INFORMATION TO USERS
This manuscript has been reproduced from the microfilm master. UMI
films the text directly from the original or copy submitted. Thus, some
thesis and dissertation copies are in typewriter face, while others may
be from any type of computer printer.
The quality of this reproduction is dependent upon the quality of the
copy submitted. Broken or indistinct print, colored or poor quality
illustrations and photographs, print bleedthrough, substandard margins,
and improper alignment can adversely affect reproduction.
In the unlikely event that the author did not send UMI a complete
manuscript and there are missing pages, these will be noted. Also, if
unauthorized copyright material had to be removed, a note will indicate
the deletion.
Oversize materials (e.g., maps, drawings, charts) are reproduced by
sectioning the original, beginning at the upper left-hand corner and
continuing from left to right in equal sections with small overlaps. Each
original is also photographed in one exposure and is included in
reduced form at the back of the book.
Photographs included in the original manuscript have been reproduced
xerographically in this copy. Higher quality 6" x 9" black and white
photographic prints are available for any photographs or illustrations
appearing in this copy for an additional charge. Contact UMI directly
to order.

V·M·I
University Microfilms International
A Bell & Howell Information Company
300 North Zeeb Road. Ann Arbor. M148106-1346 USA
313/761-4700 800521-0600

Order Number 9313005

Grief, recurrent sorrow, and depression among caregivers and
bereaved
Teel, Cynthia Sue Harrington, Ph.D.
The University of Arizona, 1992

Copyright ©1993 by Teel, Cynthia Sue Harrington. All rights reserved.

U·M·I

300 N. Zecb Rd.
Ann Arbor, MI 48106

GRIEF, RECURRENT SORROW, AND DEPRESSION
AMONG CAREGIVERS AND BEREAVED

by
Cynthia Sue Harrington Teel

Copyright © Cynthia Sue Harrington Teel 1993

A Dissertation Submitted to the Faculty of the
COLLEGE OF NURSING
In Partial Fulfillment of the Requirements
For the Degree of
DOCTOR OF PHILOSOPHY
In the Graduate College
THE UNIVERSITY OF ARIZONA

1 993

THE UNIVERSITY OF ARIZONA
GRADUATE COLLEGE

2

As members of the Final Examination Committee, we certify that we have
read the dissertation prepared by

Cynthia S. Harrington Teel

entitled ___G_r_l_'__
e f_,_R_e_c_u_r_r_e_n_t__S_o_r_r_o_w__
,_a_n_d__D_e_p_r_e_s_s_i_o_n_______________________
Among Caregivers and Bereaved

and recommend that it be accepted as fulfilling the dissertation
Doctor of Philosophy
requirement for the Degree of ________________________________________
__

Dace

/:c2h,~2

Dace )

Date

ill? '~:C~
Date

Final approval and acceptance of this dissertation is contingent upon
the candidate's submission of the final copy of the dissertation to the
Graduate College.
I hereby certify that I have read this dissertation prepared under my
direction and recommend that it be accepted as fulfilling the dissertation
relu1"ftjen t.

l_~{lz~.
Dissertation Director

Date

3

STATEMENT BY AUTHOR
This dissertation has been submitted in partial
fulfillment of requirements for an advanced degree at The
University of Arizona and is deposited in the University
Library to be made available to borrowers under rules of the
Library.
Brief quotations from this dissertation are allowable
without special permission, provided that accurate
acknowledgment of source is made. Requests for permission
for extended quotation from or reproduction of this
manuscript in whole or in part may be granted by the
copyright holder.

SIGNED:

4
ACKNOWLEDGEMENTS
Many people contributed to the successful completion of
this research.
I want to offer my thanks to these
individuals and to express my deep appreciation for the
guidance and support that has been given me, from
conceptualization to completion of this dissertation.
Dr. Joyce Verran, who served as my dissertation chair
and guide through doctoral education, provided me with
encouragement and direction during four years of study.
I
sincerely thank her for the richness of her contribution to
my academic endeavors.
I also want to express appreciation
for the support I received from committee members Drs. Linda
Phillips and Sandra Ferketich, whose challenges contributed
greatly to this project, and Drs. Carl Ridley and A. J.
Figueredo, whose suggestions regarding the theoretical
formulation and statistical analysis of this project also
contributed significantly to the final product.
My friends and classmates, Dr. Lorraine Watson, Dr.
Anne McNamara, and doctoral candidate Paula Meek, also
helped me through this long and arduous process. I thank
them for their support, both tangible and abstract.
Finally, I thank my family, who stood by me with
support and reassurance.
In particular, my little ones,
Jessica and Jonathan, who helped keep me grounded in
reality; my husband, Guy, whose support spanned time and
circumstance; and my parents and my sister, Kathi, who sent
lots of cards, letters, and flowers when energy was ebbing
or when milestones had been met.

5

TABLE OF CONTENTS
LIST OF ILLUSTRATIONS .

8

LIST OF TABLES

9

ABSTRACT

11

CHAPTER
I. INTRODUCTION
statement of the Problem
Response to Loss . . . .
Relevant Construct and Concepts
Response to Loss: Distress
Grief and Grief Work
Bereavement and Mourning
Recurrent or Chronic Sorrow .
Depression . . . . .
Significance of the Study . . . . . . . . .
Statement of the Purpose . . . .
....
Research Questions and Hypotheses . .
Summary . . . . . . . . . . . . . . .

13
15
25
29
31
31
33

II. CONCEPTUAL PERSPECTIVE AND REVIEW OF LITERATURE

41

Attachment Theory . . . . . . . . . . . . .
Conceptual Perspective
Classical Psychoanalytic Theory of Grief
Models of Response to Loss
Phases of Response . . . .
Recurrent or Chronic Sorrow
Support for Conceptual Perspective . . . .
Type of Loss . . . . . . .
Personal Characteristics
Loss Event Characteristics
Level of Attachment . . .
Spirituality . . . . . .
Perceived Social Support
Summary .

42

III. METHODOLOGY.
Research Design .
Justification for Inclusion of Multiple
Groups
. . . . . . . . . . .
Summary of Design Issues . . . . . . .
Population, Sampling Criteria, and Setting.
pilot study . . . . . . . . . . . . . . . .

77
77

34
35
36

37
39
40

47
49

51
52
56

70
71
72

73
74
75
75
76

77
81
81
84

6

TABLE OF CONTENTS -

Continued

Instrumentation . . . . . . . . . . . .
Demographic Questionnaire . . . . .
Lipson-Parra Adult Attachment Scale
Spiritual Perspective Scale . . . .
Personal Resource Questionnaire 85,
Texas Revised Inventory of Grief.
Recurrent Sorrow Inventory
Center for Epidemiologic Studies
Depression Scale
Data Analysis Plan
IV. RESULTS OF DATA ANALYSIS
Sample Characteristics
Comparison of Subjects Across Groups Demographics
. . . . . . . . .
Comparison of Subjects Across Groups Independent Variables . . . . . . •
Congenital and Acquired . . . . . .
Congenital, Acquired, and Bereaved
Psychometrics of Instrumentation . . .
Level of Attachment . . . .
Spirituality
. . . . .
Perceived Social Support . . . .
Initial Grief
Present Grief . .
Depression
Recurrent Sorrow
Findings Related to Research Questions
Independent Variables
Dependent Variables
Initial Grief . . .
Present Grief . . .
Recurrent Sorrow
Depression
. . . .
Findings Related to Research Hypotheses
Research Hypothesis #1 . . . . . .
Selection of Graph Shape . . .
Selection of Descriptive Phrase
Research Hypothesis #2 . . . . . .
Selection of Graph Shape . . .
Selection of Descriptive Phrase
Additional Analysis by Gender
and Depression . . . . . . . .

•
•
.
.
Part 2.

86
86
87
89
90
91
95

98
. 100
· 102
. • . 102
.
.
.
.

.
.
.
.
.
.
.
.
.

· 116
·

.
·
·
·
· .
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
•
• •
·

119
120
121
123
126
127
128
129
130
130
132
135
135
138
141
142
143
144
145
145
146
149
151
151
153

· 155

7

TABLE OF CONTENTS -

Continued

Research Hypothesis #3
Additional Analysis Beyond
Hypothesis Testing . • • .
Summary • • • . • .

· 157

V. DISCUSSION OF FINDINGS
Research Hypotheses .
..• • •
Examination of Related Variables
Relationships Among Independent
and Dependent Variables .
Methodologic Limitations
Relevance to Nursing Science

·

· 170
. 189

·

· 191
· 191
. 201

·
·

· 204
. 210
. 212

. . . .

APPENDIX A

HUMAN SUBJECTS APPROVAL

APPENDIX B

DISCLAIMER STATEMENT .

APPENDIX C

PERMISSION TO USE INSTRUMENTS

APPENDIX D

DEMOGRAPHIC QUESTIONNAIRE

APPENDIX E

LIPSON-PARRA ADULT ATTACHMENT SCALE

APPENDIX F

SPIRITUAL PERSPECTIVE SCALE

APPENDIX G

PERSONAL RESOURCE QUESTIONNAIRE 85, PART 2

APPENDIX H

TEXAS REVISED INVENTORY OF GRIEF .

APPENDIX I

RECURRENT SORROW INVENTORY

APPENDIX J

CENTER FOR EPIDEMIOLOGIC STUDIES
DEPRESSION SCALE . . . . . . . .

·

. 260

INTER-ITEM CORRELATION RATIOS OF SCALES

.

. 263

.

. 270

APPENDIX K

REFERENCES CITED .

.

.

.

.

.

. .

.

. .

.

. .

·
·
·
·

....

. .

.

. .

.

.

·
·
·
·
·

215
218
220
225
233

·
·

238

· ·
· ·

246

242

253

8

LIST OF FIGURES
FIGURE 1, Linear Model of Grief

.. . . .. .·

16

FIGURE 2, 1

-

5 Years Since Loss, congenital

176

FIGURE 3, 6

-

10 Years Since Loss, congenital

176

-

FIGURE 4, 11

20 Years Since Loss, congenital

FIGURE 5, More Than 20 Years Since Loss, Congenital
FIGURE 6, 1

-

5 Years Since Loss, Acquired

FIGURE 7, 6

-

10 Years Since Loss, Acquired

FIGURE 8, 11

-

.

20 Years Since Loss, Acquired

-

5 Years Since Loss, Bereaved

FIGURE 11, 6

-

10 Years Since Loss, Bereaved

FIGURE 12, 11

-

177

· ·

177
180
180

. · . · · ·

FIGURE 9, More Than 20 Years Since Loss, Acquired
FIGURE 10, 1

·

20 Years Since Loss, Bereaved

181

· 181

. · · ·

184
184

·

· · ·

185

FIGURE 13, More Than 20 Years Since Loss, Bereaved . . . 185
FIGURE 14, 1 - 5 Years Since Loss, All Groups

187

FIGURE 15, 6 - 10 Years Since Loss, All Groups

187

FIGURE 16, 11 - 20 Years Since Loss, All Groups

· 188

FIGURE 17, More Than 20 Years Since Loss, All Groups • . 188

9

LIST OF TABLES
TABLE 1, Construct and Concept Definitions (Outcome
Variables)
................

30

TABLE 2, Concept Definitions (predictor variables)

71

TABLE 3, Construct, Concepts, and Operational
Definitions. . . . • .
.....

87

TABLE 4, Summary of Distribution and Return Rates
of Questionnaire Packets . . . . . . . . . .

. 103

TABLE 5, Summary of Demographics for Participants:
Total Group (N = 120)

104

TABLE 6, Summary of Demographics for Participants:
By Group Membership

·· · ·

108

TABLE 7 , Summary of Demographics for Loved Ones:
Total Group (N = 120)

· · ·

110

. · · · ·

111

·

. ·

. . . . . . · · ·

. . .

TABLE 8, Summary of Demographics for Loved Ones:
By Group Membership

. ·

TABLE 9, Summary of Relationship Demographics:
Total Group (N = 120) . . . . . . . . . . . .

. 113

TABLE 10, Summary of Relationship Demographics:
By Group Membership
. . . . . . .

. 115

TABLE II, Summary of Psychometrics of Instrumentation

. 124

TABLE 12, Ranges, Means, and Standard Deviations for
Selected Variables • . . . . . . . . .
. . 138
TABLE 13, Significant Bivariate Relationships for the
Dependent Variables . . . . . . . . . . . . . 140
TABLE 14, Frequencies of Graph Selection
For Entire Sample
TABLE 15, Frequencies of Narrative Selection
For Entire Sample

. . . . . . 147
· 149

TABLE 16, Frequencies of Graph Selection Across Groups . 152

10

LIST OF TABLES -

Continued

TABLE 17, Frequencies of Narrative Selection
Across Groups . . . . . . . . .

· 153

TABLE 18, Pearson Correlation Coefficients for Scales

. 158

TABLE 19, Factor Pattern Matrix - PAF,
varimax, 4 Factors . . . . .

· . . .

. . 167

TABLE 20, Means and Standard Deviations of Y
Data Points: By Group Membership

172

TABLE 21, Means and Standard Deviations of Y Data Points
by Time Since Loss: Congenital . . . . . . . . 174
TABLE 22, Means and Standard Deviations of Y Data Points
by Time Since Loss: Acquired
178

· . . . . ·

TABLE 23, Means and Standard Deviations of Y Data Points
by Time since Loss:
Bereaved
182

·. . .

·

11

ABSTRACT

Grief that accompanies significant loss is a universal
human experience.

It has long been presumed that grief

should resolve over a finite period of time.

Because of the

difficulties with defining the appropriate time limitations
for uncomplicated grieving, an alternate conceptualization
of grief resolution, in which sorrow is expected to recur
periodically rather than dissipate over time was introduced
as a conceptual perspective.
The research followed a retrospective design in which
three groups of persons who had experienced significant, yet
different, types of loss were examined to determine the
pattern of grief resolution over time.

The groups included

those whose loved one had a congenital cognitive deficit
(Congenital), persons whose loved one had an acquired
cognitive deficit (Acquired), and bereaved persons
(Bereaved).

The outcome variables of initial and present

grief, recurrent sorrow, and depressive symptoms were
examined for relationship to the covariates of attachment,
spirituality, and perceived social support.
Participants completed questionnaires that referenced
past and present feelings about the loss.

Instrumentation

included a new scale, the Recurrent Sorrow Inventory,
developed to assess pattern of grief over time.

Data were

12

analyzed with descriptive and chi-square statistics,
analysis of variance, and factor analysis.

In addition,

graphic format data were used to supplement analysis of the
other Likert-format scales.
One hundred twenty subjects completed questionnaires.
For the combined sample, a significantly greater number of
participants selected graphs and descriptive phrases
representative of recurrent sorrow over time, than the other
choices that suggested either time-bound grief resolution or
persistent sadness following loss.

The findings did not

differ across groups when the sample was separated by type
of loss.
As hypothesized, the data supported separate,
orthogonal factors of initial and present grief, recurrent
sorrow, and depression.

This supports distinction of

depression from grief and recurrent sorrow and suggests
avenues for theory development regarding human response to
loss.
The findings of the study support the need to continue
examination of the pervasive nature of grief over time,
particularly for relevance to emotional and psychosocial
well-being.

Nursing science is an appropriate context in

which to consider these relationships.
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CHAPTER I
INTRODUCTION

Humans have experienced loss since the beginning of
time.

Concomitant with the experience have been countless

artistic endeavors to understand human response to loss and
to find meaning in situations of loss (Aberbach, 1989;
Lewis, 1961/1984; Shakespeare, 1603/1975; Tolstoy,
1886/1960).

In an attempt to move from literary to

scientific examination of the emotions and sentiments
inherent in situations of loss, Shand (1920, p. 314) wrote,
"When either a primary impulse, or a desire, or a sentiment
is frustrated, sorrow tends to be evoked, in proportion,
other things equal, to the strength of the impulse, or
desire, and the degree of its frustration."

In other words,

Shand (1920) proposed that the degree of sorrow one feels is
positively related to both the strength of the stimulus and
the extent of stimulus frustration.
Similar frameworks for understanding human response to
loss have persisted since Shand's early work.

The common

thread in inquiry about loss is that if something of
significance is lost or perceived as lost, it is likely that
sorrow or grief is felt in response to the loss.

Similarly,

to feel sorrow or grief, one must have lost something of
significance or have perceived that loss has occurred.

14
Loss is pervasive and occurs across the life span
(Murphy & Osband, 1991).

Response to an event of loss

varies depending on the type of loss, who has experienced
it, and the context in which the loss has occurred.
events of loss are virtually always significant.

Some

These

events include the loss of something or someone who is
loved.

A significant loss inspires a response that includes

all systems; physiologic, cognitive, emotional, behavioral,
social, and familial.
In this study, the cognitive and emotional components
of response to loss were examined across three types of
loss.

The circumstances of loss included the congenital,

cognitive deficit of

~

loved one; the acquired, cognitive

deficit of a loved one; and the death of a loved one.

More

specifically, grief, recurrent sorrow, and depression among:
1) persons whose loved one has a congenital, cognitive
deficit; 2) persons whose loved one has an acquired,
cognitive deficit; and 3) bereaved persons were examined in
this study.

The central issue in the research related to

testing whether grief resolves in a linear, time-bound
fashion or whether "adaptation" or adjustment to a
significant loss includes fluctuations of grief and sorrow
that occur over time.

15

statement of the Problem
Much of the work regarding human response to loss
addresses the distress that accompanies bereavement (the
death of a loved one).

The literature includes

experiential accounts focused on the description of loss
reported by a particular group, i.e., bereaved widows
(Stroebe, stroebe, & Hansson, 1988).

The reports have been

primarily case studies or descriptive analyses of client
behavior (Jacobsen, 1986; Lindemann, 1944; Solnit & Stark,
1961).

Only recently have efforts included empirical

investigation of the process of grief across various
situations.

Some of the circumstances that have been

examined include bereavement following a caregiving
relationship (Bass & Bowman, 1990); caregiving of a mentally
ill loved one (Miller, Dworkin, Ward,

& Barone, 1990); and

the ending of a romantic relationship (Kaczmarek, Backlund,
& Biemer, 1990).
Regardless of the methodologic approach, the
perspective most frequently used in these investigations of
grief follows a linear model (Figure 1).

According to this

model, the "normal" course of grief includes progression
through stages of shock, protest, and despair, before
eventually reaching resolution (Averill & Nunley, 1988;
Kubler-Ross, 1969).

16

Grief-inspiring loss - Shock - Protest - Despair Reorganization
Figure 1.

Linear Model of Grief

Bereavement grief, or the process of grieving the death
of a loved one, has been hypothesized to be a "series of
hierarchical steps leading to resolution if the death is
accepted or to pathological grief if intense grief reactions
are continued longer than expected" (McClowry, Davies, May,
Kulenkamp, & Martinson, 1987, p. 361).

According to a

linear model of grief, individuals who do not progress to
resolution over a period of time are said to demonstrate
abnormal grief reactions (Lindemann, 1944; Marris, 1974;
Worden, 1982).

Grief reactions are considered abnormal if

the mourning is delayed, chronic, exaggerated or masked
(Worden, 1982).
Though use of the linear model in conceptualization of
grief has been widespread, at least one aspect of the model
has been subject recently to mounting criticism.

The

portion of the model most criticized is the final stage, the
phase of reorganization.

sometimes referred to as

resolution, this stage implies that the person "finally
feels at peace about the loss ..• emotional ties to the lost
object are loosened, and the person is able to invest in a
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new object ... with no guilt" (Barry, 1989, p. 108).

As

originally conceptualized (relative to bereavement), grief
resolution was equated with the completion of grief work, or
the liberation of bonds with the deceased, adjustment to the
changed environment, and formation of new relationships
(Lindemann, 1944).

Lindemann further suggested that when

grief work is successful, the grief reaction takes from only
four to six weeks to resolve.
More recently, bereavement researchers have agreed that
attempts to define the timing and characteristics of the
stage of resolution or reorganization have been problematic
(Osterweis, Solomon, & Green, 1984).

Some suggest that in

bereavement (and in many other circumstances of loss) the
final stage of complete resolution may never occur (Burke,
1989; McClowry, Gilliss, & Martinson, 1989).

For example,

McClowry and colleagues (1987) found that even seven to nine
years after the death of a child, many parents still
experience pain and loss.

In a more recent study of

parental depression at two and seven years after the death
of a child, Martinson, Davies, and McClowry (1991) found
that parental bereavement is not time-limited.

Similarly,

Kowalski (1987) asserted that bereaved parents continue to
experience sadness over time and may even embrace the
periodic recurrence of sadness that occurs when memories of
their deceased child are revived (Kowalski, 1987).

Parkes

18
(1985) cites the renewed sensations of grief that typically
occur with anniversaries or occasions of significance for
the bereaved, and asserts that "there is no clear end to
grief" (p. 12).
In an attempt to clarify the nebulous nature of
temporal boundaries in "normal" grief reactions, zisook and
DeVaul (1985) questioned how long most people actually
experience feelings of grief and mourning.

Adopting earlier

convention of a staged model of grief with distinct phases
of shock and denial, acute mourning, and resolution, the
investigators assessed progression of bereaved persons
through the stages of grief.

The participants indicated

that some aspects of their grief never resolved.

The

authors conclude that " ... unresolved grief is a somewhat
overly simplistic concept.

Most, if not all, people never

totally resolve their grief; significant aspects of the
bereavement process go on for years after the loss, even in
otherwise normal patients" (p. 377).
In spite of the difficulties encountered with defining
the stage of resolution for bereavement grief, the linear
grief model is commonly used to explain response to
significant loss in situations other than bereavement.

More

specifically, the model has been used to describe family
grief after a loved one's head injury (Kenner, 1985), and
grief in response to any significant loss (whether to self
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or to a loved one) such as chronic illness or the loss of a
body part (Barry, 1989; Brunner & Suddarth, 1988).

Darling

(1991) recently noted the prominence of the staged grief
model in studies of family response to the birth of a
disabled child.
Obviously, most parents and other caregivers experience
grief when a loved one is born with or acquires a permanent
disability and thereafter needs supportive care.

In a

recent investigation of caregiver grief following a loved
one's traumatic brain injury (Teel, 1990b), one spouse
caregiver described how he imagined the pain of a permanent
caregiving situation to exceed even the pain of bereavement:
It would have been much easier to deal with a straight
break, with a clear loss.

If she were no longer

living, then I could grieve for her.

I would always

miss her, but I could also bury her .... The loss in that
is easier to handle than the loss involved in severe
head injury.

Because here, for all intents and

purposes, she, as I knew her, is dead.
alive.

And yet, she is
(Case HI2)

When a loved one's cognitive abilities are irreversibly
damaged and the impaired person remains within the physical
environment, daily reminders of the loss are experienced by
the caregiver (Worthington, 1989).

Recurrent reminders that

the loved one is forever changed provide recurrent stimuli
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for grief (Kapust, 1982; Parkes, 1988).

Both the real and

symbolic components of loss relate to altered present and
future roles and to altered expectations (Lezak, 1978;
Romano, 1974).

similarly, when a cognitively disabled child

is born, the deficits provide parents with constant
reminders of their lost dreams of having a perfect child
(Raphael, 1986).

In these caregiving situations, the loss

experience is persistent and ongoing.

Parents and other

caregivers report experiencing periodic episodes of grief
associated with the recurrent grief-inspiring stimuli
inherent in the caregiving situation (Mitiguy, 1991;
Worthington, 1989).
In situations of ongoing loss, grief and sorrow are
pervasive.

For example, in a recent study of caregiver

grief (Teel, 1990b), one parent described ongoing feelings
of grief, thirteen years after his child's severe head
injury:
There's a sadness that has entered our lives because of
this [child's head injury) ... there was a sorrow that he
wouldn't be able to lead a normal life ... there's always
grief.

When something like this happens, there's a

sadness, there's a grief, although it's not shown.
It's just something that you deal with, but you know
you've just got to get on with your life.
do that and you make the best of it.

And so you
(Case HI4)
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Even though the linear grief model has been used
extensively in conceptualizing human response to loss, use
of this model to explain loss in situations where the lost
individual is permanently disabled meets with difficulties
similar to those encountered when using the model to explain
the loss of bereavement.

More specifically, it is difficult

to define or describe the timing of and characteristics of
resolution or adaptation, the proposed final stage of
grieving.

In particular, it would seem impossible to adjust

to an environment in which the loved one is missing - a task
central to grief resolution according to both Lindemann
(1944) and Worden (1982) - when the loved one remains.
The predominant linear model does not adequately
address some central issues with regard to grief resolution
(Brown & McCormick, 1988; Cook, 1988; Hansson, Stroebe, &
Stroebe, 1988; Van Riper & Selder, 1989).

Therefore, it is

essential to examine other conceptualizations of grief
resolution to determine which pattern best represents the
course of grief over time.

A logical alternative to grief

resolution is grief that does not resolve, but persists in
some way over time.

If complete resolution of grief is not

necessarily expected, then grief and sorrow that recur must
be considered a viable alternate conceptualization.
Further, if a model of recurrent grief provided a better
explanation of human response to significant loss, emotions
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represented in the model would have to be considered
normative.

The consideration of recurrent sadness as a

normative concept is essential to developing a richer
conceptualization of response to loss.
The concept of recurrent sadness, with regard to
parental response following the birth of a cognitively
disabled child, has been termed "chronic sorrow" (Olshansky,
1962).

Olshansky suggested that recurrent sadness (chronic

sorrow) is not a static, depressive response.

Because it is

interwoven with periods of happiness and satisfaction, it is
a normal, human response to a significant, ongoing loss.

As

a specific phenomenon, chronic sorrow has been investigated
in parents of children who are either cognitively disabled
(Damrosch & Perry, 1989; Wikler, Wasow, & Hatfield, 1981),
premature (Fraley, 1990; Hummel & Eastman, 1991),
chronically ill (Clubb, 1991), or have severe orthopaedic
disabilities (Buschman, 1988).

These studies suggest that

manifestations of parental grief and sorrow recur
periodically throughout the lifetime of the child.
Inclusion of chronic sorrow as a component of response to
loss renders these episodes of sadness normative and a part
of the life experience of living with loss.
Response to a significant loss undoubtedly involves
more than grief and sorrow.

More specifically, depression

is often associated with loss and grief, yet is alternately
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aligned with grief and differentiated from grief.

McNeil

(1985) cites how closely related grief and depression are.
McNeil (1985) defines depression as a lowering of mood state
in response to loss, and contends it is similar to grief,
defined as a normal, time-limited response to loss.
Taylor (1990) outlines the distinguishing features
between grief and depression.

Grief is defined as a normal,

time-limited mood disturbance in response to a real loss of
something tangible or intangible.

Depression is also

defined as a mood disturbance, but one that is not timelimited, exceeds grief in duration and intensity, and is in
response to a real or imagined loss (Taylor, 1990).
In examination of the relationships among grief,
unresolved grief, and depression, Zisook and DeVaul (1983)
surveyed 211 bereaved persons.

The researchers noted that

persons with unresolved grief (defined as continued
difficulty dealing with a loved one's death) were
significantly more depressed than those whose grjef had
resolved.

Zisook and DeVaul (1985)

later concluded that

symptoms of depression are common to bereavement, but
depressive illness may be related more to unresolved grief
than to the actual loss.
In their longitudinal study of people who had
experienced pregnancy loss, Lasker and Toedter (1991)
proposed that depression is "a major component of grief, but
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certainly not the only one ... " (p. 515).

summarizing the

poorly defined relationships among these related concepts,
Cowles and Rodgers (1991) state that depression has some
relationship to grief, but the nature of the association is
unclear.
In summary, several problems exist in the examination
of human response to loss.

First, it is unclear that the

time-bound phase of resolution in the predominant model of
grief best describes resolution following either bereavement
loss or loss that is ongoing.

Second, an individual's

response to loss probably includes components of grief,
sorrow that is recurrent, and depression.

Though the

existence of each of these components has been suggested,
the relationships among them with respect to the loss
stimulus remains unclear.
Third, it is generally agreed that response to loss
differs based on the stimulus.

To paraphrase Shand (1920),

significant losses yield significant sorrow, yet it is
unclear how response to loss varies when the stimulus is
significant, yet different.

More specifically, it is

unclear how response to loss may vary with the stimulus of
bereavement compared to the repeated stimuli inherent in
caring for a loved one with a permanent, cognitive deficit.
Finally, the majority of prior scientific work related
to loss has been limited to descriptive study of a single
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population, usually bereaved persons.

It is now essential

to test, across multiple populations, hypotheses related to
the grief response that have been generated from prior
exploratory, descriptive investigation.

Response to Loss
Although how the course of grief and sorrow progresses
over time is an unresolved issue, there are several
variables that have been consistently demonstrated to
influence human response to loss.

When considered together,

these variables provide the framework for understanding the
variability that occurs in response to loss.
The manner in which humans respond to a significant
loss is dependent on several factors; the precipitating
event, the life experiences and personality of the
individual experiencing the loss, and the context in which
loss has occurred (Cook & Phillips, 1988; Rosenblatt, 1988).
These common variables are cited relative to both
bereavement loss (Parkes, 1985; Raphael, 1983) and loss
associated with caregiving situations (Biegel, Sales, &
Schulz, 1991).
The essential characteristics of a loss event that
partially determine overall response to loss include; how
sudden or expected the loss is, the significance of the
loss, the expected trajectory of the loss, and the tangible
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and symbolic elements associated with the event.

For

example, loss can occur suddenly, which has been suggested
as more distressing than anticipated loss (Parkes, 1987), or
loss can evolve gradually.
unexpected.

Loss can be expected or

The loss can be of minor significance (e.g.,

the loss of a newly purchased book) and little distress is
experienced.

Or, when loss involves something or someone

who is loved, the loss is painful and usually causes
significant distress (Paterson, 1987).
Loss also includes tangible and/or symbolic components
that influence response to the event (Rando, 1988).

For

example, death is an ultimate tangible loss that has an
inherent physical reality, yet also includes symbolic
losses.

More specifically, death alters the spousal role to

that of widow or widower.

Death means not only the loss of

a child but the loss of the role of parent (Kowalski, 1987).
Death may change the social or economic status of the
surviving family members.

Depending on the relationship,

death may symbolize the loss of a partner and confidant.
The relative importance of the tangible and symbolic
components of the loss affect an individual's response to
loss.
Several contextual variables also affect response to
loss.

These include demographic factors and preexisting

psychological factors (Biegel et al., 1991).

One's personal
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history and characteristics are central to how an individual
responds to a given event of loss.

An individual may have

had multiple experiences with change and loss or may never
have experienced a major loss.
be troublesome.

Prior losses may continue to

Age and developmental stage also influence

the response to loss.

For example, loss of an ill and

suffering parent may be perceived by an adult child as a
welcome end to the loved one's discomfort, whereas loss of a
parent is catastrophic to a young child (Paterson, 1987).
An individual's spiritual orientation may influence
response to loss or be influenced by a situation of loss.
Those faced with an imminent loss may have stronger
spiritual feelings than those not involved with actual or
potential loss (Mull, Cox, & Sullivan, 1987; Reed, 1986).
The influence of spiritual feeling on response to loss is
evident in this parent's reference to faith regarding her
severely brain-injured child (Teel, 1990b):
If we hadn't had our faith in God, we couldn't go
through this.

I feel sorry for people who don't have

it because I don't know how they exist.
believe that God's going to heal him.

We just
He's healing him

now and one day he's going to be perfectly okay.
(Case HI3)
The context of loss also influences response to loss
(Cottle, 1971).

Loss is not always experienced as an
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isolated event.

There may have been several recent major

losses, which can add significantly to the distress of each
subsequent loss.
Loss experienced in the absence of supportive others
may be more devastating than when such external support is
available (Murphy & Osband, 1991; Osterweis et al., 1984;
Raphael, 1986; Shuchter & Zisook, 1987).

Biegel, Sales, &

Schulz (1991) also cite the importance of social support as
a variable that affects overall adjustment in caregiving
situations.

Vachon and Stylianos,

(1988) assert that

response to bereavement loss is influenced by social network
characteristics in existence prior to bereavement; if social
support is lacking, the distress is heightened.
Culture is another factor that can influence response
to loss.

Rosenblatt (1988) states that "grief is shaped by

the social context in which it occurs" (p. 67).

The

predominant culture influences what is considered an
acceptable response to and expression of loss (Katz &
Florian, 1986-87).

However, the predominant view mayor may

not be congruent with one's personal schema (Rolland, 1988).
To clarify this potential disparity, Eisenbruch (1984)
distinguishes between behavioral ethnicity and ideological
ethnicity.

The former implies that the predominant group

values and norms are learned to facilitate participation in
mainstream activities.

Ideological ethnicity is "based on
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customs and belief systems that are not fundamental to the
person's daily life" (Eisenbruch, 1984, p. 325).

The

distinction is important because an individual may use the
predominant social norms in everyday behavior, but then
switch to ideological ethnic norms in times of intense
stress, such as following a significant loss.
In summary, response to loss depends on the unique
combination of several factors.

Understanding of response

to loss requires an integration of the following components:
characteristics of the precipitating event of loss,
including both the type of loss and the meaning of the loss;
the individual's characteristics, attributes and life
experiences; and the sociocultural and historical context of
the loss.

Relevant Construct and Concepts
Several terms are used in examination of cognitive and
emotional response to a significant loss.

In this section,

these terms are reviewed as a basis for the construction of
a definition for each (Table 1).
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Table 1

Construct and Concept Definitions (Outcome
Variables)

Construct

Definition

Response to Loss:
Distress

Emotional and/or cognitive pain,
including components of grief,
sorrow and depression, associated a
significant loss.

Concept
Grief

Both a state of emotional pain and
a dynamic process of pain and
sadness associated with
experiencing a significant loss.

Initial (Acute) Grief

A complex of painful 'emotions
experienced in the days and weeks
following a significant loss;
including denial, shock, anger, and
numbness to one's surroundings.

Present Grief

Emotional pain and sadness related
to a significant loss that is
identified at a particular point in
time.

Chronic Sorrow
Recurrent Sorrow

A fluctuating, pervasive psychic
pain and sadness, stimulated by
certain trigger events, which
follows loss (through permanent
inaccessibility) of a relationship
of attachment.

Depression

A lowered mood state associated
with an imagined or real loss,
which persists or worsens in
intensity over time.
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Response to Loss: Distress
Response to loss depends on the type of loss, the
characteristics of the person experiencing loss, and the
context in which the loss occurs.

In the broadest sense,

response to loss affects all systems, including physiologic,
emotional, cognitive, behavioral, and social systems (Katz &
Florian, 1986-87).

In this research, response to loss is

limited to emotional and cognitive components of distress,
such as grief and depression.
Distress has been defined as "great pain, anxiety, or
sorrow; acute physical or mental suffering; affliction;
trouble (Random House, 1987).

The term is usually used with

regard to either physical or mental anguish.

In this study,

specification of psychosocial distress is intended to limit
the term's meaning to cognitive or emotional pain associated
with significant loss.

Distress implies a complex of

painful thoughts and feelings.
Grief and Grief Work
Grief, a component of response to loss: distress,
represents feelings of suffering in response to a
significant loss. Grief may be experienced following any
significant loss.

Death of a loved one, amputation,

divorce, and bankruptcy are only a few such losses that
usually inspire grief.

As Cowles and Rodgers (1991)

32
summarize, " ... grief may be preceded by any situation in
which there is a perceived loss •.. "

(p. 123).

Though the phenomenon of grief is familiar to almost
everyone, there is by no means consensus on the definition
of grief.

A lexical definition of grief is "keen mental

suffering or distress over affliction or loss; sharp sorrow;
painful regret" (Random House, 1987).

Carpenito (1989, p.

65) defines grieving as "the state in which an individual or
group experiences an actual or perceived loss (person,
object, function, status, relationship)."

Cowles and

Rodgers (1991), in a recent analysis of the concept of
grief, note that there are many definitions of grief in the
nursing and medical literature.

Grief is diversely

identified as an adaptational response, an illness, a
crisis, and as a syndrome.

Based on these earlier works,

Cowles and Rodgers (1991) derive a summary definition of
grief, "a pervasive, highly individualized, dynamic process
that often is discussed normatively within professional
disciplines" (p. 119).
It is generally agreed that grief refers both to the
emotional pain experienced when someone or something of
significance is lost and to the process of working through
the loss (Gyulay, 1989).

Attig (1991) elegantly

differentiates the emotion from the process by proposing
that the emotion of grief produces helplessness while the
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process of grief presents opportunities, yet requires work
and the investment of energy.
Emphasizing the notions of process and energy
investment, Parkes (1987) defines the work related to
bereavement grief as:
Grief work is the process of learning by which each
change resulting from the bereavement is progressively
realized (made real) and a fresh set of assumptions
about the world is established.

Nobody can 'take in'

at one blow the reality of so massive a psychic event
as a major bereavement. (p. 158)
Further accenting the active nature of grief work, Worden
(1982) outlines four essential tasks of mourning (mourning
is used synonymously with grieving, or the adaptation to
loss).

The tasks of the grieving person include:

(1)

accept the reality of the loss; (2) experience the pain of
grief; (3) adjust to an environment in which the deceased is
missing; and (4) withdraw emotional energy and reinvest it
in another relationship.

According to Worden (1982),

grieving is finished when the tasks of mourning are
accomplished.
Bereavement and Mourning
Bereavement and mourning are terms often used in
conjunction with grief.

The meaning of each is, however,

more limited than the meaning attributed to grief.

Though
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not specifically included as measured variables in this
research, the close relationship of bereavement and mourning
to the measured concepts necessitates defining each.
Kastenbaum (1986) defines bereavement as an objective
situation, the death of a loved one.

More specifically,

Demi and Miles (1986) define bereavement as "the state of
having experienced the death of a significant other" (p.
105) .
The differential feature between bereavement and
mourning relates to expression of emotion.

Whereas

bereavement defines the state of having experienced loss,
mourning relates to the expression of one's distress or
pain.

Kastenbaum (1986) defines mourning as "the culturally

patterned expression of the bereaved person's thoughts and
feelings" (p. 138).

Similarly, Parkes (1985) defines

mourning as the social expression of grief, which is
determined in part by cultural norms.

Mourning, an

individual's expression of grief, is partially determined by
the expectations of one's social and cultural group.
Recurrent or Chronic Sorrow
Though not specifically defined, Olshansky (1962)
described chronic sorrow as a pervasive sadness (related to
lost dreams of having a perfect child) that is periodically
stimulated throughout the lifetime of the parent.

The

sorrow is not static, but fluctuates in response to newly
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recognized instances of loss.

In this study, the terms

chronic sorrow and recurrent sorrow are used
interchangeably.
Depression
Both Taylor (1990) and McNeil (1985) agree that
depression is a lowering of mood state that can follow
either a real or an imagined loss.

The lowered mood is not

time-limited and does not fluctuate appreciably over time.
The Diagnostic and statistical Manual of Mental
Disorders III-Revised (American Psychiatric Association,
1987) provides diagnostic criteria for a major depressive
episode.

According to these criteria, depression exists if

at least five of nine symptoms are present during a two-week
period.

The symptoms include depressed mood, loss of

interest or pleasure, significant weight loss/gain, sleep
disorder, psychomotor agitation or retardation, fatigue,
disturbance in self-esteem, difficulty in concentration, and
recurrent thoughts about death.
The criteria for depression looks similar to the
distress of acute grief, however, a disturbance in selfregard is not considered part of grief (American Psychiatric
Association, 1987; Freud, 1917/1957; Worden, 1982).

In

addition, most would agree that even without a disturbance
in self-regard, prolonged manifestation of the depressive
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criteria would not be considered a "normal" grief response
(Demi & Miles, 1987).

Significance of the Study
The linear model of grief is a frequently cited
framework in investigations of human response to loss.

The

model has proved useful in describing the actions and
behaviors of people following loss.

Repeatedly, studies

have found that people experience shock and despair in
response to a significant loss.

Over time, most people

resume the physical routine of life and demonstrate some
sort of adjustment to a situation they cannot change.

As

several recent researchers have suggested, however,
cognitive and emotional response to loss may not so
obviously resolve.
If health care professionals adhere to the idea of a
resolution stage in a time-bound model of grief for
conceptualizing responses to loss, other client responses
(as viewed in that schema) would be considered pathologic.
If nurses expect that grief should resolve after a period of
time, then continued sentiments and expressions of grief may
be inappropriately interpreted as unhealthy.

Or, if it is

determined that client behaviors are appropriate (according
to the linear model of grief), the nurse might not be
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sensitive to the client's thoughts and feelings regarding
the loss.
In Martinson, Davies, and McClowry's study of parents
of deceased children (1991), the parents reported they had
not recovered from the loss, in the sense of recovering "who
they were before the death", but had permanently changed
following integration of the loss.

The researchers caution

nurses to be aware that the death of a child affects parents
for many years.

Without this reminder, nurses who expect

persons to follow a time-bound grief model and attain
resolution in a year or two, may interpret recurrent
expressions of sorrow as outside the range of normal,
perhaps as chronic, acute grief or as unresolved grief.
These clients would probably not receive appropriate support
in their grief.

Also, loss counseling would not include

discussion of recurrent grief as a normative response to
significant or ongoing loss.

To avoid the hazards involved

with use of an inappropriate framework, it is essential that
alternate conceptualizations of grief resolution be examined
in addition to the predominant linear model of resolution.

statement of the Purpose
The purpose of this study was to examine the course of
grief resolution following a significant loss.

Because

resolution or adjustment to loss may vary depending on the
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loss stimulus, three types of loss were included in the
study.

The essential points of inquiry of the research

included determining whether:

(a) grief resolves in a linear

fashion over time or whether it persists, with recurrent
exacerbations of sadness in response to various stimuli;

(b)

response to an ongoing loss differs relative to whether the
loved one's disability (loss stimulus) is present at birth
or is acquired later in life; and (c) response to an ongoing
loss is quantifiably distinct from bereavement following the
death of a loved one.
There were two secondary aims of the research.

The

first of these was to examine whether subjects, although
originally grouped by type of loss, were similar enough to
be considered collectively, as persons who had experienced a
significant loss.

Similar responses across several types of

loss may obviate the need to separately examine every
classification of loss in determining pattern of resolution.
This finding could greatly accelerate the process of
determining patterns of grief resolution.

The other

secondary aim of the study was to determine the bivariate
relationships between outcome indices and independent
variables.

Determination of these relationships is required

to facilitate comparison of the study with earlier research.
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Research Questions and Hypotheses
The research focus was an examination of the
progression of grief, over time, that follows significant
loss.

To support comparison of this study with similar

research, relationships between the outcome measures and
several independent variables were considered.

Two research

questions were introduced to examine the significant
bivariate relationships in the present study.

The following

research questions were posed:
1.

What are the significant bivariate relationships

between the independent and the dependent variables?
2.

What are the significant bivariate relationships

among the dependent variables?
The total sample of persons with significant loss was
used to examine the predominant pattern of grief resolution
over time and the presence of separate factors in grief
outcome.

The sample was also separated by type of loss to

examine whether the course of grief varies relative to the
loss that has occurred.

The following hypotheses were

tested:
1.

For all subjects, persons who have experienced a

significant loss, recurrent sorrow is more frequently
reported than is grief that steadily improves over
time.
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2.

Congenital and Acquired report a similar frequency

of recurrent sorrow as compared to grief that steadily
improves over time; the frequency is greater than for
Bereaved.
3.

For the pooled sample, which includes all subjects

regardless of loss type, there are distinct factors of
initial grief, present grief, recurrent sorrow, and
depression.

Summary
The meaning of loss is changeable depending on the type
of loss, who has experienced it, and the context in which
the loss has occurred.

Loss of something or someone who is

loved is almost always significant and inspires a multisystem response.

In this study, the cognitive and emotional

components of response to loss were examined in three
circumstances of loss.

More specifically, response to loss

among persons whose loved one had a congenital cognitive
deficit, persons whose loved one had an acquired cognitive
deficit, and bereaved persons was examined with respect to
grief, recurrent sorrow, and depression.
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CHAPTER II
CONCEPTUAL PERSPECTIVE AND REVIEW OF LITERATURE

The purpose of this chapter is to introduce the
conceptual perspective supporting the research.

The

perspective has its foundations in attachment theory.

The

components of attachment theory relevant to the research are
reviewed briefly prior to introduction of the perspective.
Following introduction of the conceptual position of
the study, classical psychoanalytic theory of grief and the
predominant, linear grief model are examined.

The concept

of chronic or recurrent sorrow, which emphasizes the
normalcy of recurrent sadness following loss (particularly
loss that is ongoing), is explored as an alternate
conceptualization to the time-bound stage of resolution
suggested by the linear model of grief.

The final section

of the chapter summarizes the predictor variables previously
associated with response to loss as they provide support for
the conceptual perspective.
It is recognized that events of loss may have a
positive component when viewed holistically.

Not every loss

is perceived as permanent distress and some events of loss
may even promote an existential or spiritual growth (Karl,
1987; Parkes, 1987; Sachs, 1985; Stephenson & Murphy, 1986).
However, for the purposes of this research, the specific
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outcome variable of distress was examined.

The possible

positive outcomes of loss, though recognized, were not
included in the study.
In addition to psychosocial outcomes following loss,
there is also an extensive body of literature in which the
physical outcomes of grief are examined.

It has been

demonstrated that stressful life events, bereavement, or
intense, prolonged or suppressed grief have negative
consequences on physical health (Irwin, Daniels, & Weiner,
1987; Jewell & Mylander, 1988; Laudenslager, 1988; McCubbin

& Patterson, 1987; Solomon, 1990).

The central purpose of

this research was to test hypotheses related to psychosocial
outcomes of bereavement and ongoing loss.

Therefore,

variables related to physical health outcomes were not
included in the present model.

Attachment Theory
It would seem evident that when an insignificant
(relative to other aspects of life) relationship with
someone is disrupted, there is little or no emotional
distress in response to the loss.

However, when a

relationship of significance is lost, distress is usually
experienced.

Bowlby (1980) proposed that the disrupted bond

of attachment between two persons effects grief in response
to the loss.

with this proposition, Bowlby introduced the
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importance of interpersonal relationships to the study of
grief (Sroufe, 1986; Stroebe et al., 1988).

This

represented a dramatic change from prior intrapersonal
(psychoanalytic) theories of grief that focused on the ego
and on freeing its libido from the lost object.

Attachment-

based theories of grief emphasized the significance of
interpersonal bonds and the consequences of disrupting them
(Osterweis et al., 1984).
Bowlby (1988) and others (Ainsworth, 1985; Weiss, 1982)
maintain that starting in infancy and continuing across the
life span, humans create and maintain emotional bonds with
other people.

In considering why some

rel~tionships

stimulate strong feelings when the tie is disrupted, while
others do not, Weiss (1988) suggests there are two basic
types of relationships.
to ties with loved ones.

Relationships of attachment refer
These relationships are

characterized by emotionally important bonds with a loved
one, usually a spouse or a child.

Loss of relationships of

attachment triggers grief, which can be intense and longlasting.

The second type of relationship proposed by Weiss

includes relationships of community.

These bonds are less

intense and usually shared with friends and colleagues.
Though loss of relationships of community may cause sadness,
the loss does not usually trigger intense grief that has
elements of pain and prolonged distress.
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In a similar effort to define why disruption of some
relationships is painful while others are not, Dean (1988)
suggested that the degree of attachment can predict the
intensity of despair.

with increased social or personal

distance between two persons, loss is not a painful
experience (Dean, 1988).

For example, if one reads of

someone who has suffered a severe injury, a brief sadness
may be felt for the injured person, but there is no feeling
of distress or grief.

There is no relationship or

attachment between the two persons.

Conversely, close

relationships with loved ones stimulate intense grief when
ties are disrupted.
Emotionally important, close interpersonal associations
(relationships of attachment) are usually experienced with
spouses and children (Weiss, 1988).

At some point in the

life span many of these relationships end.

Relationships

can be disrupted because of death or following other forms
of loss - such as the onset of cognitive disability
sometimes associated with illness, trauma, or developmental
deficit that renders the significant person permanently
inaccessible (Guentz, 1987; Jennett & Teasdale, 1981;
Kowalski, 1987; Rabins, Mace, & Lucas, 1982; Weiss, 1988).
When there is a dramatic cognitive alteration in a loved
one, the person remains within the physical environment, yet
is no longer the same.

There are daily reminders of the
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lost or disrupted relationship (Kapust, 1982; Waaland &
Kreutzer, 1988).
When a relationship of attachment is disrupted, the
intensity of feelings in response to the loss can be extreme
(Ainsworth, 1985; Averill & Nunley, 1988; Bowlby, 1980,
1988; Sroufe, 1986; Weiss, 1988).

The type and intensity of

the relationship between the two persons determines the
intensity of grief; the closer the relationship of
attachment, the more intense the grief if the relationship
is disrupted (Dean, 1988; Hazen & Shaver, 1987; Parkes,
1988).
Grief is not limited only to feelings and emotions.
There are also certain behaviors that are common to
distress.

Behaviors signifying distress function to evoke

aid from others.

For example, when infants are temporarily

separated from their mothers, distress behaviors are seen
among the children.

These behaviors include:

the mother's departure;

(a) protesting

(b) crying, looking around, and

shaking the crib in an effort to recover proximity to the
mother; and (c) clinging when distressed or frightened
(Karen, 1990).

These behaviors are an expression of the

infant's separation anxiety.

Bowlby (1969) emphasized that

the behaviors are important not only for maintaining the
infant's comfort, but also for maintaining the infant's
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survival, suggesting the ethological significance of certain
behaviors of distress.
Similar to the distress of infants separated from their
mothers, adults who experience distress with separation from
a loved one often exhibit behaviors of crying, searching,
and clinging.

Bowlby (1969) stated that these attachment

behaviors, commonly associated with the expression of grief,
begin in infancy and persist throughout the life cycle,
stimulated by threat to a relationship of attachment.
In examining the origins and processes of grief, Bowlby
(1980) cited Shand's (1920) work on human emotion in which
the main features of grief were delineated.

Shand suggested

that "causation of sorrow is then connected with some event
that overpowers us or is irremediable.

Where we can resist

we may become angry, where we cannot there is room only for
sorrow" (1920, p. 311).

In agreement with Shand, Bowlby

(1980) proposed that the distress and pain of grief are the
result of disrupted bonds of attachment.
Attachment theory provides an explanation for the
genesis of grief.

It also provides an explanation for the

pain of grief, and for why the pain is so resistant to
dispersement. Attachment theory contributes a useful
perspective for consideration of response to loss,
particularly when the loss concerns a loved one.
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conceptual Perspective
The conceptual perspective of the research is based on
a proposition derived from attachment theory; disruption in
bonds of attachment precipitates pain and distress.

That

loss effects sorrow is a basic assumption of the study.
This viewpoint provides a frame for examining loss and
response to loss, or the subsequent outcome following loss.
Different types of loss can be examined for relationships
with different types of outcome.
Although attachment theory provides a basis for
explaining the origins of grief and the importance of loss
type to one's response to loss, it does not sufficiently
address the relationships for the many other variables that
may also influence response to loss.

More specifically,

differences in outcome have been noted for variables other
than type of loss or extent of disrupted attachment.

These

additional variables have been examined individually and,
though inconsistent, some relationships with outcome have
been specified.
The variables that have been suggested as influential
in human response to loss (and the specific variables
included in the present perspective) consist of:
loss (congenital, acquired, or bereaved);

(a) type of

(b) personal

characteristics (age, gender, and employment/income); (c)
loss event characteristics (expectedness of loss and time
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since loss); (d) level of attachment; (d) spirituality; and
(e) perceived social support.

The potential significance of

these variables in conceptualization of response to loss is
noted in the present research.
Outcome following significant loss can be considered in
many ways.

outcome can include the current level of

distress related to the loss or the course of distress over
time that is related to the loss.

In the conceptual

perspective for this study, outcome following significant
loss is considered in terms of initial grief, present grief,
recurrent sorrow, and depression.
The conceptual perspective frames the research
hypotheses and research questions.

Most importantly, it is

predicted that significant losses (whether a loved one's
cognitive disability or bereavement) do not resolve in a
linear fashion; adjustment to the changed circumstances
proceeds in a fluctuating manner, with periodic triggers
that temporarily worsen distress.

In general, the pattern

of fluctuation (with respect to the outcome indices) is
similar, regardless of the loss stimulus.

However, because

of the persistent exposure to distressing stimuli, ongoing
losses were predicted to be even more distressing than the
loss of bereavement.
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Classical Psychoanalytic Theory of Grief
Most early commentary on human response to loss is
found in literary and poetic citations.

Probably the first

scientific examination of grief can be attributed to Freud
(1917/1957).

Freud's essay on mourning and melancholia

provides the framework for much of the later inquiry related
to grief and mourning.
within a psychoanalytic framework, Freud (1917/1957)
defined mourning as the response to loss.

When a loved

person or object is lost, Freud postulated that the ego must
give up the object, i.e., free its libido from the lost
object, to facilitate reinvestment in a new object of
interest.
loss.

Mourning relates to a conscious sense of object-

Furthermore, mourning includes the traits of painful

dejection, loss of interest in the outside world, loss of
capacity to love and inhibition of activity.

Mourning does

not include a disturbance in self-regard, a feature of
melancholia.

Though mourning is considered a significant

departure from normal life, it is not a pathologic reaction,
does not require medical intervention, and will resolve over
time.
Building on Freud's earlier theoretical work and
elaborating on the temporal progression of grief proposed by
Freud, Lindemann (1944) presented a conceptualization of
acute grief as a syndrome with psychologic and somatic
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symptomatology.

Based on psychiatric interviews with 101

bereaved persons, some of whom had survived the Coconut
Grove Fire, Lindemann stated that acute grief is a normal
response to a distressing situation.

Grief includes

physical reactions such as wave-like sensations of somatic
distress, a feeling of tightness in the throat, choking with
shortness of breath, sighing, muscular weakness and an empty
feeling in the abdomen.

Psychologic reactions include

guilt, anger, and loss of warmth in relationships with
others.

Grief work was considered the process of liberation

from bonds with the deceased, adjustment to the new
environment in which the deceased is missing, and formation
of new relationships.

Lindemann stated that the work of

normal, uncomplicated grief takes from four to six weeks to
complete.

Grief was suggested to be linear and time-bound,

with successful completion of grief work equated with
resolution of the grief.
Adding further support for temporal progression through
stages of grief, Engel (1961) described grief as a response
to the loss of something of value.

Engel added a unique

component to prior conceptualizations by comparing grief to
organic disease in that both have an etiology, an impairment
of capacity to function, and a predictable symptomatology
and course.

Uncomplicated grief implied a progression
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through stages of: a) shock and disbelief; b) developing
awareness of the loss; and c) prolonged recovery,
in which occurred the work of mourning and the
reestablishment of well-being.
According to classical psychoanalytic theory, mourning
should proceed along a predictable course from shock to
resolution.

Resolution of loss occurs when the grieving

person can withdraw emotional investment from the dead
person and reinvest in a new relationship.

Recurrent

manifestations of grief are regarded as pathologic.

In

other words, grief that persists or recurs at some later
time is interpreted as pathologic in the classical
psychoanalytic framework.

Aside from its accent on a

linear, staged recovery from grief, the striking feature of
early psychoanalytic theory is its emphasis on the
intrapersonal nature of grief without acknowledgment of the
social context of loss (Osterweis et al., 1984; Stroebe et
al., 1988).

Support or assistance from others is considered

only in the circumstance of medical intervention.

No

allowance is made for the value of external resources or
support from others in a social context.

Models of Response to Loss
Most commonly, the origin of grief is explained using
either classical psychoanalytic or attachment-based
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theoretical frameworks.

with regard to the process and

outcome of grief, the most frequently used framework is the
linear model of grief.

This model will be examined and then

an alternate model of grief outcome will be presented, one
in which resolution is not an achieved state, but a dynamic
process and dependent upon contextual variables.
Phases of Response
Emerging from a psychoanalytic framework, KUbler-Ross
(1969) developed a linear model to illustrate the
progression of grief over time.

Based on interviews with

over 200 dying patients, KUbler-Ross suggested that similar
coping mechanisms are used by persons in preparation for
death, provided they have adequate time and support before
death occurs.

These coping mechanisms are represented in a

five-stage model of human response to impending death.

The

visual representation of the model depicts the stages as
sequential and hierarchical (KUbler-Ross, 1969, p. 235).
The now-familiar stages of dying include denial and
isolation, anger, bargaining, depression, and acceptance.
KUbler-Ross (1969) also extended the model to losses other
than one's own life by proposing that family members go
through stages of adjustment similar to the stages
experienced by the dying person.
KUbler-Ross'

(1969) original work is of historical

importance in that it accented the needs of the dying and
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gave initial direction to caregiving professionals in
understanding death and dying (Schneider, 1984).

However,

the major emphasis in this influential work is on the
"stages of dying" and progression through the stages.
KUbler-Ross (1969) stated that not every person experiences
each stage and that the stages do not necessarily occur
alone or in sequence.

Nevertheless, the model has often

been interpreted as suggestive of a linear, unidirectional
response to loss in which individuals pass from one stage to
another, each time ascending to a higher level (McClowry et
al., 1989; Shives, 1990).
Many others have also used linear models in
conceptualizing human response to grief-inspiring loss.
Highlighting the widespread use of linear models in
representing response to loss, Blacher (1984) listed 24
studies in which a linear, staged model is presented as
descriptive of parental adjustment when rearing a mentally
disabled child.

Though authors have proposed slightly

different category labels, all are similar in the notion of
a staged model of grief approximating the sequence of shock,
protest, despair and reorganization (Averill & Nunley, 1988;
Karl, 1987; Marris, 1974; McNeil, 1985; Olson, CooperGoldenberg, & sturgis, 1989; Wolman & Thompson, 1990;
Worden, 1982).
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The adequacy of a staged model for conceptualization of
grief has been debated in recent years (Cowan & Murphy,
1985; Gyulay, 1989; Miles, 1985; Worthington,

1989).

For

example, McClowry, Gilliss, and Martinson (1989) suggested
adherence to a staged, linear model of grief denies the
normalcy of alternate grief responses.

Burke (1989) is one

of many who has questioned the assumption that resolution of
grief is ultimately achieved.

In particular, continuation

of bereavement grief may not be the abnormal, negative
phenomenon implied in a linear grief model (cowan & Murphy,
1985; Parkes, 1985).

Prolonged sorrow following the death

of a loved one has been interpreted as maintenance of a
"bittersweet" pleasure of the memories associated with the
loss of a loved one; an experience that parents of deceased
children may not wish to end (Kowalski, 1987).

Jacobs and

colleagues (1987-88) proposed that bereavement grief may be
a complex, evolving process rather than an emotion that
simply becomes less intense over time.
In another refutation of the linear model of "normal"
grief outcome, or resolution, Brabant (1989-90) stated that
when acute grief recurs, it mayan expression of new pain
rather than continued old pain.

In other words,

developmental transition or altered life circumstances may
precipitate new feelings of grief surrounding a prior loss.
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In this case, the new pain must be grieved just as the
original pain was grieved at the time of the loss.
Kapust (1982) broadened the issue of grief resolution
by including caregiver response to family members with
dementia.

Kapust reviewed the literature on bereavement

grief and noted the expected linear course of grief.
However, in cases of dementia, the disabled person continues
to be a part of the family and the 'closure' provided by
physical death is not relevant.

Kapust (1982) identified

the ongoing difficulties family members experience including
alterations in roles, social networks, sexuality, and
persistent distress watching the loved one gradually
deteriorate.

The losses are grieved, but without the

benefit of completion or the formalized rituals otherwise
associated with bereavement losses.

The recurrent stimuli

for grief precludes resolution of grief.
The Journal of Social Issues recently devoted a special
issue to grief and bereavement.

For the concluding article,

Hansson, Stroebe, and stroebe summarized the other papers
regarding the complex nature of grief by stating that "grief
is by no means a straightforward, universal process, with a
progression of fixed stages or phases, each with its typical
symptoms" (1988, p. 211).
In light of the difficulties encountered with the
resolution phase of the linear grief model, several authors
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have suggested the need for an alternate conceptualization
of "resolution", one that can address the multiple tangible
and symbolic components of loss that occur over time.

For

example, bereavement is not simply a tangible loss of a
loved one's body.

It also includes (among other things)

loss of a future relationship with the person, which means
loss of future plans and dreams.

Even more apparent are the

multiple, ongoing losses inherent in a caregiving situation.
Chronic illness may alter the parental, companion, or
spousal role to include that of caregiver.

Because of

financial burdens usually associated with chronic illness,
economic status may be impacted.

The care requirements may

leave the caregiver too emotionally and physically drained
to maintain previous contacts, resulting in social
withdrawal and isolation.

Response to these multiple losses

is complex and likely includes recurrent manifestations of
grief (recurrent sorrow) because the relationship of
attachment continues, only in a significantly altered form
(Blieszner & Shifflett, 1990).
Recurrent or Chronic Sorrow
The literature reflects two early attempts to move
beyond the linear model of grief in explanation of the
nature of human response to ongoing loss (Olshansky, 1962;
Solnit & stark, 1961).

Both references are specific to

parental response to the birth of a mentally disabled child.
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After these papers there was a paucity of related
investigation for several years.

More recently, there have

been several conceptual and empirical investigations related
to response to ongoing loss.

As were the original

conceptual works, the recent investigations have limited
consideration of the phenomenon to certain populations,
specifically to parents of disabled or chronically ill
children.
Of the first two efforts to conceptualize response to
ongoing loss, Olshansky's (1962) work has generated the
greater interest.

Based on his personal and professional

experiences in counseling parents of retarded children,
Olshansky introduced the term 'chronic sorrow' to explain
the parental response of lifelong, episodic sadness to the
birth of a mentally disabled child.

Olshansky asserted that

chronic sorrow is a pervasive psychological reaction, a
natural rather than neurotic response to a tragic fact (the
birth of a disabled child).
Though a definition of the phenomenon was not provided,
Olshansky described chronic sorrow as a sadness that recurs
throughout the lifetime of the child or of the parent.

The

sadness is variable in intensity among different persons,
across situations and at different times within the same
individual.

Thus, the sadness is not constant and

unrelenting, but is exacerbated at critical periods in the
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child's development.

Examples of critical periods include

learning to walk, onset of puberty, expected graduation from
high school, and the twenty-first birthday.

During these

critical times, parents most acutely recognize the disparity
between their actual child and their fantasized child and,
because of the loss of the fantasized child, experience
sorrow.
Olshansky specified the factors that produce chronic
sorrow (the antecedents) as:
dependence of the child;

(a) the permanent, daily

(b) the frustrations with the

relative changelessness of the child; (c) the unaesthetic
quality of mental retardation; and (d) the symbolism of
birthing a defective child.

A critical attribute of chronic

sorrow is the experience of episodic sadness that lasts the
lifetime of the child or the parent regardless of the
physical proximity of the disabled child to the parents.
Olshansky's (1962) reference to the experience of
chronic sorrow as a normal psychological reaction to a
situation of perceived loss is similar to the theoretical
work of Freud (1917/1957) related to mourning and
melancholia.

Freud also asserted that, though painful,

mourning is a normal response to bereavement and loss and
does not require medical intervention.

Olshansky proposed

that most parents experience the phenomenon of chronic
sorrow and that it is neither outside the range of normal
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nor does it require medical intervention.

If provided with

long-term accessibility to supportive professionals who
accept chronic sorrow as a normal response to ongoing loss,
most parents will "achieve the goal of increased comfort in
living with and managing a mentally defective child"
(Olshansky, 1962, p. 54).
Classical psychoanalytic theory of grief was used to
frame another early work related to the chronicity of
mourning following the birth of a disabled child (Solnit &
Stark, 1961).

Freud's work on narcissism as it relates to

object-loss was the theoretical underpinning of the paper.
According to Solnit and Stark (1961), during pregnancy a
woman develops a representation of the expected baby that
includes representations of herself and of her family.

When

a disabled child is born, the imagined child is suddenly
lost and replaced with the child whose birth has been
anxiously feared.

A mourning process is needed to progress

from numbness and denial through awareness and loss to the
final phase of the grief reaction, dissipation of the
hypercathexis (investment of extreme emotional significance)
of longing for the ideal child.

The mourning process is

prolonged when the mother is delayed in the first phase of
denial.
When the simultaneous loss of attachment and loss of
psychic representation with the hoped-for child is coupled
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with the arrival of the disabled child with its attendant
problems and needs, Solnit and Stark (1961) proposed there
may be an overwhelming narcissistic injury to the mother.
When the mother identifies with the child, she may actually
withdraw from the child in an effort to deny the extent of
the child's needs and minimize her narcissistic injury.
Conversely, maternal guilt may precipitate a depressed
attachment to the child such that other family members are
ignored.

In any event, Solnit and Stark (1961) suggested

the mother's response to the birth depends on the type and
degree of defect, her prior life experiences and family
relationships, and her degree of self representation with
the lost, hoped-for baby.
Within the psychoanalytic framework, Solnit and Stark
(1961) compared maternal response following the birth of a
disabled child to maternal bereavement following the death
of a child.

The sentiments of loss, longing for the child,

resentment of the cruelty of the episode, and guilt are
similar in both situations.

The primary difference,

however, is that the presence of a disabled child has a
persistent, daily effect on the mother - both requiring her
attention yet not allowing her time to withdraw libido from
the lost, hoped-for child.

As compared to the process of

mourning and emotional reinvestment that follows the death
of a child, the mother's mourning is probably not as

61
effective and may be prolonged when a disabled child is
born.
The conceptual formulations of both Olshansky (1962)
and Solnit and Stark (1961) address chronicity of sadness
following the birth of a disabled child.

They are similar

in that the source of parental sadness is a recognized
disparity between the hoped-for child and the child who was
born.

A critical difference between the two viewpoints is

that Olshansky provides a framework for consideration of
recurrent sorrow as an expected pattern of response.

It is

the responsibility of the health care professional to
recognize the normalcy of the response and pattern
interventions appropriate to the expected exacerbations of
sadness over the lifetime of the parent or child.
Solnit and Stark (1961), however, suggest that the
prolonged mourning experienced by some mothers is considered
a depressed mourning reaction related to narcissistic
injury.

In this conceptualization, chronic mourning is not

viewed as a normal, expected phenomenon throughout the
lifetime of the disabled child, but as a disruption of a
linear mourning process that is understood in light of
psychoanalytic theory.

The disabled child serves as a

constant reminder of object-loss and injury to self, which
thereby inhibits resolution of the mourning response.
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Implicit in the work is the presumption of a staged model of
grief (Cook, 1988).
Copley and Bodensteiner (1987) suggest that chronic
sorrow is descriptive of the grief process experienced by
parents in response to life with a disabled child.

The

authors proposed a two phase model of chronic sorrow that
follows diagnosis of the child's disability.

within the

first phase of the model are the stages of impact, denial,
and grief.

The second phase of the model includes the

stages of focusing outward and closure.

According to copley

and Bodensteiner, most parents of disabled children maintain
a circular movement among the stages of impact, denial, and
grief and do not move beyond the first phase of chronic
sorrow.

Over time and with "adequate coping", some parents

may move into the second phase of chronic sorrow in which
the sorrow does not end, yet becomes less intense and has
fewer exacerbations.
By including denial as an essential function in the
first phase of the model, Copley and Bodensteiner (1987)
have attempted to combine two conceptually disparate
sources, Solnit and stark (1961) and Olshansky (1962).
According to Solnit and Stark, denial functions to protect
the mother from depression that would otherwise occur if the
child's deficits were acknowledged.

Denial of the child's

deficits was not a component of Olshansky's formulation of
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chronic sorrow.

On the contrary, Olshansky suggested

parents are more likely to deny the experience of chronic
sorrow than to deny recognition of the child's disabilities.
Olshansky (1962) suggested that in response to certain
trigger events parents are more acutely aware of the
difference between their child and the hoped-for, perfect
child.

It is the more acutely recognized deficit rather

than denial of the deficit that serves to precipitate an
episode of sorrow.

By merging these two conceptually

incongruous positions, Copley and Bodensteiner have
introduced difficulties of conceptual clarification that may
become even more evident when empirical validation of the
model is attempted.
As advanced by Olshansky (1962), the conceptual
formulation of chronicity as a normal grief response to
ongoing loss has been the subject of several empirical
studies.

In an attempt to find whether parental response to

life with a disabled child includes chronic sorrow, Wikler,
Wasow and Hatfield (1981) surveyed 2 groups of subjects;
parents of mentally disabled children and social workers who
intervene with families with disabled children.

Thirty-two

participants from each group completed a three-part
questionnaire designed to elucidate the pattern of grief
since learning of the child's disability.

Parents

referenced their own feelings and the social workers
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responded about how they imagined the parents felt.
testing method included:

The

a) drawing a line representative

of the overall grief experience; b) indicating degree of
happy or sad feelings at ten developmental crisis points;
and c) making a dichotomous choice regarding whether chronic
sorrow (described in a narrative that preceded the yes/no
option) was experienced.

Most participants in each group

drew graphs representative of the experience of periodic,
recurrent sadness rather than time-bound adjustment.

Also,

according to levels of sadness at the ten crisis points,
each group indicated that the sorrow did not decrease in
intensity over time, but periodically recurred.

Similarly,

most subjects in each group (63% of the parents; 65% of the
social workers) answered "yes" to experiencing chronic
sorrow.
Olshansky (1962) originally described chronic sorrow as
a parental response to a mentally disabled child.

Damrosch

and Perry (1989) identified the need to examine parental
adjustment and pattern of response in greater detail by
comparison of maternal and paternal experiences.

Mothers (N

= 22) and fathers (N = 18) of children with Down syndrome
participated in the study.

Subjects were first asked to

select between two pre-drawn graphs, one illustrative of
time-bound resolution and the other representative of
recurrent sorrow.

Mothers selected the fluctuating pattern
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graph (68%) more often than did the fathers (17%).

In

addition, subjects read a description of chronic sorrow
(based on Olshansky's formulation) and selected from a fourpoint response that ranged from "never" to "most of the
time" regarding agreement with the chronic sorrow
experience.

On this measure, most parents agreed with the

chronic sorrow pattern; 21 of the 22 mothers and 17 of the
18 fathers.

However, marital dyads differed with regard to

frequency of episodic sadness; mothers experienced more
frequent episodes of sorrow than fathers.

Overall frequency

of chronic sorrow for both parents decreased as the child
grew older.
Several authors report conceptual and experiential
support for the existence of chronic sorrow as a common
pattern of response to the presence of a chronically ill or
disabled child in the family.

More specifically, the

description of chronic sorrow as advanced by Olshansky
(1962) with its components of permanence, periodicity, and
variability is supported by Hollingsworth and pasnau (1977),
Jackson (1974), Murphy (1982), Pueschel (1986), Sabbeth
(1984), Willner and Crane (1979), Worthington (1989), and
Young (1977).

In addition, each author acknowledged that

denial is commonly used as an early coping mechanism
following the initial diagnosis, but that it is not normally
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a factor in long term parental response to the chronically
ill or disabled child.
Most investigations of recurrent sorrow have related to
parents of disabled or chronically i l l children.

In a paper

that included description of two cases from her clinical
practice, Buschman (1988) suggested that families of
children with severe orthopaedic disabilities such as
scoliosis or amputation also experience episodic recurrence
of sadness and, therefore, may also be living with chronic
sorrow.

In an examination of several developmental losses,

Firestein (1989) compared the episodic grief of some
families who have experienced reproductive crises such as
infertility or repeated miscarriage to grief that follows
the birth of a mentally disabled child.

Firestein contends

that the sense of sadness because of lost dreams is present
in both situations and is exacerbated by trigger events
throughout the lifetime of the adults.
Fraley (1986) further extended the populations
considered in the study of chronic sorrow to include parents
of premature children.

In a descriptive survey designed to

assess thoughts and feelings about the premature birth, 39
mothers and 8 fathers of children who were born early, but
had no physical or cognitive disability completed the
questionnaire.

The questionnaire was described as "forced-

choice and open-ended" and based on prior instrumentation.
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Item content included helplessness, frustration, hope, fear,
blame, emptiness, happiness, self-pity, and social
isolation.

Subjects were asked if they had any of these

feelings at the time of the birth and at several stressor
points in the child's life.

Fraley contended that the

positive responses to the questionnaire items indicated the
parents felt recurrent sorrow.

Summarizing several earlier

studies, Fraley (1990) stated that parents of disabled or
chronically ill children also experience chronic sorrow.
Fraley (1986, 1990) concurred with Olshansky in suggesting
that chronic sorrow is a part of the normal grief response
that follows an event of lifelong implication for the
caregiver.
Given the currently identified parameters of chronic
sorrow, its existence is probably not limited to parents of
disabled children.

It may be pervasive among caregivers of

loved ones who have suffered a major, permanent change in
cognitive status.

Acquired cognitive deficit can occur

gradually, as from Alzheimer's disease, or can occur
suddenly, as from traumatic brain injury.

The acquired

cognitive disability of a family member disrupts the normal
family interaction patterns and necessitates alterations in
family roles, relationships, and functioning (Chiriboga,
Weiler, & Nielsen, 1990).

Lezak (1978) outlined five

categories of characterological defects secondary to brain
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injury that are disruptive to previous family interaction
patterns.

The categories are:

(a) egocentric behavior

lacking in empathy; (b) diminished self-control;
initiation of activities;
lability; and (e)

(c) poor

(d) apathy, irritability,

inability to learn from experience.

Because of the behavioral and cognitive deficits, the
disabled person no longer functions in the same roles as
prior to the injury, so family relationships must be
adjusted.

In response to these alterations, family members

may experience denial, sustained stress, feeling trapped and
isolated from social activities, and feeling abandoned by
the extended family (Rosenthal & Muir, 1983).
Traditionally, society has not supported the right of
the caregiver spouse to mourn the loss of the other (Lezak,
1978).

Though cognitive, emotional and behavioral aspects

of the person are forever changed, the disabled spouse
remains in the environment and active grief is not generally
acceptable.

Because spouses are unable to mourn the loss of

the prior relationship, much of the felt distress of
relationship disruption and loss is suppressed.
As with parental response to the birth of a retarded
child whose arrival disrupts expected role relationships,
the acquired disability of the neurologically impaired
individual disrupts the actual relationships that were
present within the family unit.

The presence of the
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disabled person serves as a constant reminder of what has
been lost.

Response to daily reminders of loss may include

recurrent sorrow.
congenital cognitive deficit and cognitive deficit that
is acquired each create a family unit in which there is the
loss of either an expected or an actual reality.

The loss

is of a unique type in that the sorrow experienced by the
non-disabled person is for the loved one who is alive and
within the family unit, but who is different from the
expected or prior reality.

with cognitive disability, the

loved one remains in body, but the person is no longer the
same.

Losses experienced by family members are ongoing.
In summary, most investigations of response to loss of

a close relationship are found in the bereavement literature
and relate to grief and mourning following the death of a
loved one (Demi & Miles, 1986; Weizman & Kamm, 1985).

The

explanatory model most often used in these studies suggests
that "normal" grief proceeds through stages, moving from
shock and denial to resolution.

For the most part, the

first stages of the grief model have proved useful in
examination of response to loss.

However, several problems

are evident with respect to the final stage of resolution.
For example, bereaved persons commonly reexperience grief at
times that were of significance in the lost relationship
(anniversary reactions).

The pain of bereavement loss does
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not necessarily ease simply as a function of time.

Also,

when loss of a relationship of attachment is due to a
permanent disability that renders the individual forever
changed from the hoped-for child or from the known person,
periodic recurrence of sadness has often been reported.
Rather than expecting resolution of the pain of loss,
sadness that is periodic, variable, permanent, and
interwoven with satisfaction may more closely represent the
experience of living with loss.

The opposing models were

tested in this research.

Support for Conceptual Perspective
The variables considered in the conceptual perspective
have been described briefly.

The literature that relates to

loss, grief, and sorrow has also been reviewed.

In this

section, each of the variables is examined and the relevant
literature supporting consideration of each variable is
summarized.

Because earlier research has offered many

explanations for outcome following significant loss, most of
them based on the significance of certain variables, these
variables are included in present examination of outcome
following loss.
in Table 2.

Definitions for the variables are included
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Table 2

Concept Definitions (Predictor Variables)

Concept

Definition

Type of Loss

Differentiation of loss based on a
loved one's congenital cognitive
deficit, acquired cognitive
deficit, or death.

Personal
Characteristics

Characteristics of age, gender, and
employment/income status that may
influence response to loss.

Loss Event
Characteristics

Specifically, the expectedness of
loss and time since loss, that
influence response to loss.

Level of Attachment

The intensity of an affectional
bond with another person.

Spirituality

An awareness of one's inner self
and a sense of connection to a
higher being, nature, others, or to
some purpose greater than oneself
(Reed, 1991b).

Perceived Social Support Provision for attachment/intimacy;
social integration, that is, being
an integral part of a group;
opportunity for nurturant behavior;
reassurance of worth as an
individual and in role
accomplishments; and the
availability of informational,
emotional, and material assistance
(Weinert and Tilden, 1990).

Type of Loss
The central question of this research related to
examination of loss with respect to type of loss; the
process and outcome of loss are examined with respect to the
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type of stimulus for grief.

Each of the three situations

encompasses a significant, yet different, type of loss.
Multiple recurring losses, experienced by those whose
loved ones have either congenital or acquired cognitive
deficit may be more difficult to grieve than the single loss
of bereavement (Kapust, 1982).

Response to loss usually

includes grief for symbolic losses as well as the tangible
loss.

In instances where symbolic losses are numerous and

persist over time, distress can be intense and prolonged
(Miller et al., 1990; Tomko, 1983).
The grief of bereavement can also be intense when the
loss involves an emotionally important relationship (Weiss,
1988).

In addition, bereavement loss eliminates any chance

for the lost relationship to be renewed.

However

unrealistic, there can be hope for a disabled person to
improve in the future.
bereaved person.

This hope cannot exist for the

The loss is final.
Personal Characteristics

The sociodemographic characteristics of an individual
(age, gender, employment/income) may influence response to
loss (Raphael, 1983).

Children are particularly sensitive

to loss of a significant other (Furman, 1985); although
among adults it is unclear what relationship age has to
intensity of grief (Paterson, 1987).
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Bohannon (1990-91) and Faschingbauer, zisook and DeVaul
(1987) have suggested that, because of predominant cultural
attitudes, women may express grief differently than men.
Similarly, Damrosch and Perry (1989) found that within a
marital dyad, mothers are more likely than fathers to
experience recurrent sorrow over their child's disability.
However, when depression is considered an expected grief
response following the death of a child, there is no gender
difference in depression among parents either at two or at
seven years after the child's death (Martinson et al.,
1991) .
Lower socioeconomic status may negatively affect
outcome (Parkes, 1985).

This relationship is presumed to

relate to the negative economic changes that usually
accompany bereavement or caregiving.

Not only mayan income

be lost, but the expenses incurred by the death or
disability further deplete financial reserves.

If there is

little or no reserve prior to the loss, the financial
hardship can add appreciably to the distress of loss.
Loss Event Characteristics
Characteristics of the loss event are often cited as
important variables in determination of grief outcome.
Sudden, unexpected or non-normative losses or losses by
violence have been associated with a poor outcome in terms
of a protracted, intense grief experience (Parkes, 1987;
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Parkes & Weiss, 1983).

Loss of an adult child is also

associated with a poor grief outcome (Parkes, 1987) and may
even be more distressing than an adult child's loss of a
parent or loss of a spouse (Sanders, 1979-80).

In addition,

early loss of a parent, a primary attachment, has a profound
impact on children (Furman, 1985).
Level of Attachment
Several authors have noted the relationship between
level of attachment and intensity of grief (Dean, 1988;
Weiss, 1988).

It has been suggested that closer

relationships are characterized by more distress when the
tie is disrupted.
It has also been noted that ambivalent relationships
are intensely difficult to grieve and usually involve anger,
depression, and intense sadness (Worden, 1982).

Based on

interviews with 81 widows, Sable (1989) concluded that women
who were in dependent relationships with their spouses,
relationships characterized as anxiously attached, were more
distressed following bereavement than those women who were
not dependent.

Parkes and Weiss (1983) also noted that both

highly dependent relationships (which may also be
interpreted as insecure attachments) and intense yearning
after bereavement are associated with the expression of
chronic grief.

In this sense, chronic grief is defined as

acute grief that persists in intensity over a prolonged
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period of time and includes preoccupation with thoughts of
the deceased.
Spirituality
Spirituality can both influence response to loss and be
influenced by loss.

Individuals with a strong spiritual

perspective may perceive loss differently than those without
a similar perspective.

Those who believe they will be

reunited with their loved one in a spiritual place (heaven)
may perceive less distress following loss than those who
have no belief in a later reunion (Teel, 1990b).

In

addition, persons experiencing an actual or imminent loss
may have a stronger spiritual orientation than others not
faced with significant loss (Mull et al., 1987; Reed, 1986).
Perceived social Support
weinert and Tilden (1990) define perceived social
support as "provision for attachment/intimacy; social
integration, that is, being an integral part of a group;
opportunity for nurturant behavior; reassurance of worth as
an individual and in role accomplishments; and the
availability of informational, emotional, and material
assistance" (p. 212-213).
According to Vachon and Stylianos (1988), distress
following loss is heightened when social support is lacking.
It is widely agreed that loss experienced in the absence of
supportive others may be more devastating than when external
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support is available (Murphy & Osband, 1991; Osterweis et
al., 1984; Shuchter & Zisook, 1987).

similarly, when the

network of support is perceived as unsupportive, the risk
for a poor outcome is increased (Middleton & Raphael, 1987;
Raphael, 1983).
In a recent investigation of caregiver stress,
chiriboga, Weiler, and Nielsen (1990) found that among adult
child caregivers of parents with Alzheimer's disease, the
physical proximity of other kin was predictive of
depression.

Those caregivers with relatives living nearby

were significantly less depressed.

The study typifies

research that suggests the effect of social support in times
of distress is beneficial.

Summary
Two outlines of the course of grief are presented.

The

linear model, though extremely prevalent in the literature,
does not adequately explain the clinical and empirical
evidence for many instances of grief.

The concept of

recurrent sorrow is found to more satisfactorily address the
grief experience in many situations, particularly when loss
is ongoing.

The concept of recurrent sorrow, as a response

to loss, is integral to the framework of this research.
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CHAPTER III
METHODOLOGY

This research project examined response to loss
following disruption of a relationship of attachment.

Three

disruptions were considered in the study, the congenital
cognitive deficit of a loved one, the acquired cognitive
deficit of a loved one, and the death of a loved one.

The

three situations were included in the research design as a
means to capture a range of grief across circumstances.

Research Design
The study followed a nonexperimental, ex post facto,
retrospective research design.
in the study.
they had:

Three groups were included

Participants were included based on whether

1) a loved one with a congenital cognitive

deficit (Congenital); 2) a loved one with an acquired
cognitive deficit (Acquired); or 3) lost a loved one to
death (Bereaved).
Justification for Inclusion of Multiple Groups
Multiple groups were used in the study to represent
various stimuli for distress, each one arousing potentially
different responses to loss and a different course of
resolution, or adjustment to loss.

Three rationale

necessitate the simultaneous study of these particular
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groups.

First, the concept of recurrent or chronic sorrow

was originally proposed relative to congenital, requiring
this group be included examination of alternatives to timebound grief resolution.

Second, the majority of the

literature about response to loss concerns bereavement.

It

was essential to determine whether the phenomenon described
among parents of disabled children might also exist among
bereaved, a loss often described in the literature.
Finally, it may be the existence of significant loss that is
the essential component in response to loss, rather than a
specific type of loss.

To more clearly test this

hypothesis, another group of persons experiencing loss was
included in the study.

To facilitate comparison of the

groups, individuals who have a loved one with an acquired,
rather than congenital, cognitive disability were included
in the multiple group study.
Most participants in Congenital were parents of the
disabled child.

Acguired participants reported different

relationships with their loved ones, including parent/child,
sibling, spousal, and others.

Because of the variety of

relational ties within this group, the participants were
described as "caregivers".

In this study, caregiver was

defined as a participant who identifies the disabled person
as their loved one, with whom they have had and continue to
maintain a close relationship.
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There are similarities between parents of mentally
disabled children and persons whose loved ones have an
acquired cognitive deficit.

Like the parents, caregivers

usually respond to the care demands that follow a loved
one's alteration in neurologic status.

Also, caregivers

will strive to find coping strategies to deal with the
frustrations inherent in caring for the neurologically
impaired.

The antecedents of recurrent sorrow, as described

in the population of parents of mentally disabled children,
can be viewed as parallel to characteristics present in the
family of a person with an acquired cognitive deficit.
specifically, the daily dependence of the child, the
unaesthetic quality of the disability and the parental
frustrations that are present for the duration of the
child's life, are similar to phenomena also present in
families of those with acquired cognitive disabilities.
cognitive impairment can be an embarrassment to caregivers.
Because the routine of daily life has become difficult,
caregivers commonly experience frustration, anger, and
depression (Kerson & Kerson, 1985; Lezak, 1978; Rabins,
Mace, & Lucas, 1982).

caregivers of those with acquired

cognitive deficits and parents of disabled children have
similar characteristics.

In addition, the antecedents of

chronic sorrow are present in both groups.

It is likely,

therefore, that caregiver response may be similar to
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parental response following birth of a disabled child and
include recurrent sorrow as part of the overall distress
associated with a major loss.
Though there are several similarities between the two
groups of interest (parents and caregivers), there also are
differences that should be recognized.

Parents of children

who are disabled from birth experience a loss of the
imagined, perfect child.

Response to loss of this

fantasized reality may include recurrent sorrow.

When the

onset of disability follows a time of knowing the person as
non-disabled, parental distress can be more prolonged and
torturous than when the disability is known from birth
(willner & Crane, 1979).

In this case, loss is of the

actual rather than the imagined reality.

Similarly,

caregivers of now-disabled persons knew their loved one
prior to onset of disability.

Loss is of both a tangible

reality and of the symbolic, hoped-for future.
Additional characteristics that may differ between the
two groups include age, relationship and gender.

Most

parents of babies disabled from birth are in their 20's,
30's or 40's.

Caregivers of brain-injured persons are

usually of a wide age range and can include parents,
spouses, children or significant others.

These covariates

are of interest in the prediction of differences between the
responses of parents and caregivers.
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Summary of Design Issues
The retrospective research design was selected as most
appropriate to examine relationships among variables
occurring in the present with those that have occurred in
the past.

The disruption of a relationship of attachment

was the central point on which the multiple groups were
examined.

In each of the three groups, the relationship has

been permanently disrupted.

Because of the potential

similarities and differences across various situations of
loss, multiple groups were required to adequately compare
distress (Demi & Miles, 1986).
The groups were selected based on the presence or
absence of the variable of interest; the independent
variable or type of loss that had already occurred (Whalen,
1989).

The dependent variables, measures of response to

loss, were examined for relationship to the central
independent variable.

Any relationship or correlation found

between the variables did not, however, imply causation
(Polit & Hungler, 1987).

Population, Sampling Criteria, and Setting
Three groups were included in the research.

Each group

was comprised of adults, who were over eighteen years of
age, living in North America, and who were fluent in
English.

The event of loss for each group must have
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occurred at least one year prior to participation in the
study; this was to avoid tapping information about an acute
grief response.

The population sampled for the first group

was persons whose loved ones had a congenital, cognitive
deficit.

The population was self-identified and no attempt

was made to independently confirm parents' statements
regarding status of the children.

The population sampled

for the second group was persons whose loved one had an
acquired cognitive deficit, which included traumatic brain
injury and stroke.

The population sampled for the third

group was persons who had lost a relationship of attachment
through the death of a loved one.

The bereavement must have

occurred at least one year prior to participation in the
research.
Two sampling plans were used to access participants for
the study.

Nonprobability, convenience sampling was

supplemented with network sampling, in which study
participants were invited to suggest others who might be
interested in completing the questionnaire (Burns & Grove,
1987).

The network plan was employed to gain additional

access to subjects beyond those persons associated with
formalized support groups or health care agencies.
strengthen the sampling technique, participants were
included from several parts of North America.

To
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Questionnaire packets were distributed to potential
participants in the united states and Canada between January
and October, 1992.

Participants were accessed through

numerous channels.

In the United states, participants were

located through several associations including, pilot
Parents of Southern Arizona, the Delaware Head Injury
Foundation, and st. Mary's Regional Medical Center,
Rehabilitation Unit in Nevada.
Canadian participants were also located through several
associations, including the University of Calgary College of
Nursing, the Association for the Rehabilitation of the Brain
Injured (ARBI) in Alberta, and the Alberta Children's
Hospital.

In addition to these agencies, participants from

all geographic areas were located through referral from
coworkers and other study participants.
Following referral to the study, participants were
assigned to the appropriate group (congenital, acquired, or
bereaved) and then mailed a questionnaire packet.

The

questionnaire packets included parallel forms of the
instruments, designed to be appropriate for either
congenital, acquired, or bereaved groups.

Each participant

received the appropriate form of the packet.

Upon receipt

of the packet, the participant was free to complete the
questionnaire in its entirety, to complete only selected
portions, or to withdraw from the study at any time.
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Completed questionnaire packets were returned to the
researcher by mail.

No attempt was made to contact those

persons who did not return the questionnaire.

Pilot study
Prior to implementing the primary research project, a
pilot study was conducted to test the questionnaire packet
for format and comprehensiveness.

During the pilot study,

the data collection protocol was also tested.
Data were collected between November 1991 and January
1992.

Twenty-seven packets were distributed and 18 packets

(67%) were returned.
packets (N

One-half of the Congenital group

6) were completed by Canadian participants.

Participants from the United states completed the remaining
packets (Acquired N

=

7; Bereaved N

=

5).

Regarding the form of the questionnaire, two minor
changes were made based on results of the pilot study.
First, the Recurrent Sorrow Index, the new scale, had
originally included two graph images on which the subjects
were asked to draw a line representative of their personal
experience with "sadness" and with "happiness" since
learning of their loved one's disability or death.

It had

been conceptualized that these might be two separate and
distinct experiences and would, therefore, require separate
graphs.

The subjects did not see the task as separate, but
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rather as duplicative.

Because the axis labels were

reversed for the graphs (rendering the shape of the curve
the same, rather than a mirror image), the comments included
"the same as above" and "why, isn't this the same as
above?".

Each participant who completed the graph shapes

drew virtually the same line on both graphs.

Because the

subjects did not discern any appreciable difference between
the two graphs, the "happiness" graph was eliminated.

Axis

labels of the retained graph remained "extremely sad" and
"not at all sad".
The final section of the RSI included a brief
description of the phenomenon of recurrent sorrow and
included the term "chronic sorrow".

The description was

followed by a yes/no option regarding agreement with the
experience of chronic sorrow.

Though several participants

selected the pre-drawn graph suggestive of recurrent sorrow
and also drew their own graph representative of recurrent
sorrow, they selected the "no" option from the dichotomous
choice.

The inconsistency may have been related to a

negative reaction to the term itself.

It was decided to

rephrase the item, omitting the term "chronic sorrow".
item was reworded as a four-option question.

The

Introduction

to the question acknowledged that each person may have an
individual response to loss.

Subjects were then asked to

select a phrase most like their experience with grief over
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time.

Three phrases, each representative of a different

pattern of grief (linear grief, recurrent sorrow, and
depression), were included as possible answers.

In

addition, "other" was included for those who wanted to write
in another response pattern.

The remaining content of the

questionnaire was retained in its original format.

Instrumentation
The concepts in this research were operationalized with
several scales.

A summary of the concepts and indicators is

represented in Table 3.

Each instrument is described, with

reference to reliability, validity, and prior use.
Demographic Questionnaire
The Demographic Questionnaire (DQ) has categorical
items related to respondent age, gender, education,
occupation, income, marital status, ethnicity, suddenness of
the loss, type of loss, and time since loss.

In addition,

information was obtained about the disabled or deceased
loved one with regard to age, gender, and relationship to
the subject.
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Table 3

Construct

Construct. Concepts. and Operational Definitions

Concept

Operational Definition

Type of Loss

Demographic Questionnaire

Personal
Demographic Questionnaire
Characteristics
Loss Event
Demographic Questionnaire
Characteristics
Level of
Attachment

Lipson-Parra Adult Attachment
Scale (LAAS) (Lipson-Parra,
1990)

spirituality

Spiritual Perspective Scale
(SPS) (Reed, 1986)

Perceived
Personal Resource
Social Support Questionnaire 85, Part 2
(PRQ85), (Weinert, 1988)
Response to
Grief (Initial Texas Revised Inventory of
Loss: Distress and Present)
Grief (TRIG) (Faschingbauer,
1981)
Recurrent
Sorrow

Recurrent Sorrow Inventory
(RSI) (Teel f 1990a)

Depression

Center for Epidemiologic
Studies Depression Scale
(CES-D) (Radloff, 1977)

Lipson-Parra Adult Attachment Scale
The Lipson-Parra Adult Attachment Scale (LAAS) is a
recently developed measure of the level of attachment in
adults to a significant other (Lipson-Parra, 1990).
items are declarative statements about features of

The
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attachment that are scored using a Likert-type format.
Response options include completely true, mostly true,
slightly true, and not at all true.

Scores greater than 60

reflect a strong attachment, scores from 40-60 suggest a
moderate level of attachment, and scores less than 40
reflect a minimal attachment to the person selected for
reference when completing the scale.
Fifty-five items concerning attachment were field
tested on 211 older adults.

Three items were not completed

by more than 15% of the respondents so were eliminated from
analysis.
0.97.

Coefficient alpha of the remaining 52 items was

Factor analysis yielded a single factor that

accounted for 50% of the scale variance and seven other
factors that collectively accounted for an additional 26.6%
of the variance.

Twenty items (of the thirty five items

that loaded 0.40 or higher on the first factor)
the first factor at 0.83 or higher.

loaded on

These 20 items were

retained for inclusion in the LAAS.
The 20-item LAAS was retested on a sample of 202 adults
from 17 to 75 years of age.
was 0.96.

Coefficient alpha of the scale

Factor analysis yielded a single factor that

accounted for 54.8% of the variance (eigenvalue of 10.955);
factors 2 and 3 had eigenvalues of 1.65 and 1.09.

Lipson-

Parra (1990) suggests that attachment can be measured as a
single dimension, without measuring each theoretically
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specified feature of the concept.

In the present study,

phrasing of the items was modified slightly to be compatible
with reference to a person who is either disabled or
deceased.
spiritual Perspective Scale
The Spiritual Perspective Scale (SPS) is a ten-item
measure of the importance of spiritual views in an
individual's life (Reed, 1986).
Likert-type response scale.

Each item has a six-point

Anchors for four items relate

to frequency of experience and range from "not at all" to
"about once a day".

The remaining six items have anchors of

"strongly disagree" and "strongly agree".

Items are summed

and an arithmetic mean is calculated; the mean can range
from 1.0 to 6.0.

Higher scores indicate increased saliency

of spirituality.
The SPS has been tested on several adult samples,
including healthy,

hospi~alized,

illness (Reed, 1991b).

and those with serious

In these studies, reliability

coefficient alpha is consistently greater than 0.90.
validity of the instrument has supported in that persons
with no religious affiliation scored lower on the Religious
Perspective Scale (RPS) , an earlier version of the SPS.

In

addition, women and those with less education scored higher
on the RPS, which is consistent with prior research (Reed,
1986).

Several subsequent studies have supported earlier
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estimates of the reliability and validity of the SPS
( Coward, 1990).
Items in the SPS did not require modification for this
study, however, the instructions were modified to reflect
either consideration of the time since the loved one's
disability or death.
was added to the SPS.

For this research, an additional item
This item related to perceived change

in spirituality since the time of loss and was scored on a
6-point scale from "Now much less spiritual" (1) to "Now
much more spiritual" (6).
Personal Resource Questionnaire 85, Part 2
The Personal Resource Questionnaire (PRQ) was developed
as a two-part measure of the multidimensional
characteristics of social support (Brandt & Weinert, 1981).
Part 1 of the PRQ includes descriptive questions about
available resources, satisfaction with the resources, and
the presence of a confidant.

Part 2 of the scale is based

on a model of relational dimensions that includes intimacy,
social integration, nurturance, worth, and assistance.

The

25 items in Part 2 are scored on a 7-point Likert-type scale
from strongly agree (7) to strongly disagree (1).

Scores

range from 25 to 175; higher scores indicate higher
perceived social support.

Also included in Part 2 of the

PRQ is a 5-item measure of ideology about self-help and how
one's stance relates to need for social support.
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Initial testing of the PRQ on a sample of 149 adults
with multiple sclerosis yielded a coefficient of internal
consistency, coefficient alpha, of 0.89 for Part 2.

The

authors suggested that predictive validity was supported by
modest correlations between the PRQ, Part 2 and criterion
measures of family integration (Brandt & Weinert, 1981).
Additional information about the validity of the original
scale was not offered (Lindsey, 1988).
The PRQ has been used extensively in nursing and other
health-related research (Weinert, 1988).

Since its

development, the PRQ has undergone revision and its most
recent form is the PRQ85.
part questionnaire.

The scale continues to be a two-

Part 1 elicits information about the

availability of support and satisfaction with the received
help.

Part 2 is a measure of perceived social support.
In four samples used for testing of the psychometric

properties of the PRQ85, coefficient alpha, a measure of
internal consistency, ranged from 0.87 to 0.90.

Additional

support for construct validation of the scale derives from
the positive correlation between the PRQ85 and measures of
family well-being (Weinert & Tilden, 1990).

A single form

of the PRQ85, Part 2 was used in this research.
Texas Revised Inventory of Grief
In an effort to operationalize the construct of grief,
or more specifically, the extent of unresolved grief,
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Faschingbauer, DeVaul, and Zisook (1977) developed the Texas
Inventory of Grief (TIG).

The original 13-item pool was

tested on bereaved patients in a psychiatric outpatient
clinic and subsequently modified to a 7-item paper-andpencil scale.

Item content included persistence of distress

related to the loss, identification with the deceased, and
anniversary distress.

Each item was rated from completely

true (5) to completely false (1).

The total score was

suggestive of the intensity of unresolved grief.
More recently, i't was reported that testing of the TIG
had revealed not only a 7-item factor of unresolved grief,
but also a 4-item factor of acute mourning (Zisook, DeVaul,

& Click, 1982).

A second study focused on the expansion of

both factors by testing 58 items related to feelings at the
time of loss and present feelings.

To obtain normative data

and modify the instrument, the item pool was tested on 260
friends and colleagues of the researchers from several areas
of the united states.

A replication sample of 328 subjects

from Houston, Texas also completed the scale.

Scoring of

the Likert-type scale was the same as for the TIG.

A

separate section was also included to gather information
about the event of loss, including the closeness of the
disrupted relationship and time since bereavement.
Factor analysis yielded two distinct factors
representing past behavior (initial grief) and present
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feelings (present grief).

Based on this analysis, the scale

was revised (Texas Revised Inventory of Grief, TRIG) and
Part I was modified to include eight items representative of
initial adjustment to a loved one's death.

Part II was also

modified to include 13 items representative of the present
level of grief after bereavement (Faschingbauer, 1981;
Jacobs, 1987).
Coefficient alpha for the first sample was 0.77 for
Part I of the scale.

The replication sample yielded

coefficient alpha of 0.87 for Part I.

Construct validity

was assessed by hypotheses related to the meaning of initial
grief.

It was hypothesized that females (who may be

dependent on their spouses for financial support) would
report more initial distress and life disruption than would
males.
.05).

Females did report higher scores on Part I (p

~

In addition, it was hypothesized that the death of a

younger «

30 years of age) family member would be more

disruptive because of its non-normative context than would
the death of an older person ( > 75 years of age).
hypothesis was supported (p

~

The

.02).

Coefficient alpha for Part II was 0.86 for the first
sample and 0.89 for the replication sample.

Construct

validity of Part II was assessed by hypotheses related to
expressions of grief.

It was hypothesized that females

would express more grief than would males; the hypothesis
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was supported in the initial sample (p

~

.05).

In addition,

it was hypothesized that bereaved spouses would report more
distress than other bereaved non-blood relatives; the
hypothesis was supported (p

~

.05)

(Faschingbauer et al.,

1987) .
The TRIG has been used to measure bereavement grief and
has also been adapted to quantify the distress of other
losses.

Kaczmarek, Backlund, and Biemer (1990) recently

adapted the TRIG to measure the grief response of university
students (N

= 337) after the end of a romantic relationship.

The researchers noted greater depression following (a)
relationships that had ended suddenly and (b) dissolution of
long-term relationships.

No differences in adjustment were

found related to gender or ethnicity.
Miller, Dworkin, Ward, and Barone (1990) also adapted
the TRIG to assess feelings of family members with mentally
ill relatives.

The items were reworded to reflect grief for

the loss of a loved one's mental health.
scale was shortened to three points.

The 5-point Likert

This adapted version

was called the Mental Illness Version of the TIG (MIV-TIG).
Questionnaires were completed by 48 family members.
Coefficient alpha for Part I was 0.82.
was 0.92 for Part II.

Coefficient alpha

Interestingly, scores for Part I were

generally low, while scores for Part II were high.

The

researchers suggest that families of the mentally ill may
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experience a delayed grief reaction, as the meaning and
ramifications of continued illness become more evident over
time.
In the present study, parallel forms of the TRIG were
used for the three groups.

Following the format of earlier

studies, each question was modified slightly to reflect the
relevant event of loss, i.e., birth disability, acquired
disability, or death.
Recurrent Sorrow Inventory
The Recurrent Sorrow Inventory (RSI) is a four-part
scale designed to tap the distress outcome of recurrent
sorrow, or recurrent sadness triggered by certain events
(Teel, 1990a).

The first part of the RSI is a 5-item

Likert-format scale related to recurrent sadness about the
loss as an ongoing part of life.

Items were derived from

two qualitative studies in which persons whose loved ones
had acquired cognitive deficits were interviewed.

Response

options range from Strongly Agree (5) to Strongly Disagree
(1).

Higher scores suggest a greater presence of sorrow as

an ongoing part of life.

Part 2 is a modified form of prior

instrumentation of chronic sorrow and consists of graphs
intended to represent different experiences of sadness that
persons may have after learning of a significant loss.
first of the graphs reflects a steady, gradual ascent
towards resolution of sadness (time-bound grief).

The

The
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second graph reflects alterations between no sadness and
sadness that recurs over time (chronic sorrow).

The third

graph reflects consistent sadness (depression).

Each graph

is accompanied by a brief narrative describing its meaning
in terms of sadness over a course of time.

Respondents are

asked to select the graph most closely representative of
their experience.
Compared to the earlier studies, two additional changes
have been made in the graphs used in Part 2 of the RSI.

The

prior graphs had the anchors of "feel just great" to "feel
awful" on the ordinal axis.

These were probably

inappropriate anchors to use when the concept of interest is
recurrent sorrow.

The defining characteristic of chronic

sorrow is recurrent sadness, so the anchors of "extremely
sad" and

"not at all sad" are used on the graphs.

In

addition, the line originally used to represent chronic
sorrow was a zig-zag shape, which adequately indicated
fluctuation in feeling, but it represented neither the
theoretical component of a precipitous decline following a
recognized disparity nor the extended period of happiness
one may feel between recurrence of sadness.

The line of the

chronic sorrow graph has been modified to address these two
concerns.
Part 3 is a blank grid in which the subject diagrams
his/her unique grief experience.

The subject is also asked
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to describe important points on the self-drawn graph.

The

use of pre-drawn and subject-drawn graphs is an extension of
earlier methods in this area.

The first investigation

required each of the respondents to draw a graph
representative of their experience (Wikler et al., 1981).
The graphs were then classified by the researcher as timebound grief or chronic sorrow.

Damrosch and Perry (1989),

in an attempt to solve the difficulties of the earlier
methodology, requested respondents choose between two predrawn graphs, representative of time-bound grief and chronic
sorrow.

The present methodology is intended to address the

limitations of both prior techniques by providing the
respondents with some direction in conceptualization of
their response, but not limit them to a dichotomous choice.
Part 4 is a four-option question asking for an overall
summary of the grief experience.

The subject selects from

one of three phrases that summarize the three graph shapes,
or may select a fourth option that allows the participant to
describe an individual experience.

McIver and Carmines

(1981) caution against use of a single item scale because of
difficulties with reliability, precision, and validity.
However, the use of a single item section in the RSI is
included as a measure of concurrent validity for the
questionnaire.

It was expected that persons would select
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the narrative that corresponded to the graph shape they had
already selected.
Center for Epidemiologic Studies Depression Scale
The Center for Epidemiologic Studies Depression Scale
(CES-D) is a 20-item self-report measure of depressive state
symptoms within the general, non-psychiatric population
(Radloff, 1977).

The scale was designed to measure the

level of depressive symptoms, particularly depressed mood,
within the week prior to completing the questionnaire.

Item

content relates to lowered mood, guilt, hopelessness, and
alterations in appetite and sleep.

Items were derived from

a pool of several earlier depression scales.

Each item is

scored using a four point Likert-type format to determine
frequency of the symptom; higher scores indicate more
symptoms of depression.
The scale was first tested on general population
samples; one from Kansas City, MO (N
from Washington County, MD (N
test of the scale (N
only.

=

=

=

1673).

1173) and the second
The second field

1089) took place in Washington County

Coefficient alpha was 0.85 for both field test

samples.

Another sample of psychiatric inpatients (N

was also tested.

=

70)

Coefficient alpha was 0.90 for the patient

sample (Radloff, 1977).
Using an arbitrary cutoff score of 16 (scale range is
from zero to 60) to differentiate between case of depression
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and non-case, 70% of the inpatients were greater than this
cutoff; only 21% of the general population exceeded 16.
Radloff (1977) suggests this provides evidence of scale
discriminability between general and patient populations.
The scale discriminates between general and patient groups;
it does not discriminate between diagnostic groups within a
patient population (Weissman, Sholomskas, Pottenger,
Prusoff, & Locke, 1977).
Since the development of the CES-D, the scale has been
used in several studies to assess depressive symptoms in the
general population (Reed, 1991a).

In addition, several

efforts to support construct validity of the CES-D suggest
the scale is related to other variables in the expected
manner, i.e., increased CES-D scores are associated with
stressful life events and decreased perceived social support
(Devins & Orme, 1985).

Recently, Jacobs and colleagues

(1987-88), used the CES-D in a study of 218 bereaved widows.
The first factor of a principal components analysis included
items related only to sadness and loneliness; the typical
symptoms of depression (neurovegative symptoms and disturbed
self-esteem) loaded separately.

The researchers conclude

that bereavement distress is different from depressive
syndromes.

As this instrument does not reference a

particular event of loss, only a single form of the CES-D
was required for this research.
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Data Analysis Plan
Descriptive statistics were computed for the pooled
group of persons who had experienced a significant loss and
for the three subgroups as differentiated by type of loss.
The first research hypothesis, which concerned the grief
pattern experienced by the pooled sample, was addressed by
comparison of estimates of the true proportion of the sample
in the population for each pattern of grief that was
selected using the pre-drawn graphs and the descriptive
phrases.

Using the same measurement criteria, the second

research hypothesis was addressed by comparison of selection
patterns of the three groups as separated by type of loss.
The chi-square statistic was used to examine between group
differences.

The subject-drawn graphs were translated to

coordinate data points, the pattern of which was then
compared across groups.

Graph analysis was further

separated into four divisions of time since loss; these were
compared for similarity between and within groups by type of
loss.
The third research hypothesis predicted that separate
factors of acute grief, present grief, recurrent sorrow, and
depression would exist for the pooled sample of all
participants.

The data were examined by factor analysis to

investigate this prediction.

In addition, bivariate

correlations of the variables were determined to assess
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similarities of relationships between the variables in this
study with those reported in earlier research.
In summary, the primary statistical analyses were to
derive descriptive statistics and to determine the
significant bivariate correlations among the variables.
Chi-square statistics were used in examination of
differences across the groups with respect to the predictor
variables.

Factor analysis was used to probe the factor

structure of outcome following significant loss.
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CHAPTER IV
RESULTS OF DATA ANALYSIS

The purpose of this study was to examine the course of
grief resolution following a significant loss.

Using a

retrospective research design, resolution patterns were
examined across three types of loss.

Results of the data

analysis are presented in this chapter.
Presentation of results is in the following order:
1) description and summary of the sample characteristics;
2) comparison of participant characteristics across groups;
3) examination of the psychometric properties of research
instrumentation; 4) description of significant bivariate
relationships; 5) description of the findings related to
each research hypothesis; and 6) additional analysis, of
graphics data, beyond the research hypotheses.

Sample Characteristics
A total of 300 questionnaire packets were distributed.
One hundred packets were sent to potential participants in
each of the three groups.

Response rates (Table 4) were

similar between Congenital (Group 1) and Acquired (Group 2),
37 percent and 32 percent, respectively.

For Congenital,

thirty-seven packets were returned; two of these were not
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used because the described disability was physical in nature
without the required cognitive component.

Thirty-two

packets \ilere returned for Acquired; one was not used as the
participant had referenced feelings about her own disability
when responding to the questions.

Bereaved (Group 3) had

the largest return rate of 54 percent; all 54 packets were
used in the data analysis.

Eighty-four (67.5%) of the

returned packets were from the united states and 39 (32.5%)
packets were from Canada.
Table 4

Summary of Distribution and Return Rates of
Questionnaire Packets

Distribution
and Return

Total

Congenital

Acguired

Bereaved

Total Sent

300

100

100

100

Returned
from Canada

39

15

8

16

Returned
from united
states

84

22

24

38

Total
Returned

123

37

32

54

Total Usable

120

35

31

54

Participants in the sample were from 21 to 81 years of
age (mean = 47.23, SD

= 13.25, median = 44.5, mode

=

39.0).

Eighty-seven (72.5%) of the respondents were female; 32
(26.7%) were male.

Most subjects were married (78.3%, N

=

104

=

106), and had education beyond high

= 94).

with regard to economic criteria,

94), white (88.3%, N
school (78.3%, N

most subjects reported either little (34.2%, N
moderate (46.6%, N
paid.

=

41) or

= 56) money remaining after bills were

Slightly over half (54.1%, N

=

65) of the subjects

were either employed full-time or full-time students.

The

next largest employment category was for retired persons
(14.2%, N

=

17).

These demographic data are summarized in

Table 5.
Table 5

Summary of Demographics for Participants:
Total Group (N = 120)

Characteristic

Particigant
N

Age
21-30
31-40
41-50
51-60
61 and older
missing

(%)

(mean = 47. 24 , SO = 13.25)
(median = 44.5, mode = 39.0)
34
31
21
21
5

(6.6)
(28.3)
(25.7)
(17.6)
(17.6)
(4.2)

87
32
1

(72.5)
(26.7)
(0.8)

8

Gender
female
male
missing
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Participant

Characteristic

(%)

N

Marital status
single, never married
married
separated
divorced
widowed
missing

9
94
3
9
4
1

(7.5)
(78.3)
(2.5)
(7.5)
(3.4)
(0.8)

106
6
5
1
2

(88.3)
(5.0)
(4.2)
(0.8)
(1. 7)

2
24
9
32
23
29

(1. 7)
(20.0)
(7.5)
(26.6)
(19.2)
(24.2)

1

(0.8)

5
10
41
56
6
2

(4.2)
(8.3)
(34.2)
(46.6)
(5.0)
(1. 7)

65
14
13
17
3
6
2

(54.1)
(11.7)
(10.8)
(14.2)
(2.5)
(5.0)
(1. 7)

Racial Background
white
African-American
Hispanic
Oriental
missing
Education
some high school
high school diploma
trade/business school
some college
college degree
graduate/professional
degree
missing
Income
not enough for bills
just enough for bills
little remaining
moderate remaining
plenty remaining
missing
Employment
full-time work/student
part-time work/student
homemaker
retired
unemployed
other
missing
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The demographic data are also summarized by group
membership.

The range of age for respondents in the

congenital group was from 23 to 80 years (mean = 44.18, SO
11.30, median

=

41.00, mode

=

39.00).

Acquired was from 30 to 81 years (mean
median

= 50.00, mode = 37.00).

The age range for

=

51.97, SO

The Bereaved group

=

respondents ranged in age from 21 to 75 (mean
13.79, median

=

43.00, mode

=

13.39,

46.33, SO

40.00).

In each group, more females participated in the study
than males (68.6%, N
Acquired; 75.9%, N

=

= 41

24, Congenital; 71.0%, N
Bereaved).

Bereaved).

=

22,

similarly, most of the

subjects in each group were married (85.7%, N
Congenital; 77.4%, N

=

24, Acquired; 74.1%, N

30,

=

40,

Consistent with the pooled sample data, each of

the groups was predominantly white (85.7%, N
Congenital; 96.8%, N

=

=

30, Acquired; 85.2%, N

30,

=

46,

Bereaved) .
Education and economic criteria also reflected the
pooled sample data.

Most subjects in each group had

education beyond high school (77.1%, N
74.2%, N

=

23, Acquired; 81.5%, N

=

=

27, Congenital;

44, Bereaved).

Most

subjects in each group reported little or moderate money
remaining after bills were paid (80.0%, N
74.2%, N = 23, Acquired; 85.1%, N

=

=

28, Congenital;

46, Bereaved).
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The groups differed slightly with respect to
employment.

Slightly over half of the congenital subjects

were employed full-time or worked full-time as a student
(51.4%, N

=

18).

The next largest employment category for

this group was part-time employment (17.1%, N

=

6).

The

predominant employment category for the Acquired group was
full-time employment (41.9%, N

=

13).

The next largest

employment category for this group was retired persons
(22.6%, N

=

7).

Bereaved persons were most likely to work

full-time (63.0%, N

=

34).

Most other subjects in this

group were either employed part-time, homemakers, or
retired.

A summarization of these demographics by group is

presented in Table 6.

108
Table 6

Summary of Demographics for Participants:
By Group Membership

Characteristics

Acguired
N = 31

congenital
N = 35
N
(%)

N

Age

mean: 44.18
SD: 11.30

mean: 51. 97
SD: 13.39

21-30
31-40
41-50
51-60
61 and older
missing

3
11
12
5
2
2

(8.6)
(31.4)
(34.3)
(14.3)
(5.7)
(5.7)

24
10
1

(68.6)
(28.6)
(2.9)

30
3
1
1

(85.7)
(8.6)
(2.9)
(2 .9)

30

(85.7)

3

(8.6)

2

(5.7)

(%)

Bereaved
N = 54
N

(%)

mean: 46.33
SD: 13.79

(3.2)
(19.4)
(29.0)
(19.3)
(29.0)

4
17
10
10
10
3

(7.5)
(31. 7)
(18.6)
(18.6)
(18.6)
(5.6)

9

(71. 0)
(29.0)

41
13

(75.9)
(24.1)

2
24
2
2
1

(6.5)
(77.4)
(6.5)
(6.5)
(3.2)

7
40
4
2

(13.0)
(74.1)
(1. 9)
(7.4)
(3.7)

30
1

(96.8)
(3.2)

46
5
2
1

(85.2)
(9,3)
(3.7)
(1. 9)

1
6
9
6
9

Gender
female
male
missing

22

Marital status
single
married
divorced
widowed
missing

1

Racial Background
White
African-American
Hispanic
oriental
missing
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Characteristics

Congenital
N = 35

Acguired
N = 31

Bereaved
N = 54
N
(%)

N

(%)

N

(%)

1
7

(2.9)
(20.0)

1
7

(3.2)
(22.6)

10

(18.5)

2

(5.7)

2

(6.5)

5

(9.3)

9
7
8

(25.7)
(20.0)
(22.9)

9
5
7

(29.0)
(16.1)
(22.6)

14
11
14

(25.9)
(20.4)
(25.9)

1

(2.9)

3

(9.7)

2

(3.7)

4
20
26

(7.4)
(37.0)
(48.1)

2

(3.7)

34
5
6
6
1
2

(63.0)
(9.3)
(11.1)
( 11.1)
(1. 9)
(3.7)

Education
some high school
high school
diploma
trade/business
school
some college
college degree
graduate/professional degree
missing
Income
not enough
for bills
just for bills
little remaining
moderate
remaining
plenty remaining
missing

2
12
16

(5.7)
(34.3)
(45.7)

4
9
14

(12.9)
(29.0)
(45.2)

4
1

(11. 4)
(2.9)

1

(3.2)

18
6
1

(51. 4)
(17.1)
(14.3)
(11. 4)
(2.9)

1

(2.9)

13
3
2
7
1
4
1

(41.9)
(9.7)
(6.5)
(22.6)
(3.2)
(12.9)
(2.9)

Employment
full-time
part-time
homemaker
retired
unemployed
other
missing

5
4

Because this study referenced a person's feelings about
the disability or death of another, data about the loved one
and the relationship between the participant and the
disabled or deceased person were collected.

Ages of

currently disabled loved ones ranged from one to 82 years
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(mean

= 25.46,

SD

=

18.27); ages of loved ones at the time

of death were between two and 97 years of age (mean
SD

=

27.32).

=

54.47,

Gender of the loved one was predominately male

(59.2%, N = 71).

The total (pooled) group data are

presented in Table 7.
Table 7

Summary of Demographics for Loved Ones:
Total Group (N = 120)

Characteristic

Loved One
(N=120)
Disabled
N
(%)

Deceased
N
(%)

Age

mean: 25.46
SD: 18.27

mean: 54.47
SD: 27.32

20 and under
21-30
31-40
41-50
51-60
61 and older
missing

28
18
11
3
1
5

8
3
3
4
10
23
3

(42.4)
(27.3)
(16.7)
(4.5)
(1. 5)
(7.6)

(14.8)
(5.6)
(5.6)
(7.4)
(18.5)
(42.6)
(5.6)

Gender
female
male
missing

48
71
1

(40.0)
(59.2)
(0.8)

As expected, the mean age of the loved one with a
congenital disability was less than the other groups (mean
15.91, SD

=

10.89 Congenital; mean

Acquired; mean

=

36.23, SD

= 54.47, SD = 27.32 Bereaved).

=

19.05

Though the

percentage was somewhat greater in the Acquired group,
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consistently across groups, the loved one was more
frequently male (51.4%, N
ACquired; 57.4%, N

=

=

18, Congenital; 71.0%, N

31, Bereaved).

=

22,

Demographic data about

the loved ones, separated by group membership, are
summarized in Table 8.
Table 8

Summary of Demographics for Loved Ones:
By Group Membership

congenital
N = 35
(% )
N

Acguired
N = 31
N
(%)

Bereaved
N = 54
N
(%)

Age

mean: 15.91
SD: 10.89

mean: 36.23
SD: 19.05

mean: 54.47
SO: 27.32

20 and under
21-30
31-40
41-50
51-60
61 and older
missing

26

2
15
5
1
5

(6.5)
(48.3)
(16.1)
(9.7)
(3.2)
(16.1)

8
3
3
4
10
23
3'

(15.0)
(5.7)
(5.7)
(7.6)
(19.0)
(43.0)
(5.6)

9
22

(29.0)
(71. 0)

23
31

(42.6)
(57.4)

Characteristic

3

6

(74.3)
(8.6)
(17.1)

3

Gender
female
male
missing

16
18
1

(45.7)
(51. 4)
(2.9)

Representation of parent-child relationships was
foremost in the sample.

Most often, parents responded about

their children (49.2%, N

=

59), followed by children

responding about their parents (21.7%, N
remaining portion (29.1%, N

=

=

26).

The

35) of the pooled sample
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responded about spouses, siblings, other relatives, and
friends.
Just over twenty-nine percent (N

=

35) of the sample

had experienced the initial loss (which was qualified as
first learning of a loved one's disability or death) between
one and five years prior to completing the questionnaire.
Those whose loss had occurred six to ten years prior
comprised 26.7% (N

32) of the sample.

Losses between 11

and 20 years prior were experienced by 26.7% (N

=

32) of the

sample; losses over 20 years ago were experienced by the
remaining 15.8% (N

=

19) of the sample.

Of the entire sample, 56.7% (N

= 68) reported that

their loved one had lived with them prior to disability or
death.

Twenty-three (19.2%) subjects responded that the

loved one had lived in the same city.

The remaining

subjects reported the loved one had lived in a different
city or in a different state.
Most participants in Congenital and Acguired reported
their disabled loved one currently resided with them (62.1%,
N

= 41).

Eight (12.1%) live in the same city as their loved

one and the remaining 17 (25.8%) live either in a different
city or a different state.
summarized in Table 9.

These demographic data are
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Table 9

Summary of Relationship Demographics:
Total Group (N = 120)

Characteristic

Partici12ant
N

(%)

Relationship to Loved One
spouse
child
parent
sibling
other relative
friend

7
59
26
12
14
2

Time Since Loss
1-5 years
6-10 years
11-20 years
>20 years
missing

(mean

(5.8)
(49.2)
(21.7)
(10.0)
(11. 6)
(1. 7)

= 11. 71, SD = 9.06)

35
32
32
19
2

(29.1)
(26.7)
(26.7)
(15.8)
(1. 7)

68
5
18
15
13
1

(56.7)
(4.2)
(15.0)
(12.5)
(10.8)
(0.8)

41
2
6

(62.1)
(3.0)
(9.1)
(12.1 )
(13.7)

Reside Prior to Loss
same house/apartment
same neighborhood
same city
same state
different state
missing
Reside Now (N

= 66)

same house/apartment
same neighborhood
same city
same state
different state

8

9

Considering the relationship demographics by group
membership, the majority of Congenital subjects reported
they were the parent of the disabled loved one (94.3%, N
33).

The remaining two subjects in this group were a

=
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grandmother and a male who differentiated himself as a
stepfather.

Most Acquired subjects also responded about

their children (58.1%, N = 18).

Bereaved response was

primarily from children responding about a parent (44.5%, N

=

24), though spouse, child, sibling, other relative, and

friend relationships were also reported.
The mean time since loss for participants in Congenital
was 15.83 years (SO
one to 38 years.

=

10.78); time since loss ranged from

Acquired subjects reported a mean time

=

since loss of 11.58 (SO
44 years.

8.92) years with a range of 3 to

The Bereaved group had the lowest mean time since

loss, 9.02 years (SO

=

6.70); the range was from one to 27

years.
Most participants in congenital (97.1%, N

=

34)

reported that they lived with the loved one prior to
learning of the loss.

The majority of Congenital also lived

with their loved one at the time of completing the
questionnaire (77.1%, N

=

27).

Though ACquired were also

more likely to have lived with their loved one prior to the
loss (51.6%, N

=

16), the other response options were more

fully represented for both this group and for Bereaved.
Most often, Acquired

subjects reported that their loved one

resided with them (45.2%, N
in Table 10.

=

14).

The data are summarized
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Table 10

Summary of Relationship Demographics:
By Group Membership

Characteristic

congenital
N = 35
N

(%)

Bereaved
N = 54

Acguired
N = 31

(%)

N

N

(%)

Relationshi:g to
Loved One
spouse
child
parent
sibling
other relative
friend

33

(94.3)

2

(5.7)

3
18
2
8

(9.6)
(58.1)
(6.5)
(25.8)

4
8
24
4
12
2

(7.4)
(14.8)
(44.5)
(7.4)
(22.2)
(3.7)

Time Since Loss

mean: 15.83
SD: 10.78

mean: 11. 58
so: 8.92

mean: 9.02
SO: 6.70

1-5 years
6-10 years
11-20 years
>20 years
missing

8
4
13
10

(22.9)
(11. 4)
(37.1)
(28.6)

6
16
4
5

(19.4)
(51.6)
(12.9)
(16.1)

21
12
15
4
2

(38.9)
(22.2)
(27.8)
(7.4)
(3.7)

34

(97.1)

16
2

(51.6)
(6.5)

18
3

(33.3)
(5.6)

1

(2.9)

4
5
4

(12.9)
(16.1)
(12.9)

14
9
9
1

(25.9)
(16.7)
(16.7)
(1.9)

27

(77.1)

14
2

(45.2)
(6.5)

2

(5.7)
(11. 4)
(5.7)

4
4
7

( 12.9)
( 12.9)
(22.6)

Reside Prior to
Loss
same house
same
neighborhood
same city
same state
different state
missing
Reside Now
same house
same
neighborhood
same city
same state
different state

4
2
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Comparison of Participants Across Groups - Demographics
Each of the participants in the study shared the common
experience of having had a disruption in a relationship of
attachment.

However, since the mode of disruption differed

for each group, it was necessary to determine the degree of
similarity across the three groups.

The groups were

examined for similarity with respect to several demographic
and independent variables.

Demographic and relationship

variables were crosstabulated with group membership.

Group

differences were tested using the chi-square statistic and
one-way analysis of variance, as appropriate.

The Tukey

method of multiple comparison was the post hoc test used to
determine which pairs were different when groups in the
analysis exceeded two.

In addition, harmonic mean subsets

of all groups were used in the Tukey comparison when group
sizes were different (an unbalanced design).

When the

number of subjects in each group was unequal, the harmonic
mean procedure determined an average sample size estimate
that was used for calculations involving the groups of
unequal size.

Similarities and differences across the

groups are presented prior to analysis of the research
hypotheses, in which the groups are examined both as pooled
data and as separate group data.
No significant differences across the groups were found
with respect to gender, marital status, racial background,
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education, or income.

There were, however, differences in

the expected areas of age, relational ties, and living
arrangements.

There was also a difference across the groups

related to time since loss.
A comparison of mean ages across groups revealed a
significant difference between the groups (F ratio
~

.05).

=

3.08, P

The Tukey-B method of multiple comparisons was used

as the post hoc test to determine which groups were unequal
at the .05 level of significance.

It was determined that

the mean age of Acquired (51.97 years) was significantly
greater than the mean age of Congenital

(44.18 years).

Bereaved, whose mean age was 54.47 years, was not
significantly different from either of the other groups.
When all groups were examined simultaneously for
similarity regarding relationship to the loved one, the
groups were found to differ significantly from each other
(chi-square

=

72.57, df

=

6, P

=

~

.01).

All but two of the

participants in congenital were parents of a disabled child
(94.3%, N

=

33).

Most of the relationships represented in

Acquired also were parents responding about a disabled child
(58.1%, N

=

18).

However, in a separate crosstabulation

between these two groups and relationship to loved one, the
groups were found to be significantly different from each
other (chi-square

=

16.56, df

= 4, P

~

.01).

The most

frequent relationship described in Bereaved was that of a
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child having lost a parent (44.4%, N

=

24).

The

relationships represented in Bereaved were different from
congenital (chi-square = 54.12, df = 5, P
Acquired (chi-square

=

35.70, df

=

5, P

~

~

.01) and from

.01).

Each group

was found to be different from the other groups with respect
to relationship to loved one.
As expected, the groups were significantly different
(chi-square

=

36.38, df

=

8, P

~

.01) regarding where the

loved one had lived prior to disability or death.
congenital was comprised of parents of children born with
cognitive deficit, therefore, most participants in this
group responded that the loved one had lived with them prior
to learning of the disability (97.1%, N

=

34).

When

congenital was omitted from the analysis, Acquired and
Bereaved were not different (chi-square

=

4.21, df = 4, P

> .05) from each other; both included dispersion across
response options.
A one-way analysis of variance,with selection of a
homogenous subset from each group, was used to test for
differences across groups with regard to time since loss.
This variable was defined as the number of years since the
loss had first been recognized.

There was a significant

difference across the groups (F ratio

= 6.47,

P

~

.05).

using the Tukey-B method of multiple comparison, Congenital,
whose mean was 15.83 years, was significantly different from
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Bereaved, whose mean loss was 9.02 years prior.

Acquired,

whose mean time since loss was 11.58 years, was not
significantly different from either of the other groups.
Characteristics of the loved one were also tested for
similarity across groups.

In a 2 X 3 crosstabulation of

loved one's gender and group membership, there were no
significant differences across groups (chi-square

= 2, P

> .05).

2.40, df

In each of the groups, most loved ones were

male.

comparison of Participants Across Groups Independent Variables
The groups were also examined for similarity relative
to several of the independent variables within the study.
The chi-square statistic was used to test independence among
the groups relative to each discrete variable.

One-way

analysis of variance was used to analyze relationships
between discrete and continuous variables.
Several of the variables related to status of the
current relationship.

For these, only Congenital and

Acquired were included in the analysis; these results are
presented first.

Following these comparisons are analyses

of variables in which all three groups are included.
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Congenital and Acquired
One-way analysis of variance between congenital and
Acquired revealed these groups were similar with regard to
how disabled they perceived their loved one to be (F ratio

.46, p

= >

.05).

Most congenital subjects rated their loved

ones as "moderately disabled" (65.7%, N

=

23).

Acquired

subjects most often rated their loved ones either as
"moderately disabled" (48.4%, N

=

15) or as "very disabled"

(38.7%, N = 12).
congenital and Acquired were also similar regarding
future expectations for their loved one; both most often
selected options of either no or slight improvement expected
for the future.

congenital subjects were likely to expect

no change in future capabilities for their loved one; 45.7%

eN =

16} selected "will stay at the same level of

disability".

Acquired subjects were likely to expect slight

improvement over time; 48.4% (N
somewhat over time".

=

15) selected "will improve

The difference between groups was not

of statistical significance (F ratio

=

1.70, P > .05).

An estimate of how much respondents were bothered by a
loved one's disability was obtained from a single item with
four response options ranging from "bothers me very much" to
"does not bother me".

Eighty-four (N

= 53) percent of

respondents selected either "bothers me very much" or
"bothers me moderately".

A one-way analysis of variance
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between the groups indicated the selection pattern was not
significantly different at the .05 level (F ratio

=

3.37, P

> .05).
congenital. Acquired. and Bereaved
The expectation that a loss is imminent has been
suggested as a variable that positively influences outcome
(Worden, 1982).

For example, if an individual can begin

anticipatory grieving when a loss is foreseen, response to
the actual event should be less distressed.

Conversely, if

a loss is sudden and unexpected, it may be more difficult to
deal with.

The subjects were asked if their loss was

"expected" or "unexpected".

A crosstabulation between group

membership and expectancy of loss indicated the groups were
significantly different (chi-square
.01)

in response to this question.

Bereaved (50.0%, N

=

=

27.88, df

=

~

2, P

Half of the subjects in

26) reported that the death was

expected, whereas only a few subjects in congenital (2.9%, N

=

1) and Acquired (12.9%, N

disability was expected.

=

4) reported that the

Congenital did not differ from

Acquired with respect to expectancy of loss (chi-square
2.07, df = 1, P

= >

=

.05).

A single, four-response item was used to test the level
of responsibility felt by the respondent for the disability
or death of the loved one.
respondents (69.2%; N

=

Across the total sample, most

83) selected the option "do not feel
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responsible".

Level of perceived responsibility for the

loved one's disability or death was not significantly
different across the groups (F ratio

=

.09, P > .05).

Most

subjects did not feel responsible for the disability or
death of their loved one.
Change in spirituality resulting from a loved one's
disability or death was assessed with a single item that
followed the spirituality scale.

Respondents selected one

of six choices that ranged from "now much less spiritual" to
"now much more spiritual".

Across the total sample, most

subjects selected one of the three options toward the "now
more spiritual" end of the range (67.5%, N

=

81).

The

pattern of response was similar for each group (F ratio
.12, p> .05).

When the groups were compared with regard to the
demographic variables, only minor, expected differences
existed among the groups.

Similarly, an expected difference

related to expectancy of loss was the only significant
difference found among the groups when the variables of
perceived extent of disability, probability of change in the
future, level of distress, expected/unexpected loss,
perceived responsibility, and change in spirituality were
examined.

This similarity across groups, provided support

for consideration of the separate groups as a single group,
persons who had experienced a significant loss.
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psychometrics of Instrumentation
Each of the important independent and dependent
variables in this study was indexed by a separate scale.
Reliability for each instrument was estimated based on the
average intercorrelation of its items; this internal
consistency was estimated using Cronbach's coefficient alpha
(Table 11).

Each of the established instruments met or

surpassed the coefficient alpha criterion of 0.80 that is
expected for a seasoned scale (Ferketich, 1990; Nunnally,
1978).

The Recurrent Sorrow Index (RSI) , a new scale, met

the coefficient alpha criterion of 0.70 that is usually
considered adequate for new scales (Ferketich, 1990;
Nunnally, 1978).

Nonetheless, the scale was modified based

on the item-total and the item-item analyses (Appendix K).
Modification of the RSI improved the alpha to the criterion
expected of a mature scale.

The reliability estimates

suggested that each scale reliably measured an underlying
construct.
Though the items within each scale were examined for
consistency with the desired criteria of corrected itemtotal correlation (>.30) and inter-item correlation (>.30 <.70), the mature scales were not revised based on these
examinations.

Because each scale met the alpha criterion,

the scales were retained in their original forms to
facilitate comparison of results across research studies.
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Table 11
Scale

Summary of Psychometrics of Instrumentation
Alpha

Corrected
Item-Total
Correlation
(

Inter-Item
Correlation

> .30)

(0.30

-

Alpha if
Item
Deleted

0.70 )

LAAS
(N = 109)

.96

.42

-

.84

.17

-

.88

no
increase

SPS
(N = 119)

.96

.72

-

.91

.56 -

.88

no
increase

PRQ85
(N = 115)

.89

.09

-

.66

-.08

TRIG1
(N = 116)

.81

.32

-

.65

.13

TRIG2

.90

.51

-

.73

.15 - .70

.91

.21

-

.74

-.01

RSI
(N = 119)

.77

.06

-

.71

.02

-

.64

.85
(#3 )

-

.85

.63

-

.75

.47

-

.64

no
increase

(N = 116)

CES-D
(N

= 113)

RSI
Revised
(N = 119)
LAAS:
SPS:
PRQ85:
TRIG1:
TRIG2:
CES-D:
RSI (-R) :

-

.74
.63

-

.67

no
increase
.82
(#4)
no
increase
.92
(#4)

Lipson-Parra Adult Attachment Scale
Spiritual Perspective Scale
Personal Resource Questionnaire, Part 2
Texas Revised Inventory of Grief, Part 1
Texas Revised Inventory of Grief, Part 2
Center for Epidemiologic Studies Depression Scale
Recurrent Sorrow Inventory (Original and Revised)

Factor analysis was used as a method to support
construct validity of the scales.

Principal axis factoring

with varimax rotation was used for each analysis.

A minimum
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eigenvalue of one was specified as the extraction criterion
(Kim & Mueller, 1978b).
Prior to interpreting the analyses, assumptions about
the correlation matrices were examined.

For each analysis,

the hypothesis that the sample was from a mulitvariate,
normal population was tested with Bartlett's test of
sphericity.

This test is based on the determinant of the

matrix; the statistic is small if the off-diagonal terms of
the matrix are close to zero.

If the matrix could be an

identity matrix (with diagonal terms of one and off-diagonal
terms of zero), factor analysis of the matrix would be
inappropriate.

The statistic is small with a large

probability level if the hypothesis that the matrix is an
identity cannot be rejected (Norusis, 1990).
In examining the correlation matrices for each scale,
the value of Bartlett's test was very large (198.33 2026.59) and all had very small significance levels «.001).
This suggested that none of the matrices were identity
matrices.

Similarly, each matrix was examined for sampling

adequacy with the Kaiser-Meyer-Olkin (KMO) measure.

If the

value of the KMO measure is small, factor analysis may not
be appropriate because the correlations between variable
pairs cannot be explained by the other variables.

KMO

values of .80 or above have been characterized as
"meritorious" (Norusis, 1990).

The KMO statistic for each
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scale matrix met or exceeded

.79 (.79 -

.94), which

suggested that the variables shared a common factor, rather
than a correlation that could not be explained by the other
variables.
Level of Attachment
The Lipson-Parra Adult Attachment Scale (LAAS) had a
Cronbach's alpha of 0.96, which suggested that the scale was
reliable in measurement of the construct of attachment.
Additional examination of the psychometric properties of the
scale revealed that each of the corrected item-total
correlations surpassed the suggested minimum of 0.30
(Ferketich, 1991; Nunnally, 1978).

Examination of the

inter-item correlation matrix, however, revealed only two
items (items #1 and #6) that consistently met the targeted
range of between 0.30 and 0.70 (Ferketich, 1991) when
correlated with each of the other items.

In general, the

correlations exceeded the desired maximum of 0.70, which
suggested redundancy.

Items #19 and #20, however, were

consistently below the desired level.

These items probably

did not contribute to measurement of the construct, but
because of the number of items in the scale, they did not
significantly affect coefficient alpha.
Construct validity of the LAAS was examined using
factor analysis.

Principal axis factoring with varimax

rotation was used to test the number of underlying
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constructs represented by the scale.
extracted in the analysis.

Two factors were

Factor one had an eigenvalue of

11.32 and explained 56.6% of the variance.

Factor two had

an eigenvalue of 1.93 and explained 9.6% of the variance.
The total explained variance with the two factor solution
was 66.2 percent.

Loadings for the twelve items of the

first factor ranged from .87 to .57; loadings for the
remaining eight items of factor two ranged from .80 to .56.
Five items were complex between the factors and had less
than a .20 loading difference between the factors.
Lipson-Parra (1990) achieved very similar factor
analytic results in the development of the scale.

Original

analysis yielded a single factor that accounted for 54.8% of
the variance (eigenvalue

=

10.96) and two smaller factors

than had eigenvalues of 1.65 and 1.09.

The present analysis

offered support for construct validity of the LAAS.
Spirituality
Coefficient alpha of the spiritual Perspective Scale
(SPS) was 0.96.

Though this level of internal consistency

suggested the scale was a reliable measure, the items were
examined more closely to assess the subtle functioning of
the scale.
The corrected item-total correlations fell within the
desired range of > 0.30.

The inter-item correlations were

high, which indicated probable redundancy of item content.
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No inter-item correlations fell below the suggested 0.30
minimum.

Though there was probable redundancy of items, the

high alpha suggested that the SPS was a reliable measure.
construct validity of the scale was examined with
factor analysis.

Principal axis factoring with varimax

rotation was used to test the underlying factor structure of
the scale.

Only one factor was extracted; this factor had

an eigenvalue of 7.26 and explained 72.6 percent of the
variance.
.93.

All item factor loadings were between .73 and

The analysis provided support for the SPS as a measure

of the unidimensional construct of spirituality.
Perceived Social Support
The Personal Resource Questionnaire, Part 2 (PRQ85) had
an alpha of 0.89.

This coefficient met the desired standard

of at least 0.80 for an established scale.

Five of the

corrected item-total correlations did not meet the 0.30
minimum standard (items 4, 7, 17, 21, 24).

Further

examination of the properties of the scale indicated many
items fell below the 0.30 inter-item correlati.on minimum.
Only one of the inter-item correlations exceeded the 0.70
criterion.

Coefficient alpha for the PRQ85 would not

improve with deletion of any items.
A principal axis factor analysis with varimax rotation
was initiated to examine the dimensions of the PRQ85.
factors were extracted in the analysis.

Eigenvalues of

Three
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these factors were 7.35 (29.4%), 1.58 (6.3%), and 1.14
(4.6%) respectively.

The cumulative explained variance of

these factors was 40.3%
The scale authors had purposefully included relational
dimensions of intimacy, social integration, nurturance,
worth, assistance, and self-help in the PRQ85.

The

multidimensional nature of the scale was supported by the
factor analysis.
Initial Grief
The Texas Revised Inventory of Grief, Part 1 (TRIG1)
met the acceptable reliability criterion with an alpha of
0.81.

All items met the corrected item-total correlation

criterion.

Item four was consistently below the .30 minimum

criterion for item-item correlations.

Though this item was

only weakly related to the other items, its presence had
little effect on scale reliability.
In an effort to support construct validity of the
scale, principal axis factor analysis was conducted.

The

analysis yielded only one factor with an eigenvalue of
greater than one (eigenvalue
38.5 percent of the variance.

=

3.08).

This factor explained

Though the variance explained

was relatively small, the one factor solution supported the
scale as a unidimensional measure of initial adjustment to a
significant loss.
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Present Grief
The second part of the Texas Revised Inventory of Grief
(TRIG2) was designed to measure present grief.
alpha was 0.90.

Cronbach's

The corrected item-total correlations all

exceeded the 0.30 suggested minimum.

Most of the inter-item

correlations were within the desired range, though several
correlations did not meet the minimum criterion.
Coefficient alpha would not increase with the deletion of
any item.
Factor analysis was used a means to support construct
validity of the TRIG2.

A principal axis factor analysis

with varimax rotation was carried out to examine the
underlying dimensions of the scale.

Two factors with

eigenvalues of greater than one were extracted.
(eigenvalue

= 5.56) explained 42.8% of the variance.

Loadings of this factor were from .79 to .50.
(eigenvalue

Factor one

Factor two

= 1.05) explained 8.1% of the variance.

Loadings of this factor were from .76 to .52.

The two

factor solution did not support the hypothesized
unidimensional nature of the TRIG2 as a measure of the
present level of grief following significant loss.
Depression
Coefficient alpha for the Center for Epidemiologic
studies Depression Scale (CES-D) was 0.91, an acceptable
reliability for this mature instrument.

Except for item
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four, the corrected item-total correlations were above the
0.30 minimum.

Many of the inter-item correlations were

between 0.30 and 0.70, however several fell below the lower
criterion.
slightly.

with deletion of item four, alpha would increase
Because of their low correlations with other

items in the scale, some items may not contribute to
quantification of the construct of depression.

However,

even with these items present, the scale had acceptable
estimates of reliability.
As a method to support construct validity of the scale,
factor analysis was carried out using principal axis
factoring and varimax rotation.

Two factors were extracted

with eigenvalues that exceeded one.

Factor one (eigenvalue

= 7.36) explained 36.8 percent of the variance.
(eigenvalue

Factor two

= 1.07) explained 5.4 percent of the variance.

Jacobs and colleagues (1987-88), in a study of bereaved
widows, found two factors in analysis of the CES-D.

The

items were separated between items related to sadness and
items related to neurovegetative symptoms typical of
depression.

The researchers hypothesized that bereavement

distress differs from depressive syndromes.

The two factor

solution found in this analysis supports the earlier
findings of Jacobs and colleagues (1987-88).
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Recurrent Sorrow
The Recurrent Sorrow Inventory (RSI) was a new scale
and initially met the criterion for a new measure with a
Cronbach's coefficient alpha of 0.77.

One of the corrected

item-total correlations was 0.06, well below the desired
level of 0.30.

similarly, this same item (#3), had low

correlations with the other items.

Also, the reliability

analysis showed that coefficient alpha would increase if
this item were removed.
Item three included the words and probably the concept
of happiness while the other items were focused on qualities
of sadness.

This conceptual disparity, coupled with the

statistical indicators that the item was problematic,
resulted in the deletion of item three.
reanalyzed for reliability.

The scale was

After revision of the scale,

all estimates of scale function were within the desired
parameters and coefficient alpha had increased to .85.
Principal axis factor analysis of the RSI-Revised
yielded a single factor.

The factor had an eigenvalue of

2.35 and it explained 58.7 percent of the variance.
loadings were .85 (item #5),
and .70 (item #4).

.77 (item #2),

Factor

.75 (item# 1),

The factor analysis provided support for

the construct validity of the RSI-Revised as a
unidimensional scale.
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One section of the Recurrent Sorrow Index (RSI) called
for the subject to select one of three pre-drawn graphs that
represented various grief experiences over time following a
significant loss.

A short description of graph meaning

accompanied each graph shape.

Each description began with

one of two stems, "Graph X shows the person who is very sad
1) upon first learning of a loved one's disability, or 2)
when a loved one dies).

The first graph choice was a curve

that steadily moved from "extremely sad" to "not at all
sad". The description that accompanied the first graph was
worded "Over time, the sadness gradually, yet steadily, goes
away.

Grief resolves and does not recur."
The second graph was more variable, reflecting

alternating periods of sadness with periods of less or no
sadness.

The description that accompanied the second graph

stated, "The initial grief subsides somewhat with time, but
later something triggers a renewed sensation of sadness.
Triggers are usually certain thoughts or events that
stimulate a renewed awareness of the disability/death.
time, the sadness again begins to ease.

with

The cycle of

periodic sadness about the disability/death continues over
the years."
The third graph shape was relatively constant, closely
paralleling the "extremely sad" end of the axis.

This shape

was symbolic of persistent sadness that does not improve
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over time.

The accompanying description stated, "The

intense sadness continues over time, without ever getting
much better."
At the end of the scale was a multi-option item in
which the three shapes were described in brief phrases.
Participants were

~sked

to select the narrative response

that best described their experience over time.

This item

was then correlated with graph selection as a measure of
concurrent validity for the scale.

Of the 120 subjects who

completed questionnaires, data was missing from at least one
of these two items in eleven cases.

Of the remaining 109

cases, there were 84 matched responses between graph
selection and narrative selection.

Of the 25 cases that did

not have matching responses, nine of these had selected
option four in the narrative item, and had described an
individual pattern of resolution.

Only 16 of the non-

matched cases actually selected different response options
between the graph and narrative components.

The 84 matched

cases represented a 77.1% agreement between graph selection
and narrative selection.

The narrative item provided

concurrent validity for the pre-drawn graphic portion of the
RSI.
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Findings Related to Research Questions
There have been many efforts to discover which
characteristics of an individual and of a relationship are
most likely to influence the grief process (Lasker &
Toedter, 1991).

Some of the variables that have been

examined include gender, marital relationship, financial
status, and social support.

These variables, and several

others, were examined in the present study.

Having

established that the three subgroups were similar enough to
be considered as one pooled sample, the relationships
between the independent variables and the dependent
variables were examined for the total sample.

Following

presentation of the findings for each variable or scale, the
significant correlations are presented.

Some of the

variables were examined in an earlier section of the
chapter; the findings are not duplicated in this section.
Correlations among the dependent variables are presented in
analysis of the third hypothesis.

Some of the relationships

were interpreted as negative or as positive whereas the
reported coefficient did not reflect that direction; this
effect was because some variables were reverse coded.
Independent Variables
A question in the demographic questionnaire asked the
subject to rate how responsible he/she felt for the
disability or death of their loved one.

For the four-option
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question, most subjects selected option #4, "do not feel
responsible" (69.2%, N = 83).
selected (mean

=

3.50, SD

=

All responses options were

.87).

Most subjects in the total sample were married (78.3%,
N

= 94).

For these subjects, the mean time in the marriage

was 20.94 years (SD

=

13.22, median

=

=

19.00, mode

15.00) .

The range in years married was from one year to fifty.
Subjects were asked how long they had known the loved
one before disability or death.

Response options ranged

from (0) "disability was present at birth" to (5) "more than
15 years".

Most of the sample (54.2%, N = 65) had known

their loved one more than 15 years before loss.

The next

largest category was for those who responded that the
disability had been present at birth (25.0%, N
response options were selected (mean
median

=

5.00, mode

=

3.32, SD

=

30).

=

All

2.17,

5.00).

Attachment was indexed by the Lipson-Parra Attachment
Scale.

Selection options ranged from (1) "not at all true"

to (4) "completely true".

For the 109 sUbject.s \vho

completed the scale, total scores ranged from 21 to 80.
average total score was 57.36 (SD

17.61).

The

The median

score was 61.00, the multiple modes were 53.00, 63.00, and
75.00.
Spirituality was indexed by the Spiritual Perspective
Scale.

Selection options ranged from (1) "not at
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all/strongly disagree" to (6)
agree".

"about once a day/strongly

Total scores ranged from 10 to 60 (N

average total score was 46.32 (SO

=

12.66).

=

119).

The

The median

score was 49.00 and the mode was 60.00.
Perceived social support was indexed by the Personal
Resource Questionnaire.

Selection options ranged from (1)

"strongly disagree" to (7) "strongly agree".
ranged from 72 to 175 (N
(SD

=

17.72).

145.00.

=

115).

Total scores

The mean score was 144.94

The median score was 146.00 and the mode was

The ranges, means, and standard deviations for each

of these variables and for the outcome variables are
summarized in Table 12.
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Table 12

Ranges, Means, and Standard Deviations for
Selected Variables

Range, Mean, SD

variable
Level of Perceived
Responsibility

range = options 1 to 4
mean = 3.50, SD = .87

# of Years Married

range = 1 to 50 years
mean = 20.94, SO = 13.22

Time Known Before Loss

range = options 1 to 5
mean = 3.32, SO = 2.17

Attachment (LMS)

range = 21 to 80
mean = 57.36, SD

=

17.61

range = 10 to 60
mean = 46.32, SO

=

12.66

Spirituality (SPS)
Perceived Social Support
(PRQ85)

range = 72 to 175
mean = 144.94, SD

Initial Grief (TRIG1)

range = 8 to 37
mean = 20.69, SD

= 7.14

range = 15 to 64
mean = 40.30, SO

=

range = 4 to 20
mean = 15.00, SO

= 3.66

range = 0 to 42
mean = 13.40, SD

= 10.02

Present Grief (TRIG2)
Recurrent Sorrow (RSI-R)
Depressive Symptoms (CES-O)

=

17.72

11.37

Dependent Variables
The outcome variables in the conceptual perspective
include initial grief, present grief, recurrent sorrow, and
depression.

The findings related to each scale are

presented prior to examination of the significant bivariate
relationships.
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Initial grief was indexed by the Texas Revised
Inventory of Grief, Part 1.

Responses options ranged from

(1) "completely false" to (5) "completely true".

116

subjects completed the scale; the total scale scores were
between 8 and 37 out of a possible 40.
the scale was 20.69 (SD

The mean score for

7.14).

Present grief was indexed by TRIG, Part 2.
options were identical to TRIG, Part 1.

Response

Total scale scores

ranged from 15 to 64 out of a possible 65 (N
mean score for the scale was 40.30 (SD

= 116).

The

11.37).

Recurrent sorrow was indexed by the Recurrent Sorrow
Inventory - Revised.

Response options ranged from (1)

"strongly disagree" to (5) "strongly agree".

Total scale

=

scores included the full range from 4 to 20 (N
mean score for the scale was 15.00 (SD

=

119).

The

3.66).

Depressive symptomatology was indexed by the CES-D.
Response options ranged from (0) "rarely or none of the
time" to (3) "most or all of the time".

Total scale scores

ranged from 0 to 42 out of a possible 60 (N
mean score of the scale was 13.40 (SD

=

113).

10.02).

The

The median

score was 11.00 and the mode was 7.00.
The significant bivariate relationships for each of the
outcome variables are summarized in the following section
(Table 13).
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Table 13

Significant Bivariate Relationships for the
Dependent Variables

t Present
Grief

t Initial
Grief
~

education

t Recurrent
Sorrow
~

income

t De12ression
~
~

t perceived
responsibility

t perceived
responsibility

~ # of years
married

~ time since
loss

t bothered
by disab.

t bothered
by disab.

t bothered
by disab.

t bothered
by disab.

t present
grief

t initial
grief

t initial &
t present
grief

t initial &
t present
grief

RS graph

RS graph

RS graph

RS graph

RS phrase

RS phrase

RS phrase

RS phrase

t recurrent
sorrow

t recurrent
sorrow

t depression

t depression

t depression

attachment

t attachment

t attachment

t time known
before
disabjdeath

i time known
before
disab/death

t age of
loved one

t age of
loved one

female gender

female gender

i

t expected
recovery
~

*

education
income

spirituality
All correlations are

t recurrent
sorrow

t age of
loved one

t perceived
disability
~ social
support

~

+/- .16 and significant at

~

.05
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Initial Grief
The variables positively correlated with increased
levels of initial grief included perceived responsibility
for the loved one's disability or death, selection of the
recurrent sorrow graph and phrase, fewer number of years in
a marital relationship, being bothered by the loved one's
disability, and less time to prepare for the loved one's
disability or death.

In addition, higher levels of initial

grief were correlated with increased attachment, increased
recurrent sorrow and depression, and decreased spirituality.
The extent of perceived responsibility felt by the
subject for the loved one's disability or death was
positively related to initial grief; more perceived
responsibility was related to more initial grief (r = -.25,
P

~

.01, N = 115).

Those who selected the recurrent sorrow

graph on the RSI had higher levels of initial grief (r =
.46, P

~

.001, N = 109), as indexed by the Texas Revised

Inventory of Grief (TRIGl).

Similarly, selection of the

recurrent sorrow phrase was related to increased initial
grief (r = .16, P

~

.05, N = 114).

Number of years married was related to initial grief (r

= -.24, P

~

.01, N

= 87); shorter marriages were related to

higher initial grief scores.

The more the disability

bothered the subject, the more intense was the initial grief
(r = -.41, P

~

.001, N

=

61).
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Present Grief
The variables positively correlated with increased
present grief were less education, increased perceived
responsibility for the loved one's disability or death,
selection of the recurrent sorrow graph and phrase, less
time since the loss, being bothered by the loved one's
disability, longer time that the loved one was known before
disability or death,

increased age of the loved one, being

of female gender, and expecting more recovery in the future.
In addition, higher levels of present grief were correlated
with increased attachment, higher initial grief, and
increased recurrent sorrow and depression.
Less education was correlated with higher levels of
present grief (r = -.19, P $ .05, N = 115), as indexed by
the Texas Revised Inventory of Grief (TRIG2).

The extent of

perceived responsibility felt by the subject for the loved
one's disability or death was also positively related
present grief (r

= -.25, P

$

.01, N

= 115).

selected the recurrent sorrow graph (r

=

110) and the recurrent sorrow phrase (r

Those who

.52, P $ .001, N

=

.24, P $

.01, N

114) had increased present grief scores.
Time since loss and present grief were related to each
other in the expected manner (r = -.19, P $

.05, N

=

114);

increased time since loss was correlated with less present
grief.

Subjects more bothered by the loved one's disability
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= -.61, P

had higher levels of present grief (r
61).

~

.001, N =

Long-term relationships were also related to more

present grief (r

=

.27, P

.01, N

~

=

116).

Increased age of

the loved one was correlated with higher present grief
scores (r

=

.26, P

.05, N

~

= 63).

Women were more likely to report higher present grief
scores (r

= -.16, P

~

.05, N

=

115).

How much the study

participant expected their loved one's disability to improve
over time was also related to level of present grief.
Interestingly, the more improvement was expected, the higher
the level of present grief (r = .34, P

~

.01, N = 60).

Recurrent Sorrow
The variables positively correlated with increased
recurrent sorrow were decreased income, selection of the
recurrent sorrow graph and phrase, being bothered by the
loved one's disability, longer time the loved one was known
before disability or death, increased age of the loved one,
greater attachment, and being of female gender.

In

addition, recurrent sorrow was correlated with higher levels
of initial grief, present grief, and depression.
Lower income was correlated with higher recurrent
sorrow scores (r

= -.17, P

~

.05, N

= 117), as indexed by

the Recurrent Sorrow Index - Revised (RSI-R).
selected the recurrent sorrow graph shape (r
.001, N

Those who

= .47, P

~

= 111) and the recurrent sorrow phrase (r = .17, P

~
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.05, N

=

116) had higher levels of recurrent sorrow.

The

more the subject was bothered by the loved one's disability,
the higher were the levels of recurrent sorrow (r
~

.001, N

=

64).

=

-.49, P

Relationships of longer duration were

=

correlated with higher levels of recurrent sorrow (r
P

~

.05, N

=

119).

Those persons whose loved ones were

older reported higher levels of recurrent sorrow (r
~

.01, N

=

scores (r

66).

.17,

=

.30, P

Women also reported higher recurrent sorrow

= -.18, P

~

.05, N

= 118) on the RSI-R.

Depression
Increased symptoms of depression were significantly
correlated with several variables including less education,
less income, selection of the recurrent sorrow graph and
phrase, being bothered by the loved one's disability,
greater age of the loved one, higher levels of perceived
disability, and lower perceived social support.

Symptoms of

depression were positively related to initial and present
grief and to recurrent sorrow.
Those subjects with less education had higher levels of
depressed symptomatology (r

= -.25, P

~

.01, N

= 112) as

indexed by the center for Epidemiologic Studies Depression
scale (CES-D).

Less income was also related to more

depressed symptomatology (r

= -.17, P

~

.05, N

= 112).

Selection of the recurrent sorrow graph (r = .36, P
N

=

106) and the recurrent sorrow phrase (r

=

.34, P

~

.001,
~

.001,
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N

= 111)

were related to increased CES-D scores.

Subjects

who were more bothered by the loved one's disability had
higher CES-D scores (r

=

-.29, P

=

~

.01, N

=

59).

Those

persons whose loved ones were older reported higher CES-D
scores (r

=

~

.23, P

.05, N

=

61).

Those who perceived

their loved one as more disabled also had more depressed
symptomatology (r

=

-.22, P

~

.05, N

=

61).

Findings Related to Research Hypotheses
The first research hypothesis related to the frequency
with which subjects selected various patterns of grief
resolution over time.

The second hypothesis concerned

comparative response rates among three groups of persons who
had experienced significant loss.

The third hypothesis

related to testing the presence of separate factors of acute
grief, present grief, recurrent sorrow, and depression.

The

hypotheses are considered sequentially.
Research Hypothesis #1
The first hypothesis stated:

For all subjects, persons

who have experienced a significant loss, recurrent sorrow is
more frequently reported than is grief that steadily
improves over time.

Two components of the RSI-R were the

primary indicants by which determination of pattern of
resolution was made.

One component required selection of a

pre-drawn graph; the second component required selection of
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a descriptive phrase.

Response to these items was examined

by pooled group frequencies and also by analysis of
differences across groups using the chi-square statistic.
Detection of significant differences between the groups
was accomplished with a chi-square statistic.

To ensure

stability in the chi-square statistic, at least five
responses should be expected in each cell of the
crosstabulation.

If the number of cells with expected

frequencies of less than five exceeds twenty percent of the
total number of cells, the chi-square statistic may not be
stable (Norusis, 1991).

In these analyses, option three

(representative of persistent sadness) in both the graph and
the narrative components was selected by fewer than four
subjects in each of the three groups.

Because the number of

subjects who selected this option was small, and represented
a standard proportion of the sample, this response option
was omitted from the chi-square analyses.

similarly,

response option four in the narrative component was selected
by fewer than five subjects in each group and was not
included in the subsequent analyses.

options one (linear

resolution) and two (recurrent sorrow) were retained for all
analyses.
Selection of Graph Shape
The first section of the RSI had three graphs intended
to represent various courses of grief over time.

One was a
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linear ascent, the second reflected variations in resolution
or recurrent sorrow, and the third represented persistent
sadness.

Participants were asked to select the graph most

closely representing their experience with sorrow since the
time of loss.
In examining the frequency of the RSI graph selection
in the pooled group, the pre-drawn graph indicative of
recurrent sorrow was selected more frequently (68.5%; N
76) than either of the other two options.

Graph one,

indicative of steadily improving resolution was selected by
30 (27.0%) participants.

The third graph, illustrative of

depression, was selected by 5 (4.5%) of the participants.
Frequencies and percentages are tabulated in Table 14.
Table 14

Frequencies of Graph Selection For Entire Sample

All Groups

Graph Shape
N

(%)

1 - Linear Ascent

30

(27.0)

2 - Recurrent Sorrow

76

(68.5)

5

(4.5)

3 - Persistent Sadness

Obviously, the percent selection rate for the recurrent
sorrow graph exceeded the selection percentage for either of
the other two shapes.

To examine whether this difference
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was of significance, estimates of the true proportion of the
first two graph shapes in the population were calculated
(Schefler, 1984).

The recurrent sorrow (RS) sample was

68.5% of the total sample of persons selecting graph shapes;
the proportion was .69.
was .32.

The proportion of the non-RS sample

Total sample size was 111.

The 95% confidence

interval was calculated for p, the true proportion of the RS
sample in the population.

The interval was .60

~

P

~

.77.

In addition, an estimate of the true proportion of the
linear ascent (LA) graph selection in the population was
calculated.

The LA sample was 27.0% of the total sample of

persons selecting graph shapes; the proportion was .27.
proportion of the non-LA sample was .73.
sample size was 111.

The

Again, total

The 95% confidence interval was

calculated for p, the true proportion of the LA sample in
the population.

The interval was .19

~

P

~.36.

The upper bounds of the 95% confidence interval for the
linear ascent (.36) sample did not meet the lower bounds of
the 95% confidence interval for the recurrent sorrow sample
(.60).

This provided evidence that, on repeated testings

within a .05 margin of error, a significantly larger
proportion of the total sample would select the recurrent
sorrow graph rather than the linear ascent graph.
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Selection of Descriptive Phrase
Similarly, the trend to select a changeable resolution
phase was evidenced in selection of the narrative item,
which included brief phrases descriptive of resolution
patterns over time (Table 15).

Over half of the respondents

selected the phrase "periodic recurrence of sadness over
time" (56.4%, N

=

66).

Thirty-seven subjects (31.6%)

selected the phrase "gradual, steady improvement; resolution
of grief".

Four subjects (3.5%) selected the phrase

"persistent sadness, no real improvement over time".

There

were ten subjects (8.5%) who wrote in various combinations
of the response options.
Table 15

Frequencies of Narrative Selection For Entire
Sample

Descriptive Phrase

All Groups

(%)

N

1 2

Steady Resolution

37

(31.6)

- Periodic Recurrence

66

(56.4)

4

(3.5)

10

(8.5)

3 - Persistent Sadness
4 -

Other

The percent selection rate for the recurrent sorrow
phrase (periodic recurrence) exceeded the selection
percentage for either of the other two phrases.

To examine
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whether this difference was of significance, estimates of
the true proportion of the first two descriptive phrases in
the population were calculated (Schefler, 1984).

The

recurrent sorrow (RS) sample was 56.4% of the total sample
of persons selecting descriptive phrases; the proportion was
.56.

The proportion of the non-RS sample was .44.

sample size was 117.

Total

The 95% confidence interval was

calculated for p, the true proportion of the RS sample in
the population.

The interval was .47

~

P

~

.65.

In addition, an estimate of the true proportion of the
steady resolution (SR) phrase selection in the population
was calculated.

The SR sample was 31.6% of the total sample

of persons selecting graph shapes; the proportion was .32.
The proportion of the non-SR sample was .68.
sample size was 117.

Again, total

The 95% confidence interval was

calculated for p, the true proportion of the SR sample in
the population.

The interval was .23

~

P

~.40.

The upper bounds of the 95% confidence interval for the
steady resolution (.40) sample did not meet the lower bounds
of the 95% confidence interval for the recurrent sorrow
sample (.47).

This provided evidence that, on repeated

testing within a .05 margin of error, a significantly larger
proportion of the total sample would select the recurrent
sorrow phrase rather than the steady resolution phrase.
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In the pooled sample, both the graph and the narrative
indicative of recurrent sorrow were selected more frequently
than the other options.

The recurrent sorrow graph was

selected 2.5:1 over the linear resolution graph.

similarly,

the recurrent sorrow narrative phrase was selected 1.8:1
over steady resolution.

Recurrent sorrow was reported more

frequently than either linear resolution or persistent
sadness and the difference was of statistical significance.
The first hypothesis was supported.
Research Hypothesis #2
The second research hypothesis was:

congenital and

Acguired report a similar frequency of recurrent sorrow as
compared to grief that steadily improves over time; the
frequency is greater than for Bereaved.

The two portions of

the hypothesis were answered sequentially.

First, the total

sample was tested for similarity of frequency of graph and
narrative selection.

This was followed by examination of

the similarity between congenital and Acquired with regard
to graph and narrative selection.

These two groups were

then pooled and tested for similarity to Bereaved.
Selection of Graph Shape
congenital selected recurrent sorrow (3.1:1) over
linear resolution.

Similarly, Acguired selected recurrent

sorrow over linear resolution (3.5:1).

Bereaved also

selected recurrent sorrow (1.9:1) over linear resolution.
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When the three groups were entered into a crosstabulation
with the two most frequent response options, there was no
difference across the groups with regard to graph selection
(chi-square = 1.54, df

= 2, P

> .05).

with greatest

frequency, each group chose the recurrent sorrow graph.
Selection rates across groups are presented in Table 16.
Table 16

Frequencies of Graph Selection Across Groups

congenital

Graph Shape

(%)

N

1 - Linear
Ascent
2

- Recurrent
Sorrow

3

-

Persistent
Sadness

Bereaved

Acquired
(%)

N

(%)

N

7

(23.3)

6

(20.0)

17

(33.3)

22

(73.3)

21

(70.0)

33

(64.7)

1

(3.3)

3

(10.0)

1

(2.0)

congenital and ACquired and the two predominant graph
selections were included in a crosstabulation.

There was no

significant difference between the groups with respect to
graph selection (chi-square = 0.29, df = 1, P > .05).

Both

groups selected recurrent sorrow more frequently than linear
resolution.

Because these two groups had selected graphs in

a similar fashion, they were combined and then compared with
Bereaved.

In this 2 X 2 crosstabulation, there were no

significant differences between the groups regarding graph
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selection (chi-square

=

1.51, df

=

1, P > .05).

Bereaved

did not select graphs differently than did the two
disability groups.
Selection of Descriptive Phrase
Following the trend of graph selection, congenital
selected the recurrent sorrow phrase more often (2.1:1) than
the steady resolution description. Acquired also selected
recurrent sorrow more often than steady resolution (2.9:1).
Though with a smaller margin, Bereaved selected recurrent
sorrow more frequently than steady resolution (1.3:1).
These results are reported in Table 17.
Table 17

Frequencies of Narrative Selection Across Groups

Descriptive
Phrase

Congenital
N

(%)

Bereaved

Acguired

(%)

N

(%)

N

1 - Steady
Resolution

9

(27.3)

7

(22.6)

21

(39.6)

2 - Periodic
Recurrence

19

(57.6)

20

(64.5)

27

(50.9)

3 - Persistent

1

(3.0)

2

(6.5)

1

(1. 9)

4

(12.1)

2

(6.5)

4

(7.5)

Sadness
4

-

Other

The chi-square statistic was used to test for group
differences relative to selection of the RSI narrative that
described pattern of resolution.

As was the case with
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testing of graph selection, there were several cells in this
analysis that did not meet the desired minimum expected
frequency of five.

Because this small proportion of the

sample was consistent across groups, these responses were
omitted from the crosstabulation.

The resulting analysis

included the three groups and the two descriptions of
"steady resolution" and "periodic recurrence".
Crosstabulation of these two response options with the three
groups revealed no difference across the groups with regard
to narrative selection (chi-square

=

2.62, df

=

2, P > .05).

All groups selected the recurrent sorrow narrative more
often than the steady resolution pattern; there were no
significant differences across the groups.
The first part of the second hypothesis stated that
congenital and Acquired would select recurrent sorrow as the
most appropriate description for pattern of resolution
following a significant loss.

The selection pattern was

hypothesized to be similar between these two groups.

Just

over 73% of subjects in the Congenital group selected the
graph pattern representative of recurrent sorrow.

Seventy

percent of the subjects in the Acquired group also selected
the graph pattern representative of recurrent sorrow.

There

was not a significant difference between these groups with
respect to pattern selection (chi-square = 0.26, df = 1, P >
.05).

Both groups selected recurrent sorrow as the most
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appropriate description for pattern of resolution, and the
frequency was very similar between groups.

The first half

of the second hypothesis was supported.
The second half of the second hypothesis stated that
the frequency of the pattern of recurrent sorrow for
congenital and Acquired would be greater than for the
Bereaved group.

This hypothesis was tested with the chi-

square statistic.

The graph selections of congenital and

Acquired were pooled and compared to the graph selection
pattern of Bereaved in a 2 X 2 crosstabulation.

Though the

frequency of recurrent sorrow was greater in the combined
group (76.8%, N

=

43) than in the Bereaved group (66.0%, N

33, the difference was not of statistical significance (chisquare

=

1.51, df

=

1, P > .05).

Similarly the narrative response pattern of Congenital
and Acquired was pooled and compared to Bereaved in a
crosstabulation.

Both the combined group (67.9%, N

and Bereaved (74.1%, N

=

19)

20) selected the recurrent sorrow

description with greatest frequency.

There were, however,

no significant differences between these groups (chi-square

=

2.39, df

=

1, P > .05).

The second half of the second

hypothesis was not supported.
Additional Analysis by Gender and Depression
Frequency of both graph and narrative selection was
also examined with respect to variables other than group
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membership.

Because earlier research has suggested possible

differences in resolution patterns between men and women
(Damrosch & Perry, 1989), graph selection was crosstabulated
with gender to assess differences in selection between the
groups.

There were no significant differences between men

and women with respect to graph selection (chi-square =
2.15, df

=

(60.7%, N

1, P >.05).

=

Both women (75.3%, N

=

58) and men

17) selected recurrent sorrow more frequently

than linear resolution.
Similarly, the resolution pattern described in the
narrative was crosstabulated with gender.

There were no

significant differences between men and women regarding
narrative selection (chi-square

=

=

.01, df

1, P > .05).

Both women (64.0%, N = 48) and men (63.0%, N = 17) selected
"periodic recurrence of sadness over time" more frequently
than "gradual, steady improvement; resolution of grief".
In addition to gender, depression has been proposed as
a variable associated with differences in reported
resolution (Nuss & Zubenko, 1992).

CES-D scores greater

than or equal to 16 were used as the criterion to
differentiate persons with symptoms of depression from those
without symptoms (Radloff, 1977).

For this 2 X 2

crosstabulation, there was a significant difference between
the groups (chi-square

=

4.97, df

= 1, P

without symptoms of depression (63.2%, N

$

.05).

Both those

43) and those

157
with depressive symptoms (84.8%, N

=

28) selected recurrent

sorrow more frequently than linear resolution, but the
percentage was greater for the group with depressive
symptoms.

These subjects were more likely to have selected

the recurrent sorrow graph over the linear resolution graph.
The narrative selection was also crosstabulated with
groups differentiated by CES-D scores greater than or equal
to 16 and those scores of 15 or less.

consistent with the

graph selection, the narrative representative of recurrent
sorrow was selected more frequently than the linear
resolution description.

Thirty-eight (55.9%) of the

subjects who scored 15 or less and 26 (83.9%) of subjects
who scored

~

16 selected the recurrent sorrow narrative.

These groups were significantly different from each other
(chi-square

= 7.30, df = 1, P

~

.01).

The higher scoring

group was more likely to have selected the recurrent sorrow
pattern than was the lower scoring group.
Research Hypothesis #3
The third hypothesis stated that separate and distinct
factors of initial grief, present grief, recurrent sorrow,
and depression exist for persons who have experienced a
significant loss.

Analysis of this hypothesis was

accomplished through successive steps, cUlminating in factor
analysis.

Prior to initiating factor analytic procedures,

the relationships among the variables represented by each
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scale were determined with Pearson correlation coefficients
(Table 18).
Table 18

Pearson Correlation Coefficients for Scales

SCALE

LAAS

LAAS

1.00

SPS

.20*
(108)
[.04]

SPS

PRQ85

TRIG1

TRIG2

RSI-R

1. 00

PRQ85

NS

NS

TRIG1

.19*
(106)
[ . 04]

-.22*
(116)
[.05]

NS

1. 00

TRIG2

.33**
(105)
[.11]

NS

NS

.51**
(114)
[ .26]

1. 00

RSI-R

.23*
(107)
[.05]

NS

NS

.42**
(115)
[.18]

.65**
(116)
[.42]

1.00

CES-D

NS

NS

-.48**
(112)
[.23]

.38**
(111)
[.14]

.44**
(111)
[.19]

.21*
(112)
[.04]

NS
*
**
()
[]

CESD

1. 00

1.00

Not Significant
Significant at p ~ .05
Significant at p ~ .001
Cases per correlation
Coefficient of Determination

LAAS:
SPS:
PRQ85:
TRIG1:
TRIG2:
CES-D:
RSI(-R) :

Lipson-Parra Adult Attachment Scale
Spiritual Perspective Scale
Personal Resource Questionnaire, Part 2
Texas Revised Inventory of Grief, Part 1
Texas Revised Inventory of Grief, Part 2
Center for Epidemiologic Studies Depression Scale
Recurrent Sorrow Inventory (Original and Revised)
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Examination of the correlation coefficients revealed
several statistically significant values.

Though

interpretation of the magnitude of the coefficient is
situation dependent, the strength of the relationship can be
closely estimated by squaring the coefficient.

This value

is referred to as the coefficient of determination and is
the "proportion of the variance of one variable that is
predictable from the other variable" (Jaeger, 1990, p. 67).
The Lipson-Parra Adult Attachment Scale (LAAS) , which
indexed attachment, had significant correlations with
instruments indexing spirituality, acute grief, present
grief, and recurrent sorrow.

A small, positive (r= .20)

relationship existed between attachment,

and spirituality,

measured by the Spiritual Perspective Scale (SPS).

In other

words, a higher level of attachment was correlated with
higher levels of spirituality.

The coefficient of

determination was used to aid in interpretation of the
relationship between these two variables.

Four percent of

the variance between the variables was explained.
The LAAS had a small, positive correlation (r = .19)
with the Texas Revised Inventory of Grief, Part 1 (TRIG1),
which indexed initial or acute grief.

Greater attachment

was correlated with more intense initial grief.

The

coefficient of determination between these two measures was
.04.
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Attachment, indexed by the LAAS, was also positively
related (r = .33) to present grief, indexed by the Texas
Revised Inventory of Grief, Part 2 (TRIG2).

Increased

attachment was correlated with increased levels of current
grief.

Eleven percent of the variance in present grief was

accounted for by attachment.
Attachment had a small positive (r = .23) association
with recurrent sorrow, indexed by the Recurrent Sorrow
Inventory-Revised (RSI-R).

In other words, higher levels of

attachment were correlated with higher levels of recurrent
sorrow.

Five percent of the variance in recurrent sorrow

was accounted for by attachment.
Spirituality, measured by the SPS, was negatively
associated (r
TRIG1.

= -.22) with initial grief, as measured by the

Higher levels of spirituality were correlated with

less intense initial grief.

The coefficient of

determination between these two variables was .05; five
percent of the variance in initial grief was predicted by
spirituality.
Social support, an independent variable indexed by the
Personal Resource Questionnaire, Part 2 (PRQ85), had a
moderate, negative correlation (r

= -.48) with depression,

one of the dependent variables indexed by the Center for
Epidemiologic Studies Depression Scale (CES-D).
support was associated with less depression.

More social

Twenty-three
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percent of the variance in depression was explained by
social support.
The dependent variables were tested for strength of
linear association.

Initial or acute grief (indexed by

TRIG1) had a moderate, positive (r = .51) association with
present grief (TRIG2).

Higher initial grief was associated

with higher levels of present grief.

Twenty-six percent of

the variance between these variables was explained.
Acute or initial grief (TRIG1) was positively
associated with recurrent sorrow (RSI-R).

The correlation

coefficient between these two variables indicated a moderate
relationship (r

=

.42).

Higher initial grief was also

associated with higher levels of recurrent sorrow.

The

coefficient of determination between these variables was
.18; 18 percent of the variance was explained.
Initial grief (TRIG1) was also associated with
depression (CES-D).

The moderate, positive (r

=

.38)

relationship suggested that higher levels of initial grief
were related to higher levels of depression.

Fourteen

percent of the variance was explained.
Further evidence of the intercorrelation among the
dependent variables was found with the positive (r

=

.65)

correlation between present grief (TRIG2) and recurrent
sorrow (RSI-R).

This correlation was the highest among the

variable matrix values and accounted for 42 percent of the
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variance between these two variables.

Higher levels of

present grief were related to higher levels of recurrent
sorrow.
Present grief (TRIG2) was positively (r
correlated with depression (CES-D).

=

.44)

Higher levels of

present grief were related to higher levels of depression.
This relationship predicted 19 percent of the variance
between these two variables.
Recurrent sorrow (RSI-R) was also correlated with
depression (CES-D).

The linear association (r

small, but significant at the .05 level.

=

.21) was

Higher levels of

recurrent sorrow were associated with higher levels of
depression; four percent of the variance was explained.
Analysis of the correlation matrix outlines the
associations among the independent and dependent variables
in the study.

It was evident that the dependent variables

(grief, recurrent sorrow, and depression) were related to
each other.
The hypothesis stated, however, that separate factors
for each of these variables would exist for persons who had
experienced a significant loss.

The most exacting test of

the hypothesis was to simultaneously enter into a principal
axis factor analysis all items from each of the four scales
that indexed the four dependent variables.
survived as a separate factor,

If each scale

it would support the
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hypothesis that there are distinct factors of initial and
present grief, recurrent sorrow, and depression.
First, each scale was examined for reliability.

The

estimates for each scale were at the desired level for
mature scales.

Each scale was a reliable measure of its

underlying construct.

Assumptions about the correlation

matrix for the simultaneous analysis were then examined.
The hypothesis that the sample was from a mulitvariate,
normal population was tested with Bartlett's test of
sphericity.

The value of this test was very large (2835.34)

and had a very small significance level «.001); the matrix
was not an identity matrix.

Similarly, the matrix was

examined for sampling adequacy (to determine if the data
were adequate for factor analysis) with the Kaiser-MeyerOlkin (KMO) measure (Kim & Mueller, 1978a).

The KMO

statistic was .80, which suggested that the variables shared
some relationship or common factor, rather than correlations
that could not be explained by the other variables.
The analysis was carried out with a four factor
extraction specified.

The principal axis factoring method

and varimax rotation were also specified.

Gorsuch (1983)

pointed out that for a sample size of 100, the minimum
significant correlation coefficient is about .20 (p < .05),
and similarly, if factor analysis is based on a sample of
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about 100, loadings would need to exceed .40 to be of
significance.
Eigenvalues of the four factors exceeded one.

=

one (eigenvalue

11.50) explained 25.6 percent of the

variance in the original data matrix.
(eigenvalue

=

Factor

Factor two

4.31) explained 9.6 percent of the variance.

Factor three (eigenvalue = 2.22) explained 4.9 percent of
the variance.

The fourth factor had an eigenvalue of 1.37

and explained 3.1 percent of the variance.

The total

explained variance was 43.1%.
The factor loadings were almost perfectly separated by
scale of origin.

Factor one contained 19 of the 20 CES-D

(depression) items and one TRIG1 (initial grief) item.
loadings were from .76 to .26.

The

Two items (CES-D #2 and #8)

had a .18 difference between loadings with factor one and
factor two.

This difference approaches the .20 criterion

commonly used to assess factorial complexity (Yarcheski,
Mahon, & Yarcheski, 1992).

To be considered unifactorial,

items should have a difference of at least .20 between
loadings on the primary factor and secondary loadings.
The initial grief item #4 loaded most highly with the
depression items, however, its .26 loading did not meet the
commonly used .40 criterion of significance for item loading
(Gorsuch, 1983; Kerlinger, 1986).

The item did not

contribute significantly to factor one, or to any other
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factor.

This item was also problematic in analysis of the

TRIGI scale.

The inter-item correlations of item #4 were

consistently below the .30 criterion and the scale alpha
would increase with deletion of this item.

The factor

analytic results add additional reason for deletion of item
#4 from future testing of the initial grief scale.
The second factor contained 11 of the 13 TRIG2 (present
grief)

items and the remaining CES-D item, item #4.

These

items had factor loadings of .68 to .24.

Four of the items

had complex loadings with other factors.

TRIG2 items #2,

#5, and #12 also had significant loadings on factor three,
initial grief.

TRIG2 item #13 had a significant loading on

factor four, recurrent sorrow.
Like the difficulties of the TRIG1 item #4 in the first
factor of this solution, the loading of CES-D item #4 (.24)
was below the .40 criterion for significance of factor
loading.

The item was also troublesome when scale

correlations were examined.

CES-D item #4 did not meet the

corrected item-total correlation criterion of .30 and all
but one of its inter-item correlations were below the .30
level.

In addition, alpha would have increased slightly

with deletion of the item.

The factor analytic results add

additional support for deletion of CES-D item #4 from future
testing of the scale.
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The third factor contained 7 of the 8 initial grief
(TRIG1) items and two of the present grief items (TRIG2),
items #3 and #10.

Factor loadings ranged from .67 to .37.

The present grief items were factorially complex with the
present grief factor, factor two.

Loadings between the

factors were characterized by .17 and .18 difference,
respectively.

One item (TRIG1 #7) was slightly below the

.40 minimum criterion for significant loading; its loading
was .37 and was complex with present grief (.17 difference).
The fourth factor was comprised of all four recurrent
sorrow (RSI-Revised) items.

The factor loadings were

between .67 and .53 and were not factorially complex with
any other factor.
in Table 19.

The factor pattern matrix is reproduced

Asterisks are used to indicate the items that

are factorially complex.
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Table 19

Factor Pattern Matrix

-

PAF, Varirnax, 4 Factors

Variable

Factor 1

Factor 2

Factor 3

Factor 4

CESD 7
CESD 5
CESD 6
CESD 3
CESD 18
CESD 17
CESD 20
CESD 19
CESD 12
CESD 14
CESD 15
CESD 10
CESD 1
CESD 9
CESD 13
CESD 16
CESD 2
CESD 11
CESD 8
TRIG1 4
TRIG2 11
TRIG2 6
TRIG2 9
TRIG2 4
TRIG2 1
TRIG2 2
TRIG2 13
TRIG2 8
TRIG2 5
TRIG2 7
TRIG2 12
CESD 4
TRIG1 a
TRIG1 6
TRIG1 5
TRIG1 2
TRIG1 1
TRIG2 10
TRIG1 3
TRIG2 3
TRIG1 7
RSI 4
RSI 5
RSI 2
RSI 1

.76
.75
.71
.70
.68
.66
.60
.59
.59
.58
.54
.53
.53
.52
.50
.49
.48*
.44
e41*
.26
-.02
.22
.22
-.01
.27
.19
.20
.15
.05
.25
.21
.18
.06
.20
-.04
.20
.27
.14
.16
.13
.04
-.02
.09
.01
.17

.15
.08
.26
.09
.16
.14
.05
.12
.03
.12
-.11
.10
.08
.10
.13
.07
.30*
.04
.23*
.12
.68
.65
.63
.61
.59
.58*
.57*
.56
.54*
.53
.41*
.24
.09
.11
.12
.04
-.02
.38*
-.07
.37*
.20*
.26
.39
.33
.43

-.03
.09
.14
.19
.10
.14
.01
.14
.05
.20
.18
.09
.05
-.02
.28
.06
.13
.21
.01
.23
.07
-.01
.03
.15
.29
.53*
.21
.03
.43*
.30
.41*
.01
.67
.66
.63
.63
.56
.56*
.56
.54*
.37*
.21
.25
.32
.32

.14
.11
.01
-.12
.05
.07
.24
.22
.09
-.03
.03
-.05
-.03
-.01
-.22
.07
-.12
.04
-.23
.10
.14
.09
.36
.06
.14
.08
.43*
.11
.05
.13
.07
-.14
.05
-.01
.02
.15
.22
.12
.24
.12
.05
.67
.65
.57
.53
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The hypothesized four factor solution provided a very
close representation of the data.

However, because all

correlation coefficients between scales were significant, an
oblique rotation was specified to test whether the solution
would be improved by eliminating the requirement of
orthogonality.
with the oblique rotation, the grouping of variables
was very similar to the grouping derived from the orthogonal
rotation.

The first factor included present grief (TRIG2)

items (6, 11, 9, 1, 4, 13, 7, 8, 5) and depression (CES-D)
item #4.

Factor loadings ranged from .68 to .25;

correlations between the factor and the items ranged from
.68 to .26.

Factor two included all remaining CES-D items

and initial grief

(TRIG1)

item #4.

Factor loadings ranged

from .80 to .24; correlations between factor two and these
items ranged from .77 to .31.

Factor three was comprised of

all remaining TRIG1 items and present grief (TRIG2) items 2,
10, 3, 12.

Factor loadings were .71 to .37 and correlations

between factor three and these items ranged from .69 to .40.
All recurrent sorrow (RSI-R) items loaded on factor four.
The factor loadings ranged from -.67 to -.51 and the range
of correlations between the factor and items was -.72 to .62.

The factor intercorrelations ranged from .31 (between
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depression and initial grief) to -.03 (between depression
and recurrent sorrow).
According to Gorsuch (1983), to accept an oblique
rotation over an orthogonal rotation "the moderate and low
loadings need to be lower than in the orthogonal solution
while the high loadings remain relatively high."

(p. 190).

In this case, the moderate to low loadings were essentially
the same in both rotations; some were very slightly lower
and some were slightly higher between the rotation methods.
The high loadings were also similar between the rotations,
though the orthogonal rotation loadings were consistently
slightly higher than the corresponding oblique loadings.

In

addition, the relationship between the factors and the items
was not as clearly defined with the oblique solution.

In

summary, there was no reason to select the oblique rotation
as preferable to the orthogonal rotation; the orthogonal
rotation was retained as the appropriate interpretation.
With minor exception, items loaded on separate factors
concordant with the scale of origin.

The third hypothesis

could not be rejected even with this very severe test.

For

the pooled sample of persons with a significant loss, there
existed separate and distinct factors of initial grief,
present grief, depression, and recurrent sorrow.
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Additional Analysis Beyond Hypothesis Testing
The Recurrent Sorrow Inventory also included a blank
grid on which the subject was encouraged to draw a line
representative of their personal experience with grief
following a significant loss.

In addition to the line,

subjects were also requested to describe what events
corresponded to the high and low points on the line.
Twenty-five subjects in Congenital (71.4%) completed this
section.

Acquired subjects responded with the highest

percentage (83.9%, N

= 26).

Forty-one Bereaved subjects

(75.9%) drew lines representative of their experience.
Each line was drawn on the same size grid, which was 6
centimeters high by 12 centimeters wide.

The grid included

12 horizontal lines and 25 vertical lines.

Anchors of the

abscissa were "first learned of disability/death" and "now".
Ordinate anchors were "extremely sad" and "not at all sad".
No other markings were included on the grid.
for completing the grid were as follows:

Instructions

In the space that

follows, please draw a line that represents your personal
experience with sadness as related to your loved one's
disability/death.
Rather than relying on a subjective interpretation of
graph shape, twenty-seven data points from each graph were
recorded and analyzed to detect the mathematical mean and
standard deviation.

Along each vertical line of the graph,
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the point at which the subject's line intercepted the graph
line was determined.
each subject.

The X coordinates were consistent for

The X,Y coordinate pair data were entered

into a statistical analysis program (SPSS/PC+).

Coordinate

pair data from the subjects were combined in several
different groups so that a mean graph shape could be
derived.

The groups were separated by type of loss and

length of time since first learning of loss.

The loss type

was separated by the Congenital, Acquired, and Bereaved
groupings used in other sections of the analysis.

Time

since loss was separated into time periods of 1-5 years, 610 years, 11-20 years, and greater than 20 years.
The first analysis of the data points was by group
membership without separation by time since loss.

The Y

coordinate data was measured in centimeters, with 0
centimeters corresponding to "extremely sad" and 6
centimeters corresponding to "not at all sad".

The first y

data point (1) corresponds to when the loss was first
learned of and the last Y data point (27) corresponds to the
present time.

Mean and standard deviation of the data

points are reproduced in Table 20.

Fluctuations between

points 1 and 27 represent fluctuations of sadness over time.
Points at which the mean decreased from the prior data
point, or when sadness increased rather than remained the
same or decreased, are highlighted in the table.
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Table 20

Y Data
Points

Means and Standard Deviations of Y Data Points:
By Group Membership

Congenital
N = 25
Mean

SO

Bereaved
N = 41

Acguired
N = 26
Mean

SO

Mean

SO

1

.82

1.34

.87

1.24

.17

.25

2

1. 02

1.22

1.00

1. 07

.44

.44

3

1.22

1. 07

1.12

.93

.75

.69

4

1. 39

1.22

1.30

.97

.95

.74

5

1.61

1. 07

1.50

1.09

1. 33

1. 02

6

1.99

1.29

1.69

1.17

1.57

1. 24

7

1. 93*

1.16

1. 72

1.09

1. 79

1. 35

8

1.91*

1.22

1.83

1.24

2.01

1. 44

9

2.27

1.31

2.03

1.40

1.98*

1.35

10

2.42

1. 33

2.27

1.52

2.02

1. 31

11

2.38*

1.18

2.28

1.38

2.23

1. 41

12

2.50

.99

2.22*

1.34

2.25

1. 38

13

2.19*

.94

2.29

1. 31

2.37

1.40

14

2.40

1.00

2.26*

1.22

2.65

1. 39

15

2.40

1.14

2.50

1.40

2.76

1. 31

16

2.49

1.13

2.66

1. 51

2.75*

1. 23

17

2.82

1.20

2.61*

1. 71

2.84

1. 26

18

2.98

1. 22

2.51*

1. 72

2.90

1. 27

19

3.11

1.42

2.49*

1. 67

3.00

1. 26

20

2.92*

1.56

2.52

1.58

3.25

1. 27

21

2.93

1.52

2.45*

1. 39

3.29

1. 29

22

3.28

1.56

2.60

1. 32

3.40

1. 31

23

3.33

1.47

2.85

1. 36

3.48

1. 26
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Y Data
Points

congenital
N = 25

Bereaved
N = 41
SD

Mean

SD

2.82*

1.39

3.67

1.65

1. 61

2.92

1.54

3.63*

1. 38

3.87

1. 59

2.74*

1.67

3.88

1. 36

4.10

1. 54

2.72*

1.61

3.88

1.49

Mean

SD

24

3.55

1. 51

25

3.73

26
27

*

Acguired
N = 26
Mean

Mean score decreased from prior score

The Congenital group had five of 27 ( 18.5%) mean data
points with a lower mean score from the prior point.

This

suggested that the course of resolution was not a purely
linear resolution.

Over time, the subjects perceived some

points at which sadness was more intense and other points at
which sadness improved.
Acquired had 9 of 27 (33.3%) mean data points that were
lower than the prior mean data point.

with even more

fluctuation than Congenital, the Acquired group perceived
the course of resolution as one of recurrent episodes of
sadness, rather than a linear ascent through grief.
The Bereaved group had three of 27 (11.1%) data points
of lesser size than the prior point.

When the group data

was pooled without respect to time, Bereaved reported fewer
fluctuations a linear ascent than did either of the other
two groups.
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Mean data points for each group were also calculated by
time since learning of the loss.

The mean Y data points for

congenital, separated by time, are presented in Table 21.
Time since loss of between 1 and 5 years showed 7 of 27
(25.9%) times at which the mean score decreased from the
prior score.

This same percentage was represented in the 6

to 10 years since loss group.

Subjects in the other two

time divisions shared the same percentage of fluctuation in
sadness (5 of 27, 18.5%).

Each subgroup within Congenital

reported a oscillating pattern of grief resolution.
To supplement the tabular presentation, the data are
also presented in graphic format, similar to how the data
were first recorded by each participant.

Figures 2 - 5 are

representations of the mean data points of the Congenital
group, for each of the four time periods specified.
Table 21

Y Data
Points

Means and standard Deviations of Y Data Points by
Time Since Loss: congenital

-

-

1
5
Years
N = 7

-

6
10
Years
N = 2

11
20
Years
N = 10

Mean

SD

Mean

SD

Mean

1

1. 06

2.13

1.85

.64

.69

2

1. 30

2.02

2.10

.14

3

1. 60

1. 60

2.40

.42

4

1. 72

1.82

2.75

1. 34

> 20
Years
N = 6
Mean

SD

1. 01

.33

.39

.86

.85

.59

.29

.93

.80

.86

.38

1. 03

.87

1.14

.55

SD
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Y Oata
Points

-

6 - 10

11 - 20

> 20

Years

Years

Years

Years

N

N

1

=

5
7

=

N

2

=

10

N

=

6

Mean

SO

Mean

SO

Mean

SO

Mean

SO

5

2.10

1. 37

2.88

1.87

1.16

.60

1. 37

.71

6

2.75

1. 63

2.88

2.30

1.53

.86

1. 58

.84

7

2.39* 1.49

2.90

2.69

1.52

.52

1. 77

.88

8

2.17* 1.46

2.90

3.11

1.59

.77

1.82

.92

9

2.56

1. 34

2.95

3.54

2.15

1. 08

1. 93

1. 01

10

2.44* 1. 26

3.15

3.61

2.47

1.21

2.06

1. 00

11

2.49

3.15

2.90

2.21* 1.07

2.28

.93

12

2.48* 1. 08

3.05* 1. 91

2.48

2.39

.77

13

2.06* 1. 08

3.05

.99

2.18* 1.03

2.07*

.65

14

2.20

1. 28

2.70*

.71

2.61

1. 07

2.20

.66

15

2.17* 1.45

2.50*

.71

2.66

1. 23

2.19*

.80

16

2.18

1. 32

2.65

1. 34

2.71

1.22

2.43

.84

17

2.77

1. 25

2.88

2.02

2.93

1.41

2.66

.77

18

3.29

1. 34

3.03

2.72

2.77* 1.23

2.96

.78

19

3.60

1. 37

3.15

3.04

2.79

1.54

3.08

.89

20

3.69

1. 53

3.18

3.29

2.24* 1.44

3.08

1. 06

21

3.39* 1. 67

3.15* 3.46

2.56

1.31

2.93* 1. 27

22

3.51

1. 72

3.15

3.54

3.36

1. 35

2.91* 1. 45

23

3.68

1. 54

3.15

3.54

3.23* 1.29

3.14

1. 36

24

3.72

1. 54

3.13* 3.57

3.63

1. 43

3.37

1. 30

25

3.83

1. 77

3.10* 3.61

3.91

1.54

3.60

1.19

26

3.97

2.06

3.05* 3.68

4.21

.92

3.53* 1.16

27

4.45

1. 90

3.05

4.41

.76

3.71

*

1. 20

3.68

1. 02

Mean score decreased from prior score

1. 21
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The mean Y data points for Acquired, separated by time,
are presented in Table 22.

Time since loss of between 1 and

5 years showed 10 of 27 (37.0%) times at which the mean

score decreased from the prior score.

An even larger

percentage was represented in the 6 to 10 years since loss
group (12 of 27, 44.4%).

Subjects in the other two time

divisions shared the same percentage of fluctuation in
sadness (4 of 27, 14.8%).

Each subgroup within Acquired

reported a oscillating pattern of grief resolution.
To supplement the tabular presentation, the data are
also presented in graphic format, similar to how the data
were first recorded by each participant.

Figures 6 - 9 are

representations of the mean data points of the Acquired
group, for each of the four time periods specified.
Table 22

Y Data
Points

Means and Standard Deviations of Y Data Points by
Time Since Loss: Acquired

-

5

Years

Years

=

5

N = 13

1
N

Mean

6

SD

Mean

-

10

-

20

Years

Years

=

3

N = 5

11
N

> 20

SD

Mean

SD

Mean

SD
1. 31

1

.64

1.16

.69

1.11

1. 33

2.14

1. 30

2

.74

.99

.95

1. 04

1. 50

1.92

1. 08*

.86

3

.79

.80

1.10

.83

1. 59

1. 75

1. 23

.90

4

.84

.64

1. 38

.96

1. 62

1. 66

1. 38

.96

5

.82*

.48

1. 73

1.18

1.60* 1.54

1. 53

1. 07

6

1.11

.60

1.95

1. 34

1.57* 1. 29

1. 67

1.16
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Y Data
Points

1

-

5

=

5

6

N

-

10

N

=

13

Mean

SD

7

1. 62

.77

8

2.00

Mean

SD

-

Years

> 20
Years

N = 3

N = 5

11

Years

Years

Mean

20

SD

Mean

SO

1. 78* 1.26

1. 47*

.93

1. 79

1. 25

1. 04

1.81

1.44

1.47

.74

1.93

1.40

9

1.92* 1.19

2.18

1.64

1. 53

.58

2.05

1. 52

10

1.76* 1. 34

2.65

1. 71

1. 68

.43

2.17

1. 64

11

1. 68* 1. 56

2.58* 1.33

1. 90

.27

2.32

1. 82

12

1. 64* 1. 63

2.40* 1.19

2.17

.38

2.38

1. 91

13

1. 81

1. 28

2.36* 1.21

2.48

.63

2.50

2.02

14

1. 91

.84

2.18* 1.10

2.70

.95

2.55

2.03

15

1. 94

1.12

2.73

1.44

2.92

1.19

2.20* 1. 81

16

1.77* 1. 41

2.87

1. 31

3.12

1.57

2.71

2.15

17

1. 71* 1. 36

2.92

1.51

2.45* 2.60

2.78

2.18

18

1. 68* 1. 69

2.89* 1.54

2.53

2.71

2.33* 1.86

19

1. 83

1. 48

2.67* 1.59

2.75

2.57

2.50

1. 91

20

1. 85

.92

2.60* 1.59

3.07

2.21

2.64

2.95

21

1. 85

.85

2.37* 1.19

3.35

1.95

2.72

2.00

22

2.22

1. 03

2.53

1.10

3.55

1.81

2.58* 1. 93

23

2.24

1.13

2.97

1.12

3.63

1. 79

2.68

1. 98

24

2.02* 1. 07

2.94* 1.14

3.73

1. 76

2.78

2.00

25

1.95* 1. 09

3.10

1. 42

3.82

1. 73

2.87

2.07

26

1. 97

1.16

2.70* 1. 66

3.83

1. 75

2.94

2.11

27

2.46

1.13

2.42* 1.56

3.83

1. 75

2.97

2.10

*

Mean score decreased from prior score
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The mean Y data points for Bereaved, separated by time,
are presented in Table 23.

Time since loss of between 1 and

5 years showed 4 of 27 (14.8%) times at which the mean score
decreased from the prior score.

A larger percentage was

represented in the 6 to 10 years since loss group (10 of 27,
37.0%).

Subjects in 11 to 20 years since loss reported only

one of 27 (3.7%) times at which the mean score decreased
from the prior score.

The greater than 20 years since loss

division reported 3 of 27 (11.1%) decreases in mean score.
Except for the 11 to 20 year and the greater than 20 year
subgroups, the other Bereaved subgroups reported a
oscillating pattern of grief resolution.
The data are also presented in graphic format, similar
to how the data were first recorded by each participant.
Figures 10 - 13 are representations of the mean data points
for Bereaved, for each of the four time periods specified.
Table 23

Y Data
Points

Means and Standard Deviations of Y Data Points by
Time Since Loss:
Bereaved

-

11 - 20
Years
N = 10

6 - 10
Years
N = 8

1
5
Years
N = 19
Mean

SD

Mean

1

.10

.21

.23

2

.39

.27

.71

3

.69

.51

1.15

SD

> 20
Years
N = 4

Mean

SD

Mean

SD

.23

.19

.31

.28

.23

.77

.38

.40

.32

.18

1. 21

.69

.47

.35

.29
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Y Data
Points

-

6 - 10
Years
N = 8

1 - 5
Years
N = 19

Mean

SD

4

.99

.80

5

1.39

1. 03

1. 78

6

1. 76

7

> 20
Years
N = 4

SD

Mean

SD

Mean

SD

.65

1. 05

.79

.36

.19

1.23

1.15

.93

.59

.41

1. 33

1.51* 1.01

1. 62

1.42

.70

.50

1.94

1. 38

1.94

1.29

1. 76

1.54

.86

.71

8

2.04

1.45

2.43

1.45

1. 97

1. 61

1.10

.94

9

2.03* 1.37

1.94* 1.05

2.20

1.69

1.25

1. 03

10

2.08

1.26

1. 76

1. 04

2.28

1.68

1. 58

1. 36

11

2.18

1. 34

2.38

1. 33

2.37

1. 73

1. 79

1. 50

12

2.29

1.39

2.14*

.85

2.41

1. 76

1.84

1. 60

13

2.46

1.43

2.10*

.89

2.56

1. 70

2.08

1. 70

14

2.50

1. 39

3.01

1.12

2.78

1.65

2.29

1. 60

15

2.61

1. 35

3.05

.78

2.91

1.61

2.51

1.51

16

2.63

1. 25

2.69*

.84

3.01

1. 53

2.74

1. 35

17

2.55* 1. 24

3.23

.99

3.08

1.50

2.89

1.29

18

2.67

1.40

3.07*

.78

3.09

1.47

3.18

1.15

19

2.76

1. 31

3.08

.91

3.21

1.52

3.43

1. 07

20

3.01

1. 31

3.64

.90

3.23

1.57

3.66

1. 02

21

3.01

1. 27

3.59*

.63

3.33

1. 77

3.90

.97

22

3.07

1.22

3.48*

.86

3.64

1. 78

4.19

.93

23

2.98* 1.11

3.97

.53

3.80

1.07

4.09* 1.10

24

3.14

4.28

.42

3.98

1. 72

4.21

1. 23

25

3.06* 1. 32

4.03*

.82

4.10

1. 64

4.40

1.15

26

3.44

1. 33

4.36

1.00

4.16

1.60

4.30* 1. 36

27

3.67

1. 53

4.49

1.27

3.69* 1.62

4.20* 1. 63

*

1. 92

Mean

11
20
Years
N = 10

1. 01*

Mean score decreased from prior score
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Of additional interest was how the groups compared with
each other across the four distinctions of time.

The

combined graphic data are presented in Figures 14 - 17.

In

the graphic representation of the first time period (Figure
15), it was evident that the course of resolution for
congenital included more dramatic peaks and valleys than for
the other two groups.

Though the major interest in this

study was one of pattern, it was also evident that
difference between the beginning point and the end point of
the graphs for congenital and Bereaved varied more than the
difference in those two points for Acquired.
Figure 16 includes the graph shapes for 6 to 10 years
since loss.

In this time frame, Bereaved appeared to have

the most frequent recurrence of sorrow over time.

However,

Acguired actually had a greater number of times that the
mean score decreased from the prior score, but these were
grouped into gradual declines and ascents and,
comparatively, were not as evident in the graphic shape.
Eleven to 20 years since loss is represented in Figure
17.

In this time frame, Congenital appeared to have the

most frequent recurrence of sorrow over time.

The course

for Acguired was also one of fluctuation, though the graph
shape was smoother than for congenital.

Except for the

final data point, the graph for Bereaved represented a
linear resolution of grief.
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The final time period is represented in Figure 18.
These graph shapes were similar to those in the 11 to 20
year time period.

Both Congenital and Acqui.red had

representations of a more tortuous phase of resolution that
did Bereaved.

Summary
One hundred and twenty individuals, each of whom had
experienced a significant loss, participated in this study
of grief resolution over time.

The three types of loss that

were included in the study were; 1) persons whose loved ones
were born with a cognitive deficit, 2) persons whose loved
ones had acquired a cognitive deficit, and 3) bereaved
persons.

To avoid tapping an initial grief response, the

minimum period of time since loss was specified as one year;
there was no maximum (mean

=

11.71 years, SD

= 9.06).

The psychometric properties of the scales used to
quantify the course of resolution and several independent
variables were examined.
for mature scales.

All met the reliability criterion

The Recurrent Sorrow Inventory (RSI) was

revised to meet the higher standard of reliability.

The RSI

graphic data obtained from most participants were combined
across groups and divided across four distinctions of time.
These graphs were compared across groups and time.
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The first two hypotheses related to the pattern of
grief over time.

Testing was directed at determining

whether the pattern of grief was one of gradual steady
improvement and resolution, or whether resolution was better
represented by a fluctuating pattern, in which grief does
not steadily resolve, but periodically recurs over time.
Data from pre-drawn graph selection and narrative
selection supported the model of recurrent sorrow as the
most commonly experienced pattern of resolution when
compared to either linear improvement or depression.

This

finding was supported in the pooled sample and across all
three groups, as differentiated by type of loss.
It had been hypothesized that the groups who were
exposed to an ongoing loss (Congenital and Acquired) would
have a greater frequency of reporting for recurrent sorrow
than the group who had a remembered loss (Bereaved).

This

hypothesis was not supported; all groups selected recurrent
sorrow and there was no statistically significant difference
among them.
The third hypothesis stated that there existed separate
factors of depression, initial grief, present grief, and
recurrent sorrow.

This hypothesis was supported; depression

was not a component imbedded in grief, but a factor distinct
in the underlying structure of response to loss: distress.
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CHAPTER V
DISCUSSION OF FINDINGS

Analysis of the data obtained in this research was
presented in the previous chapter.

The present chapter

focuses on examination of these findings with respect to
meaning, methodologic limitation, and relevance to nursing
science.

Research Hypotheses
The first hypothesis was:

For the pooled group,

persons who have experienced a significant loss, recurrent
sorrow is more frequently reported than is grief that
steadily improves over time.

Support of this hypothesis was

determined by examination of selection patterns of pre-drawn
graphs and phrases descriptive of different resolution
patterns.
Of the total study sample (N

=

120), 111 subjects

selected a pre-drawn graph shape and 107 selected a
descriptive phrase.

The methods were similar, each involved

selection of one of several options in a self-report, yet
the content of each was different.

In one item, the

selection was made from three graphs; for the other item,
selection was made from one of three phrases.

There was a
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77.1% subject agreement between selection of graph and
phrase.
Consistently, the pooled sample chose the pattern of
periodic recurrence of sadness as best representative of the
grief experience when compared to either a gradual, steady
improvement or a persistent sadness.

The notion of

variability was expressed through both graph and phrase
selection.

The predominant competing model - of a steady

improvement over time - was not supported.

In contrast, the

idea of a non-linear course of resolution following
significant loss was clearly favored.
Interpretation of research findings related to the
first hypothesis was also accomplished using a different
method, the subject-drawn graphic images.

Considering the

figures in which all groups are represented by distinctions
of time (Figures 15 - 18), an underlying pattern of
resolution was evident.

The general pattern drawn by each

subgroup of participants suggested variability in resolution
of grief over time.

Even the smoothest line (more than 20

years, Bereaved) had instances of fluctuation.
The second research hypothesis predicted there would be
specific differences in response across groups.
hypothesis was stated as follows:

The

congenital and Acquired

report a similar frequency of recurrent sorrow as compared
to grief that steadily improves over time, the frequency is
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greater than for Bereaved.

Testing of this hypothesis also

used graph and descriptive phrase selection patterns.

In

addition, subjects were asked to draw a graph representative
of their personal grief experience.

These graphs were

translated into data points that were examined for
differences across groups and across various time
distinctions.
Congruous with results of testing of the first
hypothesis, the two groups exposed to an ongoing loss
(Congenital and Acguired) both chose the recurrent sorrow
graph and descriptive phrase more often than any other
option.

In addition, the selection patterns of these two

groups did not differ significantly from each other.

The

first half of Research Hypothesis #2 was supported; the
ongoing loss groups were similar.
The second half of Research Hypothesis #2 was not
supported.

The ongoing loss groups were not significantly

different from the Bereaved group.

Bereaved also selected

the recurrent sorrow graph and phrase more often than any
other option and, further, the proportion did not differ
from that of Congenital and Acquired.
The subject-drawn graphs provide additional information
regarding response to loss over time by group membership.
As predicted, all groups drew a variable course of
resolution.

Also, except for the six to ten year time
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distinction, Bereaved appeared less variable than the other
two groups.

This trend was represented in the pre-drawn

graph and phrase selection data, though the difference
between groups was not of statistical significance.

The

similarity of findings supports concurrent validity of the
pre-drawn graphs and descriptive phrases.
That both groups with an ongoing loss were similar is
consistent with earlier writings regarding response to a
loved one's disability.

However, that these two groups were

not different from the Bereaved group could not have been
predicted from the literature regarding response to loss.
There persists an idea that bereavement grief should resolve
within 6 to 12 months following loss (Crow, 1991).

Also,

there is the notion that bereavement grief is different from
a response inspired by an ongoing situation of loss.

The

basis for this may be derived from an attempt to
differentiate between human response to loss that is
stimUlated by memory from response that follows daily
exposure to potentially grief-inspiring stimUli.
On closer examination of the reasons for suspecting
that ongoing loss is particularly difficult, it is apparent
that the same reasons can also be applied to bereavement
loss.

For example, recognition that a loved one's

disability is permanent can be equated with a recognition
that death is permanent and, further, that death eliminates
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an element of hope for some improvement in the situation.
In addition, the daily demand of caring for, living with, or
being emotionally attached to a cognitively disabled person
can be equated with the daily demand of adjusting to life
without the loved person, life in which everything has
changed.
Results of this study did not support differentiation
between groups by type of loss.

The three groups were

similar with regard to graph and descriptive phrase
selection; all preferentially selected the recurrent sorrow
pattern.

This finding has intriguing implications for

theory development.

Regardless of the type of loss, if loss

is considered to be of great significance, there is probably
a life-long adjustment to the altered circumstances that
ensue.
Adjustment neither connotes a persistent state of
sadness, nor the idea that grief should resolve in a linear
or a time-bound fashion.

Instead, adjustment connotes

recognition that life circumstances are permanently altered
in a direction usually thought of as negative.

Though life

continues and most people return to their activities of
daily living, encountering both happy and sad facets of
life, there lingers a change - something will never be the
same.
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Many of the subjects in this study wrote notes on the
questionnaire packet that were descriptive of the essence of
a lingering change.

One woman recalled her mother's death

21 years earlier:
It's been almost 21 years ago [that the death had
occurred], yet certain feelings do not ever leave.
(Case 305)
A subject from the Acquired group similarly described a
persistent feeling of sadness about her son, now an adult,
who was brain-injured as a toddler:
The low point was when the TBI [traumatic brain injury]
occurred, then hope for a miracle.

Realized that there

would be slow and steady improvement.

Grief is always

present about the TBI and what could have been when
child/adult is compared to other children/adults in the
family.

(Case 269)

Both subjects note continuing sadness about the loss.

In

addition, the Acquired subject suggested a reason for the
lingering sorrow.

The subject pointed out that it is the

recognized disparity between how the loved one is and how
he/she was imagined to be that is a stimulus for her
persistent grief.

Again, the parallel between the disabled

and bereaved groups probably also includes lost dreams.
People imagine what the future might bring, thoughts that
usually include the participation of a loved one in a
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specified role.

If something happens to disrupt the plans,

the 6riginal dreams are forever lost.

When the person is

reminded of the lost dream, the original distress is likely
remembered, yet with an additional context, that of framing
the loss in the present as well as in the past.
Adding further support for the notion of a lingering
sense of change, another woman recalled the death of her
baby 16 years earlier:
Look at the graph, there is slight sadness still left
sometimes, but I want to keep that.

(Case 389)

This statement is consistent with Kowalski's (1987)
assertion that bereaved parents may even embrace the sadness
associated with memories of the deceased child.
Notations on the questionnaires also captured the idea
that feelings of sorrow are not necessarily ever-present,
but can be triggered by a particular memory or event.

The

intensity of these trigger moments was described by a mother
of a 21 year old child disabled from birth (Congenital):
I can't say I was sad at first, I was just determined
to keep him alive.

I was sad at 6 months when I

realized he wouldn't meet some milestones and at grade
1 and puberty and age 16 and with trigger moments.

After 20 years, these trigger moments surprise me.
They are often unexpected and often extreme, but I
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think a little more acceptance comes after those
(Case 107)

moments.

As these subjects have expressed, and as the subjects
from each group expressed by graph and phrase selection,
grief following a significant loss probably continues on
some level for a lifetime.

For most subjects in this study,

the linear, time-bound model of grief was inadequate to
describe resolution or adjustment over time.
The third hypothesis was stated as follows:

Distinct

factors of initial grief, present grief, recurrent sorrow,
and depression exist for persons who have experienced a
significant loss.

= 109),

Using the pooled sample data (N

a

four factor solution (principal axis factor method, varimax
rotation) was specified.

The items loaded by their

respective scales of origin for depression, initial and
present grief, and for recurrent sorrow.

An oblimin

rotation was also specified to test the constraint of
orthogonality.

After comparing the patterns of factor

loadings between the rotational methods, the orthogonal
solution was retained over the oblique solution.

Because

the items loaded on separate, orthogonal factors, the
constructs represented by the factors were supported as
separate constructs.

The third hypothesis was supported.

Though the recurrent sorrow pattern was selected by the
majority of subjects, when depression was crosstabulated
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with graph and narrative selection, those persons who had
higher levels of depressive symptomatology (CES-D score of
16 or more) more often selected the recurrent sorrow items
than did those subjects who were not depressed.

In other

words, both groups were more likely to select the recurrent
sorrow graph and phrase, but depressed subjects selected the
recurrent sorrow pattern at an even higher percentage than
the non-depressed sUbjects.
There were graph and phrase options that represented
depression, yet, across the pooled sample, only three
subjects (one from each group) selected both the graph and
phrase representative of depression.

Only two subjects who

were categorized as depressed selected the graph or
naLrative representing persistent sadness or depression.
This would imply that most subjects who scored above 16 on
the CES-D did not view their response to loss as one of
depression, characterized by persistent sadness.

Instead,

most subjects who scored above 16 selected the recurrent
sorrow pattern,

indicative of fluctuating, rather than

persistent, sadness.
This finding may have dramatic implications for how
grief is conceptualized.

In the past, many investigations

have examined grief indirectly, by looking at depression.
This was done partly because of the paucity of
instrumentation designed to measure grief directly and
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partly because of the assumption that depression was a
component of grief.

Because after a significant loss people

score higher on depression scales (which include items about
sadness and emptiness), most studies have concluded that
grief includes a component of depression.
with minor exception, no subject in this study selected
depression as a pattern of adjustment following loss.

The

subjects did, however select recurrent sorrow as the
predominant pattern.

When divided into groups of depressed

and non-depressed, most subjects still selected recurrent
sorrow, though the non-depressed were significantly
different than the depressed.

Non-depressed selected

recurrent sorrow just over half of the time (55.9%) while
depressed selected recurrent sorrow 83.9% of the time.
The traditional explanation for this finding would be
that people who continue to have recurrence of grief, are
also depressed and should score higher on the scale because
of their depression.

If, however, the depression measure

taps dimensions of sadness and emptiness that commonly
persist following a significant loss, the sadness would be
equated with depression and distinguishing features between
the two emotions would be lost.

A compelling argument for

differentiating between sadness and depression is that
subjects did not select the depression graph or phrase.
Rather, they consistently selected the recurrent sorrow
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options.

It follows that those persons who did not feel as

much sadness and scored lower on the depression scale would
also have selected the linear ascent graph and phrase.

The

argument turns on whether depression can be differentiated
from sadness.
The diagnostic criteria for depression (American
psychiatric Association, 1987) includes a disturbance in
self-regard as an element of depression, an element not
included in uncomplicated grief.

This point would be

invaluable to examine in future research.

If sadness is

different from depression, then subjects would be expected
to score in the normal range on self-esteem measures even if
the depression measure scores were also high.

This

intriguing distinction, suggested by the data, requires
additional study in future research.

Examination of Related Variables
Data analysis focused on examination of pattern of
resolution following significant loss.

However, to justify

similarity across groups before subsequent analysis of the
pooled data, several variables were also analyzed for
similarity across the groups.

The groups were examined for

similarity of age, gender, marital status, ethnicity,
education, income, relational ties, living arrangements, and
time since loss.

As expected, there were differences of 1)
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age (Congenital were younger than Acguired), 2) relational
ties (all groups represented different relationships with
loved ones), 3) living arrangements (congenital differed
from the other two groups in that most children lived with
their parents), and 4) time since loss (Congenital loss was
of greater duration that Bereaved).

These expected

differences were due to the Congenital group being comprised
of parents of disabled children.

The other groups

represented a wider variety of relationships.
Congenital and Acguired were also compared with respect
to how disabled they perceived their loved one to be, future
expectations for improvement in the loved one's functioning,
and how much they were bothered by the loved one's
disability.

There were no differences between the groups.

All three groups were compared with respect to whether
the loss was expected, perceived responsibility for the
disability/death, and change in spirituality resulting from
the disability/death.

Only one significant difference was

found for these variables.

The Bereaved group was more

likely to have expected the loss than either of the other
groups.
This expected finding is considered in light of
theories of anticipatory grief.

In a recent study of grief

resolution among bereaved spouses, Ransford and smith (1991)
suggest that awareness of impending death permits
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anticipatory grief, which in turn, leads to better
acceptance following the actual death.

By extension, those

who do not have awareness of the impending loss may have a
more difficult time with resolution.

In the current study,

most participants in the disabled groups did not expect the
loss, while half of the bereaved subjects did expect the
loss.

There were no significant differences across the

groups with respect to graph or descriptive phrase
selection.

Expectancy of loss did not influence the

selection pattern for these items.

However, when the

graphic data were examined, Bereaved had 3 of the 4 time
periods in which there were fewer fluctuations in data
points over time when compared to the other two groups.
Except for 6 to 10 years since loss, Bereaved resolution in
the other time periods appeared smoother, with less dramatic
fluctuation over time.
There were several other interesting findings in the
data that related to relationships between variables.

For

example, higher levels of attachment were correlated with
longer time in the relationship and greater age of the loved
one.

This finding might suggest that the parents of young,

disabled or deceased children did not perceive their
attachment to their child to be as great as did other
subjects to their loved ones.
explanation for the finding,

While this might be an
it also might be an effect of
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the instrumentation that measured attachment.

Many of the

attachment scale (LAAS) items related to feelings of trust
and mutual support, which would not necessarily apply to a
birth-disabled child.

Supporting this interpretation were a

few written comments on the scale (from Congenital subjects)
stating that some of the questions did not apply to a
relationship with a young child.
methodological problem.
measures are required.

This poses an interesting

To compare the groups, parallel
However, in order to be consistent

with the time at which feelings of attachment are
referenced, i.e., when the loss is first learned of, the
measure should be parallel for adult relationships and for
relationships between parents and infants.

These feelings

and behaviors probably differ, so one scale probably cannot
capture both levels of attachment.

It seems, therefore,

that comparative studies would need to either change the
time at which the attachment (relative to the loss) was
evaluated, or allow separate measures of attachment without
the criterion of parallel items.

Relationships Among Independent and Dependent Variables
Not included in testing of the hypotheses and the
several demographic level independent variables was testing
of the bivariate correlations of the independent and
dependent variables in the study.

Attachment, indexed the
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Lipson-Parra Adult Attachment Scale (LAAS) , was a
theoretical underpinning for this research.

Stronger

attachment with the disabled/deceased loved one was
predicted to result in a more difficult course of grief.
Attachment was correlated with four of the other six
variables.

Small, positive correlations existed between

attachment and spirituality (r
grief (r
.05).

.19, p

~

=

.20, P

~

.05), initial

.05), and recurrent sorrow (r

=

.23, P

~

A moderate, positive correlation was found with

present grief (r

=

.33, P

~

.001).

As predicted, higher

levels of attachment were related to higher levels of grief
and recurrent sorrow.
The correlation between attachment and spirituality was
of interest.

Do persons with higher spirituality perceive a

stronger attachment to a loved one?

Or, does a disrupted,

strong attachment evoke feelings of spirituality?

Subjects'

notations on the spirituality scale were used in sorting out
the probable meaning of this relationship.

In a expressive

summary of the complexity of these relationships, one mother
of a birth-disabled boy wrote:
I did practice a conventional Christianity.

I don't

anymore because of the profound influence of the boy however, I have a deeper spirituality.

It would take a

long evening with a good glass of wine to describe this

206

interrelation of spirituality and acceptance of grief,
life and disability.

(Case 107)

In a more concrete description of the relationship between
spirituality and feeling about his birth-disabled son, a
father wrote:
From my beliefs, I know that opposition, pain, and
suffering are essential to spiritual growth.

(Case 159)

Another comment relating spirituality to other relationships
in life was from a woman whose mother had died:
My relationship with Jesus Christ is the most important
thing in my life.

I know he loves me and he gives me

the love that I have for my family, friends, and
neighbors.

(Case 359)

Though these comments generally supported a strong,
positive relationship between spirituality and life events,
there were several subjects who commented on the negative
side of spirituality.

Expressed in some statements was

anger at a higher being who could no longer be trusted
because of the distress that had been wrought upon the
person.

However, most hand-written comments on the

spirituality scale suggested that the level of spirituality
may predict level of attachment.
Alternately, the effect may have been one of method
bias.

Subjects responding about relationships with

congenitally disabled loved ones also scored lower on the
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attachment scale.

If the scale did not adequately capture

the level of attachment between these persons, then the
correlation between attachment and spirituality would
probably be spurious.
In a post hoc examination of this question, the
correlations between attachment and the other variables were
recomputed after omitting congenital from the analysis.

In

the secondary analysis, attachment was significantly
correlated only with initial grief (r = .24, P

~

.05, N

=

78); the significant correlations with spirituality, present
grief, and recurrent sorrow were not duplicated in the
restricted sample.

Though the original correlations may

have been appropriate for the pooled group, they also may
have been a function of inadequate instrumentation for one
of the subgroups.

This question is clearly in need of

further investigation to determine the nuances of the
relationship between attachment and significant loss.
Spirituality, indexed by the Spiritual Perspective
Scale (SPS) also had a small, negative correlation with
initial grief (r = -.22, P

~

.05).

Higher levels of

spirituality were related to lower levels of initial grief.
Individuals with higher levels of spirituality may have
different resources available to them and, thereby, have
less distress with initial grief.

Again, the narratives
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offer some help with interpretation.

A woman who described

her child's disability wrote:
I do not know how anyone with or without "serious"
problems gets through life without knowing God is
there.

(Case 143)

Those individuals with higher scores on the spirituality
scale may be more likely to turn over the initial distress
of loss to a higher being, so that the acute sorrow was not
so intensely perceived.

It is interesting that the

relationship does not continue to present grief.
spirituality does not seem to provide a similar buffer with
respect to current levels of grief.

Again, this finding

suggests a fascinating question for further study.
Consistent with earlier findings of Reed (1986), women
in the pooled sample scored higher on the SPS.

Women also

were more likely to report that their spirituality had
increased as a result of their loved one's disability or
death.
Another significant correlation between variables
existed for social support and depression.
moderate, negative correlation (r

=

There was a

-.48, P < .001) between

social support, indexed by the Personal Resource
Questionnaire (PRQ85), and depression.
consistent with prior research.

This finding is

In other studies, social

support has had a negative relationship with depression.

By
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extension,

it was suggested that social support was also

negatively correlated with grief.

Less perceived social

support should be correlated with increased grief.

In the

present study, increased depressive symptomatology was
correlated with decreased perceived social support, which
supported the earlier work.

However, the three grief scales

and social support were not related.

This finding adds

further support for the distinction between grief and
depre.ssion.
Interestingly, social support did not correlate with
any of the other variables.

Perceived social support has

been included as something that positively influences grief
outcome.

In light of the absence of relationship between

social support and any of the grief measures, this
relationship must be questioned.

In addition, the

relationship between this variable and depression, but not
the other grief variables, adds support to conceptualization
of the outcome variables as separate and distinct from each
other.
Prominent in the bereavement literature are attempts to
identify variables that affect outcome following loss.
These relationships were similarly examined in the present
study.

Persons who scored higher on the initial grief scale

(TRIG1) were those who had less time to prepare for the loss
and had higher levels of perceived responsibility for their
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loved one's disability or death.

This finding supports the

notion that anticipatory grieving, possible only if the loss
is expected, may have a buffering effect on initial grief.
This same relationship was not demonstrated for present
grief or recurrent sorrow.
Across all measures of distress, those subjects who
were more bothered by the disability and those who selected
the recurrent sorrow graph and phrase also scored higher on
the outcome indices.

These three items successfully

predicted scores on each of the longer scales.

This finding

has interesting implications for assessment of an
individual's distress with respect to a particular loss.
with further testing of the instrumentation, ultimately, it
might be possible to estimate a person's distress over time
with a very brief instrument.

Methodologic Limitations
The central limitation of this study was the research
design.

A retrospective design was selected because of

pragmatic constraints related to timing and resources,
however, a longitudinal design would best fit the research
focus, which was pattern of resolution over time.
It was proposed that the subjects would remember enough
of their experience to provide a valid measure of pattern
from memory.

When the graphic representations of grief were
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compared across time, the subjects who had less time since
loss consistently drew fluctuating lines.

However, for

persons who had experienced the initial loss more than 20
years prior to completing the questionnaire, the graphic
representation of the average course of grief over time was
smoother.

The variable course reported so dramatically over

the first few years by the other subjects was missing from
the long-term loss subjects.

It can be questioned whether

this was representative of their course of grief or whether
the smooth shape was a result of a fading of the memory over
time.
Another limitation of the study was small sample size.
The measures of sampling adequacy were within the desirable
ranges, however, the sample was at the lower bound for
stable factor analytic results.

A larger sample is

desirable for ensuring confidence in the results of the
factor analysis.
In addition, the N of congenital and Acquired was
similar, however, both had a smaller N than that of the
Bereaved group.

Though statistical analysis addressed the

unbalanced cells, larger sample sizes for the two smaller
sample size groups would have created a balanced design,
with equal cell sizes for all groups.
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Relevance to Nursing Science
Though this research did not specifically test
interventions, the applied nature of nursing science adjures
a connection between research findings and possible clinical
relevance.

Thus, the findings are reviewed for theoretical

and clinical consideration.
The nature of nursing practice ensures that most nurses
encounter patients who have experienced a significant loss.
Nurses are present to share in the many types of loss that
occur in a health care setting.

For example, nurses are

usually present when clients first learn of their child's
congenital disability.

Nurses are present on the neurology

and rehabilitation units where people attempt to recover
from disabling brain injuries.

Nurses are present when a

loved one dies in a hospital setting.

Because of the

opportunity that nurses have to interact with people who
have suffered significant loss, it is essential for nurses
to appreciate the complexity of human response to loss.
contrary to the staged model of grief resolution that
is so often promulgated, the data from this study suggest
that grief resolution following significant loss fluctuates
over a very long period of time, possibly for the lifetime
of the individual.

certain things can trigger a pronounced,

renewed sense of sorrow even years after the initial loss.
Normal grief does not necessarily end after a year.
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with respect to methodology, the graphic
representations can offer a potentially useful adjunct to
traditional testing of subjects and evaluation of patients
and clients.

with enough graphic data, the images could be

subdivided into any desired grouping.

For example,

projected representations of grief between husbands and
wives following the birth of a disabled child could be
constructed.

counseling following the birth could include

not only examination of the recurrent nature of sorrow over
time, but also a comparison of the course of grief over time
between spouses.

This may help the parents to appreciate

the differences (over time) that might arise between their
responses.

Gathering of sufficient data to support normed

graphic representations and evaluation of their usefulness
in clinical assessment and teaching are appropriate pursuits
for future projects in this area.
Most subjects in this study were married, welleducated, employed, and had income that exceeded their
debts.

Each of them had experienced a significant loss, yet

none had been immobilized from further movement in their own
life.

For most subjects, the loss retained a place in their

lives; the sorrow of the loss periodically returned.
Essential to understanding the relationship between loss and
response over time, is an appreciation of the dynamic and
persistent nature of grief.

Though grief does not persist
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as the focus of one's life, neither does it "resolve" after
a year.

Feelings about a significant loss are incorporated

into the fabric of one's life - forever part of the person.
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TH[ UNIV[RSITY OF

~oUege

ARIZONA

of Nursing

HeAlrH SCIENCES C[NTER

Tucson. Arizona 857.!1
(6021626-6154

'9'Ji!J!F
MEMORANDUM
TO:

Cynthia S. Teel, M.S.N., R.N.

FROM:

Leanna Crosby, D.N.Sc., R.N., Director of Intramural Research/'l,.

DATE:

October 21, 1991

SUBJECT:

Human Subjects Review:

'Grief, Chronic Sorrow, and Depression Among Caregivers
and Bereaved'

Your research project has been reviewed and approved by William Denny, M.D., Chairman of the University
of Arizona Human Subjects Committee, and deemed to be exempt from review by their full commillee.
You will be receiving a confirmation letter from Dr. Denny. In addition, your project has been reviewed
and approved as exempt by the College of Nursing Human Subjects Review Committee. A disclaimer may
be used versus a signed consent form. Please be certain that the SUbjects read the disclaimer prior to giving
their oral consent to the research.
We wish you a valuable and stimulating experience \vith your research.

LC/ms
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THE UNIVERSITY Of
Lluman Subject Committee

ARIZONA
HEALTH SCIENCES CENTER

--....;.,.,..-

1690 N, Warren (Bld~ 5266)
Tucson. Anzona 85n4
(6021626·6721 or 626·7575

October 18, 1991
cynthia S. Teel, H.S.N., R.N.
College of Nursing
Arizona Health Sciences Center
RE: GRIEF, CHRONIC SORROW, AND DEPRESSION AMONG CAREGIVERS AND
BEREAVED

Dear Hs. Teel:
We received documents concerning your above cited project.
Regulations published by the U.S. Department of Health and Human
Services [45 CFR Part 46.101{b) (3)] exempt this type of research
from review by our Committee.
Please be advised that approval for this project and the
requirement of a subject's consent form is to be determined by your
department.
Thank you for informing us of your work. If you have any questions
concerning the above, please contact this office.
Sincerely yours,

(J.-II ,o'\lll" ~....
;S-~--

William F. Denny, H.D.
Chairman,
Human Subjects Committee
WFD:sj
cc: Departmental/College Review Committee

218

APPENDIX B
DISCLAIMER STATEMENT

219
Title: Grief, Chronic Sorrow, and Depression Among
Caregivers and Bereaved
The purpose of this study is to explore the emotional
aspects of distress that often follow a significant loss.
Several groups of people will participate in the study; each
group having experienced a different type of loss. The
items in the questionnaire inquire about the type of loss
you have experienced, the feelings you had at the time of
loss and the feelings you have now about the loss. It
should take about 15 minutes to complete the questionnaire
packet.
You are being asked to voluntarily give your opinion on the
statements in this questionnaire. By responding to the
questionnaire, you will be giving your consent to
participate in the study. Your name is not on the
questionnaire, and you may chose not to answer some or all
of the questions, if you so desire. Your questions will be
answered and you may withdraw from the study at any time
with no consequences whatsoever. Although there are no
known risks involved in your participation, you may
experience some sadness when recounting your experience of
loss.
The overall aim of this study is to help nurses gain a
better understanding of what it means to experience loss not only right away, but also after some time has passed.
Your participation is greatly appreciated.

Investigator:
cynthia S. Teel, M.S.N., R.N.
Doctoral Candidate
College of Nursing
University of Arizona
Tucson, AZ 85721
(602) 626-6154 (W) - to leave message
(602) 797-1156 ~m~CLAIMER STATEMENT
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Hilary B. Lipson-Parra~ Ph.D., R.N.
6905 Fence Line Dr.
Austin, Texas 78749

September

Dear

14~

1991

Cynthia~

I am enclosing a copy

of my adult attachment scale

along with some scoring guidelines.

I enjoyed our

telephone conversation last week, and am delighted by your
interest in my instrument.

If you decide to use the scale

in your research, I would appreciate any relevant data
that you might collect.
Good luck in the pursuit of your studies.
thoroughly enjoyed your visit with your parents,
sorry ! missed meeting them.

Hilary B. Lipson-Parra

I hope you
I am
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Request

FOIlD

I request pennission to copy the Spiritual Perspective Scale (SPS) for use in my
~h

entitled,

Quantification of Grief and Chronic Sorrow Across Caregiver

and Comparison Groups

In exchange for this pennission, I agree to submit to Dr. Reed a copy of the following:

1.

An abstract of my study purpose and findings, especially which includes the correlations
between the SPS scale scores and any other measures used in my study. (This will be
used by Dr. Reed to assess construct validity).

2.

The reliability coefficient as computed on the scale from my sample (Cronbach's alpha).

3.

A copy of the one-page scoring sheet for each subject tested.

4.

My data coding dictionary (if data are sent on disk).

Any other information or findings that could be helpful in assessing the reliability or validity of the
instrument would be greatly appreciated (e.g. problems with items, comments from subjects, other
findings).
This data will be used to establish a normative data base for clinical populations. No other use will
be made of the data submitted. Credit will be given to me in reports of nonnative statistics that
make use of the data I submitted for pooled analyses.

CT<Slgnature)
~L~

Position and Full Address

_D...;o...:;c..;;,to,;..;r...:;a;,.;.l_C;:.:a:;;.;n~d.:..:id:..:a:...:t.::.e_ _ _ _ _ _ _ _ __

1601 W. Canyon Shadows Lane
Tucson, AZ

85737

Permission is hereby granted to copy the SPS for use in the research described above.

Please send two sjgned copies of this form, and a self-addressed, stamped envelope to:
Pamela G. Reed, Ph.D., R.N.

College of Nursing
University of Arizona
Tucson, Arizona 85721

223

CoUege of Nursing

MONTANA
STATE
UNIVERSITY

I

Sherrick Hall
Bozeman. MT 59717-0356
'Jelephone 4()o'994-3783
FAX
4Q0.994-6020

November 18, 1991
cynthia S. Teel, MSN,RN
Doctoral Candidate
College of Nursing
University of Arizona
Tucson, AZ 85721
Dear Ms. Teel
Thank you for your recent letter. I am pleased that you are
interested in the PRQ85 for use in your research project. If you find
it meets your needs, you have my permission to use it and reproduce as
many copies as you will require. As we do not have any record of your
requesting a PRQ from us, I have enclosed a packet. You will find a
copy of the PRQ85, the directions for scoring, the suggested
demographic information, and some additional results from the
continued psychometric evaluation of the PRQ. Much of our work is
published, but if you have specific questions please do contact me.
Our latest article entitled "Social support: Assessment of validity",
is in the July/August 1990 issue of Nursing Research.
As we continue to work with the refinement and development of the PRQ
we are likewise beginning to collect and to collate data sets provided
by researchers who have used the PRQ. One specific aim is to have a
systematized data base that would provide a source of comparison
across studies, populations, situations etc. If you are willing to
share your data set we would be most happy to include it in this
growing data base. I have included the list of demographic variables
that should be sent with the data.
The PRQ has been designed with two distinct parts. Part 1 can address
some aspects of the network structure and provides descriptive data
regarding situational support. Part 2 is a scale developed to measure
the level of perceived social support based on the work of Robert
Weiss. While Part 1 can be used without Part 2 or Part 2 without Part
1 we ask that no items or questions be changed/deleted, or the item
sequence altered in any way. If you feel you need to change specific
items to meet the aims of your research, I would ask that you submit
them to me for review.
Please remember that the tool must be identified, in your
questionnaire, as the Personal Resource Questionnaire and authorship
of the tool acknowledged in any publication or communication regarding
the tool. Please send three dollars to help with the expenses of this
mailing. Thank you for your interest in the PRQ. I wish you well in
your research.
Sincerely,

~VJ~

Clarann Weinert, SC, PhD, RN
Associate Professor

Mounf4lns and Minds • The Second Century
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THOMAS R. FASCHINGBAUER, Ph.D.

HousroN, IX 77006
(713) 523-6765

PSYCHOLOGIST

July 11, 1991
Cynthia Teel
Dear Cynthia,
This letter is to give you my perrrusslOn to use the Texas Revised
Inventory of Grief in your research. However, I do request that the
results of your study using the TRIG be sent to me. This will enable
me to keep the TRIG updated to the best of my ability.

Thomas

,. . . .

..t

225

APPENDIX D
DEMOGRAPHIC QUESTIONNAIRE

226
Today's date: ________________

Packet Number:

DEMOGRAPHIC QUESTIONNAIRE
(congenital & Acguired)
P1ease answer these questions about yourse1f.
(Circle the number of only one response for each
question)

Sex:
1
2

Female
Male

Your age now: ----------Marital status:
1
Single, never married
Married (# of years in this marriage
2
3
Separated
Divorced
4
5
Widowed
6
Other, please specify
Ethnic origin:
1
White
African-American
2
3
Hispanic
4
Native American
5
Oriental
6
Other, please specify
Education:
1
2
3
4

5
6
7

Less than high school
Some high school
High school diploma
Trade or business school
Some college
College degree
Graduate or professional degree

occupation:
Employment Status:
1
Employed (or student) full-time
2
Employed (or student) part-time
3
Homemaker
4
Retired
5
Unemployed, seeking work
6
Other, please specify

---------------------------
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Family income:
Not enough to make ends meet
1
Just enough to pay the bills
2
Enough to pay bills, with little money left over
3
Enough to pay bills, with moderate money remaining
4
Enough to pay bills, with large amount left over
5
Please answer these questions about your loved one who is
disabled.

(Circle the number of only one response for each
question)
This person is:
1
Female
2
Male
How old is this person now?
How is this person related to you?
Spouse
1
Child
2
Parent
3
Sibling
4
Other relative
5
Friend
6
In what year did he/she become disabled?
What is the nature of this person's disability?
Down syndrome
1
Traumatic brain injury
2
Other, please specify
3
How long did you know this person before his/her disability?
Disability was present at birth
1
Less than a year
2
1 - less than 5 years
3
5 - less than 10 years
4
10 - less than 15 years
5
More than 15 years
6
How long did you have to prepare for his/her disability?
1
No time at all, the disability was sudden
Less than a week
2
One week to one month
3
More than a month
4
5
Other, please specify
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His/her disability was:
1
Expected
2
Unexpected
In your opinion, how disabled is this person?
Very disabled
1
Moderately disabled
2
Slightly disabled
3
Not at all disabled
4
other, please specify ______________________
5
How much does this disability bother you?
Bothers me very much
1
Bothers me moderately
2
Bothers me slightly
3
Does not bother me
4
Do you feel responsible for his/her disability?
Feel very responsible
1
Feel moderately responsible
2
3
Feel slightly responsible
Do not feel responsible
4
How do you expect his/her disability to change in the
future?
Will become more disabled over time
1
Will stay at the same level of disability
2
Will improve somewhat over time
3
will recover completely
4
compared to you, where does this person live now?
Same house or apartment
1
2
Different apartment or house; same building or
street
Different neighborhood; same city
3
Different city; same state (or province)
4
Different state (province) or country
5
Compared to you, where did he/she live before the
disability?
1
Same house or apartment
2
Different apartment or house; same building or
street
3
Different neighborhood; same city
4
Different city; same state (or province)
5
Different state (province) or country
6
N/A, disability has been present since birth
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If you and your loved one DO NOT live in the same house now:

How often do you see this person?
Daily
1
2
At least once a week
3
At least once a month
4
Several times a year
5
Less than once a year
How often do you speak with this person on the telephone?
1
Daily
2
At least once a week
3
At least once a month
4
Several times a year
5
Less than once a year
How often do you and this person exchange letters,
postcards, or tape recordings?
1
Daily
2
At least once a week
3
At least once a month
4
Several times a year
5
Less than once a year
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Today's date: ________________

Packet Number:

DEMOGRAPHIC QUESTIONNAIRE
(Bereaved)
Please answer these questions about yourself.
(Circle the number of only one response for each
question)

Sex:
1
2

Female
Male

Your age now:

-----------

Marital status:
1
Single, never married
2
Married (# of years in this marriage
3
Separated
4
Divorced
5
Widowed
6
Other, please specify
Ethnic origin:
1
White
African-American
2
3
Hispanic
4
Native American
5
Oriental
6
Other, please specify
Education:
1
2
3
4
5
6
7

Less than high school
Some high school
High school diploma
Trade or business school
Some college
College degree
Graduate or professional degree

occupation:
Employment Status:
1
Employed (or student) full-time
2
Employed (or student) part-time
3
Homemaker
4
Retired
5
Unemployed, seeking work
6
Other, please specify
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Family income:
Not enough to make ends meet
1
Just enough to pay the bills
2
Enough to pay bills, with little money left over
3
Enough to pay bills, with moderate money remaining
4
Enough to pay bills, with large amount left over
5
Please answer these questions about your loved one who has
died.
(circle the number of only one response for each
question)

This person was:
1
Female
2
Male
How old was this person when he/she died?
How was this person related to you?
Spouse
1
Child
2
3
Parent
4
Sibling
Other relative
5
Friend
6
In what year did he/she die?
This person's death followed a:
1
Brief illness
2
Lengthy illness
3
Trauma (car accident, etc.)
4
other, please specify
How long did you know this person before his/her death?
Disability was present at birth
1
Less than a year
2
3
1 - less than 5 years
4
5 - less than 10 years
5
10 - less than 15 years
6
More than 15 years
How long did you have to prepare for his/her death?
1
No time at all, the death was sudden
Less than a week
2
3
One week to one month
4
More than a month
5
Other, please specify
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His/her death was:
1
Expected
2
Unexpected
Do you feel responsible for his/her death?
1
Feel very responsible
2
Feel moderately responsible
3
Feel slightly responsible
4
Do not feel responsible
Compared to you, where did this person live before his/her
death?
Same house or apartment
1
Different apartment or house; same building or
2
street
Different neighborhood; same city
3
Different city; same state (or province)
4
5
Different state (province) or country
If you and your loved one DID NOT live in the same house:

How often did you see this person?
1
Daily
At least once a week
2
At least once a month
3
4
Several times a year
Less than once a year
5
How often did you speak with this person on the telephone?
1
Daily
2
At least once a week
At least once a month
3
Several times a year
4
5
Less than once a year
How often did you and this person exchange letters,
postcards, or tape recordings?
1
Daily
2
At least once a week
3
At least once a month
4
Several times a year
5
Less than once a year
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LIPSON-PARRA ADULT ATTACHMENT SCALE
(Congenital & Acquired)
Think back to the time you learned of your loved one's
disability and consider how you felt about your loved one AT
THAT TIME.
Please circle the number that best describes
your feelings regarding each statement.
1
2
3
4

=

Not at all true
Slightly true
Mostly true
Completely true

A. He/she is the one special person
living at this time to whom I feel
the closest.

1

2

3

4

B. I can count on this person to
stand by me (with emotional support).

1

2

3

4

c. I look to this person for
guidance, advice or-opinions.

1

2

3

4

D. I feel secure when I am with this
person.

1

2

3

4

E.

1

2

3

4

F. This person motivates me to enjoy
life.

1

2

3

4

G. I feel safe when I am with this
person.

1

2

3

4

H. If I were ill I would like to
have this person nearby.

1

2

3

4

I. I can count on this person to be
available whenever I need him/her.

1

2

3

4

J. Knowing this person is available
if I need him/her gives me
confidence.

1

2

3

4

K. This person listens to my
problems and worries.

1

2

3

4

L. I can share my most private
feelings with this person.

1

2

3

4

I love this person.
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M.

I know this person very well.

1

2

3

4

N.

I can relate to this person.

1

2

3

4

I can express a need for caring
and comforting from this person.

1

2

3

4

P.
I like spending time with this
person.

1

2

3

4

Q.
I hope I will always have a close
relationship with this person.

1

2

3

4

R.
Although I can handle crises on
my own, I prefer having this person
available for support.

1

2

3

4

s. I feel comfortable showing
affection towards this person.

1

2

3

4

T.
I frequently think about this
person.

1

2

3

4

o.
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LIPSON-PARRA ADULT ATTACHMENT SCALE
(Bereaved)
Think back to the time you learned of your loved one's death
and consider how you felt about your loved one AT THAT TIME.
Please circle the number that best describes your feelings
regarding each statement.
1
Not at all true
2 = Slightly true
3 = Mostly true
4
Completely true
A. He/she was the one special person
to whom I felt the closest.

1

2

3

4

B. I could count on this person to
stand by me (with emotional support).

1

2

3

4

C.
I looked to this person for
guidance, advice or opinions.

1

2

3

4

D.
I felt secure when I was with
this person.

1

2

3

4

E.

1

2

3

4

F. This person motivated me to enjoy
life.

1

2

3

4

G.
I felt safe when I was with this
person.

1

2

3

4

H. If I were ill I would have liked
to have this person nearby.

1

2

3

4

I.
I could count on this person to
be available whenever I needed
him/her.

1

2

3

4

J. Knowing this person was available
if I needed him/her gave me
confidence.

1

2

3

4

K. This person listened to my
problems and worries.

1

2

3

4

L.
I shared my most private feelings
with this person.

1

2

3

4

I loved this person.
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M.

I knew this person very well.

1

2

3

4

N.

I could relate to this person.

1

2

3

4

I could express a need for caring
and comforting from this person.

1

2

3

4

P. I liked spending time with this
person.

1

2

3

4

Q.
I always had a close relationship
with this person.

1

2

3

4

R. Although I could handle crises on
my own, I preferred having this
person available for support.

1

2

3

4

I felt comfortable showing
affection towards this person.

1

2

3

4

T. I frequently thought about this
person.

1

2

3

4

o.

s.
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SPIRITUAL PERSPECTIVE SCALE
(All Groups)
A person's spiritual views may be an important part of their
life.
In general, spirituality refers to an awareness of
one's inner self and a sense of connection to a higher
being, nature, others, or to some purpose greater than
oneself. There are no right or wrong answers to the
questions below.
Answer each question to the best of your ability by marking
an "X" in the space above the group of words that best
describes you.

1. In talking with your family or friends, how often do you
mention spiritual matters?
/
/
/
/~--:--_/~--:---_/--:::-;-----:--_/
Not at
Less than About once About once About once About
all
once/year a year
a month
a week
once a
day
2. How often do you share with others the problems and joys
of living according to your spiritual beliefs?

/ ---:----:--/

Not at
all
3.

/

/

/

/

Less than About once About once~A~b-o-u-t~-o-nc-e~A~b-o-u~t--once/year a year
a month
a week
once a
day

/

How often do you read spiritually-related material?

/
/
/
/
/
/
/
N-ot-;------;--Less than About once About once About once About
at
all
once/year a year
a week
a month
once a
day
4.

How often do you engage in private prayer or meditation?

/ ---:----:--/

Not at
all

/

/

/

/

Less than About once About once~A~b-o-u~t~o--nce About
once/year a year
a month
a week
once a
day

/
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Please indicate the degree to which you agree or disagree
with the following statements by marking an "X" in the space
above the words that best describe you.
5.

Forgiveness is an important part of my spirituality.

/

s~t-r-o-ng-l~y---

I

Disagree

/

disagree

Disagree
more than
agree

/

/

Agree
Agree
more than
disagree

/~__~/

Strongly
agree

I seek spiritual guidance in making decisions in my
6.
everyday life.

/

Strongly
disagree

I

Disagree

/

Disagree
more than
agree

/

/

/

Agree
Agree
more than
disagree

Strongly
agree

/

My spirituality is a significant part of my life.
/
/
/
/
/
strongly
Disagree Disagree
Agree
Agree
Strongly
disagree
more than more than
agree
agree
disagree
7.

/--~~_I

8. I frequently feel very close to God or a "higher power"
in prayer, during public worship, or at important moments in
my daily life.
/~--~--/~------/
/~------/~----_/-=~--~/
strongly
Disagree Disagree
Agree
Agree
Strongly
disagree
more thaT.~· more than
agree
disagree
agree

My spiritual views have had
/
/
/
I
Disagree Disagree
Strongly
more than
disagree
agree
9.

10.
it

an influence on my life.

/

Agree
Agree
more than
disagree

/

Strongly
agree

/

My spirituality is especially important to me because
answers many questions about the meaning of life.
/-:---::---1
I
/
/
/-=-:_~_/
Strongly
Disagree Disagree
Agree
Agree
Strongly
disagree
more than more than
agree
agree
disagree
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Do you have a~y views about the importance or meaning of
spirituality In your life that have not been addressed by
the previous questions?

How has your spirituality changed as a result of your loved
one's disability/death?
/
/
/
/
/
/
/

Now much Moderately Slightly Slightly Moderately Now much
less
less
less
more
more
more
spiritual spiritual spiritual spiritual spiritual spiritual
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PERSONAL RESOURCE QUESTIONNAIRE 85, PART 2
(All Groups)
Below are statements with which some people agree and others
disagree. Please read each statement and circle the
response most appropriate for you. There are no right or
wrong answers.
1
STRONGLY DISAGREE
2 = DISAGREE
3
SOMEWHAT DISAGREE
4
NEUTRAL
5
SOMEWHAT AGREE
6 = AGREE
7 = STRONGLY AGREE
A. There is someone I feel close
to who makes me feel secure.

1

2

3

4

5

6

7

B. I belong to a group in which I
feel important.

1

2

3

4

5

6

7

C. People let me know that I do well
at my work (job, homemaking).

1

2

3

4

5

6

7

D. I can't count on my relatives and
friends to help me with problems.

1

2

3

4

5

6

7

E. I have enough contact with the
person who makes me feel special.

1

2

3

4

5

6

7

F. I spend time with others who have
the same interests that I do.

1

2

3

4

5

6

7

G. There is little opportunity in my
life to be giving and caring to
another person.

1

2

3

4

5

6

7

H. Others let me know that they
enjoy working with me (job,
committees, projects).

1

2

3

4

5

6

7

I. There are people who are
available if I needed help over an
extended period of time.

1

2

3

4

5

6

7

J. There is no one to talk to about
how I am feeling.

1

2

3

4

5

6

7
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K. Among my group of friends we do
favors for each other.

1

2

3

4

567

L.
I have the opportunity to
encourage others to develop their
interests and skills.

1

2

3

4

567

M. My family lets me know that I am
important for keeping the family
running.

1

2

3

4

567

N.
I have relatives or friends who
will help me out even if I can't pay
them back.

1

2

3

4

567

When I am upset there is someone
I can be with who lets me be myself.

1

2

3

4

567

P. I feel no one has the same
problems as I.

1

2

3

4

567

I enjoy doing the little "extra"
things that make another person's
life more pleasant.

1

2

3

4

567

R.
I know that others appreciate me
as a person.

1

2

3

4

5

6

7

s. There is someone who loves and
cares about me.

1

2

3

4

5

6

7

T.
I have people to share social
events and fun activities with.

1

2

3

4

5

6

7

U.
I am responsible for helping
provide for another person's needs.

1

2

3

4

5

6

7

If I need advice there is someone
who would assist me to work out a
plan for dealing with the situation.

1

2

3

4

5

6

7

W.
I have a sense of being needed by
another person.

1

2

3

4

5

6

7

o.

Q.

v.
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X.
People think that I'm not as good
a friend as I should be.

1

2

3

4

5

6

7

If I got sick there is someone to
Y.
give me advice about caring for
myself.

1

2

3

4

5

6

7
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TEXAS REVISED INVENTORY OF GRIEF
PART I: PAST FEELINGS AND ACTIONS
(congenital & Acquired)
Think back to the time of you learned of your loved one's
disability. Answer the following items about your feelings
and actions AT THAT TIME by indicating whether each item is:
1
2
3
4
5

Completely false

= Mostly false
= Both true and
= Mostly true

false

Completely true

Circle the number that best represents your feeling about
each question.
A. After I learned of his/her
disability, I found it hard to get
along with certain people.

1

2

3

4

5

B. I found it hard to work well
after I learned of his/her
disability.

1

2

3

4

5

c. After I learned of his/her
disability, I lost interest in my
family, friends, and outside
activities.

1

2

3

4

5

D.
I felt a need to do things that I
thought he/she would have wanted to
do except for the disability.

1

2

3

4

5

E.
I was unusually irritable after I
learned of his/her disability.

1

2

3

4

5

F.
I couldn't keep up with my normal
activities for the first three months
after I learned of his/her
disability.

1

2

3

4

5

G.
I was angry with him/her for the
changes that were taking place.

1

2

3

4

5

H.
I found it hard to sleep after I
learned of his/her disability.

1

2

3

4

5
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TEXAS REVISED INVENTORY OF GRIEF
PART II: PRESENT FEELINGS
(Congenital & Acquired)
Now consider how you presently feel about your loved one's
disability. Answer the following items about your feelings
and actions AT THIS TIME by indicating whether each item is:
1 = Completely false
2
Mostly false
3 = Both true and false
4
Mostly true
5 = Completely true
Circle the number that best represents your feeling about
each question.
A. I still want to cry when I
think of his/her disability.

1

2

3

4

5

B. I still get upset when I think
about his/her disability.

1

2

3

4

5

C. I cannot accept his/her
disability.

1

2

3

4

5

D. Sometimes I very much miss this
person as I had imagined he/she could
have been.

1

2

3

4

5

E.
Even now it's painful when I
imagine how he/she could have been.

1

2

3

4

5

F. I often think about his/her
disability.

1

2

3

4

5

G. I hide my tears when I think
about his/her disability.

1

2

3

4

5

H. No one will ever take the place
that I imagined he/she would have in
my life.

1

2

3

4

5

I.
I can't avoid thinking about
his/her disability.

1

2

3

4

5

J. I feel it's unfair that he/she is
disabled.

1

2

3

4

5
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K.

Things and people around me still
remind me of how I imagined this
person would be.

1

2

3

4

5

L.
I am unable to accept his/her
disability.

1

2

3

4

5

M.
At times I feel the need to cry
because of his/her disability.

1

2

3

4

5
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TEXAS REVISED INVENTORY OF GRIEF
PART I: PAST FEELINGS AND ACTIONS
(Bereaved)
Think back to the time of you learned of your loved one's
death. Answer the following items about your feelings and
actions AT THAT TIME by indicating whether each item is:
1 = Completely false
2
Mostly false
3
Both true and false
4
Mostly true
5
Completely true
Circle the number that best represents your feeling about
each question.
A. After he/she died, I found it
hard to get along with certain
people.

1

2

3

4

5

B.
I found it hard to work well
after he/she died.

1

2

3

4

5

C.
After his/her death, I lost
interest in my family, friends, and
outside activities.

1

2

3

4

5

D.
I felt a need to do things that
he/she had wanted to do.

1

2

3

4

5

E.
I was unusually irritable after
he/she died.

1

2

3

4

5

F. I couldn't keep up with my normal
activities for the first three months
after he/she died.

1

2

3

4

5

G.
I was angry that he/she had left
me.

1

2

3

4

5

1

2

3

4

5

H.

I found it hard to sleep after
he/she died.

251

TEXAS REVISED INVENTORY OF GRIEF
PART II: PRESENT FEELINGS
(Bereaved)
Now consider how you presently feel about your loved one's
death.
Answer the following items about your feelings and
actions AT THIS TIME by indicating whether each item is:
1
2
3
4
5

Completely false
Mostly false
Both true and false
Mostly true
Completely true

Circle the number that best represents your feeling about
each question.
A. I still want to cry when I
think of him/her.

1

2

3

4

5

B. I still get upset when I think
about him/her.

1

2

3

4

5

C.

1

2

3

4

5

D. Sometimes I very much miss
him/her.

1

2

3

4

5

E. Even now it's painful to recall
memories of him/her.

1

2

3

4

5

F.

I often think about him/her.

1

2

3

4

5

G. I hide my tears when I think
about him/her.

1

2

3

4

5

H. No one will ever take the place
he/she used to have in my life.

1

2

3

4

5

I. I can't avoid thinking about
him/her.

1

2

3

4

5

J. I feel it's unfair that he/she
died.

1

2

3

4

5

K. Things and people around me still
remind me of him/her.

1

2

3

4

5

I cannot accept his/her death.
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L. I am unable to accept his/her
death.

1

2

3

4

5

M. At times I feel the need to cry
for him/her.

1

2

3

4

5
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RECURRENT SORROW INVENTORY
(Congenital & Acquired)
Please answer each question based on your feelings about
your loved one's disability.
Circle the number of the
response that best represents your answer to each question.
1
Strongly disagree
2 = Disagree
3
Both disagree and agree
4
Agree
5
Strongly agree
Since my loved one's disability:
A.
Sadness about his/her
disability is now a part of my
life.

1

2

3

4

5

B. There are times when the
sadness about his/her disability is
better, and there are times when
the sadness is worse.

1

2

3

4

5

c.
I have times of happiness and
satisfaction with my loved one.

1

2

3

4

5

D.
certain things can make me feel
very sad about his/her disability.

1

2

3

4

5

E.
I find that sadness about
his/her disability doesn't just go
away, it continues on some level
over the years.

1

2

3

4

5

The three graphs on the following page represent some of the
different experiences people have with sadness or grief
(over a period of time) related to the permanent disability
of a loved one.
Look at each sample graph and SELECT THE ONE that most
closely represents your experience. Mark an "X" next to
your choice.
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GRAPH A shows the person who is very sad upon first
learning of a loved one's permanent disability.
Over time,
the sadness gradually yet steadily goes away. Grief
resolves and does not recur.
Not at all sad
First
learned

0"

disabillty~

Now

_ _ _~

_ _ (A)

Extremely sad
First learned
of loss

Now

GRAPH B shows the person who is very sad upon first learning
of a loved one's permanent disability. The initial grief
subsides somewhat with time, but later something triggers a
renewed sensation of sadness. Triggers are usually certain
'thoughts or events that stimulate a renewed awareness of the
disability. with time, sadness again begins to ease. The
cycle of periodic sadness about the disability continues
over the years.
Not at all sad
First
learned

_ _ (B)

0",

disability

Extremely sad
First learned
Now
of loss
GRAPH C shows the person who is very sad upon first learning
of a loved one's permanent disability. The intense sadness
continues over time, without ever getting much better.
Not at all sad
First

Now

laa.rnac:l
0",

disability

Extremely sad
First learned
of loss

-

_ _ (C)

Now
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In the space that follows, please draw a line that
represents your personal experience with sadness as related
to your loved one's disability.
Describe any particular points on the line that are
important to you. For example, what happened at a high
point on the line? What happened at a low point?
Not at
all sad

Extremely
sad
First learned
of disability

Now

Everyone has felt sadness after losing someone or something
important. Though this initial sadness is common, each
person finds a different way of dealing with the loss over a
period of time.
Considering how you feel about your disabled loved one,
which pattern best describes your experience with sadness
since learning of the disability?
1
2
3
4

Gradual, steady improvement; resolution of grief
Periodic recurrence of sadness over time
Persistent sadness; no real improvement over time
Other, please specify
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RECURRENT SORROW INVENTORY
(Bereaved)
Please answer each question based on your feelings about
your loved one's death. Circle the number of the response
that best represents your answer to each question.
1
2
3
4
5

Strongly disagree

= Disagree

Both disagree and agree
Agree
Strongly agree

Since my loved one's death:
A. Sadness about his/her death is
now a part of my life.

1

2

3

4

5

B. There are times when the
sadness about his/her death is
better, and there are times when
the sadness is worse.

1

2

3

4

5

C. I have times of happiness and
satisfaction since the death of my
loved one.

1

2

3

4

5

D. Certain things can make me feel
very sad about his/her death.

1

2

3

4

5

E. I find that sadness about
his/her death doesn't just go away,
it continues on some level over the
years.

1

2

3

4

5

The three graphs on the following page represent some of the
different experiences people have with sadness or grief
(over a period of time) related to the death of a loved one.
Look at each sample graph and SELECT THE ONE that most
closely represents your experience. Mark an "X" next to
your choice.
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GRAPH
dies.
away.

A shows the person who is very sad when a loved one
Over time, the sadness gradually yet steadily goes
Grief resolves and does not recur.

Not at all sad
I
Time

of

Now

death

i

_ _ (A)

Extremely sad
Now

First learned
of loss

GRAPH B shows the person who is very sad when a loved one
dies. The initial grief subsides somewhat with time, but
later something triggers a renewed sensation of sadness.
Triggers are usually certain thoughts or events that
stimulate a renewed awareness of the death. with time,
sadness again begins to ease. The cycle of periodic sadness
about the death continues over the years.
Not at all sad

0"

Timo
death

_ _ CB)

Extremely sad
First learned
of loss

Now

GRAPH C shows the person who is very sad when a loved one
dies. The intense sadness continues over time, without ever
getting much better.
Not at all sad

Now

Extremely sad
First learned
of loss

-

_ _ (C)

Now
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In the space that follows, please draw a line that
represents your personal experience with sadness as related
to your loved one's death.
Describe any particular points on the line that are
important to you. For example, what happened at a high
point on the line? What happened at a low point?
Not at
all sad

Extremely
sad
First learned
of loss

Now

Everyone has felt sadness after losing someone or something
important. Though this initial sadness is common, each
person finds a different way of dealing with the loss over a
period of time.
considering how you feel about the death of your loved one,
which pattern best describes your experience with sadness?
1
2
3
4

Gradual, steady improvement; resolution of grief
Periodic recurrence of sadness over time
Persistent sadness; no real improvement over time
Other, please specify
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CENTER FOR EPIDEMIOLOGIC STUDIES DEPRESSION SCALE
(All Groups)
For each statement, please indicate how often you felt or
behaved this way - DURING THE PAST SEVEN DAYS. For each
question, circle the number of the response that is most
true for you.

o
Rarely or none of the time (less than 1 day)
1 = Some or a little of the time (1-2 days)
2 = Occasionally or a moderate amount of time (3-4
days)
3
Most or all of the time (5-7 days)
A.
I was bothered by things that
usually don't bother me.

o

1

2

3

B.
I did not feel like eating; my
appetite was poor.

o

1

2

3

C.
I felt that I could not shake off
the blues even with help from my family
or friends.

o

1

2

3

D.
I felt that I was just as good as
other people.

o

1

2

3

E.
I had trouble keeping my mind on
what I was doing.

o

1

2

3

F.

o

1

2

3

G.
I felt that everything I did was an
effort.

o

1

2

3

H.

o

1

2

3

I.
I thought my life had been a
failure.

o

1

2

3

J.

I felt fearful.

o

1

2

3

K.

My sleep was restless.

o

1

2

3

L.

I was happy.

o

1

2

3

M.

I talked less than usual.

o

1

2

3

N.

I felt lonely.

o

1

2

3

I felt depressed.

I felt hopeful about the future.
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o.

People were unfriendly.

P.

I

Q.

0

1

2

3

enjoyed life.

0

1

2

3

I

had crying spells.

0

1

2

3

R.

I

felt sad.

0

1

2

3

s.

I

felt that

0

1

2

3

T.

I

could not get "going".

0

1

2

3

p~ople

disliked me.
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Lipson-Parra Adult Attachment Scale (LAAS)

I

Lipson-Parra Adult Attachment Scale
Item
Number

Ratio of Times Item
Correlates with
other Items

Item
Number

(0.30 - 0.70)

Ratio of Times Item
Correlates with
Other Items
(0.30 - 0.70)

1

19/19

11

14/19

2

11/19

12

17/19

3

11/19

13

17/19

4

10/19

14

16/19

5

18/19

15

14/19

6

19/19

16

16/19

7

13/19

17

18/19

8

17/19

18

15/19

9

11/19

19

14/19

10

10/19

20

12/19

I
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Spiritual Perspective Scale (SPS)

I

Spiritual Perspective Scale
Item
Number

Ratio of Times Item
Correlates with
other Items

Item
Number

Ratio of Times Item
Correlates with
Other Items
(0.30 - 0.70)

(0.30 - 0.70)
1

4/9

6

4/9

2

4/9

7

1/9

3

4/9

8

4/9

4

4/9

9

1/9

5

9/9

10

1/9

I
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Personal Resource Questionnaire, Part 2 (PRQ)

I

Personal Resource Questionnaire
Item
Number

Ratio of Times Item
Correlates with
other Items

Item
Number

(0.30 - 0.70)

Ratio of Times Item
Correlates With
Other Items
(0.30 - 0.70)

1

15/24

14

12/24

2

15/24

15

14/24

3

7/24

16

5/24

4

0/24

17

1/24

5

12/24

18

13/24

6

12/24

19

16/24

7

3/24

20

13/24

8

5/24

21

0/24

9

14/24

22

17/24

10

15/24

23

7/24

11

12/24

24

2/24

12

12/24

25

18/24

13

7/24

I
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Texas Revised Inventory of Grief, Part 1 (TRIGl)
Texas Revised Inventory of Grief, Part 1
Item
Number

Ratio of Times Item
Correlates with
other Items

Item
Number

Ratio of Times Item
Correlates with
Other Items
(0.30 - 0.70)

(0.30 - 0.70)
1

6/7

5

6/7

2

6/7

6

5/7

3

5/7

7

4/7

4

1/7

8

5/7

Texas Revised Inventory of Grief, Part 2 (TRIG2)
Texas Revised Inventory of Grief, Part 2
Item
Number

Ratio of Times Item
Correlates with
Other Items

Item
Number

(0.30 - 0.70)

Ratio of Times Item
Correlates with
Other Items
(0.30 - 0.70)

1

12/12

8

8/12

2

12/12

9

11/12

3

8/12

10

7/12

4

9/12

11

8/12

5

11/12

12

9/12

6

10/12

13

12/12

7

10/12
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Recurrent Sorrow Inventory (RSI)

I

Recurrent Sorrow Inventory
Item
Number

Ratio of Times Item
Correlates with
other Items
(0.30 -

I:

1

Ratio of Times Item
Correlates with
Other Items

Item
Number

(0.30 - 0.70)

0.70)

:~:

I

3/4
3/4
1 :

0/4

1

1

Recurrent Sorrow Inventory-Revised

I

Recurrent Sorrow Inventory-Revised
Item
Number

Ratio of Times Item
Correlates with
Other Items
(0.30 -

1

I2

13/3
3/3

Item
Number

0.70)

I

Ratio of Times Item
Correlates with
Other Items
(0.30 - 0.70)

I:

3/3

I 3/3

I

269

Center for Epidemiologic Studies Depression Scale (CESD)
Center for Epidemiologic Studies Depression Scale
Item
Number

Ratio of Times Item
Correlates with
other Items

Item
Number

Ratio of Times Item
Correlates with
Other Items
(0.30 - 0.70)

(0.30 - 0.70)
1

9/19

11

9/19

2

14/19

12

14/19

3

17/19

13

14/19

4

1/19

14

13/19

5

17/19

15

11/19

6

18/19

16

11/19

7

17/19

17

17/19

8

8/19

18

17/19

9

12/19

19

14/19

10

12/19

20

12/19
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