseling, techniques for fostering recovery among those
suffering from loss are being developed, and the need for trained "grief
counselors" is increasingly recognized.

Whether enough is being done is difficult to say. As always, the alloca-
tion of social resources is a matter of priorities, and this is something about
which honest people may disagree. Yet surely the development of further
models for helping and fuller specification of effective elements in current
helping models would be socially beneficial.

Loss and pain are inescapable, but permanent damage should not be.
Our practical aim in this area of work should be to facilitate support for
those undergoing loss and pain, so as to reduce the likelihood of permanent
damage.
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The death of a child is forever: The
life course impact of child loss

SIMON SHIMSHON RUBIN

With few exceptions, parents are able to love and care deeply for all their
children, whether these be few or many in number. In times of life crisis,
parents may become temporarily unable to find the resources within them-
selves to actively manage their relationships with their children, but this
situation is generally time limited. The capacity for parents to care deeply
for each child and to find different but balanced ways of involvement with
each of their children is the norm. That is, unless a child in the family dies.
In that situation, the capacity for parents to undergo a normal mourning
process in which they will grieve for the deceased child and emerge able to
continue meaningful and balanced interaction with the surviving children is
far from assured. In all too many cases, the parents maintain a continuing
preoccupation with and heightened investment in the relationship to the
lost one and the loss itself.

The book of Genesis is rich in the description of family themes that
would prove taxing for even the most resourceful of family therapists. Of all
the stories of loss, the one of Jacob mourning for his beloved favorite son
Joseph, presumed dead, is prototypical for one complication of parent loss
of children. Although favored in life, it is Joseph's sudden "death" that
cripples the father emotionally so that he is a mere shell of himself.

And Jacob rent his garments, and put sackcloth upon his loins, and mourned for his
son many days. And all his sons and all his daughters rose up to comfort him; but
he refused to be comforted; and he said, "Nay, but I will go down to the grave to
my son mourning." And his father wept for him. [Genesis 37: 34-35]

Jacob became a changed man, dominated by fear, who was a broken
shard of the resourceful character described earlier in the Bible. Despite the
fact that he was surrounded by his 11 other sons, his daughters, and their
families, Jacob was dominated by the loss of the one son and was unable to
resume his life. This is underscored in the narrative later on. When Jacob

The author wishes to thank the editors of this volume for their valuable comments and
suggestions.
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is finally convinced that Joseph is alive, he undergoes a transformation
wherein his life force is restored many years after the loss.

Parents' reactions to the loss of a child take many forms, but the over-
whelming picture is of a major blow and major organizing force in how life
will be lived thereafter. Consider the following examples:

Mrs. D. lost her infant son to SIDS some 5 years earlier. She has had additional
children whom she cares about a great deal. As the years pass, she follows children
the same age as her son would have been and imagines what her son would have
been like had he lived. (Rubin, 1984b)

Mrs. J. had lost her 17-year-old son 9 years before. To her, the relationship with her
son was the most important and sensitive relationship she had ever had. At the
confirmation of her younger son, she was preoccupied with images of his deceased
brother, his confirmation, and covertly focused on these while pretending to be
involved with the current celebration. (Rubin, 1985)

Mr. Z. was a retired handyman who had been bereaved of his grown son 13 years
earlier in Israel's 1973 Yom Kippur War. Despite the passage of time, Mr. Z. was
determined not to enjoy himself or allow himself pleasures of life. Although he went
through the motions of playing cards with his old cronies, he rarely felt anything
while doing so. Once the life of the party, he now felt guilty if he told or enjoyed
a joke. Despite occasional lapses, he managed to live his life bereft of joy and
health. Neither his other children, grandchildren, family, or friends were allowed
to impinge upon his experience of himself as a bereaved and wounded old man.

Each of the responses described is typically present to some degree and
for some time following the death of a child. The three vignettes illustrate
long-term responses of parents to child loss over time and at differing stages
in life. The dividing lines between ongoing grief and mourning as normative
versus maladaptive or pathological mourning are difficult to draw. The
constellation of individual, familial, biological, and social factors differs as
parents mature, and these no less than the age and special identity of the
child lost influence the nature and experience of parental response to loss.

The parents' responses quoted here share one important feature: They
are indicative of the continuing relationship to the memories and internal
psychological representations of the deceased. At any age, the loss of a child
is exceedingly difficult to experience and assimilate into one's life structure
(Levinson, 1978). The paths that parents follow as they respond to their
losses change them in some ways temporarily and in others permanently.
Delineating and measuring the multivariate nature of response to child loss,
particularly with regard to the cognitive representations of the deceased, is
a task that clinicians and researchers are gradually coming to terms with.
It is this central feature in the understanding of response to loss that
has significant theoretical, clinical, and research applications that will be
explored later.

What is it that parents experience in child loss? Why is it so difficult for



The death of a child 287

bereaved parents to continue to divide their emotional involvement among
their children and their lives in a balanced manner in the event of child
death? Although not all individuals or families respond the same way, the
consensus among clinicians and researchers in Western societies is that this
type of loss is particularly difficult to bear. The research literature on the
impact of child loss has generally confirmed the exceedingly difficult nature
of response to this type of loss (Gorer, 1965; Rando, 1986; Sanders, 1980).

In order to understand what is involved in the parental response to child
loss, a number of aspects require consideration: the parent-child attach-
ment bond and its meanings for parents, the psychological goals of the
mourning process following child loss, and a conceptual framework for
determining outcome to loss. The next sections address the parent-child
attachment bond, the impact of child loss, and relevant research. These are
followed by the presentation of an alternative conceptual and research
paradigm, the Two-Track Model of Bereavement. Two studies stem-
ming from this paradigm and their implications for parental response to
child loss are described in detail. A section on select clinical and research
implications completes the chapter.

The parent—child attachment bond

The parent attachment bond to children is both a stimulus and result of the
human variation on the theme of the propagation of life. In addition to the
powerful biological drives operating to ensure the continuation of life,
equally powerful psychological and social drives operate for the production
and caring of children (Bowlby, 1969, 1973). The biopsychosocial domains
converge to shape family units that function for survival, kinship and
caretaking purposes.

In order to survive, the individual must regard the self and those things
dear to him or her as important. The formation of kinship and attachment
bonds is related to the extension of self or narcissistic investment in the
other so that the other's welfare becomes as important to one as the self. In
general, this is an adaptive state of affairs for all involved. Whereas the
formation of attachment bonds between spousal partners is one case of
this, the children produced are a significant attachment variation (see
Weiss, this volume). Parents conceive, nurture, and educate their children
and regard the experience of the relationship as valuable. This process
has periods of intense emotional involvement alternating with relative
quiescence (Mahler, Pine, & Bergmann, 1975). Children have multiple
meanings for their parents. At one level, children are a physical extension of
their parents. Genetically, socially, and psychologically, children are the
repositories of their parent's beings. They represent a reworked varia-
tion of the past as they move dynamically toward the future (Cohler &
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Grunebaum, 1981). The multiple meanings of children tend to coexist and
amplify each other. Children are all of these: They are extensions of one's
self; they are those who will rectify the errors of their elders; they are
narcissistic adornments meant to reflect back well on the parents; they are
those who are to care about and for their parents; they are mirror images of
their parents' negative and positive sides; they are the opportunities for
parents to exert themselves and to make a difference in the world; and they
are a second chance to replay and reexperience aspects of the parents' own
childhoods (Anthony & Benedek, 1970).

The confluence of the overwhelming body of literature on parent-child
relationships places into theoretical and social scientific formulations that
which is central to the functioning of the family: the care and investment
placed in child rearing and the parent-child relationship from the perspec-
tive of both sides.

The emotion-laden parent—child bond evolves and changes as the
partners grow and mature. Affection, aggression, sexuality, competition,
jealousy, and the most basic emotions are stimulated and bound up in these
relationships. Despite the complexity and depth of the parent-child tie, it is
generally a dynamic and shifting relationship with a balance of closeness
and distance manifest over time. This balance is deeply upset in the event
of child death. To grasp why this should be so, we turn to the nature of the
loss process.

Response to child loss: Overview and research

What is so striking to those who have experienced loss is the severity,
depth, and sweep of the loss experience for significant others, and how little
room is left in the meantime for living life in its usual fashion (Freud
1917b/1957). The pervasiveness of the loss experience, especially if it
involves the untimely death of a close relative, proceeds to disrupt the daily
patterns of living (Lindemann, 1944). Even when this overt distress begins
to subside, there is still a great deal of work to be done in the mourning
process.

In child death, parents experience the loss of a uniquely significant
relationship. The effects of the loss are pervasive in the initial loss period.
These effects are broad and effect a depletion of energy and the refocusing
of emotional investment on the deceased. If successful, the need to shift the
relationship to the deceased triumphs and an adaptation to the new state of
life asserts itself. Among the emotions experienced, some are direct by-
products of the feelings toward the deceased. There may be anger and
depression at the abandonment by the deceased, as well as a sense of
vulnerability as a parent experiences the sense of being bereft and exposed
following loss. At conscious and unconscious levels, the parent is likely to
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feel partly responsible for the abandonment. These combine with the guilt,
helplessness, and frustration that loss forces on one to a state of con-
fusion and flux. The devaluation of the self that is now without the beloved
child evokes the need to process and reorganize the self in relation to the
deceased child, the self, and the general world.

During the first months and years of the response to loss, the couple
and family relationships bear much of the individual parent's emotional
reaction to loss. Some couple relationships founder under the stress while
others protect and assist the bereaved. An understanding of the parental
response can give valuable insights into the major interpreters, containers,
and buffers of the nuclear family experiencing loss. These coexist within the
context of couple and family responses to loss (Rubin, 1986; Rubin &
Nassar, unpublished data; Walsh & McGoldrick, 1988).

The systematic study of the effects of child loss on adults has received
significant attention, but much remains to be learned (Osterweis, Solomon,
& Green, 1984). As a distinct category within the field of adult loss, the
effects of this tragedy both overlap and diverge from that of spouse loss or
parent loss.

Early clinical reports on the deleterious effects of incomplete mourning of
a child tended to focus on the psychopathological effects and emerged from
clinically based work. For example, Cain and Cain (1964) identified a
replacement child syndrome that reflected incomplete mourning on the part
of the parents. In this maladaptive response to child loss, a later child
served as both a replacement for the deceased and a truncation of the
painful mourning process.

A range of studies have emerged investigating numerous aspects of the
parental experience of loss. Several reviews of the major studies have sought
to organize the data accumulated to date. Bowlby (1980/1981) examined
in some detail studies that emphasized parents' anticipatory and coping
responses to child death. The National Institute of Mental Health report
(Osterweis et al., 1984) referred to the need for more and better designed
studies to expand our knowledge of this category of bereavement. Raphael's
(1983) review of child loss emphasized a developmental perspective while
surveying types of child loss from conception to adulthood. She concluded
that child loss commonly evoked patterns of chronic grief and irrational
guilt, and that the deceased child is never forgotten. Rando (1986) organized
her review of child loss along both a developmental perspective and a
selection of specific causes of death in her volume on the subject. This
reflects a view that child loss is a multivariate event where unique features
of types of loss deserve singular attention.

In the last decade, additional studies have considered the impact of child
loss in the period shortly following the death and thereafter. These studies
continue to add to our knowledge, but also demonstrate how much is yet
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to be learned. In a study of early outcome to child loss, 391 bereaved
participants answered 2 sets of mail-administered questionnaires at 1-year
intervals. Despite the passage of time, numerous indications of continuing
distress were present. Neither involvement in psychotherapy nor the
Compassionate Friends self-help group limited the preponderance of loss-
related distress. At both time intervals, women were more distressed
than men, but the rate of improvement was similar for both. Seventy-four
percent of the sample reported mental health-related problems, and 44%
indicated marital problems (Videka-Sherman, 1982a; Videka-Sherman &
Lieberman, 1985). Rando (1983) studied 54 bereaved parents (27 married
couples) following the loss of a child to cancer. The investigation studied
the effect of variables such as the influence of previous losses, support,
anticipatory grief, and time elapsed since loss (up to 3 years) on coping and
a number of areas of functioning. She reported a trend for mothers to report
more intense reactions to bereavement and poorer subsequent adjustment
postloss than fathers, but these differences did not reach statistical sig-
nificance. An interesting pattern emerged in her data that suggested that
the bereavement response might be curvilinear, easing in the second year
and becoming more pronounced again in the third year.

In several reports of research examining the long-term effects of spouse
and child loss as a result of motor-vehicle accidents, a differential pattern of
response to loss emerged (Lehman, Wortman, & Williams, 1987; Lehman,
Lang, Wortman, & Sorenson, 1989). Four to 7 years after the loss, bereaved
spouses tended to be more different from their matched controls than were
bereaved parents from their controls. A continuing involvement with
thoughts and feelings concerning the deceased with accompanying pain
characterized both groups. The more pronounced reaction of bereaved
spouses compared to bereaved parents is at odds with a number of the
studies in the area (Sanders, 1980).

Outcome to loss and the Two-Track Model of Bereavement

At the conceptual level, a great deal of the research on bereavement has
addressed the changes in symptomatology, psychopathology, and self-
perception that follow bereavement in much the same manner they could
be assessed with any other class of traumatic stressor (Clayton & Darvish,
1979; Parkes, 1965; Pitts, Meyer, Brooks, & Winokur, 1965; W. Stroebe
& Stroebe, 1987). Conceptually and empirically, the outcome to child
bereavement has often been considered without reference to the fact that
loss is a double process event. At one level, it is the attack on the relational
bond to a particular individual that requires the bereaved to make major
modifications in the internal relationship to the deceased (Bowlby, 1980/
1981; Klass, 1988; Freud 1917b/1957; Parkes, 1972a/1987). At another
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level, loss and its aftermath are a major traumatic stressor capable of
affecting the bereaved at all levels of biopsychosocial functioning. Although
the research adds incrementally to our understanding of the outcome of
bereavement, I have elsewhere proposed that a dual axes paradigm, along
the lines of the Two-Track Model of Bereavement, would clarify and
sharpen the study of two related but not identical dimensions of loss:
relationship and functioning (Rubin, 1981, 1982, 1984a).

On the one hand, bereavement in general, and child bereavement in
particular, are responses to the loss of a highly charged and valued relation-
ship whose specifically interpersonal and relational aspects are central to
loss and outcome (Volkan, 1981). Both research and intervention programs
must ultimately recognize this fact. Yet, on the other hand, loss is one of
a broad range of stressful and traumatic events that precipitate crisis, dis-
organization, and reorganization of psychological, biological, and social
functioning of those affected (Parkes & Weiss, 1983). As a subcategory of
the stress and trauma field, we recognize that it will upset equilibrium and
functioning in the bereaved across a broad range of areas. The specifically
interpersonal nature of loss may exert its effects as the precipitant of varied
changes in functioning. However, the extent to which the interpersonal
aspects continue to influence long-term bereavement outcomes remains
open to empirical examination (Wortman & Silver, 1987).

The parents' intense preoccupation with the deceased child and the
relationship to that child following loss set in motion the bereavement
response. Major somatic and psychological distress is encountered. While
the bereaved has lost equilibrium, the process of grieving for the deceased is
under way. Too painful and too disruptive to experience at once, over time
the realization that the deceased is forever unavailable can be assimilated
(Freud, 1917b/1957). There is a staccato fluctuation in the nature of the
attachment and detachment from the deceased that proceeds over many
years.

The effects of the loss can be considered at any time following loss. In
light of the turmoil accompanying loss, it is logical to look for evidence of
the lessening or disappearance of this turmoil. Outcome to child loss should
consider changes in the attitudinal, behavioral, cognitive, interpersonal and
social, personality, somatic, and self-system that are an outgrowth of how
the parent has reintegrated following loss (Lehman et al., 1987). The extent
to which a resumption of adequate functioning is present postloss is of
significance. Adequate functioning, however, may be accompanied by a
shift in any number of attitudes, behaviors, and affects that may have
implications for adaptation and dysfunction in quite complex ways and at
different points in the life cycle (Brown & Harris, 1978).

The continuing significance of the relationship to the child, and how this
relationship is transformed and organized following loss, remain a distinct
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area equally central to the study of child bereavement outcome. Outcome
on this variable is related to the current state of the bereaved parents'
relationship and preoccupation with the deceased child (Klass, 1988).

Two studies of response to child death

In this section, two studies are presented that utilize the Two-Track Model
of Bereavement to study the effects of child loss over time. A cross-sectional
study design was adopted, comparing groups of bereaved parents at dif-
ferent times following the sudden death of their children.

Study 1

The loss of a young child today is a rare occurrence in Western society. The
impact of such a loss on the mothers of these children was examined in the
Chicago sudden infant death syndrome (SIDS) study. SIDS is a medical
diagnosis in response to "the death of a child who was thought to be in
good health or whose terminal illness appeared to be so mild that the
possibility of a fatal outcome was not anticipated" (Valdes-Dapena, 1967,
p. 123). The basic questions addressed were how did SIDS loss affect
mothers behaviorally, cognitively, and emotionally, and for how long?
Forty-five women, divided equally among recently bereaved, nonrecently
bereaved, and nonbereaved, participated in this study. All participants
were married, with an average age of about 30. Research participation was
obtained with the assistance of the Greater Chicago SIDS Regional Center.
The recently bereaved had suffered the loss between 3 and 10 months
previously (average of 7.5); the nonrecently bereaved had suffered the loss
between 2 and 6 years earlier (average of 4.5). The control group mothers
were recruited via a local parent organization.

The study measures assessed a range of responses, including anxiety
(Spielberger, Gorsuch, & Lushene, 1970), perception of the environment
and the self, and the degree to which functioning was free from symptoms
(Cox, 1970). The measures, described fully elsewhere, were based primarily
on written protocols and an extensive semistructured interview (Rubin,
1977, 1981).

The research findings yielded a consistent pattern. The recently bereaved
mothers showed heightened anxiety and lowered general functioning in
such areas as the ability to invest in life goals, self-confidence, inhibition,
and somatic complaints. The recently bereaved SIDS mothers were actively
mourning their losses and thus emerged as a distinct group vis-a-vis the
other women. Despite the indications of lowered general functioning, over-
all attitudes to life were not generally affected. This suggested a return to
basic attitudes and life views held earlier. Although only the recent SIDS
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were showing impairment on measures of general functioning, there were
indications that the nonrecent SIDS mothers were also sensitive to issues
around the loss.

Had the research been confined to symptomatic and general change, a
fairly consistent picture of recovery from loss would have been a parsimoni-
ous explanation of the data. However, by extending the assessment into the
domain of affective involvement and preoccupation with the deceased,
changes in how the self and family were viewed and other circumscribed
features of response to loss, persisting mourning for the child was identified
for all the bereaved. Only the degree of these effects varied. On the track of
relationship to the deceased, the recently bereaved were more preoccupied
with thoughts of the deceased, more depressed, and more guilty than
their nonrecently bereaved counterparts. On the track of changes in bio-
psychosocial functioning following loss, the bereaved groups did not differ
on the measures of circumscribed attitude/personality change. On these
indices, both bereaved groups indicated that there had been pronounced,
albeit circumscribed, shifts in their attitudes. Continuity with the earlier
worldview and attitudes predominated, but clearly recognizable changes in
value structure and family perception were much in evidence.

Overall, the data suggested that strong involvement with the loss lessened
with the passage of time, but continued over the years. The changes
experienced by women who had lost infants were not centered in the areas
of general functioning associated with either somatic or psychological
sequelae. The moderate degree of change in how the mothers related
to themselves, their children, and their spouses is consistent with the
understanding of child loss as a major organizing event in an individual
parent's life. For both bereaved groups, continuing sadness, guilt, and
preoccupation with the loss remained permanent sequelae to the loss. These
findings reflected the continuing significance of the bereaveds' relationship
to the loss and the representation of the deceased for years following death.
The outcome to loss was indicative of shifts in attitudes and behavior
regarding relationships to the deceased, the self, and close family. These
were shifts in both the meaning and management of the parents' significant
relationships.

The bereaved parent's response to loss is an amalgam of change and of
continuity with the person he or she was prior to the loss. In this study, the
results pointed to circumscribed changes that did not extend to gross
impairment of function.

In retrospect, having studied and worked with a spectrum of bereaved
parents, the resilience of these relatively youthful mothers was heartening.
They were, for the most part, able to rejoin the mainstream of family life
and the outside world. The place of the deceased child in their lives is
indicated by their preoccupation with thoughts of the child and the loss and
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by their continuing guilt and feelings of sadness that wax and wane. The
loss of the child to SIDS and the relationship to the child's memory
remained a major life organizer without being overbearing.

As in any odyssey into uncharted waters, much of what was learned from
the study was not anticipated. In particular, the extent of fathers' needs to
participate in the research and to share thoughts and feelings emerged from
numerous informal contacts with them over the course of the research.
Other findings include the persistent guilt that follows the loss of a child
to SIDS (despite the fact that SIDS itself is a diagnosis partly intended
to mitigate blame); the sensitivity of bereaved parents to the social and
extended family messages that suggest that grief be set aside (which
encourages the adoption of a facade of functioning but engenders resent-
ment and isolation); and the bewildering multitude of ways that individuals
cope and deal with their grief and loss at both manifest and covert levels.

For some of the bereaved women studied, continuing attachment to the
representations of the deceased child as he or she was and might have been
was a dominant feature of the outcome to loss in the years following. A
second prominent theme was the changed sense of self that bereaved
women constructed for themselves in the aftermath of their loss (Silverman,
1988b). The associations, memories, and reveries relating to the deceased
child continued the relationship to the deceased. These phenomena under-
score the importance of the object representation as an axis for under-
standing outcome to loss (Rubin, 1984a).

Prior to planning additional empirical research into the experience of
child loss, additional clarification was required. How to conceptualize
better the bereaved individual, the deceased, and the continuing attach-
ment and preoccupation with the deceased needed further consideration.
A series of articles followed on the continuing attachment bond to the
deceased. The Chicago SIDS study was an early application of the Two-
Track Model of Bereavement. Later articles stressed the understanding of
bereavement from the standpoint of the bereaved's ongoing relationship to
the memories and internal representation of the deceased for many years
following loss (Rubin, 1984a,b, 1985). To emphasize the time period
involved, and to underscore its distinctness from mourning as a process of
response to loss, the term epilogue to bereavement was selected. It is during
the epilogue to bereavement that one can assess the ultimate resolution of
bereavement as an outgrowth of relationship and function (Rubin, 1985).

Study 2

Building on the Chicago SIDS study, a larger in-depth study was con-
ducted to learn more about the nature of child loss. Smaller studies examin-
ing outcome to loss among parents of younger and older children pointed to
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Table 19.1. Bereaved Israeli parent sample characteristics

n

Sex
M
F

Age
M
SD

Education0

M
SD

Age of son
M
SD

Bereaved

1973

56

23
33

62.9
6.0

11.9
3.1

22.2
4.1

1982

46

22
24

56.1
7.0

12.5
3.0

23.1
4.7

Control

73

27
46

52.5
8.8

15.9
8.9

23.1
11.0

a For differences between bereaved and control groups, p < .05.

greater resilience within the sample of younger parents bereaved of younger
children (Rubin, 1990a). In contrast to the loss of an infant, the loss of a
young adult son to war was a strikingly different type of child loss. How
this type of loss would affect parents in the domains of functioning, attitude,
affect, and relationship to the representation of the deceased as much as 13
years postloss was the focus of this second study (Rubin, 1987; in press).

One hundred and two bereaved parents and 73 nonbereaved parents
participated in the research. The random sample of bereaved Israeli urban
parents from the 1973 Yom Kippur and 1982 Sheleg (Lebanon) wars was
obtained with the assistance of the Department of Rehabilitation of the
Ministry of Defence. A comparison group was composed of parents who
had an adult child who had left or was leaving home. The demographic
characteristics of the sample are shown in Table 19.1.

Objective measures assessed anxiety (Spielberger et al., 1970) and multi-
variate functioning of the individual parent (Rubin, 1990a; Sanders, Mauger,
& Strong, 1979). Structured and semistructured measures assessed the
relationship to the deceased (Blatt, Chevron, Quinlan, & Wein, 1981;
Osgood, Suci, & Tannenbaum, 1957; Sadeh, 1987). In addition, a series of
supplemental measures, including a detailed semistructured interview, were
administered to obtain a comprehensive view of the loss experience.

Bereaved parents in the study differed from the nonbereaved on anxiety
without regard to the passage of time since loss. Parents bereaved 4 years
earlier were functioning more poorly on affective, somatic, and cognitive
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scales than the nonbereaved. At the same time, parents bereaved 13 years
functioned at levels between the other groups. In some areas, gender
differences rather than time since loss were the more significant factor in
response to child loss (M. Stroebe & Stroebe, 1983).

The research supported the existence of continuing and powerful
responses to loss for a period extending as much as 13 years following
death. The bereaved as a group functioned with greater impairment than
their nonbereaved parental counterparts. Similarly, the bereaved group
were the more anxious. Thus, demonstrable effects in the realm of behavior,
affect, cognitive attitude, and somatic function characterized these bereaved
parents for many years following loss. Overall, the women showed greater
anxiety and difficulties in functioning following bereavement as a main
effect.

The highly significant differences in anxiety between the bereaved and
nonbereaved groups suggested a permanent shift in the homeostasis of
tension regulation postloss. This may indicate that the impact of loss
of a son for older parents affects basic personality resilience. At the
phenomenological level, it is another indication that bereaved parents
continue to experience emotional tension and concern for many years.
What is the anxiety in relation to? It would appear to reflect a continuing
unease about the loss, a greater awareness of the loved son no longer
alive accompanied by sadness and pain, and the troubling emotions and
thoughts that have receded but not disappeared. The despair, anger/
hostility, and so many other cognitive and affective responses following loss
manifested themselves in the interviews as well as on the measures of
functioning.

Data concerning the nature of the relationship to the deceased son
conveyed the impact of the bereavement process in a different manner.
There were consistent quantitative and qualitative differences between the
nature of the attachment to living versus deceased sons. For example,
parents viewed the deceased son as unique and reported having had a
very special relationship with him. Their cognitive representations of
the deceased reflected altered associations, memories, and affects linked
with the deceased son. There were differences between bereaved and non-
bereaved groups on the degree of enmeshment versus distinctness of self
and son representations. The nonbereaved presented themselves more
independently from their children and rated those children in less than
idealized terms. The bereaved were very much involved with their sons and
stressed an idealized picture of them.

These response characteristics are consistent with a tendency to over-
identify with the deceased son. The son is viewed more positively than
other children and other relationships among the living. The son's image
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is intensely bound up with the covert emotional life of the parents. As
the son's representation becomes more central to the parent's internal
psychological world, it becomes more difficult for the parent to move away
from intense involvement with this private relationship.

The bereaved parents' covert internal relationship to the deceased
remained striking both 4 and 13 years after loss. Findings suggest that the
bulk of the adjustment and shifting in postloss reorganization had stabilized
within the first 4 years postloss. The way the son was viewed did not
support a picture of bereavement as a self-limiting response with a clear
terminus. Numerous indications of strong involvement with the deceased
were present. For example, on many of the parents' written characteriza-
tions of the deceased, vivid features of shock, searching, and disorganization
were present. The singular difference between the bereaved groups was in
the degree of reorganization that coexisted with the involvement with the
loss and the lost. As might be expected, the parents bereaved in the Yom
Kippur War had 13 years later achieved a greater degree of reorganization
than parents bereaved in the 1982 Sheleg War. Reorganization following
loss did not, however, replace the vivid elements of grief and mourning still
experienced by the 1973 Yom Kippur group. Instead, it appeared to frame
and organize the other elements of the relationship to the deceased. It
provided perspective, but not necessarily other structural changes, in
the extent to which the loss was central and "alive" for the bereaved.
Succinctly, in the years following adult child loss, the phenomena of loss do
not continue to recede. It is only that perspective on the loss continues to
accrue.

As has been consistently reported in the literature, the tendency to
idealize the deceased following loss is pronounced and characteristic of
many cultures and age groups (Bowlby, 1980/1981; Lopata, 1981). Its
origins have been attributed to various sources, including intrapsychic guilt
and anthropologically recognized magical fear of the deceased. An equally
important aspect may be the tendency to idealize those who are too far
removed to confound our idealized view. They are thus unable to provide
contradictory behaviors that might balance the idealized picture (Rubin,
1990b). Differences were related to how the living and deceased sons were
perceived. They were not the product of differences in how the parental
self-image, per se, was valued.

It is clinically useful to emphasize this phenomenon, as it can delay
resolution of bereavement (Rubin, 1985). It appears rooted in the nature of
the covert representation of the deceased and the relationship with him.
These are sufficiently different from the exchanges of life between the living
so that the absence of ongoing interpersonal feedback mechanisms can be
powerfully self-perpetuating. The excessive valuation of the deceased child
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over living children is recognized as a major source of tension in bereaved
families. The absence of negative feedback from the idealized deceased
would appear to contribute to this (Rubin, 1990b).

Parents' continuing attachment to their deceased sons was apparent in
other ways as well. At one end of the behavioral continuum, 46% of the
sample visited their son's grave at least once a week. At the opposite end,
40% visited the grave less than once a month. Participation in memorial
services for sons was high, with 76% attending all services and 18%
attending some. At a more covert level of what parents reported they
thought about, 87% of the parents indicated they thought about their sons
very frequently. Many stimuli triggered thoughts, memories, and reveries of
the deceased, but at family events, 97% of the parents thought about their
sons a great deal. At holidays, the figure was 92%. Only on the anniversary
of the death did thoughts of the sons attain greater dominance, when 99%
reported they thought about the deceased a great deal. There were no
differences between the bereaved groups on any of these variables.

The affective tone that accompanied these thoughts illustrates how
dysphoric the experience of child loss continued to be. Sadness and yearn-
ing were the predominant emotions of the bereaved parents at 4 and at
13 years following the death. The emergence of some pleasant feelings
associated with memories and reveries of the son was acknowledged by half
of the respondents and vigorously denied by the other half. These findings
suggest that demonstrable effects characterize bereaved parents for many
years following loss. In addition, they underscore that responses to adult
child loss have permanent effects on functioning and the inner lives of
parents.

Clinical and empirical summary

The pattern of response to child loss may be conceptualized as follows. At
the outset, the loss involves a global reaction encompassing virtually every
area of functioning, as well as relationship to the deceased (Lindemann,
1944; Rubin, 1982). With the passage of time, the pronounced effect on
functioning tends to subside, whereas the covert relationship to the deceased
remains a major focus of adaptation. Despite the reduction in the dramatic
impact of loss on functioning and overt areas of behavior, the impact of loss
continues. It is the continuing interaction between function and relation-
ship that students of bereavement can valuably address.

As to the question of where to focus interventions, a case can be made for
a comprehensive intervention program to address both the relationship and
the functioning of the bereaved. The research described here supports
clinical wisdom in the need to focus both on functioning and on the
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relationship to the deceased in assessment and intervention with individuals
who have suffered bereavement.

The emerging picture from the body of research investigations to date
underscores a number of features of parental bereavement. The multiyear
perspective for examining effects of loss showed that for many years follow-
ing bereavement the extent of symptomatic and relational investment in the
deceased remain elevated. Sex and age seem to be significant mediators of
loss. Women often respond more dramatically than men, but exactly what
this means is not yet clear (W. Stroebe & Stroebe, 1987). All things being
equal, younger parents seem better able to adapt to the loss and better able
to emerge from the loss of a child. All parents are changed by the experi-
ence, but it is the younger parents who appear less overwhelmed and better
able to integrate the loss into a still flexible life structure. Developmentally,
older parents appear less resilient and less able to emerge from the severe
dislocation of loss of a child. Physiologically and psychologically, consciously
and unconsciously, older parents often experience the death of an adult
child as one of the most dominant themes and preoccupations of their later
life (Caspi-Yavin, 1988; Dichterman, 1989; Rubin, 1987; Tamir, 1987).

Resuming a level of preloss functioning and regaining the necessary
equilibrium to invest fully in life, spouse, and other children are difficult
challenges. These are typically met with only partial success. For most
parents, it is generally an amalgam of positive and negative effects that
follow loss. Loss may spur some parents to experience their lives in sharp
new ways, which bring them new levels of meaning and new valued
behaviors. For other parents, loss wounds the ability to negotiate and live
life adequately. Their focus on the unattainable past relationship with the
deceased child skews and excludes much of the richness of the present.

The complexity and range of responses to loss call for multidimensional
approaches to the understanding of bereavement. The advantages of the
multidimensional perspective are many. Yet perhaps the most important
is that such an approach allows us to retain an appreciation for the
complexity of the response to the loss of an irreplaceable son or daughter.
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Children's reactions to the death of a
parent

P H Y L L I S R. S I L V E R M A N AND
J. W I L L I A M W O R D E N

There is general agreement that the death of a parent for school-age
children is a very stressful experience (Antonovsky, 1979; Garmezy, 1987).
Some researchers have shown that such a loss can lead to depression or
other behavior problems in children and also later on as adults (Furman,
1974; Birtchnell, 1980; Bowlby, 1980; Brown, Harris, & Bifulco, 1986). In
contrast, other studies have not been able to point to any consistent find-
ings supporting the hypothesis that the death of a parent in childhood leads
to an increase in problem behaviors or to an increased risk of subsequently
developing psychological problems (Van Eerdewegh, Bieri, Parilla, &
Clayton, 1982; Osterweis, Solomon, & Green, 1984). Berlinsky and Biller
(1982), in an extensive review of the research literature, observed that this
lack of consistent findings may be due to an oversimplification of outcome
measures, such as the presence or absence of psychiatric symptoms or other
problem behaviors. Also contributing to the confusion is the use of a single-
event model, which obscures the complexity of the situation.

The death of a parent cannot be viewed as a single stressful event but as
a series of events that occur before and after the death (Berlinsky & Biller,
1982; Norris & Murrell, 1987). Brown et al. (1986), in their study of
depressed women who, as children, lost their mother, and Elizur and
Kaffman (1983), who studied Israeli children who lost fathers in war,
suggest that factors other than the loss need to be in place before a
bereaved child can be considered at risk. The way the surviving parent
responds to the child, the availability of social support, and subsequent
life circumstances (such as a poor parental remarriage) can all make a
difference in whether children develop emotional problems.

Reese (1982) observed that the increased risk for developing emotional
problems was associated with the lack of continuity in the child's daily life
after the death, including the surviving parent's inability to provide a stable
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home for the child. Brown et al. (1986) used the concept of "increased
vulnerability" to describe the impact of childhood loss on the adult women
studied. They posited that it was not the death alone that led to increased
risk but a multitude of intervening variables played out over time that
increased a person's vulnerability for developing social or emotional
problems.

We need, then, to understand the context in which the stress is experi-
enced. From the stress literature we learn that it is not simply that a
death occurred but, rather, how people view the loss, the availability of
personal and social resources, and how these resources are used that dif-
ferentiate adaptive from maladaptive responses (Lazarus & Folkman, 1984;
Antonovsky, 1979, 1987).

Silverman (1987a), in a retrospective study of college-age women who
had a parent die years previously, found that most of these young women
felt their lives were changed by the loss but were not necessarily filled
with problems. Bereavement outcomes need to be conceptualized in more
dynamic terms that emphasize change and adaptation rather than merely
the presence or absence of symptoms or signs of psychological disturbance.
The death of a loved one does lead to psychological and social stress, and
the bereaved are faced with the need to adapt to many changes in their
lives. However, one needs to ask what it is that influences one's ability to
deal with these changes. The answer to this question lies in understand-
ing the interaction among the social context, the family system, and the
personal characteristics of those involved. We are dealing with a socio-
logical as well as a psychological phenomenon (Shamgar-Handleman,
1986).

It is also important to be cautious when using psychiatric nomenclature
to describe grieving behavior. Fifty-six percent of the surviving parents in
the Harvard child bereavement study reported depressionlike symptoms
that led to their being scored as depressed on the CES-D measure of
depression (Radloff, 1977). On closer scrutiny, only 31% of the parents
who scored as depressed selected low self-esteem items, such as feeling
unloved or that their life was a failure. One must distinguish between
the dysphoria of typical grieving behavior, such as feeling sad, and low
self-esteem responses associated with clinical depression. If we use the
diagnostic language of psychiatry to describe typical bereavement behavior,
this will influence the findings on the side of pathology. We need to look at
the broad range of responses from the bereaved so as to identify what is
normative for them and only then impose statistical and clinical models of
abnormality.

Cichetti (1984) noted that children are growing and developing, so that
their situation is never static. Garmezy (1983) observed that while a specific
stressor such as the death of a parent may put a child at risk, this risk is not
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necessarily sustained over time. We are looking at a dynamic interactive
process to which time must be added as a factor.

Using data available from the Harvard child bereavement study based
at the Massachusetts General Hospital, we will describe the normative
responses of 125 bereaved school-age children and the family context that
frames their reactions shortly after the death of one parent.

The child bereavement study

The Harvard child bereavement study is a prospective study of children
between the ages of 6 and 17 who lost a parent to death. The study was
designed to respond to deficits in other studies of childhood bereavement
that involved clinical populations, interviewed only the surviving parent,
measured outcome too soon after the death, looked at outcome primarily in
terms of psychological problems, and did not have a control population.
The study involved a nonclinical representative community sample, inter-
viewed both the surviving parent and all school-age children in the family,
followed the family for 2 years after the death, and assessed a matched
nonbereaved sample of children.

Semistructured interviews with these children and their surviving parent
were conducted in the family home at 4 months after the death and at the
first and second anniversaries. The children were asked questions regarding
their predeath status, experience with the death, mourning behavior, life
changes since the death, school functioning, current health status, peer
relationships, and attitudes and behaviors with other members of the
family related to the loss. The parent interview covered family demo-
graphy, predeath status, circumstances of the death, mourning behavior,
current support, an appraisal of stress and coping, concerns about the
children, family activities, and responses to the death. In addition to
the interviews, standardized assessments of locus of control (Nowicki &
Strickland, 1973), of self-esteem (Harter, 1985), and of the child's under-
standing of death (Smilansky, 1987) were completed by the children. The
surviving parent completed standardized instruments measuring family
structure and coping (FACES III, F-COPES) (Olson et al., 1983), family
changes (FILE) (McCubbin, Larson, & Olson, 1987), depression (Radloff,
1977), impact of events (Horowitz et al., 1981), and for each child a Child
Behavior Checklist (Achenbach & Edelbrock, 1983).

Families were recruited from communities in the greater Boston area that
represented a range of socioeconomic, religious, and ethnic backgrounds.
During the recruiting period funeral directors invited all the families they
served that met the criteria for inclusion in the study to participate: parents
living together at the time of the death with children in the family between
the ages of 6 and 17. We were able to identify, with few exceptions, every
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bereaved family in the selected target communities. Of those who received
invitations to participate, 70 families (51%) accepted. There were no sig-
nificant differences between the families who accepted and those who
refused based on gender and age of the deceased, suddenness of the death,
family religion, and number of children. From a demographic point of view,
the study population was a representative sample of bereaved families in
these communities. We recognize that other than demographic factors may
influence people's decision to participate (M. Stroebe & Stroebe, 1989). We
must assume that there may be some bias in favor of people who see value
in talking about their situation.

We interviewed 70 families having among them 125 children between the
ages of 6 and 17. There were an almost equal number of boys (n = 65) and
girls (n = 60) in the sample, with an average age of 11.8 years. Seventy-two
percent (n = 90) lost their father and 28% (n = 35) their mother. Sixty
percent (N = 48) of these parents had been ill for some time before the
death, and the rest were sudden deaths.

The average age of the surviving parent was 42 years, with a range of 30
to 57 years of age for the surviving mothers and 33 to 50 for the surviving
fathers. For most of these couples (91%) this was their only marriage, and
the length of marriage ranged from 2 to 36 years, with a mean of 17 years.
The modal number of children was two. In nine families the child who
participated in this study was an only child. The religious affiliation of this
population reflected the large concentration of Roman Catholics in the
greater Boston area. Seventy percent of the families were Catholic, 23%
Protestant, 6% Jewish, and 1% other. The families were all Caucasian with
one exception.

Family incomes after the death ranged from less than $10,000 a year to
more than $50,000, with a median income range of $20,000 to $29,000.
Thirty-three percent (n = 23) of the surviving parents thought their
income was inadequate or barely adequate, and 67% (n = 46) thought
that their income was adequate or more than adequate. As might be
expected, the amount of income correlated with the parent's sense of its
adequacy (r = .58, p < .01). The assessment of income adequacy was
related to employment status. People who were working saw their income
as more adequate (r = .25,/? < .03) than those not holding jobs.

Before the death men were the primary breadwinners for the family.
There were significant differences between men's and women's employment
status at the time of the first interview. Men were more likely to be working
full time and women more likely to be working part time outside the home
or to be full-time homemakers [%2(4, N = 70) = 12.68, p < .001]. Women
were more likely to have changed their employment status just before or
right after the death. Women were also more likely than men to receive
income from life insurance (r = .51, p < .01) and social security benefits
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(r = .48, p < .01). Such imcome made it possible for some of these women
to stop working outside the home. A few women began work after the death
so as to get health insurance coverage. Four men were not working
outside the home. One was psychologically unable to find regular work
after his wife died, and he supported his children by doing odd jobs. The
other three men were receiving Disability Assistance or Aid for Dependent
Children prior to the death. When the surviving parent was a mother, there
was more continuity for the child, as she was more likely to be at home
when children returned from school and available as the primary caregiver.

Most of the deaths (89%, n = 62) were from natural causes. Forty
percent (n = 28) died either instantly or within a day. Five (7%) children
went to bed with an intact family and woke up orphaned. Of the 60% (N =
42) who had expected deaths, 65% were men (n = 13), and 59% (n = 29)
women. The proportion of men and women who had cared for a spouse
during a long illness was similar and not significantly different. Of the 42
parents who died from a prolonged illness, 43% (n = 18) had been ill for
more than a year. In families where the father died, mothers were more
likely to plan financially with their husbands before the death than in
families where mothers died [x2(2, N = 44) = 5.98, p < .05].

Ninety-four percent of the children (n = 118) attended the funeral. Age
was a factor in deciding whether to include the child in the funeral.
Younger children were less likely to attend as were those whose mother
died. Seventy-eight percent (n = 97) of the children saw their parent's
body, most often at a wake or in the funeral home. Most (85%, n — 106) of
the children went to the cemetery, and 73% (n = 78) have visited the
cemetery since the funeral.

Children's reactions and experiences

Three conceptual domains best describe the experiences and reactions of
these children in the early months after the death. Each cluster of infor-
mation reflects an aspect of the child's reactions to the death and reflects
our current understanding of the grief process (Silverman, 1986; Worden,
1991) and points to the complexity of the grief experience. These domains
are the child's affective responses, the child's efforts at maintaining a
connection to the deceased, and the impact on the child's behavior of
the social network and support system. These data are taken from the
children's responses to interviewers' questions at 4 months and 1 year after
the death. Where indicated, data from the parent interview were used as
well. Although some children came from the same family, we are treating
them as 125 individuals in this analysis. We recognize that these obser-
vations of the children may not be totally independent. However, recent
research has suggested that there is wide variance among children raised in
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the same family (Dunn & Plomin, 1990). Studies of identical twins raised
apart or together show that the overlap in personality traits between them
is not more than 25% (Scarr, 1987). These findings support our treatment
of these children as individuals, each experiencing the death in his or her
own way.

This chapter is intended to be descriptive, and the statistics used were so
chosen. The analysis focuses on the impact of the gender and age of the
children, the suddenness of the death, and the gender of the parent who
died to see how these variables impact on the child's responses. Gender
and age of the child are key factors in understanding a child's behavior
(Selman, 1980; Youniss, 1980; Hartup, 1989; Jacklin, 1989). Gender dif-
ferences have been identified in the way men and women mobilize social
support (Belle, 1988) and in the roles family members play (Lynn, 1974;
Carter, Scott, & Martyna, 1976), as well as in their response to bereave-
ment (M. Stroebe & Stroebe, 1983; Silverman, 1988b). The suddenness of
the death can impact on the nature of the stress a family experiences
(Antonovsky, 1987).

Affective responses

These behaviors reflected a child's inner feeling about the death, such as
crying, inability to sleep, learn, concentrate at school, and early health
problems related to the somatization of feelings. We hypothesized that these
feelings would diminish in intensity and frequency in the weeks or months
following the death.

Children's reactions to the immediate news of the loss were more con-
tained than one might have expected. Very few children expressed any
immediate anger and a few expressed relief. Most children talked of feeling
sad or confused upon hearing the news and of not being sure how to
respond. Many talked of feeling dazed or shocked. Some turned to other
family members for comfort, and others withdrew. A few children reported
needing to be alone - retreating to their room or going out for a walk or to
ride their bicycles. Others went in search of a friend. When the death was
sudden (no warning), many children were stunned by the news. Some
thought it was a cruel joke and were not sure how to react. Within the day,
91% (n = 112) of the children broke down in tears. There was no sig-
nificant difference between the way boys and girls responded upon hearing
the news, nor were there any differences in early responses based on the
gender of the dead parent. As one might expect, children reported more
immediate crying when there was a sudden death than when the death was
expected. (See Table 20.1.)

Four months after the death, 67% (n = 77) of these children were no
longer crying at frequent intervals or with any regularity. Those who were
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Table 20.1. Affective responses 4 months and 1 year after the death

Time 1
(JV= 125)

Time 2
{N= 120)

Current crying

Every day
Several times a week
Not too often
Never

Sleep problems
None

Headaches
None
Occasionally
Frequently

Accidents
None
Yes, no medical
Yes, with medical

Health status
No problems
Mild problems
Serious illness
Hospitalization

Difficult concentration (school)
Rarely
Occasionally
Frequently
Always

10 (8.8%)
27 (23.7%)
54 (47.3%)
23 (20.2%)

X2 (9, AT = 109) =

87 (70.2%)
X2 (\,N = 120) =

33 (26.4%)
66 (52.8%)
26 (20.8%)

n.s.

94(75.2%)
22 (17.6%)
9 (7.2%)

t = 2.07, df =

44 (35.2%)
76 (60.8%)

1 (.8%)
4 (3.2%)

/ = -3.29, df =

53 (43.1%)
46 (37.3%)
18 (14.6%)
6 (4.9%)

2 (1.7%)
13 (11%)
59 (50%)
44 (37.3%)

32.38, p< .001

94 (80.3%)
= 4.24 p< .05

30 (25%)
67 (55.8%)
23 (19.2%)

79 (65.8%)
29 (24.2%)
12 (10%)

\\9,p< .05

23 (19.3%)
84 (70.6%)
8 (6.7%)
4 (3.4%)

118,/>< .001

78 (65%)
23(19.2%)
14(11.7%)
5 (4.2%)

X2 {9,N= 118) = 21.30, p< .01

3 n.s. = not significant.

crying frequently were more likely to be younger (r = .17, p < .05). There
were no significant gender differences in their crying behavior, nor were
there differences depending on which parent died. By the first anniversary
fewer children were crying with any regularity (X2(9, N = 109) = 32.38,
p < .001).

Only 22% (n = 27) of the children felt that their school performance had
changed for the worse 4 months after the death. In 18% (n = 22) of the
cases, the children felt that their work improved. Thirty-seven percent (n =
46) said they occasionally had some difficulty concentrating in school, and
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Table 20.2. Child Behavior Checklist scores: Percentage
of children with scores over 70 at 1 year after the death

Clinical
scale

Aggressive
Delinquent
Withdrawn
Somatic
Hyperactive
Schizoid

Bereaved
children
(N= 120)

6%
4
7
8
7
6

Nonbereaved
children
(N = 73)

0%
2
3
3
2
2

another 20% (n = 24) said this occurred frequently or very frequently.
Inability to concentrate was one area where the impact of the death could
be seen immediately, but it diminished significantly by the end of the first
year [x2(9, N = 118) = 21.30, p < .01]. Somatic symptoms were more
frequent for the bereaved children than their matched nonbereaved controls
(see Table 20.2). Nine children had had serious illnesses several months
after the death and by the second interview this number had increased to
twelve. Although most children (70%, n = 87) slept well, the one-third
(n = 37) who had some sleep problems had difficulty either in falling asleep
or waking early and attributed this to their parent's death. These were
likely to be children who dreamed of the deceased (r = .24, p < .01), were
still crying a great deal at 4 months (r = - .19, p < .05), and had difficulty
concentrating in school (r = .28, p < .01). By the end of the first year fewer
children were having sleep disturbance, and the difference was significant
[X2(l, N = 120) = 4.24, p< .04].

Neither the suddenness of the death nor the gender of the deceased made
major differences in children's affective responses. Although younger
children were better able than older ones to express feelings, many children
did not have words for what they were experiencing. Interviewers observed
this difficulty in articulating feelings when the children hesitated or were
unable to answer questions.

The information described so far reflects the children's responses. To
identify emotional and behavioral problems as seen by the surviving parent,
each child was assessed on the Child Behavior Checklist (Achenbach &
Edelbrock, 1983) at each interview. The 118 identified behaviors can be
scored as a series of narrow band clinical scales that note the seriousness of
problem behaviors. Elevated scores on the narrow band scales, that is,
those exceeding a T score of 70, ranged in frequency from a low for 2%
of the children on Delinquent Behaviors to a high for 13% on Somatic
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Table 20.3. Achenbach scores, by age and gender

Younger boys (N = 30)

Mean
SD

Older boys (N = 34)
Mean
SD

Younger girls ( # = 3 1 )

Mean
SD

Older girls (TV = 28)

Mean
SD

Time 1

53.13
10.97

53.94
11.25

55.26
11.18

53.34
9.93

Time 2

51.67
12.13

50.35
11.20

50.90
10.89

53.08
13.04

Significance*

n.s.

t = 300, df 30

p. < .005

t= 351, # 3 0
p. < .001

n.s.

7 n.s. = not significant.

Behaviors. The remaining clinical scales were high for 6% to 7% of the
children, depending on the scale. Control children with high scores on the
various clinical scales were in the 2% to 3% range. (See Table 20.2.)

In addition to the narrow band clinical scales normed for subgroups by
age and gender, there are three broad band Child Behavior Checklist
scales that enable one to compare behavioral profiles across age-gender
quadrants (boys, girls, younger, older). These broad band scales measure
total behavior problems, internalized behaviors such as anxiety and de-
pression, and externalized behaviors such as delinquency and acting-out
behavior. Highest Achenbach total scores were found in the group of
younger girls; Scores for younger boys, older boys, and older girls were
slightly lower. We used a T score of 65 or greater (above 1.5 standard
deviations) to identify the group of children who were most distressed at 4
months. Twenty-seven children had scores exceeding 65 on one or more of
these three broad band scales, representing 24% of the children. By the first
anniversary of the loss, the percentage of children with high scores had
dropped to 19%. (See Table 20.3.)

Children with the highest Achenbach total scores were those who had the
poorest peer support (r = .19, p < .05) and who felt that they had less
control over things happening to them. A high score on the Child Behavior
Checklist correlated with more external locus of control (r = .29, p < .01)
(Nowicki & Strickland, 1973) and with lower self-esteem (r = .26,/? < .01)
(Harter, 1985). The children with the most disturbed behavior had lower
self-esteem and felt less in control of their lives regardless of their age.
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Gender of the child and suddenness of the death were not significantly
related to the broad band scales on the checklist. Gender of the deceased
parent was correlated with high scores in two instances: Four month after
the death, younger boys whose father died had significantly higher scores
(p < .01); and, at the end of the first year, adolescent girls who lost their
mothers had significantly higher scores (p < .03).

Maintaining a connection to the deceased

Most studies of bereavement have focused on affective responses expressed
in typical grieving behavior such as crying and sadness. Worden (1982/
1991) has identified four tasks of mourning, one of which is accepting the
finality of the death. This involves acknowledging that the deceased is
indeed gone, but it may not mean that the sense of the deceased in the
child's life is obliterated as well. Silverman and Silverman (1979) have
suggested that it is easier to accept the finality of the loss if the bereaved
have an appropriate way to maintain a sense of the deceased in their
current life. Klass (1988) observed that some bereaved parents actively
sought ways of carrying a memory of the child with them.

We found that these bereaved children devoted considerable energy to
connect with the deceased in some way. They did this through dreams, by
talking to the deceased, by feeling that the dead parent was watching them,
by keeping things that belonged to the dead parent, by visiting the grave,
and by frequently thinking about him or her. (See Table 20.4.)

When asked what they believed happened after the death, most children
said that their parent had gone to a specific place, and they usually talked
about heaven. Fifty-seven percent (n = 71) spoke to the deceased parent,
and 43% (n = 29) of these children, mostly younger, felt they received an
answer. By the end of the first year children were speaking less frequently
to their deceased parent [x2(l, N = 120) = 10.08, p < .001]. Eighty-one
percent (n = 101) felt that their parent was watching them, and of those
who felt watched, 57% (n = 71) were frightened by this. For the frightened
children their uneasiness was related to a fear that their parent might not
approve of what they were doing. Those who felt watched but were not
scared were more likely to see the parent watching over them in a pro-
tective way. For whatever reason, the deceased was a real presence in most
children's lives and carried on a continuation of the relationship they had
before the death such as protector or disciplinarian. Differences between the
boys and girls on these variables were not statistically significant. By the
end of the first year most children still had a sense of being watched by
the deceased; however, they reported feeling less scared by this.

Most children (56%, n = 69) also dreamed about their parent, and for 63
of these children, the parent was alive in the dreams. Some children were
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Table 20.4. Connection with the deceased: Responses 4 months and 1 year after the
death

Time 1 Time 2
(N= 125) (N= 120)

Deceased parent watches child
No 13(10.4%) 24(20%)
Not sure 11 (8.8%) 7 (5.9%)
Yes 91 (80.8%) 89 (73.7%)

/ = 2.22, df= \\9,p> .03
Speaks to deceased parent
Yes 71(56.8%) 46(39%)

X2 (\,N= 120) = 10.02, ^ < .01

Thinks of deceased parent
Everyday
Several times a week
Not too often
Never

Dreams of deceased parent
Yes

Kept object

Yes

3n.s. = not significant.

frightened by these dreams, others felt saddened by them, and a few found
the dreams very reassuring. The age and gender of the child seemed to
make little difference in dreaming behavior or in how the child felt about
the dreams.

At the 4-month interview, 90% (n = 99) of the children reported still
thinking about their parent at least several times a week. When asked what
they thought about, most children remembered in literal and concrete
terms what they did with their parent. A few children reported that they
still couldn't believe the death was real, and some reported forgetting at
times that their parent was dead. Others wished for the parent back or
thought about how hard it was to get along without their parent. The
children whose mother had died were likely to be thinking about her more
frequently than those whose father had died (r = — .19, p < .05). At the end
of the first year, the time spent thinking about their deceased parent
decreased significantly (/ = -4.92, df 103, p < .001).

Seventy-seven percent (n = 95) of the children kept something personal

69 (63.3%)
30 (27.5%)
9 (8.3%)
1 (.9%)

t = -4.92, df= 103,

69 (55.2%)
n.s."

95 (76.6%)

51 (43.2%)
33 (28%)
32 (27.1%)
2 (1.7%)

p < .001

59 (50%)

87 (74.4%)
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that belonged to their dead parent, for the most part, either on their person
or in their room.

Most children were involved with the deceased through their dreams,
their waking thoughts, and keeping things close to them that belonged to
the deceased. The deceased parent's presence was strongly felt. One way of
looking at these behaviors is to see them as the struggle to make the loss
real and a way to understand what had happened. For most children this
struggle did not diminish during the first year after loss.

Social network and social context

The child's social context provided a frame for the experience of mourning
and determined how the child expressed this grief and made meaning out of
the loss. Belle (1988), in a review of the social support literature, observed
that a clear relationship existed between the functioning of a given support
network and its impact on the way stress is experienced. These contextual
variables can increase the child's vulnerability or can act as a buffer or
protective force in helping the child cope and adapt (Garmezy, 1987;
Rutter, 1987). The social network can provide the child with a feeling of
being supported and cared about and can make available resources that
facilitate coping. These resources also included funeral and mourning
rituals. Children's participation in the funeral ritual and other ceremonies
surrounding the death did have important repercussions for how they
understood death and how they saw themselves as participants in the
family drama. The way grief was expressed by the surviving parent and the
way loss was understood impact on how the family maintains itself as a
functioning system that was able to deal with the many changes it was
experiencing and able to adapt to a single-parent household.

Changes in the child's daily life, available support, and parental coping
styles were all part of the context that frames the lives of these bereaved
children.

Changes in daily life. Most children's lives continued as before, with
few changes in their bedtime, the chores they had to do around the house,
or in their allowance. Some children (19%, n = 23) were uneasy about
coming to the dinner table now that one parent was absent. When there
were younger children (under 12) at home and the mother died, children
were more likely to experience a change in care giving when they were
sick. They either took care of themselves or were cared for by a relative.
Children whose mother died had more responsibility for household chores.
Clear differences were noted at mealtimes after a mother died (r = .29, p <
.001). Meals were served at a less regular time and may not have been as
well prepared when the father was the surviving parent. We found that the
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death of the mother caused the greatest discontinuity in the lives of these
children at 4 months after the death. These changes can be seen as con-
comitant losses for these children. Children with the greatest number of
changes in their daily routines following the death also suffered more health
problems, kept an object from the deceased parent close at hand, and felt
very uneasy about coming to the dinner table.

Sharing and support. Around the time of the death and funeral, 42%
(n — 53) of the children felt that they had to act a certain way for their
surviving parent's sake and 45 of these children complied. Those who felt
compelled believed that they had to be restrained and not create problems
for the parent by their actions. This was especially true in families in which
the death had been expected. Children over the age of 12 were more likely
to be told specifically they had to be more grown up now [X2(l, N = 125) =
4.28, p < .02], and this message was more likely to be sent to older boys
[X2(l, N = 63) = 3.54, p < .05]. Some children felt pressured by the
surviving parent to express their feelings more openly, and some experi-
enced this expectation as criticism rather than as help.

When asked to identify the person to whom they felt closest in their
family, half the children chose their surviving parent. Equal numbers felt
closest to a sibling or a relative such as a grandparent. Twelve children
(11%) said they were not close to anyone. Three of these children were in
one study family and two in another. They tended to be children whose
mother died and who did not talk to the deceased parent. Most children
reported that they could talk about the dead parent and their feelings about
the death with this identified close person. Even when they weren't close to
their surviving parent, half these children felt that they could, nonetheless,
talk with this parent if they needed to. This included some children who felt
that they weren't close to anyone. By the end of the first year all children
had found someone in the family to whom they felt close and in whom they
could confide.

Girls were much more likely than boys to share their feelings with an
identified family member (r = .26, p < .01). Fathers who were left as the
primary caregiver reported less communication about the death between
themselves and their children [x2(l, N = 125) = 5.82, p < .01]. The
children themselves did not feel family communication was any more or less
hampered when the mother died but did report more reluctance in sharing
dreams of the deceased with a surviving father.

There were gender differences in the ways boys and girls related to their
social network and in the way their network related to them. Girls were
more likely than boys to talk with their surviving parent about the
impending death when the death was expected (r = .27, p < .01). Girls
were also more likely to talk about their feelings after the death (r = .26,
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p < .01), and they were less likely to be told to be grown up, a message
most often given to teenage boys.

When the mother died after a long illness, children were more likely to be
sent back to school the day after the funeral (r = —.24, p < .05). Teachers
uniformly knew about the death, but in only half the cases did they share
this awareness with the child's classmates. Sharing information with the
class was more likely to have occurred in the lower grades where children
had one teacher for the entire school day. Children appreciated expressions
of condolence and notes they received from their classmates.

Socially, most children (70%, n = 84) felt that after the death there was
little change in the time they spent outside their home with their friends.
All children reported having at least one close friend, with half of them
reporting four or more friends. Seventy-three percent (n = 82) of these
children saw their friends at least every day, as they usually went to school
with them. Only 54% (n = 67) of the children reported that they talked
with their friends about their dead parent. Those who did not talk with
their friends wanted it that way. Most of them thought that at least one
friend would listen if they wanted to talk. Boys were less likely than girls to
talk to their friends about the death. Fourteen percent (n = 18) of the
children felt that there were children in their neighborhood or in school
who gave them a hard time because they only had one parent. This
occurred more frequently to younger children, especially younger girls.

Parental coping. The focus thus far has been on the children's coping
behavior. It is equally important to understand the parent's responses, as
children's responses are intimately involved with those of their parents.
Coping, as defined by McCubbin, Larson, and Olson (1987), is behavior
that involves the management of various aspects of family life - that is,
maintaining satisfactory internal conditions for communication and family
organization; promoting member independence, self-esteem, coherence, and
unity; and maintaining and developing social support transactions in the
community. Differences between the way men and women perceived family
coping styles, as measured by the F-Cope scale (McCubbin et al., 1987),
indicated that the surviving mothers displayed greater competence in
overall coping ability in contrast to fathers (r = .31, p < .01). Mothers were
more able to help their families in acquiring support from the wider com-
munity (r = .26, p < .05). Full-time employment status was negatively
correlated with accepting support from family and friends (r = —.22, p <
.04) and total overall coping (r = — .21, /> < .05) as measured by F-Copes.
Working full time and taking care of their children while they were dealing
with their own sorrow may have caused these families to pull into them-
selves and not reach out to others.

The meaning a family attaches to a stressful situation influences the
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family's appraisal of the situation and its coping behavior (McCubbin et
al., 1987). We asked each parent to rank the degree of stress they were
experiencing at the time of the interview on an 8-point Likert scale. A
similar Likert scale was used to assess their current coping. Not surprisingly,
parents who experienced the most stress also felt that they were coping the
least adequately (r = —.24, p < .05). There was no correlation between the
gender of the parents and their assessment of the stress they were experi-
encing or the success of their coping. Mothers were more likely than fathers
to report that they had found unexpected sources of support [X2(l> N — 70)
= 4.95, p < .05] since the death. The fact that fathers were more likely to
be working outside the home may account for some of these differences.
How prepared parents were to assume the role of single parent had a major
impact on their performance as well. Fathers reported having the most to
learn when they assumed the role of single parent and took responsibility
for their children's daily care.

Conclusions

Understanding the children's responses to the death of a parent requires
focusing on a number of interacting variables. By itself, the event is
stressful, and its impact pervades most aspects of the child's life, affecting
the way in which his or her world is structured. These stresses, however,
did not seem to overwhelm most of the children. In the first months after
the death, 22% of the children showed some indications of dysfunctional
behavior, using their parent's assessment on the Achenbach as the
barometer. From the children's view, we saw sadness and some confusion.
We also saw children who were carrying on by going to school and by
maintaining relationships with their friends and in their family. Clearly,
these children were grieving, but the majority did not express their grief in
prolonged crying periods, aggression, or withdrawal behavior, as has been
traditionally thought. There was some sleep disturbance, some restlessness,
but not to an excessive degree. Somatic symptoms, on the other hand, were
high and confirm the notion that grief is often somaticized, especially in
preadolescent children.

Among the more interesting findings were those pointing to the child's
maintaining a connection to the deceased. These behaviors have frequently
been labeled as "preoccupation with the deceased." This term implies
symptomatic behavior that should end. Most of the descriptions of this
phenomenon have been based on clinical observations (Miller, 1971;
Volkan, 1981; Dietrich & Shabad, 1989), and this may have influenced the
conclusion that in grief work it is necessary to disengage from the deceased.
This conclusion did not seem consistent with the reality we observed.
College-age women who lost a parent to death reported that as they got
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older they were constantly renegotiating their relationship with their dead
parent (Silverman, 1987a). The parent may be dead, but the relationship
did not die (Anderson, 1974). In the long run, accepting the reality of
the death may mean finding a way for the dead parent to live in some
way within the child's life (Silverman & Silverman, 1979; Rubin, 1985;
Worden, 1982/1991). We saw similar behaviors in the surviving parent,
who reported talking to the deceased and findings other ways of remaining
connected.

These children understood the concept of death in the abstract, but many
had very little way of talking about this experience. Based on these findings,
we suggest that one of the tasks of the early stages of the bereavement is to
develop a language that gives children the tools to talk about death and
their dead parent and then to find a way of maintaining an appropriate
place for the dead parent in their lives. Many surviving parents expressed
concern that their children were not showing their feelings. They saw the
exhibiting of feelings as the primary way for their children to express their
grief. Parents did not sufficiently appreciate that conversations about the
dead parent were also a part of grief work. Both the surviving parent and
the children need to learn that this kind of reflection and remembering is
also a critical part of the bereavement process. How well they learn to do
this may hold the key to the kind of accommodation these families make to
the loss over time.

These children were not only dealing with the death of a person but with
the death of a way of life. Most were included in the mourning rituals and
treated with respect as a mourner. However, many did not feel that it was
acceptable to display uncontrolled feelings, and this was especially true for
older boys. We found that by adolescence boys were being socialized to
control their feelings. In so doing, families reflected the values of the larger
society that teaches men not to express their feelings openly (Miller, 1986).

There were clear differences in how surviving fathers and mothers
described the way they coped with their new situation. With one or two
exceptions, mothers were the parent who dealt with the affective life of the
family and on whom the stability in daily routines was dependent. Fathers
were, for the most part, not as comfortable as the primary nurturer of the
family, although with time they become more comfortable in this role. We
need to see if these differences, based on gender, are sustained or blurred as
these families learn to live in their new situation. Longitudinal data from
this study will help answer some of these questions.

In these early data from the Harvard child bereavement study, we see
the importance of looking at the child in his or her social and family system
and the need to expand measures of outcome to include measures of good
adaptation as well as poor adaptation. The majority of children were not
functioning poorly either at 4 months or at 1 year after the death. We will
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add to our analysis an examination of specific coping behaviors related to
the "resilience" that we find in some of these children.

White (1974) has written that all behavior is an attempt at adaptation, at
solving both the small and large problems that people face in daily living.
Adaptation, he observed, does not mean a total triumph over the environ-
ment or total surrender to it, but a striving toward acceptable compromise.
White observed that we have become so absorbed by an image of people
with compromised egos that we overlook the ways in which common sense,
realism, inventiveness, and courage enable people to manage. Most existing
models used to understand bereavement grow out of such an orientation
that focuses on "compromised egos" rather than on accommodation. The
very language that is usually associated with grief implies sickness - people
"get over it," they "recover," they "heal." In this model, grief becomes a
foreign object that inhabits the bereaved individual and that with the
proper treatment will be expunged (Silverman, 1987).

We are suggesting that we move away from this model to one that sees
death as a normative life-cycle event and grief a response to loss to which
all people must learn to adapt. For some, this adaptation may reflect
greater competency, whereas others may not cope as well but, in White's
words, "they manage." Studies of children's responses to stresses other
than death have made similar observations (Garmezy, 1987; Hetherington,
1989; Werner, 1989). Many children respond with a resiliency that is often
overlooked when studies focus on dysfunction rather than accommodation.
In identifying the issues with which children are dealing following the death
of a parent and describing how they cope, we will have developed a pool of
data about what actually happens in bereaved families, and then we will be
better able to understand what adaptation looks like in these children and
their families.
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Bereavement following death from
AIDS: Unique problems, reactions,
and special needs

J O H N L. M A R T I N AND LAURA DEAN

Being sick with acquired immunodeficiency syndrome (AIDS) is a difficult,
and at times crushing, experience. The physical, emotional, and social
hardships brought on by AIDS can be extraordinary and taxing. Though
advances are being made in early and aggressive treatment of opportunistic
illnesses that result from infection with human immunodeficiency virus
(HIV), the cause of AIDS, the disease is nearly universally fatal. As with
death from any cause, each person who dies of AIDS leaves a social
network of individuals who are affected by the loss and experience some
type of bereavement reaction. Although deaths from AIDS began to increase
rapidly in 1980, little is known about the type and intensity of bereavement
reactions associated with AIDS. Even less is known about bereavement
reactions in the most heavily affected population in the United States:
homosexual, gay, and bisexual men.

Bereavement and AIDS in gay communities

The epidemiology of AIDS in the United States is changing, with rates of
the disease increasing more rapidly among the socially disadvantaged,
compared with rates of increase among gay men (Miller, Turner, & Moses,
1990). Nevertheless, gay men have been the group most severely affected by
AIDS and AIDS-related deaths since the epidemic began in 1980. By the
end of 1990, more than 150,000 cases of AIDS had been reported to the
Centers for Disease Control (1990b), and more than 90,000 of these reported
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cases have been gay men. Within this group, 80%, or more than 65,000,
have died.

This chapter focuses specifically on the urban, gay male community of
New York City and the experience of these men as a result of the AIDS
epidemic. The information provided here is primarily descriptive as so
little is known, systematically, about the circumstances surrounding AIDS-
related bereavement among gay men and the effects these losses can be
expected to have on those who survive. The aims of this chapter are to
specify the characteristics of AIDS illness that make this cause of death
both similar to and different from other illnesses, describe the epidemiology
of AIDS-related losses in the gay community, and examine the psycho-
logical consequences of AIDS-related bereavement. However, before
moving into a discussion of these points, several issues related to methods
and definitions must be addressed.

The interview and the sample

We will use data collected in the Longitudinal AIDS Impact Project, which
began in 1984 and is currently ongoing at the Columbia University AIDS
Research Unit in New York City. Analytic and descriptive summaries of
this project may be found in Martin (1986, 1987, 1988) and Martin and
colleagues (Martin, Dean, Garcia, & Hall, 1989). A major aim of the study
has been to describe and analyze the psychological adaptation processes
utilized by individuals and groups in the gay community as they cope with
the AIDS epidemic. With the use of retrospective and prospective study
designs and structured face-to-face interviews for data collection, a
wide range of physical and mental health information has been gathered.
Included in this information are responses to extensive probes on AIDS-
related deaths in social networks and grief reactions surrounding these
deaths.

The sample employed here was recruited in early 1985 using several
methods. A complete description of these sampling methods may be found
in Martin and Dean (1990). For the present discussion it is important to
note that the approaches we used resulted in a broad cross section of the
male homosexual community living throughout New York City in 1985. A
total of 746 individuals were recruited and interviewed. The only exclusion
criterion was having received a diagnosis of AIDS from a physician at the
time of recruitment. It should be emphasized that a diagnosis of being sick
with AIDS was required for exclusion, not simply being infected with HIV,
that is, being HIV antibody positive.

A question arose with respect to how to define the presence or absence
of a primary partner in a way that corresponds to married status in
heterosexual population studies. At the same time, we did not want to
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impose a direct analog of this key social status variable on members of a
minority group that are, by definition, nontraditional and atypical of the
majority of the adult population. In keeping with standard language used
by most gay men, we refer to men in this sample as persons who either have
a lover or who do not have a lover. A respondent was classified as having a
lover if he met all of the following criteria: he said he had a lover; his lover
viewed him as his lover (reciprocity); friends viewed the two as a couple
(public recognition); and the relationship was extant for 6 months or more
(duration). This definition does not require that lovers live together or have
an active mutual sexual relationship. On the basis of this definition, 37% of
the sample had a lover at the baseline interview in 1985.

In summary, the group described here was primarily white (87%), was
college educated (82%), and had a median income of $25,000 in 1984. The
age of the sample ranged from 20 to 72 (M = 35.7, SD = 8.5). Just over
one-third of the respondents had a lover, and none had been diagnosed
with AIDS at the start of the study. Although this is a longitudinal study,
most of the data provided here are confined to information collected at
the first interview conducted in 1985. We draw on data collected in sub-
sequent years in our brief exposition of the epidemiology of AIDS-related
bereavement.

Defining bereavement

An additional problem of definition arose early in the research concerning
how best to define "bereavement" among gay men. Considerable thought
was given to this problem. The gay population lacks the right to form legal
unions with chosen mates. Many gay men function principally within a
primary group that can be described as a "family of choice," rather than a
biological family. Our initial approach was simply to designate as bereaved
men in the sample who had lost a lover. However, in extensive pilot
interviews we often found that individuals considered to be close friends
were former lovers or primary group members who were relied on by
respondents for a variety of emotional and concrete resources. These close
friends functioned much as a traditional family for many gay men. Thus, to
have limited the definition of bereavement to include only men who had
lost a lover would have classified as nonbereaved many men who experi-
enced the loss of significant others to AIDS.

We were also induced to broaden our definition of bereavement by the
fact that, during validation work, it became clear that probes within the
interview regarding bereavement sequelae (e.g., financial hardship, social
isolation) were appropriate and comfortable to answer when asked of men
who lost a lover or close friend. In fact, when we omitted questions about
close friends lost to AIDS many respondents questioned our apparent
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lack of interest in these losses. These probes, however, were found to be
inappropriate for the loss of someone more emotionally distant than a close
friend, such as a person classified as a "friend" or an "acquaintance"
(Martin, 1988). Although we do not wish to imply that losing a lover to
AIDS is equivalent to losing a close friend, these considerations have led us
to use a more inclusive definition of bereavement at this early stage in our
analyses.

We turn now to a description of some of the most distinctive features of
being ill of AIDS, as there is some evidence suggesting that the nature of a
death may influence subsequent adjustment among close survivors (see W.
Stroebe & Stroebe, 1987, pp. 204-215). Whereas death due to AIDS shares
a number of similarities with other illnesses, it is also unique in important
ways.

The nature of AIDS-related illness and death

AIDS is an illness that shares a number of central characteristics with other
fatal illnesses, both infectious and noninfectious, such as certain forms of
cancer, Alzheimer's disease, and Huntington's chorea. The illness develops
over a long period of time, becoming progressively more debilitating. With
this disability come increasing demands for emotional and concrete support
among members of the close social network. In addition, the illness results
in lost role functioning at home and work, the diminution of sensory
pleasures that come with eating and sexual relations, and a reduction or
elimination of social involvement. There is frequently material hardship
due to lost income and enormous medical costs. Two characteristics of
AIDS may be especially important in understanding grief reactions follow-
ing AIDS bereavement: One is the long period of anticipation of death and
the other, the harsh and unpredictable course of the disease.

Bereavement due to a progressive illness with an extended time course is
recognized as distinct from bereavement that occurs suddenly and without
warning. The ability to anticipate a loss and prepare for both the emotional
and practical consequences of the loss is generally considered protective
with respect to the development of pathological grief reactions (Ball, 1977;
Parkes & Weiss, 1983). AIDS may be considered one of the most extended
illnesses among infectious diseases. Based on current knowledge, the time
between initial infection with HIV and clinical illness onset is highly
variable. A quiescent state of asymptomatic infection with HIV may
exist for 10 years or more accompanied only by characteristic changes in
immunologic laboratory test values.

For the first 5 years of the AIDS epidemic, this period of asymptomatic
infection was not considered part of the disease, as the cause of AIDS
was unknown and the ability to detect silent infection was unavailable.
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However, with the discovery of HIV, the availability of a reliable HIV
screening test, and the establishment of publicly funded blood-screening
facilities available throughout the United States, any individual wishing to
know his infection status may now avail himself of that information. The
period of asymptomatic HIV infection may be an important time not only
for anticipating death but also for engaging in hopefulness and adaptive
denial (Lazarus, 1981), for both the infected individual and those close to
him who know of the infection.

Once symptoms begin to develop, however, the disease takes on new
meaning and urgency. Although the period of being clinically ill with AIDS
frequently lasts from 2 to 5 years, this anticipatory period may not ease the
impact of the ultimate loss. Death due to AIDS is rarely a quiet or peaceful
process. People with AIDS and their caregivers engage in active and
intensive fights for life in an ongoing battle frequently described as an
emotional roller coaster. The natural course of the illness is characterized
by alterations between relatively normal daily functioning and serious
disability, until finally a critical failure due to iatrogenic or natural causes
leads to death. The opportunistic infections and cancers associated with
advancing AIDS are frequently intensely painful and at times disfiguring.
Diagnostic procedures and treatments, as well as the illnesses themselves,
often result in unrelenting nausea, fever, incontinence, and wasting. Thus,
the lengthy time of anticipating death during the later stages of AIDS may
be so traumatic that any buffering or adaptive function of the anticipatory
period may be lost.

Not only are the material realities of coping with AIDS harsh and
unpredictable, but the emotions aroused during the period of caring for a
loved one with AIDS can be intensely distressing. We have found that it is
not uncommon for those suffering with AIDS, as well as those close to a
person in advanced stages of AIDS, to feel that death would be the preferred
alternative to life with AIDS. Wishing for the death of a close loved one, no
matter how humane, can be the source of serious pain or guilt, particularly
after the death occurs. The need for social support of AIDS caregivers is a
particularly significant problem within the gay community. We have shown
that in the absence of adequate help with both practical and emotional
problems arising in the course of caring for a person with AIDS, gay men
are at significantly increased risk of prolonged and intense grief reactions
(Lennon, Martin, & Dean, 1990).

Although death due to AIDS shares important similarities with death
due to other illnesses, AIDS is also special, even unique, in a number of
ways. Unlike most adult degenerative diseases, AIDS primarily strikes
young to middle-aged adults in the prime of life, many of whom are at or
nearing their peak of productivity. The occurrence of premature death can
lead to greater intensity of grief reactions and increase the risk of prolonged
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or pathological grief outcomes (Lopata, 1979; Parkes & Weiss, 1983;
Sanders, this volume).

More than any other disease, AIDS can be deeply stigmatizing, for
both the person who is sick and for those close to him. For many gay men
AIDS forces into the open one's identity as a homosexual to previously
uninformed family members, friends, and co-workers, as well as a cadre of
strangers encountered in the course of obtaining necessary health care. Not
only is this "forced coming out" stressful to the individual with AIDS, but
it also frequently strains individuals and relationships in the social network.
It is not unusual, for example, for a gay man to be rejected by his bio-
logical family because of the stigma surrounding AIDS and homosexuality.
Irrational fears about contagion and the lack of understanding of AIDS,
prevalent even among health care workers, add additional strain in the
attempt to maintain dignity through the course of illness and death.

In addition to these unique characteristics of the disease, the community
context in which AIDS has flourished makes AIDS-related bereavement
among gay men special when compared with bereavement arising from
other causes in other groups. The epidemic occurred in an organized
community possessing a great deal of human potential, skill, and material
resources. Unlike other diseases, the people involved most intensely in
trying to control the epidemic and care for the sick constitute the group at
risk. This situation represents a double-edged sword, because the very
individuals who serve as sources of strength and support frequently become
sources of sorrow and grief.

It is possible to document the extent to which the bereaved subsequently
overlap with (i.e., become) the sick by examining the way in which AIDS
bereavements are distributed in the community. Thus, we turn now to a
description of the epidemiology of AIDS-related bereavement among gay
men. As we shall see, understanding the psychological consequences of
bereavement requires an appreciation for the fact that AIDS-related losses
are not randomly distributed among gay men.

The epidemiology of AIDS-related bereavement

Based on our definition of bereavement, we have found that the non-
cumulative annual incidence of bereavement in this sample ranged from
less than 1% in 1981 to an initial peak of 23% in 1987; a second peak
of 30% occurred in 1990. The cumulative prevalence of AIDS-related
bereavement over a 10-year period is also informative. As of the end of
1989, half of the sample (52%) had experienced an AIDS-related bereave-
ment within their gay male social networks. The fact that after 10 years of
the epidemic, nearly half of the sample had not lost a lover or close friend to
AIDS suggests that bereavement is not a random event in the gay com-
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munity but rather that losses are clustered within a specific subgroup of the
gay population.

This is in fact the conclusion we came to as of 1985 in our study of risk
factors for bereavement in this population (Martin & Dean, 1989). That is,
5 years into the epidemic AIDS-related bereavements were heavily con-
centrated among men aged 35 to 45, with the probability of bereavement
declining sharply among both older and younger age cohorts. In addition,
bereaved gay men were one-third more likely to report early clinical
symptoms of AIDS-related complex (ARC) - early symptoms of AIDS,
such as chronic diarrhea, unexplained fevers, lymphadenopathy, oral
candidiasis - and almost twice as likely to be infected with HIV compared
with men who were not bereaved. Further study revealed that the under-
lying reason for these associations was the fact that bereaved gay men were
much more sexually active in the year prior to the outbreak of the AIDS
epidemic (1980—1981) compared to gay men who were not bereaved.

The experience of bereavement has continued to disseminate within this
population and has clearly affected those who are not themselves at high
risk for AIDS or HIV infection. However, the fact that half of the sample
has not experienced a close loss suggests that AIDS-related bereavement
continues to be concentrated among gay men at elevated risk for AIDS
even 10 years into the epidemic.

Multiple and chronic bereavement

Two important aspects of the epidemiology of AIDS-related bereavement
are the occurrence of multiple bereavements and the occurrence of chronic
bereavement. Multiple bereavement and chronic bereavement are two
characteristics of the AIDS epidemic that make it similar to previously
studied stressors, such as the experiences of concentration camp survivors
and soldiers in combat. Like the AIDS epidemic, concentration camps and
war combat are lethal enough to kill many individuals in a brief time and
are extended in time so that survivors experience unremitting death of
fellow companions. Given the extreme situations required to produce
multiple and chronic bereavement in a population, in the 1980s surprisingly
large numbers of gay men experienced these patterns of loss due to AIDS.

For example, we have found that 7% of the total sample, or nearly 30%
of the bereaved, had experienced two or more bereavements within the
12 months of 1987. Nearly half of these men experienced three or more
bereavements in that year. In addition, as of 1989, 7% of the sample
had experienced chronic bereavement, that is, at least one close loss in
three consecutive years (Dean, Hall, & Martin, 1988). If we broaden our
definition of "chronic" to 2 or more consecutive years of bereavement, this
figure increases to more than 27% of the total sample. It is important to
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note that these figures do not reflect deaths of social network members
classified as friends, acquaintances, or friends of friends, losses that may not
represent bereavements but that we have found seriously erode one's sense
of coherence and control.

The implications of the experience of multiple and chronic bereavement
for this population are unknown. It is likely that such experiences make it
difficult to grieve adequately for a particular loss and thus increase the risk
of symptoms of pathological grief reaction. We turn now to an examination
of the psychological consequences of bereavement in our sample, and the
possible role of multiple and chronic loss in amplifying these reactions.

Psychological consequences of AIDS-related bereavement

Prior evidence suggests that numerous health outcomes are affected by
bereavement (Osterweis, Solomon, & Green, 1984; see also the chapters in
part V of this volume). These outcomes include not only mortality (Kraus
& Lilienfeld, 1959; W. Stroebe, Stroebe, Gergen, & Gergen, 1981; M. Stroebe
& Stroebe, chapter 12, this volume) and physical morbidity rates (Maddison
& Viola, 1968) but also such psychological symptoms as depression and
anxiety (Clayton, 1979; Clayton & Darvish, 1979; Parkes & Brown, 1972;
Parkes & Weiss, 1983), use of substances such as tobacco, alcohol, sleep-
ing pills, and tranquilizers (Clayton & Darvish, 1979; Maddison &
Viola, 1968; Parkes, 1964a; Parkes & Brown, 1972; Gallagher-Thompson,
Futterman, Farberow, Thompson, & Peterson, this volume), and help
seeking and initiation of professional medical and psychiatric care (Clayton,
1974, 1979; Stein & Susser, 1969).

We examined a number of variables in each of these three domains of
functioning in order to explore ways in which AIDS-related bereavement
among gay men differs from previously studied bereavement experiences.
These outcome variables were assessed in 1985 and inquired about for the
12-month period prior to the interview. Our main comparison was designed
to examine the effects of any bereavement due to AIDS in the first 5 years
of the epidemic, compared with no bereavement during that time. Thus,
the sample was divided into the bereaved (N = 200) and the nonbereaved
(N = 546) and compared on each outcome. Table 21.1 shows standardized
means (M = 0.0, SD = 1.0) for eight continuous measures and percentages
for six dichotomous measures for each of the two groups.

Before discussing the comparisons shown in Table 21.1, it is important to
note that statistical adjustments for age and number of ARC symptoms
were made prior to testing differences between the two groups. As noted
earlier, we have shown that both of these variables are significantly related
to the experience of bereavement (Martin & Dean, 1989). Because age and
ARC are also related to psychological distress, substance use, and help
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Table 21.1. Standardized means (M = 0, SD = 1.0) and percentages comparing
bereaved and nonbereaved groups on 14 outcome measures

Nonbereaved Bereaved
Outcome (N = 546) (N = 200)

Psychological distress
Depression -0.14 0.39***
Suicidal ideation -0.05 0.15*
Traumatic stress -0.17 0.47***
Subjective threat -0.13 0.34***

Substance use

Alcohol consumption 0.01 -0.02
Sedative consumption —0.05 0.15
Marijuana consumption —0.04 0.10
Other drug consumption -0.12 0.33***
Cigarette smoker 26% 29%

Professional help seeking

MDvisits, 10+ 11% 21%**
Psychiatric visits, weekly 20% 20%
Spiritual counselor, 10+ 2% 9%***
Increased MD visits 30% 45%***
Increased psychiatric visits 4% 15%***

Note: Statistical tests were conducted after adjusting for age and ARC symptoms using
multiple regression or multiple logistic regression techniques.
*p < 0.05; **/> < 0.01; ***/> < 0.001

seeking, it is possible that any differences found on these measures could be
due to age or the experience of symptoms rather than the experience of
bereavement.

The results shown in the table indicate that AIDS-related bereavement is
associated with higher levels of symptoms of severe psychological distress.
As a group, the bereaved score approximately one-half a standard devia-
tion higher than the nonbereaved on three of the four distress measures.
More specifically, these results indicate that the bereaved men experienced
elevated levels of the following kind of symptoms: depression, including
feelings of hopelessness, helplessness, sadness, cognitive impairment,
somatic complaints, and problems falling asleep, staying asleep, and
waking early; suicidal ideation, including thoughts about taking one's life,
plans for doing so, and actual attempts; traumatic stress response, includ-
ing alterations between intrusive and avoidant thoughts and emotions
about AIDS, inability to be comforted by others, numbing, nightmares
about AIDS, panic attacks involving fear of developing AIDS, and acute
episodes of sweats and diarrhea; and subjective threat, including pre-
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occupation with one's body for signs of AIDS, subjective probability of
developing AIDS in the future, and frequency of occurrence of fears about
developing AIDS.

These findings for psychological distress are consistent with those reported
by other investigators (e.g., Clayton, 1974; Glick, Weiss, & Parkes, 1974;
Maddison & Viola, 1968; Parkes & Brown, 1972), particularly with respect
to the elevated levels of depression and suicidal ideation. It should be
noted, however, that the measures of anxiety included here are not measures
of generalized anxiety but rather tap anxiety and threat tied specifically to
the AIDS epidemic as a stressor and one's future likelihood of developing
AIDS. Thus, findings based on these measures cannot be compared directly
to prior work on bereavement. Instead, these types of anxiety symptoms
should be viewed as being unique to gay men in the 1980s as a result of the
rapid growth of AIDS in this population at this time in history.

Turning now to the measures of substance use in Table 21.1, the findings
are more ambiguous. On the one hand, the results provide little evidence of
elevated levels of alcohol use, sedative use, marijuana use, or likelihood
of cigarette smoking among the bereaved. These findings contrast with
previous results reported by others (e.g., Blankfield, 1983; Clayton, 1974),
which would lead us to expect differences between the bereaved and non-
bereaved on these measures. The lack of association between alcohol use
and bereavement is further corroborated by findings reported elsewhere
(Martin, 1988) showing that the bereaved and nonbereaved do not differ
with respect to problems associated with excessive drinking.

On the other hand, the results in Table 21.1 indicate that the use of
"other drugs" is significantly elevated among the bereaved. This category
involves drugs taken for recreational, nonmedical, purposes and includes
barbiturates, amphetamines, cocaine, and hallucinogens. Unfortunately,
we know of no comparative data available from other bereaved samples
regarding the use of these types of illicit drugs. Thus, it is unclear whether
this effect is unique to urban homosexual men or whether use of these
substances would be elevated in any (appropriately matched) group of
bereaved heterosexual persons.

There is further ambiguity with respect to substance use and bereave-
ment in this sample due to the fact that the difference in sedative use
between the bereaved and nonbereaved is marginally significant (p < .10)
and in the expected direction. Indeed, in prior work (Martin, 1988) we
reported that a quantitative index of bereavement was significantly related
to sedative use. That is, the correlation between sedative use and number of
bereavements was positive and significant. Thus, it may be that in this
population more than a single bereavement experience is required to lead to
anxiety and distress at levels requiring a high level of sedative use.
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For the area of help seeking, the results in Table 21.1 indicate a con-
sistent tendency among the bereaved to seek professional help more fre-
quently compared with the nonbereaved. Nearly twice as many bereaved
men, compared with nonbereaved men, consulted a physician at least 10
times or more during the year. Over three times as many bereaved men,
compared with nonbereaved men, consulted a member of the clergy or
other spiritual counselor at least 10 times or more during the year. On
the other hand, we found no difference associated with bereavement for
the proportion of men attending weekly psychotherapy sessions with a
psychiatrist or psychologist; 20% of both the bereaved and nonbereaved
reported these regular consultations.

In addition to looking at indicators of the frequency of visits to physicians,
psychotherapists, and spiritual counselors, we also examined the number
of individuals who initiated or increased visits to physicians or psycho-
therapists due to concern or worry over developing AIDS. The results in
Table 21.1 suggest that the bereaved are more likely, compared with
nonbereaved men, to seek help from both of these professional sources in
response to their personal anxiety over AIDS. Fifty percent more bereaved
men increased visits to physicians in response to concern over AIDS, and
nearly four times as many bereaved men increased or initiated visits to
psychologists or psychiatrists in an effort to cope with fears about AIDS.
Taken together, these findings are consistent with prior reports indicating
that bereavement leads to increased use of professional medical help
(Clayton, 1974; Glick et al., 1974; Parkes, 1964b), as well as psychiatric or
psychological help (Stein & Susser, 1969).

Multiple and chronic bereavement. Up to this point we have demon-
strated that the experience of AIDS-related bereavement among gay men is
associated with higher levels of psychological symptoms, help seeking, and,
less consistently, substance use. We turn now to a closer examination of the
bereaved group of respondents in order to explore the role of multiple and
chronic bereavement in determining the level of reactions to loss.

It is difficult to examine the independent effects of multiple and chronic
loss because these factors are confounded, both conceptually and empiri-
cally: An individual who has experienced chronic loss has also experienced
multiple loss. However, by dividing the time period during which the losses
occurred into "recent" (i.e., within the past 12 months) and "past" (i.e.,
from 12 to 48 months), and determining whether an individual experienced
a single loss or multiple loss within each period, we can begin to examine
each of these aspects of the bereavement experience.

The groups of adequate size that we were able to form by cross-classifying
time of loss with number of losses are as follows:
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Table 21.2. Standardized means (M = 0, SD = 1.0) and percentages comparing
four bereaved groups on 14 outcome measures

Outcome

Psychological distress

Depression
Suicidal ideation
Traumatic stress
Subjective threat

Substance use
Alcohol consumption
Sedative consumption
Marijuana consumption
Other drug consumption
Cigarette smoker
Professional help seeking
MD visits, 10+
Psychiatric visits, weekly
Spiritual counselor, 10+
Increased MD visits
Increased psychiatric visits

Past only
(N= 33)

-0.01
-0.21
-0.13
-0.10

0.11
-0.09

0.19
0.18

30%

27%
21%
6%

52%
24%

Recent only

Single
( # = 104)

-0.03
0.05

-0.17
-0.09

0.04
-0.01
-0.06
-0.09
35%

17%
18%
9%

41%
10%

Multiple
(N=3\)

-0.11
0.08
0.22
0.12

-0.02
-0.13

0.19
-0.01
16%

29%
13%
6%

55%
19%

Chronic
(N = 32)

0.22*
-0.03
0.45**
0.29*

-0.22
0.25a

0.19
0.12

22%a

16%
28%
13%
41%
19%

Note: Statistical tests were conducted after adjusting for age and ARC symptoms.
ap < 0.10; *p< 0.05; **p < 0.001

Past loss only. This group (n = 33) included respondents who reported
one or more past bereavements and no recent bereavements. Only
six respondents in this category reported two or more bereavements,
making it impractical to subdivide this group further into single versus
multiple loss.

Single loss, recent only. This group (n = 104) included respondents who
reported one recent bereavement only and no past bereavements.

Multiple losses, recent only. This group (n = 31) included respondents who
reported two or more recent bereavements and no past bereavements.

Chronic loss. This group (n = 32) included respondents who reported at
least one past bereavement and at least one recent bereavement.

The standardized means and percentages for each of these four groups on
14 outcome variables are shown in Table 21.2. Of the entire set of 14
outcome variables, only two appear to be significantly influenced by either
chronic loss or multiple loss: traumatic stress symptoms and subjective
threat. In both cases the chronically bereaved and the (recently) multiply
bereaved have elevated scores, compared with those who reported a single
loss or those whose losses occurred more than 1 year prior to assessment.
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Other notable trends in Table 21.2 suggesting that chronic bereavement is
particularly stressful involve the elevated scores for this group on depression
and sedative use. Although these differences are statistically significant at
only a marginal level (p < .10), the chronically bereaved seem to be clearly
different on these measures, compared with the other three groups.

There is no evidence in Table 21.2 indicating that chronic or multiple
bereavement lead to systematic differences in help-seeking behavior. The
chronically bereaved group contains the largest proportion of respondents
who attended weekly psychotherapy and who have consulted a spiritual
counselor 10 times or more during the prior year. These proportional
differences, however, are nonsignificant and are not consistent with the
other figures shown in Table 21.2 for physician consultations or initiating
or increasing visits to physicians or psychotherapists for help in coping with
personal concerns over developing AIDS.

Summary and conclusions

In this chapter we have tried to provide a descriptive analysis of the
experience and effects of the AIDS epidemic in an urban sample of gay
men, making comparisons when possible to prior findings on bereavement
in other samples. In many ways AIDS-related bereavement appears to lead
to similar types of distress among homosexual men as has been reported
for heterosexual individuals: Bereaved gay men are more depressed, they
consider suicide more frequently, and they tend to use or initiate more
frequent help from medical, psychological, and spiritual professionals.

On the other hand, evidence presented here suggests that gay men also
respond to AIDS-related bereavement in ways that can be considered
unique. Although they certainly experience elevated levels of anxiety, as
demonstrated in other samples, anxiety among bereaved gay men is highly
specific to the AIDS epidemic as a stressful event and to their personal
vulnerability to developing the disease, rather than being a generalized
anxiety reaction or phobia. As in other samples, bereaved gay men also
appear vulnerable to increased substance use. But, again, the particular
types of substances, that is, illicit drugs, are different drugs from those
reported to be used excessively in other bereaved groups (e.g., alcohol and
tobacco).

The evidence presented here with respect to chronic and multiple
bereavement must be considered preliminary and suggestive. At this point,
we can safely conclude that multiple loss and chronic loss are associated
with levels of AIDS-specific anxiety (i.e., traumatic stress response symp-
toms and a sense of subjective threat) that go beyond levels experienced by
those with a single loss or whose loss was confined to a remote time period.
Although the findings suggest that depressive symptoms and sedative use
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might also be outcomes that are sensitive to chronic loss in the bereaved
population, further work is clearly needed to establish the presence or
absence of these effects.

The epidemiology of AIDS-related bereavement reveals a further unique
characteristic of the disease: AIDS struck a definable community of
individuals and was transmitted throughout segments of this population
along sexual and social pathways. Thus, individuals at highest risk for
bereavement tend to be not only those who were most integrated into the
gay community in the beginning of the 1980s, but also those at increased
risk of developing AIDS. The experience of multiple and chronic bereave-
ment, two characteristics of the AIDS epidemic that are rarely found
outside of extremely stressful situations of an ongoing nature, are also
heavily concentrated in the subset of gay men most intensively involved in
and connected with the gay community.

An additional point about the AIDS epidemic should be raised because it
may affect the methods and interpretation of future work on this problem.
The changes that occurred in the mid-1980s in the ability to detect HIV
infection and observe its progression prior to clinical symptoms were
pivotal events, not only for the medical research community but for the gay
community. Simply put, during the first 5 years of the epidemic the cause of
AIDS was unknown, its next targets were unknown, and there was a sense
of undifferentiated vulnerability that blanketed urban gay communities.
This ambiguity heightened public stigma surrounding AIDS, leading to
an increased sense (and experience) of social isolation among those with
afflicted loved ones.

With the exception of the fatality rate of HIV infection, the situation has
changed dramatically in recent years: The cause of AIDS is known, who
will get AIDS can be known with near certainty, and ways to avoid
becoming infected with HIV are well documented and have been exten-
sively publicized. Although there is no question that stigma toward AIDS
and prejudice toward homosexuals continue at a high level in the United
States (Dean, Wu, & Martin, 1992; Herek, 1988; Herek & Glunt, 1988),
supportive resources for those with loved ones with AIDS have grown
enormously. Thus, the changing historical context produced by biomedical
progress and social enlightenment may very well have influenced the mean-
ing and experience of AIDS-related bereavement in gay communities. Such
contextual factors must be considered in future work on AIDS among gay
men.
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Sleep and dreams in well-adjusted
and less adjusted Holocaust
survivors

HANNA KAMINER AND PERETZ LAVIE

The Holocaust as an extreme trauma

The Holocaust constituted an extreme trauma that produced long-term
effects on the lives of the survivors. The systematic extermination of Jews in
the concentration camps created situations previously unknown in history.
The horrors and inhumanity that the inmates experienced daily in those
camps are difficult to describe. The endless threat to life was faced each and
every day, constituting a never-ending struggle to survive.

In addition, there were physical pressures, such as intense hunger,
crowded quarters without even minimal hygienic conditions, gruelling
work, exposure to bodily torture, and resulting diseases. Mental pressures
included painful separation from one's family, often accompanied by the
knowledge that dear ones had perished or were in a similar situation, and
uncertainty about one's existence, how long the imprisonment would last,
and what the future would hold. The camp prisoners endured methodical
humiliation at the hands of the wardens. The inmates lost their identities:
Their names were replaced by a serial number; their professions and social
standing were also lost. All the values and the moral and social norms by
which they had led their lives were destroyed.

Even after the Holocaust, the feeling of loss did not subside. Most
survivors wandered from their homeland to other countries. As immigrants,
they were forced to adjust to a new place, a new language, and new
leadership, while distancing themselves or cutting themselves off altogether
from their origins. Thus, both during the Holocaust and for a long period
afterward, survivors experienced losses in every aspect of life.

The study described in this chapter was supported by a grant from the Deutsch-Ledler
Foundation. The help of the Technion Sleep Laboratory staff is greatly appreciated.
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Characteristics of the survivors' coping and adaptation

Coping during the Holocaust

The results of incarceration in the concentration camps can be divided into
several stages (Bettelheim, 1943; Krystal, 1968; Chodoff, 1970; Eitinger,
1974). The first stage was primary shock, characterized by serious agitation
and a feeling of severe repulsion by the surroundings. This generally led
to a period of apathy, emotional isolation, and alienation, with a major
concern to remain alive in the hope of returning to the outside world.
Emotional numbness constituted a defense mechanism for preserving one's
personality. This emotional alienation consequently led to feelings of
depersonalization and denial of reality and of what was happening. Eitinger
(1974) said that use of this mechanism for an extended period led to an
eventual surrender to death.

Later, the mechanism of ego automatism was added. The prisoner began
to act like a robot. At this stage, the prisoners perceived their incarceration
as realistic and concrete. However, they experienced a general regression
and massive limitation of personality functions. The perspective of time
shrank, and the individual related primarily to the present. The central
purpose was to preserve existence, and the main impulse was to get food.
Other impulses disappeared; for example, the sexual impulse became virtu-
ally nonexistent (Frankl, 1962).

The automatism stage, characterized emotionally by apathy and emo-
tional isolation, protected the prisoners from aggression and depression.
According to Krystal (1968), this defense mechanism was the most accepted
and adaptive one in the camp. Individuals who could not sustain them-
selves at the level of regression reached the destructive stage of Mussulman.
Prisoners in this stage no longer tried to help themselves in any way. They
were apathetic, allowed the surroundings to control them absolutely, and,
in effect, let themselves die.

Maintaining certain human values within the inhuman conditions of the
camp, such as preserving a close interpersonal relationship with a rela-
tive or friend, constituted a very adaptive mechanism that helped some
prisoners preserve their humanity and emotional health. Another charac-
teristic of prisoners' coping was the strong will to survive in order to bear
testimony about the events in commemoration of those who did not survive
(Eitinger, 1974; Dimsdale, 1974; Matussek, 1975).

A survey of the coping strategies during the incarceration period for
extermination camp prisoners showed that the most common effective
defense mechanisms were denial and emotional isolation (Kahana,
Kahana, Harel, & Rosner, 1988a).



Sleep and dreams in Holocaust survivors 333

Coping after the war

After World War II, it became apparent that signs of the trauma continued
for many years, expressing themselves in different psychological and somatic
problems (Krystal, 1968; Eitinger, 1974; Niederland, 1968). Yet reports in
the literature show that these signs did not appear immediately. There was
a transitional period between the end of the war and the appearance of
signs of difficulties. Called the latency period, it was characterized by the
absence of symptoms, evidently either out of hope of reunification with
one's family and a return to one's previous life or out of a need for rapid
rehabilitation in the difficult conditions of the immediate postwar period.

Many survivors had to rebuild their lives while adjusting to a new
environment, a new language, and so on. The transition period was charac-
terized by the hope of a new life in the adopted homeland, but there were
many new pressures stemming from the difficulties of reorganizing in strange
places. This period saw an attempt at coping using massive defenses like
denial, repression, and suppression of memories and living in the present
only. We can assume that this attempt did not always succeed, and the
symptoms burst forth only after a brutal confrontation with loss and the
perception of the scope of the Holocaust in general (Krystal, 1968; Berger,
1977).

Psychiatric and psychological treatment of survivors during the years
following the war showed evidence of traumatization so severe that the
literature speaks of the creation of a personality syndrome that devel-
oped unrelated to age, sex, personal background, or socioeconomic status
(Haefner, 1968; Niederland, 1968; Hoppe, 1971; Eitinger, 1974; Lederer,
1965; Furst, 1967; Krystal, 1968). The major characteristics of the syn-
drome, called "concentration camp syndrome" (Chodoff, 1970), include
chronic depression, which sometimes expressed itself externally as psycho-
somatic pains, neurological phenomena, rheumatic pain, and the like. An
in-depth study of this syndrome uncovered anxiety, regression, a tendency
toward isolation, apathy, extreme tiredness, and lack of self-confidence.
There was a display of anhedonia - the absence of any pleasure and the
inability to enjoy life - which was related to unprocessed mourning, and
wordless grief. Anxiety was a common symptom, especially related to
the fear of renewed persecution and various phobic fears. The survivors'
emotional sensitivity was extremely high, and was connected to the tension
and the difficult physical and emotional reactions to stimuli that reminded
them of their past. Their reactions frequently led to sleep problems,
nightmares, and anxiety dreams related to their experiences of persecution.
Some of the survivors displayed hyperamnesia, with a tendency to dwell on
past events. These events endlessly hounded them, because they were
bound up with sharp, extremely painful memories. Psychosomatic states
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also appeared, such as asthma, ulcers, thyroid gland disorders, hyperten-
sion, and other disturbances.

Holocaust survivors also displayed unique symptoms related to the
duration of the experience and to the degree of their humiliation and
dehumanization at the hands of the Nazis. These symptoms include loss of
childhood memories and unique changes in their perception of personal
identity and object relations. Some have claimed that the Holocaust's
impact led to personality changes affecting their interpersonal relations,
including parenthood (Danieli, 1982). Some of these same symptoms are
also present in post-traumatic stress disorder (PTSD), as defined by DSM
III (1980).

Over the years, Holocaust survivors were forced to cope with many life
events and with pressures unrelated to their past trauma. They had to face
the regular developmental hurdles of the aging process and of new losses
such as retirement or widowhood, which constituted additional pressures.
Among the phenomena revealed was an exaggeration of responses that were
appropriate to the original trauma. Such symptoms recurred in times of
additional stress. Furthermore, the motivational states, the cognitive and
perceptual styles, and the coping behavior that was appropriate during the
trauma period often repeated themselves during relatively minor stress
situations. Thus, responses to the old trauma that were inappropriately
applied to new stress situations led to maladaptive behavior.

Adjusting after the war

Relatively few studies have examined the Holocaust survivors' adjustment
in major life spheres such as work and family. Although there are some
contradictory results, a significant number of research investigations relat-
ing to daily life functioning have shown a positive and encouraging picture
in comparison with the clinical description of "survivors' syndrome"
(Eaton, Sigal, & Weinfield, 1982; Levav & Abramson, 1984; Carmil &
Carel, 1986). Following the psychology of the ego, approach researchers
have tended to perceive the survivors' control over previous extreme trauma
as a coping resource that enhanced their sense of adapting and led to the
perception of potential pressures as less threatening (Moos & Billing, 1982).
In fact, there is evidence that most Holocaust survivors coped with prob-
lematic daily situations in an effective manner, especially those that did not
constitute a threat to health or existence.

Furthermore, study results have shown that the survivors are not a
homogeneous group, and that the heterogeneity is indicative of differences
in post-traumatic adjustment. Despite the evidence that a large percentage
of the survivors retained scars of various degrees from their experiences
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during the Holocaust, it has been found that an equally large percentage of
the survivors adjusted well as individuals and became effective and con-
tributing citizens in their new community. The literature mentions that as
part of their adjustment, survivors tried to compensate for their losses
and inner emptiness by material achievement, or "climbing the ladder of
success." Psychiatric literature frequently describes survivors as "very
successful business people, persecuted by extermination camp memories
and fantasies of destruction" (Niederland, 1968). They have been described
elsewhere as people who, despite their "dark memories," became very
successful and functioned well as members of society. For the survivor, the
traditional criteria of status, such as education, occupation, or socioeconomic
standing, were considered a consequence of adjustment. Thus, researchers
are justified in seeing these parameters as valid measures of adjustment,
alongside the indicators of physical and emotional health (Kahana et al.,
1988a, 1988b).

A number of socioeconomic studies have shown that the adjustment of
Holocaust survivors is comparable to that of the general population in
Israel (Winnik, 1967). In a longitudinal study of survivors, Davidson
(1981) pointed out their remarkable adjustment — their ability to re-
organize, to raise healthy families, and to attain significant social achieve-
ments. He also noted that existing traumatic symptoms did not preclude
good social and familial functioning.

In light of this, there are still unresolved questions regarding the link
between survivors' coping mechanisms and later social adjustment. The
question has been raised: What enabled some of the survivors, who lived
through such destructive experiences, to lead normal lives and adjust well,
and even to feel satisfaction from their lives?

In summary, it can be seen that in spite of the post-traumatic symptoms,
and the vestiges of suffering from the Holocaust period that apparently
accompany the survivors all their lives, most of them achieved successful
adjustment and rehabilitation within various social frameworks.

Sleep and dreams among Holocaust survivors

The majority of the studies and articles dealing with the medical and
psychological states of Holocaust survivors concur that their stay in con-
centration camps had a large influence not only on the survivors' waking
hours but also on their sleep behavior. Sleep difficulties and disturbed
dreams are of particular interest because they are considered hallmarks of
the long-term effects of traumatic events (Ross, Ball, Sullivan, & Caroff,
1989). Research has shown that 85% of the survivors still suffer from some
type of sleep disorder (mostly insomnia), nightmares, and night terrors
many years after the war. In their dreams, the victims saw themselves
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being persecuted, escaping, hiding, and the like. In their dreams, some
were captured by uniformed pursuers; others managed to escape at the last
moment. The dreamers' waking-up was often accompanied by screams and
fear and a tendency to remain fearful until reality took over (Paul, 1963;
Dimsdale, 1974; Dor-Shav, 1978).

Although there is no doubt that the Holocaust had an impact on sleep
and dreaming, until now no controlled study had been performed on sleep
patterns, sleep disturbances, or dreaming in Holocaust survivors. In the
present study, we have tried to examine the assumption that a connection
exists between disturbances in sleep patterns and nightmares, on the one
hand, and variables of coping of trauma survivors, on the other. We have
tried to examine the mechanisms that enabled some of the survivors to cope
well even though they had undergone severe trauma. These survivors stand
in contrast to others who even today, so many years afterward, have not
freed themselves from the effects of the trauma, but continue to have
adjustment difficulties in various areas of daily life.

Design of the study

Thirty-three subjects (23 survivors and 10 controls) participated in the
study, recruited from the local community of Holocaust survivors. None
was under psychiatric or psychological treatment, and all were informed
that the study would investigate dreaming in Holocaust survivors. The
survivors were selected following a clinical interview. All of them had lived
in Nazi-occupied Europe during World War II. Eleven of the survivors had
been in concentration camps, and 12 had spent most of the war in hiding or
constantly on the run. All were free from major physical or mental illnesses
and were able to abstain from taking drugs during the course of the
study. The sampling included an approximately equal number of men and
women, and an attempt was made to match the ages of the subjects
between the groups, particularly the control group.

The subjects' average age was 60.2 years, ranging from 49 (a female
survivor of the Bergen-Belsen concentration camp) to 69 (a female survivor
from Holland who spent 2 years in hiding). The survivors came from both
Eastern and Western Europe, and the concentration camps in which they
had been incarcerated were Auschwitz, Birkenau, Bergen-Belsen, and
Majdanek.

A control group was formed by randomly selecting Israelis who had
passed the Holocaust period in Israel, which was then Palestine under
British control. The control group was matched with the subjects accord-
ing to age, sex, country of origin, and socioeconomic status. The control
subjects had suffered no trauma during this period and were all emotionally
and physically healthy.
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The survivor population that was interviewed exhibited normal function-
ing and met most of the criteria of a socially adjusted citizen. Most of them
had tried to create a supportive network, and, with the exception of one
female subject in the well-adjusted group, had raised families. They had
worked until becoming pensioners; or were still working in relatively steady
jobs. In their daily lives, they functioned at an adjustment level within the
normal range.

Despite this profile, the survivors could be categorized into those whose
behavior and adjustment to daily life were completely normal, without any
apparent distress, and those who complained of difficulties in various areas
of daily life. This division was based on clinical interviews regarding the
following areas of life: problems at work, marital and familial problems,
social relations, somatic complaints, mental problems, and a general feeling
of dissatisfaction and distress.

All subjects were interviewed by an experienced clinical psychologist. All
those who during the course of the clinical interview raised complaints in
three or more of the six areas of daily life were included in the less adjusted
group, and those who raised complaints in fewer than two areas were
included in the well-adjusted group. The control group was selected accord-
ing to the same criteria.

The less adjusted group of survivors, both from the extermination camps
and from the hideouts, included 11 subjects: 5 male and 6 female. They
had a mean number of 3.8 (±0.98) complaints. The well-adjusted group
of survivors, both from the extermination camps and from the hideouts,
included 12 subjects: 5 male and 7 female. They had a mean number of 0.9
(±1) complaints. The control group included 10 subjects: 5 male and 5
female. They had a mean number of 1.1 (±0.8) complaints. There were no
differences between the groups with respect to personal losses they had
suffered during the Holocaust. In the well-adjusted group, four survivors
had lost their entire family in the Holocaust; six had lost either a mother,
father, or both parents; one had lost her husband and parents; and only one
did not suffer any losses. In the less adjusted group, four had lost their
entire family, six had lost either one or both parents, and one had lost both
a father and brothers.

Because a preliminary data analysis did not distinguish significant dif-
ferences between survivors from the concentration camps and survivors
who were in hideouts or on the run, the two groups were combined and the
samples were divided according to the adjustment variable.

This division was validated by the Symptom Checklist Questionnaire
SCL-90 (Derogatis, 1977b) and the SSI AM Adjustment Questionnaire
(Gurland, Yorkston, Stone, & Frank, 1964). During the course of the
research, a battery of psychiatric and psychological tests was used to
characterize the three groups. These included the Impact Event Scale
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(IES) Questionnaire (Horowitz, Wilner, & Alvarez, 1979) and a modified
version of the DSM III Questionnaire for the diagnosis of PTSD post-
trauma, the MMPI Scale for manifest anxiety, Byrne's R-S Scale (1961),
and Barron's Ego Strength Scale (1977).

The subjects were requested to spend four whole nights in the lab, during
which polysomnographic recordings were taken and dreams were recorded.
On the first, third, and fourth nights the subjects were awakened from all
REM stages, starting from the second REM, for dream recall. REM, or
dreaming, sleep is that stage of sleep characterized by rapid eye movements
and low-voltage high-frequency EEC On the second night, the subjects
were not awakened at all. The subjects were awakened approximately
15-20 minutes after the beginning of each REM stage, and were ques-
tioned regarding their dreams. They were asked to report what had passed
through their heads prior to awakening. The dreams were tape-recorded
and then written down word-for-word for analysis. If the subject claimed
not to recall any dream, the experimenter waited a little while and then
repeated the question. In cases where the subjects did recall dreams,
additional questions were asked concerning recognition of people or places
appearing in the dream, the emotions accompanying the dream, and so on.

Across the nights, there was a total of 256 awakenings from REM sleep
for the purpose of dream recall. The analysis of the dreams was based on
Winget and Kramer (1979) and Gottschalk and Gleser (1969). More details
of the experimental design and results can be found in Lavie and Kaminer
(1991) and in Kaminer and Lavie (1991).

Results

Clinical characteristics

A study of the characteristics of the less adjusted group revealed that
members of this group, in wakefulness and in sleep, showed symptoms
related to trauma, despite the fact that almost 50 years have passed since
the war. The post-trauma questionnaires significantly distinguished between
the less adjusted group and the well-adjusted group. The less adjusted
group was more disturbed by contents related to the Holocaust. This
disturbance expressed itself in thinking about the events of the Holocaust
and recurring dreams and images from the trauma arising without con-
scious intent. Memories returned, relentlessly flooding the less adjusted
survivors day and night. At the same time, members of this group invested
greater efforts in avoiding activities or associations reminding them of the
war and its events. Their repeated efforts to overcome the trauma by
avoiding traumatic contents were ineffective.

Results showed that, as the years passed, the gap between the two groups
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widened, and the difference in the manifestation of the symptoms became
more significant, especially in the last 10 years. In contrast, members of the
better adjusted group exhibited more effective coming to terms with the
post-trauma syndrome. They reached a balance between the mechanisms
of avoidance and intrusion such that the memories did not constitute
obsession or disturbance. Recollection of the Holocaust contents occurred
infrequently and was under their control.

Anxiety and depressive moods were revealed as the most dominant
characteristic among the less adjusted Holocaust survivors. In addition,
medical problems were prominent. A review of complaints showed that
the less adjusted survivors suffered from greater medical problems, which
manifested themselves primarily as pains throughout the body.

Coping style

Examination of the coping style during wakefulness with the Repression-
Sensitization (R-S) Questionnaire, and the Ego Strength Questionnaire
showed the existence of coping mechanisms corresponding to the above
results. Members of the better adjusted group showed a clear tendency to
be more repressive, with stronger ego forces. In other words, they were
characterized by being free of strong emotions or the need to defend
themselves if they existed. They refrained from giving expression to their
feelings and repressed their traumatic experiences. To the extent that
feelings arose, they were generally positive ones.

In contrast, the less adjusted group clearly showed a tendency to higher
sensitization, a fact that manifested itself in the expression of emotional
contents, with primarily negative feelings being raised. The less adjusted
subjects revealed a prominent tendency to express anxiety and tension and
to admit to weakness and traumas from the past. Hence, if a certain
stimulus connected directly or indirectly with the trauma confronted the
less adjusted survivor, he perceived it as more threatening, in contrast to
the better adjusted survivor, who tended to distance himself and to smooth
over the threat inherent in the stimulus.

Sleep patterns

An examination of the subjective sleep questionnaires and the poly-
somnographic data showed that the less adjusted survivors suffered both
subjectively and objectively from more sleep difficulties characterizing
insomnia. In subjective reporting, they expressed more frequent com-
plaints of difficulties in falling asleep, interrupted and unquiet sleep due to
awakenings, awakening in the early morning hours and being unable to fall
asleep again, fatigue and headaches in the morning, and prolonged fatigue



340 H. KAMINER AND P. LAVIE

throughout the day. Members of both the better adjusted group and the
control group reported normative sleep patterns for their age population.

Examination of the physiological correlates in the lab showed that
although the total time spent in bed was similar for the three groups, the
actual sleep time was different (Table 22.1). The less adjusted group slept
significantly less than the other two groups (p < .001). Sleep efficiency,
which is the proportion of time in bed spent asleep, was found to be
significantly lower in the less adjusted group (p < .01). Sleep efficiency
suffered for several reasons. First, sleep latency was longer, that is, the
individuals had difficulty falling asleep (p < .0001). Second, this group was
characterized by a much larger number of awakenings during the night
(p < .001). In the various sleep stages - during both the light sleep
(stage 2) and the deep sleep stages (stages 3 and 4) - no clear-cut differ-
ences were found among the groups in the percentage of time that each
stage took up within the total sleep. In most of the physiological parameters
of REM sleep, no differences were found among the groups. REM latency
and the percentage of the REM stage of the total sleep were similar in all
three groups. Similarly, at this stage no differences were found in the
physiological parameters of REM sleep: eye movement density, heart rate,
respiration, and body movements.

Dreaming

Although virtually no differences in the physiological indices of the REM
were found among the groups, a distinct difference in the rate of dream
recall was found. The well-adjusted survivors displayed almost total denial
during most of the REM sleep awakenings when asked what passed through
their minds and if they remembered any dreams. Only in 33.7% of all the
awakenings did the subjects recall their dreams. During the rest of the
awakenings they denied the fact that they had dreamed at all.

The control group, on the other hand, reported a normal percentage
(80%) of dream contents when awakened from REM sleep. The percentage
of reporting by the less adjusted survivor group was between the other two
groups, 50.7% recall from the total awakenings. The differences between
the three groups were highly significant (%2 = 38.1, df = 2, p < .00001). It
should be noted that all the subjects were motivated to recall dreams, and
each time the subjects were awakened and did not recall their dreams, they
were very disappointed and even apologized to the experimenter.

Concerning the dream structure, the survivor groups differed significantly
from the control group in the complexity and salience of their dreams.
Whereas dreams of the control subjects were complex, lucid, detailed, and
unrestrained, the survivors' dreams, particularly those of the well adjusted,
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Table 22.1. Sleep data (means of all nights) for the three groups

Total sleep (min.)
SE(%)'
Sleep latency*
REM latency

% Sleep stages

O + MTC

1
2 (light sleep)
3-4 (deep sleep)
REM

Well adjusted

Mean

378
77
20
71

13
5

43
17
16

SD

22.1
5.2
7.6

16.7

6
4
8
7
5

Less adjusted

Mean

341
70
33
81

15
7

45
17
15

SD

27.2
12.7
25.4
29.4

10
4

10
11
6

Control

Mean

352
79
12.3
78

9
6

46
21
16

SD

29.7
2.9
6.8

21.1

6
4

11
11
6

P

0.001
0.001
0.001
n.s.

0.001
n.d.'
n.s.
n.s.
n.s.

flSE = sleep efficiency (% of time, in bed asleep).
* Sleep latency = time (in minutes) it takes to fall asleep.
c O = awake; MT = movement time.
dn.s. = not significant.

were characterized by their limitations; their complexity and salience were
inferior.

For example, a surviving "Mengele twin"* from Auschwitz, in the well-
adjusted group, was awakened 13 times from REM sleep during the four
nights that he slept in the lab. From the total awakenings it was found that
he had succeeded in recalling only two short dreams of conflictual content
and totally unrelated to the Holocaust. When he was questioned regarding
his feelings, he claimed "none," "nothing," "the dream has no influence
over me." Analysis of variance applied to the scores of dream complexity
(p < .004) and dream salience (p < .01) revealed significant differences
among the groups. Post hoc Duncan tests revealed that the control group
had significantly more complex and more salient dreams than the well
adjusted, whereas the less adjusted held an intermediate position that was
not significantly different from either group.

Regarding dream content it was clearly apparent that the survivor
groups tended to express more negative contents and emotions in com-
parison to the control group. The less adjusted group reported more anxiety
dreams and dreams in which negative contents appeared. For all the
anxiety scores the control group had lower scores than the survivor groups.

*Joseph Menegele, one of Hitler's henchmen, was involved in constant experimenting on
Jewish twins confined within the ghettos during World War II.
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Significant differences were found for general anxiety (p < .02) and for
three of the subscales: death anxiety (p < .06), guilt anxiety (p < .002),
and diffused anxiety (p < .04). An examination of the percentage of
anxiety dreams showed that the survivor groups experienced far more than
the control group. In the less adjusted group there were 49% such dreams;
in the well-adjusted group, 32%. In contrast, the control group showed
only 6% nightmarish dreams. In a number of cases they reduced the sleep
quality, but only in extreme cases did they cause the dreamer to awaken
without the ability to fall asleep again. Only the less adjusted survivors
experienced nightmares resulting in spontaneous awakening. For example,
one survivor reported that sometimes half the night he dreamed about the
camps and what happened there. A "bad" dream of this type would arouse
great fear and terror; he would feel that although he wanted to scream, he
was unable to do so, and he would become very agitated when he felt
as though paralyzed and, sometimes, as though suffocating. Among the
contents that arose in these dreams were shots fired, killing, transport to the
ovens, selections, and so on. It should be noted that these contents were
actually part of his everyday life in the camps.

Various types of anxieties appeared in the dream contents of the less
adjusted group, including anxiety about death, anxiety about injury,
anxiety related to helplessness, and feelings of guilt, shame, and diffused
anxiety. Similarly, dreams related to aggressive experiences stood out. For
example, there were dreams related to the Holocaust such as selection,
chases, and threats of execution. In addition, many dreams included danger
of injury not directly linked to the Holocaust, such as illness or threat of
traffic accidents. Contents related directly to the Holocaust, generally of a
nightmarish quality, appeared relatively infrequently. Holocaust contents
did not appear at all in the control group, whose dreams were related to
everyday life, such as family, work, and social gatherings.

Manifestations of aggression and hostility that appeared in the survivors'
dreams were significantly greater than in the dreams of the control group.
Furthermore, in the less adjusted group aggressive dreams occurred more
frequently and the aggression expressed itself as hostility directed primarily
at themselves. In other words, the survivors themselves were usually the
victims. For example, one female survivor wanted, in her dream, to throw
out the garbage while other people blocked her way and prevented her
from doing so, an act that caused her great distress. In the well-adjusted
group, on the other hand, the prominent characteristic was hidden hostility
that was expressed by different factors and in which the survivors were
not directly involved. They tended to distance from themselves the mani-
festation of aggression. For example, in one of these dreams the survivor
witnessed others quarreling, while he himself was a spectator from the side.

In the less adjusted group, other persons were perceived as unreliable,
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dangerous, and bad. For example, in one survivor's dream there arose the
image of a Jew from the Holocaust period who was known to be cruel to his
fellow Jews. In the dream, he harassed both the dreamer and his wife. In
sharp contrast, the control group perceived social interactions as more
beneficial. Their dreams were characterized by the tendency toward help-
ing others and sociability.

An interesting finding concerning interpersonal interaction in dreams
showed that the less adjusted survivors' dreams that left an impression, and
that recurred frequently, were primarily related to their childhood. In
these dreams the feeling of longing for parents lost in the Holocaust was
dominant, probably indicating loss processing in the course of sleep, a
process not possible during wakefulness. For example, in one dream,
repeated almost nightly, the survivor was united with his father from whom
he had been separated when he was 3 years old. According to him, these
dreams recurred all his life until he actually met his father many years
hence.

In summary, sleep recordings show that the less adjusted group suffered
both from sleep disturbances and from more threatening sleep contents,
accompanied by more negative feelings (nightmares and anxiety dreams).
In contrast, sleep disturbances were almost entirely absent in the well-
adjusted group, whose dream characteristics indicated a different coping
method. In the next section we try to understand these findings within the
context of coping methods of the survivors.

Model of coping among Holocaust survivors

The parallelism found so far in processes in both wakefulness and in
sleep leads to the assumption that the difficulties arising from trauma are
integrated into the entire personality, during both states of existence, in
both psychological and physiological dimensions. Significant correlations
were found between coping mechanisms during wakefulness and sleep. The
higher the sensitization among the survivors, the penetration of Holocaust-
related memories, the psychopathology, the medical complaints, and the
distress in daily life, the more disturbed was the sleep and the higher was
the rate of dream recall.

The well-adjusted group of survivors is characterized by the absence of
post-trauma symptoms, with strong ego forces and a repressive coping
style. The style during wakefulness expressed itself in low penetration
of traumatic memories, avoidance and distancing from the threatening
stimulus, and repression of emotions. In sleep, high sleep efficiency was
revealed, characterized by nonrecall of any dream contents.

In contrast, the less adjusted group was characterized by post-trauma
symptoms both in wakefulness and in sleep, sensitivity in relating to others,
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and weak ego forces. They also showed high sensitivity to the environment
in general and to threatening stimuli in particular. This style was related
in wakefulness to a high penetration of trauma, adjustment difficulties,
distress, and higher psychopathology. In sleep, this style was related to
many sleep disturbances accompanied by nightmares. Table 22.1 shows
that the well-adjusted group was very similar to the control group, with
the exception that the latter had a coping style more balanced between
repression and sensitization and a higher percentage of dream recall.

An examination of coping styles showed that better adjustment was
characterized by the following repression mechanisms: in sleep, nonrecall of
dream contents, interpreted as repression of the nightmares and anxiety
dreams; and in wakefulness, in the repression of memories and the restrain-
ing of troubling thoughts related to the trauma.

From the dramatically low rate of dream recall in survivors, we raise the
hypothesis that the dream-repression mechanism plays a significant role in
their adjustment. During sleep it acts as a filter, preventing the penetration
of traumatic contents into consciousness and enabling effective sleep. More-
over, an examination of the dream contents reinforces this supposition. The
supposition that recall of nightmarish contents disturbs sleep is raised by
the fact that among the survivors' dreams there were contents related to the
Holocaust threatening existence, as well as to aggression, and especially
contents expressing self-directed aggression.

We believe that penetration of the contents caused a degradation in sleep
efficiency, as manifested among the less adjusted. Thus, the repression
mechanism is the safeguard of sleep. Evidently there is an unconscious use
of the coping mechanism, whose function is to prevent traumatic dreams
from occurring. This mechanism is responsible for both the "forgetting"
and the minimal recollection of the dream content, as well as for the dream
characteristics themselves.

The dominance of the repression mechanism as found in the well-adjusted
group both in wakefulness and in sleep opened the door to a better under-
standing of the efficient methods for coping with a trauma as major as
the Holocaust. The repression mechanism significantly distinguished the
well-adjusted group from the control group, which had not experienced a
massive trauma, whereas in the other indices for both wakefulness and
sleep the groups were very similar. Were it not for the dream recall rate,
one could claim that the well-adjusted group had efficiently overcome the
trauma while achieving a balance between the processes of penetration
and avoidance in wakefulness and sleep without the need for unique
mechanisms. However, it was the repression mechanism in sleep that
clearly distinguished this group from the control group. Thanks to the
development of this unique mechanism during sleep, the survivors ap-
parently achieved normal adjustment.
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As stated, the well-adjusted survivors also displayed a repressive tendency
in their daily life-style. Most of them had not talked all these years about
the Holocaust. In some cases, the avoidance was so dominant that even
their close relatives barely knew anything about their experiences during
that period, if they even knew at all that the survivors had actually lived
through the Holocaust. By their own testimony, this does not mean that
they have forgotten what happened to them during the Holocaust; they
have just avoided, both in wakefulness and in sleep, the recurrent penetra-
tion of the feelings (pain, helplessness, anxiety, and depression) that they
had felt during their confinement.

The development of these mechanisms actually contradicts previously
held beliefs about the concept of repression. Repression has been under-
stood as a pathological phenomenon, and the treatment for it was based on
the fundamental view that one needed to bring reality into one's awareness
and consciousness as much as possible. Treatment methods were structured
accordingly. The analytic approaches consider repression a primitive,
reality-distorting process. Repressive individuals might feel temporary
relief, but in the long run they will suffer more severe emotional difficulties
with which they will be unable to cope.

Our findings contradict this assumption. We see that in cases of massive
trauma, repression does help in the long range. The survivors' ability to
close off, repress, and prevent memories of past atrocities from reentering
their consciousness has adaptive value and suggests that the treatment
approach should be different. A method should be used that helps survivors
to seal off the atrocities that they experienced and prevent them from being
voluntarily or involuntarily remembered. Instead of allowing the traumatic
experience to penetrate awareness, the treatment method should strive to
remove the atrocities from consciousness. This approach helps the individ-
ual cope in the long run. Indeed, over the past decade more evidence and
research have shown that repression mechanisms are coping mechanisms
that promote better adjustment (Breznitz, 1983).
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The meaning of loss and adjustment
to bereavement

C A M I L L E B. W O R T M A N ,
R O X A N E C O H E N SILVER,
AND R O N A L D G. KESSLER

In this chapter we provide an overview of our program of research on how
people cope with loss. Most of this research has focused on bereavement
(see Wortman & Silver, 1987, 1989, 1990, for reviews), although we have
studied other types of loss as well, including physical disability (Bulman &
Wortman, 1977; Silver, 1982), criminal victimization (Coates, Wortman, &
Abbey, 1979), and incest (Silver, Boon, & Stones, 1983). We have had a
special interest in understanding the impact of sudden, irrevocable losses -
that is, events that involve permanent change and over which one has little,
if any, control. Such losses can challenge people's beliefs and assump-
tions about themselves and their world (Janoff-Bulman & Frieze, 1983;
Wortman, 1983) and disrupt their hopes and dreams for the future (Silver
& Wortman, 1980). Our goals in this work are to clarify the processes
through which people try to come to terms with the inexplicable events
in their lives (Tait & Silver, 1989) and to understand the theoretical
mechanisms through which such events can have deleterious effects on
subsequent health and functioning (Kessler, Price, & Wortman, 1985).

We begin this chapter by tracing the development of theoretical ideas
that we have employed in studying these events. In developing a conceptual
framework for this research, we drew from two very different theoretical
approaches: (1) the so-called stage models of grief, which represent the
most influential theoretical approaches to the study of grief and loss
(e.g., Bowlby, 1961, 1973, 1980/1981), and (2) the stress and coping
approach, which has been influential in the study of life events more
generally (e.g., Kessler et al., 1985). We then provide a brief overview of
our initial studies conducted during the late 1970s and early 1980s on
coping with sudden, traumatic losses. These losses included permanent
paralysis as a result of a traumatic injury to the spinal cord, loss of an
infant to sudden infant death syndrome (SIDS), and loss of a spouse or
child in a motor-vehicle crash.

The data obtained from these studies appeared to be inconsistent with
predictions from both of the predominant theoretical approaches and
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from our common cultural understanding of how people cope with loss
(cf. Wortman & Silver, 1989). Contrary to our expectations, many of the
respondents did not seem to be devastated by the loss initially, as we might
have expected. In addition to the negative emotions that would be expected
from the stage models, we found positive emotions to be surprisingly
prevalent in the first weeks and months following a major loss. Moreover,
in the SIDS and motor-vehicle studies, many individuals were unable to
resolve the loss and continued to remain distressed much longer than
expected. There was also evidence to suggest that if individuals are going to
be able to achieve a state of resolution regarding the loss (i.e., come up with
a satisfactory account for why the loss occurred), they do so soon afterward.

Our findings led us to question the value of the theoretical approaches
that we had been applying previously. Drawing from these initial studies,
we began to reformulate our theoretical orientation. Because our data
suggested that major losses do not always seem to bring about a period of
initial distress, we were led to speculate that some people may have some-
thing in place beforehand - perhaps a religious or philosophical orientation,
or a certain view of the world - that enables them to incorporate the event
in question. In this chapter, we elaborate how we believe that life events are
especially likely to result in intense distress and subsequent problems in
mental and physical health when they shatter a person's assumptions about
the world. In our judgment, the impact of a major loss is also likely to
depend on the meaning of the loss to the individual. For a variety of
reasons, including people's views of the world, a given loss can mean
different things to different people. Only by disaggregating, or "unpacking,"
the loss into those stressors that it evokes for a particular person can the
impact of the loss be understood (cf. Kessler, House, & Turner, 1987).

For the past decade, we have been involved in a comprehensive, multi-
disciplinary program of research on conjugal bereavement that includes two
prospective studies (see Wortman & Silver, 1990, for a review). Because
these studies include an assessment of respondents prior to the loss of their
spouse, they afford a unique opportunity to test the theoretical notions
we have been developing. Moreover, because they involve large-scale
representative samples of people who have lost a spouse in various ways,
the new studies allow us to test the generalizability of findings obtained in
our earlier work. In the pages to follow, we describe the new studies and
discuss the theoretical significance of the data we have recently obtained.
We conclude the chapter by identifying research directions we intend to
pursue.
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Original theoretical perspective

Stage models

Before initiating our research, we reviewed the predominant theoretical
models in the area of grief and loss. The most influential theories are the so-
called stage models of grief. According to such models, individuals go
through several stages of emotional response as they attempt to come to
terms with the loss of a loved one (see Shuchter & Zisook, this volume, for
a review). Representative of such approaches is the stage model offered by
Bowlby (1961, 1973, 1980/1981). He proposed that, following a major loss,
individuals will pass through four stages or phases of mourning, including
shock, searching, depression, and reorganization and recovery. Given the
popularity of the notion that people go through stages of response following
loss, we were interested in whether there was any empirical evidence to
support it. Over the years, we reviewed dozens of studies on coping with
stressful life events (Silver & Wortman, 1980; Wortman & Silver, 1989).
Surprisingly, we were able to locate only a few studies that systematically
assessed a variety of emotional responses longitudinally following a major
loss. Moreover, the available data from these studies did not support, and
sometimes contradicted, the stage approach. A close examination of the
data suggests that there is considerable variability in the specific kinds of
emotions that are experienced, as well as in their sequence and intensity
(see Silver & Wortman, 1980, for a more detailed discussion). Nonetheless,
as we detail elsewhere (Wortman & Silver, 1987, 1989), there is a pervasive
belief among caregivers and helping professionals that such stages exist,
and they are often used as a yardstick by which to assess a client's progress.

It should be noted that stage models are particularly difficult to test or
disconfirm empirically; since some theorists have contended that people
may experience more than one stage simultaneously, may move back and
forth among the stages, and may skip certain stages completely (see, e.g.,
Klinger, 1977; Kubler-Ross, 1969). Because of the problems in subjecting
such models to a rigorous empirical test, and because of the lack of evidence
in support of them, there is growing speculation that these models may not
be as useful as previously believed. In fact, the authoritative review of
bereavement research issued by the Institute of Medicine cautioned against
the use of the term "stages" of response. It noted that this term "might lead
people to expect the bereaved to proceed from one clearly identifiable
reaction to another in a more orderly fashion than usually occurs. It might
also result in . . . hasty assessments of where individuals are or ought to be
in the grieving process" (Osterweis, Solomon, & Green, 1984, p. 48).

Despite these shortcomings, we have found the work of the major stage
theorists, particularly Bowlby (1980/1981) and Horowitz (1976/1986,
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1985), to be extremely useful in a descriptive sense. The stage models
devote considerable attention to the specific processes through which
individuals move from emotional distress to adaptation or recovery. In our
view, the major weakness of this theoretical approach is that it proposes
no specific mechanisms through which loss may exert an influence on
subsequent mental or physical health. For this reason, general stage models
cannot account for the diversity of outcomes that occur in response to loss
events and cannot explain, for example, why one person is devastated by a
particular loss and another emerges relatively unscathed.

Stressful life events

In order to account for this variability of response, we turned to the
literature on the effect of life events, which had its origins in the pioneering
work of Cannon (1939) and Selye (1956). According to these theorists, life
change creates disequilibrium, which imposes a period of readjustment and
which can leave the person more vulnerable to stress and its deleterious
consequences. Most of the research that has examined the physical and
mental health problems following stress exposure has documented a rela-
tionship between stressful life events and subsequent health. However, the
relations that have been documented are extremely small. For example,
Rabkin and Struening (1976) estimated that no more than 9% of the
variance in health outcomes is explained by life events. The same predictive
power is found when mental health outcomes are the focus of analysis
(Thoits, 1983). Subsequently, researchers have attempted to conduct a
more careful analysis of the specific sorts of events that are associated with
particular kinds of disorders. Some improvement results from considering
events in terms of their desirability, controllability, predictability, serious-
ness, and time clustering (Thoits, 1983). Nonetheless, even with these
improvements, the relationship between life changes and physical or mental
health problems is modest.

In attempting to clarify the reasons for this weak association, work on the
impact of life events progressed in two directions, both of which have
important implications for research on bereavement. First, investigators
have recognized that it is important to obtain information about the context
in which the event occurred, and hence clarify the meaning of the particular
event to the respondent. For example, the loss of a parent may have more
impact on one person than on another because the parent was also the
major child-care provider. There is controversy about the best way to
obtain contextual information, however. A number of different approaches
have been developed, each with advantages and disadvantages (see Kessler
et al., 1985, for a more detailed discussion). For example, in a study of
unemployment, Kessler et al. (1987) attempted to resolve this matter by
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examining specifically what a person lost when he or she lost a job -
money, social contacts, self-esteem, and so on. For the most part, bereave-
ment researchers have not concerned themselves with this issue. However,
a focus on contextual factors that elucidate the meaning of the loss to a
particular person may help to account for the variability in response to that
loss.

A second major thrust of current research in the stress and coping area
involves the identification of variables — or vulnerability or resistance
factors - that can account for the variability of response. It is generally
assumed that once a stressful life event is encountered, the appraisal of that
stressor, as well as mental and physical health consequences, will depend
on these vulnerability or resistance factors. Several different types of factors
have been examined in the literature, including various personality pre-
dispositions, such as neuroticism (e.g., Depue & Monroe, 1986) and dis-
positional optimism (e.g., Scheier & Carver, 1985); resources, such as
intellectual capacity, cognitive flexibility, and financial assets (Menaghen,
1983); coping strategies, such as reinterpretation of the situation as positive
or denial that a problem exists (e.g., Lazarus & Folkman, 1984); and social
support (see Cohen & Wills, 1985, for a review).

Thus, unlike the stage models, a major advantage of the stress and
coping approach is that it can account for variability in response. Also,
an implicit assumption underlying the stage approach is that virtually
everyone will recover from a stressful life experience. However, according to
the stress and coping model, those with more coping resources, such as
social support, are likely to recover more quickly and completely than those
with fewer resources.

Early empirical work

In the late 1970s, using the aforementioned theoretical approaches as a
guide, we initiated a program of research designed to clarify the process of
coping with an irrevocable loss. Over the next decade, we completed three
studies that were designed to test theoretical notions concerning people's
emotional reactions to a major loss and their ability to resolve the loss over
time. In these studies, we combined rigorous sampling procedures and the
use of carefully validated measures with open-ended questions designed to
elucidate respondents' feelings about what the event meant to them and
how they attempted to come to terms with it. The first of these studies
focused on how people cope with physical disability following a sudden,
traumatic injury to their spinal-cord (Silver, 1982; Wortman & Silver,
1987). In this study, interviews were completed with three groups of spinal-
cord-injured persons: quadriplegics, paraplegics, and a control group of
neurologically intact individuals who had been in an accident, but who
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had suffered no spinal cord damage. More than 100 individuals were
interviewed at 1, 3, and 8 weeks following their injury. In the second study,
interviews were conducted with parents who lost an infant to sudden infant
death syndrome (SIDS; Downey, Silver, & Wortman, 1990; Wortman
& Silver, 1987). Unlike the. spinal-cord study, whose sample comprised
primarily young white males, the SIDS sample was 50 percent black, and
included mothers and fathers of varying socioeconomic backgrounds. The
SIDS study also encompassed a wider time frame: 124 respondents were
interviewed at 3 to 4 weeks, 3 months, and 18 months following the death of
their baby. Our third study, designed to clarify the long-term impact of a
major traumatic loss, focused on people who lost a spouse or child in a
motor-vehicle crash (Lehman, Wortman, & Williams, 1987). This sample
was restricted to people whose loved ones were not responsible for causing
the accident. Eighty bereaved individuals were interviewed 4 to 7 years
following the death of their loved ones, and their responses were compared
to those of matched controls, who had not experienced a death of their
spouse or child.

Findings emerged from these studies that were inconsistent with what
would be expected on the basis of previous theories, as well as from our
common cultural understanding of how people react to loss (cf. Silver &
Wortman, 1980; Wortman & Silver, 1989). First, many respondents did not
react to the loss initially with intense distress, and positive emotions were
far more prevalent than expected. In fact, results revealed great variability
in response, with some respondents experiencing anxiety, depression, and
anger quite frequently and others reporting that they experienced these
emotions much more rarely. Surprisingly, in the spinal cord-injury study,
there was little relation between the severity of the stressor and the frequency
of negative emotions: Quadriplegics were no more likely to report negative
affect than were control respondents, who had suffered no permanent
damage to their spinal cord. Moreover, at 3 weeks following the loss,
subjects reported experiencing happiness significantly more frequently
than depression or anger. By 8 weeks, respondents reported experiencing
happiness significantly more frequently than any of the negative emotions.
In the SIDS study, data on the frequency of emotions were highly similar to
the findings from the spinal-cord study. By the second interview, conducted
3 months after the infant's death, positive affect was more prevalent than
negative affect. This was also the case at the third interview, which was
conducted 18 months after the death.

Second, we found little evidence to support the widespread assumption
that intense distress or depression is inevitable following a major loss, and
that failure to experience such distress will lead to subsequent difficulties
(see Wortman & Silver, 1989). It is widely assumed among practitioners in
the field of grief and loss (see, e.g., Rando, 1984), as well as among
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investigators in the stress and coping field, that when a major loss is
experienced, individuals will react with intense distress or depression. In
the study of SIDS parents, however, nearly 30% of respondents failed to
show significant depression shortly after the death of their infant (Wortman
& Silver, 1987), a pattern of results that has been reported by a number of
investigators (e.g., Lund, Caserta, & Dimond, 1986a; Vachon et al., 1982a;
and see Wortman & Silver, 1990, for a review). Moreover, we did not find
those people who experienced a period of depression to adapt to their losses
more successfully than did those who did not become depressed. In fact,
those who had gone through a period of depression were significantly less
likely to have emotionally resolved the loss and reported experiencing more
symptoms and more emotional distress at the 18-month interview than did
those who did not experience an earlier period of distress (see Wortman &
Silver, 1987). Similar findings have also been obtained by other investigators
in the area of bereavement (e.g., Bornstein, Clayton, Halikas, Maurice, &
Robins, 1973; Lund et al., 1986a; Parkes & Weiss, 1983; Vachon et al.,
1982a).

Third, many of the respondents in our studies were unable to resolve
their loss or make sense of what had happened, even after a considerable
period of time. Results of all our studies suggest that, contrary to clinical
lore (see Craig, 1977; Miles & Crandall, 1983), only a small percentage
of respondents searched for meaning in what happened to them, found
meaning, and put the issue of meaning aside. In the motor-vehicle accident
study, a significant majority of respondents had not achieved a state of
resolution of their loss many years later. Despite the fact that 4 to 7 years
had elapsed since the death had occurred, 72% of the respondents in this
study reported that they were unable to make any sense or find any
meaning in their loss.

Finally, a substantial percentage of respondents from our studies showed
distress for longer than might have been expected (see Wortman & Silver,
1989). In particular, data from the motor-vehicle accident study provided
compelling evidence that the traumatic loss of one's spouse or child poses
substantial long-term emotional and social difficulties (see Lehman et al.,
1987).

Taken together, the early studies have pointed our attention to three
distinct findings, each of which is inconsistent with prevailing views from
theorists and researchers in the field of grief and loss. First, it is clear from
our own data (Wortman & Silver, 1987), as well as the data of others (see
Wortman & Silver, 1990, for a review), that a substantial percentage of
people do not appear to experience intense distress following a major loss.
Instead, by as early as 1 month following the loss, there is marked variability
in response. Moreover, initial reactions appear to be highly predictive of
long-term adjustment.
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This pattern of findings raises numerous questions. Most of the studies
we have reviewed have included a valid measure of depression, but have
included very limited, if any, measures of grief. Do those individuals who
fail to exhibit intense depression also fail to show indications of grief (i.e.,
yearning for the person who has died, or strong feelings of distress when
confronted with reminders of the lost loved one)? Is it possible that such
individuals have already grieved for their lost loved one? Some people may
begin grieving before their spouse has died if they have forewarning (e.g., in
those cases where the spouse was terminally ill). Moreover, even in those
situations where there is no opportunity to grieve for the loved one before
the death (i.e., loss of an infant through SIDS), a substantial minority
exhibit low distress shortly after the loss. It is important to establish
whether those who fail to grieve, or to show intense distress following the
loss, will experience a delayed grief reaction, and/or whether their failure to
grieve will result in subsequent health problems. As we noted earlier,
several studies have suggested that if respondents fail to manifest significant
depression shortly after their loss, they are unlikely to manifest depression
in subsequent interviews. But depression is not necessarily synonymous
with grief. Because the studies to date have included virtually no questions
about feelings of grief at different points in time, they do not really address
the question of delayed grief reactions. Moreover, wre are aware of no
long-term longitudinal studies of the bereaved that have included hard
health outcomes. Hence, at this point, virtually nothing is known about the
impact of failure to grieve, or to exhibit or express feelings of distress, on
subsequent health.

Second, results from the SIDS and motor-vehicle studies suggest that the
process of resolution from loss may operate differently than we might have
expected. Like most clinicians who work in the area, we initially expected
that when faced with a major loss, individuals would attempt to find
meaning or come to an understanding of why the loss occurred and what it
means in their lives. However, the majority of our respondents were unable
to find any meaning even after a considerable amount of time had elapsed.
Moreover, the SIDS study suggested that if people were going to be able to
come up with a meaningful account for why the loss occurred, they did so
right away (Wortman & Silver, 1987). In subsequent studies, it will be
important to test the generalizability of these results in other samples of
bereaved individuals, and to determine whether individuals are able to
achieve a sense of resolution concerning the loss over a longer time span.

Finally, the results of the motor-vehicle study, as well as findings from
other investigators who have explored the issue (see Wortman & Silver,
1987, for a review), suggest that it may take far longer than we have
previously expected for people to recover from the loss of a spouse or
child. Compared to controls, respondents in our motor-vehicle study were
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experiencing symptoms and problems in nany areas of their lives. It will be
important to replicate these findings on other populations of bereaved, as
there may be something particularly difficult about coping with a loss
caused by another's negligence. As in the case of resolution, we would also
like to determine whether people who experience such losses are able to
recover over a time span longer thar 4 to 7 years.

The pattern of findings from our early studies fails to confirm assump-
tions implicit in the grief and loss approach or the stress and coping
approach to loss. Both approaches assume an initial period of intense
distress, and both assume that, ultimately, recovery will occur. However,
our findings can be understood in terms of a theoretical perspective that
focuses on views of the world as an explanatory mechanism (cf. Janoff-
Bulman, 1992). Some individuals, with some types of losses, may be able to
incorporate the loss in question into their prevailing view of the world and,
hence, may not show initial distress. For other individuals, the event may
shatter their view of the world, but they may be able to regain equilibrium
and restore their worldview over time. For still others, the event may so
profoundly shatter their worldview that no integration or resolution is
possible. In these latter cases, we might expect a "giving up" on the world,
and the consequent failure to initiate coping efforts in other areas of life.

For the past several years, we have attempted to design a program of
research that would allow us to address the questions raised by our early
work, as well as to further refine and elaborate our theoretical thinking.
Next we describe our recent studies in some detail.

Current research on widowhood: The Americans'
Changing Lives (ACL) and Changing Lives of Older
Couples (CLOC) studies

For the past decade, we have been involved in a comprehensive, multi-
disciplinary study of conjugal bereavement. The study has three distinct
parts. First, we developed what we believe is the first large, nationally
representative data base on conjugal loss. Our widowhood study is part of a
large-scale interdisciplinary study of health, stress, and productive activities
across the life span known as Americans' Changing Lives (ACL). In 1986,
personal interviews were conducted with a probability sample of 3,617
adults who were 25 years of age and older. Blacks and persons over 60 were
oversampled to permit more detailed analyses by race and age, in addition
to maximizing the number of widowed respondents to be included. All
sample members who could be recontacted (N = 2,867) were reinterviewed
in 1989. Our data base of widowed respondents includes 804 individuals
widowed from 3 months to over 60 years prior to the ACL study, 616 of
whom were reinterviewed in 1989.
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We have also completed a national prospective study of widowhood,
including 92 ACL respondents who lost their spouse between Waves 1 and
2 of the study. Information on relevant risk factors was assessed before and
after the loss as part of the ACL survey. Finally, we have launched a
separate prospective study of widowhood designed to focus on older oereaved
persons. This study, in which baseline data were collected from 1,532
members of older couples from the Detroit, Michigan area, is known as the
Changing Lives of Older Couples (CLOC) study. State death records are
monitored to identify respondents who become bereaved; they are recruited
into a four-wave study in which they are interviewed at 6 to 8 months
following the loss and at regular intervals thereafter (18 months and 49
months following the death). Matched control respondents are interviewed
at comparable time periods. This study includes a separate bicmedical
component, funded by the MacArthur Foundation, in which data on
physical health and cognitive functioning, as well as blood and urine
samples, and collected from a subsample of still-married respondents,
from those who become widowed, and from matched controls. The CLOC
baseline data collection was completed in 1988 and follow-up is well under-
way, with an 84 percent response rate in recruiting widows and widowers
into the study. We have completed approximately 175 Wave 1 and 80
Wave 2 interviews.

In these studies, an effort was made to minimize methodological prob-
lems that have characterized much previous work in the area, in< luding
biased samples, failure to include a control group, and failure to include
valid and reliable measures of key variables. The design of the ACL study,
in which individuals were approached to participate in a general study of
stress and productive activity across the life span, helps to minimize prob-
lems with selection inherent in designs that approach respondents shortly
after the loss of a spouse. The prospective CLOC study also includes a
large, representative sample of older adults. Moreover, because we will
have CLOC baseline data on both respondents who agree to participate in
the widowhood follow-up interviews and those who refuse later interviews,
we will be able to determine if the two groups differ on major demographic
or psychological indicators (cf. M. Stroebe & Stroebe, 1989). All of the
study designs will afford the opportunity to compare bereaved and control
respondents, and each study includes a wide range of outcome variables,
including grief, depression, physical health, cognitive functioning, and
involvement in productive activities.

The CLOC and ACL prospective studies are ideally suited to clarify how
coping resources, assessed prior to the crisis, such as respondents' world-
views, influence subsequent reactions to the loss. These designs will also
permit us to address the issue of how worldviews, as well as other coping
resources, such as social support or personality, are affected by the loss of a
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spouse. For example, widowed respondents may become less trusting of
other people following their loss. In assessing changes occurring as a result
of the loss, we will give full consideration to the possibility that widow-
hood may also produce long-term positive changes, such as greater self-
confidence, as well as negative ones (cf. Wortman & Silver, 1990).

A strength of the ACL prospective study is that it will permit a com-
parison between the impact of widowhood and additional life crises experi-
enced by other respondents after the ACL Wave 1 interview, including loss
of a child (N = 64), divorce (N = 84), job loss (N = 163), and the onset of
a life-threatening illness (N = 201). Because it includes a state-of-the-art
assessment of both psychosocial and biomedical variables, the CLOC study
represents an invaluable opportunity to assess the relationship between
psychosocial and biomedical indicators of functioning, as well as assess how
various coping resources prevent or reverse declines in health.

Findings from the ACL Wave 1 national cross-sectional data

Sex, age, and race effects. In past research, there is some consensus
that widowhood has a greater impact on men than it does on women (M.
Stroebe & Stroebe, 1983; W. Stroebe & Stroebe, 1987). In particular, it
appears that there are sex differences in depression following widowhood,
with widowed men showing greater vulnerability. However, past studies
have failed to clarify why such sex differences exist. In analyses from the
ACL study, we drew from the "unpacking" approach described earlier to
determine whether widowhood may have a different meaning for men and
women. Drawing from the literature on stressful life events and gender
differences in marital roles, we hypothesized that widowhood results in
different types and amounts of strain for men and women - strains related
to the loss of roles previously filled by the survivor's spouse. Our results
support this notion (Umberson, Wortman, & Kessler, 1992). It appears
that women's primary source of vulnerability following widowhood arises
from an increase in financial strain. In contrast, men's greater vulnerability
stems in part from their more limited social relationships and from the
difficulty in assuming tasks previously handled by their wives. Interestingly,
our results show that widowhood is associated with significantly more
strained relationships, particularly with children, for men but not for
women. Many men may have relied on their spouses to maintain relation-
ships with children, and may find it difficult to assume this role in widow-
hood. Previous lack of closeness between fathers and children, combined
with male difficulty in expressing the need for support, may underlie the
strained relationships with children that we found among our widowers.

Taken together, these results suggest that there may be considerable
merit in an "unpacking" approach. On the surface, past research might
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appear to suggest a sex difference in vulnerability to the same event,
widowhood. Upon closer examination, however, we find that widowhood is
not the same event for the two sexes. Gender differences in the experience of
various strains created by the loss help to explain the differential vulner-
ability seen at a more highly aggregated analysis.

We have also completed some preliminary results on the effects of age
and race, and the results thus far are intriguing. Analyses conducted
revealed that younger respondents are initially more affected by the loss of
their spouse, but that they recover more quickly than older respondents
(Wortman & Bolger, 1988). We have also obtained information that whites
are hit harder initially, and take longer to recover, than do black respon-
dents. Various explanatory mechanisms for these findings are currently
being pursued using the same "unpacking" strategy described earlier.

Long-term effects of the loss. Data from the national cross-sectional
study also corroborated the findings from our earlier research that the
effects of widowhood last much longer than was previously expected (see
Wortman, Kessler, Bolger, & House, 1992). Respondents who lost a spouse
were compared with nonbereaved controls who were similar on a number of
dimensions but who had not lost a spouse. It took bereaved respondents in
our study approximately one decade to approach control respondents'
scores on life satisfaction, and nearly two decades to approach their scores
on depressed mood. In addition, we asked respondents several questions
about their current thoughts and memories regarding their spouse. Painful
memories were found to decline over time, although it took several decades
for such memories to reach their lowest level. Finally, several questions
were included to assess cognitive resolution from the loss, such as whether
the respondent had been able to find any meaning in the loss, or whether
he or she regarded the loss as senseless and unfair. Interestingly, such
questions showed no time effects whatsoever. Individuals who lost their
spouse more than six decades earlier were no more likely to have generated
a reason for what happened than individuals who lost their spouse during
the past year.

Preliminary findings from the ACL national prospective study

As noted, 92 individuals lost their spouse between Waves 1 and 2 of the
ACL survey, and we have completed some preliminary analyses of these
data. Compared to controls who were married at Wave 1 and did not
experience a loss, the bereaved showed significantly higher depression.
Further analyses were conducted to identify respondents most likely to
experience distress. One set of analyses focused on characteristics of the
marriage. According to clinical lore, people with ambivalent and conflictual
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marriages are at greatest risk for mental health problems following the
death of their spouse. However, people involved in such marriages may
have more mental health problems before the loss. In our study, we had
data available on respondents' depression, as well as their evaluation of the
marriage, before the loss. Our analyses show unequivocally that when we
control for depression at Wave 1 and look at changes in depression as a
function of marital satisfaction and conflict assessed before the loss, those
with troubled marriages actually show less depression after the loss. Those
who experienced relatively low levels of conflict and high levels of satisfac-
tion were particularly distressed after the loss, suggesting that those with
the best marriages may be the most at risk following bereavement and most
in need of intervention efforts.

A second set of analyses has focused on the impact of coping resources,
including social support, self-esteem, and feelings of mastery on the impact
of bereavement. The stress and coping model suggests that those with more
resources might be more resilient after the loss. An analysis in terms of the
impact of life events on worldviews, however, leads to a different prediction.
Those with views of the world as controllable, predictable, and safe may be
particularly vulnerable to an uncontrollable life event, such as the death of
a spouse. We explored the impact of social support, of subjective percep-
tions that one is in control (feelings of self-esteem, mastery, and belief that
the world is a safe and secure place), and of objective indications of
personal control (intellectual resources, financial resources). Surprisingly,
social support as assessed prior to the loss had no effect on changes in
depression following the loss. In every case, the other resources we studied
were found to have a deleterious impact. Those with the highest self-
esteem, the highest feelings of mastery, the greatest intellectual resources,
and the most financial resources, were hit hardest by the loss of their
spouse. Interestingly, it was not their spouse's income at Wave 1 but their
own income that predicted deleterious effects, suggesting that those with
the highest objectively determined sense of control over their lives were the
most severely affected by the loss. Taken together, these findings suggest
that those who experience the world as most controllable may be especially
vulnerable to the loss of their spouse.

Future research directions

To date, we have focused primarily on the impact of widowhood on depres-
sion. In all three research designs, we will expand these analyses to focus on
other outcomes, including self-esteem, involvement in productive activities,
and physical health. The CLOC study, with its biomedical outcomes, will
be ideally suited to this latter endeavor.

Once we have demonstrated, across the different designs employed in
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this study, how widowhood affects mental and physical health, we will
try to identify the processes underlying such changes. Widowhood may
influence outcomes through its impact on coping resources, such as social
support, which may be eroded by the crisis. Alternatively, widowhood may
have pernicious effects primarily because it results in increased chronic
strains. It will be possible to examine this question by comparing the level
of chronic strains among the widowed and control respondents, by examin-
ing increases in chronic strains among widowed respondents in the prospec-
tive components of the study, and by examining the relationship between
the number and type of chronic strains and adjustment among widowed
respondents. Of course, we suspect that widowhood is particularly likely to
be associated with deleterious health consequences when it shatters an
individual's view of the world. Because the prospective components of the
study include measures of worldviews prior to and following the crisis, they
should permit us to examine the validity of the theoretical notions that we
have been developing.

A major goal of our subsequent analyses will be to elucidate the finding
that individuals do not always become distressed after the loss of a spouse.
Clinical lore maintains that failure to experience distress is indicative of
pathology (see Wortman & Silver, 1989, for a review), but we believe that
there may be other reasons why distress may not always occur. We will
attempt to identify the conditions under which distress does not occur, as
we know that respondents' initial reactions are predictive of their long-term
adjustment. For example, failure to exhibit intense distress at Wave 1 may
be most likely to occur in cases involving forewarning. Perhaps some
individuals exhibit low distress because they have grieved for their loved
one before the death.

We will also attempt to extend analyses conducted on the ACL prospec-
tive data suggesting that the amount of distress experienced following the
loss is related to characteristics of the marriage. Wheaton (1988) suggests
that individuals may exhibit relief rather than distress following life events
that signal the end of ongoing chronic stress. This might be the case for
respondents involved in a conflictual marriage, and if so, this could explain
why some respondents show little distress following the loss. Knowledge of
what the marriage was like is critical in interpreting the significance of low
initial distress, as such a response could indicate either the end of a bad
marriage or resilience following the loss of a great love. We will not only
have prospective data on the marriage from the respondent's perspective,
but in a sizable number of cases we will also have the spouse's assessment
of the marriage prior to his or her death.

To elucidate further the finding that some individuals fail to become
distressed following the loss, we will attempt to determine if those who
fail to become distressed show other indications of mourning (e.g., pre-
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occupation with thoughts or avoidance of reminders of the spouse), and if
they show few signs of positive emotion, as some have speculated (e.g.,
Deutsch, 1937). Such information should help to clarify whether such a
reaction is indicative of denial or repression of emotional distress, or
whether it is indicative of resilience.

Because health consequences will be monitored in the CLOC study, we
will be able to ascertain whether initial failure to experience distress results
in subsequent health problems. In addressing this question, it is important
to move beyond a self-report methodology, as those minimizing their dis-
tress may also minimize their health problems on self-report scales. The
availability of pre- and postwidowhood data, as well as data from controls
on such outcomes as blood pressure, cognitive functioning, prescription
medications, and changes in catecholamines, cortisol, and blood lipids, will
be ideal for these purposes. Moreover, the self-report measures of health
utilized in the CLOC study can be validated against the more objective
outcome measures also assessed. Finally, we will attempt to determine
whether there is any relationship between initial distress and long-term
positive changes. Are respondents who show little initial distress following
the loss of their spouse less likely to experience personal growth than those
who have struggled with depression and anxiety?

Summary

For over a decade, we have been involved in a program of research designed
to clarify how people come to terms with major losses in their lives. Our
major goal has been to clarify the theoretical mechanisms through which
such events can have deleterious consequences on subsequent mental or
physical health. In developing a theoretical framework for our research, we
drew from two different theoretical approaches - the so-called stage models
of grief (cf. Bowlby, 1961, 1973, 1980/1981) and the stress and coping
approach (cf. Kessler et al., 1985). Our early studies focused on specific
populations who had endured sudden, irrevocable losses, including physical
disability, loss of a child to SIDS, or loss of a spouse or child in a motor-
vehicle crash. Findings across these studies failed to confirm, and in some
cases contradicted, assumptions that could be derived from previous
theories, as well as our common cultural understanding of how people cope
with loss.

For this reason, we have been developing a new theoretical framework
that provides a basis for understanding these findings and for predicting the
conditions under which major losses may be particularly likely to cause
enduring difficulties. Although a full statement of this theoretical approach
is beyond the scope of this chapter, the approach suggests that the impact
of life events may be determined by whether they can be incorporated into
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an individual's philosophical perspective, or view of the world. By world-
view, we mean the interwoven system of beliefs, assumptions, or expecta-
tions related to oneself, others, and the world that provide a sense of
coherence and meaning (Janoff-Bulman, 1992; Silver & Wortman, 1991).
People's views of the world may be shaped by a variety of factors, including
the culture in which they live, their early family experiences, their religious
orientation, and their subsequent life experiences, which may include
previously experienced stressful life events. As a result of the interplay
of these factors, people develop conceptions of the world that strongly
influence their day-to-day coping efforts.

These conceptions have to do with the extent to which the world, and the
people and institutions in it, are seen as predictable and orderly versus
random, safe versus dangerous, benevolent versus malevolent, controllable
versus uncontrollable, fair versus unfair, and trustworthy versus un-
trustworthy. Regarding why things happen when they do, people may be
fatalistic, seeing all things as part of a larger plan; they may feel that people
get what they earn or deserve, either on this earth or in the afterlife; or they
may view the world as a random universe or a "jungle" where things
happen without purpose. Whether an event is compatible with a person's
worldview may depend not only on the worldview but also on the charac-
teristics of the event. Some events, those that happen without purpose or
meaning - such as a drunk driver killing one's spouse or child - may be
difficult to incorporate into almost any worldview. We suspect that a
number of factors, such as the suddenness of the event, whether it would be
expected at the particular point in the life span, and how common it is, will
influence whether the event can be incorporated into a person's worldview.

The kinds of events we have studied, which are sudden, uncontrollable,
and generally random, may shatter people's assumptions that the world is a
predictable and orderly place and may leave people feeling that they cannot
control the outcomes of greatest importance to them. When basic world-
views are violated, this is likely to cause a period of intense disequilibrium
or distress. Over time, we believe that this can lead to a reinterpretation of
the event as compatible with one's preexisting views, which will result
in a quick reduction of distress, or an attempt to alter the worldview to
accommodate the event. Some individuals may be able to make changes in
their worldview that allow them to reestablish equilibrium, whereas others
may gradually reformulate their view of the world to incorporate the event.
Among these latter people, some may arrive at a new worldview that
facilitates subsequent coping efforts, where others may come to see the
world as such a negative place that initiation of new coping efforts is
difficult. Finally, we suspect that some individuals, despite major attempts
to integrate the event into their view of the world, will be unable to do so.
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These people, we believe, will continue "processing" the loss, and will
continue to experience distress.

We believe that a theoretical account of the process of coping with loss
that considers the impact of such losses on one's worldview has a number of
advantages over previous formulations. First, such a model can account for
the paradoxical finding that a substantial minority of respondents in our
and others' studies do not appear to become intensely distressed following a
major loss. Second, such a model can account for the striking variability in
response that is often seen in response to a single life crisis, such as cancer
(see Silver & Wortman, 1980, for a more detailed discussion). For example,
a person who viewed illness as preventable through diet and exercise, and
who went to considerable lengths to eat the right foods and get regular
exercise, may be far more likely to experience a challenge to his or her
worldview than a person who sees the development of disease as a more
random and multidetermined process. Third, this perspective can help to
account for the paradoxical finding that sometimes relatively trivial events
seem to perpetuate major distress. For example, Brown and Harris (1978)
report that depressive episodes may frequently be brought about by rela-
tively small events that challenge one's view of reality, such as learning that
a close friend cannot be trusted. Fourth, our analysis suggests a new way of
thinking about vulnerability to major losses. In the past, vulnerability has
been assumed to be a function of the coping resources that one possesses -
one's self-esteem, socioeconomic status, belief in the ability to control
one's environment, social support. Our analysis suggests that people who
appear to have considerable coping resources - successful, control-oriented
people who have a history of accomplishment and who have generally been
rewarded for their efforts — may be particularly vulnerable to certain kinds
of sudden, undesirable life events. Such people may be more devastated by
a loss that challenges the view that efforts are generally rewarded than
those who possess considerably less coping resources.

Since completing our early studies, we have been involved in designing
and conducting a large-scale, comprehensive, multidisciplinary study of
conjugal bereavement with three distinct parts, including (1) a nationally
representative cross-sectional study of bereaved individuals who lost a
spouse from 3 months to over 60 years previously; (2) a national prospec-
tive study of individuals who lost their spouse; and (3) a larger, more
comprehensive prospective study of older couples, which includes the
collection of biomedical as well as psychosocial data. Analyses conducted
to date corroborate our earlier findings. One of the most important findings
to emerge from the new study is that those who would seem to be the
most resilient to widowhood - men, whites, and younger people - are
the most likely to be hurt by the crisis, at least initially. Similarly, our



366 C. B. WORTMAN, R. C. SILVER, R. C. KESSLER

preliminary results suggest that those with the most coping resources -
feelings of personal control, mastery, self-esteem, higher income, and higher
intelligence - are hit harder by the loss of a spouse than those who lack
these resources.

In future work, we plan to explore the long-term physical and mental
health consequences of early failure to experience or express distress. We
also plan to determine whether individuals with particular worldviews are
especially vulnerable to certain kinds of losses. We will be interested to see
whether worldviews and other coping resources are changed as a result of a
major loss, and if so, how long such resources continue to be diminished.
We want to understand more about how previous losses may influence our
ability to cope with current losses, and plan to see whether people who have
experienced certain kinds of prior losses differ in current views of the world
from people who have not. Hopefully, this work will result in the elabora-
tion and clarification of our ideas regarding worldviews as an explanatory
concept, as well as in the identification of those bereaved who are at
particular risk for subsequent problems and hence in need of intervention.
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Old age and widowhood: Issues of
personal control and independence

ROBERT O. HANSSON,
JACQUELINE H. REMONDET,
AND MARLENE GALUSHA

Research on bereavement and widowhood typically has focused on under-
standing the nature of the phenomenon, short-term consequences, and
processes underlying recovery. Few investigations have attended system-
atically to the contexts in which widowhood is experienced or to the likely
influence of age-related changes in a widow's coping resources. Yet a
number of such themes broadly influence the experience of widowhood in
Western society.

First, widowhood usually occurs in one's later years; in the United States
the mean age at widowhood is 69 years for men and 66 years for women.
Second, it is primarily a women's issue, because of sex differences in
expected life span favoring females and because men tend to marry women
younger than themselves and are more likely to remarry following the death
of a spouse. Among people 65 years or over, 51% of women compared to
13% of men are widowed (U.S. Bureau of the Census, 1984). On this point,
however, it is noteworthy that widowers, although a minority, also ex-
perience serious adjustment problems, and much of the discussion to follow
applies also to them (M. Stroebe & Stroebe, 1983). A third concern is that
widowed individuals are more likely to live alone and on a reduced income.
Finally, and perhaps most important for the purposes of this chapter,
widowed persons, especially women, have much of their life still before
them. The mean duration of widowed life is approximately 14 years for
women and 7 years for men (U.S. Bureau of the Census, 1984). The fact
that most widows go on to live long lives, into old age, then raises issues of
tremendous importance. They must somehow establish a life independent
of the deceased, deal with evolving family relationships and support net-
works, and meet emotional, health, and practical needs over the long term.

In this chapter we explore the experience of widowhood after the intense
grieving has passed, and the interaction between the circumstances of old
age and the demands of adjusting to widowhood. The first section of the
chapter focuses on threats to personal control encountered in old age, on
the connection between cognitive-aging issues and control, and on the
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implications of widowhood for each of these topics. The second section
explores the course and "career" of widowhood, which may unfold over
many years. The career perspective integrates ideas from life-span devel-
opmental psychology (cf. Bakes, Reese, & Lipsitt, 1980) and from occu-
pational-vocational psychology (e.g., Sterns, 1986; Super & Hall, 1978).
At its core are two suppositions: It assumes continued plasticity, func-
tioning, and capacity for growth into the later years, but it also assumes the
need for older individuals to negotiate actively and planfully their own
course within the parameters of changing life circumstances.

The final section addresses the role of heterogeneity in old age. Indi-
vidual differences in health, cognitive functioning, personality, and social
competence appear to be associated with successful aging generally and
with the capacity to assert personal control. They also suggest priorities
for prevention, intervention and social support efforts, and models for
encouraging independence.

Aging and widowhood

It is not the purpose of this discussion to focus on age as a risk factor for
short-term bereavement outcome. However, considerable research has been
conducted on the topic, and findings generally suggest that older widows
are actually at less risk, compared to younger widows, for immediate health
and psychological outcomes within the first year or two. This may reflect
the likelihood that the death was less unexpected, not considered to be
premature, or a relief from the intense burden of care giving for an ill
spouse. That research is reviewed in some detail by Sanders (this volume)
and by W. Stroebe and Stroebe (1987).

Instead, we explore the implications of widowhood for the remainder of
the life course into old age. In this endeavor it is useful to consider first the
tasks of adaptation to the declines of old age generally. Pfeiffer (1977), for
example, has suggested that successful aging be construed as adapting to
one's constantly changing status and/or decline without undue disruption
or suffering. As former roles and sources of satisfaction are lost, this process
requires constant effort to replace lost personal relationships with new ones,
accept limitations, and find new ways to feel that life has purpose and
meaning. It may be important also to learn to make do with less. Many of
these tasks involve the need to retain or reassert one's personal control over
the process (Rowe & Kahn, 1987). Much of the discussion to follow,
therefore, will focus on personal control as an integrating theme in long-
term adjustment in widowhood.
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Personal control

A number of the transitions associated with aging - declining health and
mobility, widowhood, the loss of social or occupational roles, declining
income - can substantially restrict an individual's range of influence over
personal outcomes. The experience of uncontrollable situations has been
shown, generally, to be related to increased stress and anxiety, reactance
(Wortman & Brehm, 1975), and helplessness (Abramson, Seligman, &
Teasdale, 1978) and, among the elderly, to health-promoting behavior and
negative health outcomes as well (cf. Rodin, 1986, 1987).

Control is salient in the initial period of bereavement and, as W. Stroebe
and Stroebe (chapter 14, this volume) have shown, it interacts with other
factors surrounding the death of a spouse (e.g., an unexpected death) to
affect physical symptomatology and depression during the first 2 years of
bereavement. However, a variety of factors may also threaten an older
adult's sense of personal control during the extended course of widowhood;
the dynamics may be in part practical and in part symbolic.

First, in addition to its emotional impact, widowhood can be a par-
ticularly disruptive experience. That is, in addition to emotional loss,
it may involve the loss of status, economic independence, mobility, and
opportunity for social interaction. Simultaneously, it tends to disrupt the
established interpersonal and support networks on which one may have
come to depend for guidance and support in such matters in old age.

Second, age-related vulnerabilities complicate the issues of independence
and personal control. Old age, generally, is a time of life when stressful life
events tend to cluster and physical illness and disability are more likely.
Widowhood itself may contribute a degree of social isolation and engender
financial or legal concerns (cf. Barrett, 1978; Lopata, this volume; McCrae
& Costa, this volume). Yet individual variability in health and functioning
also appears to increase in later years. Thus, the effect of widowhood on an
older person's well-being and ability to function should be influenced by the
particular changes it mandates in life-style and the individual's perception
of its implications.

Third, the elderly are more likely to experience chronic health problems,
such as arthritis, heart disease, diabetes, hypertension, and visual and
hearing impairments (U.S. Bureau of the Census, 1984). All of these could
contribute to reduced mobility, social isolation, lost activity or workdays,
and thereby to perceptions of decreased functioning and control. Moreover,
a number of related health issues among the elderly may reinforce per-
ceptions of decreased control. Such factors include reduced access to costly
medical care, less predictable effects of medication (along with the in-
creased risk of side effects and unintentional effects of combined medica-
tions), and nutrition (Kane, Kane, & Arnold, 1985).
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A fourth threat to personal control among older widowed adults involves
the interaction among functional health status, access to a supportive social
environment, and current living arrangements. Older adults who are less
competent in terms of health, psychological, or social resources may ex-
perience a narrower range of adaptability to increasing environmental
demands, and therefore may more quickly reach stress thresholds under
conditions of "environmental press" (Lawton & Simon, 1968; Morgan
et al., 1984). Thus, a married older adult of marginal competence might
still enjoy a relatively independent life-style, even under somewhat stressful
or substandard living conditions, because a spouse is able to provide
necessary support. With the death of the spouse, however, a widow might
be expected to fall below the threshold for independent survival in that
particular environment and require alternative, more dependent housing
arrangements. It is consistent, then, that in our own research on housing
for the elderly, widows are those most interested in moving into more
supportive, congregate housing but are also those least able to afford it.

Fifth, the symbolic implications of losing a spouse in later years might
also be expected to affect perceived control and independence. Assuming
the cumulative effects of old age, for example, retirement, restricted income,
and diminished health status, widowhood signals a most significant and
permanent loss; in a striking parallel to the onset of an age-related physical
disability, it "marks the line between not being old and being old" (Kemp,
1985). Finally, Parkes and Weiss (1983) have noted the importance of a
widow establishing a new, autonomous identity centered on the self rather
than as a part of a couple. Presumably, a reduced psychological depen-
dence on the sense or memory of the deceased spouse (who cannot be there
when the bereaved turns to him or her to help in coping) will reduce
occurrences of perceived helplessness and facilitate the development of
successful individual coping strategies.

Cognitive-aging issues and control

For older widows, maintaining independence involves solving new prob-
lems across several domains. There are emotional reactions to be played
out and practical problems to solve that one never may have faced before
because of traditional division of tasks in an enduring marriage. However,
there are also psychological tasks, such as reshaping identities and self-
perceptions to fit current circumstances and reconstructing a life without
the deceased spouse. These processes are likely to occur under circum-
stances involving time pressure and uncertainty. Research suggests a
number of factors that could interfere with such problem-solving efforts.

First, the motivation to persist in coping quite simply could hinge on an
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awareness of the time perspective involved (i.e., 14+ years of remaining
life) and the knowledge that one can still assert some control over how that
life is to be lived. Second, many of the problems involved in adjusting to
widowhood after a long marital relationship will require exploring un-
familiar ground and mastering new tasks. Yet lack of task familiarity
appears to become more important in later years and to interfere more with
performance in problem-solving situations (Sanders, Sterns, Smith, &
Sanders, 1975). Third, older adults appear less able to attend selectively to
task- or problem-relevant stimuli and to ignore task-irrelevant information
(Hoyer, Rebok, & Sved, 1979). Yet, in widowhood, coping efforts may be
distracted by such things as the well-meaning desires and advice of family
members or friends, financial uncertainties, and immediate logistic or
housing concerns.

Fourth, assuming control may involve for some older widows a degree of
risk (emotional, social, or financial). Yet, in the experimental literature on
aging and problem-solving, elderly persons have been found to approach
ambiguous problems with increased caution (Okun, 1976). The good news,
however, is that the use of less effective problem-solving strategies by older
adults may not actually reflect lack of competence. Interventions to alter
motivation, for example, feedback or models, training in problem-solving
strategies, and simply having more time to practice or plan, all appear to
enhance performance (Reese & Rodeheaver, 1985).

Finally, an older widow's ability to manage finances, maintain social
networks, and live independently would likely reflect current level of intel-
lectual functioning. However, a study by Gribbin, Schaie, and Parham
(1980), which investigated the relationship of life-style to the stability or
decline of intellectual functioning among older widowed and nonwidowed
men and women, suggests a disruptive effect of the circumstances of
widowhood on such functioning. Over a 7-year period, scores on a family
dissolution index (primarily defined by widowhood) were negatively
associated with measures of Reasoning, Educational Aptitude, and Psy-
chomotor Speed. In addition, those respondents characterized by widow-
hood in combination with a somewhat socially disengaged life-style (e.g.,
low involvement in "people activities," little involvement in work activities,
and more frequent passive and solitary activities) showed substantially
greater cognitive declines in Word Fluency, on a summary score for Intel-
lectual Ability, and in Psychomotor Speed. The authors concluded that
current level of cognitive functioning may be influenced by the circum-
stances of an older adult's environment-life-style and that the greatest
declines were among widowed persons whose life-styles more broadly
reflected social disengagement. In response to such findings, it has been
suggested that adult education programs may help older widowed indi-
viduals to acquire or reacquire skills necessary for independent living in two
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ways: directly through instruction and indirectly through social stimulation
(cf. Willis, 1985).

Age-related cognitive factors in problem solving to date have been in-
vestigated primarily in the laboratory setting (Reese & Rodeheaver, 1985).
Thus, we can only speculate regarding generalizability to the experience of
coping with widowhood. Such findings are consistent, however, with the
literature on coping with other difficult, yet common events in old age. The
cognitive barriers to coping with one such event, unemployment in old age,
are particularly instructive (cf. Sheppard, 1976).

Unemployment, like widowhood, can be a major life stressor at any age,
and tends to be associated with helplessness, depression, stress-related
illness, mental hospital admission, and suicide (Brenner, 1973). As with
widowhood, the consequences of becoming unemployed also are related to
what the person actually loses when he or she loses a job. That is, work and
the occupational role provide more than economic security: They structure
one's time and life-style, and they provide predictability and a degree of
control over one's fate, social status, and a network for social and reciprocal
care-giving interactions (Buss & Redburn, 1983; Hansson, Briggs, & Rule,
1990). These issues are especially important to older adults, as they are
likely to have committed a greater portion of their lives to the work
organization and hence are more likely to have developed a great deal of
interdependency in the relationship. Enduring commitment and inter-
dependency in a work relationship, as in a marriage, may become emo-
tional, symbolic, and practical barriers to dissolution of the relationship
and obstacles to recovery when the relationship ends (Levinger, 1976).
Finally, older adults also face subtle cognitive interference in coping with
unemployment (cf. Sheppard, 1976). Being more committed to the em-
ploying organization, they are more likely to expect a recall and wait longer
before beginning the job hunt. They pursue more limited job search
strategies, are more reluctant to consider extending the search to new
industries or geographic locations in which they have no firsthand ex-
perience, and avoid companies they expect to age-discriminate.

Older unemployed adults, then, appear to emit a more restricted range of
potential control responses as they try to cope with this threatening life
event. Some of the restricting factors are practical (e.g., lack of mobility),
but there appear also to be important cognitive and social constraints. We
believe such constraints may also affect the range of available coping
responses among elderly widows.

Rehearsal for widowhood

One solution, however, may be to begin the coping process before the death
of a spouse and involvement in the emotionally consuming bereavement
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process. There is evidence that a majority of widows have some warning of
the impending death, and that using that time to prepare, or rehearse, for
widowhood is associated positively with long-term adjustment. One recent
study found more positive long-term adjustment (e.g., perceived pre-
paredness, resolution of grief, expectations for survival, and satisfaction
with adjustment to the death of a spouse) and decreased emotional dis-
ruption (e.g., fear, despair, depression, anxiety, and loneliness) among
women who prior to the death of their spouse had engaged in such activi-
ties. Rehearsal activities included social comparison with similar others
(widows), beginning to plan and make decisions, and actually beginning to
try to do things on their own, such as making new friends, becoming
involved in the community, taking over family finances, learning to get
around on their own, and the like (Remondet, Hansson, Rule, & Winfrey,
1987).

The career of widowhood

Gerontologists have often analyzed the experience of life events in old age
with an eye on age-graded influences. We have done so ourselves, in the
discussion so far. Now we introduce two concepts that help in thinking
about issues of personal control during an individual's later years and
about how society might facilitate well-being and independence among
older widowed persons.

The life-span developmental orientation (cf. Baltes, Reese, & Lipsitt, 1980)
holds that growth and adaptation are possible at any stage of life. More
specifically, this orientation is founded on assumptions that could foster the
opportunity for change and personal control at any time during the later
years. This orientation posits no particular point of maturity or end state
with regard to functional competence, psychological state, or ability to
adapt, and therefore no predicted schedule for decline. The focus is on
qualitative differentiation rather than on growth, maturity, and decline.
Development is viewed as a lifelong process; behavioral change and devel-
opment can occur at any point in the life course.

The orientation further assumes the role of complex, pluralistic deter-
minants of individual development. Three primary influences are normative
age-graded influences (e.g., physical maturation, family and occupational
events associated with the life cycle), normative history-graded or cohort
influences (e.g., reflecting the effects of common historical experiences like
the Great Depression, or the civil rights movement), and non-normative
influences (e.g., reflecting an individual's unique history, accomplishments,
and traumas). The relevance of non-normative influences is assumed to
increase throughout the life span and to predominate in old age.

Neither does the orientation assume a developmental path that is uni-
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directional, sequential, or cumulative. Any variety of life change processes
may commence at any time, in response to discontinuous internal or en-
vironmental events, for better or for worse. Thus, older adults should be
expected to exhibit immense heterogeneity, to participate actively in society
rather than disengage, and to pursue goals, careers, and relationships
normally available to other individuals (Sterns, 1986). The life-span
developmental orientation then implies that older individuals can continue
to learn and adapt to changing life circumstances and that they should be
able to benefit from the facilitating educational and supportive efforts of
society (Willis, 1985). They can learn to compensate for change, decline,
and the consequences of difficult life events; cognitive and emotional growth
and self-actualization remain realistic goals.

In this context, we believe it useful to conceptualize the course of wid-
owhood in terms of a career. That is, for most persons, widowhood need not
be considered the end to productive life but, rather, the beginning of a
major segment of the life course, to be pursued vigorously if it is to be
successful and fulfilling. In this sense, it is analogous to the circumstances
of an individual having to begin a new occupational career in mid- to late
life, recognizing the implications of one's new situation, assessing strengths
and limitations, and finding a way to rise to the occasion.

The career orientation helps in several ways in thinking about the course
of widowhood. First, it reminds us that for many widows there is a sub-
stantial "lifetime" still ahead, to be planned for and lived, rather than
passively experienced as one's remaining, declining years. The career model
also implies the need to assume personal control over the course of one's
life; it is important to manage one's own career. In addition, the model
suggests that we adopt a broad, temporal perspective and view the course
of widowhood in its entirety. It helps to have thought about where one
hopes to be at the various phases of one's life (Super, 1974).

It might also be useful to encourage individuals to conceptualize the
potential stages in the course of their career as a widow. The stages in a
typical widow's future might then include a time for emotional recovery; a
time for taking stock, reestablishing or restructuring support relationships,
and formulating personal directions for the future; a time for discovering a
comfortable and satisfying independent life-style and for determining an
approach to maintaining economic, psychological, and social functioning;
perhaps a time for personal growth and change; and a time for reasoned
consideration of one's last years and the assertion of a degree of control over
the arrangements surrounding one's own decline and death. The specific
details of such stages are of little importance here, as they are likely to
reflect myriad individual differences and non-normative environmental
constraints. We believe, however, that the successful assumption of per-
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sonal control rests in the widow's ability to thus construe her own life
course.

The value of career planning models of this sort has been amply demon-
strated in the literature on occupational career development. For example,
Hall (1976) has proposed a four-stage model. In the first stage, a person
explores his or her potential, interests, opportunities, and the environment.
The second stage is one of trial experiences, developing independence and
identity. The third stage involves continuing growth, maintenance of
current state, or stagnation and premature decline. The fourth stage
assumes eventual decline and withdrawal.

Hall's model, then, is a global model; within each of the four stages
(according to the life-span developmental perspective) we might expect to
see occasional adjustments, refinements, or dramatic alterations to course
in response to normative age-graded or non-normative events or influences.
Nevertheless, theory and research on such stages (with respect to occu-
pational development or one's career as a widow) can play an important
role in identifying developmental or adaptational tasks characteristic of
each stage and the factors that influence how people progress through such
stages, make choices, become motivated, develop feelings and beliefs, and
so on.

Finally, having first assumed that the rest of one's life (even in old age) is
worth pursuing vigorously, the career orientation permits us to draw on a
rich body of research on career planning and development (cf. Liebowitz,
Farren, & Kaye, 1986). Counseling strategies to assist widows could follow
well-defined occupational counseling models, focusing on occasional self-
assessments of interests, abilities, and needs, identifying goals, gathering
information, detail planning, providing feedback regarding progress, and so
on. We would also assume, however, the need for a strong motivational
component in the counseling strategy, as any depression associated with
bereavement may suppress one's ability to imagine or plan for the future
(Weiss, this volume), and because many individuals are simply not by
nature planfui or future-oriented in their approach to life. In widowhood,
then, such counseling might help an individual at almost any point in the
process to devise and carry out plans that are realistic, consistent with
personal values, and within his or her areas of competency.

The question of heterogeneity

A broad range of individual difference factors may influence a person's
vulnerability to the deleterious consequences of widowhood. In the short
term, such risk factors may include a previous frail health status, con-
current multiple life changes, income, coping style, personality, available
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social support, the nature and success of the marital relationship, the
meaning of the death (i.e., of what one felt was lost in losing the spouse),
and so on. These risk factors for short-term bereavement outcome are
discussed in detail by Sanders (this volume) and by W. Stroebe and
Stroebe (1987).

It also seems critical, however, to understand the role of such variables in
long-term adjustment among older widows. Moreover, it seems important
to consider how they might influence the counseling process or provision of
support services.

In this connection, Rowe and Kahn (1987) distinguish between usual
aging (i.e., the broadly expected patterns of age-related decline) and suc-
cessful aging (the many available examples of people who retain health and
well-being into very old age). They argue that the substantial heterogeneity
among older adults in health and well-being generally cannot all be attri-
buted to genetic influences. They point to examples of successfully re-
tained function (e.g., metabolic or cognitive function, emotional or health
stability) and to systematic but unevenly distributed predicting factors
(e.g., exercise, cardiac function, lack of stimulation, lack of autonomy or
perceived personal control, lack of social support). They further note that
a "revolutionary increase in lifespan has already occurred," and that a
"corresponding increase in health span, the maintenance of full function as
nearly as possible to the end of life, should be the next gerontological goal"
(p. 149). The path to such a goal, they argue, involves the search for, and
modification of, risk factors.

The capacity to assert personal control in widowhood would likely be
influenced by a variety of external factors, including, for example, cultural
norms regarding widows' reentry into social and economic life (Lopata,
this volume; Rosenblatt, this volume). Personal coping resources, such
as education, employability, health, and mobility, also appear critical
(Lopata, this volume). In addition, a variety of personality traits (e.g., the
hardy personality) have been associated with resistance to stress generally
and might be expected to continue to influence adjustment in widowhood
(Kobasa, Maddi, & Kahn, 1982), as would one's characteristic style
of coping with stressful events (Lazarus & Folkman, 1984). A growing
consensus among researchers suggests that personality is quite stable
throughout the adult life span, and that personal traits or styles could serve
or undermine coping efforts in old age much as they would in one's youth
(cf. McCrae & Costa, 1984; see also McCrae & Costa, this volume). Such
personality characteristics may be associated with substantial individual
differences in preference for control and willingness to assume responsibility
in old age (Rodin, 1986), as well as differences in ability to exert control. In
the section that follows, we present an example of how what the individual
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brings to the situation could influence his or her control over the avail-
ability of needed social support.

Relational competence

Social support networks cannot always be taken for granted. At least three
phenomena suggest why this is so. First, they are, by definition, anchored
in personal relationships that are themselves often problematic. Second,
across a lifetime, the personal and support relationships that constitute a
person's "convoy of social support" change in form, membership, and
function as one ages and needs change (Antonucci, 1985). As important
members of the network drop out (often through death), and as an older
adult's demands on the network change, the issue becomes one of managing
transition. Third, any dependency on a support network in old age is more
likely to involve a chronic health problem or disability than in earlier ages
(Brody, 1985). Thus, the network may be called on to assume responsibility
for extended periods of time for the health or emotional needs of an older
person. The inherent risk in this sequence is that the older person's long-
term needs will be served by a family network that is strained to the limits
of its capacity and is itself at risk. Such risks have implications not only
for the quality of care received but also for the increased likelihood of
premature institutionalization.

The characteristic vulnerabilities of support networks in old age, then,
suggest that it may be important for an individual to try to impose some
degree of control over this social (coping) resource as well. We would
expect one's relational competence to play an important role in that
endeavor. The construct of relational competence includes those charac-
teristics of the individual that facilitate the acquisition, development, and
maintenance of the personal relationships necessary to social support
(Hansson & Carpenter, 1990; Hansson, Jones, & Carpenter, 1984). Such
characteristics may involve aspects of temperament, learned dispositions,
and cognitive styles, operating individually or in combination.

Thus, the likelihood of construing one's opportunities for relationships
optimistically might be inhibited by shyness, low self-esteem, and hostility.
The ability to construct new networks might be enhanced by the charac-
teristics of sociability, social skill, and a range of instrumental traits to
include assertiveness, perseverance, internality, and so on. The ability to
access the supportive potential of an already overburdened network might be
facilitated by interpersonal skill and sensitivity, assertiveness, and low
thresholds for embarrassment and self-consciousness. Finally, the task
of nurturing and maintaining long-term, and perhaps strained, support
relationships (in one's self-interest) would be expected to be easier for
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persons with traits like empathy, emotional stability, flexibility, and
sociability and for persons able to take the other's perspective (Hansson,
Jones, & Carpenter, 1984).

Conclusions

Three general points from the preceding discussion should be emphasized.
1. The course of widowhood can extend for many years, well into old

age. It is, therefore, important to consider the interactions between the
circumstances of old age and the coping demands of widowhood. The life-
span-developmental and career perspectives have been useful in this
regard, assuming continued plasticity, functioning, and capacity for growth
into the later years, but also assuming the need for individuals to pursue
actively and planfully their desired life course. In addition, both views
imply the opportunity to adopt a long-term temporal perspective and the
utility of self-assessment, planning, and preparation to impose a degree of
predictability and control on one's future. Overshadowing such assump-
tions, however, is the acknowledgment that an individual's life course
is multidetermined and that age-graded and non-normative influences
particularly may largely determine one's capacity to exert such control.

We recently interviewed a panel of older widows (age 60-96 years, who
had been widowed between 3 and 26 years) to obtain their reactions to
the ideas discussed here and to ascertain the manner in which they had
attempted to plan and assert some control over their remaining years.
Understandably, most had not viewed the process within the abstraction of
some prescriptive model for the life course. However, most had thought
seriously about the years to come. Their plans and decisions reflected
considerable foresight and personal diversity. For example, one widow had
tried thinking about life in 5-year periods, taking on jobs and life tasks and
then periodically reevaluating. She had also thought about what living she
wanted to fit in during her remaining active years ("before age 70"), for
example, traveling. Another widow started a business, "to accomplish
something on her own for once," but also to provide income for the long
term. Several women had learned new job skills to support themselves and
had established relationships with professional financial advisers who
could assist them in planning their financial futures. Some focused on
consolidating their resources, for example, selling a home and investing the
proceeds for the long term. For those who found a job, there was a feeling
that it would help to establish a daily routine, provide structure, a place to
belong, a sense of purpose and social contact. Others had relocated to a city
closer to relatives, or had renewed church memberships, reinforcing a social
support network to be drawn upon in later years. One had developed a
system for nurturing and replacing social relationships, keeping up with
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friends at least twice a year and making one new friend each year. Another
had begun to prepare for expected disabilities, saving for relocation to a
retirement living center.

2. The perspective adopted in this discussion casts older widowed
persons as functioning participants in society, with the capacity for growth
into the later years and the responsibility to control their own destiny. This
vision could require two important responses from our social institutions,
including the family. It may be necessary to give older widowed persons the
room to reconstruct their own lives (careers) and to encourage them to take
control as they begin to compensate for change and negotiate their way.
Both of these responses may at times contradict widely held assumptions
about the elderly, or counter the reflexive, support response of the imme-
diate family. Family members especially may find this difficult because the
death of a spouse is a particularly emotional event and automatically elicits
supportive responses. Yet the literature on old age and support suggests
that families need to understand the implications of providing older persons
with too comprehensive a level of care, even at times of greatest stress.
Kahn (1975), for example, has shown that the elderly should be encouraged
to develop their functional coping skills and expectations for self-help,
and that total care can become a self-fulfilling prophecy, leading to pre-
mature decrements in cognitive and social performances and to premature
dependency.

Widows, at least, will live another 14 years on average, long after the
dissipation of intense short-term support during bereavement. Because that
period of life will, typically, be lived alone, it may be important for families
to learn to make needed support available while encouraging elderly
persons to develop the skills to cope independently. In this connection, a
recent study found that a majority of families appear to approach this issue
with great caution and sensitivity to individual differences among their
older parents (Hansson et al., 1990). In this study, 71% of adult children
intended to become involved in an older parent's care and decision making
when they perceived the need. However, intended involvement seemed to
follow a "threshold" model and vulnerability criteria that conservatively
reflected crises of physical or mental health, environmental press, or dis-
rupted social support. In addition, the process of being drawn into a
parent's affairs appeared to reflect a conservative, sequential progression of
first thinking and learning about aging issues, increased monitoring of the
parent's status, and then becoming involved as needed.

3. We have speculated in this chapter regarding the variety of factors
that might influence adaptation and well-being in widowhood, adopting
personal control as an integrating theme. We believe the control concept to
have heuristic value, and there exists a rich literature on helplessness, self-
efficacy, locus of control, reactance, the attribution of control, related health
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and psychological outcomes, and potential counseling strategies (cf. Brown
& Heath, 1984). Our understanding of successful aging and the course of
widowhood might now be substantially advanced in two ways. First, our
knowledge of control needs to be contextualized; that is, we need to "bring
time" into our analyses (Abies, 1987, p. 1). It would be useful, for example,
to assess in field studies of older adults (widowed and nonwidowed) the
domains in which control (helplessness, self-efficacy, reactance) is most
salient, likely, and problematic. It would be useful also to focus on which
coping resources are most critical to the successful assertion of control
(cognitive, intellectual, personality, social competence, level of preference
for control); on how these factors interact with the experience of stressful
life events, physical health status, available social support, and economic
status; and on the identification of reliable interventions with the elderly.

Second, we need integrative models regarding the assumption and
assertion of personal control over the course of widowhood (and old age
more generally). Such models might emulate current models of the chang-
ing nature of social support over the life course (e.g., "convoys of social
support"; Antonucci, 1985) and attempt to account for non-normative
influences, such as health, family, perceived self-efficacy, and personality,
as well as age-graded influences, such as maturation and social and occu-
pational role changes associated with the life cycle. Such models would
need to integrate these factors, while addressing the levels, forms, patterns,
and variability in control likely to be adopted or asserted at different points
in the life course.
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The support systems of American
urban widows

HELENA ZNANIECKA LOPATA

Many characteristics of a society, a community, and a person influence the
organization of that person's life at any stage, as well as the degree of its
disorganization introduced by dramatic events. For example, American
society tends to be voluntaristic, in that social involvement of adults is
mainly dependent on their own initiative. This is particularly true when
prior involvements, in the form of social roles, the social relationships they
contain, and support systems, are broken by choice or through life events.
The voluntaristic nature of the society can be a problem for persons who
were not originally socialized into such initiating behavior or who do not
have in their self-concept the self-confidence to enter new social relation-
ships and social roles. The traditional American culture discouraged
women from assertive social engagement outside the private sphere of the
home and related interactions. They were often dependent on others as
connecting links between themselves and the public sphere. This is now
particularly true of older, less educated women. In contrast, younger
women are likely to have greater knowledge of the urban world and its
resources and also the self-confidence that enables voluntaristic building
and reconstruction of support systems.

This chapter examines the support systems of American urban women
whose lives have been disorganized by the death of their husband, in order
to determine the extent to which they are dependent on traditional support
networks versus broader societal resources. A support is defined as any
object or action that the receiver and/or the giver sees as necessary or
helpful in maintaining a life-style. A support system is a set of supports of
a similar type. I will consider here the economic, service, social, and
emotional support systems of widows. A support network consists of all those
people and groups who provide supports or to whom an individual provides
them. Resources can be people, such as relatives, friends, co-workers, or-
ganization co-members, or neighbors, or objects or conditions, such as
money or health. The community or society at large can provide, with
varying degrees of choice, other resources for the development of support
systems. We need to examine the extent to which the same, or different,
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resources are utilized by women after the death of the husband as were
involved in the couple's joint support systems while he was living and well.

The analysis of support systems of widows is based on two studies
conducted in the Chicago area (Lopata, 1973a, 1979). Additional insights
come from examinations of widowhood in other parts of the world and of
North America contained in a two-volume edited work (Lopata, 1987a,b).
The second study, on support systems, involved a sample drawn by Social
Security Administration statisticians from five groups of widows: recipients
of old-age benefits, mothers of eligible father-orphans, women who received
only the lump-sum benefits to help defray funeral costs, former social
security beneficiaries who remarried, and former beneficiaries whose
children became no longer eligible. The five subsamples were drawn in
different ratios, and the weighted sample represented a total of 82,078
widows. The women were interviewed in their homes, and the questions
focused on the four support systems (see Tables 25.1-25.4).

Disorganization of life

The degree of disorganization of life produced by the death of a husband
depends on the degree to which he was an integral part of the wife's life and
self-concept, as well as on the customary status of "widow" in the com-
munity. In many societies the husband does not provide major supports,
and the widow can continue life immersed in interaction with her family or
other persons and roles. However, if her status as a widow changes all her
relationships, it can be devastating, as in traditional India for women
without adult sons. In America, despite the idealization of marriage and the
ease of divorce with which one can leave an unsatisfactory relationship, not
all women are focused on the role of wife (Lopata, Barnewolt, & Miller,
1985). A woman can have other sources of important identifications and
self-concept and can be devoted to other roles.

In general, the greater a woman's dependence on the husband, or their
interdependence, the more every aspect of her life is disorganized when he
dies. He is often the major contributor to support systems, so others may
have to take over the supports he supplied in the past. In addition, relations
with others are almost inevitably changed, making some supports im-
possible to duplicate, creating needs for new supports, or pushing the
widow to provide new supports for others, such as children. Motherhood
is different without a father, particularly when the children are young.
Couple-companionate friendship can become impossible without a partner
(Lopata, 1975b). In modern America, in-law relationships can wither, as
there is no strong legal or cultural imperative to keep them alive, unlike
the situation in many other societies (Lopata, 1973a, 1979, 1987a,b).
Membership in voluntary associations may change if they require couple
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participation or if a drop in income makes it too expensive. Economic
resources often diminish, as most American wives are still, at least partly,
dependent on their husband's earnings or other sources of income provided
by him. Financial problems may result in the need to sell the home or move
into a less expensive dwelling, sometimes in a less desirable location,
leaving behind neighbors and the children's school friends.

Thus, the resources that were the source of the support systems may
vanish or change considerably. The husband is likely to have provided not
only economic but also service supports, sharing work in and around the
household and in other areas of their life. Much of middle-class social
interaction is of a couple-companionate nature and other social supports,
such as the sharing of meals, often involve the husband. Finally, mates
provide all forms of emotional supports, ranging from sexual satisfaction to
comforting to anger.

The loss of a husband can have quite traumatic effects on the self-
concept. The woman can no longer be a wife, yet the role of widow is
absent in this culture, and returning to being a single woman is impossible.
Many of the widows we studied reached a point during their grief work of
feeling "out in limbo," not knowing "what to do with the rest of my life"
(see also Rubin, 1979). For those women who had built their identity
around being a wife, and the wife of a particular man, shifting the core of
the self-concept to alternative roles or other identities can be very painful.
The events surrounding the death can lead to a loss of self-confidence, as
well as to feelings of lack of control and incompetence in trying to create
a new life (see Parkes, as well as Hansson, Remondet, & Galusha, this
volume; see also Parkes & Weiss, 1983; Lopata, 1975a, 1986).

The strain of transition is usually accompanied by feelings of loneliness,
especially in cases in which the husband—wife relationship involved a great
deal of interaction. No other person can replace the deceased in such cases.
The first study of metropolitan Chicago widows brought forth numerous
forms and components of loneliness (Lopata 1969, 1973a). A widow can
miss the late husband as a person - unique and irreplaceable, a love object,
someone who loved her, a companion, an escort to public places, a partner
in couple-companionate interaction, someone around whom time and work
were organized, or just another presence in the home. One widow explained
that her husband had been the only one who thought what she said was
important enough to argue with, and they fought much of the time. Lone-
liness can be felt for the whole life-style a woman enjoyed while the
husband was living.

Some women are involved in what Papanek (1973) calls a "two-person
career" in which the wife is the backup person at home. Many occupations,
in America and in some other societies, are "greedy," as Coser (1974)
defines them, in that they demand so much commitment by the worker as
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to require also backup work. The husband's job can impinge on the wife's
time, space, and energy and can require cooperative effort, making it
impossible for her to have strong commitments in other roles (Finch, 1983).
Although such work is often hard and personally demanding, and the
rewards very indirect, widows can miss it. The rewards include not only
social interaction and social events but also such direct benefits as access to
housing or medical care, a comfortable income, and so forth. One widow I
interviewed greatly missed the social life she had when her husband, an
officer in a major business company, was alive. Because of the absence of a
husband and the drop in income, one of the few things she still could do
was play bridge with the wives of his former associates. The discomfort
everyone felt when she tried evening activities with the married couples led
to a withholding of invitations on both sides (Lopata, 1979).

Obviously, many aspects of loneliness cannot be solved by interaction
with others, but many can, if the widow can become involved in new social
relationships. In fact, some widows developed a much more satisfactory
life-style after the heavy grief was over, having been restricted by the
husband in the past (Lopata, forthcoming).

Resources for new support systems

In order to build new support systems the widow must modify old rela-
tionships and her life-style, unless her marriage and presence of a husband
were not involved in them. Voluntarily or not, she must make changes
necessitated by the death, and she may be able to introduce other changes
to meet her new needs or desires. There are many resources she can use for
the reconstruction of her support systems.

The society at large, through its various agencies, can be a resource,
providing services and economic supports. The community often has
numerous services available at times of crises or in daily life (see Stroebe,
Hansson, & Stroebe; Raphael & Nunn; Vachon & Stylianos, this volume).
Employers, co-members of voluntary associations, neighbors, and people
met in a variety of situations can become resources for supports and
participants in life-styles. Of course, the availability of many resources may
depend on the ability and willingness of the widow to reach out to them.

One of the main resources can be the family, defined along any lines,
fictive or through marriage, biology, or adoption. A family can be par-
ticularly supportive if easily reachable. Sharing a complex household
inevitably weaves the widow's life in with others. However, most widows
who are able to do so, economically and in terms of ability, prefer living
alone to moving into a residence controlled by another woman. Modern
societies no longer require that the eldest son or an unmarried daughter
remain with the parents in the "ancestral home," so that sharing a house-
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hold means moving in with an offspring and his or her nuclear family
(Chevan & Korson, 1972; Lopata, 1971). However, having someone in the
same residence is not the only source of day-by-day supports. Meals, child
and health care, and many household tasks are exchanged with children or
other relatives living nearby. In fact, the recent family and historical
literature documenting the absence of multigenerational households usually
fails to test for the actual location of "split" or separated households
(Laslett, 1971; Shorter, 1975). The extended family located in a close
geographic space can thus be easily available for daily interaction, although
technically, and in terms of census definitions, people are living in separate
households. In fact, there is a considerable amount of research on children,
especially daughters, exchanging numerous supports with the widowed
mother (see Brody, 1990, for a summary of this work). Neighborhoods may
also contain other people who provide a variety of supports, and the same is
true of numerous voluntary associations.

Central to a widow's resources are her personal abilities. In several
studies I have found the amount of education to be the most important
variable influencing a woman's whole life-style (Lopata, 1973a, 1973b,
1979). It provides her with the ability to define her problems or desires, to
locate outside resources, and take action toward solutions. It gives her the
self-confidence to tackle new situations and enter new social roles. The
differences in life-styles in consequence of degree of education are especially
evident among widows in urban America, which, as stated earlier, requires
voluntaristic social engagement. Our society has an extensive set of re-
sources, but not many automatically connecting links between them and
the person. Traditional connecting links are often absent. With some
exceptions, it is the individual who must reach out to obtain supports from
these resources.

Support systems

Resources in the form of people and various other social units can be
pulled into a network within which supports are exchanged. Our research
on Chicago area widows led to the description of four support systems,
including 65 different supports. The systems are economic, service, social,
and emotional. Our findings have been largely reproduced in other loca-
tions (see Lopata, 1987a,b).

Economic supports

In many parts of the world, even now, people can sustain themselves
economically without money. In fact, most of human history took place in
that stage of social development. People belong to work groups, organized
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by age and sex, and produce goods for consumption and exchange or barter
necessary items. In patriarchal, patrilineal, and patrilocal societies, the
woman enters her husband's family upon marriage and together they
maintain themselves and the children. She usually continues living with the
late husband's family, in widowhood, working as part of its productive
force. If she has sons, it is their responsibility to care for her in old age.

Recent interest in the influence of modernization or social development
on the economic supports of women has led to analyses of the methods by
which they earn their (and sometimes their children's) maintenance in
cases lacking an automatically supportive social unit. In societies in which
much of the work has not yet been converted into jobs in the organized
sector, there are many ways women can obtain necessary objects, even
money, in the informal sector. However, American cities have fewer op-
portunities for the informal sector to operate, and the main source of
economic support is in the form of paying jobs. Because of industrialization
and other, recent social developments, the division of the social world into
private and public spheres has favored the employment of men but not of
their wives, because employment would take women out of their home
where they take care of their husbands and children.

The public sphere, containing the paid labor force, has been dominated
by men with certain occupations favored for unmarried, or otherwise
economically needful, women. The income earned by a husband is assumed
to be sufficient to enable the wife to purchase necessary objects and services
for family maintenance. A problem arises, then, if the husband or his
earning power is removed from this unit. Modern societies try to solve this
economic problem in a variety of ways. Family members and church
parishes are no longer held responsible for the financial support of widows
of any age and their young children. American society has included social
security benefits for women who are widowed in old age or while they have
dependent children of the deceased in their care. The system, however,
leaves many women ineligible for these benefits, even if they had been full-
time homemakers during the life of the husband and lack skills to do paid
work outside the home (Lopata & Brehm, 1986). Some jobs are available
even to unskilled widows, but they tend to pay minimum wages and lack
other benefits. Some informal means of subsistence still exist but they, too,
are inadequate for urban living. As a result, many wives experienced a drop
in income with the death of the husband (Lopata, 1979; Lopata & Brehm,
1986). Best off were those who had multiple sources of income. On the
other hand, some women became better off financially in widowhood
because the husband was not a steady provider.

We (Lopata, 1979) asked the Chicago area widows about the in- and
outflow of economic supports, including payment, or help with the pay-
ment, of food, clothing, housing, vacations, bills, or gifts of money, and
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found them quite uninvolved in such activity (see Table 25.1). The highest
percentage of women who responded that they were involved in such
exchanges was 12, the activity was the giving of gifts or money, and they
were the givers. Children, grandchildren, and charitable organizations were
the recipients. Of those few who gave or received supports in the form of
rent or food, very few involved a sibling or any other relative. Of course,
most did not have living parents.

Our research team, in fact, was surprised by the absence of economic
supports, especially in view of the frequency with which these widows live
alone. This residential arrangement was enabled by social security, for the
most part, and was desired by the woman for several reasons. In the first
place, she wanted to remain in her own place, cooking and eating when and
what she desired, having free access to the facilities. In the second place,
she anticipated problems living in the home of someone else, especially
married children and their offspring. Finally, being independent, many
American urban widows did not wish to do housework and help with the
raising of children. They had done it once and they did not wish to do it
again. This makes them very different from widows the world over, who
often have no choice and whose adult children, especially sons, must either
continue living in the parental home or bring the widowed mother to their
dwelling. Much has been written about the conflicts or at least strain
between mother-in-law and daughter-in-law who are living in the same
dwelling.

Service supports

It is sometimes difficult to distinguish between economic and service
supports. Cooking a meal is a service, but buying the food is an economic
act. After much discussion with the various research teams who were to
conduct the studies in other places than Chicago, we developed a set of in-
and outflow services, including transportation, house repairs, housekeeping,
shopping, yard work, car care, child and sick care, help with decisions, and
legal aid (see Table 25.2).

The widows most frequently received help with transportation, but very
few gave it and then only to parents. This one-way flow of service reflects
how much the traditional American scene has been dependent on the
automobile, and norms that define the car and everything connected with
it, as in the male domain. Very few of the widows helped others with car
care, but if they did, the recipients were parents. The reason so few received
help with car care was that many did not own one, having sold or given
away the family car after the death of the husband. The widows saw
themselves as recipients of service supports much more often than as givers,
but the numbers who claimed such help were relatively small, except with



Table 25.1. Number of first listings and percentages of total listings of significant others contributing to the inflow and outflow of the

economic support systems of Chicago area widows0

Economic
support

Inflow

Gifts, money
Rent
Food
Clothing
Bills

Outflow
Gifts
Rent
Food
Clothing
Bills

No. first
listings*

7,210
7,201
9,193
4,685
6,168

10,844
4,380
4,523
2,811
3,554

No one,
not receive
or give (%)

91
91
98
94
92

87
84
75
97
96

Parents
total

2
2
1
0
2

2
5
5
1
3

Children
total

83
70
77
92
58

43
81
67
60
68

Siblings
total

5
5
7
5
4

4
10
14
9
8

Other
relatives
total

4
—

2
1
0

29
3
5

17
10

Friends
total

2
13
0
0
0

1
1
1
2
8

Other
people,
groups
total

0
6
8
1

30

20
—

4
11
4

Present
husband,
boyfriend'
total

3
4
4
1
6

2
—
4
—
0

"Percentages are computed from the universe of widows represented by our sample.
* First listings indicate the number of widows who receive or give this support out of 82,078.
c Most widows do not have a husband or boyfriend.



Table 25.2. Number of first listings and percentages of total listings of significant others contributing to the inflow and outflow of service

support systems of Chicago area widowsa

Services

Inflow
Transportation
House repairs
Housekeeping
Shopping
Yard work
Child care
Car care
Sick care
Decisions
Legal aid

Outflow

Transportation
House repairs
Housekeeping
Shopping
Yard work
Child care
Car care
Sick care
Decisions
Legal aid

No. first
listings*

44,771
34,863
18,702
32,060
25,836
2,806

10,787
45,723
33,663
15,670

14,763
1,320
9,842

10,727
2,948

16,689
108

29,302
14,694

508

No one,
not receive
or give (%)

45
57
77
61
69
96
87
44
59
81

82
98
88
87
96
80

100
64
85
99

Parents
total

0
1
3
1
2

21
2
4
2
0

8
25
8

20
17
0

68
10
6

22

Children
total

57
55
69
67
55
28
50
65
70
19

19
34
56
13
23
52
0

44
44
35

Siblings
total

8
9
2
5
4
4
4
9

10
8

7
3

10
9

20
3
6

10
11
2

Other
relatives
total

6
11
7
4

13
9
6
4
5

10

10
9
8
8
6

30
18
10
7
9

Friends
total

18
4
5

12
2

12
5
8
2
5

39
20
12
34
13
8
8

14
24
24

Other
people,
groups
total

7
10
11
6

14
10
17
6
2

55

16
3
6

16
17
6
0

16
4
8

Present
husband,
boyfriendf

total

5
11
4
5

11
17
17
4
9
2

0
4
0
0
2
0
0
2
4
0

a Percentages are computed from the universe of widows represented by our sample.
* First listings indicate the number of widows who receive or give this support out of 82,078.
f Most widows do not have a husband or boyfriend.
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transportation and during illness. Even sick care, which drew the most
responses, was obtained by just over half of the respondents, which sur-
prised us. Relatively few of these widows gave and almost none received
help with child care, which can probably be accounted for by their ages:
Many of their children were grown and without young children themselves.

It is interesting to note that the only time widows claimed to be giving or
receiving service supports was when these were not part of the normal flow
of work. A woman running her own home did not feel that she was
providing help with housekeeping to those living in it. She also did not
consider the regular work of household members to be a help to her unless
there was a special arrangement concerning it.

In general, and reflecting the gender division of labor in American
families, which is fully documented by many studies, the services given and
received were gender-specific. Sons helped with house repairs, yard work,
decisions, and car care if these were needed. Some widows explained that
they moved from their home after the death of the husband, so no longer
needed yard work. Daughters were much more frequent providers of service
supports than were sons, partly because the work involved fell into the
female province but mainly because they were more active in all support
systems. When friends appeared, it was mainly as givers or, more fre-
quently, as recipients of transportation and shopping. Such activity was
shared with them more often than with children or other relatives.

Social supports

As with the other support systems, the social ones tended to be culture-
bound. For example, in Chicago we could ask a widow if she went to public
places, such as movies or restaurants, and if so, with whom, but the same
question would be meaningless in many other parts of the world because
such resources do not exist. The widows were asked if they went to public
places or to church, engaged in visiting or entertaining, ate lunch, played
games or sports, traveled out of town, celebrated holidays, or undertook
any other social activity with anyone. If the responses were positive, we
asked with whom they shared this activity (see Table 25.3).

Interestingly, half of the Chicago women claimed never to go to public
entertainment establishments. Those who did were usually accompanied by
friends or their children. Visiting drew many more responses than did
entertaining, undoubtedly because the latter is a more class-biased concept,
implying formal arrangements. Friends again appeared in this support. The
women went alone to church but met people there. The most frequent
social event, shared mainly with children and other relatives, was the
celebration of holidays. On the other hand, there were relatively many
Chicago area widows who were alone at these special events. About four in



Table 25.3. Number of first and total listings and percentages of total listings of significant others contributing to the social support

systems of Chicago area widows0

Social activities

Public places
Visiting
Entertaining
Lunch
Church
Sports, cards, and games
Travel out of town
Celebrate holidays
Other activity

No. first
listings*

40,243
64,869
48,964
51,399
62,078
34,337
48,460
73,853
3,291

No. total
listings^

59,944
110,063
88,970
79,607
79,318
56,709
68,046

142,108
4,064

Does not
engage in
activity

(%)

51
21
40
37
24
58
40
8

96

Parents
total

1
2
1
1
1
0
1
2
1

Children
total

28
29
23
18
35
12
35
52
17

Siblings
total

6
11
6
7
6
5

11
10
0

Other
relatives
total

6
10
19
5
5

10
9

25
0

Friends
total

38
40
43
51
15
58
15
7

24

Other
people,
groups
total

6
5
5

12
3
8
2
2
6

Self
total

3
2
0
2

33
2

21
0

47

Present
husband,
boyfriend'*
total

12
2
2
4
3
4
6
2
3

"Percentages are computed from the universe of widows represented by our sample.
b First listings indicate the number of widows who engage in this support out of 82,078.
cTotal listings refers to all the people (up to three) the widows listed.
^ widows do not have a husband or boyfriend.
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ten of the respondents never traveled out of town and an even larger
proportion did not play any kinds of games. Those who did were usually
interacting with friends. In fact, it is in the social support system that
friends finally appeared, not often being listed in the economic or service
supports, with the exception noted earlier.

The concept of friendship is also culture-bound and, we suspect, class-
bound (see the Lopata & Maines volumes on friendship, 1981, 1990).
Americans appear to think that friendship is something of a luxury, that it
should not interfere with the "important" social roles - occupation for the
man, wife and mother for the woman. It is relegated to the young and the
old. It often appears in descriptions of widows in retirement communities
and we expected it to be very prominent in the lives of the widows, most of
whom did not have small children and the vast majority of whom had not
remarried and therefore were not engaged in an active role of wife. In
fact, friends were more frequent than any other people as companions in
ventures to public places, visiting and entertaining, sharing lunch, and
playing games on the part of women who claimed such interaction. Thus,
only 59 percent of the widows shared lunch with someone and 51 percent of
these listed friends. Only 39 percent played games, and 58 of these women
did so with friends. Holidays were spent with relatives, not with friends,
which is a very interesting commentary on this type of event. The most
friendless were widows who had either moved into a new neighborhood and
lacked skills at friendship making, or were the remnants of their own ethnic
group in a neighborhood now occupied by another group. Social interaction
with friends also requires reciprocity, which is often hindered by health or
financial problems. The most socially active were the middle- and upper-
class widows in the Chicago area and the majority of rural widows all over
the world (Lopata, 1987a).

Emotional supports

The emotional support system includes relational sentiments: To whom
does she feel closest? Whom does she most enjoy being with, tells problems
to and is comforted by? Who makes her angry most often, and to whom
does she turn in times of crisis? Other emotional supports are feeling states
or aspects of the self-concept. Who makes her feel important, respected,
useful, independent, accepted, self-sufficient, and secure? The questions
were distributed throughout the interview to avoid response set, and the
answers proved highly indicative of social relationships in each society in
which they were asked (see Table 25.4).

The importance of the son in highly patriarchal cultures is reflected in
the study of widowhood in India, Korea, and Turkey (Lopata, 1987a; Ross,
1961). In America, it is the daughter who appeared most often in the



Table 25.4. Number of first and total listings and percentages of total listings of significant others contributing to the emotional support

systems of Chicago area widows at the present timea

Emotional
supports

Sentiments
Closest
Enjoy
Problems
Comfort
Angry
Crisis

Feeling states

Important
Respected
Useful
Independent
Accepted
Self-sufficient
Secure

No. first
listings*

80,044
80,706
81,664
81,304
80,320
80,170

79,630
81,035
80,459
79,819
77,698
78,953
79,883

No. total
listingsf

144,277
145,463
112,996
117,671
89,275

114,490

128,246
114,162
126,334
96,552

128,472
100,140
111,801

Parents
total

3
2
2
2
0
3

2
2
2
0
1
1
1

Children
total

60
52
42
45
22
54

57
52
50
20
40
21
36

Siblings
total

10
8
9
9
3

10

4
4
4
4
4
4
4

Other
relatives
total

9
13
4
4
4
5

7
7
2
2
7
3
7

Friends
total

10
16
12
11
2
7

9
12
7
3

19
6
4

Others
total

2
3
5
5
9
4

4
13
9
7

14
5
9

Self
total

1
0
6
4
1
3

4
4

11
50

7
49
30

No
one
total

2
5

21
21
63
12

12
4

13
7

10
10
10

Present
husband,
boyfriend^
total

3
4
4
5
2
5

5
4
4
2
4
3
5

"Percentages are computed from the universe of widows represented by our sample.
b First listings indicate the number of widows who receive or give this support out of 82,078.
c Total listings refers to all the people (up to three) the widows listed.
''Most widows do not have a husband or boyfriend.



394 HELENA ZNANIECKA LOPATA

emotional system, as she did in all the others (Lopata, 1979, 1991). There
are several explanations for this divergence. In the first place, traditional
patriarchal societies often forbid women from inheriting property, and the
mother is highly dependent on her son. In the second place, the son is
responsible for the welfare of the mother, and this usually means that they
live together throughout the life course, whereas the daughter moves away
upon marriage. In more industrialized societies the mother tends to be
more independent economically and residentially. The son is also free to
move away and concentrate on his family of procreation rather than being
tied to his family of orientation. Mother-daughter relationships, on the
other hand, can be close (Chodorow, 1978; Fisher, 1986). Their roles and
lives are more similar than those of mother and son, and the younger
woman no longer has to ignore the mother in favor of her husband's family.
The studies of American widows indicate a strong involvement of at least
one daughter in the support system of the mother (Lopata, 1979).

There were several surprises in the emotional support systems of the
Chicago area widows. Each respondent was given the opportunity to list up
to three persons in each of the 13 supports. Grandchildren did not contri-
bute as often to the emotional supports as expected. Only if the interaction
was frequent did the grandmother refer to grandchildren as people she most
enjoyed being with. The geographic dispersal of the family can lead to
rather infrequent contact. As mentioned earlier, relatively few of the widows
were involved in helping others with the care of children. Only a tenth of
the respondents listed a sibling as the person closest to them or someone to
whom they turned in times of crisis. All other emotional supports drew even
fewer listings of brothers and sisters (Lopata, 1978). The absence of siblings
from the support systems of most widows contradicts the literature on the
family, which stresses the importance of the extended unit (see Shanas &
Streib, 1965; Litwak, 1965). A careful examination of the research on which
this literature is based, however, points mainly to the parent—child, not to
the collateral, line of supports. The failure of the siblings to enter most of
the 195 supports of Chicago widows points also to the difference between
them and the situation of widows in many other parts of the world (Lopata,
1978).

Another surprising finding of our study was the relative infrequency
with which friends appeared in the emotional support system. The social
supports or companionship did not necessarily translate into emotional
supports. We expected greater use of friends as confidants and comforters,
but here, again, it was mainly the children who provided such supports.
Thus, the distribution for people to whom the widows felt closest was
as follows: 60% children, 10% each siblings and friends, and 9% other
relatives. A similar pattern emerges when we ask whom the women most
enjoyed being with: 51% children, 8% siblings, 12% other relatives (usually
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grandchildren), and 16% friends. This certainly accentuates the impor-
tance of children. Finally, we had expected a more open admission of anger,
but two-thirds of the Chicago widows claimed that no one made them
angry.

Summary and conclusions

The modern urban world in which many American widows are living
is considerably different from the traditional one in which women are
embedded in networks of family and village. Some of the older Chicago
area widows grew up within the traditional support networks, in other
countries or in ethnic communities here. Social development, experienced
particularly in America, expanded urbanization, industrialization, personal
mobility, a money economy, and work organized into jobs: these changes
introduced the need for voluntaristic engagement at all stages of life beyond
childhood. However, they are not felt uniformly in all areas of a society;
traditional and "modern" aspects of life often coexist. People socialized
before the great changes are apt to have problems in social engagement and
in reconstructing support systems that have become disorganized by such
an event as the death of a spouse.

Generally speaking, older women appear to have typically been social-
ized into involvement in the private sphere of life while men operated in the
public one. As a result, women were dependent on primary relations for
their support systems, the husband, children, and others serving as the
connecting links between them and the resources of a society. When such
links are broken, and the society makes no effort to replace them, some
widows can become socially isolated, economically destitute, and unable to
create new support networks. Personal resources remain the main sources
of support systems for the majority of widows. Some become heavily de-
pendent on their children, usually a daughter, and live in a very restricted
social life space. Such people need societally created links to existing
resources for economic, service, social, and emotional support systems.
Communities should be encouraged to develop neighborhood support
networks. These could be composed of representatives of existing service
organizations that would locate people going through disorganizing ex-
periences such as the death of a significant other and to provide such
connecting links. Like the "widow to widow" programs, such support
providers could offer information about existing resources and contact with
people and groups who can offer needed supports (Silverman, 1987b).

On the other hand, American society has provided mass education,
a new view of women as competent to function outside the home, and
resources for social engagement. Social security has created economic
independence for many widows. In addition, there are many pockets of
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traditional social networks, extended families, neighborhoods, churches and
other voluntary groups, and even communities purposefully created to
ensure all forms of supports. As a result of social change existing side by
side with the perseverance of many traditional life patterns, there is a great
heterogeneity of life-styles and support systems among modern American
widows.



26

The role of social support in
bereavement

STANLEY K. S T Y L I A N O S AND
MARY L. S. V A C H O N

Bereavement is a social network crisis. The vacuum created through the
loss of a significant relationship, especially in a closed network, will draw
the entire group into distress. The joint experience of suffering may render
network members unable to support the individual for whom the loss is
most immediate and profound.

The finding that the single best predictor of high distress 1 month after
bereavement was a lack of contact with old friends who had often dropped
away during a protracted period of illness (Vachon, 1979) underscores
the importance of network support in the days following bereavement.
Moreover, a deficit in social support has been associated with poor outcome
in bereavement as measured by poor health in the first bereavement year
(Maddison & Walker, 1967; Maddison, Viola, & Walker, 1969; Raphael,
1983), continued high distress 2 years after bereavement (Vachon et al.,
1982b), an increased use of antianxiety medications (Mor, McHorney, &
Sherwood, 1986), and for those who have lost a spouse, more strain in
adjusting to the new role of being both single and a widowed person
(Bankoff, 1986).

This chapter reviews the literature on social support as it applies to those
bereaved through the death of a spouse, in order to examine the interaction
of the bereaved with members of their social network and the perceived
helpfulness of that network. Formal and informal support efforts that do
and do not facilitate adaptation to bereavement are considered.

Social support: An overview

Support as a multidimensional process

Social support is a transactional process requiring, for its optimal provision,
a fit among the donor, the recipient, and the particular circumstances
(Heller & Swindle, 1983; Shinn, Lehmann, & Wong, 1984). Social support

The authors wish to express their appreciation to Darianna Paduchak for her assistance in the
preparation of this manuscript.
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includes four types: emotional support, appraisal support, informational
support, and instrumental support (House, 1981). Emotional support
involves actions that enhance self-esteem. Appraisal support provides feed-
back on one's views or behavior. Informational support entails giving
advice or information that promotes problem solving. Finally, instrumental
support is the provision of tangible assistance.

Social support is a process with multiple components. The "goodness of
fit" between donor activities and the needs of recipients is governed by the
amount, timing, source, structure, and function of social support. There
must be an adequate balance between the amount of support offered and
the perceived threat engendered by a particular situation. In addition, the
type and amount of support most useful to distressed individuals may
change over time.

Different sources of support may vary in effectiveness in different cir-
cumstances. Suggestions from family and friends may be perceived as
criticism, whereas the same or similar suggestions made by professionals
may be viewed as neutral expressions of helpful concern. The perception of
disapproval from primary others can become a source of ongoing strain or
conflict that may generate shame or guilt, anxiety, frustration, and/or
despair (Thoits, 1985).

The structure and quality of a social network may facilitate or interfere
with the provision of social support. One key variable is network density,
the extent to which members of a social group know and contact one
another (Walker, MacBride, & Vachon, 1977). In studies of the impact of
divorce and widowhood, high- and low-density networks had differing
effects (Hirsch, 1980; Wilcox, 1981). High-density networks, especially
those in which families and their friends maintained close relationships,
often promoted greater symptomatology, poorer mood, and lower self-
esteem. For example, widows and widowers from large, long-standing
support networks and making frequent contact experienced high levels of
somatic symptoms and a loss of control (Warner, 1987). In contrast, in low-
density networks, where group members were not necessarily well known to
one another and did not have reciprocal relationships, women were able to
develop new social roles consonant with their changed status. High-density
networks also increase the possibility that in stressful life events involving
loss, several group members may concurrently experience distress, a con-
dition termed network stress (Eckenrode & Gore, 1981). In such situations
network members may not have the emotional energy to deal with one
another's needs.

Other structural and qualitative dimensions of social networks have been
shown to be significantly associated with adjustment to bereavement. In a
longitudinal study of bereaved spouses between the ages of 50 and 93,
Dimond, Lund, and Caserta (1987) demonstrated that network size was
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negatively correlated with depression scores, while positively correlated
with perceived coping and life satisfaction at 2 years' postbereavement.
Qualitative network characteristics, such as having the opportunity to
express oneself, sense of closeness to members, and quality of interaction,
were significantly correlated with outcome at various intervals within the 2
years of loss. Similarly, Goldberg, Comstock, and Harlow (1988) found that
total network size was related to widows' perceived need for help with an
emotional problem 6 months following bereavement; in addition, friends
were of greater importance in reducing the risk of developing emotional
problems than family, and widows with four or more friends with whom
they had regular contact were less likely to endorse the need for counseling.

Qualitative dimensions may be important to understand the different
findings of Dimond et al. (1987) and Warner (1987) regarding the impact
of network size and density on outcome; being a member of a large network
does not guarantee that one will have adequate confidant relationships or
opportunities for mutual support and caretaking.

Lund, Caserta, Van Pelt, and Gass (1990) examined the impact of
bereavement on the social networks of bereaved men and women between
the ages of 50 and 89 and found these networks to be relatively stable over
the 2-year period following the death of a spouse. However, compared to
younger study participants, those over 75 years of age had significant
reductions in their primary networks of relatives and close friends and a
diminished sense of closeness to primary network members. Such structural
changes in the networks of elderly individuals may place them at increased
risk for support deficits and negative adjustment outcomes.

Support functions

Social support serves a variety of functions. It may be important to have
particular types of social support during certain life events. Cohen and
McKay (1984) have hypothesized, for example, that bereavement and other
disruptions of close interpersonal relationships create a need for the support
mechanisms they call "belonging"; close, relatively intimate relationships
will be most effective in meeting this need. Rook (1987) has found that
those exposed to major life events require both help from others, or social
support, and companionship, that is, social exchanges providing recreation,
humor, and affection, which contribute to a sense of well-being. Whereas
support may protect people from the debilitating effects of life stress,
companionship protects them from the emptiness and despair associated
with loneliness (Rook, 1987).

Social support also provides a mechanism for social comparison. In the
absence of objective criteria or when confronted by new or ambiguous
experiences, people tend to compare themselves with similar others, or
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individuals in similar situations, in order to evaluate their behavior or
feelings (Festinger, 1954). Self-help groups can provide someone in a new
and unaccustomed role with a group of peers for social comparison (Shinn
et al., 1984). The possibility for social comparison is also enhanced by a
heterogeneous social network, where there is increased likelihood that
another network member will have had a similar experience (Walker et al.,
1977).

Support system as stressor

Although social support systems are potentially helpful, they may also be a
source of stress (Gottlieb, 1983; Lehman, Ellard, & Wortman, 1986;
Wortman & Lehman, 1985; Wortman & Silver, 1989). The social support
system may respond in a negative manner if the person undergoing a
stressful life event is not adjusting as others would expect. Wortman and
Silver (1989) have identified assumptions commonly held by researchers,
clinicians, and laypersons regarding the grieving process: Intense distress or
depression is inevitable; intense distress following loss is necessary and its
absence is pathological; grief work is necessary; and recovery from loss is
expected within a relatively short time. In reviewing recent, well-designed
studies of irrevocable loss through the death of a spouse or a physical
disability, Wortman and Silver (1989) failed to find support for these
assumptions. In an earlier study, Lehman, Wortman, and Williams (1987)
examined bereavement outcome following the sudden death of a spouse
or child in a motor-vehicle accident. Compared with matched controls,
bereaved spouses demonstrated significant differences on measures of social
adjustment, psychiatric symptoms, and psychological well-being 4 to
7 years following their loss. These data, coupled with the finding that
bereaved parents and spouses continued actively to think about and process
the loss of their loved ones, challenge the belief that recovery will be rapid
and complete. Shinn et al. (1984) have emphasized that negative inter-
actions that derive from supportive efforts are actually additional stressors,
not just indicators of a lack of social support. Such negative interactions
may potentiate the effects of other stressors.

Positive social ties (relationships offering companionship, emotional and
instrumental support) and negative social ties (relationships engendering
feelings of anger and conflict and characterized by criticism, exploitation,
and disappointment) appear to be distinct entities with differing impacts on
distress and psychological well-being during major life transitions (Finch,
Okun, Barrera, Zautra, & Reich, 1989). Factor analysis confirmed positive
and negative social ties as independent and relatively invariant constructs
across samples of elderly individuals experiencing the loss of a spouse,
recently disabled through physical illness, and low-risk matched controls
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(Finch et al., 1989). Positive social relationships were positively correlated
with psychological well-being, and negative relationships were negatively
correlated with psychological well-being and positively correlated with
distress.

Perceived social support and adaptation to bereavement

There is no definitive way to measure the exact helpfulness of a specific
support attempt. Therefore, social support may be construed as a property
of the individual, as interventions must be seen as helpful by the recipient
in order to be supportive (Shumaker & Brownell, 1984). The structural and
functional characteristics of a social network influence the potential avail-
ability of support, but it is the individual's appraisal of actual network
transactions that determines whether help has been provided in the face of
threat (Heller, Swindle, & Dusenbury, 1986).

The appraisal of support

The findings of Antonucci and Israel (1986) emphasize the importance of
individual appraisal in supportive exchanges. They showed that congruence
of perception among network members (i.e., the extent to which a principal
respondent and his or her network members agreed on the amount of
support provided or received) was positively linked to the closeness of their
relationship. There was typically a low degree of agreement between
principal respondents' and network members' perceptions of specific sup-
portive transactions. Importantly, however, congruence of perception
was not predictive of life satisfaction, happiness, or negative affect, sug-
gesting that the individual's perception of the support exchanged is of
greater significance to outcome than the congruence of network members'
perceptions.

Another theoretical perspective distinguishes between perceived support,
defined as the belief that support is potentially available from one's social
network, and received support, which refers to actual supportive exchanges
between network members (Lakey & Heller, 1988; B. Sarason et al., 1991;
I. Sarason, Sarason, & Pierce, 1990; Wethington & Kessler, 1986). Using a
cross-sectional analysis, Wethington and Kessler (1986) examined the
impact of perceived versus received support on psychological distress
for 365 married participants undergoing a stressful life event. Perceived
support appeared to mitigate distress independent of the support received
in response to life crises and was not merely a reflection of supportive
transactions, as suggested by others (Wethington & Kessler, 1986). Lakey
and Heller (1988) studied the stress-attenuating effects of perceived versus
received support by rating the responses of college students on social
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problem-solving tasks, finding that the tasks were experienced as less
stressful by students with higher rather than lower perceived support
scores. Perceived support was unrelated to the support efforts offered by
students' companions who participated in the study.

Personality variables

There is growing evidence that personality attributes, either long-standing
or temporal and mood-dependent, influence both the mobilization of
support and the perception of its availability and provision (Heller et al.,
1986; Hobfoll & Freedy, 1990; B. Sarason et al., 1991; I. Sarason et al.,
1988; Wethington & Kessler, 1986). Hobfoll and Freedy (1990) posited that
the traits of mastery and self-esteem are central to the effective mobilization
and use of available support. In an experimental study of perceived social
support, B. Sarason et al. (1991) demonstrated that beliefs about the
availability of support and satisfaction with available support were strongly
influenced by self-concepts and cognitive models that guide appraisals of
social interactions. The data suggested that there was a linkage between
self-esteem and perceptions of the coping abilities of self and others. Indi-
viduals with a greater sense of perceived support appeared to view others
less defensively, probably as a consequence of greater self-esteem (B.
Sarason et al., 1991). Moreover, individuals who believed that support was
available should they need it, and who were satisfied with the level of
support available to them, felt highly positive about themselves.

Although personality variables have been associated with social support
and bereavement outcome, it is unclear whether people who were emo-
tionally healthy to begin with were better able to elicit social support to
meet their postbereavement needs (Osterweis, Solomon, & Green, 1984).
For example, in a 2-year longitudinal study of bereaved spouses over age
50, Lund et al. (1985) found that low self-esteem, even prior to bereave-
ment, was likely to predict coping difficulties 2 years following the death of
a spouse. Therefore, the authors suggest, self-esteem appears to influence
bereavement coping difficulties, rather than the reverse. In this study,
personality factors were not directly associated with social support. Most of
the study participants had fairly positive social support relationships, due
in part to the fact that 76% were Mormon.

In a longitudinal study of 162 Toronto widows, Vachon and colleagues
(1982b) demonstrated that personality factors were associated with 2-year
bereavement outcomes. Widows with enduring high distress were more
likely to have scored as being emotionally less stable, apprehensive and
worrying, and highly anxious. Although those with high distress had lower
social support, the limited number of high-distress women who completed
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the personality measure precluded finding a direct association between
personality factors and social support.

A smaller study of 51 Israeli widows of soldiers (Malkinson, 1987)
showed a more specific interaction between personality and social support.
Widows with high self-esteem tended to perceive more emotionally helpful
experiences as coming from their social support systems, whereas widows
with low self-esteem perceived more instrumentally helpful ones.

An individual's personality may also determine the manner in which he
or she attempts to elicit social support in bereavement. Bankoff (1986)
found that widows with a low need for affiliation and strong prior depen-
dency on their husband had less peer support than did those with the
opposite characteristics. The finding may reflect a withdrawal of network
members due to the closed and exclusive quality of these husband-wife
dyads.

Perceived helpfulness of network members

Although findings are not consistent across studies, there are data indi-
cating that widows receive support from a variety of sources. Vachon
(1979) rank-ordered the perceived helpfulness of various network members
of widows over the first 2 years of bereavement. Friends were most often
endorsed as being helpful, followed by the widow's family of origin, and
then by children over age 18. Children were most frequently listed as most
helpful at 1 and 6 months after bereavement, but friends were important
even that early, and their importance as the major source of social support
increased over time. Friends were always seen as slightly more helpful than
family of origin, and much more helpful than in-laws, whose supportive role
dropped off quite quickly.

Bankoff (1986) studied young widows and also found that the role of
friends became increasingly more important over the course of bereave-
ment. Although parents initially were the most important source of social
support, single friends and other widowed friends proved to be most helpful
over time. Furthermore, peer social support was a key factor associated
with an enhanced sense of psychological well-being. The widows with
strong peer support were more apt to report that their close friends were
widowed or otherwise single; though they continued to see their old friends,
they reported that more of their closest friends were new friends who had
been made since their bereavement.

In an earlier study of young widowed persons, Glick, Weiss, and Parkes
(1974) found the role of family members to be more important. In a study
by VandeCreek (1988), elderly surviving spouses who were satisfied with
their adjustment found family members, friends, and neighbors equally
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helpful during the 8 to 9 months following bereavement. Parkes and Weiss
(1983) have concluded that what seemed to matter most was not so much
how many people were initially available to the bereaved spouse but
whether their support was utilized over time. This persistence of support
may, of course, be ultimately related to personality variables.

Ferraro, Mutran, and Barresi (1984) found that individuals widowed
between 1 and 4 years were most iikely to increase their involvement in
friendship networks. Participation in formal associations often decreased,
whereas relationships that offered intimacy and support were likely to
be increased in order to compensate for the lost spousal relationship.
Involvement with friends may be a function of social class, for middle-class
widows have been found to be especially involved with friends as a major
source of social support (Ferraro et al., 1984; Lopata, 1979).

It appears that, though family support is crucial in the initial stage of
acute grief, as one adapts to the new role of widowed person, friends, and
frequently new friends, become more important.

Support efforts that don't work

It has been hypothesized that part of the difficulty in the social interactions
between the bereaved and their social networks may occur at the pre-
conscious, physiological level. "The nonverbal signals, mannerisms, tones
of voices, gestures, facial expressions, brief touches, and even timing of
events and pauses between words may have physiologic consequences -
often outside the awareness of the participants" (Hofer, 1984, p. 194). The
individual's unconscious response to these variables may in part determine
whether or not a given action is perceived as being helpful.

Wortman and Lehman (1985) classified situational factors that in-
fluenced whether or not support attempts made to victims of life crises were
seen to be beneficial. Lehman et al. (1986) compared helpful and unhelpful
support attempts reported by 94 bereaved persons who had a spouse or
child die in a motor-vehicle accident 4 to 7 years previously. The bereaveds'
responses were compared with a matched control group of 100 subjects who
were asked what they would do to support someone who had suffered such
a loss. The most helpful supports mentioned by the bereaved were contacts
with similar others and the opportunity to express feelings without having
them dismissed or being given the message that one was coping poorly. The
most unhelpful responses were giving advice and encouraging recovery.

When the control respondents were asked what they would do, they gave
the right responses. Yet, within their own support networks, the bereaved
did not feel they received as much help as they needed. Of course, it is
possible that if the control group had actually been called on to help
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bereaved persons, they might have given more help than the bereaved
reported receiving. Nevertheless, Lehman et al. (1986) suggest that part of
the reason for difficulties that may occur in the interaction between the
bereaved and help providers may be that people know hypothetically what
to say to a person who is bereaved but "the tension inherent in face-to-face
interactions with the bereaved impedes the delivery of those strategies that
would be effective" (p. 443). This problem may be due to anxiety about
interacting with victims of life crises, inexperience, or the fear of doing the
wrong thing. In any case, the potential supporter may be so uncomfortable
that natural expressions of concern are inhibited and the helper acts pri-
marily to minimize his or her own anxiety (Wortman & Lehman, 1985).

It may be, as Hofer (1984) hypothesized, that there are nonconscious
responses at a physiological level between the potential helper and the
bereaved. Those closest to the bereaved may be least able to be helpful -
the majority of the unhelpful responses in Lehman et al.'s (1986) study
were from family and friends. These people may both feel most responsible
for alleviating the distress of the bereaved and also have their lives most
disrupted by the bereaved's ongoing distress. In addition, they may invest
the most in attempting to alleviate the distress of the bereaved and feel
very frustrated when the bereaved doesn't respond to their well-meaning
interactions by soon becoming and staying less distressed. Dakof and
Taylor (1990) noted that whether a specific support effort is viewed as
helpful or unhelpful may depend on the nature of the relationship between
support recipient and support provider.

Schilling (1987) observed that members of social networks who are
frustrated in their support attempts may withdraw their support before the
person in need can benefit from their approaches. Conversely, he warns,
network members may become so invested in helping that the person is
never encouraged or allowed to become self-reliant.

M. Stroebe and Stroebe (1985) note that in Maddison and Walker's
study (1967), widows with bad outcome perceived deficits in areas involving
emotional, validational, and instrumental roles. However, Malkinson
(1987) found that both good-outcome and poor-outcome subjects were
more bothered by inadequate emotional support than by a lack of practical
assistance.

There is evidence that, if there are concurrent stressors in addition to
bereavement, the social support network may be perceived as being less
helpful. Both the Toronto bereavement study (Vachon et al., 1982b)
and the Chicago study by Bankoff (1986) found an association between
perceived low social support and health and financial problems. Both
studies suggest that a recent drop in the status of one's health or finances
might inhibit peer support, and that if within a friendship system one
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member experienced severe personal difficulties for a relatively long period
of time, then the exchange could be seen as becoming too one-sided,
thereby weakening the relationship and reducing support.

Facilitating adaptation to bereavement: Augmenting
social support

Interventions to help the bereaved usually involve providing additional
social support as well as helping the individual to access his or her pre-
existing social network. Such intervention approaches may occur at various
points along the continuum of adaptation to bereavement. Initially, family
and friends might be most helpful, with possible assistance from pro-
fessionals or one-to-one contact with members of a self-help support group.
At a later point, friendships become crucial and a mutual self-help program
might be helpful.

Naturally occurring intervention

Training for the family and friends of the bereaved, as well as for the
professionals involved, has been advocated (Lehman et al., 1986; Wortman
& Lehman, 1985). Family and friends should be encouraged to allow the
bereaved to express his or her feelings rather than shutting them off in
attempts to avoid the helper's own feelings of impotence or insecurity,
which arise if the helper feels unable to act, help, or "do something" to
make the bereaved person well or to alleviate suffering. Potential helpers
might be assisted to gain insight into how their own grief, needs, and
desires might cause them to become too invested in the victim's recovery.
Finally, they might be advised to listen to the bereaved without feeling
obliged to make comments or offer advice.

Helpfulness of professionals

Vachon (1979) found that at 1 month after bereavement 43% of the women
had seen their physician at least once, and their physician visits increased
over the first year of bereavement compared to the previous year. In a
study on help seeking during life crises and transitions, Brown (1978)
found that whereas bereavement was second only to unemployment in the
percentage of people who reported being distressed by it, widows were less
likely than many other groups to seek help with their crisis. When they did
seek help, unlike those going through other life crises, widows were more
likely to go to professionals than to members of their own informal network.
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The utilization of physician services by the bereaved may be a search for
legitimate social support, especially in the elderly (Mor et al., 1986). This is
suggested by the fact that widows who sought counseling were found to
have less social support and more concurrent stressors (Vachon, 1979).
However, physicians and other health professionals are seldom endorsed as
a major source of social support (Bankoff, 1986; Vachon, 1979; VandeCreek,
1988). This may be partly because the expectations and needs of the
bereaved person are not clear to the professional, and in addition, there
may be difficult relations between professionals and the bereaved. A physi-
cian may feel in part responsible for the death and the bereaved may fear
they will be labeled as coping poorly with bereavement when in fact they
are experiencing a normal reaction (Silverman, 1982). Research bearing on
the physician's role in promoting the successful adaptation of the bereaved
has been presented by Tolle, Bascom, Hickam, and Benson (1986). These
authors examined the communication between primary care physicians and
their patients' surviving spouses, and noted that of 105 surviving spouses
who were interviewed, only 36% had some contact with hospital physicians.
Moreover, 55% of the survivors had unanswered questions regarding the
spouse's death. Although primary care physicians may provide important
support to the bereaved at the outset of loss, effective communication with
the surviving spouse is compromised by a lack of established follow-up
procedure.

Individual intervention by professionals

The best example of the efficacy of professional intervention for the newly
bereaved is Raphael's (1977) assessment of 200 Australian widows in
the early weeks after their husband's death. The strongest predictors of
morbidity were the bereaved's perception of nonsupport for her grief and
mourning and an ambivalent relationship with the deceased. The most
significant impact of intervention occurred with the subgroup of widows
who perceived their social networks as being very nonsupportive during the
bereavement period. Positive responses to individual professional interven-
tion for individuals who perceived their social networks as inadequate were
also reported by Gerber, Weiner, Battin, and Arkin (1975).

Williams and Polak (1979) reported negative results with interventions
offered to families immediately following a sudden death. The unexpected
availability of specially trained professionals, whose role it was to decrease
the distress experienced in response to sudden death, may have interfered
with naturally occurring help from the preexisting network. (See Raphael,
Middleton, Martinek, & Misso, this volume, for a more complete review of
this area.)
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Individual intervention by trained volunteers

Individual intervention carried out by trained volunteers, who may or may
not be bereaved, has been found to be effective in studies of survivors of
suicide (Rogers, Sheldon, Barwick, Letofsky, & Lancee, 1982), as well
as with high-risk bereaved survivors of hospice programs (Parkes, 1980).
Negative results have been reported, however, in a large controlled study
of bereavement intervention at the Royal Victoria Hospital in Montreal
(Kiely, 1983). Bereavement intervention was provided for those whose
family member had died on the Palliative Care Service and compared with
bereavement intervention for those whose family member had died else-
where in the hospital. The study also measured the impact of intervention
by trained volunteers compared with nurses.

A small, earlier study of 20 cases (Cameron & Parkes, 1983) had shown
that bereaved survivors from the Palliative Care Service who received
6-month follow-up by a nurse showed significantly fewer psychological
symptoms and less lasting anger than a matched control group, but the
larger study did not confirm these earlier findings. However, the larger
study had a very substantial attrition rate, with complete data being avail-
able for only a small percentage of subjects, although it was not clear why
there should have been such attrition in both the experimental and control
groups. The data showed that the postbereavement intervention group from
the Palliative Care Service reported twice as many symptoms as the other
group and was worse off on several measures 2 years after the death. Those
receiving intervention by nurses had more difficulty than those receiving
intervention by trained volunteers (Kiely, 1983).

Group intervention by professionals

Group intervention by professionals is sometimes carried out by pro-
fessionals alone and sometimes in conjunction with bereaved persons.
Barrett (1978) examined three different group interventions for widows: a
self-help group, a confidant group, and a consciousness-raising group. Two
nonwidowed female doctoral students in clinical psychology conducted each
group; their roles, based on distinct theoretical frameworks, varied for each
group. The self-help group encouraged participants to assist each other
in solving the problems posed by widowhood. In this group therapists
facilitated discussion, rewarding members with praise when specific
problem-solving suggestions were made. The confidant group had as its
focus the development of close friendships. Widow dyads, paired for the
duration of the group, were coached through intimacy tasks by the group
leaders. The consciousness-raising group examined the relationship be-
tween a series of sex role topics and widowhood. Discussions were initiated
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by group leaders and then each group member commented on her own
experience.

Participants in all conditions at posttest, including a waiting-list control
group that would later receive intervention, had improved self-esteem, a
significant increase in intensity of grief, and more negative attitudes toward
remarriage (perhaps reflecting the fact that as they improved they did not
see remarriage as being a panacea). It was hypothesized that even being
assigned to a waiting-list group was therapeutic, and when the waiting-list
subjects were seen after a 2-month wait, they were much happier in their
initial meeting than the experimental group had been. Subjects in all
experimental groups improved, and these gains were maintained at follow-
up 14 weeks later, with the women in the consciousness-raising group
having more positive life changes and rating their group higher. The
waiting-list control group was not compared with the experimental groups
in follow-up, so it is impossible to say whether the experimental group
really had long-term effects or whether the changes observed represented
the normal process of recovery from bereavement.

Self-help intervention

Mutual self-help groups have often been initiated by professionals, but in
these groups the intervention is actually carried out by widowed persons.
Most of these programs are based on the pioneering work of Silverman
(1972, 1986), who views widowhood as a transition from one role to another:
from wife to widow to woman on her own.

One of the earliest controlled studies of self-help bereavement interven-
tion (Vachon et al., 1980a) found that those receiving the widow-to-widow
individual intervention made faster progress along the pathway of adapta-
tion to bereavement through intra- and interpersonal adaptation to the
resolution of overall distress; those with low social support were most likely
to benefit. (See Lieberman, this volume, for a more complete review of this
area.)

A research agenda

There is much to be learned about basic mechanisms underlying support
processes and adaptation to conjugal bereavement. Investigations in the
area of perceived social support have renewed questions about the con-
tribution of personality variables to the mobilization and use of network
support. The relative contributions of perceived versus received support
need to be elaborated in longitudinal studies of outcome in the loss of a
spouse. The role of schema in guiding social transactions with network
members during the crisis of bereavement should be explored further. More
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studies of the constructs of positive and negative social ties may provide a
better understanding of stressful social exchanges and support attempts
that are viewed as unhelpful. The relationship of changes in the structure
and quality of social networks to bereavement adaptation merits further
investigation.

The taxonomic analysis used by Dakof and Taylor (1990) in examining
cancer patients' perceptions of support should be applied to studies of
helpful and unhelpful transactions between bereaved spouses and network
members. Supportive and nonsupportive network transactions should be
examined from the standpoint of help providers and recipients at dif-
ferent stages of bereavement to examine how changing patterns of network
interactions impact adaptation. The specific types of social support that are
needed at various points in the bereavement process and the network
members from which this assistance will be accepted need to be further
delineated.

The recent work of Wortman and Silver (1989) calls into question
fundamental beliefs regarding adjustment to bereavement. The linkages
between clinical and social mythologies of coping with bereavement and
unhelpful clinical and social interventions should be investigated. Further
study of the grieving process across a variety of social and cultural contexts
is needed to distinguish between normal and pathological grief.

Clinical interventions should be better informed by basic research and
should also be tailored to meet the needs of those at greatest risk for
support deficits. There is some evidence that support interventions might
be least helpful for those most in need. For example, self-help programs
represent a successful intervention strategy but are tailored to meet the
needs of middle-income, white widows. More research is needed to ascertain
the most appropriate forms of intervention for different ethnic groups, lower
income groups, widowers, and individuals involved in nontraditional con-
jugal relationships.

Finally, the efficacy of naturally occurring interventions has not been
adequately investigated. Negotiating the fit between needed and received
support at the level of the social network may prove a valuable adjunct to
interventions focusing on the bereaved individual. Although the concept
of network stress is acknowledged, its impact on outcome is unknown.
Altering the structural or qualitative dimensions of social networks could
augment available support, reduce negative transactions, and attenuate the
potentially harmful effects of negative social ties.
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Bereavement self-help groups: A
review of conceptual and
methodological issues

M O R T O N A. L I E B E R M A N

Exploring the benefits of self-help or mutual aid groups for the bereaved
requires the prior examination of the bereaveds' social and psychological
dilemmas and how these interact with the special characteristics of self-help
groups (SHGs). This chapter addresses the following questions: What are
SHGs? How do they work? What are the special problems of the bereaved?
How do these interact with SHG processes to create a setting helpful to the
bereaved? What is the empirical evidence that SHGs are useful in address-
ing problems of bereavement?

The designation self-help group is commonly applied to a wide variety of
activities. SHGs are described as support systems, as social movements, as
spiritual movements and secular religions, as systems of consumer par-
ticipation, as alternative, care-giving systems adjunct to professional help-
ing systems, as intentional communities, as supplementary communities, as
expressive-social influence groups, and as organizations of the deviant and
stigmatized (Killilea, 1976). Self-help, or mutual aid, groups are a poorly
defined and unbounded area; arbitrary judgments rather than conceptual
structure are the rule. In this chapter the working definition of SHG
emphasizes (1) membership composition, people who share a common
condition, situation, heritage, symptom, or experience; (2) self-governing
and self-regulating; and (3) values, self-reliance and accessibility without
charge.

SHGs are used extensively for a variety of problems. Mellinger and
Baiter (1983) and Lieberman (1986), using a national probability sample of
more than 3,000 households, reported on 1 year's utilization rate. Five and
one-half percent sought out mental health professionals, 5% used clergy or
pastoral sources, and 5.8% utilized SHGs of varying kinds (groups directed
toward behavioral change, such as AA, 2.3%; those whose goals were to
provide support, such as widows' groups, 0.7%; and groups for personal
development, 2.2%). SHGs are one major source of therapeutic treatment
for a variety of physical and emotional difficulties; from 12 to 14 million
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adult Americans utilize them. Accurate estimates of SHGs for the bereaved
are not available.

Empirical research on the effectiveness of SHGs in general and bereave-
ment groups in particular is limited; the number and quality of studies
available for assessing their effects resemble the status of psychotherapy
research in the 1950s. SHGs, in contrast to psychotherapy, are not under
the control of the investigator. SHGs values and their community base
frequently make it difficult to design research using current standards of
psychotherapy evaluation. The methods that SHGs use to recruit their
members make the usual design requirements for random assignment,
alternative treatments, or delayed treatment controls logistically difficult.
The best quality research in this area uses quasi-experimental design,
contrast-groups designs, and occasionally alternative treatments. More
frequently, the research contrasts treated and untreated cohorts of the
similarly afflicted who have had access to self-help (the status of this
research is described in detail later in this chapter). Overall available
studies suggest that the spousally bereaved do show measurable benefit
in both mental health and social functioning when compared to both
untreated controls as well as psychotherapy. The beneficial effects of SHGs
for bereaved parents are less clear.

How they work

SHGs are complex entities. They create experiences that are thought to be
therapeutic, such as inculcation of hope, development of understanding,
and the experience of being loved. SHGs are also cognitive restructuring
systems, often possessing elaborate ideologies about the cause and source of
difficulty and the ways individuals need to think about their dilemmas in
order to be helped. They are also social linkage systems where important
supportive relationships are developed. Lieberman (1983) found that all
types of SHGs are unified by the simple fact that all are collections of fellow
sufferers in high states of personal need, and that all groups require some
aspect of the personal and often painful affliction to be shared in public.

Regardless of the type of group, participants uniformly indicated
that such groups provided an important source of ''normalization" or
"universalization" (the problem they bring to the group is often experi-
enced as shameful and abhorrent; finding others with the same problem
often produces considerable relief), as well as emotional and problem-
solving support. Despite these common elements (to be examined more
fully in the next section) findings from SHG research suggests considerable
variability in how they help participants. There are major differences
among groups in helping mechanisms (Lieberman & Borman, 1979).
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Bereavement group processes

A good illustration of both process variability and specificity is provided by
several studies of bereavement groups. Lieberman (1983) examined three
types of SHGs to test whether specific "curative factors" were associated
with benefit. All three involved significant personal losses, spousal bereave-
ment (THEOS and NAIM), and child loss by parents (Compassionate
Friends). A 31-item instrument indexing change mechanisms was admin-
istered after 1 year's participation. Members were asked how helpful, on
a 3-point scale, each of the 31 items had been in their learning. The
categories used to generate the items were universality, support, self-
disclosure, catharsis, insight, social analysis, advice-information, perspec-
tive, feedback, comparative-vicarious learning, altruism, and existential
experimentation (Lieberman & Borman, 1979).

Levels of perceived guilt and anger after 1 year's participation were used
to index outcome. Studied were 491 THEOS members (a national SHG
for the spousally bereaved), 187 NAIM members (Chicago Catholic
Archdiocese-sponsored SHGs), and 197 members of Compassionate
Friends (a national SHG for parents whose children have died). Low but
significant correlations (.20 range) were found between guilt/anger and
standard depression and self-esteem scales. Decreased guilt was defined by
scores 1^ SD below the group mean; scores ^ 1 SD above the group mean
were defined as increased guilt. Analyses of the 31-item checklist of change
mechanisms revealed that the mechanism linked to decreases in guilt were
unique for each type of bereavement SHG studied.

For the widows in NAIM the core experiences associated with guilt
reduction were the sharing of troublesome feelings; normalization, not
feeling out of place; the redirection of anger by externalizing it; seeing
problems as being a product of an insensitive world; and the more socially
acceptable mechanism of reaching out to others in need. Avoidance of
hostile impulses by not venting anger, as well as avoiding the aggressive
implications of social comparison, was characteristic of those who did not
show guilt reduction.

For the widows in THEOS, in contrast, processes that emphasized ex-
pressivity, revelation, and externalization, cognitive mastery, and the use of
the group context for experimentation, were associated with guilt reduction.

Among parents who had lost a child, change mechanisms different from
either of the two widowhood groups were observed. Although normalization
was common to all three, critical for guilt reduction in Compassionate
Friends were existential considerations: the inculcation of hope and con-
frontation with the situation. Loss of a child, especially where the loss was
unexpected, was uniformly accompanied by bitterness and fury at society.
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Many experienced isolation from everyone; this appeared to represent a
distinct psychological state different from what we have seen among our
widows and widowers. Perhaps the dilemma facing those who have lost a
child and the consequent experience of acute guilt and responsibility can
best be resolved through confrontation with the ultimate meaning of their
lives.

A framework for comparing helping systems

To understand further how SHGs function to address the problems of
bereavement, comparisons of SHGs, peer support, and formal psychotherapy
are examined. Differences among group settings that offer psychological
help such as dynamic group therapy, SHGs, peer counseling, homogenous
group therapy, and social supports can be usefully charted along five
dimensions.

The helping group as a social microcosm. Most professionally directed
groups view the group setting as a social microcosm: a small, complete
social world reflecting in miniature all of the dimensions of real social
environments. This aspect of the group - its reflection of the interpersonal
issues confronting individuals in a larger society - is viewed as the group
characteristic most closely linked to benefit. SHGs rarely rely on this group
characteristic. The interaction among members as a vehicle for change
is de-emphasized. The group is viewed as a supportive environment for
developing new behavior, not within the group, but outside. The group
may become a vehicle for cognitive restructuring, but analysis of the
transaction among members is not the basic tool for this.

Technological complexity. This dimension captures the central charac-
teristics of professional help: the theoretical model delineating the nature of
the problem, methods for translating information provided by the client
into a diagnosis, and principles guiding interventions used to bring about
client change. In contrast, help provided within the client's informal network
relies on the simplest of technologies: no formal definitions of problems, no
diagnoses, and "interventions" rooted in everyday social interactions.

Nonprofessional helping systems, such as Goodman's (1972) companion-
ship therapy, resemble normal social exchange. However, because peer
counselors encounter more defined problems and have access to training
and supervision, their interventions are somewhat more complex than those
offered in ordinary social relationships.

SHGs offer more systematic codes of treatment than those provided by
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friends and relatives or peer counselors. Although SHG interventions
appear simple, drawing on everyday skills, help methods follow a specific
ideology that defines the problem and directs specific interventions. Through
participation, members learn the ideology and incorporate principles into
their thinking and interactions with others.

Psychological distance between helper and helpee. Located at one extreme,
some professionals, through both special training and manipulation of
symbols and settings, increase the psychological distance between them-
selves and the patient. Paraprofessional help begins with the premise that
reducing psychological distance promotes identification and trust, condi-
tions facilitating productive therapy. Of all help systems, SHGs achieve the
greatest psychological parity between the helper and those being helped.
Not only are helpers frequently similar in social background, but more
importantly, they share the same affliction as those seeking help. Client
control of the group also helps to lessen psychological distance between
helper and helpee.

Specificity/generality of help methods. This dimension indexes how help-
ing methods relate to the particular dilemma, distress, or affliction they
address. High generality, in which methods do not vary with the particular
psychological dilemma, characterizes the help offered by friends and family.
People offer support, warmth, understanding, and instrumental help in
much the same manner, whether the dilemma arose from widowhood,
physical illness, or any one of the variety of problems and predicaments
that plague the human condition. The help provided by peer counselors
emphasizes general methods. Interventions rooted in normal social exchange
resemble each other regardless of the nature of the particular problem. The
help methods employed by professional therapists are more specific than
the generalized support offered by peer counselors, but (with few important
exceptions, e.g., behavioral modification regimes) less specific than the
helping methods offered in SHGs. They are characteristically highly
specific.

Antze's study (1979) of three types of SHGs demonstrates hoV each
developed specific ideologies about the nature of the problem and tailor
appropriate help methods to the specific affliction. For example, Antze
found that drug abuse groups conducted by ex-addicts employed confronta-
tive, often explosive, emotionally exhausting techniques in order to counter-
act the mounting anxieties and social withdrawal characteristics of certain
types of drug abusers. Bond et al. (1979) report that Mended Hearts
focuses on altruism in order to deal with the "survival" guilt found among
such surgery patients.
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Differentiation versus nondifferentiation among participants. Being neu-
rotic, having psychological difficulty, or being a patient offers, at best, a
vague basis for identification, compared to being a widow, a parent whose
child has died, an alcoholic, or someone who has undergone open heart
surgery. It is easier for SHGs to stress identity with a common core
problem than it is in psychotherapy groups. The potency of SHGs appears
to stem from their continued insistence on the possession of a common
problem; the members believe themselves to derive support from their
identification with a common core issue.

The intersection of these dimensions provides a definition of a SHG's
uniqueness as a helping system. Most SHGs are low on complexity, use of
the group context as a social microcosm, and differentiation. They are high
on specificity and low on psychological distance. Traditional dynamic group
psychotherapy, in contrast, is high on complexity and social microcosm,
moderate on specificity, and high on psychological distance and differentia-
tion. Social support from family and friends and peer counseling are low on
complexity, low on specificity, and low on psychological distance. Para-
professional help incorporating the training methods such as those used by
Rioch, Elkes, and Flint (1963) is high on complexity, low on specificity, and
moderate on psychological distance.

Basic processes in support groups: Fit or misfit for the
bereaved

How do SHG procedures translate into particular psychological experiences
for the bereaved? How good is the fit between the psychological issues
facing the bereaved and SHG procedures?

Common processes

SHGs are small face-to-face interactive units. The fact that individuals
enter such structures in a high state of personal need and are required to
share With others topics and feelings that are often considered personal and
private leads to important consequences for participants' experiences. They
find themselves faced with a number of strangers frequently dissimilar to
themselves except for one critical characteristic, the shared problem. Such
groups share three basic elements: the intensity of need expressed by the
individuals joining them; the requirements, no matter how banal, to share
something personal; and the real or perceived similarity in their suffering.
These conditions and the structure of a small face-to-face interactive system
have profound consequences for what will occur.
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Cohesiveness. Foremost is the capacity to generate a sense of
belongingness, a shared sense of similar sufferers that creates high levels of
cohesiveness. It provides the motivation to remain in and work with the
group. Cohesive groups offer almost unconditional acceptance and provide
a supportive atmosphere for taking risks: the sharing of personal material
and the expression of emotions, which may, from the participants' perspec-
tive, be difficult to do among strangers. Another factor creating a high sense
of belongingness is perception of their deviant status in society. The
feeling of being stigmatized leads frequently to the creation of a feeling of
"we-ness" and a sharp boundary line between them and us.

The high level of cohesiveness, perceived similarity, and the perception
that they are "different" from others outside of the "refuge" influence the
salience of being a participant. The group often takes on the characteristics
of a primary group; it becomes "family-like" and does, in fact, serve as a
new reference group. These interrelated properties of small groups are not a
product of a particular group theory or ideology, type of problem, or style
of leadership. Rather, they are intrinsic conditions of small groups, made all
the more pronounced in groups of the similarly afflicted by the state of need
in which they enter such groups and requirements for personal sharing and
banding together against a perceived hostile external world. These group
conditions provide for the individuals a sense of support, acceptance, and
normalization of their perceived afflictions (Lieberman & Borman, 1979).

The felt isolation of widows and bereaved parents, their frequent refer-
ences to being stigmatized, and their almost universal complaint that the
considerable emotional support many received soon after the loss failed to
last "long enough" suggest that those properties common to bereavement
SHGs can provide a benign and potentially helpful setting.

Emotional intensity. The group's potential to stimulate emotionality
bears directly on the experiences members have in small face-to-face
groups. Most notable in the SHGs that I have studied are the emotional
expressions of pain, anger, and profound sadness. Compassionate Friends'
opening ritual requiring members to recite the loss of their child usually
induces in new members strong affects that soon become shared by all. This
process may be particularly helpful to men. They are stimulated, perhaps
for the first time, to acknowledge their grief. We have found that when both
the wife and the husband attend SHGs the likelihood of repairing the badly
damaged marital relationship is enhanced. The ability of the husband to
begin experiencing avoided emotions contributes to the ability of couples
to rework their badly damaged relationship (Sherman, 1984; Videka-
Sherman, 1982b).

The stimulation of intense affect is not, however, without its cost. Some
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of the bereaved in SHGs find the affective intensity alien and soon leave;
others may become mired in a perpetual mourning.

Social comparison. SHG participants contrast their attitudes and
feelings with things that matter, and such comparisons facilitate identity
revisions through offering new possibilities in feeling, perceiving, and
behaving. Compassionate Friends emphasizes the inculcation of hope
through seeing others endure a similar loss. Because such groups focus on
specific relevant issues in an emotionally charged setting, they can provide
their members with a wide variety of information about how others who are
perceived as similar feel, think, believe, and behave.

The dilemmas faced by the spousally bereaved - sanctioning for extend-
ing mourning, development of a new self-image that reflects current status
of an " I " rather than a "we," renegotiating a viable social network - are all
issues that appear to fit with the characteristic inherent in SHGs for widows
and widowers. A simple example perhaps captures best the unique charac-
teristic of SHGs for the spousally bereaved. One midlife widow, when asked
what was important for her in the group, promptly responded, "It's the
only place I can laugh." Social norms prescribe conventions for widows;
many SHGs construct a set of group norms that may be better tailored to
the common predicament (Lieberman, 1989).

For parents who have lost a child, feelings of guilt and anger and the
need to repair a marriage that is under severe threat are central. The
permission to find a comfortable equilibrium without the restrictive norms
placed for grieving by society is among the most valued contributions of
SHGs.

Taken together, these characteristics provide the communality among
bereavement SHGs. They are conditions that have been found to prevail no
matter what the ideology or the belief system of a particular SHG. These
properties influence what members perceive as important and, in fact,
influence the actual experiences people are likely to have in such groups.

Unique processes

Despite these critical common elements, SHG specificity is easy to demon-
strate, as shown by two studies that examined bereaved parents and spouses
(Lieberman & Videka-Sherman, 1986; Videka-Sherman & Lieberman,
1985). The methods in both studies were identical: Cohorts of bereaved in
SHGs were compared to matched bereaved who had access to SHGs but
chose not to join. All were followed for 1 year, and outcomes were measured
by assessments of mental health, social functioning, and physical health.
For the spousally bereaved, the development of linkages with others in
which mutual exchange occurred was the necessary condition for significant
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change. Those participants who experienced a diversity of therapeutic
mechanisms, including abreaction, advice, and inculcation of hope, but
who did not form such new social exchange relationships, did not sig-
nificantly improve. Among the bereaved parents, however, those who estab-
lished such relationships were no more likely to improve than those who did
not.

These findings suggest that detailed studies of processes are required. In
these two outwardly similar problem areas, we found that the psychology of
each is different and that the processes by which SHGs work are distinct.
The all too common statement equating SHGs and social supportive rela-
tionships needs to be reexamined. Certainly, relationships are formed in all
groups. People talk to one another, often about emotionally important and
sensitive issues. Members frequently are exposed to information about
coping strategies, and often they are provided acceptance and the enhance-
ment of self-esteem by other group members. Thus, it is not an issue of
whether certain socially supportive transactions occur both during formal
meetings and in times between meetings. Their occurrence, however, does
not translate directly into evidence that these are the necessary and suf-
ficient conditions for the helpfulness of SHGs.

Empirical studies of effectiveness

The dilemmas created by some of the special characteristics of SHGs have
already been mentioned. Crucial is the difficulty in creating random designs
and in matching outcome measures to the values and beliefs about the
"illness" held by SHG members. Beyond these are questions of how to
address the classical issues confronting all intervention researchers - what
to measure, when to measure, and whom to measure.

What to measure. Traditional criteria of mental health status are
frequently employed. However, for many SHGs, the designations of illness
and the criteria signifying the absence of illness are different from the
traditional categories of mental health. Repeatedly found in our studies of
bereavement groups was an emphasis on relatively lengthy extensions of
the mourning process. The length of time for recovery was extended several
times over that of the traditional mental health approach. We were unable
to develop evidence that such extensions were, in and of themselves,
pathological. Alternative perspectives, as well as a recognition of the
relativity of the professional view of good functioning, are required for
understanding SHGs.

Traditional measures used in bereavement research (symptoms,
vicissitudes of grief, and social adjustment) represent a homeostatic model.
The assumption is made that bereavement is a stressor and that the most
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appropriate way to assess its consequences is to examine whether or not
the bereaved return to equilibrium. Commonly proposed is that after an
"appropriate passage of time" following loss the optimal and only meaning-
ful outcome is the resolution of depression and grief and a return to the
previous adaptive pattern of social adjustment.

The homeostatic model has limitations; it is not sensitive to some im-
portant phenomena: that loss has such powerful and highly individualized
meaning to the bereaved and that there is within each individual an
unused, unrealized reservoir of personal potential. The spousally bereaved
are faced with a number of significant challenges beyond a confrontation
with loss. These involve a variety of areas of human functioning, but most
importantly the bereaved are challenged with major and mortal questions
about existence - about finitude, freedom and responsibility, isolation, and
meaning in life.

The study of spousal bereavement must be broadened and individ-
ualized; it must go beyond loss and recovery. It must be sensitive to the fact
that spousal loss in mid- and late life is highly complex; it impinges both on
the inner life of the spousally bereaved as well as on external tasks and
adjustments. Studies of bereavement have traditionally studied outcome by
the presence or absence of physical and psychological symptoms, use of
medication and drugs, crying, pining, insomnia, intrusiveness of thoughts of
the lost person, and so on. Yet some of our research (Videka-Sherman,
1982, on bereaved parents; Yalom & Lieberman, in press, on widows)
suggests that the presence of personal growth is uncorrelated to the more
traditional measures of distress. Yalom and Lieberman (in press) found
that within 1 year after the loss of a spouse about 25% showed patterns of
growth.

When to measure. Traditional psychotherapy is usually time-limited.
Evaluations are based on the expectation that patients will go through a set
of therapeutic experiences and will leave when they show improvement.
In contrast, most SHGs encourage long-term involvement. There are no
"graduations" or clear-cut exit points; membership is indeterminate and
may persist far beyond professionally defined recovery. Spousal bereave-
ment groups often produce positive results in members within 6 months
to 1 year; however, membership ordinarily lasts far longer. It is overly
simplistic to see the extended membership as a pathological indicator. In
part, the extension of membership is a reciprocation of help to others of
similar status; more importantly long tenure expresses the primacy of
affiliation needs.

Open-ended membership also serves the legitimate needs for the con-
tinued existence of SHGs. If the duration of membership were not indeter-
minate, SHGs could not endure, as there would be no one to carry on the



Bereavement self-help groups 421

group's work. The absence of clearly defined exit points makes the study
of SHG outcomes less precise than comparable outcome research in
psychotherapy.

Whom to measure. Psychotherapy researchers have adopted a shared
perspective on whom to measure, as therapy is clearly defined and certain
rules have been prescribed regarding participation in therapy. An inves-
tigator studying brief psychotherapy of 20 sessions, for example, often sets
standards based on the number of sessions for which a patient is or is
not considered to have been in therapy. For many SHG members, their
participation patterns may be systematic but differ radically from the
weekly or twice-weekly pattern of psychotherapy. They range from the not
untypical behavior in AA of three to four times a week to Compassionate
Friends' participants who use the group sporadically at points of particular
stress. Another complication is the use of multiple helping resources by
many SHG participants (Lieberman & Borman, 1979). Although multiple
help use is not absent in psychotherapy research, its magnitude in SHGs
precludes the simple isolation of particular intervention [psychotherapy
participation: bereaved parents, 31% (Videka-Sherman & Lieberman,
1985); spousally bereaved, 22% (Lieberman & Videka-Sherman, 1986)].

These methodological and design problems do not negate the possibility
of evaluating the impact of SHGs. Rather, these issues can alert us to the
current state of knowledge and to the fact that good empirical research (by
the very nature of the phenomena being studied) will have to be somewhat
different from traditional psychotherapy outcome research. Evaluation
models rather than outcome models may become the preferred direction.

Review of empirical studies

Beyond the methodological issues described, assessment of bereavement
SHG outcomes is compromised by the range of SHG conditions studied.
Three types of SHG research settings are apparent: Type A, the examination
of existent SHGs that have a tradition or history, usually are characterized
by a specific belief system about the cause and cure of the problem and
above all are controlled and directed by the members, the bereaved, them-
selves. Type B are usually groups of brief duration set up and led by mental
health professionals. (See Weiner, 1986, for an excellent discussion of
homogeneously composed group therapy.) Although the group leader may
not necessarily apply the technology associated with formal group therapy,
research using this strategy does not present independent process data
needed to make this distinction. Type C are experimenter-generated in
which a formal experimental variation in type of groups including ones that
are designated SHGs are examined. They differ from the type B studies



Table 27.1. Evaluation of outcomes of self help studies

Author(s) Sample characteristics Study characteristics Measures Findings Comments

fg Barrett (1978)

Marmar et al.
(1988)

N = 53 (intervention); Type C; retention = Written self-reports (self- No significant main
N= 17 (wait
control);
mean age = 55.7;
widowhood: 4.9;
87%
college.

effects for treatment or
treatment types. All
improved over time.

esteem, grief intensity,
health, attitudes toward
remarriage, social role
engagement, other and
self-orientation,
attitudes toward
women, frequency of
social contact with
other participants,
life changes). Posttest
and 2 weeks.

TV = 61 (intervention); Type B; recruitment Patient self-report and No treatment differences.

29%; recruitment =
newspaper ads;
intervention: 2
hours per week for 7
weeks (3 types:
women's issues,
"self-help," and
confidence groups).

no control group;
mean age = 58;
mean weeks
widowed = 54; 2
years' college.

= public notices
(selected on DSM
III criteria);
intervention: 12
weekly group
sessions (individual
psychotherapy vs.
SHG).

clinicians' ratings of
intrusive thoughts and
avoidance. SCL 90,
BDI, clinicians' ratings
on Brief Psychiatric
Rating Scale. Social
adjustment scale,
clinicians' ratings of
social adjustment.
Follow-up at 4 months
and 1 year later.

Both groups improved
over time.

Low retention
rate and
length of
widowhood
are serious
threats to
validity of
study. No
independent
assessment of
processes for
three types of
groups.

Well-designed
study, using
both self-
report and
ratings by
experienced
clinicians.



Vachon et al.
(1980b)

Constantino (1988)

N = 195, 88%
participated
(sampled
seven area
hospitals);
N= 68
(intervention);
N= 94
(controls);
median age = 52;
middle class, 29%
employed.

N = 117; mean age =
58; widow length:
12, <1 year; 52,
1-5 years; 53, 6-20
years; 28% college.

Type B; random
assignment;
retention:
6 months
N = 108, 12
months N = 76, 24
months N = 99;
intervention: lay
widowed people, a
one-to-one contact
plus group
meetings.

Type B; recruitment:
newspaper; random
assignment to three
conditions (control,
social activity,
intervention
groups).

Goldberg General Health
Questionnaire.
Categorical data
derived ad hoc from the
GHQ.

BDI, DAC, two self-
report depression
scales, and the social
adjustment scale.
Repeated measure
analysis of variance.
Assessed at four times
prior to intervention, 3,
9, and 12 months'
postintervention.

Based on 24 E & 38 C.a

Authors suggest
intervention enhanced
rate of E's
improvement.

Main effects significant
for groups, with the
active treatment group
lower in depression and
higher in social
adjustment. Most
change at 3-month
interval.

Difficult to
evaluate:
Serious
attrition,
arbitrary
division of
GHQ into
unreliable
scales. Cf.
other studies
precluded:
unspecified
amount and
length of
group
contact.

Sampling
frame and
pre-
dominance of
long-term
widows make
it difficult to
isolate
linkage of
group to
problems of
widowhood
vs. sample
selection bias
and other
life problems.
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Author(s) Sample characteristics Study characteristics Measures Findings Comments

Lieberman &
Videka-Sherman
(1986)

Videka-Sherman &
Lieberman (1985)

N = 502 (394 E;
108 C); 466 women,
36 men; age: 16%
<40 years, 24%
40's, 40% 50's, 20%
60+; widowhood 43
months average;
39% college.

JV=391 (294 E; 97
C); 75% women;
bereavement
<1 year = 41%,
>2 years = 38%,
>3 years = 21%,
<3 years = 25%;
32% college
degrees.

Type A; recruitment:
national SHG
roster; retention:
70% of Tl
responders (Tl =
49% response rate).

Type A, (1) SHG cf.
psychotherapy; (2)
SHG cf. never
joined (N = 97),
dropouts {N= 43),
sporadic users (N —
81), former
members (N = 43),
active members

Depression, anxiety,
somatic symptoms,
well-being, self-esteem,
coping mastery,
psychotropic
medication use, life
satisfaction, and ratings
of target complaints
improvement. Assessed
at Tl & 1 yr later.

Mental health
(depression, anxiety,
somatic symptoms, self-
esteem, life satisfaction,
coping mastery).
Marital role
(reciprocity, strain and
acceptance by spouse,
strain and role

Significant differences E
vs. Ca (on
MANCOVA). SHG
members significantly
decreased depression
scores and decreased
psychotropic
medication use. Highly
involved members
became less anxious,
had higher well-being,
higher self-esteem, and
more improvement
on target problems.

(1) No overall differences
between SHG
participants and
psychotherapy. (2)
No substantial changes
over 1 year between
SHG and other
categories. Positive
testimony based on

Nonrandom
assignment,
reliance on
large sample
analyses and
statistical
controls with
comparison to
a random
probability
sample to
provide
"corrections"
associated with
absent
randomization.

Complex study,
nonrandom
assignment to
treatment
modalities.



(N= 25), and active
members with social
exchange (N = 97).

expectations of spouse,
marital distress/
satisfaction, and
comfort in
communication).
Parental role (parental
distress, preoccupation
with parental
problems). Assessed at
Tl & 1 year post.

questionnaire &
intensive interviews
noted. However (see
Videka-Sherman,
1982), E Parents
significantly higher
than C on changes
in values, belief
systems, and
worldview.

a E = SHG members; C = controls.
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in that the leadership of such groups is provided by trained lay people.
Similar to type B studies, the designation of different group types is rarely
supported by independent process measures.

Table 27.1 summarizes outcome studies using contrast or control
samples.

A perspective

The SHG for the bereaved is a vigorously growing and often used setting.
Published reports from a number of different nations indicate that it is seen
as a viable alternative to professional help. Its low cost, as well as its
community base, provides a meaningful and valued alternative to many
participants. The empirical research supporting their efficacy provides
some bases for expecting that a large segment of the bereaved can meet
their social and psychological needs in SHGs. The little evidence that is
available does support the general proposition that they can be helpful.
However, the variability of the research and the lack of consistency among
studies about conditions or settings representing self-help make it well nigh
impossible to develop precise statements about efficiency or efficacy, or
about what kind of bereavement and at what points in their grief such
groups would be helpful. In short, there is no critical mass of empirical
evidence that would address these questions. Furthermore, SHG research is
plagued by varying definitions of self-help and by a wide range of method
problems — randomization, narrow and inconsistent range of measures, and
wide diversity of bereaved clients (e.g., in the published literature widows
who were studied in the various research projects cited in Table 27.1 range
all the way from several months to two decades of widowhood). Required
are studies that address the area of self-help research not as a black box but
one in which characterizations of the treatment, as well as the outcome, are
linked. Until such time, meaningful differences among the types of self-help
studies cited in Table 27.1 make it impossible to provide even low-level
generalization.
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Counseling and therapy of the
bereaved

B E V E R L E Y RAPHAEL, W A R W I C K M I D D L E T O N ,
NADA M A R T I N E K , AND V I V I E N N E M I S S O

Caring for bereaved people involves a wide range of interventions, from the
compassionate and empathic communication of a terminal illness diagnosis
through the in-depth psychiatric management of bereaved people whose
grief may or may not have contributed to their illness. There is also a
powerful social movement of care that has evolved, particularly in the last
three decades, recognizing the needs of, and supporting, bereaved people.
Associated with this has been the development of self-help organizations
that have contributed to the care and counseling of the bereaved. There are
now many studies describing the effects of bereavement on health and well-
being and the interventions that may be provided to prevent or deal with
pathological outcomes. Still, there is much to be learned.

The models that have been used for counseling the bereaved have arisen
for the most part from psychotherapeutic approaches and have traditionally
applied to the one-to-one situation, with some extension to family and
group treatments. Horowitz has been a significant contributor in defining
the psychotherapeutic approach for grief (Horowitz et al., 1984a), deal-
ing with bereavement in the context of stress response syndromes; other
workers (Lindemann, 1944; Raphael, 1977, 1983) have utilized psycho-
dynamic understanding for crisis intervention formats. Behavioral therapies
have also been utilized, and descriptions have ranged from the broad model
of Ramsay (1979), to the specifics of guided mourning (Mawson et al.,
1981), to a more recent conceptualization that is cognitively oriented
(Kavanagh, 1990).

Despite this breadth of therapies, as well as the differing conceptualiza-
tions of grief and bereavement, most approaches are relatively structured
and often time-limited. This has fitted well with other current psycho-
therapies, especially brief therapies and cognitive behavioral approaches.
Nevertheless, most clinicians in this field would agree that although there
have been many patients for whom these grief therapies have been effective,
there is still a small but significant number who do not respond, and who,
despite extensive care, remain locked into their bereavement-related
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pathology. Furthermore, a number of studies indicate that there may be
differential counseling needs in terms of disposition (Horowitz et al.,
1984a), cognitive versus insight orientation frameworks at different times
(Alexy, 1982), and facets of social support (Vachon & Stylianos, this
volume). Thus, it is timely to examine bereavement counseling: to review
the modes that have been utilized, to assess their success or otherwise, and
to suggest issues of relevance for more in-depth consideration in view of
current understanding of the bereavement field.

Contexts of bereavement counseling

Counseling for distress related to bereavement has now become a widely
accepted practice. Yet, despite the studies outlined here, the purposes of
such counseling, or indeed therapy, as it is often called, are not always
defined. A key issue is whether or not counseling of any kind is needed by
the majority of bereaved people. The need for counseling may range from
support for specific distress and preventive counseling to reduce risk of
pathological outcome to interventions aimed at treating bereavement
pathologies.

Many studies and reports do not, in the model they propose, clearly
define the need for counseling. Nor, in many instances, do they clearly
specify goals. There seems to be general agreement that counseling is not
necessary for "normal" grief, simply support and understanding. Yet, as
indicated in chapter 3 of this volume, there is little agreement, even among
experts, as to operational criteria that reliably discriminate normal and
pathological bereavements. Conceptualizations separating grief counseling
(e.g., for support and prevention) from grief therapy (for bereavement
pathology; e.g., Worden, 1982/1991) are useful, but in practice such dis-
tinctions are difficult to make, and rarely made.

The whole issue of bereavement counseling should also be considered
from the point of view of health care provision: Health systems or other
interacting systems need to ensure that their policies are facilitatory and
"healthy" for bereaved people and that they do not increase distress or add
to the risk of disorder. This might be exemplified in areas such as viewing
the body of the deceased, funeral arrangements that recognize the cultural
prescriptions of the bereaved, registration of the birth and death of a
stillborn child, compassionate leave from the workplace, to name a few.

Education is also a key issue. Community education has heightened
awareness of normal grief and the acceptability of emotional expression.
Information and education can be helpful at all levels for those affected and
those who would offer their support. Similarly, with those who are bereaved,
information may help in identifying the normality of reactions and feelings,
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the likely changes as time progresses, and sources of practical and other
assistance.

Cross-cultural themes are also of great importance. Differing patterns of
reaction to loss have not as yet been systematically studied scientifically,
but there are many differing cultural prescriptions for the rituals surround-
ing loss, the definition of the bereaved, and the personal and public expres-
sions of grief and mourning (Selby, 1991). Sensitive appraisal of these issues
and their relevance to the cultural background of the bereaved is a vital
aspect of all counseling and therapy, as is cultural bereavement (Eisenbruch,
1984a, 1984b). There is a need to develop and test culturally specific
programs.

One further general area of enormous significance is that of the painful-
ness of empathy with the bereaved. For all those involved in providing care,
so doing must inevitably reawaken aspects of their own separation and loss,
involving actual or feared personal experiences. Empathy and identification
may be more distressing than in other therapy or counseling situations, and
as such may lead to distancing, defensiveness, excessive reliance on struc-
tural techniques, or alternatively enmeshed overinvolvement. Clearly, most
workers in the field, whatever the model involved in their work, require a
psychodynamic understanding of these themes and their possible impact.
They also need opportunities for discussion and supervision to assist the
therapeutic processes and to support the therapist.

The processes of counseling: A clinical model

Assessment and planning of care

With each bereaved person, it is important to explore the issues of the
relationship, the loss, social support, other stressors, background, and
family variables. Doing so sensitively may in itself constitute the first stage
of therapy or counseling, and can be termed a therapeutic assessment.
Several key questions are useful here and help further identify those who
are vulnerable:

Can you tell me about him/her? This evokes a history of the relationship,
including its positive and negative aspects, its elements of ambivalence and
dependence. It facilitates review and, by extension, may help the bereaved
face the more negative aspects. For instance, "Can you tell me more about
the times that were not so happy - difficulties such as we all have
sometimes in relationships?"
Can you tell me about the death, how he/she died? This enables an exploration of
the circumstances surrounding the death. It indicates to the bereaved that
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one accepts this issue as vitally important, and that all the fears and
questions, all the horror or uncertainty that it evokes, are legitimate
sources of distress that may need understanding and care. This topic
can be expanded to cover the days leading up to the death, how the
bereaved learned of it, and responses of the bereaved and significant others
afterward.

• Can you tell me about how others have responded to you since - what they said and
did, what it meant to you? This allows exploration of various aspects of social
support and their perceived significance. It is useful to extend this into
understanding whether "support" has helped the bereaved grieve or
inhibited some aspect of the psychological mourning processes, if it has
supported adaptation and self-esteem, if it has provided necessary prac-
tical assistance, and if it has done these things without demeaning or
unduly obligating the bereaved in the process.

• Can you tell me about the other things that have happened to you, or are happening
now, that are making things harder for you as well? This helps clarify the
presence of other current losses or chronic stresses and to define their
severity and effects.

• Can you tell me about yourself, as a person, and your life before all this happened -
how has it been, and what sorts of things have you had to face in the past? This helps
provide a framework that can be extended to explore specific issues such as
earlier losses, previous illness and pathology, and long-term life cir-
cumstances, as well as personality. Sanders's (1988) review shows that
different personality styles may also be important in outcome. The four
reaction types (disturbed, depressed high grief, denial, and normal grief
contained) may represent coping styles that require specific counseling
or management approaches. It will be valuable for further research to
delineate the most effective techniques for each type.

• Can you tell me about the family - how this has affected the family as a whole, and
what you feel it has meant for each person? This topic may be assisted by giving
general recognition to the problems families may face in fearing disintegra-
tion and struggling to comfort members, while each person is grieving in
his or her own way and pace. Particularly helpful is at least one family
interview or joint session, which can illuminate the dynamics and also
allow therapeutic comments such as, "It is often hard to show your
feelings at this time. Each person seems to feel afraid of affecting the
others; yet it really helps if you can let go." Again, this contributes to the
assessment and can show potential vulnerability, while at the same time it
facilitates natural grieving processes.

All of this information can be combined to give a profile of bereave-
ment coping and vulnerability, which provides the rationale to decide if
counseling is necessary and for specific counseling goals to be set. The
ultimate goal is to facilitate normal grief and mourning, and interim goals
are relevant to particular vulnerabilities.
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Key issues in counseling

Establishing a relationship with the bereaved person or family. This
process will depend on a number of opposing forces, such as the bereaved's
wish to talk, to share feelings and find meaning in this experience, or to be
comforted. Or, on the other hand, there may be a wish to shut out, deny,
and avoid facing the reality of counseling and the pain that discussion will
bring. There may also be a feeling of resentment that the dead person is not
there and available to offer comfort. However, the need to share feelings
with a caring person usually predominates, particularly at the time of crisis.
In more entrenched situations there may be more prolonged resistance to
establishing a close and trusting relationship with the counselor, because to
do so implies that the bereaved may have to face grief and to relinquish ties
to the dead person.

In this process of negotiating the relationship the therapeutic contract
also needs to be defined. This oral agreement should spell out the focus of
the counseling, the role of each party, the expected duration, and so forth,
including some mutual agreement about general goals and purposes.

Exploration of the loss. This includes the circumstances of the death,
its reality to the bereaved, the psychological trauma associated with it, and
personal and social responses to it. This can be expanded from the process
of therapeutic assessment.

In most instances the spectrum of the bereaved's emotions - the separa-
tion anxiety, helplessness, and protest that appear early and the sadness,
despair, anger, guilt, regret, and relief that may follow - are all likely to be
intense. In others there are blocks and inhibitions. Then the counselor's
role is to support and encourage the bereaved person in the "natural"
release of affects related to the loss. However, it is important to recognize
the vast range of individual responses — for instance, cases where affect is
tied to the tasks of physical or emotional survival when injuries, illness,
life threat, or overwhelming stress complicate the bereavement; or where
cultural prescriptions powerfully dictate the "acceptable" responses.
Emotion may also be difficult for those whose long-term personality styles
inhibit expression of feeling. Although it is generally accepted that affective
release and catharsis, as well as review of the issues surrounding the death,
will be helpful to the bereaved, it is clear that these processes cannot be
forced if the individual is too strongly defended against them or not yet
ready for them. It is also clear that lack of emotional expression does not
necessarily lead to unfavorable outcomes, at least for some individuals and
in the short term (Singh & Raphael, 1981).

Another issue concerns the presence or absence of post-traumatic stress
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disorder (discussed later). If this has occurred due to the shocking circum-
stances surrounding the death or the psychological trauma suffered by the
bereaved, it usually needs to be dealt with first so that the bereaved can
grieve (Raphael, 1983, 1986). This is often relevant for individuals bereaved
in a large-scale community disaster (Lindy et al., 1983).

Reviewing the lost relationship. This follows from assessment of the
relationship of the deceased and issues of relevance in this. Its aim is to
facilitate the internal and interpersonal processes of psychological mourning
- the gradual undoing of the bonds to the lost person. The bereaved is
encouraged to discuss the relationship: how it started, its course, its vicis-
situdes, its rewarding and its painful aspects. The patterns and nature of
the interaction, the roles each fulfilled, areas of needs, and themes of
gratification should all be reviewed. The idealization of the deceased that is
often prominent needs gentle testing so that negative feelings underlying it
can be faced and dealt with. Feelings of anger toward the dead person, who
may be perceived as "abandoning" the bereaved, may need to be explored
and are particularly likely to be a problem when the death is seen as
"unnecessary" - the result of foolhardiness, accident, neglect, or self-
destructive behavior, including suicide. Feelings of guilt may also need
careful working through, especially if they are related to damaging, reject-
ing, or neglecting behavior in the past relationship. Ambivalence, often
heightened by the circumstances of the death, as when sudden, unexpected
death follows an argument, is important to resolve.

The ties to the dead person are profound and intricate, being in death as
they were in life. The bereaved usually acknowledge only some of these.
The aim of work in this sphere is to facilitate the undoing of some of these
ties, so that the bereaved is not obsessed with and governed by bonds with
the dead to the detriment of future life with the living. As Vaillant (1988)
has so sensitively pointed out, the value that comes from loss lies in
internalization that follows it, adding to the complexity and richness of our
personalities and lives.

Exploring the background issues with the bereaved. Here important
parameters include current life experiences (e.g., losses and stresses of an
acute or chronic nature, sociodemographic factors, family and cultural
issues) and the relevant past (family and personal history and especially
responses to past stresses and losses). Following from this, elements con-
tributing to difficulties in dealing with the loss can be addressed as far as
possible to mitigate any negative influence that may interfere with the
bereaved's capacity to adapt to this loss. It is important for the counseling
process to focus on these elements specifically as they relate to the loss, and
not to be drawn into the morass of long-term personality problems and
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chronic conflicts. If appropriate, therapy may be undertaken later to deal
with these.

Providing support. The provision of support is, as noted earlier, a
vital issue. Following on from assessment, counseling needs to facilitate and
complement social interactive processes that will encourage grief and
mourning processes and to assist the bereaved in dealing with any perceived
unhelpfulness in his or her social network. This may be furthered by
bringing the family together, or including in the counseling relevant others
from the bereaved's social network. The counselor may also provide extra,
skilled, social support. This merges with the benefits offered by self-help
groups that have evolved to assist bereaved people.

Practical issues (finances, housekeeping) also need to be addressed, and
they may provide a useful framework beside which the emotional support
issues seem less threatening to those who find dealing with psychological
feelings to be difficult.

Achieving goals. The goals of such counseling for the bereaved may
be achieved in one or more sessions, depending on the situation, but six to
ten are often needed. This allows time to deal with major issues and to set
the bereaved on the path to recovery. This does not mean that the loss is
totally resolved by the counseling, for achieving a resolution is by no means
certain, and it is quite clear that nostalgic memories of the dead person and
some ties to him or her continue for many years. But in adaptive out-
comes, such ties and memories do not totally preoccupy and dominate the
bereaved.

It is useful and important to provide for evaluation of the counseling,
both in terms of individual outcomes and as part of a more general evalua-
tion of service provision. Thus, it could be helpful to make measurements or
ratings of counselees' recovery from distress, patterns of symptomatology,
adjustment, and other relevant variables. Where major long-term problems
exist or continue, the bereavement counseling model may have to give way
to more traditional and long-term therapy.

Family intervention or counseling

The general principles described here may be applied with families, but are
complex, whether in a crisis model or as part of longer term therapy. This
therapeutic modality has not been widely utilized or tested, except for Polak
et al.'s (1975) study of acute grief following traumatic loss and that of Black
and Urbanowitz (1987) with children and surviving parents. Descriptions
of longer term interventions are chiefly clinically based (Pincus, 1974; Paul
& Grosser, 1965). Current work is attempting to assess grief from the
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family context and this may provide a more scientifically based framework
for intervention with families (Bloch, 1991b).

Counseling for care, support, and prevention

As noted, bereavement counseling has become a popular movement as well
as part of professional systems of care. This is reflected in the enormous
growth of self-help movements for bereaved people, most of which provide
some form of support and counseling for those who have lost a loved one.
There are also now many carers who would formally identify themselves
as bereavement counselors. These are usually people with a professional
background in mental health, or sometimes in pastoral care, although there
is really little formal definition of what is required for training in this sphere
or what skills should be attained. Nor is there definition of minimum
standards. Nevertheless, with a range of different counselors and counseling
systems, there has developed a substantial body of evidence to suggest that
there is a general benefit in what is done.

Polak et al. (1975) carried out one of the first reported clinical trials
of counseling for bereaved people. This Denver-based group tested the
effectiveness of two to six sessions over 1 to 10 weeks immediately following
sudden deaths. The deaths they identified were traumatic and pathogenic
in themselves, with suicide, violence, suddenness, and other complicating
factors. The interventions focused on "increasing the effectiveness of
the family in coping with feelings, decisions, and problems of adjustment
related to the death" (p. 146) and began with the initial visit of the
intervention group with the coroner within 1 to 6 hours of the death. These
workers carried out independent examination of outcome 6 and 18 months
later, and did not find any benefits for the bereaved who received interven-
tion compared with the matched group who did not. Both bereaved groups
showed significant impairment compared to the nonbereaved, and the
complex interplay of traumatic environmental stressors of the particular
death and way of dying, individual vulnerabilities, and family social system
factors appeared to contribute to risk of morbidity.

They noted clinically that families with a high degree of effective com-
munication, problem-solving capacity and flexibility tended to do better, as
compared to those who were inflexible with fixed and often conflictual roles.
Individuals who had high levels of hopelessness and despair, difficulties
expressing these, and tendencies to somatization appeared to be more at
risk. These clearly negative findings in a high-risk group should be viewed
as understandable in light of subsequent research which indicates that such
bereavements may indeed require more focused, prolonged, and in-depth
psychotherapeutic interventions. It is also important to note that the effects
were not totally negative. For instance, the nonintervention group showed a
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much greater increase in psychiatric ratings at follow-up than the control
(30% vs. 12%).

An evaluation of a service provided to aged bereaved people in New York
was carried out by Gerber et al. (1975). This was not a controlled interven-
tion study, but evaluated the support provided by a psychiatric nurse or
psychiatric social worker (supervised by a psychiatrist) over the 6 months
following the death. The support aimed to encourage the bereaved to
express feelings about the bereavement, to remember the lost relationship,
to move toward relationships with others and the future, and to deal with
practical problems. Follow-up showed significant benefits for the supported
as compared to the comparison group 5-8 months after the loss with
decrease in health care utilization and medication use.

The next reported trial of bereavement counseling was also oriented to
prevention but with a defined high-risk population of bereaved widows.
The therapeutic orientation in this instance was to the individual primarily,
and in a focused psychotherapeutic framework. A large population of
recently bereaved widows was independently screened for risk status in
terms of risk factors defined in earlier prospective studies (Raphael, 1977;
Maddison & Walker, 1967). High risk was defined by traumatic circum-
stances of the death, a previously ambivalent and/or dependent relation-
ship with the deceased spouse, and perceived nonsupportiveness of the
social network in facilitating grief and mourning. All these criteria were
operationally defined. High-risk widows were then randomly allocated
to intervention and control groups and a third non-high-risk control
group generally matched for age and sociodemographic factors was also
established. Intervention was provided from 3 to 12 weeks after the death
and averaged six to eight sessions for each widow, the sessions being of 1.5
to 2 hours' duration in many instances. These focused on facilitating the
widow's expression of grief, her mourning processes, her attempts to deal
with and come to terms with traumatic circumstances surrounding the
death where these existed, and promotion of supportive interactions with
her social network.

Independent follow-up 13 months later showed significant benefits for
the intervention group in terms of decreased risk to general health and
psychological health. The risk status and levels of morbidity appeared to
have been reduced to the levels of those of the low-risk group. Effects were
most pronounced for those whose risk status had been defined in terms of
perceived nonsupportiveness of their social networks and most effective
in terms of reducing health care utilization. However, for those at risk
through ambivalent relationships with the deceased, there were also
beneficial effects with a lessening of the extent and severity of depression
(Raphael, 1978). Effectiveness was also proportional to the degree to which
the counseling goals of facilitating expression of grief and the mourning
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process had been rated as being achieved (i.e., if these goals were rated as
significantly achieved at the end of the intervention, this correlated with
better health outcome a year later). These psychotherapeutically based
interventions utilized an understanding of dynamics, models of the grieving
process, and transference phenomena. They were, however, focused on risk
issues specific to the individual widow, carried out in the widow's own
home in many instances, and at times incorporated sessions with significant
others.

The next major study reported was Parkes's (1979) evaluation of a
bereavement service provided through St. Christopher's Hospice in London
for high-risk bereaved people. In a similar methodology to Raphael's
(1978), he also used a validated predictive questionnaire to define a high-
risk group: those who were clinging to the deceased before the death,
showed angry or self-reproachful behaviors, lacked a supportive family,
were of young age, and were of low socioeconomic status. Risk was also
defined by a nursing staff rating of nurses' perceptions of the bereaved's
likely coping ability. The high-risk group members were randomly assigned
to intervention and control groups. The intervention group received
support from a volunteer group (often professionals, but not mental health
experts) whose skills increased as the program progressed and who were
supported by psychiatrists and social workers. These bereaved people were
independently followed up 20 months later, and there were positive benefits
for those who had received support in terms of lower levels of adverse
changes in health, both mental and physical. Like Raphael's group, the
level of morbidity for the high-risk group who received intervention was
significantly reduced, to the level of the low-risk group.

In Vachon's controlled group study of self-help intervention for widows
(Vachon et al., 1980a), widows were provided with a widow-to-widow self-
help intervention, whereas the control group had no intervention. The
women in this study were not deemed to be at special risk, and all were
contacted 1 month after their husband's death. Their average age was 52,
and the majority of the deaths were anticipated. The initial assessment at 1
month was followed by the random assignment. Distress or disturbance was
measured by the GHQ30 (General Health Questionnaire 30 Items). The
intervention was from a widow deemed to have resolved her own bereave-
ment. It could be initiated either by the widow or the support person, was
not limited to a defined duration, and involved a wide range of activities as
well as supportive counseling. The most interesting facet of this study was
the "pathway of adaptation," which appeared to have been facilitated
by the intervention. Here, too, the intervention helped the high distress
widows, those who, in terms of current research, might have been most at
risk. Their patterns of adaptation were shifted toward those of the low
distress group, whereas the high distress women who had not received
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intervention had higher overall psychiatric disturbance at 24 months. This
pathway of adaptation is probably an important concept, one that needs
better understanding and further research, for it may indicate what other
clinicians have suggested, that there are different psychological and social
processes and different needs and patterns in the time course of adapting to
the loss of a loved one.

Vachon's work suggests that the early phase involves intrapersonal
adaptation. Widows receiving intervention felt better in themselves at 6
months, whereas at 12 months they were much better and were involved
interpersonally and in new activities. The women receiving intervention
clearly proceeded faster along this pathway of adaptation through the early
inner turmoil, withdrawal, and preoccupation to resolution and renewal
of social interactions. The intervention group resisted postbereavement
deterioration in the emotional adjustment, with a significant decrease in
overall disturbance and dysfunction. The long-term impact of this facilitated
adaptation pathway showed its ultimate benefit 2 years later (Vachon
etal., 1980a).

This research is interesting, for it fits with the clinical experience of
needing to deal with the intense inner distress and meaning of the loss in
the beginning and then, later, the need to learn new roles and socialization.
Certainly self-help groups may offer valuable role models for identification
and socialization in the latter phases, just as they provide supportive
empathy of others who have been through, "know," and have survived the
intrapsychic turmoil of acute grief.

Parkes's (1980) review of the effectiveness of bereavement counseling
covers the studies outlined here, as well as his own work, and he concludes
that "professional services and professionally supported voluntary and
self-help services are capable of reducing the risk of psychiatric and psy-
chosomatic disorders resulting from bereavement" (p. 6). He also notes
from his own studies that it probably takes the volunteer counselor a year
to become proficient. These findings are now a decade old and have
resulted in a much wider acceptance of the appropriateness of counseling
for bereaved people. However, despite such evidence of effectiveness,
missing from many other psychotherapeutic and counseling programs,
systematic service delivery programs are still lacking. This probably reflects
the difficulties, as highlighted by Eisenberg (1989), of commitment to
preventive and similar policies.

A number of other bereavement counseling programs have been de-
scribed and evaluated. These include programs for parents after stillbirth
(Forrest et al., 1982), sudden infant death syndrome (Lowman, 1979), self-
help for parents who have lost a child (Lieberman & Videka-Sherman,
1986), the survivors of cancer deaths (Souter & Moore, 1989), the recently
widowed (Sabatini, 1988), and bereaved children and their families (Black
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& Urbanowitz, 1987). For the most part, there is some description of
perceived benefits and helpfulness with these, but most do not present well-
developed, controlled studies of longer term outcomes with measures of
actual resolution of grief and lessening or prevention of pathology (although
there are general improvements in many of these directions).

W. Stroebe and Stroebe (1987) provide a valuable overview of interven-
tions postbereavement. They also differentiate prevention programs (e.g.,
Raphael, 1977; Vachon et al., 1980a) providing grief counseling from
those providing grief therapy, which they see as being for those with com-
plicated or pathological grief reactions. This distinction is not, however,
utilized by many of the researchers and there appears to be a continuum of
interventions from counseling to psychotherapy that are applied across the
spectrum of normal to high risk to complicated/pathological grief reactions.
Other reviews of the effectiveness of counseling have also been provided by
Osterweis et al. (1984) and Windholz et al. (1985), and these support the
conclusions drawn from Parkes's (1980) review and the studies outlined
here: There is much to suggest that bereavement counseling does indeed
work at least to lessen the risk of subsequent pathology for some at-risk
bereaved people.

Counseling for support and prevention and the
psychotherapeutic management of bereavement pathology

Psychotherapies

Where counseling becomes psychotherapy has never been well defined, and
it is beyond the scope of this chapter to address this conceptual issue.
However, several valuable in-depth studies of psychotherapeutic techniques
for the bereaved have been presented and extend further the understand-
ing of important ways to help bereaved people, especially those who are
already demonstrating bereavement-related pathologies and problems. The
Horowitz group (1984a) report an in-depth study of psychotherapeutic
process and outcome in work with 52 bereaved adults (following the death
of a husband or parent). These patients were diagnosed as suffering from
adjustment disorder (evidenced by impairment of social or occupational
functioning, low to moderate intrusive or denial symptoms, and depressive,
anxious, and other symptomatology commonly seen in grief reactions, after
an anticipated death) or post-traumatic stress disorder (with high levels of
intrusive and denial symptomatology, as well as grief/depression, etc.,
and after an unanticipated death). A very careful independent pretherapy
evaluation was performed. There were also detailed systematic evaluations
of therapy process from recordings of sessions 4, 8, and 12. Outcome was
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measured by a battery of measures in domains of stress-specific symptoms,
general psychiatric symptoms, and work and interpersonal functioning.

The intervention consisted of 12 sessions of time-limited, once-a-week
dynamic psychotherapy aimed at establishing a trusting relationship. It used
principles from Malan (1979) using triangles of insight and principles of
Mann (1973) for dealing with separation and loss in time-limited therapy
and dealing with termination issues. The further bereavement-specific
issues included focus on the impact of the loss of the relationship on the
self-concept of the bereaved person. Transference aspects were dealt with
in those frameworks. Horowitz et al. (1984a) describe aims of relieving
distress by facilitating normal rather than pathological grieving processes,
realistic appraisal of the implications of the death, and exploration of the
multiple self and other concepts activated during the mourning process.
Techniques include abreaction, catharsis, and interpretation of defenses
and affects.

The findings of this study were complex, with a number of interactions
between dispositional, process, and outcome factors. However, symptomatic
relief was substantial with a large effect size, whereas domains of work and
relationship functioning showed less improvement. Patients with a more
stable and mature self-concept before treatment tended to do better in work
and interpersonal functioning posttreatment. There were also indications
that supportive interactions were more likely to be helpful for poorer
functioning or less motivated patients, whereas exploratory interpreta-
tions (including negative areas) were more likely to be of value to highly
motivated or more mature and stable personalities. This also appeared to
apply specifically to dealing with the termination. These findings fit well
with other analyses of brief psychotherapy outcomes and processes and
with clinical experience and descriptions of brief psychotherapy, and
thus fit this type of bereavement counseling clearly into the field of brief
psychotherapy models as they currently exist.

A further study of psychotherapy for bereaved women with difficulties
adjusting to their husband's death and psychiatric diagnosis was carried
out by Marmar et al. (1988) and by Horowitz et al. (1984b). They recruited
61 women after advertisement, screening, and pretreatment evaluation.
Subjects were diagnosed as suffering from adjustment disorder, post-
traumatic stress disorder, and major depression, and were between 4
months and 3 years after their husbands' deaths. They were randomly
allocated to brief dynamic psychotherapy (12 sessions once per week) or
mutual self-help groups (12 X l|-hour sessions). There was considerable
attrition in both groups, especially mutual help. Improvement occurred for
both groups over time as measured at the end of therapy, 4 months and 1
year later by independent assessment and a battery of measures. Although
there was significant improvement over time for both treatment conditions,
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the overall decline in general symptoms was greater for the brief psycho-
therapy group, and significant differences in this direction occurred at
4 months and 1 year follow-up. The authors do not comment on the
matching between the groups on diagnosis or time following the loss, so
the implication of the results are unclear if these issues have not been
accounted for. The high attrition of the groups may support the aspect
noted earlier, that intrapsychic issues may still have predominated for these
women who saw their loss as unresolved and may have been better handled
in individual therapy.

Thus, these two studies, plus a comparative study by Kleber and Brom
(1987), discussed later, provide evidence of the value of brief psychotherapy
techniques for bereaved people with major adjustment difficulties and
diagnosable psychiatric disorder in association with their bereavement.
Clearly, other approaches, particularly those with support, do also help.

Behavioral therapies

Behavioral therapy models have also been described for the management of
bereavement pathologies. Ramsay's (1979) model is one of confronting the
loss and catharsis of feelings and then reintegration, not unlike the psycho-
therapeutic measures outlined in the previous section. This relies on
behavioral desensitization to the loss. Such processes are seen as being
unsuitable for normal bereavement, especially during the first year, but
rather as appropriate for "embedded" or phobic pathological grief reactions.

Mawson's group (1981) carried out a small controlled study of a sys-
tematic behavioral approach called guided mourning. It involved 1-1^-hour
sessions given three times weekly for 2 weeks with subsequent follow-up
until 28 weeks. All the patients had had distress related to grief for more
than 1 year plus two or more other indications of pathological grieving. The
therapy involved confronting aspects of the loss repeatedly until affects
associated with them diminished, plus homework based on writing at least
a page daily about the deceased. This behavioral intervention involved
intense reliving of avoided painful memories and feelings associated with
the bereavement. In contrast, the control subjects had a similar framework
aimed at avoiding grief and dealing with the lost relationship. Substantial
improvement occurred in the intervention group on measures of approach
to bereavement, but less in terms of depressive mood. The guided mourning
patients (n = 6) overall improved significantly more than the controls on
three measures, with a supportive trend on four other measures, whereas
controls (n = 6) did not show any significant improvement or trends. The
improvement for those receiving this therapy was maintained 10-28 weeks
later. This small study is impressive and the results have recently been
replicated in a controlled study by Sireling et al. (1988). It is especially
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important in that patients with such chronic grief are often notoriously
difficult to treat, and their disability in personal and social terms and
in suffering may be very significant. It would be helpful to extend this
research and clinical work further.

Another report on behavioral treatments is that of Walls and Meyers
(1985). They investigated four experimental groups each of which met for
one 90-minute session per week for 10 weeks. The therapeutic modes for the
groups were cognitive restructuring, behavioral skills, self-help, and a
delayed treatment control group. However, these three group interventions
appeared to have little effect on the adjustment to widowhood, although the
cognitive restructuring was of some benefit to depressive phenomena. There
is little to explain these outcomes, and there was considerable improvement
in the control group while waiting. It may be that the inexperienced
therapists (psychology students), or the group process, were not so suitable;
but this was a small study and its significance is really unclear.

Kavanagh (1990) has suggested a basis for a cognitive-behavioral
intervention for adult grief reactions. He sees such a cognitive paradigm as
characterizing chronic grief as a negative feedback system. Nevertheless,
many behavioral aspects of bereavement portend a relatively benign out-
come for most sufferers. His intervention model postulates recognition
of existing skills and supporting these. Intervention involves controlled
exposure and cognitive stimuli associated with the bereavement. Graded
involvement in roles and activities is also recommended (with encourage-
ment of achievement and attention to positive aspects). Where excessive
negativity occurs, as with depression or perhaps negative self-images, such
as those described by Horowitz (1984a), then cognitive therapy following
the model of Beck is suggested. In the bereaved, Kavanagh suggests, it is
particularly important to focus on cognitions of hopelessness, guilt, or
personal worthlessness. A similar cognitive approach in terms of examining
the validity of cognitions seen as generating chronic anger is suggested.
Reinforcement of social support and control of drug and alcohol use
are additional general components of this therapeutic model. Kavanagh
suggests that his behavioral model differs from earlier approaches of guided
mourning by Mawson et al. (1981) and replicated by Sireling et al. (1988)
in that it legitimizes controlled distraction, explicitly includes cognitive
therapy and skills training, and can be used for a wider variety of grief
problems. No studies reporting on the effectiveness or otherwise of this
approach have yet appeared, however.

Comparing different interventions

A study of value in comparing different therapeutic modalities is that of Kleber
and Brom (1987), who report on their work with 83 bereaved people who
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had experienced a major loss in the previous 5 years, had complaints
of anxiety, sleeplessness, instability and guilt, and had post-traumatic
phenomena of loss-related intrusions and denial. Seventy-five percent had
suffered the loss of a child or spouse, and in 61% the deaths had been
from accidents (traffic), homicide, suicide, and otherwise sudden and
unexpected. Thus, this group of patients were a sample who had suffered
traumatic bereavements and, apart from any symptom or disorder that was
specifically related to their bereavements, also had much to suggest that
they suffered from post-traumatic stress disorder. Although Horowitz's
group has also defined bereavement within the stress response syndromes
(e.g., Horowitz, 1976/1986), it seems likely that this is more the case
with traumatic bereavements (i.e., particularly those with traumatic cir-
cumstances surrounding the death). Both Raphael (Raphael & Maddison,
1976; Raphael, 1977, 1983) and Lindy et al. (1983) highlight the fact that
the two sets of phenomena are in many ways separate and that it may be
necessary to treat, counsel, or work through the traumatic phenomena and
related disorder before the bereaved person can grieve and mourn for
the lost person. This is well exemplified when the bereaved person's pre-
occupation is with the scene or circumstances of the death. Traumatic
intrusions of this memory or denying, numbing, and shutting out may be
the predominant thoughts and feelings. The sadness, longing, and nostalgic
reviewing of the lost relationship and the dead person do not occur or
are overwhelmed by the traumatic anxiety or repression of the traumatic
experience. Most clinical experience suggests that the trauma must be dealt
with first, and it is with the lessening of the traumatic preoccupations,
the intrusion and denial, that the nostalgic memories and mourning may
follow.

Thus, the Kleber and Brom (1987) study, while dealing with pathological
bereavements (n = 83), investigates and reports on outcome chiefly in
terms of post-traumatic phenomena, although also symptomatic complaints.
Three therapeutic modes were evaluated. Trauma desensitization involved the
patient gradually confronting the relevant aspects of his or her loss and
being desensitized to it in a learning theory model with relaxation tech-
niques. Hypnosis therapy used hypnosis to assist the bereaved in confronting
the loss. Psychodynamic therapy was based on Horowitz's model and aimed at
working through conflicts related to the loss. The patients were seen an
average of 23 months after the loss, so that they represented a group with
entrenched problems, and had high scores on IES (Impact of Event Scale)
and the SLG90 and State Trait Anger and Anxiety inventories. There was a
matched waiting-list control group.

All therapeutic modes were effective, but their principal effects were on
the symptoms of stress response syndromes - intrusion and denial - and
substantially less on symptomatic somatic and psychoneurotic complaints.
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This effect was less marked when pretest-posttest measures were also
included and compared with the waiting-list control group, which showed
some improvement. There was little difference between the different modes,
although there was some trend for the psychodynamic therapy to be more
effective and to have somewhat better results at follow-up. When intake
variables were examined, the authors concluded that the psychodynamic
therapy was equally effective for younger and older people and the be-
havioral treatments were better for those who were younger and of lower
income. In terms of personality variables, those with an internal locus of
control seemed to do better in therapy and the angry and distrustful did
poorly. The average number of sessions was 15-20, not unlike Horowitz's
original work, which strongly influenced this study, and other models of
brief psychotherapy. As the authors conclude, it is a further validation of
the effectiveness of psychotherapy - in this instance, for traumatic and
pathological aspects of bereavement. But it did not completely remove
symptom problems, and the data provided give little insight into the degree
of resolution of the grief and loss that may have been achieved by these
stressed people.

Other counseling techniques

A range of other models and techniques have been developed, utilized, and
described by clinicians working with grieving people. All of them attempt to
find formats and structures to deal with difficult therapeutic tasks. Many of
these difficulties appear in relation to moving people on with their grieving
process — particularly those who are often extremely difficult to help and
who may suffer some form of inhibited, absent, or chronic grief or other
pathological bereavement pattern. Even such distinctions about what is
normal or pathological grief are difficult (see chapter 3, this volume).
Nevertheless, taking the commonly accepted definitions (if not criterion-
based), there is often a need to try new and flexible modes.

Most of these therapeutic models suggest specific structures or goals. In
this context workers such as Shuchter have suggested that the "therapeutic
tasks of grief" involve the following: Development of the capacity to experi-
ence, express, and integrate harmful affects; utilization of the most effective
means of modulating harmful affects; integration of the continuing relation-
ship with the dead spouse; maintenance of health and continued function-
ing; achievement of successful reconfiguration of altered relationships; and
achievement of an integrated, healthy self-concept and stable worldview
(adapted from Shuchter, 1986). These "tasks" are not dissimilar from
Lindemann's original tasks of converting pathological to normal mourning
(Lindemann, 1944) and reflect goals also suggested by other workers.
Worden (1982/1991) also follows such a model.
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Other techniques utilizing innovative methods have been reviewed in a
volume by Stern (1985) and include Gestalt therapy (e.g., talking to the
empty chair - what one would like to say to the deceased), imaging, and
logotherapy. Another structured technique that has been widely used and is
similar to those already mentioned is Volkan's (1971) regrief work, where
emphasis is placed on symbolic "linking objects" (objects of the deceased
utilized to facilitate therapy) and visits to the grave and reviews of photos
and memorabilia. Similarly, "reliving, revisiting, and reviewing" is another
somewhat ritualized and structured approach aimed at achieving a thera-
peutic resolution of the loss (Melges & DeMaso, 1980). Music therapy has
also been suggested (Bright, 1986).

Rando (1984) has contributed a wealth of clinical and therapeutic
descriptions of grief, its complications, and management. "Therapeutic ritual"
and ritual leave-taking are important components of her therapeutic model
(Rando, 1985). Rando describes general precepts such as the need to reach
out to the bereaved, give them permission to grieve, and support their
family systems. The therapist should determine the particular therapeutic
tasks they still need to accomplish. This model encourages verbalization of
feelings and recollection of the deceased, and helps the griever to identify
and resolve secondary losses and unfinished business. Rituals, Rando states,
have the value of facilitating emotional expression through the acting out of
the ritual, legitimation of emotional and physical ventilation, and delinea-
tion of grief (p. 105).

More recently, Van der Hart and Goossens (1987) have described a set
of therapeutic leave-taking rituals that they state are a "short term strategic
form of mourning therapy" (p. 24). This process involves three phases. The
first is preparatory - the therapist explains how the ritual may help to take
leave of the deceased. The second is reorganization - the bereaved has to
reorganize his or her life through the process of homework and other
specified tasks. Third is the finalization phase, which may involve symbolic
leave-taking, cleansing, and, finally, reunion rituals. These are fitted to the
culture and beliefs of the bereaved and clearly represent symbolic and
psychological processes deliberately set in motion to fulfill what has not
happened internally and may or may not have occurred in social ritual.
The authors specifically suggest that it is good for "conflicted grief," as
described by Parkes and Weiss (1983), but no objective outcomes are
provided. Reeves and Boersma (1990) are also proponents of the therapeutic
use of ritual for maladaptive grieving and emphasize the cultural and cross-
cultural importance of such understanding and facilitation.

Certain types of death may require particular attention and provide
special difficulties for the bereaved. Violent deaths, suicide, murder deaths
in which the bereaved played some part are prominent. Disaster deaths,
deaths of wartime, deaths where no body can be found, or situations where
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death is uncertain are also extremely complex. AIDS-related bereavements
have brought new levels of complexity and require sensitive therapeutic
approaches to the grieving lover and family members. These aspects can
usually be understood and explored in assessing circumstances of the death,
and therapeutic work will need to deal with the various issues they involve,
utilizing understanding from the various models and processes discussed
here.

Pathological grief and its management

Bereavement counseling has been applied and tested in a wide variety of
situations and with a wide variety of people. In some instances it has been
with normal populations, with those at risk, and in others with long term
and apparently chronically distressed/disturbed bereaved people, where the
model used is more one of therapy. But the whole area of pathological grief
and the suggestion of specific treatment programs is much more difficult to
define. As noted in chapter 3, pathological grief has not been defined in
operational terms, although commonly accepted categories include delayed,
absent, inhibited, and chronic grief. These patterns may reflect the spectrum
of phenomenology and be shaped by underlying personality or coping
styles. There are no epidemiological studies defining these levels or patterns
of pathological grief, although currently there are endeavors to provide
operational criteria (Middleton & Raphael, current studies). Bearing
in mind these provisos, the management of pathological grief follows
Lindemann's (1944) original principles: that is, to convert pathological grief
to normal grief (Raphael, 1975).

Delayed or absent grief. When grief is unduly delayed or absent, the
therapeutic tasks involve assessment to identify any contributing factors,
with particular note of current severe life stressors, past severe deprivation
and loss, or personality patterns and coping that rely strongly on denial or
repression of affect. It may also be that grief is absent because the relation-
ship did not have a deep quality of attachment (if, for instance, the bereaved
had an intensely narcissistic personality disorder). Another aspect is
presence of a major psychiatric disorder, which may determine the main
clinical picture. This should be treated alongside counseling.

The emphasis on counseling in this type of pathological grief is in
exploring the reasons for such denial and absence, working psycho-
therapeutically to deal with these, and then helping the bereaved to
confront and work through the realities of their loss, using counseling
principles such as those outlined earlier. Regrief work and therapeutic
rituals may also be helpful in these instances. The principle of progressing
at a rate that the bereaved can encompass, with "doses" of affect that can
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be managed by the bereaved, is useful, as is the range of techniques
identified previously.

Inhibited grief. Inhibited grief may be on a continuum with absent
grief, and may also encompass distortion, such as excessive anger or guilt,
with the absence of significant grieving. These may relate to experiences of
dependency and/or ambivalence in the preexisting relationship with the
deceased (Raphael & Maddison, 1976), and may result in syndromes such
as conflicted grief or clinging grief (Parkes & Weiss, 1983). Therapeutic
assessment should identify such parameters in the relationship, and the
process of working through will involve psychotherapeutic work with the
bereaved to deal with this ambivalence or dependence (and the latter may
be the more difficult, especially if the bereaved brings excessive dependent
needs into the therapy). It is useful to come back to a general structured
model such as reviewing the loss and the lost relationship, as noted, or to
Worden's (1982/1991) model of completion of the tasks of grieving. These
include accepting the reality of the loss, experiencing the pain of grief,
redefining the relationship with the deceased, adjusting to the environment
from which the deceased is missing, and finally withdrawing emotional
energy and reinvesting it in other relationships.

The psychotherapeutic processes of Horowitz et al. (1984a) may also be
of use here, as may be such techniques as guided mourning and regrief
work, and innovative techniques including gestalt. However, any method
should be implemented only when there is a thorough dynamic understand-
ing of the reasons why grief is inhibited and a recognition of the capacity or
otherwise of the bereaved to deal with the grief at this time. This may be
particularly relevant with children, where it may only be when there is a
situation of stability in the home and security of current caring relation-
ships that an earlier loss can be grieved.

Chronic grief. A picture of intense and prolonged grief may be
presented with chronic grief, the bereaved appearing many years after the
loss as though the grief were recent. Crying, intense preoccupation with,
and idealization of the deceased are common. The bereaved's life may be a
memorial to the dead person, with considerable cost to other family and
personal relationships and functioning. A common pattern is of a woman
who has lost her child, not infrequently a late adolescent who has died
suddenly and unexpectedly. Parkes and Weiss (1983) also described this as
common with clinging and dependent relationships. All clinicians agree
that chronic grief is notoriously difficult to treat, for the bereaved is usually
reluctant to relinquish the preoccupation with the deceased. Depression or
other syndromes may coexist and should be treated appropriately, but a
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core syndrome of chronic grief is still likely to be resistant to therapeutic
intervention.

General counseling principles, psychotherapy for bereaved as indicated
in Horowitz's study, regrief work, and behavioral treatments may be tried,
but behavioral interventions apply more usefully to the phobic and avoidant
bereaved than to those with intense preoccupation with the loss, whose
behavioral patterns are more like those of an obsessional disorder (Jacobs,
1991, personal communication). Practical interventions directing the griev-
ing person to other roles and tasks may help in some instances, as may
interpretations that deal with the reasons behind the bereaved's reluctance
to give up the lost person. Perseverance, the use of innovative techniques,
and advice to the bereaved may need to be part of the therapeutic regime.

Clearly, there is a need not only for operational criteria to define these
syndromes (if they do indeed exist) but also therapeutic trials to determine
optimal and effective therapy.

Unresolved grief: Past losses and deprivations. Some people who react
severely or pathologically to a loss, or seem unable to do the necessary grief
work, may be handicapped by vulnerabilities related to earlier severe losses
(e.g., death of a parent in childhood) or severe deprivation (e.g., gross lack
of parenting or absence of adequate attachment figures in childhood). A
major loss opens into such issues of deprivation so that the bereaved may
have difficulty tolerating the painful affects or may lack the ego strength to
work through this and the current grief. These therapeutic issues must be
fully understood. They may mean that the bereaved needs more skilled
psychotherapeutic support, more in-depth psychotherapy, and gradual and
appropriately modulated working through of the current loss. These and
other issues highlight the importance of individually based assessments
and treatment programs for the bereaved, and the great importance of
avoiding simplistic formulas of "grief therapy" that are righteously applied.

Complementary therapeutic interventions for psychiatric
disorders occurring in association with bereavement

Counseling the bereaved must also be considered alongside other therapeutic
interventions. These may complement or indeed be essential in terms of
symptomatology or syndromes or the relief of suffering.

Depressive disorder

Depressive disorder in the bereaved is important in this context. Although
epidemiological studies have not yet fully defined the extent to which
depressive disorder occurs in bereaved people, it is clear that for at least a
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percentage of the bereaved it is severe and disabling. Depressive phenomena
are often difficult to distinguish from grief, with appetite, sleep, weight
disturbance, and feelings of loss and despair. The picture is further com-
plicated by the fact that many attempts to measure and define grief have
been in terms of depressive symptomatology.

Jacobs et al. (1989) have carried out a systematic review and study of the
depressions of bereavement. In the study, 29% of bereaved people met
diagnostic criteria for depression in the year after their loss. This is a higher
level than reported in some other studies (e.g., Clayton, 1979), which report
11% to 15% with lasting depression. These depressions in the bereaved are
more likely to be transient and remit spontaneously. But many do not.
Depressive disorder is more likely in those bereaved who show negative
cognitions - low self-esteem, hopelessness, suicidal intentions, psychomotor
retardation. If these symptoms are present, if a greater number of symptoms
are present, or the depressive phenomena are severe and disabling, then
specific treatment is required. There is also a high degree of overlap with
anxiety disorders and pathological grief.

There are few systematic studies of the treatment of these bereavement-
related depressions, and for the most part, psychotherapeutic interventions
are suggested. These have been established to be effective in some instances
in lessening the risk of depression and its severity in high-risk bereaved
widows (Raphael, 1978). Such psychotherapeutic interventions have con-
centrated on helping the bereaved work through the ambivalent aspects of
the lost relationship in line with Freud's (1917b) theoretical conceptualiza-
tion in mourning and melancholia. They postulate that by dealing with the
ambivalence, the depressive phenomena associated with the internalization
of the lost object, the inward turning of aggression, and the fall of self-
esteem are lessened.

There is clearly a need to define further, as has been done in the general
area of depression treatment, the relative contributions of other treatments
to these bereavement-related depressions - for instance, cognitive behavioral
psychotherapies, physical treatments, and antidepressant medications. The
findings on negative cognitions indicate the importance of trialing the
effectiveness of cognitive therapies in such depressions.

Jacobs et al. (1987c) have reviewed the limited data available on other
physical and pharmacological therapy modes and report on a pilot study of
antidepressant treatment. These workers noted, in taking this therapeutic
approach, that imipramine was effective in alleviating "depressive" behavior
and social withdrawal in primates separated from mothers and siblings and
in preventing the emergence of depressive behaviors in primates exposed to
the stress of a loss (McKinney, 1986). Jacobs's group selected a community-
based sample of 10 widowed people (8 widows and 2 widowers) who
suffered depression as scored on the CESD depression scale and were
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verified as depressed by the depression segment of the SCID (DSM III)
and by clinical interviews. These subjects participated in an open trial of
imipramine 150mg daily and were carefully monitored for depressive, grief,
and other symptomatology throughout. After the 4 weeks their care was
continued by their primary care physician. The authors report that seven
(70%) reported a moderate to marked improvement of their depressive
symptoms during this 4-week period, especially sleep and appetite, as
well as mood and cognition. They believed that the biological, that is,
pharmacological dimension, was significant in this improvement. Anxiety
symptoms were also prominent in all but one of the subjects, and for the
most part these also subsided. However, it was not possible to discern
systematically a consistent effect of the antidepressants on the symptoms of
grief nor the relationship between these and depressive phenomena in this
small sample. This is a matter for further concern if the suggestions of
correlations between unresolved grief and severe or ongoing depression are
correct.

Clearly, this is a small pilot study, but it points the way to the importance
of further systematic and controlled studies of treatment of psychiatric
syndromes such as depression when these occur in relation to, and com-
plicating, bereavement. Such studies must also, of necessity, address the
interrelationships to grief and its course and the outcomes that are optimal
for both depression and bereavement. This is particularly so in view of
subjective accounts in some clinical settings where patients may report their
grief being blocked or being in an "emotional straitjacket" because of
psychotropic (including antidepressant) medication they have received.

Other earlier clinical reports suggest that electroconvulsive therapy may
also be used with bereaved people who show evidence of severe depression,
warranting such intervention in its own right. Nevertheless, as most
workers suggest, it is still necessary to deal with the psychological issues of
the bereavement, and in so doing to assist the grieving process alongside
whatever other therapeutic measures are necessary.

Anxiety disorders

Further issues arise with regard to the concurrent treatment of other
psychiatric disorders requiring medication, for example, the presence of
anxiety disorders in bereaved people. Their relationship to the bereavement
process has been discussed by Jacobs et al. (1990), who found that 10% of
a bereaved sample met criteria for panic disorder and 30% for generalized
anxiety disorder in the year following bereavement. With a personal history
of heightened risk for this condition, there was a strong overlap with major
depression and pathological grief. There is a need for further clinical
understanding of the appropriate management of such anxiety disorders
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and how, in addition to counseling, appropriate pharmacological interven-
tions with axiolytics can be utilized, when they are indicated.

The occurrence of post-traumatic stress disorder (PTSD) in relation
to bereavement is not uncommon. The phenomena are often confused,
however, mainly because bereavement was at one stage viewed in this
model and because of the traumatic losses that have been described in
crucial studies of the phenomena of grief (e.g., Lindemann, 1944). There
are as yet few studies of the incidence of PTSD in the bereaved, but it may
be more likely to occur in those whose loss is sudden, unexpected, and
traumatic (e.g., violent). Therapy needs to involve both psychotherapeutic
approaches aimed at working through the traumatic experience and specific
intervention for grief and mourning. Whether or not pharmacological or
other measures are required will depend principally on the phenomenology
and severity of the PTSD. Both Raphael (1983, 1986) and Lindy et al.
(1983) have noted the importance of dealing with the traumatic component
and point out that it may block grief and may need to be worked through
before grief work can be facilitated.

Severe and organic mental disorders

The grief suffered by patients who have a psychotic illness, those with
organic brain syndromes, and those with intellectual handicap is of interest
in this regard, but there is little systematic research or treatment trials
in these circumstances. Physical health problems may coexist or be pre-
cipitated by the bereavement, or physical symptomatology may present
either through the psychophysiological concomitants of grief, identificatory
symptoms, or as a mechanism for entry into care. Such symptoms or
conditions should be appropriately assessed, investigated as necessary, and
included in the spectrum of care and treatment provided.

Substance abuse disorders

Bereavement may trigger substance abuse in those who are vulnerable,
perhaps as they attempt to blot out the pain of grief and loneliness. Any
such disorder should be carefully evaluated, but managed in the context of
the bereavement, recognizing it may well represent maladaptive attempts to
cope.

In the overall clinical care of bereaved people, it is critically im-
portant to ensure that the appropriate management of other concurrent
conditions is skillfully interwoven with the counseling provided to help
them deal with their loss. Of particular importance, and requiring further
research understanding, is the impact of psychoactive medication on the



Counseling and therapy of the bereaved 451

grieving process. For, as noted earlier, it is often reported clinically that
bereaved people suggest that some medication may interfere with their
grief, though clearly for some it may help to settle distress to a degree where
grieving becomes possible. For most people, however, medication is not an
answer for the distress they experience. Rather, the support of empathic
and concerned others and the understanding and skill of the counselor are
more relevant variables.

Critical appraisal of the current status of bereavement
counseling

As can be seen from this review, there are a number of systematic studies of
both counseling, aimed chiefly at prevention, and grief therapies to deal
with bereavement pathologies and/or related psychiatric disorders. Although
many demonstrate positive effects, few of the studies have set clearly
defined goals or identified how the therapeutic modality has attempted to
achieve these. There is a lack of agreement over basic definitions of grief
itself, let alone its pathologies, and none of the studies has clearly defined,
in operational terms, specific bereavement outcomes. The lack of appro-
priate measures has been compounded by the lack of systematic trials,
although a number have positively contributed to this field with controlled
studies and independent outcome assessment.

As to which forms of counseling or therapy are applicable and produce
optimal benefits, and with which group of bereaved people, it is clear that
much further research is required. There are indications that some subjects
may benefit more from insight-oriented measures, and that early in the
course of bereavement addressing intrapsychic issues may be more relevant,
whereas social/interpersonal issues are more relevant later. How these
may be assessed in individuals and utilized in defining interventions and
their desired goals needs further work. And the role of personality and
coping styles and the possible influence of these on bereavement outcomes,
as well as choice of counseling or therapy mode, require much further
consideration.

There is a need for much more systematic and scientific evaluation of
the models of counseling, the rationales for which they are applied, and
their relationship to other psychologically based therapies. Of particular,
and critical, importance is the need to be quite clear about if and when
bereaved people need counseling, for there should be ethical concerns about
providing a therapeutic framework for a natural human experience unless
this is very clearly justified and indicated. Training of counselors, skills
required, and quality assurance are further issues that have not yet been
adequately addressed. Similarly, where counseling is indicated and effec-
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tive, there must be ethical concerns about why counseling/therapy pro-
visions are not available to those who might need them.

This chapter has reviewed some of the significant studies that have
examined in detail different models of psychotherapeutic care and counseling
for bereaved people. Much more could be said about the clinical work that
is involved for the many different griefs that are experienced: the special
problems for parents at the loss of a child, the death of a sibling, the needs
for and difficulties of caring for bereaved children, grief in the elderly,
disaster-related bereavements, and grief and bereavement counseling for
the many other losses of life. Anticipatory grief should also be considered.
Each of these bereavement situations needs to be evaluated to determine
the specific needs of the individuals and families, whether or not counseling
is required, and, if so, its goals and the form it should take.

It is clear that there is much supportive evidence indicating that bereave-
ment counseling is effective, both as a preventive measure for bereaved
people who are at high risk and as a therapeutic intervention. Yet, despite
this, there is still neither adequate service development in many areas, with
regard to provision of bereavement counseling services, nor evaluation of
effectiveness where services do exist. Self-help and community support
groups provide a very valuable resource in this context, but still many
bereaved people who are in need of care do not receive it and may suffer
unnecessarily as a consequence, both in the acute suffering of their loss and
the pathology that arises subsequently.

For those who provide counseling, several themes must be borne in mind:
Empathy, compassion, genuineness, and warmth are, as always, essential
therapeutic components. Whatever model of counseling is applied, psycho-
dynamic understandings are also vital, as are skill and a knowledge of loss
and grief and their dynamics.

Transference themes that occur may reflect patterns of the bereaved's
relationship with the deceased. There may be resentment that the counselor/
therapist is there in place of the deceased, envy at his or her intact family,
and attempts to use the therapist as a replacement figure to avoid the pain
of loss or having to face other deprivations. All the aspects of grief are
likely to appear, particularly with termination, where they may be used to
facilitate further levels of the process of working through the grieving
process.

Countertransference issues are likely to be particularly powerful, for all of
us have experienced some loss, some separation pain, and are likely to
reexperience it in our empathy and identification with those we care for.
Some losses, perhaps those we particularly fear or dread, or have experi-
enced, will evoke great pain and may lead to reactions of distancing or
enmeshment as countertransference phenomena. It is particularly important
that those involved in counseling bereaved people are sensitive to and
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knowledgeable about these issues, that they deal with their roles in terms
that recognize their own as well as their patients' needs and vulnerabilities.
It is critical that they carry out their work within professional support
systems that can help them deal with such issues (e.g., supervision and case
review).

It is also important that models do not become fixed: the only, the right,
form of therapy. Most clinicians will acknowledge that their day-to-day
work is eclectic and that there are at least some bereaved people who are
not helped by the processes discussed here. More innovative approaches to
the brief psychotherapy of bereavement - new and changing models with
greater flexibility - may also need to be devised for those whose needs are
not met by the existing frameworks (Hoey & Raphael, 1990).

Vaillant (1986) has pointed out how loss is not only associated with
the painfulness of grief and yearning for our loved ones. There are also
the richness of the internalizations of what we have lost, the memories,
identifications, and other themes we take into ourselves that are part
of human life and experience. The emotions of grief are often the most
intensely painful and intolerable of our affective experiences. Yet we must
all "know" loss at some time. The care others offer us, their comfort-
ing, consolation, and support, help us to tolerate the loss and to go on.
Counseling should support these adaptive processes and their real and
human outcomes and give courage to the bereaved for their present and
their future.
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M A R G A R E T S. STROEBE,
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AND W O L F G A N G S T R O E B E

The Handbook of Bereavement has provided a comprehensive overview of
current research on bereavement. The phenomenology of grief, distinctions
between normal and pathological grief, and measurement and assessment
techniques are described in considerable detail. The volume also brings into
focus a wide variety of theoretical approaches that have been incorporated
recently into bereavement research. It documents not only detrimental
effects to mental and physical health but a much broader range of con-
sequences associated with loss. It explores the relative vulnerability of
different individuals and groups. Analyses also go beyond the consideration
of marital bereavement to examine what is known about many different
types of loss, including the special cases of AIDS survivors and of Holocaust
survivors. Evaluations are provided regarding the availability and efficacy
of many different types of support for bereaved persons, ranging from
informal help to self-help groups to various counseling and therapy inter-
vention programs.

Despite the length and scope of the volume, however, coverage still has
been highly selective. We would have liked to have extended the discussion
further to include, for example, comparisons with other types of loss or
trauma, such as divorce. Also, as our authors have acknowledged through-
out the volume, many questions remain unanswered. Finally, as the careful
reader will have discerned, there are still disagreements and controversies
between authors and some inconsistencies in results from one study to
another.

In this concluding chapter we review theoretical, methodological, and
empirical themes emerging from the contributions to this volume, identify
continuing controversies and directions for future research, and highlight
social and policy implications.

457
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Theoretical developments

There have been significant advances from intra- to interpersonal and from
clinical to biopsychosocial models of bereavement. There has also been
some progress in using these theories to derive testable hypotheses, the
results of which can, in turn, be integrated into the development of effective
preventive and treatment strategies. We are still far from an integrative
theory of grief and bereavement. However, as the contributions to this
volume show, increased reference is now being made to theories from many
disciplines, each of which contributes in unique ways to the understanding
of bereavement phenomena.

To elaborate: Much research presented in the Handbook has been guided
by theories, ranging from attachment theory, family systems theory, stress
theory, life-span developmental theory, and personality theory to more
reductionist physiological approaches. As a result of this advance, grief
is now less likely to be treated as a purely intrapersonal phenomenon.
Compare, for example, the classic formulation, based on psychoanalytic
theory, of the symptomatology of grief by Lindemann (1944) with the
much broader, multidimensional approaches presented in this volume.
Throughout, interpersonal models are in evidence, taking into account
the impact of such variables as social context, family context, and social
support not only on affective but on many other cognitive and behavioral
reactions.

Similarly, it seems evident now that a narrow interpretation of grief as a
form of mental or physical illness or debility, or as a matter of clinical
concern alone (which would fit into older conceptions within a medical or
psychiatric framework), is no longer viable. Although Averill and Nunley
(this volume) consider this possibility, it is apparent that the medical model
of illness itself has changed. Medical science has increasingly incorporated
psychosocial factors into models for the prevention and treatment of illness.
This evolution is reflected in the growth of new areas of study, such
as behavioral immunology and health psychology. Thus, it seems likely
that the study of bereavement will be incorporated into an expanded
biopsychosocial medical model (e.g., Engel, 1977; Averill & Nunley, this
volume; Laudenslager, Boccia, & Reite, this volume).

An integration of knowledge into a grand theory of bereavement has
not been achieved. Nevertheless, there are advantages to presenting the
multiplicity of perspectives in this volume, rather than restricting scientific
treatment to the viewpoint of a single discipline. Take, for example, the
finding that widowers have higher mortality rates than widows, when
compared with same-sex, nonbereaved controls. To explain this pattern, a
psychologist would look for cognitive and behavioral response differences
between the sexes, and would find them. A sociologist might analyze
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patterns of sex roles or male-female support systems, and find differences.
A psychophysiologist might study sex hormones and identify their modula-
tory effect on immune effector cells. To limit explanations to those of a
single discipline would preclude a full understanding of the phenomena of
bereavement: As the Handbook chapters have shown, these are so complex
that different levels of explanation are necessary for different phenomena
(cf. Averill & Nunley, this volume).

The key question concerning theoretical developments, however, is
whether they have increased our understanding of bereavement. In our
judgment, the contributions to this volume have indeed advanced our
understanding of a variety of phenomena. Theoretical formulations have
been stated in ways that are empirically testable and results assessed.
Thus, for example, empirical tests of the grief-work hypothesis, one of the
oldest and most commonly accepted assumptions in the field, are reported
(Kaminer & Lavie, this volume; W. Stroebe & Stroebe, this volume). The
results of these investigations have implications for planning intervention,
which the authors describe.

Encouraging though this development is, it is but a beginning. Although
available theories account adequately for many observed phenomena of
bereavement, explanations of other aspects are not so easy to derive. Thus,
the chapters on AIDS survivors (Martin & Dean, this volume) and on
Holocaust survivors (Kaminer & Lavie, this volume) raise a number of
challenges to current understandings of bereavement. They demand that
theoretical frameworks take into account the likelihood of chronic bereave-
ment, multiple bereavement stresses, stigma and exclusion from supportive
networks, the impact on a closed community system at increasing risk, the
impact of personal life threat on bereavement reactions, and the inherent
contradiction of a popular consensus (in both cases) regarding ameliorative
effects of foreknowledge and the opportunity for emotional preparation.
Similarly, Silverman and Worden's chapter (this volume) on childhood
bereavement introduces special challenges, wherein a child loses not only a
loved attachment figure but also a critical part of his or her heritage and
developmental context.

Methodological issues

We have seen that there remain many concerns regarding the status of
measurement and research design in the study of bereavement. This reflects,
in part, a diversity of purpose across studies, as well as the methodological
approaches characteristic of the various clinical and scientific disciplines
conducting research. It also reflects a growing awareness of the complexity
of the nature and experience of bereavement.
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Measurement issues

Considerable effort has been devoted to conceptualizing and measuring the
bereavement experience. Yet currently there is no standard approach
to bereavement assessment, in either the clinical or research setting. It
has been difficult, for example, to establish the validity of bereavement
measures, as many levels of assessment (e.g., cognitive, affective, physio-
logical, and social) appear to be involved and to change in relative im-
portance over time. The discriminant validity of currently available
instruments also remains in question, as the construct of grief itself overlaps
considerably with related constructs, such as depression, physical health
status, and mood state. In addition, there has been little effort to address
the generalizability of measures across cultures or to extend the scope of
bereavement assessments to the affected family system, whose stability and
support functions may also be affected by the death of one of its members
and whose grief reactions may be intricately interdependent.

Research design issues

Over the past decade, research designs also have become more rigorous and
complex. The research represented in this volume reflects the wide variety
of designs currently available. McCrae and Costa, for example, used a large
probability sample, long-term, longitudinal data set to examine the course
of recovery among the bereaved. They were able to measure the long-term
effects of widowhood by comparing a pre- and postevent assessment on
certain key variables, in a repeated measures analysis that controlled for
initial differences between groups on key biographical variables. They were
also able to avoid bereavement "priming," as respondents were not aware
that widowhood was a variable of interest. A similar research strategy was
available to Wortman, Silver, and Kessler (this volume), who were able to
study large-scale representative samples as part of a multidisciplinary
program. The large sample size, longitudinal design (including prebereave-
ment), and variety of measures (including medical tests) should enable this
latter study to answer many outstanding questions concerning coping and
adjustment.

All of the longitudinal in-depth studies included in the volume used
sophisticated, well-controlled designs and employed careful statistical
analyses, thus improving on earlier methodology. Such designs permit
control over biasing factors. For example, systematic, confounding dif-
ferences between bereaved and nonbereaved samples can be controlled for
by individual matching; sampling biases can be assessed and the social
desirability bias of responses can be analyzed (cf. W. Stroebe & Stroebe,
this volume).



Themes in bereavement research 461

Yet there remain concerns in the design of bereavement research (see W.
Stroebe & Stroebe, 1987, for a more detailed discussion). Among the most
critical of these are the problems of high subject attrition in longitudinal
studies, varying degrees of appropriateness of control groups, and the
difficulty of reconciling findings from large studies of probability samples
(often involving only superficial measures of a limited number of variables)
with findings of smaller studies (which may provide greater depth in
assessment but risk using a non-representative sample).

A frequently overlooked concern is the failure to distinguish between
main effects and interactions in the analysis of risk factors for poor out-
come. For example, to make the statement that "social support helps buffer
against the effects of bereavement," one has to have shown that bereaved
people are relatively more helped by it than are nonbereaved. Similarly, to
argue that "widows suffer greater depression after losing a spouse than
widowers," one has to take into account the higher rates of depression for
women in general.

Similarly, more care is needed in making inferences of causality. Again,
to argue that social support helps the bereaved get over loss on the basis of
the finding that the better adjusted have higher levels of social support than
the worse off is not necessarily valid. Predisposing factors may jointly affect
health outcome and the provision of support. Stylianos and Vachon (this
volume) carefully consider the interaction of personality and social support;
it is highly likely that certain personalities are not only better copers but
also easier to provide with social support. Likewise, Gallagher and her
colleagues (this volume), in their longitudinal design, were able to deter-
mine the direction of causality for the relationship that they found between
mortality and social isolation (physical illness could lead to social isolation,
or vice versa) by equating decedents and survivors on physical fitness.

Finally, an independent variable can easily be confounded with a measure
of grief. Exemplary are coping variables and grief reactions; there is a
very fine line between an adaptive coping strategy and low levels of grief
symptomatology. To conclude that recovery is due to "positive coping
strategies" when all that has been shown is that the more recovered dwell
less on their loss or ruminate less is uninformative. Rumination is part and
parcel of grieving. Similar cautions need to be made in drawing conclusions
about self-esteem, which is closely related to depression, which, in turn, is
part of grief.

Sophisticated designs and statistical techniques are now available that
can overcome many of these problems. The empirical papers in this volume
illustrate how these might be implemented.
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Emerging themes, results, and controversies

In the process of editing this volume, it became evident that new issues of
central concern are emerging in the bereavement field, that a number
of controversies continue unabated, and that, although much has been
learned, gaps in our knowledge remain. In the following pages, we select
those issues that seem most critical.

The nature of grief

Individual and cultural heterogeneity. One of the major themes to
emerge from this volume is that grief is not a simple, universal process, with
a progression of fixed stages, each with its typical symptoms. It would do
bereavement researchers an injustice to claim that grief is viewed in this
way, for, beyond the search for "normal" or typical patterns of bereave-
ment reactions (which must be an aim of any scientific endeavor), a major
concern has been to understand individual differences in reactions to and
coping with bereavement.

Indeed, many of the contributors to the volume have called for a greater
understanding of the heterogeneity of individual responses to loss. As Weiss
argues, there is much variability in the success with which individuals are
ever able to come to terms with the painful memories, find ways to experi-
ence life again as enriching, and respond adequately to the demands of
continuing social roles. Similarly, Wortman, Silver, and Kessler conclude
that it is the meaning of loss to the individual that determines the nature
and intensity of the grief response. Shuchter and Zisook point to individual
differences in the effects of loss on diverse aspects concerning a person's
future (identity change, knowledge of the self and world, insights into
one's own coping, and so on). Middleton, Raphael, Martinek, and Misso,
reviewing abnormal bereavement reactions, extend such reasoning to the
complications of bereavement; the heterogenous nature of pathological grief
is explored in great detail in their chapter. Finally, the papers that address
the cultural context of bereavement (e.g., Averill & Nunley; Lopata;
Raphael, Middleton, Martinek, & Misso; Rosenblatt) underline the diver-
sity of "normal" grief reactions across cultures; what comprises normality
(even "sanity") varies greatly across cultures. We need look no further than
Averill and Nunley's example from Tahitian culture, in which bereavement
responses are classified as symptoms of illness or fatigue, not as emotional
signs.

The multidimensional^ of bereavement reactions. A recurring theme
throughout the Handbook concerns the multidimensional nature of responses
to loss. Researchers have extended the study of grief beyond affective
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reactions to consider also a full range of behavioral and cognitive reactions,
as exemplified in the chapters by Shuchter and Zisook and by Rubin.
Also along these lines, Gallagher-Thompson and her colleagues argue
that adjustment to bereavement is a multifactorial process, to the extent
that indices of physical and mental health may yield different patterns.
Lieberman indicates that these new extended perspectives need integration
into our theoretical formulations, arguing that "traditional measures used
in bereavement research (symptoms, vicissitudes of grief, and social
adjustment) represent a homeostatic model in which the underlying
assumption is that bereavement is a stressor that upsets the equilibrium of
the person," a return to which is desirable. Such models are, in his view,
not sensitive to important phenomena, that "loss has such powerful and
highly individualized meaning to bereaved individuals that there is within
each individual an unused, unrealized reservoir of personal potential." In
our view, the contemporary perspectives included in this volume (e.g.,
those of Parkes and of Epstein) go far in the direction of specifying dynamic
processes of change.

Other aspects of the concept of grief add to its complexity. Many con-
tributors have argued that grief is not an emotion limited to negative
affect, but that positive feelings and reactions are also present. Parkes, for
example, spells this out in his theoretical analysis. It is also becoming well
accepted, as Shuchter and Zisook put it succinctly, that "grief does not
necessarily comsume a person's whole existence . . . the bereaved can feel
joy, peace, or happiness as oases amidst their sorrows." The work of
Horowitz (e.g., 1976/1986) has extended understanding of such processes
to the clinical field, examining the processes of denial and intrusion in
reaction to traumatic loss.

"Stages" of grief. Much has been written on "stages" of grief. Most
researchers would agree that these are to be taken only as general, flexible
guidelines. However, Wortman, Silver, and Kessler argue that there are
"stage theories" of grief, namely, those of Bowlby (e.g., 1980/1981) and
Horowitz (1976/1986). Yet Bowlby's is a theory of attachment, Horowitz's
one of stress, these concepts being the most central and critical for the
prediction of outcome or adjustment. Reference to phasal changes in both
theories are, as in earlier formulations, meant to be descriptive, not to be
understood as set rules or prescriptions for where an individual ought to be
in the "normal" grieving process (Shuchter & Zisook).

Bereavement and distress. Is intense emotional distress (grief) inevi-
table following a major loss? Wortman, Silver, and Kessler provocatively
argue that it is not, and that this is one of a number of commonly held
assumptions that bereavement researchers have claimed without adequate
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foundation. Most of the writers in the Handbook, however, would probably
endorse the more moderate statement that distress is usual when there has
been a bereavement (at least in Western cultures), rather than the extreme
statement of inevitability. Empirical investigations are highly consistent
in showing that distress is common in the weeks and months following
bereavement, but that depression reaches levels of clinical magnitude in
a much smaller proportion of bereaved persons. It is not necessarily con-
sidered pathological for people to show no (or low) distress in the early
days of bereavement, and theoretical formulations included in the preced-
ing chapters have suggested a variety of explanations, ranging from low
attachment, early adjustment following an expected loss coupled, perhaps,
with relief at the end of a long suffering, cultural norms guiding expression
or precluding grief, initial shock, to the explanations of complicated,
unresolved forms such as delayed or inhibited grief.

Because much focus in bereavement research in general, and in this
volume in particular, has been on the maleffects of loss, it is important to
remember that some people probably do not grieve intensely and that, as
noted, loss of a close relationship can have positive consequences, which
need not necessarily indicate pathology.

The universality of grief. A related question is whether grief is
universal. Grief-like responses have been documented in very diverse
societies (cf. the chapters by Averill & Nunley; Lopata; Rosenblatt) and
across species (Laudenslager, Boccia, & Reite). On the other hand, mani-
festations of grief in different cultures (and from one primate group to
another) have been shown to vary. Symptoms and phases of grief are
shaped by cultural factors. Cultural factors have not yet been adequately
accounted for, for example, in relation to pathological forms of grief. As
Middleton, Raphael, Martinek, and Misso note, the cultural nature of
relationships, bonds, and meaning influence patterns of response to loss.

We need, then, further systematic, scientific studies of differing patterns
of reaction to loss, research that goes beyond the charting of mourning rites
and rituals by anthropologists and ethnographers, on which so much of our
knowledge has had to rely so far. Readers are referred to the recent work of
the Norwegian anthropologist Unni Wikan (1988, 1990), whose insightful
analysis of two Muslim societies explores in depth the experiences and
expressions of grief in these cultures. Wikan's work is illustrative of a useful
direction that research on this topic could follow.

The duration of grief and "recovery." How long does grief last? Is a
calendar year sufficient, as the lay belief of many Western cultures specifies,
to "get over" or "recover from" the loss of a loved one? Do researchers
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really believe that resolution of grief is achieved after a couple of years?
Answers to these questions are likely to affect the perceived need for
extended care for bereaved people.

At first glance, the contributors to this volume appear to disagree about
the so-called duration of grief. Longitudinal studies (e.g., McCrae & Costa;
W. Stroebe & Stroebe; Gallagher-Thompson et al.) and the review paper
by Shuchter and Zisook document a course of gradual improvement toward
recovery, and conclude that the majority, though not all, of bereaved
persons adapt successfully after the first year or two. McCrae and Costa's
data suggest a "resilience" among bereaved people. Silverman and Worden
extend such conclusions to bereaved children, and argue that we should
abandon the language of illness in association with bereavement. But this
volume has also included, perhaps more extensively than ever before,
research documenting the longer term adaptation of bereaved people, and
these investigations (e.g., Hansson, Remondet, & Galusha; Kaminer &
Lavie; Lopata) suggest the need for continued adjustments over a much
longer period.

On closer inspection, these differences can be reconciled. First, a "return
to baseline" reported for most of the bereaved by the majority of researchers
after the first 2 years of bereavement does not mean a complete "resolution"
of grief. The chapters by Rubin and by Weiss, for example, describe the
well-nigh unbearable grief resulting from the violent death of a child and
the whole lifetime of adjustment that may follow, even though, as Rubin
notes, scores on mental and physical health measures may have declined to
levels similar to those for the nonbereaved. In perhaps a mirror image of
this phenomenon, Silverman and Worden, alongside their findings of good
adjustment, point to a child's continuing need for a symbolic connection to
a deceased parent.

It thus becomes evident that the concept of recovery needs careful
specification. The contributors to this volume, notably Weiss and Shuchter
and Zisook, cause us to reconsider what we mean by it: Recovery can no
longer be understood simply as a return to baseline levels of function-
ing. Weiss, for example, asks whether bereaved persons ever "get over
it," or whether we should substitute new terms, such as "adaptation,"
"accommodation," or even "degree of damage."

Second, different aspects of adjustment or recovery are in question.
Ratings of health or well-being are more likely to return to baseline levels
after the period of intense grief than are changes in life circumstances,
such as financial concerns or shifts in the social network. The latter may
continue to fluctuate or evolve, and may require adjustment and adaptation
for many years to come. Or, as Kaminer and Lavie have shown, though a
Holocaust survivor may appear to be functioning effectively to all outward
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appearances, inner scars left by the trauma and the multiple, chronic loss of
loved ones may continue to influence coping in very subtle ways. Again,
much depends on our definitions of recovery or resolution of grief.

Third, if the concern of the researcher is to identify persons at risk, then
reports of continued depression and health problems are more likely than if
one is studying the reaction of the "average" bereaved person (as in
McCrae and Costa's large-scale investigation). Further, as McCrae and
Costa acknowledge, selection factors may operate to exclude from study a
"subset of individuals for whom widowhood is a source of significant and
lasting psychosocial debility, culminating perhaps in institutionalization
and premature mortality."

If these factors are taken into consideration, as they are in many of
the chapters, the following conclusions can be reached: The majority of
bereaved persons do cease to grieve intensely after a period of time, usually
a year or two, but a minority continue to do so for longer. Some aspects
of grief may never end for a proportion of otherwise normally adjusted
bereaved individuals. Finally, if there has been strong attachment to a lost
loved one, emotional involvement is likely to continue, even for a lifetime.
Care programs and informal support need to understand these long-term
consequences.

Grief reactions following different types of loss. One of the most fascinat-
ing controversies arising from this collection of chapters concerns what kinds
of loss lead to grief. Is grief commonly and generally experienced following
any type of loss, or is it unique to specific types of loss? Weiss argues that
there are probably only four types of loss that lead adults to intense grief:
loss of a pair bond, of a child, of a patient-professional transference bond,
and of a persisting childhood attachment. On the other hand, both Parkes
and Rosenblatt see close parallels in the grief reactions of those who have
suffered the loss of a loved person with nondeath loss, such as loss of a limb
or of a farm. Might the victims of the Holocaust or the Vietnamese boat
people not experience a more generalized sense of grief that reflects the
loss of countless individuals from family and community and the loss of
homelands and heritage?

It is difficult to reconcile these positions. The disagreement seems to arise
less from varying conceptions of grief than from differences in theoretical
perspectives. Whereas Weiss draws his conclusions from assumptions
of attachment theory, Parkes adopts a more cognitive approach, and
Rosenblatt's interpretation follows from his symbolic interaction and family
systems theory perspective. The question must remain open.

A related, and equally difficult, question concerns the intensity of grief
reactions following different types of loss. Each of us probably has a subjec-
tive hierarchy about the relative effects of different types of bereavement:
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Loss of a young spouse is "worse than" loss of an elderly partner, loss from
a sudden, tragic accident harder to bear than one following a long and
painful terminal illness. Research has helped identify subgroups of bereaved
persons who are highly vulnerable to maleffects of loss, and we turn to this
later. Here it should be noted that ranking types of bereavement according
to relative grief reactions does not seem a useful exercise. Rather, it seems
more profitable to identify particular reactions and special needs of the
different types of bereavement, in order to increase the effectiveness of
aid programs (cf. Lieberman). For example, the focus of Silverman and
Worden on parental bereavement in childhood indicates reactions that may
be particularly prominent in childhood loss: that children may have an
accentuated feeling of being watched by the deceased, that they cling to and
cherish his or her possessions but that, on the other hand, almost half
would prefer not to talk about the deceased parent to their friends. Thus, in
some important ways children's reactions may overlap with those of adults.
In other important ways, though, they may diverge.

The consequences of bereavement

The impact of bereavement on health. Bereavement is associated, for
most people, with intense suffering and increased risk for a variety of
psychological and somatic complaints and illnesses. For a minority of the
bereaved, there continues to be a high risk over longer periods, and there is
evidence for an excess mortality rate among the bereaved.

There is considerable disagreement about the proportion of bereaved
persons who suffer detrimental effects to their mental and/or physical
health and about how many need professional help for psychological/
physical ailments or illnesses. Middleton et al., for example, cite various
percentages for depressive disorders from different empirical studies.
Although it is not surprising that percentages vary according to specific
measures, criteria used, individual sample characteristics, and so on, there
is a further source of systematic bias that needs recognition: Estimates
based on normal populations of the bereaved are likely to underestimate the
frequency of health consequences; those of clinical populations are likely to
overestimate them.

One of the most significant advances in the study of health consequences
of bereavement is reflected in the contributions of Irwin and Pike, Kim and
Jacobs, and Laudenslager, Boccia, and Reite. We are beginning to under-
stand the physiological mechanisms that explain why and how an event
external to the organism, such as bereavement, makes people ill. The
connections are highly complex, and many aspects of the grief experience
contribute to various and diverse physiological changes. Nevertheless, this
work will lead to a better understanding of the types of illnesses to which
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bereaved people are particularly prone and enable medical intervention to
be planned accordingly.

Outstanding research questions concern the relationship between mental
and physical health consequences. Who, for example, becomes mentally
and who physically debilitated by bereavement? Are those who suffer
extreme grief the ones to become physically ill and even die? In general,
the investigation of bereavement as stressor and the presence of somatic
symptoms has been poorly researched (cf. Middleton, Raphael, Martinek,
& Misso), although there is now sufficient evidence to show a connection.
For example, almost a third of the widowed in the W. Stroebe and Stroebe
study reported new illnesses in the 6-month period following loss, compared
with only four out of sixty married persons for an equivalent period.
Gallagher et al. also report poorer physical health in bereaved than in
nonbereaved persons, after carefully controlling for factors known to
influence health.

Differential vulnerability to health risks. Clinicians and researchers
have made considerable progress in identifying those individuals most likely
to suffer the extreme effects of bereavement (as Sanders's review shows).
Grief does not affect all equally. Some persons and some classes of persons
are at greater risk for poor outcomes. The factors involved range from
internal characteristics or vulnerabilities that would be relatively complex
to alter (e.g., a dependent personality, coping style, or poor prebereavement
health status) to external influences that might be altered by societal efforts
(e.g., social stigma surrounding the cause of death, as with AIDS deaths,
ethnic barriers to social or formal support systems, the isolating effects
of age or low socioeconomic status, or traditional sex roles that foster
dependency on a husband and inhibit a widow's preparation and options
for reintegration into occupational, social, or sexual relationships). Other
factors fall between these two extremes, for instance, the nature of the
relationship with the deceased and network strain. Those risk factors
toward the external end of the dimension probably affect the most persons,
and they are also the factors that society could do something about. They
reflect the social issues, inequities, gaps, and oversights in the social system.

One of the most consistent patterns to emerge from the empirical studies
(e.g., Gallagher-Thompson et al.; Lund et al.; W. Stroebe & Stroebe)
is that a high level of distress early in bereavement is correlated with
longer term complications. This result raises the question of the impact of
predisposing factors - particularly personality factors - in outcome to
bereavement. Middleton et al. provide one of the most detailed treatments
of this issue. It is a critical one: Too little research has examined pre-
dispositional factors (with the notable exception of Parkes & Weiss, 1983),
despite the fact that most bereavement theories predict personality-related
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differences in bereavement reactions. Preexisting risk factors do appear
to be central to the development of pathological grief: Middleton et al.
question the extent to which pathological reactions actually result from the
loss event. The alternative hypothesis, a top priority for future research, is
that in many instances the loss event may have exacerbated a preexisting
disorder, adjustment problem, or personality structure.

Discrepancies are evident between empirical studies regarding the
impact of various risk factors on outcome, although there seems consider-
able agreement regarding certain high-risk categories, for example, those
following traumatic losses (including suicides, loss of a child, or multiple
or disaster bereavements). Nevertheless, caution is needed in making
generalizations about the impact of any one variable. For example, there
has been a popular consensus regarding the ameliorative effects of fore-
knowledge and opportunity for emotional preparation before a death. Yet
Martin and Dean's research with AIDS patients and their loved ones
severely qualifies this claim.

A major discrepancy has appeared for the first time in this volume:
Wortman et al. describe preliminary results which suggest that the bereaved
of higher income, higher intelligence, and feelings of personal control and
positive self-esteem are hit harder by the loss of a spouse. The studies of
Hansson et al., Lopata, Lund, Caserta, and Dimond, and W. Stroebe and
Stroebe contradict these patterns. Lopata, for example, describes educa-
tional level as one of the most important resources in adapting to widow-
hood. It remains to be seen whether Wortman et al. confirm their early
results.

As indicated in the methodology section in this chapter, research on risk
factors is particularly prone to a confusion of main effects with interactions.
Future research needs to pay close attention to the question of whether
results actually indicate that a particular variable is a high-risk factor
specifically to bereaved persons, or whether it is not simply associated with
poor health and well-being in the population at large.

The impact of coping variables on outcome. Another difficult question
concerns coping styles or strategies that lead to good versus poor adjust-
ment. There has been relatively little research on this topic thus far, but
also it is very difficult to establish a cause-effect relationship of coping to
intensity of symptomatology. For example, take the frequent result that
highly distressed persons "cope" by ruminating and clinging to memories
of the deceased, whereas low distress persons actively seek distraction. This
tells us nothing about the impact of rumination on recovery from distress;
the data are correlational.

Some contributors to this volume have begun to unravel such cause-
effect sequences. In their ingenious study examining the dream content of
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Holocaust survivors, for example, Kaminer and Lavie were able to show
the impact of repression of memories as an adaptive coping mechanism.
Longitudinal designs also enable one to control for initial differences in
levels of distress, to establish the predictability of a coping strategy on
subsequent levels (cf. W. Stroebe & Stroebe, this volume).

The examination of effective versus ineffective coping is a central research
concern for the future. The empirical studies by Kaminer and Lavie and
W. Stroebe and Stroebe have called into question one of the most funda-
mental beliefs about coping with bereavement, namely, the grief-work
hypothesis. Is suppression of memories an alternative, effective strategy, as
these investigations suggest, or is it essential, as Weiss argues, to try to
develop a tolerance for memories of the deceased? Likewise, little is known
about the use of defensive strategies in coping with the pain of grief.
Shuchter and Zisook suggest that there is a need to "dose" or regulate
the amount of feeling that is borne and divert the rest, perhaps through
suppression. Rubin talks of the "staccato fluctuation between processes of
attachment and detachment," which suggests a need for flexible coping
strategies. Or how helpful is disclosure in coping with bereavement? Useful
leads to follow here would be the work of Pennebaker (e.g., Pennebaker,
Kiecolt-Glaser, & Glaser, 1988) on the disclosure of traumas and immune
function.

Methodologically sophisticated techniques will be necessary to unravel
these questions, but the examination of cognitive variables such as those
suggested here promise breakthroughs in our understanding of the impact
of bereavement.

Intervention

Many of the contributions to the volume address the question of interven-
tion. Raphael, Middleton, Martinek, and Misso propose a model for
counseling and therapy, appropriate for normal and pathological bereave-
ment reactions. Stylianos and Vachon address the complexity of social
support, its availability, and probable efficacy. Lieberman introduces and
evaluates the more structured self-help groups that may be helpful to many
bereaved persons. Parkes provides guidelines for how professionals and
communities might develop interventions, and stresses the need for a sound
knowledge of risk factors and methods of intervention.

Basic questions concern the effectiveness (do they work?) and the
adequacy (has sufficient provision been made; do they reach those in need?)
of social support and health service intervention. In answer to the first
question, most of the contributors, including Middleton et al. in their
general review, argue that there is much supportive evidence for the efficacy
of support. Although this seems justified, more methodologically sound
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research is needed. Lieberman was able to find only a handful of empirical
studies on the effectiveness of self-help groups, some of which reported
negative results. Well-controlled studies of the effectiveness of professional
intervention are also few, due in part to the ethical problem of assigning
bereaved persons to "no-help" conditions. Such research can, though, be
supplemented by investigations with animals. Laudenslager et al. provide
remarkable insights from their studies on the role of social support, for
example, on the impact of substitute attachment figures on the antibody
levels of young primates.

Are support and intervention adequate in providing the needed relief of
suffering? As the papers of Lopata and Rosenblatt suggest, informal social
networks in the 1990s can no longer be assumed to provide adequate help.
Family members, for instance, are no longer necessarily available when
needed. Social networks cannot be taken for granted. Personal relationships
may be problematic, they may change over the life span; and chronic health
problems of old age may strain the family network to the limits of its
capacity. Implications include a reduction in the quality of care and an
increased likelihood of premature institutionalization (Hansson, Remondet,
& Galusha, this volume).

More formal services must be provided to fulfill some of the former
support functions of the family and close community. Such services are
more available to the bereaved than was the case some years ago. Raphael
et al. refer, for example, to the "powerful social movement of care" in
recent years. For example, there has been a rapid growth of self-help groups
(Lieberman, this volume). These supplement professional (and necessarily
more bureaucratic) services and (economically) provide the opportunity for
broader outreach opportunities and services (Raphael et al., this volume).
Parkes emphasizes the usefulness of hospices and bereavement services in
relieving suffering and reducing symptomatology for some, both before
and after bereavement. Furthermore, increased public recognition of the
problems of bereavement through the popular literature, nursing journals,
and the like may help bereaved people to deal with their own grief and to
show others how to help them. Not least, the publication Omega: Journal of
Death and Dying, under the editorship of Robert Kastenbaum, has for years
now been a source of information - for lay people and professionals alike -
on a broad range of bereavement-related issues.

Many of the contributors identify specific reactions following different
types of loss and a need for differential approaches to support. Consistent
with this approach, specialized therapy and support programs have been
founded in various countries to focus on particular subgroups, and more
are needed. We have identified special needs of bereaved children, AIDS
survivors, ethnic minorities, and those whose unique circumstances place
them at particular risk. Very recently the voluntary agency in Britain,
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Cruse-Bereavement Care, requested that the Department of Health form a
Disasters Working Party to develop guidelines on meeting the social and
psychological needs of those affected by disasters. This committee identified
shortcomings in present support and detailed suggestions for planning
care for survivors of disasters for the future, involving local government
authorities and other professional bodies. Information is contained in the
publication Disasters: Planning for a Caring Response (Government Printing
Office Publication, 1991).

The model endorsed by contributors to this volume, and illustrated
by the approach of the Disasters Working Party, is one of prevention.
Apart from humanitarian reasons, carefully planned care reduces chronic
and long-term demands on health and social services and the number of
workdays lost through distress, anxiety, and sickness. Involved are all those
in contact at the time of bereavement - physicians, clergy, nurses, social
workers, and trained volunteers. Care needs to be based on knowledge of
the bereavement experience, with attention paid to matching of deficits/
needs/personal skills and resources with provision of various types of
support (Hansson, Remondet, & Galusha, this volume).

Bereavement researchers have a role to play in contributing to the
knowledge base, for example, in identifying why attempts to help may go
wrong. Rosenblatt's work showed that a caregiver's perspective may violate
the norms of the bereaved person's culture, be out of touch with what is
common in the grief process, or be insensitive to the feelings and needs of
the individual involved. He or she may be "pushed toward meanings that
do not make sense, to difficulty with people whose support is important, or
to intolerable levels of pain." Bereavement researchers also have the task of
identifying and understanding the complexities of support during bereave-
ment. To take a brief example, social support that is perceived as burden-
some and responded to with anger and rejection may nevertheles be
helpful.

Finally, to the question of whether we reach those in need. It has become
evident from many of the chapters (e.g., Hansson, Remondet, & Galusha;
Martin & Dean; Stylianos & Vachon) that those in most need may be
among the least likely to seek, or even to be perceived as needing, help. For
example, few would expect younger bereaved persons to be more vulnerable
than older ones, who are already frail, yet much research, including studies
of the mortality of bereavement (M. Stroebe & Stroebe, this volume),
points to the former group as a high-risk one. Similarly, bereaved men who
are severely grief-stricken are less likely than women to turn to others. As
we saw, this was the subgroup of widowers who frequently refused to
participate in the Tubingen study (W. Stroebe & Stroebe, this volume).
Although they may prefer to cope alone and withdraw from others, the
severity of their grief reaction indicates that intervention would be appro-
priate for this group. However, as this and other examples indicate,
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providing appropriate support for sufferers reluctant to accept it is no easy
matter.

In diverse societies such as the United States, where there are many
relatively unassimilated subpopulations, cultural barriers can impede social
support or delivery of emergency or medical services to minority bereaved
individuals; even members of cross-ethnic marriages may be constrained in
their efforts to understand or support a partner's needs in grief (Rosenblatt,
this volume). Social and bureaucratic resources need to develop aid pro-
grams for vulnerable, isolated, bereaved minority individuals (Lopata, this
volume).

Social and policy change

We have already touched on a number of issues with implications for social
and policy change, particularly in the last section in which gaps in inter-
vention provision were identified. There are other critical areas where
society fails to take sufficient care of the bereaved.

Great hardship is felt by bereaved people due to poverty. A number of
chapters documented the reduced, and very low, incomes of widowed
people and the social and health consequences of financial hardship, a fact
that is borne out in a recent review of the economic consequences of
widowhood (Holden & Smock, 1991). Despite changes over the past two
decades in pension and social security policy in the United States that
have sought specifically to improve the economic security of widows, the
economic consequences of widowhood remain very high, as high for this
subgroup as divorce. Hansson, Remondet, and Galusha (this volume)
report secondary consequences of such financial hardship: that elderly
widows were anxious to move into supportive, congregate housing, but that
they were often also the ones least able to afford it. Instead, they are more
likely to be institutionalized (McCrae & Costa, this volume). Holden and
Smock (1991) suggest that insurance against potential earnings loss might
be required. Furthermore, this should be effective at all ages, not just when
survivors are elderly. Social policy intervention would be appropriate to
implement such schemes.

By failing to ease financial burdens of bereaved persons, society escalates
social and health problems. One of the hardest to bear, and the most
frequent, is that of loneliness, which is brought forth in numerous forms
and encompasses numerous components (Lopata, this volume). Financial
problems hinder social interactions in many different ways. They force
relocation and consequent loss of friends. They necessitate withdrawal from
clubs and associations that would normally provide company and distrac-
tion. Again, humanitarian reasons apart, this ultimately places a greater
burden on society, in that the natural resource of informal help is
cut off.



474 M. S. STROEBE, R. O. HANSSON, W. STROEBE

We have argued for the provision of financial care. Throughout the
volume, arguments have been made too for the provision of health care.
The bereaved have elevated rates of mental and physical debilities and
illnesses and should therefore be a target group for receiving medical aid,
the objective being to prevent the occurrence of ailments by identify-
ing high-risk subgroups and providing care and support. Yet, here, too,
research knowledge needs application. Raphael et al. stress that health
systems or other interacting systems need to ensure that their policies are
facilitatory for bereaved people and do not increase distress or add to risk of
disorder (e.g., recognition of the impact of viewing the body, compassionate
leave from the workplace).

While endorsing the need for medical and financial aid programs,
broader implications of provision of aid must also be considered. Averill
and Nunley call attention not only to the positive but also some potentially
negative consequences of incorporating grief into the health care system.
Grief has increasingly been linked to adverse physiological and immunologic
outcomes and to symptomatology associated with stress (Irwin & Pike, this
volume; Kim & Jacobs, this volume; Laudenslager et al., this volume).
If these findings cause grief to be seen as primarily a medical problem
(within a medical treatment model), discounting the value of the "normal
emotional process," the psychological benefits of the social process (includ-
ing supportive social mourning practices, adaptive social roles assigned to
the bereaved) might be diminished (Averill & Nunley, this volume). Along
similar lines, Raphael et al. express ethical concerns about providing a
therapeutic framework for what is, after all, a natural human experience.

Bereavement research implications

Concern for the bereaved extends beyond the boundaries of the clinical
professions; at some point it touches every family, and it raises logistic and
policy issues for the health and social service agencies of every community.
Research on bereavement thus far has accomplished much, identifying and
describing risk factors, physiological and psychological sequelae, patterns
of societal response, and patterns of recovery. In addition, a variety of
theoretical traditions have emerged relating the bereavement phenomenon
to stress, emotions, and cognitive, social, and developmental-attachment
processes. Progress has been made as well in developing educational and
counseling strategies and in mobilizing professional and natural support
systems to ease the transition through the grieving process. Yet, in each of
these areas we have identified limits to our knowledge and shortcomings in
the implementation of aid for the bereaved.

So what directions will bereavement research follow in the next decades?
We can only pick up a few threads at this point in the volume, and we will
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select those that have been given little or no attention so far. We hope to
see an expansion of research on the use and efficacy of pharmacological
interventions for both the complications of bereavement (cf. Raphael et al.,
this volume) and for relieving the suffering of "normal" bereavement.
Surprisingly, too little research on these topics has been done to merit a
review chapter in this volume (Jacobs, personal communication). The topic
is an important one, for opinions differ among bereavement researchers
about the advisability of medication, and medical professionals frequently
prescribe them (cf. W. Stroebe & Stroebe, 1987).

Bereavement research in "minority" groups is an emerging theme in
many of the contributions to this volume. Such groups have special needs,
as exemplified in the case of the handicapped. Handicapped people are
strongly attached to and dependent on a smaller number of people than is
the case in the general population. Bereavement for them is likely to be
particularly harrowing if the relationship to the deceased was very close.
Yet little is known about their reactions and support needs.

Bereavement research needs to keep abreast of change. For example, how
do demographic changes affect the bereavement experience? The segment
of the elderly population that is growing fastest is the "old-old," which
will include the proportion of the elderly population that is widowed.
These individuals are apt to be frailer than their counterparts of today,
with lowered ability to manage finances, maintain social networks, and
live independently. Gerontological research has much to offer the area of
bereavement on these matters.

Contributions to the Handbook have shown the beginnings of an interest
in the impact of bereavement not only on the individual most affected
(spouse, parent, etc.) but on the small group, notably the family (Rosenblatt;
Shuchter & Zisook). Family themes are a concern for the near future.
Individual reactions are strongly molded by those of the family. Thus, the
family may send messages to set aside grief following a SIDS death (Rubin,
this volume) which "encourages the adoption of a facade of functioning but
engenders resentment and isolation." Clearly, we need to understand the
family context within which grief takes place, to extend counseling to the
family (cf. Raphael et al., this volume), and to develop ways to measure
and assess family reactions and their interplay (cf. Fairchild, Hansson,
Vanzetti, & Howard, 1991).

Finally, the chapters in the Handbook have solved some controversies,
while fueling or bringing others to light. Debate continues, for example, on
the question of long-term debilities following childhood loss; on the necessity
to retain ties with the deceased versus the need to disengage; on whether
lowered self-esteem is symptomatic of normal or indicative of pathological
grief. In contributing to debate on such topics, our hope is that the Handbook
will be a significant contribution to the understanding of bereavement.
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