Reliability and Validity of the Japanese Versions of Grief,
Quality of Past Relationship with the Deceased, and Social Support

Measures in Japanese Elderly Widowed Persons

By

Shizue: Suzuki

A Dissertation

Presented to
Oregon Health Sciences University
Schoo! of Nursing
in partial fulfillment
of the requirements for the degree of
Doctor of Philosophy

March 17, 1997



ii

APPROVED:

_<-

4 : ) ) ’
Jane M. Kirschling, RN, é’{\JS, Professor, University of Rochester
Research Advisor

{_
\
_— / ;

/
Beverly Hoeffer, RN, DNSc, FAAN, Professor
Committee Member

Barbara J. %te\\art PhD. Professor
Committee Member

__ 7

Kate Potempa, RN, DNSc, FAAN, Professor
Dean. Oregon Health Sciences University, School of Nursing




i

ACKNOWLEDGMENTS

This dissertation could not have been completed without the help and support of
many people. First, I would like to thank Dr. Jane Kirschling, my academic and research
advisor. She is a really wonderful mentor. She has been so warm, has always taken time
to listen to me, and has provided timely encouragement and invaluable support
throughout my doctoral program. Her vast knowledge of the literature on grief and
widowhood and expertise in conducting research made a major contribution to the
development of this research.

I would also like to thank Dr. Barbara Stewart, a member of the dissertation
committee, for providing me invaluable help and encouragement. The statistical analysis
could not have been completed without her expertise. I would like to acknowledge the
support of Dr. Beverly Hoeffer, a member of the dissertation committee. Her valuable
comments and expertise in conducting research on depression and loneliness have been
extremely helpful for my dissertation.

T would like to thank Dr. Thomas Faschingbauer, who developed the Texas
Revised Inventory of Grief, for giving me permission to translate the measure into
Japanese and providing valuable comments and suggestions during the translation
process. 1 would like to acknowledge Shoko Arakawa, Yoshiko Yamashita, and Yuko
Spofford, my friends, who translated the selected measures that were developed in the
United States into Japanese.

I would also like to thank Tomoko Inoue, Eiko Chikamori, and Chiemi Onishi,
my friends and Eiko Kanagawa, Sachi Kishida, Sawa Fujita, Ruri Miyata, and Hiroko

Azechi, faculty members from Kochi Women’s University in Japan, for their help with



v

establishing the content validity of the Japanese Widowhood Inventory. 1 would also like
to acknowledge Mieko Yamasaki, Meri Mastumoto, Miki Tokinaga, and Junko Abe,
faculty members at Kochi Women’s University, for their help with subject recruitment.
The faculty members at Kochi Women’s University introduced me to nurse
administrators, nurses, and public health nurses so that I could ask them to provide me
with lists of possible subjects. They also provided me with an office at Kochi Women’s
University and an official residence during data collection for this study.

I also appreciate the nurse administrators, nurses, and public health nurses who
provided me with lists of possible subjects. Special thanks are also offered to the
Japanese widows and widowers who participated in this study. I would also like to
acknowledge the financial support that I received for my doctoral education from Yamaji
Nursing Education and Research Foundation as well as an ICN Tokyo Congress
Scholarship.

I want to thank Ms. Pat Morton for her help in editing my dissertation. 1 would
like to thank Dr. Madeline Schmitt, Dr. Mary Sue Jack, Dr. Jeanne Grace, Ms. Carol
Root, and Ms. Nancy Scott, faculty members and staff at the University of Rochester, for
their friendship and support while I was writing the discussion section of my dissertation
in Rochester, New York.

I would especially like to acknowledge Tku Inoue, my close friend, who has
provided emotional support, has shared her experiences on how to survive graduate
school, and has shared my pleasures and pain during the course of my doctoral program,
She also contributed to my dissertation by assisting with translation procedures, content

validity of the inventory, and subject recruitment. I would also like to thank Yoko



Nakayama, Noriko Tsuda, Dawn Doutrich, and Michael Steigelman, my close friends,
who have provided emotional support and shared pleasures.

I have dedicated this work to my deceased parents. They believed in my abilities
and encouraged me prior to their deaths. They would have been delighted to hear that I
completed this work.

Lastly, I want to thank Junichiro Suzuki, my husband, who has supported and
encouraged me in every possible way over the course of my doctoral program. It would

not have been possible to complete the doctoral program without his support.



ABSTRACT
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Because of changing demographics in Japan, changes in Buddhist services, and
changes in family structure and informal support networks, spousal bereavement is a
significant problem for elderly persons. However, Japanese studies on grief and
adjustment to spousal bereavement are very limited (Kawai, 1984, 1987, 1988; Miyamoto,
1989; Okamura, 1993; Okamura & Kawai, 1987, Suzuki, 1981, 1988; Yamamoto et al,,
1969). This cross-sectional, correlational study evaluated the reliability and validity of
Japanese versions of selected measures developed in the United States. The convenience
sample consisted of 149 Japanese elderly widowed persons, aged 65 to 86 years, who
were bereaved from 2 to 24 months. The subjects completed the Japanese Widowhood
Inventory and returned it anonymously.

The findings supported convergent and discriminant validity of the Texas Revised
Inventory of Grief (TRIG) and Bereavement Items (BI). Hypotheses 1, widowed persons
who are bereaved 1 year or less will have a greater intensity of grief than those who are
bereaved more than one year, was partially supported. Hypotheses 2, widowed persons
who have a better past relationship with the deceased or a happier marriage will have a

greater intensity of grief than those who do not, was fully supported. Factor loadings of
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the grief scales supported the major dimensions that the researchers who developed the
measures identified.

Findings on Satisfaction with Social Support after the death of a spouse supported
Hypothesis 3 through 6, widowed persons who have adequate social support will report
better physical health, higher morale, lower depression scores, and less loneliness than
those who do not. The findings on Satisfaction with Help received prior to the death
supported only Hypothesis 6 (loneliness) and those on Availability of Social Support after
the death did not support any of the hypotheses. There were contradictory findings on the
validity of the quality of the past relationship with the deceased. Hypothesis 2 was
supported, whereas Hypothesis 7, widowed persons who had a past relationship with the
deceased or a happier marriage will have higher morale than those who do not, was not.

Reliability of all scales was assessed using item-total correlations and internal
consistency reliability. Cronbach's alphas for all scales except the 13-item form of
Marlowe-Crowne Social Desirability Scale (M-C SDS) (a = .64) and Health Problem
Scale-Medical (.52) were greater than .70. The majority of the items in the scales except
the M-C SDS had acceptable item-total correlations (.30 or more).

Major findings for key measures were compared with those in other studies
conducted in the United States. Regarding the Center for Epidemiologic Studies
Depression, the mean scores in the Japanese widowed sample were higher than those
reported for elderly widowed persons in the United States. The mean scores in this
sample were also higher on the TRIG and BI than those reported for widowed persons in

the United States.
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These findings are discussed in terms of cultural differences and methodological
issues. Limitations for the current study and implications for future research, as well as
recommendations for application of these findings to clinical nursing practice in Japan, are

discussed.
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CHAPTER 1
INTRODUCTION
In Japan, in 1995, more than 660,000 Japanese elderly persons (aged 65 and
older) experienced the death of their spouses. In the Japanese elderly population in 1995,
about 12.4 % of men and 50.3% of women were widowed (Institute of Population
Problems, 1996). Moreover, the elderly population in Japan is increasing more rapidly
than that of any other industrialized country. It is projected that the overall percentage of
the elderly population in Japan will continue to increase from 14.8% in 1995 to 17 0% in
2000 (Institute of Population Problems, 1996). These demographic data suggest that the
proportion of elderly widowed persons to the entire population will increase rapidly also.
Spousal bereavement has been described as the most disruptive and difficult
transition that an individual may confront throughout his or her life course (Clayton,
1990: Harlow, Goldberg, & Comstock, 1991a; Ohara, 1988; Zisook & Shuchter, 1991a).
The impact of spousal bereavement is multidimensional; that is, it influences a widowed
person physically, emotionally, socially, and economically (Kawai, 1987; Miyamoto,
1989: Okamura, 1993; Shuchter & Zisook, 1993; Suzuki, 1988). Various aspects of the
widowed person’s daily life are changed, and he or she must adjust to widowhood.
Widowed persons need to achieve new tasks, form new identities, learn new
perspectives, cope with financial problems, and form new relationships and interactions
(Lund, Caserta, & Dimond, 1989; Okamura, 1993). In éddition to the above outcomes of
spousal bereavement, some widowed persons will have good physical and psychological

health or experience no substantial changes, whereas others will have poor physical



health and/or psychological deterioration. Furthermore, spousal bereavement is a major
stressor related to high mortality rates in surviving spouses (Bowling, 1987; Goldman &
Hu, 1993; Kaprio, Koskenvuo, & Rita, 1987). According to Goldman and Hu, in 1980
the death rate for Japanese widowed persons was higher than for married persons: the
death rate was twice as high for widowers as for married men and 1.3 times as high for
widows as for married women.

Since World War 11, the family structure in Japan has changed considerably, in
part, because of revisions in the civil law, industrialization, and urbanism. Traditionally,
Japanese elderly widowed persons have lived with their adult children. However,
Japanese census data in recent decades indicate that the number of elderly widowed
persons living with their children is decreasing, and the number of those living alone is
gradually increasing (Health and V/elfare Association, 1994). According to Okamura’s
(1993) study, 62% of 137 elderly widowed persons lived with their children both before
and after the bereavement whereas 35% lived with only their spouse prior to his or her
death. After the loss of the spouse, 81% of the elderly widowed persons who had lived
with only their spouse still lived alone, and 13% were living with their children. The
vulnerability of elderly persons living alone has been shown regarding loneliness (Kawai,
1988), lack of social support (Sasatani, Kishi, & Yaguchi, 1992), and poor health, which
includes a higher utilization of health care services (Kishi, Eguchi, Sasatani, & Yaguchi,
1994).

Traditionally, bereavement care has been provided by a widowed person’s

informal support network. As part of a funeral service and a series of Buddhist services



for the deceased person (e.g., the 7th, 14th, 21st, 28th, 35th, and 49th days after the death
and the first anniversary of the death), family members, relatives, friends, and neighbors
visit the house of the chief mourner; they share their feelings of grief and provide
comfort and support to one another. Some authors (Kashiwagi, 1978; Kono, 1978;
Okonogi, 1979) have argued that these services play a significant role in facilitating the
bereaved person’s grief process. The chief mourner thereby also receives tangible
support (e.g., daily tasks, money) from his or her family members, relatives, friends,
and/or neighbors. Recently, however, the substance of Buddhist services has been
changing. That is, the number of these services has decreased, the number of family
members and relatives who visit the chief mourner’s house has decreased, and the
interactions between the chief mourner and his or her support network members have
been weakened. These situations suggest that widowed persons may not be receiving
sufficient support from their informal support networks.

Because of the changing demographics in Japan, effects of spousal bereavement,
changes in family structure, changes iﬁ the informal support network, and changes in the
Buddhist services, spousal bereavement is now a significant problem for elderly persons.
How elderly widowed persons adjust to the loss of a spouse 1s a matter of concern for
health care professionals. Japanese health care professionals are increasingly concerned
that public services will be needed to supplement bereavement care for bereaved persons
(Deeken, 1984; Kashiwagi, 1991; Noda, 1992). Knowledge about what influences
spousal bereavement, who will adjust well to the loss, and how to assess widowed

persons is very important for health professionals if they are to intervene with widowed



persons having difficulty adjusting to widowhood.

The number of Japanese studies on grief and adjustment to spousal bereavement
is very limited (Kawai, 1984, 1987, 1988; Miyamoto, 1989; Okamura, 1993; Okamura &
Kawai, 1987; Suzuki, 1981,1988; Yamamoto, Okonogi, Iwasaki, & Yoshimura, 1969).
Some Japanese studies have focused on grief responses, whereas others have examined
the relationships between adjustment to spousal bereavement and related factors. No
studies have examined the relationships among grief, adjustment to spousal bereavement
(i.e., physical health, morale, depression, loneliness), and specific related factors
(1.e., age, gender, the quality of the past relationship with the deceased, social support,
length of the deceased’s illness, socioeconomic status, concurrent losses, expectedness of
the death). Therefore, additional research is needed about these relationships.

Although there are Japanese versions of measures for adjustment to bereavement
that are reliable and valid (e.g., the Japanese versions of the Center for Epidemiologic
Studies Depression Scale, the revised UCLA Loneliness Scale, the revised Philadelphia
Geriatric Center Morale Scale), reliable and valid measures of grief, social support, and
the quality of relationship with the deceased have not been developed in Japan.
Therefore, reliable and valid Japanese measures of grief, social support, and the quality
of the past relationship with the deceased are needed to examine the relationships among
grief, adjustment to bereavement, and related factors. As the first step in a program of
research, this study was conducted to evaluate the reliability and validity of the Japanese
versions of selected measures of grief, social support, and the quality of the past

relationship with the deceased that were developed in the United States.



CHAPTER 2
REVIEW OF THE LITERATURE

In the late 1970s, in Japan, the concept of grief was introduced by some
psychiatrists, physicians, and nurses. Since then there has been increasing interest across
several disciplines (e.g., psychology, sociology, social work) in grief and the effects of
bereavement. Most studies in this area have focused on grief in terminally ill patients or
in bereaved persons who are diagnosed with a mental illness (e.g., depression) following
the loss. There are a small number of studies about grief among bereaved persons who
have lost their family members and their subsequent adjustment to bereavement. This
review of Japanese literature was limited to studies on grief and adjustment to spousal
bereavement. Literature on cultural influences that may affect grief and adjustment to
spousal bereavement was also reviewed. Where appropriate, non-Japanese research on
grief and adjustment to spousal bereavement has been incorporated into this review
(e.g., conceptual discussion).

This review is organized into four parts: (a) theoretical perspectives and
conceptualization of grief, (b) literature that has examined grief after spousal
bereavement, (c) literature that has explored adjustment to spousal bereavement, and
(d) literature on potential culture influences. Non-Japanese references which were
published from 1989 to 1996 were identified by searching the Cumulative Index of
Nursing and Allied Health Literature (CINAHL), Medline, and Social Sciences Citation
Index. Japanese references were obtained using Igaku Chuo Zasshi (this index contains

studies in medicine, nursing, dentistry, pharmacology, social work, and psychology).



Theoretical Perspectives and Conceptualizations of Grief

The Evolution of the Concept of Grief in Western Countries

This section reviews some of the major theoretical perspectives and
conceptualizations of grief developed in Western countries during the twentieth century.
They consist of Freud’s psychoanalytic view of mourning; Lindemann’s view of acute
grief, Caplan’s view of grief as crisis; Bowlby’s attachment theory; Parkes’s view of grief
as a major life transition; and Worden’s, Rando’s, and Shuchter and Zisook’s models of
grief. Because the researcher was focused on theories that explicate the normal or
so-called usual experience of adult grievers, this review does not discuss the literature
related to childhood grief responses and abnormal or pathological grief.

Although Freud did not directly write about normal grief, his psychoanalytic
views on mourning have heavily influenced views about grief. In 1917, Freud (1957)
discussed mourning through case studies of persons whom he treated; he attempted to
differentiate normal grief responses from mental illness, especially from melancholia.
Freud described grief as a normal reaction to the loss of a loved person, or an abstraction
that has taken the place of one, such as fatherland, liberty, or an ideal. Both mourning
and melancholia involve profoundly painful dejections, cessation of interest in the
outside world, loss of capacity to love, inhibition of activity, and delusional expectations
of punishment. Although melancholia has some similarities to mourning, Freud
concluded that there is a substantial difference between the two in that a melancholiac
person feels a lowering of self-esteem as shown by self-reproach and self-revilement to a

masochistic degree. According to Freud, in melancholia the ego itself becomes poor and



empty, but in normal mourning the world does.

Lindemann (1944) described the symptomatology of normal grief based on
psychiatric interviews with 101 patients including bereaved relatives of the Coconut
Grove fire disaster victims. Lindemann described acute grief as a syndrome with
psychological and somatic symptomatology. Five striking features of acute grief were
identified: (a) “somatic distress,” (b) “preoccupation with the image of the deceased,”
(¢) “guilt,” (d) “hostile reactions,” and (e) “loss of patterns of conduct” (p. 142). The
duration of normal grief depends on the success of a person’s “grief work™ which was
described as “emancipation from the bondage to the deceased, readjustment to the
environment in which the deceased is missing, and formation of new relationships”

(p. 143). Lindemann proposed that uncomplicated and undistorted grief reactions could
be settled in 8 to 10 interviews with a psychiatrist over a period of 4 to 6 weeks. “Morbid
grief” was considered grief that is delayed or distorted. Finally, Lindemann also
proposed the concept of anticipatory gref.

Caplan (1961, 1964), who developed “crisis theory,” built on Lindemann’s work
and proposed that bereavement could trigger a crisis that is generally resolved in 4 to 6
weeks. Caplan suggested that individuals who did not improve during the 4 to 6 week
period be referred for psychiatric treatment. Caplan proposed that the outcome of a crisis
is determined by the balance of an individual’s stressors and resources. Caplan’s crisis
theory erroneously gave the impression that the grief response was resolved within a brief
time period. In later work, however, Caplan (1974a) revised this concept of griefas a

single crisis that is resolved within 6 to 8 weeks to that of a series of crises called “life



transitions” which are resolved over a much longer period of time.

Bowlby (1960, 1961, 1980) conceptualized loss and grief based on his studies
about attachment. Attachment refers to the affectional bonds that are created by
familiarity with and closeness to parental figures early in life because of a need to feel
safe and secure. Based on observations of infants and young children separated from
their mothers, Bowlby identified the “separation response syndrome,” which entails three
phases: protest, despair, and detachment. Separation anxiety was considered the usual
response to a threat of loss of an attachment. In later works, Bowlby (1980) extended
this attachment theory to incorporate the grief response of bereaved adults. Bereavement
responses were categorized into four phases: numbing, yearning and searching,
disorganization and despair, and reorganization.

Parkes (1971, 1972) was influenced by his associations with Bowlby. Parkes first
viewed grief as an acute stress response; however, he later identified grief as a major life
transition, a period of challenge and readjustment (Parkes & Weiss, 1983). Griefis
viewed as a painful process of “realization” by which affectional bonds are severed, and
old models of the world and the self are given up. Parkes proposed that an individual’s
reaction to loss of a person will be determined as much by the biological significance of
the person as by the magnitude of the life change from the loss. The painful emotional,
behavioral, and physical manifestations of grief were described. Parkes outlined the grief
process as having four phases: numbness, searching and pining, depression, and recovery.
During transitions from one phase to another, features from one phase of grief often

persist into the next phase.



Worden (1991) proposed that mourning indicates the process which occurs after a
loss, whereas grief refers to the personal experience of the loss. Mourning involves four
tasks: (a) “to accept the reality of the loss” (p. 10), (b) “to work through to the pain of
grief” (p. 13), (c) “to adjust to an environment in which the deceased is missing” (p. 14),
and (d) “to emotionally relocate the deceased and move on with life” (p. 16). Individuals
who are experiencing mourning must accomplish four tasks to reestablish balance and to
complete the process of mourning. Worden described manifestations of normal grief and
provided clues to diagnosing complicated grief responses (e.g., the person cannot speak
about the deceased without experiencing intense feelings of grief, a minor event triggers
an intense grief response, the person who has sustained the loss does not want to move
the materials which the deceased person had).

Rando (1984) proposed a schema of the grief process that synthesized the work
of many other theorists and researchers with her own ideas. Rando defined “grief” as
“the process of psychological, social, and somatic reactions to the perception of loss”

(p. 15). The term “mouming” has two meanings. The first meaning was derived from
psychoanalytic theory; it is defined as “a wide array of intrapsychic processes, conscious
and unconscious, that are prompted by loss” (p. 15). The second meaning is “the cultural
response to grief” (p. 15). Rando described the reactions to normal grief rather than its
stages; she pointed out that there has been much controversy about stage theories because
of the fact that the word stage implies the existence of an invariant and sequential
process. Reactions to normal grief fit within three broad categories: avoidance,

confrontation, and re-establishment. Rando also proposed the manifestations of grief,
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anticipatory grief, and unresolved grief.

Shuchter and Zisook (1993) defined grief as a natural phenomenon that occurs
after the loss of a loved person. Three phases of the grief process were proposed: (a) an
initial period of shock, disbelief, and denial; (b) an intermediate acute mourning period
of acute somatic and emotional discomfort and social withdrawal; and (c) a culminating
period of restitution. Grief is not considered a linear process but, rather, a composite of
overlapping, fluid phases that vary from person-to-person. Their findings (Zisook,
Shuchter, & Lyons, 1987) suggested that the duration of grief can be prolonged. That 1s,
significant aspects of the grief process can go on for several years after the loss, even in
otherwise normal widowed persons. Shuchter and Zisook proposed that the grief process
can best be understood using multidimensional perspectives, including emotional and
cognitive state, coping with emotional pain, the continuing relationship with the
deceased, changes in functioning, changes in relationships, and changes in identity.

In summary, this review of theoretical perspectives and conceptualizations of
grief demonstrates both consistent and differing views about grief. There is general
agreement that manifestations of grief include psychological, social, and physiological
responses, and that the responses are common during normal grief, but can vary. Grief
can also be delayed and pathological. Many authors also agree that there are categories
of reactions or phases in the grief process which change over time despite the
nonlinearity of the grief process. The duration of normal grief has been revised over
time. In the mid-1900s, grief was conceptualized as an acute, short-lived crisis. In the

1970s, theorists viewed grief as a long-term process; currently, this latter view is widely



accepted.

The Evolution of the Concept of Grief in Japan

In the discipline of psychiatry, some psychoanalysts introduced Freud’s
psychoanalytic views of mourning and Bowlby’s separation-response syndrome.
Okonogi (1979) described normal grief responses, pathologic grief responses, and
mourning work based on clinical observations of his psychiatric patients. Other
psychiatrists (Kato & Yamamoto, 1968) introduced Lindemann’s symptomatology of
normal grief and Caplan’s crisis theory as useful theories for mental health professionals.

In the late 1970s, the hospice movement directed attention toward families
grieving after the loss of a loved person. Nurses and physicians who studied terminal
care or hospice care in the United States or England introduced some theories
(e.g., Kubler-Ross’s stage theory of loss, Caplan’s crisis theory, Bowlby’s attachment
theory) as being useful for understanding grief reactions after the loss. Deeken (1984), a
professor at Jochi University in Japan and a leader of a seminar on life and death,
proposed 12 stages of the grief process based on his experiences of counseling bereaved
persons in the United States and Japan. Decken defined the grief process as a series of
emotional responses that occurs when a person experiences or anticipates the loss of a
loved person. These stages are (a) shock and numbness, (b) denial, (c) panic, (d) anger
and the feeling of injustice, (&) hostility and resentment, (f) guilt feelings, (g) fantasy
formation and hallucinations, (h) loneliness and depression, (1) disorientation and apathy,
(j) resignation-acceptance, (k) new hope-rediscovery of humor and laughter, and

(1) recovery-gaining a new identity. According to Deeken, because the stages are not a
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sequential process, some bereaved persons may experience more than one stage at the
same time; he also indicated that bereaved persons need about 1 year to adjust to the loss.
Grief Following the Loss of a Spouse

There is a general agreement that the type of relationship lost affects the grief
process of the survivor. Because the needs, responsibilities, and expectations related to
each type of relationship vary, each type of death has its own personal and social
meanings (Osterweis, Solomon, & Green, 1984). Therefore, the death of a spouse is
experienced differently from other types of death (e.g., death of a child, death of a
parent). The loss of a spouse has been described as the most disruptive and difficult
transition that individuals may confront throughout their life courses (Clayton, 1990;
Harlow et al., 1991a; Zisook & Shuchter, 1991a).

Normal Grief Reactions to Spousal Bereavement in Japan

This section reviews Japanese literature which has examined grief reactions to
spousal bereavement in Japan. One study (Yamamoto et al., 1969) examined the
relationship between grief work and the Japanese custom of ancestor worship. Three
studies (Miyamoto, 1989; Suzuki, 1981, 1988) explored grief reactions and grief process
among young and middle-aged widowed persons, and one study (Kawai, 1987) focused
on grief reactions among elderly widowed persons.

Grief Reactions

Yamamoto and colleagues (1969) examined the relationship between the
Japanese custom of ancestor worship and the process of mourning among 20 Japanese

widows. The researchers viewed grief as reactions to the loss of objects (e.g., family
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members, pet, job). They selected and interviewed widows whose husbands had been
killed in automobile accidents. The participants had been bereaved for 12 to 76 days and
ranged in age from 24 to 52 years. The widows included 1 Shintonist, 13 Buddhists, and
6 who did not have religious affiliations. The Shintonist, Buddhists, and 4 of the 6
widows who had no religious affiliation had a “family altar” which is an altar in which a
family memorial tablet is enshrined.

The researchers found that the widows experienced various grief reactions; 90%
of them experienced a sense of presence of the deceased, 85% experienced depression or
anxiety, 70% experienced insomnia, 60% reported difficulty accepting the loss and/or
blamed others, and 55% experienced apathy and/or reported attempts to escape
reminders of the deceased. None of the widows blamed herself for her spouse’s death.

Yamamoto and colleagues (1969) compared the 14 religious widows with the 6
nonreligious widows. The religious widows had less difficulty accepting the loss (50%)
than did the nonreligious widows (83%); the religious widows also blamed others less
(57%) than did the nonreligious widows (67%). These researchers suggested that having
active religious beliefs with rituals could make the loss less stressful. In the group of 6
nonreligious widows, the 4 widows who had an altar experienced less depression and
anxiety (75%), less apathy (50%), less difficulty accepting the loss (75%), fewer attempts
to escape reminders (0%), and less blaming of others (50%) than did the 2 widows who
did not have a altar (100%, 100%, 100%, 100% respectively); these 4 widows also more
often sensed the presence of the deceased (100%) than did the 2 widows (50%). The

researchers suggested that the Japanese custom of ancestor worship could positively
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facilitate the grief work of Japanese widows. However, the small sample limits the
generalizability of these findings.

Yamamoto and colleagues (1969) also compared these Japanese widows with 72
British widows by using the data from Parkes’ study (Parkes, 1965). The British widows
had been bereaved for 10 to 46 months. More of the Japanese widows sensed the
presence of the deceased (90%), attempted to escape reminders (55%), had difficulty
accepting the loss (60%), and blamed others (60%) than did the British widows (21%,
18%, 23%, and 15% respectively). These findings could be influenced by differences in
both the length of widowhood and types of spousal death. Additional important
differences were that 90% of Japanese widows worked to maintain ties with the
deceased, whereas only 21% of British widows worked to cultivate the idea of the
presence of the deceased. The authors concluded that maintaining ties with the deceased
was acceptable and is encouraged by the culture and religious rituals in Japan. Japanese
widows put a photograph of the deceased, the umn of the ashes, and flowers, water, rice,
and other offerings on the family altar. These widows offered incense at the altar at least
once a day, when they talked to their deceased husbands about their current crises and
good feelings.

In more recent years, three studies (Miyamoto, 1989; Suzuki, 1981, 1988) have
examined the grief reactions of spousal bereavement. Suzuki (1981, 1988) explored the
acute grief process of seven widows using a qualitative research method. Grief was
identified as a series of feelings that bereaved persons experienced after the loss of a

loved person (1988, p. 24). The participants ranged in age from 31 to 62 years (mean age
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45.1) and their husbands had died from cancer. Suzuki interviewed the participants three
times (i.e., 1, 3, and 7 weeks) after the death of the husband. She found that all widows
experienced grief reactions (e.g., panic, physical symptoms, numbness, disbelief,
yearning, anger, hostility, sadness, loneliness, depression) even though the intensity of
grief reactions varied. Three widows whose husbands’ illnesses were less than 1 year in
length expressed their feelings more intensely than the other widows. Two widows who
depended a great deal on their husbands also intensely expressed their feelings of grief,

Suzuki (1981, 1988) also found that the participants’ grief reactions changed over
time. During the first interview, the widows mostly expressed feelings of disbelief. At
the second interview, they intensely reported feelings of anger, sadness, yearning,
depression, and psychosomatic reactions (e.g., loss of appetite, sleep deficiency, fatigue).
At the last interview, they mostly reported experiences of depression. The researcher
suggested that the intensity, variety, and amount of grief reactions changes as time
passes. However, this study was limited to the widow’s acute grief reactions.

Using a grounded theory method, Miyamoto (1989) examined the grief reactions
of 6 widowers and 14 widows who had been bereaved for 6 to 19 months. Grief was
defined as complicated feelings that an individual experienced following the loss of his
or her spouse. Data on acute grief reactions was obtained retrospectively. The
participants ranged in age from 37 to 65 years; the mean age was 49.9. Miyamoto found
that the majority of participants (65%) reported psychosomatic symptoms (e.g., loss of
appetite, sleep deficiency). Four persons experienced the psychosomatic symptoms for 3

months, 7 persons for 6 months, 1 person for 10 months, and 1 person was still
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experiencing these symptoms 1 year after the loss.

In Miyamoto’s (1989) study, most widowed persons (95%) experienced feelings
of grief (e.g., disbelief, loss of control, yearning, anger, guilty feelings, loneliness, absent-
mindedness, feelings of emptiness), and the length of grief reactions ranged from 4.5
months to more than 1 year (the average was 6.6 months). The 8 participants who had
cared for their spouses less than 1 year reported more feelings of grief than the other
participants. The 5 participants who had small social support networks and/or did not
have anyone who they felt understood them, expressed depressive feelings more than the
other participants. The researcher suggested that the length of time widowed persons
cared for their spouses could be negatively associated with the intensity of grief, and that
the lack of social support could be positively related to the duration of grief for this
population.

The Impact of Bereavement and Bereavement Reaction

Only Kawai’s (1987) study focused on elderly persons. Using a survey method,
Kawai studied 75 widowers and 109 widows to examine the relationship between the
perception of the impact of spousal bereavement and the bereavement reactions. The
researcher considered spousal bereavement as a major life stressor. Grief was viewed as
a series of feelings that are related to bereavement. The subjects ranged in age from 58
to 89 years and had been bereaved for 3 to 14 months. The impact of spousal
bereavement was measured using a 5-point Likert type scale (1 = very weak, to 5 = great
shock). Bereavement reactions were measured using five scales: (a) grief and depression,

(b) decreased activity and thinking, (c) anxiety and passive behaviors, (d) attachment,
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and (e) psychosomatic reactions. These scales were developed by Kawai. Some items
were derived from Yatomi’s Life Stress Response Scale, and other items were added
based on a review of the literature.

Over 70% of subjects in Kawai’s (1987) study reported the experience of
bereavement was a great shock. About half of the respondents (57%) experienced at
least one of the bereavement reactions. Over 80% of the widowed persons reported at
least one of the psychosomatic reactions (e.g., insomnia, exhaustion, anorexia).
Perception of the impact of spousal bereavement was significantly correlated (p< .01)
with grief and depression (r = .28), anxiety and passive behaviors (.21), attachment (.31),
and psychosomatic reaction (.20). Kawai concluded that even though these widowed
persons recognized the loss as a great shock, the relationships between the perception of
impact of spousal bereavement and the bereavement reactions were low, although
significant, among elderly widowed persons. Kawai suggested that this finding could be
explained, in part, by the elderly persons’ coping strategies that have been cultivated by
various life experiences.

Social Support and Grief

Miyamoto (1989) studied the effects of social support on the grief process in 20
widowed persons (see p. 15 for more information on this study). Miyamoto found that 11
widowed persons received emotional and instrumental support from their children,
mother, siblings, and friends during the grief process. Widowed persons who reported
that they could adjust to widowhood were apt to have someone with whom they could

express their feelings of grief; they also had social network members from whom they
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could ask help. On the other hand, widowed persons who could not adjust to widowhood
appeared not to express their feelings of grief, because they thought that nobody could
understand these feelings. Miyamoto addressed the importance of widowed persons
perceiving that they have someone who has a close relationship with them and can
understand and help them.

Summary

The literature reviewed focused on Japanese studies which examined grief
reactions. Three studies (Miyamoto, 1989; Suzuki, 1981, 1988) have explored grief
reactions and grief process among young and middle-aged widowed persons. The
findings of these studies suggest the following:

1. Most widowed persons experience feelings of grief and psychosomatic symptoms.

2. The intensity, variety, and amount of grief reactions decrease as time passes.

3. The relationship with the deceased spouse (i.e., dependence, closeness) may result in
the grief being more intense.

4. Widowed persons who cared for their spouses a longer period of time may experience
less intense grief.

5. Social support may be positively related to facilitating the grief work.

One study (Yamamoto et al., 1969) examined the relationship between grief work
and the Japanese custom of ancestor worship; this custom may serve an important role in
the grief work of Japanese widows. The other study (Kawai, 1987) examined the
relationship between the perception of the impact of spousal bereavement and the

bereavement reactions among elderly persons. The relationships between the perception
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of impact of spousal bereavement and bereavement reactions (e.g., depression, anxiety)
were low, although significant, even though the elderly persons recognized the loss as a
great shock.

Normal Grief Process after Spousal Bereavement in Western Countries

This section focuses on selected non-Japanese literature which has examined the
way grief normally proceeds after the loss of an elderly spouse. Several studies (Brabant,
Forsyth, & Melancon, 1992; Byme & Raphael, 1994; Grimby, 1993; Jacobs, Kasl,
Ostfeld, Berkman, & Charpentier, 1986; Lund, Caserta, & Dimond, 1986; Zisook &
Shuchter, 1991a) have explored (a) grief reactions and grief process and (b) normal grief
reactions and depression.

Grief Reactions and Grief Process

Grimby (1993) examined grief-specific reactions among 14 widowers and 36
widows in their early seventies during the first year after the death of a spouse. Grimby
used three terms--grief, bereavement, and mourning--but did not distinguish among them.
Grief reactions were viewed as low mood (i.e., dysphoria, loneliness, crying, pessimism),
cognitive dysfunctioning (i.e., fatigue, concentration problem, lack of interest,
indecisiveness, memory problems), and self-reliance (i.e., anxiety, self-reproach, anger,
lowered self-esteem). Grimby interviewed the subjects at 1, 3, and 12 months after
bereavement. One month after bereavement, most widowed persons intensely expressed
dysphoria, loneliness, and crying. The majority of subjects reported pessimism, fatigue,
concentration problems, anxiety, lack of interest, and indecisiveness. Expressions of

anger and self-reproach were less common. The intensity of these grief reactions
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diminished over time. However, the number of subjects who expressed loneliness,
anxiety, and self-reproach did not decrease significantly. During the ﬁrst'year of
bereavement, high intensities of grief reactions at the 1-month interview tended to be
related to high intensities at the 12-month interview.

Two studies focused on widowers’ grief processes after the deaths of their wives.
Brabant et al. (1992) explored feelings of grief using in-depth interviews. The
informants were 20 widowers who ranged in age from 37 to 79 years (mean age 64.6)
and had been bereaved for 1 to 3 years. Most of the widowers experienced feelings of
shock, sadness, numbness, depression, and hurt following the deaths of their wives. Six
widowers (30%) reported that the grief was still intense; 2 widowers had been bereaved
less than 2 years, and 4 had been bereaved 2 or more years.

Using a three-phase longitudinal design, Byrne and Raphael (1994) examined
bereavement phenomena of 78 recently widowed elderly men who ranged in age from 65
to 90 years. Byrne and Raphael viewed bereavement phenomena as a series of feelings,
behaviors, and physical symptoms that occur following the loss of a loved one. The
researchers interviewed the subjects at 6 weeks, 6 months, and 13 months after the deaths
of their wives. At the first interview, most widowers experienced some bereavement
phenomena (e.g., a sense of nostalgia, intrusive thoughts concerning the deaths of their
wives, feelings of sadness, distressing thoughts about the loss, preoccupation, yeaming
and pining) as measured by the Raphael and Middleton’s Bereavement Phenomenology
Questionnaire (BPQ) at the first interview. Feelings of disorganization, guilt, anger,

dreaming, and searching were reported by fewer than 25% of the widowers at 6 weeks
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after the loss. Overall, there appeared to be a positive association between the frequency
of bereavement phenomena reported by the widowers at the first interview and the
tendency for phenomena to persist at the 13-month interview. There was also a strong
trend for the bereavement phenomena to decrease with time. However, some
bereavement phenomena (i.e., intrusive thoughts about the lost person, a sense of
nostalgia, feelings of sadness) were reported to have been experienced by the majority of
the widowers at 13 months after the loss.

The findings of these studies suggest three conclusions:
1. The intensity of grief reactions decreases over time.
2. The majority of grief-specific reactions also decrease over time, but some reactions
last more than 1 year after bereavement.
3. A high intensity of grief reactions in early bereavement is related to a high intensity of
grief reactions throughout the first year of bereavement.

Normal Grief Reactions and Depression

Zisook and Shuchter (1991a) examined the changes in grief-specific feelings and
depression among 101 widowers and 249 widows who ranged in age from 26 to 85 years,
mean age 61. Zisook and Shuchter defined grief as a natural phenomena that occurs after
the loss of a loved person. The subjects were interviewed at 2 and 7 months after the
death of a spouse. The majority of the subjects experienced disbelief (70% at 2 months
and 61% at 7 months) and yearning (77% and 70%); however, feelings of numbness
(12% and 6%), anger (11% and 10%), and guilt (4% and 5%) were less frequently

reported. Overall, the changes in grief-specific feelings were very slight from 2 to 7
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months. Moreover, the majority of the subjects were depressed at some time during the
first 7 months after the loss; however, the depression among some widowed persons did
not begin until after the first several months of bereavement.

Jacobs, Hansen, Berkman, Kasl, and Ostfeld (1989) examined the relationship
between the intensity of grief and depression after the death of a spouse. These
researchers viewed grief as the psychological manifestations of numbness and disbelief,
separation anxiety, and sadness and despair that bereaved persons experienced. The
subjects (mean age 54) consisted of 111 widowed persons: 41 who had been bereaved for
6 months and 70 who had been bereaved for 12 months. The subjects were interviewed
using the Center for Epidemiological Studies Depression scale (CES-D), the major
depressive disorder from the Structured Clinical Interview for the DSM-III, and the
Texas Inventory of Grief (TIG). Thirteen of the 41 subjects (32%) who had been
bereaved for 6 months and 19 of the 70 subjects (27%) who had been bereaved for 12
months were depressed. Widowed persons who were depressed had significantly higher
mean scores on the TIG (M = 12.7, SE = 1) than non-depressed widowed persons
M=79,SE=0.6,p<.001). These findings suggest that depression was positively
associated with the intensity of grief reactions.

Stroebe and Stroebe (1991) examined the hypothesis that grief work is necessary
for adjustment to bereavement. Their sample consisted of 30 widowers and 30 widows
under age 60. The subjects were interviewed three times: 4 to 7 months, approximately
14 months, and over 2 years after the loss. Grief work was operationalized as a strategy

of confrontation versus avoidance, and psychological adjustment was measured using the
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German version of the Beck Depression Inventory (BDI). The relationship between grief
work and the BDI was not significant for widows, whereas suppression (r = .37) and
nondisclosure (r = .40) were significantly correlated with depression early in
bereavement for widowers (p< .01). Widowers who used more suppression and
nondisclosure strategies at both 4 to 7 months and 14 months after the death had
significantly higher depression scores at the over 2 years interview (p<.01). Based on
these findings, the researchers concluded that grief work, for widowers, was associated
with better psychological adjustment over the 2-year period. This study suggests that
extreme avoidance of grief work is deleterious to the psychological adjustment of
widowers to bereavement.

Factors Affecting the Bereaved Persons’ Grief Reactions

A number of non-Japanese studies have been conducted to identify factors that
predict or correlate with grief resolution after spousal bereavement. There is
considerable agreement that certain factors can facilitate or prolong the grief process
(Sanders, 1994). According to Sanders, the factors most often mentioned are
(a) biographical (age, gender, socioeconomic status), (b) individual (personality,
relationship with the deceased person, health before bereavement), (¢) mode of death
(expected or unexpected death, stigmatized death), and (d) circumstances following the
loss (social support, concurrent crises). Therefore, in this section, studies examining the
relationships between grief responses and the factors mentioned by Sanders will be
reviewed. This review does not include the factors of personality and stigmatized death

(e.g., suicide, AIDS), which would require a separate intensive review.



24

Age and Grief Reactions

Some studies (Jacobs et al., 1986; Kirschling & McBride, 1989; Steele, 1992)
have explored the relationships between grief reactions and age. Steele conducted a
study to examine the relationship between age and the specific bereavement behaviors of
the Grief Experience Inventory (GEI) subscales (Sanders, Mauger, & Strong, 1977).
Specific bereavement behaviors were operationalized as manifestations of despair, anger,
guilt, social isolation, loss of control, rumination, somatization, depersonalization, death
anxiety, sleep disturbance, vigor, physical symptoms, and optimism and despair. The
sample included 13 widowers and 47 widows who ranged in age from 25 to 85 years
(mean age 62). The mean length of bereavement was 11 months. Younger (n=17,25
to 45 years) and elderly widowed persons (n = 27, 66 to 85 years) experienced more
despair and hopelessness than the middle-aged widowed persons (n = 26, 46 to 65 years).
The younger and middle-aged vﬁdowed persons experienced more intense feelings of
anger and hostility and higher degrees of loss-of-meaning in life. The researcher
concluded that as age increased there was more tendency for the widowed persons to
deny their feelings and to respond in a socially desirable manner as a coping mechanism.
The researcher interpreted these findings as follows: (a) elderly persons may be prepared
for or expecting the loss of a spouse, whereas younger persons may not, and (b) as their
age increases, elderly persons may act the way that others think they should act, whereas
younger people may tend to act as they want rather than as others expect them to do.

Kirschling and McBride (1989) examined the effects of age on grief within the

first few months following the death of a spouse. These researchers viewed grief as
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stress experienced by the bereaved. The subjects were 23 widowers and 49 widows who
ranged in age from 24 to 83 years (mean age 63.4) and had been bereaved for 5 to 20
weeks. Grief was measured using the GEI. The researchers found that the younger
bereaved persons (24 to 64 years) experienced significantly more anger and hostility

(M = 3.6), F(1, 71) = 5.32, p< .05, and guilt (M = 1.7), E(1, 71) = 4.86, p< .05, than the
older bereaved persons (65 and older) (M = 2.4 for anger and 0.9 for guilt). In addition,
the researchers found that younger widows scored higher on feelings of loss of control
(M = 5.6) and somatization (M = 7.2) than older widows (M = 4.1 for loss of control and
5.1 for somatization) and younger widowers (M = 4.1 and 3.1). Moreover, younger
widows (M = 5.6) scored higher on feelings of rumination than older widows (M =3.5).
The researchers suggested that younger widows may articulate feelings of grief in a more
intense manner. Bereaved individuals may respond to the loss based on their
socialization experiences and expectations about what is age appropriate.

Byrne and Raphael (1994) examined the effects of age on bereavement
phenomena in 67 newly widowed elderly men (65 to 90 years) (see p. 20). The
researchers found that age was not significantly related to the total score as measured by
the BPQ at either 6 weeks or 13 months after the loss of a spouse.

The findings of Steele’s (1992) study and Kirschling and McBride’s (1989) study
suggested that younger widowed persons may report some grief reactions (e.g., anger,
hostility) more intensely than elderly widowed persons. Byrne and Raphael (1994),
however, found that there were no effects of age on bereavement phenomena when only

older widowers were studied. This study included only widowers who ranged in age



26

from 65 to 90 years whereas subjects of other studies consisted of both widowers and
widows in broader ranges of age groups (25 to 85 years for Steele’s study and 24 to 83
years for Kirschling and McBride’s study). Therefore, the differences in range of ages
and gender included in a study could, in part, influence the findings. |

Gender and Grief Reactions

Some studies (Farnsworth, Pett, & Lund, 1989; Kirschling & McBride, 1989;
Thompson, Gallagher-Thompson, Futterman, Gilewski, & Peterson, 1991; Van Zandt,
Mou, & Abbott, 1989) have explored the relationship between gender and grief reactions.
Kirschling and McBride examined effects of gender on grief responses among newly
widowed persons (23 widowers and 49 widows) (see p. 24). The researchers found that
there was a main effect for gender on four scales of the GEI. Widows reported
significantly higher scores for somatization (M = 6.2), loss of vigor (M = 2.9), and
physical symptoms (M = 3.2) than widowers (M = 3.8, 2.1, and 2.0, respectively).
Widowers (M = 4.5) had higher denial scores than widows (M = 3.3). Moreover, the
researchers reported that there was a statistically significant interaction effect between
gender and age. Younger widows scored higher on loss of control (M = 5.6) and
somatization (M = 7.2) than older widows (M =4.1 and 3.1). Younger widows (M = 5.6)
also scored higher on rumination than older widows (M = 3.5). These findings are
consistent with Farnsworth et al.’s (1989) findings that widows reported more feelings of
grief than did widowers.

However, Van Zandt et al. (1989) found no gender differences in the intensity of

grief when measured by the Texas Inventory of Grief (TIG) among 25 elderly widowers



27

(mean age 71.4 years) and 25 widows (mean age 68.8 years) at least 3.5 years after
bereavement. This finding is supported by Thompson et al.’s (1991) finding that the
level of grief among widowers and widows at 2, 12, and 30 months after the spousal
death was approximately equal.

Kirschling and McBride’s (1989) study included subjeéts who ranged in age from
24 to 83 whereas subjects in Van Zandt et al.’s (1989) study were aged 55 years and
older. Kirschling and McBride’s study showed a statistically significant interaction
effect between gender and age. The differences between the findings in these studies
may be due, in part, to the differences in the two age groups.

Qualitv of the Past Relationship with the Deceased and Grief Reactions

Farnsworth et al. (1989) examined the effects of marital happiness on grief. Grief
was viewed as the process that bereaved persons have experienced following the loss of a
loved one. The subjects consisted of 18 widowers and 92 widows (mean age 62.5) who
had been bereaved for 6 to 24 months. Grief was measured using a checklist of loss
related feelings and behaviors generated from the work of Glick, Weiss, and Parkes
(1974). The researchers found that marital happiness was positively related to intensity
of grief (r = .23, p< .001).

Steele (1992) also explored the relationship between the quality of the past
relationship with the deceased and grief reactions among 13 widowers and 47 widows,
mean age 62 years (see p. 24). The quality of the past relationship with the deceased was
rated as extremely close, very close, somewhat close, and not-at-all close to the deceased.

The researcher found that the quality of the past relationship with the deceased was
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significantly correlated (using canonical correlation procedures) with the GEI subscales
(r=-.37, p<.05). Widowed persons who reported that they were “somewhat close” to
the deceased scored higher on the GEI subscales of anger and hostility, social isolation,
and optimism and despair. Those who reported their previous relationship as “extremely
close” and “very close” to the deceased scored higher on the subscales of guilt and
rumination. Those extremely close to the deceased also scored higher on the subscales of
depersonalization, physical symptoms, loss of vigor, and somatization. Based on the
findings that those extremely close to the deceased felt more blame for the death and
experienced more somatic complaints and symptoms, Steele suggested that feelings of
ambivalence toward the deceased spouse may lead to a poorer grief process.

Kirschling (1989) examined the relationship between the perception of the
closeness of the previous relationship and the grief experience. The subjects consisted of
23 widowers and 49 widows who ranged in age from 24 to 83 years and had been
bereaved for 5 to 20 weeks (M = 12.6). Perception of relationship was assessed by
defining the relationship as central or peripheral. Grief experience was operationalized
as denial, atypical response, despair, anger, guilt, loss of control, rumination,
somatization, loss of appetite, loss of vigor, and physical symptoms experienced by
bereaved persons. Kirschling found that widowed persons (n = 6) who perceived the
relationship as central scored higher on the subscales of atypical response (M = 9.00,
p< .001), anger and hostility (M = 5.17, p< .01), rumination (M = 7.33, p< .01),
somatization (M = 10.17, p< .001), and loss of appetite (M = 2.33, p<.01) than those

(n = 66) who perceived the previous relationship as peripheral (M =4.95,2.82, 4 41,
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5.00, and .79 respectively).

Sable (1989) explored the relationship between previous dependence on the
deceased spouse and grief reactions. The sample consisted of 81 widows who had been
bereaved for 1 to 3 years and ranged in age from 26 to 82 years (mean age 63). Grief was
viewed as separation anxiety, and grief-related feelings were assessed using the TIG.
Relationship with spouse was assessed using the question, “What did you rely on your
husband for?” Sable found that widows who reported more dependence on their
husbands had more intense grief reactions than other widows (3 = 10.90, p<.001). The
findings of these studies suggested that a good past relationship with the deceased spouse
may result in the grief reactions being more intense.

Length of the Deceased’s Illness and Grief Reactions

Byme and Raphael (1994) examined the effects of the duration of their spouses
final illnesses on bereavement in 57 recently widowed elderly men up to 13 months after
the death (see p. 20). The researchers found that the duration of the wife’s final illness
was not significantly correlated with the total Bereavement Phenomenology
Questionnaire (BPQ) scores at 6 weeks, 6 months, and 13 months after the death of a
spouse. These findings are consistent with Steele’s (1992) study. The findings of these
studies suggested that the length of the deceased spouse’s iliness may not influence grief
reactions.

Socioeconomic Status and Grief Reactions

Some studies (Byrne & Raphael, 1994; Steele, 1992) have focused on the
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relationship between socioeconomic status and grief reactions. Steele explored the
effects of socioeconomic status on grief reactions among 13 widowers and 47 widows
(see p. 24). Steele found that socioeconomic status was negatively correlated (using
canonical correlation procedures) with the GEI subscales of anger and hostility, guilt,
social isolation, rumination, depersonalization, somatization, loss of vigor, physical
symptoms, optimism and despair, and social desirability (1 = - .68, p< .05). This
correlation of -.68 may be inflated because of the relatively small sample to variables
ratio (6 : 1) in Steele’s study.

Byme and Raphael (1994) examined the relationship between socioeconomic
status and bereavement phenomena in 57 newly widowed older men over 13 months after
the spousal bereavement (see p. 20). The researchers found that both education
(r=-.36 for 6 weeks; r = - .32 for 6 months, p< .01) and income (r = - .24 and - .25,
p<.05) were negatively correlated with the total BPQ score at 6 weeks and 6 months
after the loss. The findings of these studies suggested that low socioeconomic status may
negatively influence grief reactions after spousal bereavement. However, it is important
to consider that socioeconomic status may be a proxy variable. Therefore, the results
need to be cautiously interpreted.

Expectation of the Death and Grief Reactions

Many deaths occur with some forewarning, and the potential survivor begins the
task of mourning and begins to experience the various responses of grief prior to the
actual death. Byrne and Raphael (1994) explored the relationship between the degree of

expectedness of the spouse’s death and the grief reactions after the spousal death in 78
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recently widowed elderly men (see p. 20). These researchers found that more than 50%
of the widowers reported their wife’s death was expected or fairly expected. The
widowers who expected their wife’s death reported significantly lower BPQ scores at 6
weeks after the loss of their wife (r = - .27, p< .05), but there were no such relationships
at 6 months and 13 months after the loss.

The effects of expectedness of the loss on grief responses after the spousal death
are not clear. Byrne and Raphael (1994) used retrospective questions to collect data
about expectedness of the loss at the first interview after the loss. However, retrospective
questions, in general, have been found to be somewhat unreliable.

Adjustment to Spousal Bereavement

Adjustment to Spousal Bereavement in Japanese Literature

Four studies (Kawai, 1984, 1988, Okamura, 1993; Okamura & Kawai, 1987) have
explored adjustment to widowhood. Kawai’s (1984) and Okamura and Kawai’s studies
focused on long-term adjustn{ent to bereavement. Kawai examined adjustment among
elderly women using the Japanese versions of the Zung Depression Scale, PGC Morale
Scale, and UCLA Loneliness Scale. The subjects were 130 widows who ranged in age
from 65 to 69 years and had been bereaved less than 10 years. A comparison sample of
143 married women aged 65 to 69 was also studied. Kawai found that there was a
significant difference between marital status and loneliness (p<.05), loneliness scores
among widows were higher than those among married women. In addition, childless
and/or unhealthy widows had much higher loneliness scores than other widows. Kawai

suggested that widows who lack social support may experience loneliness. There were
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no significant differences between widows and married women on morale and
depression. However, Maeda, Asano, and Taniguchi (1979) found that single elderly
persons had significantly lower morale scores than married elderly persons. Therefore,
the relationship between marital status and morale is not clear. In addition, the subjects
in Kawai’s study had been bereaved for up to 10 years; therefore, the widows’ levels of
adjustment may have varied according to the length of time bereaved.

Okamura and Kawai (1987) explored the relationship between adjustment to
bereavement and selected related factors (e.g., marital relationship, length of illness,
anticipation of the death of a spouse, physical health) using a semistructured interview.
The 79 widows in the study ranged in age from 55 to 77 years and had been bereaved up
to 10 years. The authors measured long-term adjustment to widowhood using these
measures: the match between role-expectation and behavior, whether the widow had
good relationships with others, and the Japanese version PGC Morale Scale (possible
score ranges from 0 to 17). Widows who had lower morale scores (from 3 to 11),
behaviors and role-expectations that did not match, and poor relationships with others
were considered to be maladjusted. Maladjustment was related to (a) the husband having
been bedridden for over 5 years, (b) the widow’s previous dependence on the deceased
husband, (c) her poor health, (d) her having a highly anxious personality, (¢) her loss of
role in the family, (f) greater frustration with family relationships, and (g) greater anxiety
about her future life.

Kawai (1988) explored adjustment to bereavement in terms of depression,

loneliness, and anxiety. The subjects were 75 widowers (mean age 74) and 109 widows
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(mean age 69) who had been bereaved for 3 to 14 months. The researcher used a control
group of 123 married men (mean age 74) and 195 married women (mean age 68). The
Japanese versions of the Zung Depression Scale, UCLA Loneliness Scale, and Cattell
Anxiety Scale were used. Widows (M = 31.6) had higher scores on depression than
widowers (M = 30.5), but the differences were not significant. In addition, there were no
significant differences in depression between widowed persons and married persons.
However, widows who had been bereaved 3 to 6 months (M = 32.9) had significantly
higher depression scores than married women (M = 30.4), F(1, 171) = 5.31, p< .05.
Widowed persons (8 widowers and 3 widows) who had been bereaved 12 months
(M =34.5) also had significantly higher depression scores than married women
(M=304,t=5.281, df = 159, p< .05). Kawai interpreted this finding as the effect of the
anniversary of a husband’s death. Depression was significantly lower in subjects with
good health (B = - .34, p< .001) and subjects who had a job (B = - .20, p< .01).
Widowers had significantly higher loneliness scores (M = 27.9) than widows
M =25.9),F(1, 181) = 4.32, p< .001. Widows’ loneliness scores were similar to those
of married women, but the widowers’ scores were significantly higher than those of the
married men (M = 25.1,t=13.4, df = 213, p<.001). Kawai (1988) suggested that
spousal bereavement could affect elderly widowers” loneliness, but not that of widows.
Loneliness was negatively related to good health (B = -.16), socioeconomic status
(B = -.18), and the number of family members (B = .-15) and friends (B = -.17).

Loneliness was positively associated with the length of the deceased spouse’s illness
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(B =.18).

Widowers had significantly lower anxiety scores (M = 19.5) than widows
(M =23.6), F(1, 358) = 6.64, p< .01, and widowed persons had significantly lower scores
than married men (M = 24.1) and women (M = 26.6), F(1, 358) = 10.78, p<.01. Kawai
(1988) explained these findings by suggesting that although spousal bereavement is a
distressing experience, elderly persons who experience spousal bereavement could
cultivate adaptability and self-controllability, and therefore, have significantly lower
anxiety scores. Anxiety was negatively related to good health (B = -.27), socioeconomic
status (B = -.21), satisfaction with the marriage (B = -.27), and the length of bereavement
(B=-.25, p< .01).

Okamura (1993) studied 27 widowers (mean age 73.9) and 118 widows (mean
age 69.7) who had been bereaved for 12 to 18 months. The purpose of this study was to
investigate factors related to adjustment in spousal bereavement. Adjustment was
measured four ways: (a) the question “Do you think that you could adjust to
widowhood? (subjective adjustment), (b) the Japanese version PGC Morale Scale,

(c) the number of physical symptoms, and (d) the Japanese version Life-satisfaction
Scale. About 80% of the subjects reported that they could adjust to spousal bereavement
in less than one year. The widowed persons accepted bereavement as follows.
Approximately one-third (35%) of the widowed persons (48% of widowers and 32% of
widows) expressed, “I accepted the loss because he or she died a natural death”, and 27%

of them (19% of widowers and 29% of widows) expressed, “I was relieved to accomplish
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my role”. With respect to acceptance of bereavement, there may be gender differences.
Widows may be apt to think that spousal bereavement is the wife’s role, whereas
widowers may have a tendency to think that spousal bereavement is the husband’s fate.

Okamura (1993) also found that widowed persons reporting that they could not
adjust to bereavement had lower morale scores (x* = 16.58, p< .01), lower life
satisfaction (x* = 17.15, p<.05), and a larger number of physical symptoms (> =17.15,
p< .05). In addition, the number of younger widows (ages 55 to 69) who reported that
they could not adjust to bereavement was greater than that of older widows (x> =21.24,
p<.01). Widowed persons who had a good relationship (e.g., I felt relieved to be with
my spouse, I want to marry my spouse again) with their spouses felt a greater shock on
the death of a spouse and needed more time to adjust to bereavement. Widowed persons
who had had good relationships with their deceased spouses (F = 8.24, p< .001) and had
good relationships with family members (F = 18.48, p< .001) had significantly higher
morale scores. On the other hand, widowed persons who had a lower socioeconomic
status (F = 18.76, p< .001) and widowers who had the burden of housekeeping (F = 7.99,
p< .01) had significantly lower morale scores.

In summary, the literature reviewed focused on Japanese studies which examined
adjustment to widowhood. Two studies (Kawai, 1984, 1988) explored adjustment to
widowhood among elderly persons using married control groups. Adjustment to spousal
bereavement was measured four ways: (a) a depression scale, (b) a morale scale, (c) a

loneliness scale, and (d) an anxiety scale. These two studies found that there was no
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significant differences between widowed persons and married persons on the depression
and morale scales. However, widows who had been bereaved for 3 to 6 months had
significantly higher depression scores than married persons. Widows in early stages of
bereavement experienced a greater depressed mood. Over time widows experienced
depressive feelings similar to those reported by married women. In addition, widowers
had significantly higher loneliness scores than widows, and the widowers’ scores were
significantly higher than those of married men. There was a significant difference in
loneliness between widows who had been bereaved less than 10 years and married
women, but not between widows who had been bereaved for 3 to 14 months and married
women. Finally, widowed persons had significantly lower anxiety scores than married
persons.

Two studies (Okamura & Kawai, 1988; Okamura, 1993) explored the relationship
between adjustment to widowhood and related factors among elderly persons. Okamura
and Kawai’s study measured long-term adjustment to widowhood using the match
between role-expectation and behavior, having good relationships with others, and a
morale scale. Maladjustment was related to the husband having been bedridden for over
5 years, and the widow’s previous dependence on the deceased husband, her poor health,
having a highly anxious personality, her loss of role in the family, her frustration with
family relationships, and anxiety about her future life. Okamura’s study measured
adjustment to widowhood four ways: by using a single question on adjustment, a morale
scale, the number of physical symptoms, and a life-satisfaction scale. Widowed persons

who reported that they could not adjust to bereavement had lower morale, lower life
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satisfaction, and a larger number of physical symptoms. Higher morale scores were
related to good relationships with the deceased spouse and other family members. Lower
morale scores were related to lower socioeconomic status and the burden of
housekeeping.

Adjustment to Spousal Bereavement in Non-Japanese Literature

Literature on adjustment to spousal bereavement and related factors is organized
according to four commonly measured outcome variables and internal or external
mediator variables. The outcome variables include physical health and psychological
health (1.e., morale, depression, loneliness). The internal or external variables are age,
gender, socioeconomic status, social support, concurrent losses, quality of relationship
with the deceased spouse, and length of the deceased’s illness. Given the extensive
nature of this literature, emphasis is placed on research that has been published since
1989 (see Kitson, Babri, Roach, & Placidi, 1989; Windholz, Marmar, & Horowitz, 1985
for reviews of earlier literature).

Physical Health

Physical health has been generally accepted as a major indicator of bereavement
outcomes (Kitson et al., 1989). Several studies examined the effect of spousal
bereavement on physical health (Avis, Brambilla, Vass, & McKinlay, 1991; Wolinsky &
Johnson, 1992; Zandt, Mou, & Abbott, 1989). Zandt et al. studied 50 widowed (mean
age 71.4 for 25 widowers and 68.8 for 25 widows) and 50 married elderly persons (mean
age 70.9 for 25 married men and 70.5 for 25 married women). The researchers

interviewed the subjects four times: within 6 weeks to 4 months, 8 months, 20 months,
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and 3.5 years after the bereavement. Physical health was measured using self-rating
perceived health, the number of physical health problems experienced, and the number of
visits to a physician. There were no significant differences in perceived physical health,
incidence of hospitalization, and number of physician visits between widowed persons
and married persons. However, the widowed persons experienced a significantly greater
number of physical health problems than the married persons, F(1, 77) = 8.77, p< .01,
although the changes over time were similar for both the widowed and married persons.

Wolinsky and Johnson (1992) examined the relationships between widowhood
and health status and the use of health services using data from the Longitudinal Study on
Aging, which was a 6-year follow-up to the 1984 Health Interview Survey. The subjects
were 2,354 widowed persons aged 55 and older. The recency of widowhood was not
significantly related to health services utilization (e.g., use of home health services,
number of physician visits, number of hospital nights).

Avis and colleagues (1991) explored the effect of widowhood on middle-aged
women’s health using data from the Massachusetts Women’s Health Study (MWHS),
which was a 5-year follow-up to the 1981 Health Interview Survey. The sample was 76
women (mean age 61) who became widows between the base line survey and the fifth
follow-up interview. The authors compared the subjects with age-matched married
controls. There were no significant differences between widows and married women on
physical health (i.e., self-assessed health, physical symptoms, taking over-the-counter
medications).

Wolinsky and Johnson’s study (1992) and Avis’s study (1991) controlled for
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prewidowhood health status. The findings of these studies showed that widowhood was
not significantly related to poor physical health (i.e., health services utilization and
self-assessed health, physical health, taking medications). Although Zandt’s study (1989)
did not include prewidowhood health status, the findings suggested that there were few
effects of bereavement on the physical health (i.e., self-rating perceived health, incidence
of hospitalization, number of physician visits) of newly widowed elderly persons. In
Zandt’s study, prewidowhood physical health might have explained the finding that the
widowed persons experienced a significantly greater number of physical health problems
than the married persons.

Psvchological Health: Morale

Subjective well-being is a widely used component of adjustment to widowhood
(Arbuckle & Vries, 1995; Farnsworth, Lund, & Pett, 1989; Farnsworth, Pett, & Lund,
1989, Harvey, Barnes, Greenwood, & Kabahenda-Nyakabwa, 1987; Lubben, 1989; Lund,
Caserta, & Dimond, 1989; Lund, Caserta, Dimond, & Shaffer, 1989; Schuster & Butler,
1989). Subjective well-being has been assessed by various measures (e.g., Morale Scale,
Life Satisfaction Index, Affect Balance Scale, Global Happiness Scale) in studies of
elderly widowed persons. In this section, some studies that have examined the
relationship between subjective well-being (morale, life satisfaction) and widowhood are
reviewed.

Harvey and colleagues (1987) explored the relationship between morale and
widowhood. The subjects consisted of 237 widowers (mean age 64.3), 1,135 widows

(mean age 68), 4,539 married men (mean age 53.3), and 4020 married women (mean age
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56). The Bradburn Affect Balance Scale was used to assess morale. The researchers
found that widowers had lower scores on the Positive Affect subscale, indicating a less
positive affect than for married men, F(1, 3401) = 7.29, p=.007. There were significant
differences in both the Positive, F(1, 3954) = 10.62, p=.001, and Negative Affect
subscales, F(1, 3948) = 8.44, p = .004, between widows and married women.

Lund, Caserta, and Dimond (1989) examined the relationship between the impact
of spousal bereavement and life satisfaction among elderly widowed persons. The
sample of 108 widowed persons (23 men and 85 women, mean age 67.6) completed a
number of measures six times: at 3 to 4 weeks, 2 months, 6 months, 1 year, 18 months,
and 2 years after the loss. The control group of 85 married persons (19 men and 66
women, mean age 66.3) also completed the questionnaires at the same six times. Life
satisfaction was measured using the Life Satisfaction Index (LSI-A). At 3-4 weeks,
married persons (M = 15.5, possible range 0 to 20) had a higher life satisfaction score
than widowed persons (M = 13.5). There was borderline significance regarding the
initial effect of bereavement on life satisfaction, F (1,43) =3.63, p<.06. The interaction
effect of bereavement and time was not significant. At 2 years, the differences between
widowed persons and married persons were minimal (M = 14.4 for widowed persons and
14.8 for married persons). Scores in married persons were consistently slightly higher
than those in widowed persons. The researchers concluded that life satisfaction was only
slightly impacted by spousal bereavement.

Lubben (1989) explored the relationship between marital status and life

satisfaction among low-income elderly widowed persons using data from the California
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Senior Survey, a cross-sectional survey. The subjects were 57 widowers (mean age 78
years) and 393 widows (mean age 77). The control group included 99 married men and
78 married women. The researcher measured life satisfaction using the LSI-A.
Widowed persons had lower average life satisfaction scores than their married
counterparts. There were significant differences between widowers and married men,
but no significant differences between widows and married women were found.

Using a control group of 237 married persons and previously widowed persons,
Grimby (1993) also examined the relationship between widowhood and life satisfaction
among 47 newly widowed persons (mean age 72.7). Life satisfaction was assessed using
a scale measuring the dimension of satisfaction with life in the 23-item quality of life
assessment scale. The average life satisfaction score (M = 68, SD = 21, possible range
0 to 100) of newly widowed persons was significantly lower than that of both married
persons (M = 80, SD = 18, p<.001) and previously widowed persons (M =76, SD = 18,
p<.001). Based on these findings, Grimby proposed that recovery from bereavement is
not excessively prolonged in relation to life satisfaction. In addition, the researcher
analyzed the relationship between life satisfaction and grief reactions. Newly widowed
persons who reported more loneliness, pessimism, concentration difficulties, and lack of
interest had lower satisfaction scores.

The findings of Harvey et al.’s study (1987), Lund’s study (1989), and Grimby’s
study (1993) suggested that subjective well-being (i.e., morale, life satisfaction) could be
influenced by spousal bereavement. These findings were supported by Arbuckle and

Vries’s findings (1995). However, Lubben (1989) found that for life satisfaction there
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was only a significant difference between widowers and married men. Subjects in
Lubben’s study were low-income elderly widowed persons; their mean age was older
than other studies, and the length of bereavement was not reported. Therefore, this
difference in the findings may be due, in part, to differences in demographic variables
(e.g., age socioeconomic status, length of bereavement).

Psvchological Health: Depression

Depression is a widely accepted component of psychological adjustment
(Arbuckle & Vries, 1995; Caserta, Pelt, & Lund, 1989; Duran, Turner, & Lund, 1989;
Faletti, Gibbs, Clark, Pruchno, & Berman, 1989; Farnsworth, Lund, & Pett, 1989;
Gallagher, Lovett, Hanley-Dunn, & Thompson, 1989; Herth, 1990; Kitson & Roach,
1989; Lund, Caserta, & Dimond, 1989; Lund, Caserta, Diamond, & Shaffer, 1989,
Murrell, Meeks, & Walker, 1991; Roach & Kitson, 1989; Siegel & Kuykendall; 1990,
Stroebe & Stroebe, 1991; Stroebe, Stroebe, Abakoumkin, & Schut, 1996; Thompson,
Gallagher, Cover, Gilewski, & Peterson, 1989, Thompson et al., 1991; Zandt et al., 1989,
Zautra, Reich, & Guarnaccia, 1990). Normal grief reactions often include many
depressive symptoms (e.g., somatic complaints, sad mood). Therefore, evaluations of
mental health outcomes of spousal bereavement need to assess the natural pathways of
depression during spousal bereavement and to differentiate normal grief reactions from a
major depressive episode.

Depression in widowhood: Prevalence and duration. A number of studies
(Clayton, 1990; Harlow et al., 1991a; Jacobs et al., 1989; Nuss & Zubenko, 1992; Siegel

& Kuykendall, 1990; Zisook & Shuchter, 1991b) have examined the prevalence and
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duration of depressive symptoms after the loss of a spouse. There is general agreement
that the depressive episodes are more frequent in widowed persons than in married
persons. For example, Zisook and Shuchter (1991b) examined the frequency of
depressive symptoms during the first 13 months after bereavement. The subjects were
249 widows and 101 widowers ranging in age from 26 to 85 (mean age 61 years). A
comparison group included 40 married men and 86 married women. Widowed and
married persons were evaluated for depressive symptoms, using DSM-III-R criteria and
the Hopkins Symptom Checklist-Depression Subscale, at 2, 7, and 13 months after
bereavement. The researchers found that 24% of widowed persons had depressive
symptoms at 2 months, 23% at 7 months, and 16% at 13 months whereas only 4% of
married persons had depressive episodes at the time of the interviews. Approximately
one-half (57%) of the subjects experienced depressive episodes at some time during the 7
months after the death of a spouse. Widowed persons who were depressed at either 2 or
7 months were more likely to be depressed at 13 months.

Harlow et al. (1991a) examined the natural history of changes in depressive
symptoms over 2 years after the death of a spouse. A total of 1,144 women were selected
from married women aged 65 to 75 years. The authors then interviewed the women to
get a baseline. From the baseline population 136 women who had subsequently lost their
husbands and 409 still-married women to use as a control group were selected. The
subjects were interviewed using the Center for Epidemiologic Studies Depression Scale
(CES-D), at 1, 6, 12, 18, and 24 months after bereavement. The percentage of married

women with high CES-D scores (> 16) ranged from 6.4 to 10.4% over the 5 interviews.
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The percentage of widows with high CES-D scores was 15.4% at baseline, 58.3% at 1
month, 23.4% at 6 months, 17.5% at 12 months, 17.5% at 18 months, and 16.4% at 24
months after the loss.

Lund, Caserta, and Dimond (1989) explored the changes in depression among
elderly widowed persons over a 2-year period. The method and sample were described
earlier (see p. 40). Depression was assessed using the Zung Self-Rating Depression
Scale. The researchers found that the impact of bereavement had a significant initial
effect on depression, F(1,55) = 9.37, p<.01. Widowed persons had significantly higher
average depression scores (M = 39.4, possible range 20 to 80) than married persons
(M =33.3) at 3 to 4 weeks after the loss. The mean scores for married persons did not
change substantially over time, whereas those for widowed persons decreased constantly
through the first 18 months (M = 36.5) and then the mean scores increased slightly
(M = 37.7) at 2 years after the loss. However, the mean scores for widowed persons did
not drop to the level of the mean scores for the married persons. With respect to the
prevalence of depression, 16% of widowed persons were depressed at 3 to 4 weeks, 17%
at 6 months, and 10% at 18 months after the loss; 5% of married persons were depressed
at 3 to 4 weeks and 12% at 1 year. There were significant differences between widowed
and married subjects at only 3 to 4 weeks (xz =493,df= 1, p<.05).

The findings of Zisook and Shuchter’s (1991b) study, Harlow et al.”s (1991a)
study, and Lund, Caserta, and Dimond’s (1989) study suggested two conclusions. First,

during the first few months following the death of a spouse, elderly persons undergoing
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spousal bereavement experience greater depression than their married counterparts. This
suggestion is supported by several other studies (Clayton, 1990; Siegel & Kuykendall,
1990; Thompson et al., 1989; Zandt et al., 1989). The second conclusion is that
depressive symptoms decrease substantially throughout the first year after the death of a
spouse. Several other studies (Clayton, 1990; Jacobs et al., 1989; Nuss & Zubenko,
1992; Thompson et al., 1989) have supported this conclusion also. The estimated rate of
complications from unremitting depression at the end of the first year is approximately
10 to 20% (Osteweis et al., 1984; National Institute of Health, 1991).

Among these studies, there were some differences in the percentages of widowed
persons who had high depression scores. This finding could be explained by
methodological differences. Subjects in Harlow’s study (1991a) included only women
whereas those in other studies included both genders, and those in Zisook’s study
(1991b) were somewhat younger than in the other samples. Moreover, Harlow’s study
examined prewidowhood mental status; 15.4% of widows had high depression scores in
prewidowhood, which might influence the percentages of depression after bereavement.
Finally, these studies used different depression scales.

Complicated outcomes of spousal bereavement: Major depressive episode.

According to the DSM-1V criteria (American Psychiatric Association, 1994):
After the loss of a loved one, even if depressive symptoms are of sufficient
duration and number to meet criteria for a Major Depressive Episode, they should
be attributed to bereavement rather than to a Major Depressive Episode, unless

they persist for more than 2 months or include marked functional impairment,
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morbid preoccupation with worthlessness, suicidal ideation, psychotic symptoms,

or psychomotor retardation. (p. 326)

In short, manifestation of those symptoms (e.g., morbid preoccupation with
worthlessness) suggests that the bereavement is complicated by the development of a
major depressive episode.

Zisook and Shuchter (1993) examined the onset and course of major depressive
episodes for a 25-month period after spousal bereavement. The subjects consisted of 70
widowers and 189 widows who ranged in age from 26 to 85 years (mean age 62) and
were interviewed at 2, 13, and 25 months after the death of a spouse. Major depressive
episode was assessed using DSM-III-R criteria. Fifty-nine widowed persons (24%) had
major depressive episodes at 2 months, 20 of these widowed persons (8%) continued to
meet the criteria at 13 months, and 6 of these widowed persons (2%) still met the criteria
at 25 months after the loss. Compared with widowed persons who no longer had major
depressive episodes at 13 months, the 20 widowed persons who continued to meet
criteria at 13 months experienced significantly higher average depression scores based on
the total Zung Self-Rating Depression Scale [67 vs. 56, F(1, 57) = 12.49, p< .001], more
feelings of worthlessness (40% vs. 15%, x* = 4.43, df = 1, p< .05), and more thoughts of
either death or dying (60% vs. 15%, %* = 12.41, df = 1, p< .001). In addition, 22 of the
200 widowed persons who were not depressed at 2 months subsequently were depressed
at 13 months after spousal bereavement. In comparing these 22 widowed persons with

widowed persons who did not experience a depressive episode at any point, significantly
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greater depressive symptoms were found in the 22 widowed persons at 2 months
[52 vs. 45, F(1, 198) = 8.43, p< .005].

These findings suggest the following:
1. Depressive symptoms associated with bereavement could often be prolonged and be
associated with substantial morbidity.
2. Widowed persons who had higher depression scores at 2 months after the loss are
more likely to continue to have depressive symptoms.
3. Widowed persons who did not meet the cut-off depression score at 2 months after the
death might subsequently experience depressive symptoms at a later time.
Psychological Health: 1.oneliness

According to Weiss (1973, 1982), loneliness is an affective state associated with
dissatisfaction in social relations as a result of emotional or social isolation. Weiss
described emotional isolation as resulting from the loss of an attachment figure. Social
isolation results from a disruption in linkages to a supportive network. The loss of a
spouse often not only brings with it emotional isolation but also leads to a change in
social roles which produces social isolation.

Some studies {Dugan & Kivett, 1994; Hansson, Jones, Carpenter, & Remondet,
1986; Hegge, 1991) have examined the relationship between spousal death and loneliness
in elderly persons. Dugan and Kivett explored the importance of emotional isolation and
social isolation to loneliness in 119 elderly rural persons (36 men and 83 women, mean
age 83). The subjects consisted of 43 married, 65 widowed, 4 divorced or separated, and

7 never married elderly persons. Emotional isolation was operationalized by three
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questions regarding the loss of the presence of attachment figures (e.g., marital status).
Social isolation was operationalized by questions concerning social interaction

(e.g., frequency of visits with children). Lack of a marital relationship was significantly
related to loneliness and was a significant predictor of loneliness (f = .31, p<.01).
Emotional isolation variables accounted for 10% of the variance in loneliness. Social
isolation variables, however, did not explain a significant increase in the variance in
loneliness. Therefore, Dugan and Kivett concluded that the presence or loss of a spouse,
rather than contact with a confidant, was most important to loneliness.

Hansson and colleagues (1986) examined the relationship between loneliness and
adjustment to widowhood in 75 widows who ranged in age from 60 to 90 and had been
bereaved for 1 to 42 years. These researchers found that lonelier widows reported a
greater proportion of time spent ruminating about consequences of the death of their
spouse (r= .36, p<.01) and a greater degree of negative emotions (e.g., anger,
helplessness, resentment) about the death (r = .33, p <.05). Moreover, lonelier widows
reported fewer behaviors associated with adjustment to widowhood (e.g., developing new
skills, finding new friends, finding employment if necessary, remaining self-sufficient)
(r=-.27, p < .05) and less satisfaction with their relationship with children (r = - .43,
p<.01), family (r=- .27, p < .05), friends (r = - .46, p < .001), and organization
affiliations (r = - .46, p < .001). Hansson and colleagues concluded that loneliness was
associated with maladaptive behavior patterns.

The findings of these studies suggest that widowed persons experience emotional
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isolation because of the loss of an attachment figure. Loneliness is positively related to
poor adjustment and to dissatisfaction with family and social relationships.

Factors Affecting Adjustment to Spousal Bereavement

This section reviews non-Japanese literature which has examined the
relationships between related factors and adjustment to spousal bereavement. The
factors include age, gender, the quality of the past relationship with the deceased, social
support, length of the deceased’s illness, socioeconomic status, and concurrent losses.

Age and Adjustment to Spousal Bereavement

Some studies (Gove & Shin, 1989; Jacobs et al., 1989; Lowenstein & Rosen,
1989) have examined the relationship between age and adjustment to spousal
bereavement. Jacobs and colleagues investigated the relationship between age and
depression after spousal bereavement in 111 widowed persons (26 widowers and 85
widows) who ranged in age from 32 to 65 years with a mean age of 54 years. These
researchers found that age was not associated with depression after bereavement.

Lowenstein and Rosen (1989) explored the relationship between age and physical
health and depression in 246 Jewish widows. The subjects, widowed from 1 to 7 years,
were assessed using the Zung Self-Rating Depression Scale and a 10-point perceived
physical health scale. The researchers found that age accounted for approximately 25%
of the variance in perceived physical health; that is, as age increased, widows perceived
their physical health status as being poorer. Age predicted less than 1% of the variance
in depression.

Gove and Shin (1989) explored the relationship between age and psychological
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well-being in 153 widowers (mean age 66.2) and 149 widows (mean age 65.7). The
subjects were interviewed one time, and psychological well-being was assessed using
seven subscales: happiness, life satisfaction, home life satisfaction, self-esteem,
psychological distress, feeling trapped, and meaninglessness. The researchers found that
older widowed persons reported significantly higher levels of happiness (f = .115, p<.1),
life satisfaction (f = .112, p<.1), and home life satisfaction (§ = .122, p<.1) than
younger widowed persons. Older widowed persons also experienced significantly lower
levels of psychological distress (§ = - .17, p< .01), feeling trapped (8 = - .132, p<.05),
and meaninglessness (B= - .125, p< .1). The researchers also reported that widowed
persons who were older than 65 years were significantly less depressed than younger
widowed persons (p< .05). These findings are consistent with Zisook and Shuchter’s
(1991b) findings that the mean age of depressed widowed persons (57+ 9.95 years) was
lower than that of nondepressed widowed persons (62 + 9.61 years), F(1, 281) = 10.62,
p<.001.

With respect to the effects of age on perceived physical health, Lowenstein and
Rosen (1989) concluded that age was one of the main predictors of a widow’s perceived
physical health. This finding is consistent with our knowledge that as age increases,
individuals generally have a greater number of chronic conditions (Thomas, 1992).
Addressing the effects of age on psychological outcome, the findings of Jacobs et al.’s
(1989) and Lowenstein and Rosen’s (1989) studies suggested that there could be either

no or slight effects of age on depression after spousal bereavement. However, Gove and
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Shin (1989) and Zisook and Shuchter (1991b), however, reported that age affected
psychological well-being. Additional research is needed to clarify the relationship
between age and adjustment to spousal bereavement.

Gender and Adjustment to Spousal Bereavement

Some studies (Faletti et al., 1989; Farnsworth, Pett, & Lund, 1989; Gass, 1989;
Lubben, 1989; Thompson et al., 1989; Thompson et al., 1991; Umberson, Wortman, &
Kessler, 1992; Van Zandt et al., 1989) have examined the influence of gender on
adjustment to spousal bereavement (i.e., physical health, life satisfaction, depression).
Van Zandt et al. also explored the relationship between gender and physical health; they
found that there were no gender differences on perceived physical health, number of
physical problems, incidence of hospitalization, or number of physician visits.

Lubben (1989) examined the effects of gender on life satisfaction among elderly,
low-income persons (57 widowers and 393 widows) after spousal bereavement
(see p. 40). The researcher found that there was no significant difference in life
satisfaction scores between widowers and widows. These findings are consistent with
those reported by Farnsworth, Pett, and Lund (1989). However, Gove and Shin (1989)
found gender differences in psychological well-being among 152 widowers and 149
widows (see p. 49). The widows had significantly higher levels of happiness (p =.191,
p< .01), life satisfaction (B =.134, p<.05), and home life satisfaction (f =.274, p< .001)
than the widowers. However, there were no significant gender differences in other

subscales of psychological well-being (i.e., self-esteem, psychological distress, feeling
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trapped, meaninglessness).

Thompson and colleagues (1989) explored the relationship between gender and
depression after spousal bereavement in 211 elderly widowed persons over a 2.5-year
period. The subjects included 98 widowers and 113 widows ranging in age from 55 to 80
years (mean age 69.76 for men and 66.4 for women). The subjects were interviewed four
times: at 6-9 weeks, 6 months, 1 year, and 2.5 years after the death of a spouse.
Depression was assessed using the Brief Symptom Inventory. The researchers found that
although widows had higher mean depression scores than widowers, the differences were
not statistically significant. These findings are consistent with those reported by Van
Zandt et al. (1989), Jacobs et al. (1989), and Faletti et al. (1989).

Umberson and colleagues (1992) found some contradictory evidence. These
researchers examined the effects of gender on depression using data from a national
survey in 1986. The sample was 3,614 respondents including 103 widowers and 538
widows aged 25 and older. The widowers had been bereaved from less than 1 year to 57
years (M = 13) whereas the widows had been bereaved from less than 1 year to 64 years
(M =15). Depression was assessed using the CES-D. For men, having been widowed
was positively associated with current levels of depression (p< .05). This finding did not
hold true for women. The effects of widowhood on depression levels in widowers are
consistently greater than those in widows. When currently widowed persons were
compared with same-sex and never-widowed comparison persons, a significant
interaction between gender and widowhood was found (p< .10). Based on this finding,

the researchers indicate that men are more vulnerable than wome