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CHAPTER I

INTRODUCTION

Conjugal bereavement has became an important
topic of concern among those who deliver health care to
the elderly population. Spousal loss is to be expected
among the married elderly, and it is more often the
woman who is affected.

The loss of a spouse is a problem that mainly
affects women because they have greater longevity, are
usually younger than their husbands, and their marriage
rate after bereavement is lower than that of widowers.
In 1984, 67% of women age 75 or older were widowed, and
had not remarried, while 67% of the men in this age
group were married (Shick, 1986; U.S. Senate Special
Committee on Aging, 1985-1986). Conjugal loss is a
significant problem for women, especially for the
elderly widow.

For these widows, the death of a spouse usually
initiates a profound grieving process and disruptive

role changes. In many instances these events are
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sufficiently stressful to result in illness and health
dysfunction of the elderly widow (Gass, 1987).

Although evidence exists that bereavement affects
the health of the older widow, there is considerable
variation in the extent to which these outcomes occur
(Osterweis, Solomon, & Green, 1984). Various factors
appear to protect some widows and leave others at
increased risk for poor health outcomes.

The present investigator was prompted to study
health outcomes of bereavement, when it was noted in
her clinical practice that some bereaved spouses had
more health problems than others. It was also noted
that those widows who seemed to be in better health had
used services that helped them to adapt to the
bereavement process, such as preventive nursing
interventions and bereavement counseling. 1In
particular, a decrease in health dysfunction was shown
in those persons who had intervention instituted prior
to, or at least by the time of, bereavement.

This clinical impression of variation in
adaptational outcomes is supported in various studies
of elderly conjugal bereavement. These studies have

shown that health outcomes can be impacted by



bereavement intervention programs (Osterweis, et al.,
1984; Parkes, 1980; Rafael, 1977). Interventions
which address adaptative ways to cope can facilitate
the transition to widowhood.

Of particular interest to the present investigator
was the bereavement study of Gass (1987) on the health
of 100 older widows, bereaved one year or less. Gass
studied the relationships between bereavement,vcoping,
appraisal, resources, and health dysfunction of elderly
widows, using the Stress-Coping Framework of Lazarus.
Relationships between the ways of coping and appraisal
of the bereavement were found to impact health status.
Additional research which substantiates and extends the
Gass study would be important, namely: testing a
sample of elderly widows bereaved more than one year,
measuring ways of coping with a newer revision of the
instrument, and considering the effects of an
intervention of bereévement counseling.

Studies were not found in the literature
comparing groups of widows receiving or not receiving
the intervention of bereavement counseling using the
constructs of coping and appraisal on health outcomes.

Further study into the relationship of the intervention

11



12
to bereavement health outcomes is indicated.

The implications for nursing are important. In an
effort to intervene more effectively with the bereaved
older widow, nurses need to be aware of the widow’s
perceived areas of loss, the appraisal of the
stressful experience, the coping process, and the
effect on health outcomes. Nurses can gain a greater
awareness and knowledge of the coping strategies that
have been shown to be beneficial to other bereaved
Spouses. Nurses can suggest meaningful interventions
to support adaptative coping strategies and to make
referrals to alternate support groups and resources as
indicated from the nursing assessment of the bereaved
spouse.

The aim of this present research was to examine
the effects of é hospice bereavement counseling
intervention on the coping and appraisal of the
bereavement of the older widow during the second year
of bereavement. The second year of bereavement was
chosen, as increased health problems are prevalent in
the second year of spousal loss (Zisook, DevVaul, &
Click, 1982). The variables of interest in the study

were: conjugal bereavement, bereavement counseling,
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coping and appraisal and their effect on perceived

health status among two groups of elderly widows.

Review of the ILiterature

This first section of the review of literature
presents material relating to the major areas of
interest in the present study: conjugal bereavement,
bereavement counseling, coping and appraisal, and
perceived health status of the bereaved elderly widow.
In the second section, the Gass study on elderly
bereavement, coping, appraisal, and health outcomes
will be discussed with its implications for the present

research study.

Conijugal Bereavement

In this section, the conceptual definition of
bereavement will be presented. This will be followed
by review of selective studies on elderly conjugal
bereavement.

The definitions of bereavement are varied and
multi-dimensional. Averill (1968) and Rando (1984)
define bereavement similarly, as the total response or

reaction pattern, psychological and physiological,



displayed by an individual following the loss of a
significant object, usually a loved one. The loss of
a loved one is the death of a spouse, child, parent,
sibling, or friend, which can be profound for the
bereaved individual. The focus of this present
research is on conjugal bereavement, the death of an
elderly spouse.

Averill states in his study on grief (1968) that
bereavement has two components: (1) grief, the
psychological and physiological reactions to the loss,
and (2) mourning, the behavior determined by cultural

norms and customs (Averill, 1968). The grief reaction

to the loss is characterized by alterations in emotions

and thought processes, behavioral changes,
interpersonal and social changes and physical
complaints (Osterweis, et al., 1984). This grief
reaction can be a stressful event for the bereaved
elderly widow suffering conjugal loss.

The work of Holmes and Rahe (1967) was among the
early studies to identify the stressfulness of life
event changes and to associate their importance as a
risk factor for illness. They ranked conjugal

bereavement as the highest on the continuum of life

14



stresses.

Also, bereavement has been characterized in terms
of process in that it is a stressful, nonlinear
process, with clusters of reactions or phases that
change over time. The process of bereavement has been
shown to not proceed in set stages with one clearly
identifiable reaction to another in an orderly fashion.
This carries the implication that there is substantial
individual variation in terms of the manifestation of
grief and in the rate bereaved persons move through the
process (Osterweis, et al., 1984; Rafael, 1983; Zisook,
et al., 1982). Thus, bereavement is a stressful,
nonlinear process that does not proceed at a determined
rate.

Various factors have been identified that are
associated with placing the conjugally bereaved person
at risk in terms of adaptational outcomes. A summary

of the studies on bereavement can be seen in Table 1.

15
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Early initial symptomatic distress and prior
health can be predictors for physical and psychological
problems (Gass, 1987; Mor, McHorney, & Sherwood, 1986;
Osterweis, et al., 1984; Parkes, 1985; Raphael, 1977,
1983; Zisook, et al., 1981). Prior coping skills
affect adaptation to bereavement (Dimond, 1981; Gass,
1987; Raphael, 1977; Richter, 1985). Prior and
concurrent losses can be overwhelming for the bereaved
and adversely affect outcomes (Dimond, 1981; Garrett,
1987; Gass, 1987; Osterweis, et al., 1984). The
younger the bereaved, the more health and adjustment
problems will be seen, although the extent is not fully
known (Maddison & Walker, 1967; Pafkes, 1985).

Widowers have more adjustment problems, especially
in the first year, than do widows (Osterweis, et al.,
1984). Widowed persons with lower social class,
‘income, and education appear to adjust more poorly to
bereavement (Atchley, 1975; Gass, 1987; Osterweis, et
al., 1984; Parkes, 1985). Length of illness and type
of death influence adjustment to bereavement outcones,
although there are conflicting results regarding
prolonged illness and sudden death as’risk factors for

unfavorable adjustment (Gerber, et al., 1975: Lundin,
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1984; Maddison & Viola, 1968; Maddison & Walker, 1967;
Parkes, 1975; Parkes & Brown, 1972). The nature of the
marital relationship affects outcomes, especially if
the marriage was unhappy or ambivalent (Osterweis, et
al., 1984; Parkes, 1985; Raphael, 1983: Shanfield,
1983) . Increased perceived social support is the one
consistent predictor in adjustment (Cobb, 1974; Dimond,
1981; Gass, 1987; Maddison & Viola, 1968; Maddison &
Walker, 1967; Parkes, 1985; Raphael, 1977; Windholz,
1985). These factors may alter the risks for poor
health outcomes. The extent to which some of these
factors operate in conjugal bereavement of the elderly
widow warrants further study.

Although positive associations between risk
factors for morbidity, mortality and other aversive
bereavement outcomes have been documented in the
literature, the explanation for this susceptibility is
not fﬁlly known. It may be that the stress of
bereavement may trigger multiple changes which might
lead to disease in persons known to be at high risk and
vulnerable with genetic predisposition, and with past
or current illness (Osterweis, et al., 1984).

The first reported investigation of grief was done
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by Stern, Williams, and Prado in 1951, and it is
significant being the first reported investigation of
grief reactions in older persons. Stern, et al.,

(1951) did pioneering work on elderly bereavement and
somatic health, on a sample of 24 women and 1 man (mean
age = 62.5 years), with personal interviews, at McGill
University 0ld Age Counseling Service. The subjects
had been bereaved from 5 months to 7 years. A major
finding was that older persons showed a tendency to
replace emotional reactions with somatic complaints
(Stern, et al., 1951).

In the intervening years, researchers have
reported in the liferature that widowed persons have
increased morbidity and mortality associated with
bereavement (Clayton, 1974, 1979; Gass, 1987; Jacobs &
Douglas, 1979; Jacobs & Ostfield, 1977; Lundin, 1984;
Osterweis, et al., 1984; Rees & Ludkins, 1967; Richter,
1984; Zisook & Shucter, 1985). See Table 1. Other
investigators have emphasized the tendency of bereaved
persons to experience an increase in emotional problems
associated with depression, (Brown & Stoudemire, 1983;
Goldberg, Comstock, & Harlow, 1988; Greenblatt, 1978:

Maddiscon & Walker, 1967; Mor, et al., 1986;
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Osterweis, et al., 1984; Parkes, 1970; Raphael, 1977;
Zisook, et al., 1982; Zisook, et al., 1985). These
studies support the contention that bereavement affects
both physical and psychological health of the bereaved
spouse.

In summary, bereavement is a stressful experience
and the total reaction to the death of a loved one.
Outcomes of bereavement can be predicted by different
known risk factors which have been discussed in this
section. Bereavement for the older widow affects
changes in emotions and thought process, behavior,
social relations, and physical health. Factors related
to its effects on health status need to be studied
further. An important factor in the amelioration of
bereavement is the assistance provided through
bereavement counseling. This topic is diséussed in the

following section.

Bereavement Counseling

In this section, the conceptual definition of
bereavement counseling will be presented. This will
be followed by studies on bereavement counseling. The

nature of the studies and their contribution to
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knowledge will be discussed.

Bereavement counseling is defined as the informal
or formal education and help, given by professionals,
laypersons, or volunteers, to the grieving families
following the death of loved one (Janson, 1986;
Lattanzi, 1982; Osterweis, et al., 1984; Parkes, 1980;
Raphael, 1977). The purpose of bereavement counseling
is to provide the family members with information about
the normal grief process; fo reflect on the loss
experience; to assess and monitor coping ability,
stress levels, and available support; and to utilize
existing or create new support networks (Lattanzi,
1982).

Four types of bereavement counseling and follow-
up programs are referred to in the literature, which
are : 1) professional services by trained doctors,
nurses, social workers, and psychologists; 2) hospice;
3) voluntary services by selected and trained
volunteers which are supported by professionals, and 4)
self-help groups of previously bereaved persons who
offer help to other bereaved people with or without the
support of professionals. Each of these services may

provide individual or group counseling (Osterweis, et
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al., 1984; Parkes, 1980). Summaries of studies on
bereavement counseling are found on Table 2.

Three studies of interest on professional
bereavement counseling will be discussed in this
section. The effectiveness of professional
intervention was shown in Raphael’s (1977) research
study of 31 selected, high-risk widows, and 33 well-
matched widowed controls (mean age = <60 years).
Assessment of risk factors was done with a
questionnaire developed by Maddison and Walker (1967),
which measures the extent to which the bereaved see
their family as unsupportive, their bereavement as
traumatic, their marriage as ambivalent, and their 1life
complicated by other crises than bereavement. Clients
had a mean of four interviews, in which Raphael, a
psychiatrist with much experience with bereaved
persons, counseled the grieving spouse and family at
three months post-bereavement. Thirteen months
following bereavement, an index of health change
showed statistically significant differences between
supported and unsupported groups (Raphael, 1977). The
supported group had significantly improved as measured

by an index of health change and health care
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utilization. The counseling and support group
decreased their health risk from high to low and
decreased the number of symptoms and visits to the
physician.

Another study of professional counseling is by
Gerber, Weiner, Battin, and Arkin (1975) who studied
116 supported and unsupported aged bereaved subjects at
2, 5, 8 and 12 months following bereavement. Gerber
and associates utilized both personal contact by phone
and by interview for counseling. Fewer medical
complaints and problems were noted in the group
receiving support.

Likewise, Essa (1986) administered
psychotherapeutic intervention (N = 2) to ascertain if
it would accelerate grief work in the elderly, using
Raphael’s model of ego function aspects for crisis
intervention. He found that intervention facilitated
grief work for the elderly, and that it could be used
by general practitioners trained in the technique.

Professional counseling is one mode of bereavement
intervention, while hospice, a combination of both
professional and volunteer services, provides

bereavement counseling and follow-up to bereaved
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spouses and families. Hospice is said to have a
positive impact on both the terminally ill patient and
their family, by reducing the impact of bereavement
(Janson, 1982; Kane, Klein, Bernstein, & Rothenberg,
1986; Lattanzi, 1986; Osterweis, et al., 1984).

A study on the impact of hospice was done by Kane

(1986) . Survivors of patients, mostly widows, (N=56,
mean age = 56 years) and controls (N=40, mean age = 58
years), in a randomized trial of a hospital based

hospice, were followed for 18 months after the
patient’s death, by four personal interviews. (Kane, et
al., 1984). There were no significant differences
found between the groups, in health status, depression,
social adjustment, or physician visits. The conclusion
was that hospice care did not provide any protective
effect for the bereavement period (Kane, et al., 1986).
With volunteer support services, Parkes’ (1975)
study yielded findings similar to Raphael (1977) with a
high-risk group of bereaved survivors, mostly widows or
widowers, whose relative had died at sSt. Christopher’s
Hospice in London. The high-risk group was divided
into treatment and control groups, which were followed

by trained lay volunteers. At the end of 20 months
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post-bereavement, the groups were compared on a number
of measures; physical symptoms, depression, habit
changes, an index of worry, and a general health index
on changes in health. Significant differences were
found between the intervention group and control group
on two of the three measures; the control group had
‘increased autonomic symptoms and increased consumption
of drugs, alcohol, and tobacco. The supported group had
changed from high-risk to low-risk, as seen by changes
in their health status (Parkes, 1975).

Not only do professional, hospice, and volunteer
services provide support, but in recent years, self-
help groups of bereaved helping other bereaved are
available for needed support. Three studies will be
described on self-help groups.

A systematic comparative study of bereavement
self-help was done by Vachon and associates (1980) on
162 widows randomly assigned to two groups. The
intervention group (N = 68) received one-to-one support
and group support from widows, who had resolved their
bereavement reactions and were trained by Vachon and
her colleague to reach out with help. The control

group (N = 94) received only the initial data gathering



interview. The intervention group adapted faster and
had decreased overall distress at the end of two years
(Vachon, Lyall, Rogers, Freedman-Letofsy, & Freeman,
1980) .

Silverman did pioneering work with the successful
Widow-to-Widow groups at the Harvard Medical School.
The purpose of the intervention program was to prevent
emotional breakdown in a vulnerable population. The
program assisted the widows to accept their changed
marital status, to learn how to manage their own lives,
and to demonstrate to themselves and others that they
could be independent (Silverman, 1970).

Another study of self-help groups was done by
Lieberman and Videka-Sherman (1986). The researchers
studied the impact of a self-help group, They Help Each
Other Spiritually (THEOS), on the mental health of 502
widowed persons. These findings revealed that those
who actively participated had greater ability to handle
formerly distressful experiences associated with
bereavement.,

In summary, the studies generally show the
positive impact of professional, hospice, volunteer,

and mutual support bereavement interventions. Hospice

30



31
bereavement programs have much in common with mutual
support groups, as they are targeted for the vast
majority of bereaved people who can be expected to work
through their grief without needing professional help.
Bereavement programs emphasize education and support.
Most of the interventions had positive outcomes, and
only the hospice study by Kane, et al., (1986) showed
no significant change in health status. Other studies
on hospice programs and counseling were shown to be
effective for bereaved persons (Lattanzi, 1986;
Osterweis, et al., 1984; Parkes, 1980, 1981:; and Roy &
Sumpter, 1983). Further research is needed to
explicate the relationship between bereavement
counseling and effective ways of coping to provide
healthy adaptation to conjugal loss among elderly

widows.

Coping and Appraisal

The following section will discuss the conceptual
definition of coping and appraisal. Studies on coping
and elderly adjustment to bereavement will be
presented.

There are many definitions of coping. Coping may
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be defined in terms of ego processes or defenses, as a
personality trait or style, or in terms of transactions
between the person and the environment. 1In the present
study the transactional definition, as defined by
Lazarus & Folkman (1984), is used.

Transactional coping is defined as "constantly
changing cognitive and behavioral efforts to manage
specific external and/or internal demands that are
appraised as taxing or exceeding the resources of the
person" (Lazarus & Folkman, 1984, p. 141). Coping is
an individual’s attempt to handle a stressful
situation, and it can be adaptive or maladaptive.

Two processes mediate this transactional
relationship: appraisal and coping. Appraisal is the
cognitive process through which an event is perceived
as stressful by a given individual. The way a demand
is cognitively appraised influences the ways of coping
used to deal with the demand or threat. Appraisal and
coping are influenced by factors within the individual
and the environment. Threat in the absence of adequate
coping and resources is associated with stress
reactions which is manifested in negative health

changes (Gass, 1987).



Thus, coping is process-oriented, as it focuses on
what the person actually thinks and does in a specific
stressful encounter, and how this changes as the
encounter unfolds. Also, coping is contextual, as it
is influenced by the person’s appraisal of the actual
demands in the encounter and resources for managing
them. Primary and secondary appraisals converdge to
determine if the person-environment transaction is
significant for well-being, and if it is primarily
threatening or challenging. The emphasis on context
means that the particular person and situational
variables together shape coping efforts. No
assumptions can be made about good or bad coping, as
coping is a person’s efforts to manage demands, whether
or not the efforts are successful (Folkman & Lazarus,
1986) .

Few coping studies related to the process model of
elderly widow bereavement were found in the
literature. Most studies were concerned with the
buffering effect of social support. Summaries of the

studies on coping and appraisal are found in Table 3.
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Lopata (1973) proposes two tasks faced by the
elderly widow to enhance successful coping and
adaptation. These are the ability to live
independently and to interact in society as a single
person.

A longitudinal study by Heyman and Gainturco
(1973) researched long-term adaptation to bereavement
of 14 elderly males (mean = 74.8 years) and 27 females
(mean = 73.1 years). They were followed prior to
spousal loss and interviewed within 21 months following
bereavement. Four measurements were used to assess
attitudes, activities, psychological and physical
evaluation. The data confirmed that elderly adaptation
to the death of a spouse is characterized by emotional
stability, stable social network of family and friends,
and few life changes made after the death. No signs of
health changes were seen between pre-bereavement and
post-bereavement. The sample was able to cope and
adapt to the conjugal loss (Heyman, et al., 1973).

Conversely, Lund, Dimond, Caserta, Johnson,
Poulton, and Connelly (1985) studied 138 bereaved
elderly and found that 18% were having difficulties

coping with spousal loss after two years. Low esteen,
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even prior to bereavement, is likely to be predictive
of coping difficulties two years following the death of
a spouse (Lund, et al., 1985).

Research by Folkman and Lazarus (1986), and
Blanchard-Fields and Irion (1987) showed that older
adults can cope with challenge and threatening
situations. Coping was measured by the revised Ways of
Coping Questionnaire (1984), using eight scales, on a
middle-aged community sample and subjects of various
ages. Appraisal influences coping, coping may
influence the person’s reappraisal. Positive
reappraisal may be influenced by the outcome of the
encounter. Both distancing and positive reappraisal
were emotion-focused coping seen in good and bad
outcomes.

In summary, research supports that a relationship
exists between bereavement, as a stressor, and coping,
and health dysfunction among bereaved widows. The
association was studied by Gass (1987). Further work
is needed to understand how bereavement counseling or
other therapeutic interventions facilitate coping in

the elderly bereaved.
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Perceived Health Status

The conceptual definition of perceived health
status will be discussed. This will be followed by
brief citations of studies on the relation of
perceived health status and bereavement.

Perceived health is defined as an individual’s
assessment, reaction and feeling of one’s own health
status. Self-assessed health ratings reflect a
person’s perception of health in relation to one’s
biologic, psychologic, and social characteristics.

Elderly adults’ self-ratings of health are
positively correlated with physicians’ ratings of
health status (LaRue, Bank, Jarvik, & Hetland, 1979).
Self-report instruments are used almost exclusively to
obtain indices of physical health status in virtually
- all bereavement studies (Thompson, Breckenbridge,
Gallagher, & Peterson, 1984).

Two studies on the self-rating of health and
subjective health with the elderly will be briefly
described. A summary of studies of perceived health

is seen in Table 4.
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Tissue (1972) conducted a longintudinal study on
self-rated health among the 256 elderly and found that
self-rating is a reliable and valid summary of
perceived health with the older population. General
health perception does not distinguish between the
different components of health, physical, mental and
social (Tissue, 1972).

Horgan (1987) examined the relationship between
subjective health status and common health practices
among a sample of 80 elders (mean age = 72.9 years),
using Orem’s self-care framework. Horgan analyzed
self-perceived health status and seven health-related
behaviors. The results showed that 63.7% of the sample
considered themselves to be in good or excellent
health, while only 7.5% in poor health. The frequency
of physical activity was seen as the leading behavior
positively related to perceived health status (Horgan,
1987) . |

Measurement of the self-rating of health and
subjective health has been predominantly done with
self-report questionnaires (Ware, 1976), and self-
anchor scales (Cantril, 1965). The advantages of the

latter technique is that it provides a continuous and
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equal-interval scale to measure the subject’s own
health perception. It has been extensively used to
measure health perception in different populations:
post-surgical cardiac patients (Brown & Rawlinson,
1975) ; elderly widows (Gass, 1987); middle-aged adults
(Palmore & Luikart, 1972), and elderly bereaved spouses
(Thompson, et al., 1984).

Only a few studies were found on perceived health
status of elder bereaved widows and widowers, and one
will be discussed. Thompson and associates (1984)
studied the effects of bereavement on self-perceptions
of physical and psychological health in elderly widows
and widowers two months following the death of the
spouse. The sample included 212 bereaved adults (113
women and 99 men) and 162 comparison control
participants (78 women and 84 men) between the ages of
55 and 83. Structured interviews and perceived rating
of current health status and comparision of their
health with others the same age were done on a 7-point
self-anchor scale. The results were that conjugal
bereavement is a significant stressor that may
adversely affect the health status of survivors. The

bereaved rated their overall health, and health
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compared with others their own age, more poorly than
the comparison group. The researchers reported an
association between bereavement and perceived health
status (Thompson, et al., 1984).

In summary, studies indicate that the health
status of the widow can be adversely affected by
bereavement. Perceived health is used almost
exclusively in bereavement studies. It has been shown
to be a valid data tool to ascertain perceived health

status.

Gass Study

The study by Gass (1987) will be described in
detail in this section, as it served as the basis for
the present study exploring bereavement of older
widows, coping, appraisal and health status.

Gass (1987) studied the relationships between
bereavement, coping, appraisal, resources, and health
dysfunction in 100 oldervwomen (mean age = 71.3 years)
widowed 1 to 12 months prior to interview. The
purpose of the Gass study was to examine the meaning of
bereavement, coping patterns, resources, and the

effects on health functioning of aged widows within the
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context of Lazarus’ Stress-Coping Framework.

Gass used the following instruments in the study:
1) Appraisal of Bereavement, a one question instrument
to assess the meaning of bereavement:; 2) Ways of Coping
Questionnaire, a 68 item instrument, developed by
Lazarus and Folkman (1980), to measure bereavement
coping.‘ It consisted of two overall classifications of
problem-focused and emotion-focused coping and seven
scales, measuring domains of coping, namely: overall
problem-focused; overall emotion-focused; problem-
focused; wishful thinking; mixed; growth; minimizes
threat; seeks social support, and self-blame. Alpha
reliabilities from the Gass study were lower than the
alpha reliabilities of Folkman & Lazarus (1980), as
seen in Table 5; 3) Assessment of Resources, developed
by Gass, to assess psychological, social, and material
factors which may influence bereavement; 4) Sickness
Illness Profile, to measure health, and 5) Cantril
Ladder, developed by Cantril (1965), to measure
perceived health status.

Gass tested five hypotheses of which the first
three were used in the present study. The three

hypotheses and results from Gass were: 1) There are
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Table 5
Internal Consistency Comparisons Between the Oriqinal (1980) and
a,b,c,d
Revised (1984) Ways of Coping on 4 Samples
Ways of Coping Scales Alpha Difference
Original (1980) Folkman Gass
Overall problem-focused .80 .69 .11
Overall emotion-focused .81 575 .06
Problem-focused .89 .62 .17
Wishful thinking .91 « B6 i)
Help-seeking/avoidance .83 .43 .40
Growth .90 .65 225
Minimizes threat 53 sl »30
Seeks social support .79 .48 -3k
Blames self ol .56 i
Revised (1984) Folkman Hawley
Confrontive coping " A <43 .27
Distancing .61 .56 .05
Self-controlling 70 .52 .18
Seeking social support .76 .46 .30
Accepting responsibility .66 +5F .09
Escape-avoidance .72 .55 .17
Planful problem-solving .68 .45 .23
Positive reappraisal .79 i .04
Note. a = Folkman, et al., (1980). b = Gass (1987). c =

Folkman, et al., (1986). d = present study of Hawley.
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differences in coping by widows who appraised their
bereavement differently, which was partially supported;
2) There is a relationship between ways of coping an
health dysfunction, which was partially supported; 3)
There is a relationship between individual resources
and health dysfunction, which was partially supported.

Gass found that appraisal groups differed
significantly in overall problem-focused coping,
wishful thinking, help seeking/avoidance, self-blame,
and growth-oriented coping. No differences were found
among the appraisal groups in the use of emotion-
focused coping, ways to minimize threat and seeking
social support. Social support, strong religious
beliefs, belief in control over bereavement, and good
prior mental health were related to decreased health
dysfunction. Appraisal of bereavement as a higher
threat was associated with less adaptive ways of
coping, such as self-blame or wishful thinking.
Further research is needed in identifying helpful and
non-helpful coping strategies utilized by elder widows.

The present study builds upon the first three of
Gass’ hypotheses. The Gass study needs to be

replicated on widows bereaved over one year, as



the anniversary date of the death of the spouse will
be past, and widows tend to have more problems in the
second year of bereavement with health dysfunction
(Osterweis, et al., 1984; DeVaul, et al., 1982).

The present study expanded the Gass study by
testing the effects of bereavement counseling using two
groups of widows in the second year of bereavement.
The treatment group received the intervention of post-
bereavement counseling, and the control group had not
received a bereavement counseling intervention. The
theoretical Stress-Coping framework of Lazarus and
Folkman, revised Ways of Coping Questionnaire (1984),
Appraisal of Bereavement questionnaire, and a
perceived health measure were used to test the
generalizability of the Gass results among two groups
of widows in their second year of bereavement. A more
current version of the Ways of Coping instrument (1984)
was used, which is a refinement of the scale after
intensive factor analytic studies. The number of
scales was extended to eight and the response options
to each item was changed from a yes\no to 4
alternatives. The resource of bereavement counseling

intervention was compared to a no treatment group for
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its affect on coping, appraisal and perceived health

status.

Summary

Bereavement is a disruptive life-~stress event that
impacts the elderly survivor, physiologically,
psychologically, and socially. Widows are at risk for
increased morbidity and mortality. Bereavement is
perceived as stressful, and it is a life change
associated with general predisposition to morbidity.
Stress reactions can affect perceived health status and
are reflections or consequences of coping processes.

Bereavement counseling has been shown to be
beneficial in most instances to enhance coping and
adaptation to spousal loss. Improved perceived health
status is associated with post-bereavement
intervention. The ways the widows appraise and cope
with their bereavement impacts their perceived health
status, as seen in the Gass study and other studies.

The present research study examined these variables.
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Conceptual Framework

The conceptual framework of the present study
consists of four parts: the antecedent, the
intervention, the intervening variable of appraisal,
and the outcome. The antecedent is a stressful event,
which is bereavement. All of the subjects had
experienced the loss of a spouse within the last two
years.

The intervention part of the conceptualization
contains two aspects. The bereavement process brings
into play the manner in which the widows cope with
their conjugal loss. The ways in which the widows cope
are seen two ways: 1) hospice bereavement intervention,
and 2) informal, or no bereavement intervention. Group
I had bereavement intervention of hospice post-
bereavement counseling for 13 months. Group II had no
formal bereavement intervention, although they may have
had some kind of informal family, widow-to-widow, group
or individual counseling to assist them in the
bereavement process. This conceptualization links the
extent to which the eight ways of coping were used to

the type of bereavement intervention. The rationale
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is that persons who had experienced the more formalized
hospice bereavement counseling would be better equipped
to utilize constructive ways of coping than persons who
had no formal intervention.

The next step in the conceptualization is the
intervening variable of appraisal. The assumption is
that coping will influence appraisal of the stressful
event and the degree of stressfulness. Appraisal will
reflect how the widow has used the different resources
of coping. The model purports that Group I with post-
bereavement counseling will appraise their bereavement
as more of a challenge, while Group IT with no post-
bereavement counseling will appraise their bereavement
as more of a harmful loss.

The final component of the model is outcome, which
is specified as the widow’s perception of her health.
Maintained or improved health status, as evidenced by
decreased health dysfunction, is expected in the
intervention group subjects. Reduced health status, as
evidenced by increased health‘dysfunction, is expected

in the non-intervention group subjects.



ANTECEDENT

Stressful
Event of
Spousal
Loss

Stressful
Event of
Spousal
Loss

Figure 1.

INTERVENTION INTERVENING
VARIABLE
Group I
Bereavement Stressful
Intervention Appraisal
The use of as a

more effective
Ways of Coping

challenge or
harmful loss
without other
losses

Group IT

No Bereavement
Intervention
The use of
less effective
Ways of Coping

Stressful
Appraisal

as a harmful
loss with
anticipated
threats and
losses

Conceptual Framework
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OUTCOME

Maintained
or
Improved
Health
Status

Reduced
Health
Status
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Purpose of the Study

The purpose of this study wés to explore the
relationship between coping and appraisal on the heaith
outcomes of older bereaved widows. Its aim was to
determine if statistically significant differences in
health outcomes occur between widows who receive
bereavement counseling and widows who do not receive
any bereavement counseling as an intervention. It was
expected that bereaved widows who receive counseling
would use more adaptive ways of coping and would
appraise their bereavement as more of a challenge and
less of a loss than those who do not receive
counseling. As a result, widows who receive
counseling would score higher on the perceived health
status instrument scores than those who did not receive
counseling.

The study also explored the differences between
the two groups of subjects in relation to appraisal and
ways of coping. 1In addition, relationships were
examined among selected variables of the study, using

the entire sample.
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Hypotheses

The following hypotheses were tested:

i i

There will be significant differences between

the bereaved widows who receive counseling and

those who do not receive counseling in

coping, appraisal, and perceived health

status.

a.

Bereaved widows who receive counseling
will have higher scores on the eight ways
of coping scales than those who do not
receive counseling.

Bereaved widows who receive counseling
will appraise their bereavement as more
of a challenge and less of a loss than
those who do not receive counseling.
Bereaved widows who receive counseling
will score higher on the perceived health
status scale than those who do not

receive counseling.
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There will be statistically significant
differences among the subjects on each of the
eight ways of coping scales in relation to the
three levels of bereavement appraisal.

There will be statistically significant
correlation among all subjects between the
ways of coping and perceived health status;
and the appraisal of bereavement and

perceived health status.
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CHAPTER II

METHODS

Subjects and Setting

The subjects were 10 bereaved widows who had
post-bereavement counseling for a‘period of 13 months
following the death of their spouse, and 10 bereaved
widows who did not have any post bereavement
counseling or follow-up by the agencies involved since
the death of their spouse. It was a convenience
sample of spouses of married men who had died within
the previous 25 months obtained from the patient
records of two agencies. The agencies provided the
names of potential subjects to the researcher.

The criteria for inclusion in this study were a
widow: 1) whose spouse died between 13 and 25 months
prior to the time of interview; 2) who was 60 years of
age or older; 3) who had not remarried; 4) who was able
to understand, read and write English, and 5) who was

able to fulfill the demands of completing the paper and
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pencil tests.

Group I, the treatment group, had hospice
bereavement intervention, consisting of 13 months of
counseling and follow-up to assist them in the grieving
process through the selected hospice agency. Two of
the subjects were referrals from the home health
agency (HHA).

Group II, the control group, did not have any
formal bereavement intervention by any agency
personnel. Some of the subjects did have informal
intervention by family, friends, church, widow-to-widow
groups, or other counseling, which was noted on the
subject characteristics form. This latter group was
composed of widows from the selected HHA. All
subjects from both groups were seen in their own homes
by the researcher for the one-time interviews.

The hospice agency used in this study is a county
community-based service organization located in a rural
area, which provides holistic care and support for
terminally ill persons and their families. Emphasis is
placed on providing physical, spiritual, emotional,
social support, home care, and assistance to the family

during the bereavement period. Care is given to all
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persons based on need rather than ability to pay.
Approximately 35 patients are served by the hospice
every year. Fromithis pool of hospice patients, the
agency identified deceased male spouses who were 60
years or older and who had died within the previous 13
to 25 months. Eighteen eligible older widows of these
patients were identified as potential subjects.

The hospice provides bereavement services which
are available to the surviving significant other or
others for a period of 13 months following a patient’s
death. A bereavement committee consisting of the
bereavement coordinator, bereavement team members, a
representative of the Board of Directors, and the
hospice coordinator as an ex-officio member plans,
implements, and evaluates the bereavement program.

A range of services has been'developed by the
hospice to assist families through the process of loss
and grief of a family member. Services include,
individual and family visitations, group discussions
for support and education, consultation with community
agencies and groups, pamphlets and resource materials,
and public informational sessions on loss and grief.

Follow-up on the well-being of those suffering from the



stress of grief is done for a period of 13 months of
all survivors admitted to the program.

The home health agency is a home care agency
based at a small community hospital. The agency was
established in 1966, as an offical HHA under the County
Health Department. 1In April of 1983, the County Home
Health Care Association, a subsidiary of the community
hospital, was established as a non-profit HHA. The
agency 1is certified under Medicare and licensed by the
State of Oregon. It serves all county residents, as
well as persons living in neighboring counties.

The agency offers a complete range of professional
health services provided on an intermittent basis in
the home, under the direction of a physician. It
permits the patient to remain in the home for health
treatment as an alternative to hospital or nursing home
care.

A team of health care professiocnals, under the
direction of the attending physician, provides many
services. Services offered by the agency include, 1)
skilled nursing, 2) home health aides, 3) physical
therapy, 4) speech pathology, 5) occupational therapy,

6) medical social service, 7) nutritional guidance, 8)
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medical supplies and equipment assistance, and 9)
terminal care. The HHA contracts with the hospice to
provide specialized services to patients and their
families in need of terminal care and bereavement
counseling.

Last year, 945 patients, with various diagnoses,
including terminally ill patients, were treated by all
disciplines. From this pool of HHA patients, the
agency identified deceased male spouses who were 60
years or older and who had died within the previous 13
to 25 months. Thirty-one eligible older widows of

these patients were identified as potential subjects.

Data Collection Instruments

Data were collected by means of one personal
interview per subject to obtain information pertaining
to selected subject characteristics, as well as
information relevant to coping, appraisal and health.
In the following section, four instruments which were
used to collect the data are described.

Instruments thét were used in the data collection

are; 1) Selected Subjects Characteristics

s

Form; 2) 1984 Revised Ways of Coping Questionnaire,
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developed by Lazarus and Folkman; 3) Appraisal of

Bereavement, developed by Gass (1984), and 4) Cantril’s

Ladder, a self-perceived health status instrument to

measure health.

Selected Subiject Characteristics Form

The subject characteristics form consisted of 19
items. These items included questions regarding the
spouse’s illness and death; and demographic data
pertaining to the subject, such as date of birth,
educational level, current or prior occupation,
religion, ethnic background, and income. Additional

comments were also solicited. (Appendix A).

Revised Ways of Coping Questionnaire, 1984

The Ways of Coping (revised) is a 66 item
questionnaire containing a wide range of thoughts and
acts that people use to deal with the internal and/or
external demands of specific stressful encounters. The
measure is not designed to assess coping styles or
traits. It is designed as a process measure to assess
transactional coping. It is also designed to be used

to assess the coping processes in a particular
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stressful encounter.

Fifty of the original 66 items were retained by
the author as a result of factor analytic studies on a
community sample of married couples. Sixteen of the
items were eliminated; 9 contained marginal factor
loading or lacked conceptual coherence with their
scale, and 7 items did not consistently load on any
factor. A final principal factor analysis of the 50
item scale yielded 8 factors. These factors are
represented by the 8 scales. The factor analysis
conducted by Folkman and Lazarus (1986) provides
support for the validity of the instrument. Further
research is being done on the reliability and validity
of the revised Ways of Coping Questionnaire.

Scale 1 is confrontive coping. It contains six

items and describes aggressive efforts to alter the

situation. Scale 2 is distancing with six items and

describes efforts to detach oneself. Scale 2 is self-

controlling, consisting of seven items and describes

efforts to regulate one’s feelings. Scale 4 is seeking

social support, consisting of six items and describes

efforts to seek informational support. Scale 5 is

accepting responsibility with four items and
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acknowledges one’s role in the problemn. Scale 6 is

escape-avoidance with eight items and describes wishful

thinking. Scale 7 is planful problem-solving with six

items and describes deliberate problem-focused efforts
to alter the situation. Lastly, scale 8 is positive

reappraisal with seven items and describes efforts to

create positive meaning by focusing on personal growth.
All of the alpha coefficients represent acceptable
levels of reliability for research purposes with the
possible exception of scales 2, 5, and 7 ({Folkman, et
al., 1986). See Table 5.

The revised Ways of Coping format required that
the subject respond to each item on a 4-point Likert
scale, with 0, indicating that the item does not apply
and/or was not used; 1, used somewhat; 2, used quite a
bit; and 3, used a great deal. The potential range of
the 8 scales scores are as follows: scales 1, 2. 4,
and 7 from 0-15; scale 3 and 8 from 0-21; scale 5 from
0-12; and scale 6 from 0-24.

Gass used the original Ways of Coping
Questionnaire but suggested (per personal
correspondence, December 2, 1987) using the revised

version, although the scales will differ from those in
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her study. The original Ways of Coping response format
is yes/no, while the revised version response is on a
four point Likert scale, as previously mentioned.
(Appendix B).

The Cronbach alpha reliabilities in the present
study for the eight scales are shown in Table 5 on page
45. Reliabilities were lower than those in the
community sample (Folkman, et al., 1986) and may have
reflected differences in the samples studied. The
present sample was a homogeneous group, which showed
little variability in the responses to coping
strategies, with a small range of answers. Only a few
subjects offered variability in the responses, so the

variability could have been affected.

Appraisal of Bereavement

The instrument to assess appraisal of bereavement
consisted of a question on the meaning of bereavement
to the individual widow, which was devised by Gass
(1987). 1In the present study, three statements with
stressful meanings were used: a harmful loss in and of
itself; a harmful loss with additional anticipated

threats; and a challenge. Nonstressful appraisal
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bereavement statements were not considered in the
present study, as advised per personal correspondence
with Gass, based on her research findings.

Widows with other anticipated threats appraised
their bereavement as a loss with other losses, fears,
and problems to anticipate andeorried that they would
not be able to manage them. Widows who appraised their
bereavement as a loss without other losses appraised
their spouse’s death as a great personal loss, but felt
there were no other bereavement-related losses, fears,
or problems they could not manage. Challenged widows
appraised their bereavement as something to overcome or
master and viewed widowhood as an opportunity for
personal growth (Gass, 1987).

The instrument was pilot tested by Gass on six
widows prior to conducting her research in 1987, and it
was found to be reliable in self-appraisal of the
individual’s bereavement. No other information is

available on the instrument. (Appendix C).

Cantril Ladder of Perceived Health

A self-rating of overall health was administered

using the Cantril ladder (Cantril, 1965; Palmore &
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Luikart, 1972). The health scale is a self-anchored,
one time measure of perception of health. On an equal
interval ten-point scale ranging from 0 (representing
worst possible health) to 9 (representing best possible
health) subjects were asked to rate their own health
at various times and the health of a married friend of
the same age. Widows were asked to indicate on the
ladder the steps best representing 1) her health right
now; 2) the present health of a married friend of the
same age; 3) her health prior to death of her spouse,
and 4) her health three months after the death of her
spouse.

Heyman and Jeffers (1963) found to a statistically
significant degree that a greater proportion of
elderly subjects remained unchanged in their self-
ratings of health on retesting at two and three years
(76.3% agreement). Also, self ratings of health were
significantly related to the physician’s estimate of
the subject’s capacity to function effectively in daily
living. Heyman and Jeffers’ findings provided support
for convergent validity of self ratings of health. It
is a useful measure of the perceived health status of

the older person (Gass, 1987). (Appendix D).



Procedures

This study was quasi-experimental in design, in
which subjects were drawn from two populations; one
group had the intervention of post-bereavement
counseling, and the other group had no formal post-
bereavement counseling.

Potential subject names were provided by two
agencies from records of older male patients who had
died within the previous 25 months (Appendix E).
Letters were first sent out by the agencies to inform
the potential sample, Group 1 (N = 18) and Group 2 (N =
31), of the study (Appendix F). This was followed by a
letter from the researcher to explain the study with a
return postcard (Appendix G). These persons were
encouraged to return the postcard to indicate their
decision either to voluntarily participate or to not
participate. All subjects who agreed to participate
were contacted by phone. Verbal consent was obtained,
and subjects were offered an interview in their dwn
home, or at a mutually agreed upon location. All
subjects requested to be interviewed in their own home.

A mutually agreed upon time was determined and

66
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verified. Prior to commencement of the interview in
the subject’s home, a consent form was signed by the
subject (Appendix H).
Data collection was completed in three weeks,
during July of 1988. The administration of the
research instruments were completed for each subject in

one hour or less.

Data Analysis

Descriptive statistics were used to present
demographic data and selective characteristics of the
subjects. The data were presented in terms of measures
of central tendency and variability for the two groups
to see how comparable the two groups were in
descriptive characteristics.

In Hypothesis 1, data were analyzed regarding
differences in the individual ways of coping and
appraisal of their bereavement and perceived health
status between the two groups of subjects. The
differences between the means of the two groups were
tested by use of the t-test.

Hypothesis 2 was tested by one-way analysis of

variance (ANOVA) among the subjects for differences
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between the means on each of the eight ways of coping
scales in relation to the three levels of bereavement
appraisal and the ratio of the variances. Hypothesis

3 was tested by Pearson’s r correlational technique.
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CHAPTER III

RESULTS

In this section, the findings of the study are
presented in the following order. First, the sample of
the two groups of bereaved widows are described in
relation to participation rate, selected demographic
characteristics, and various factors pertaining to
spousal bereavement. Second, the results of the

hypotheses testing are presented.

Description of Subijects

Participation

The sample consisted of 20 older bereaved widows,
whose husbands had been cared for by either a home
health agency or a hospice service prior to death. Of
the 20 subjects interviewed, 10 agreed to participate
from the hospice, which comprised the treatment group
(Group 1), while 10 subjects agreed to participate from
the HHA, which served as the control group (Group 2).

The treatment group had received 13 months of
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bereavement counseling as an intervention from the
hospice. The control group had not received any
bereavement counseling from the agency involved.

The potential sample consisted of 18 bereaved
widows, referred by the hospice, and 31 widows,
referred by the HHA. Twenty-six of the total possible
sample of 49 responded to the letter, which included 7
from the treatment group and 19 from the control group.
Ten persons from the control group and six from the
treatment group consented to participate in the study.
Telephone calls were made to non-responders in the
latter group to insure that they had received the
letter and to confirm their addresses in an effort to
achieve a sample of 10. From these contacts, four
additional persons were recruited to arrive at the
final number of 10 subjects in the treatment group.

Reasons given for non-participation were varied.
Of the 6 who declined to participate in Group 1, the
treatment group, one was going on an extended trip, one
had died, one had remarried, two were too ill, and one
did not want to participate. Of the 9 who declined in
Group 2, the control group, 8 did not want to be a part

of the study, and one refused for physical reasons
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having had a recent CVA. No answer or replies were
received by 14 potential subjects; two in Group 1 and

12 in Group 2.

Demographic Characteristics

The two groups were very similar in all of the
selected characteristics, with the possible exception
of the subjects in the control group who had been
married longer periods of time. See Table 6. Thus,
the entire sample may be characterized as primarily
elderly caucasian Protestant women who had been widowed
from 1-2 years.

The mean educational level of the subjects was
equivalent to a high school education (12.3 years).
However, there was considerable variability with 40%
having completed grades 8-11; 20% having graduated from
high school, and 40% having completed 2 or more yvears
of college, nursing school, or business college.
Nationally, the education figures for women over 65
were quite similar, with 28% completing grades 8-11,
38% graduating from high school, and 34% going on for

higher education (Shick, 1986).



Table 6

a
Comparison of the Treatment and Control Groups on Selected
Demographic Characteristics

Treatment Control
Characteristic Group 1 Group 2
Age (in years)
Mean 69.9 71.6
S.D. 7.0 6.3
Range 59-78 62-79
Education (in years)
Mean 12.4 12::.2
S.D. 2.7 1.5
Religion
Protestant 9 8
Catholic 0 1
Jewish 1 0
Other 4 0
Race
Caucasian 10 10
Other 0 0

Annual Gross Income (in $ for 1988)

0- 4,999 1 0
5,000-14,999 5 6
15,000-24,999 2 3
25,000-34,999 ) 1
35,000 or over 1 0
Years Married (in years)
Mean 28.7 41.8
S.D. 15.7 9.5
Range 4-49 18-52
Children (number)
Mean 3.l 2.5
S.D. 1.7 1 6
Range 1-6 0-5
Living Arrangements
Lives alone 9 8
Lives with family 2
Activity Participation with Others
Participation 9 10
No participation 1 0

a
Note. n = 10 for each group.
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Socio-economic status data revealed that 11 of the
subjects anticipated an annual gross income for 1988 of
$5,000 to $14,999. Only one widow had an income under
$5,000, while 5 of the sample had income from $15,000
to $24,999, and 3 anticipated an income from $25,000 or
over. In the county 48% of the single women over the
age of 62 years old had an average income of less than
$10,788 per year for 1987. Twenty-one percent had
incomes ranging from $10,800 to $17,268 per year, while
31% of the women had incomes greater than $17,700 in
the county for 1987 (Personal communication, Bill
Bellish, figures from the County Community Development
Plan, 1987). 1Income for the present sample was
comparable to the median for the single women in the
county, but it was much higher than the national 1982
median income of $5,620 for single women over age 65
(Shick, 1986).

Four in the treatment group and three in the
control group had been widowed previously more than
once, which accounted for the differences in the years
married. One widow in the treatment group had been
married to her second husband only 4 years.

Researchers have found that prior losses does affect
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and impact coping skills and bereavement adjustment
(Dimond, 1981; Gass, 1987; Osterweis, et al., 1984).

In respect to the number of children, the mean
number for the entire sample was about 3 children.
Only two of the total sample had no children. Most of
the subjects lived alone, and three lived with others.
The findings are comparable to national statistics in
1982, in which only 11% of the older single women lived

with children or others (Shick, 1986).

Factors Pertaining to Spousal Bereavement

In comparing the two groups on factors pertaining
to the spousal bereavement, they appear to be similar
on most aspects. The factors upon which these
comparisons were made included the following: type and
place of death, length of spousal care in months,
support, and causes of spousal death. (See Table 7).

The types of death of the spouse were classified
as 1) acute, with the death occurring within or less
than two months following diagnosis of the condition;
and 2) chronic, with the death occurring more than two
months after diagnosis. All but one of the deaths were

classified as chronic; the one acute death was in the



treatment group.

Three-quarters of the spousal deaths occurred at
home among the total sample. As anticipated, there
were differences between the two groups because of the
nature of the agencies administering the spousal care.
Most of the subjects in the treatment group died at
home, with only one dying in the hospital. The place
of death varied to a larger extent among the control
group spouses, as 6 died at home, while 3 died in the
hospital, and 1 in a nursing home;

The length of time in months that the subjects
cared for their husbands also varied between the two
groups. One wife provided care for 96 months, and
another wife provided care for 156 months. With those
two outliers removed, the two groups appear to be quite
similar, for Group 1 the means and S.D. were 16.1 and
20.4 months respectively, and for Group 2 the means and
S.D. were 15.3 and 14.8 months respectively. Two
husbands did not receive any care, as they were
ambulatory and able to provide for their own needs
until the time of death. All received supportive
nursing and other services from the two agencies

involved.
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Table 7

a
Comparison of the Treatment and Controcl Groups on Factors
Pertaining to Spousal Bereavement

Treatment Control
Factors Group 1 Group 2
Type of Death
Acute 1 0
(< 2 months)
Chronic 9 10
(> 2 months)
Place of Death
Home 9 6
Hospital 1 3
Nursing Home 0 1
Length of Care (in months)
Mean 24.1 29.4
S.D. 31.7 46.6
Range 0-96 0-156
Perceived Current Health
Better 5 4
Same 5 5
Worse 0 1

Support Before and After Death from Others

Family 5 7

Friends 2 2

Nurses 3 0

Physician 0 1
a

Note. n = 10 for each group.



There were no differences between groups in their
rating of current health that was included in the
subject’s characteristics form with all of the subjects
stating that their current health was the same or
improved. It is of interest to note that the responses
to this question were significantly correlated (r=.58,
pP<.001) with the same question on the perceived health
status measurement for "perceived health now".

Family and friends provided the most meaningful
support before and after the death for both groups.
Differences between the groups were shown in the case
of three subjects in the treatment group who indicated
that nurses were the most meaningful support system for
them; while a physician was mentioned as the support
for one widow in the control group. Support systems
are an important variable and asset in the coping
process of spousal loss, as shown in studies by Cobb,
1974; Dimond, 1981; Gass, 1987; Heyman, et al., 1973;
Osterweis, et al., 1984; Rafael, 1977; Stroebe &
Stroebe, 1987; and Vachon, et al., 1980.

The various causes of spousal death are given in
Table 8. The most frequent cause of death was cancer.

Twelve of the total deaths were from cancer, with lung



Table 8

Causes of Spousal Death Between the Treatment and Control

a

b

Groups anhd Total Sanple
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Causes of Death Group 1 Group 2 Total
Cancer
Lung 4 5 9
Stomach F 0 1
Pancreas 1 0 1
Brain 1 0 1
Cardiovascular
CVA 2 3 5
MI 1 1 2
Endocrine
Diabetes 0 1 .
a b
Note. n = 10 for each group. n = 20 for total sample.




79
cancer accounting for 9 deaths, and stomach, brain and
pancreatic cancer accounting for three deaths. Other
causes were cardiovascular and diabetic complications.
Seven of the treatment group and five of the control
group died of cancer.

In summary, the two groups were alike in the
demographic characteristics of age, race, religion,
education, income, number of children, and activity
participation. The groups differed in number of years
married. Spousal bereavement factors were likewise
similar in type and place of death, support systemns,
perceived current health, and causes of death. Most
widows cared for their husbands at home. Hospice
played a role in the treatment group in facilitating
the process of the spouse dying at home, as documented
in the hospice literature (Kane, et al., 1986;
Lattanzi, 1986; Parkes, 1980). The length of time the
widow took care of her spouse was varied, with two

widows providing care for 8 and 13 years respectively.

Report of the Hypothesis Testing

This section presents the results of the testing

for statistical significance in relation to the three
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hypotheses of the study.
The hypotheses were as follows:

Hypothesis 1: There will be significant

differences between the bereaved widows who receive
counseling and those who do not receive counseling in
coping, appraisal, and perceived health status. This
hypothesis has three parts.

A. Bereaved widows who receive counseling will
have higher scores on the eight ways of coping scales
than those who do not receive counseling.

Tests of differences between the two groups were
conducted by means of t-tests. Scores on the eight
ways of coping scales of confrontive coping,
distancing, self-controlling, seeking social support,
accepting responsibility, escape-avoidance, planful
problem solving, and positive reappraisal did not
significantly differ between the two groups. (See
Table 9). Therefore, this aspect of Hypothesis 1 was
rejected. In neither group did the subjects appear to
engage in counterproductive coping mechanisms, such as
accepting responsibility of the spousal death or
unrealistic modes as in the use of escape-avoidance as

a coping mechanism. But they did endorse the positive
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Table 9
a
Comparison Between the Treatment and Control Groups_ _on the Ways

of Coping Scales

Ways of Coping Group 1 Group 2
Mean ‘S.D0. Mean S.D.
Confrontive coping .87 .54 1.08 .56
Distancing 1.30 .67 1.05 .65
Self-controlling 1.46 .62 1.49 .70
Seeking social support 1.23 .66 1.25 .57
Accepting responsibility .87 .86 + 95 o B
Escape-avoidance .29 -25 .44 S84
Planful problem solving 1.79 .54 L2 .68
Positive reappraisal 1.34 .86 1.60 .61

Note. The mean for the sample is divided by the total of items
a
in each subscale. n = 10 for each group.
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kinds of coping such as positive reappraisal (efforts
to create positive meaning by focusing on personal
growth) and planful problem-solving (deliberate
problem-focused efforts to alter the situation).

B. Bereaved widows who receive counseling will
perceive their bereavement as more of a challenge and
less of a loss than those who do not receive
counseling.

Comparison of bereavement appraisal between the
two groups was analyzed by t-test. As may be noted on
Table 10, the differences were not statistically
significant. Therefore, the hypothesis was rejected.

Overall, the two groups appraised their
bereavement similarly, and only a small percentage
selected the most stressful appraisal category on the
‘scale. Two of the treatment group and three of the
control group appraised their bereavement as a harmful
loss with other anticipated losses or threats.
Appraisal of bereavement as a harmful loss without
other losses or as a challenge were almost equally
divided. Four widows in each group appraised their
bereavement as a harmful loss without other losses.

Four widows in the treatment group and three in the



Table 10

Comparison Between the Treatment and Control Groups

Appraisal of Bereavement
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Group
Bereavement
Appraisal Treatment Control
1-Harmful with 2(20%) 3(30%)
other losses
2-Harmful without 4(40%) 4(40%)
other losses
3-Challenge 4(40%) 3(30%)
Total 10(100%) 10(100%) .56
Mean 2.20 2.00
S.D. .79 .89 NS

Note. n = 10 for each group.




control group appraised their bereavement as a
challenge and time for growth. Apparently, bereavement
counseling did not influence their appraisal.

C. Bereaved widows who receive counseling will
score higher on the perceived health status scale than
those who do not receive counseling.

The four measures of health status were tested
for significant differences between the two groups by
means of the t-test. (See Table 11). "Health now" of
the widow was the item of most interest here to test
the hypothesis. The differences were not significantly
different, therefore the hypothesis was rejected.

In conclusion, the intervention of bereavement
counseling did not make a significant difference in
the ways the subjects coped, appraised their
bereavement, or perceived their state of health.

Hypothesis 2: Among the subjects, there will be

statistically significant differences between each of
the ways of coping subscales and the three levels of
bereavement appraisal. Eight one-way-analysis of
variance (ANOVA’s) were conducted for significant
differences among the three levels of bereavement

appraisal. (See Table 12). None of the eight ANOVA’s



Table 11
a
Comparison of the Treatment and Control Groups on Perceived

Health Measurement

Perceived Health Group 1 Group 2

CL1 Perceived health now

Mean 7.50 6.80
S.D. 1.58 2.30
Range 5-9 2-9
CL2 Perceived health of friend
Mean 7.50 7.30
S.D. .85 1.57
Range 6-9 4-9
CL3 Perceived health before bereavement
Mean 6.00 5.70
S.D. 2.67 2.60
Range 0-9 2=9
CL4 Perceived health 3 months after bereavement
Mean 5.30 5.40
S.D. 2.70 2.50
Range 2-9 2-9

Note. Perceived health measurement scale ranges from 0-9, with
a
9 indicating the best possible health. n = 10 for each group.
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Table 12

Means, Standard Deviation and One-Way-Analysis of Variance on the

Ways of Coping with the Appraisal of Bereavement

Ways of Coping  Appraisal of Bereavement

a b c
#1 #2 #3 F p*

Confrontive coping

Means .87 .94 1.05 .16 .85
S.D. .62 .68 .36
Distancing
Means 1.20 1.29 1.02 .30 .75
S.D. .59 .85 .47
Self-controlling
Means 1.37 1.41 1.61 .24 .79
S.D. .76 .78 .43
Seeking social support
Means 1.20 1.25 1.26 .02 .98
S.D. .57 «75 .52
Accepting responsibility
Means 1.00 .47 .36 1.30 .30
S.D. 1.08 .67 .39
Escape-avoidance
Means .67 .30 .21 2.01 .16
S.D. .62 .38 .21
Planful problem solving
Means 1.50 1.79 1,73 .36 .71
S.D. .76 .74 )
Positive reappraisal
Means .91 1.66 1.67 1.50 .24
S.D. 1.04 .79 .73
a
Note. See Table 10 for levels of bereavement appraisal. n=25
b c
of the total group of 20. n = 8 of the total group of 20. n =

7 of the total group of 20. #*p = <.05.
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achieved statistical significance for differences.
Therefore, Hypothesis 2 was rejected.

Hypothesis 3: There will be statistically

significant correlations among all subjects between the
ways of coping and perceived health status; and the
appraisal of bereavement and perceived health status.

The strength of the relationships was analyzed by
Pearson’s r correlational techniques. As may be seen
in Table 13, only one coping scale, positive
reappraisal, was significantly correlated with
perceived current health (r=.48, p<.03). 1In the second
part of the hypothesis, there were no significant
correlations between appraisal of bereavement and
perceived health status. This hypothesis was weakly
supported, except for the relationship between positive
reappraisal and perceived current health.

Table 14 shows a correlation matrix between the
perceived health stafus measures for the entire
sample. A significant correlation (r=.56, p<.01) was
achieved between perceived current health (CL1) and
perceived health of a married friend (CL2). Thus, the
bereaved widow perceived that her present health was

similar to that of a married friend. In viewing their



Table 13

Correlation of Appraisal of Bereavement, Ways of Coping
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Scales, and Perceived Health Status Among the Sample
Perceived Health Now Friend Prior 3 months
CL1 CL2 CL3 CL4
a
Appraisal of Bereavement .16 -.15 .11 .14
Confrontive coping .01 .30 -.26 -.34
Distancing .04 .20 -.32 -.08
Self-controlling .11 .38 -.28 -.16
Seeking social support Sy .41 - .05 -.08
Accepting responsibility .04 - 13 . -.18
Escape-avoidance .16 .16 .19 .21
Planful problem solving w34 .28 -.10 -.30
Positive reappraisal .48% .28 .04 -.08
Note. a = correlation coefficient (r). *p = .03.




Table 14

Correlation of Perceived Health Status Among the Sample
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CL1 CL2 CL3 CL4
a
CLi1-Perceived —-———— .56% .32 .A8%
Health Now b
——=— .01 o .03
CL2-Perceived -—— -.15 .04
Health of
Friend ———— .54 .88
CL3-Perceived —-_———— .74%
Health Prior to
Bereavement ——— .001
CL4-Perceived ———
Health 3 Months
After Bereavement ————
Note. a = denotes correlation coefficient. b = denotes p value.

* = significant correlation (r).
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health similar to a married friend (a reference group)
might indicate that the bereaved widows feel that
their health was in accord with others their own age.
Another positive corrélation (r=.48, p<.03) was

achieved between perceived health now {CL1) and

~—

perceived health three months after bereavement (CL4) .
This may also indicate that their health did not
deteriorate in the months following the death of their
spouse. The strongest relationship (r=.74, p<.001) was
obtained between the perceived health prior to
bereavement (CL3) and perceived health three months

after bereavement (CL4).

Summary of Results

Few statistical differences were achieved between
the two groups of subjects in demographic
characteristics and in the hypotheses analysis testing.
Only Hypothesis 3 was weakly supported.

Bereaved widows who received counseling and those
who did not receive counseling were no different in
respect to the ways they coped, their appraisal of
bereavement, and their health perception. Taking the

sample as a whole, it was also found that there was no
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relationship between the ways they coped and their
bereavement appraisal. Except for the coping scale of
positive reappraisal, coping was not related to health

perception, and appraisal was not related to health.



CHAPTER IV

DISCUSSION

Sample

The two groups of the study were similar in most
demographic characteristics and factors pertaining to
spousal bereavement, except length of marriage. The
sample appeared to be a homogeneous group. Thus, the
study was successful in controlling for variables that
are reported in the literature to affect widow’s course
of adaptation to bereavement, such as her previous
losses, age, social support network, and prior health:

and her spouse’s length of illness and type of death.

Hypothesis 1

Hypothesis 1 was rejected, as there were no
significant differences between widows who received
counseling and those who did not receive counseling in
coping, appraisal, and perceived health status.

This finding is in agreement with Kane, et al.,

(1986) and Greer, et al., (1986) who found that
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bereavement care provided by hospice was not superior
to conventional care in protecting survivors from
developing health-related problems. However, the
weight of evidence from other studies (Lattanzi, 1984;
Osterweis, et al., 1984; Parkes, 1975, 1980) favors the
view that hospice does provide health protection
function to survivors. At the present time, the
elements of the hospice bereavement programs that are
reported in the literature are not well documented.
Specifically, various facets of the program are not
sufficiently described. Because of this situation it
is impossible to know the critical factors that make
some hospice programs effective (Lattanzi, 1984;
Osterweis, et al., 1984; Parkes, 1980) and another
ineffective (Kane, et al., 1986; Greer, et al., 1986)
to assist the bereaved spouse.

There are many factors that may have mitigated the
effect of the hospice program. In the present study, a
problem exists in knowing exactly how hospice
bereavement care was delivered to the bereaved widows
and what conventional care was given to the control
group. There is the possibility that widows did not

avail themselves of the hospice service in the 13
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months period following the death of their husbands.
Or it may be that the hospice bereavement program for
some reason did not meet the widow’s particular needs.

Of course, it is entirely possible that the
hospice intervention was effective but that no
differences were found due to conditions in the control
group. That is, perhaps the control group had access
to resources in the community such as support from
other informal groups which served the same function in
giving assistance in handling their bereavement as that
provided by hospice. Such support can come from
family, friends, and clergy in an informal way; by
other widows in similar circumstances, and by a
community support group, such as a Widow-to-Widow
organization or self-help group for bereaved persons,
which has been shown in many studies to be effective
(Lieberman, et al., 1982; Osterweis, 1984; Parkes,
1980; Silverman, 1980; Vachon, 1980).

Finally, it should be noted that failure to
confirm Hypothesis 1 could also be attributed to other
factors such as the ex post facto nature of the study,
small sample size, or weaknesses in measurement of the

dependent variables. These factors will be discussed
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in the following section.

Hypothesis 2

Hypothesis 2 was rejected as there was no
statistically significant differences between the eight
ways of coping scales and the three levels of
bereavement appraisal. This finding does not support
the work of Gass (1987) who found significant
differences among the appraisal groups for all ways of
coping, except for minimizes threat, seeking social
support, and overall emotion-focused coping. The
findings of Gass (1987) support that higher threat
appraisal contributes to less adequate ways of coping
strategies.

One explanation for the failure to achieve a
relationship between coping and appraisal in the
present study may reside in the measures themselves.
The Revised Ways of Coping Questionnaire was used to
measure coping and yielded very low alphas on seven of .
the eight scales. (See Table 5). The reliabilities
were probably affected by the type of sample (elderly
bereaved widows), the homogeneity of the sample, and

the small sample size. The alphas were lower than
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those reported by Folkman, et al., (1986) for the
revised questionnaire. The drop in coefficient alpha
in the present sample (.04 to .30) in comparison to
Folkman & Lazarus middle-aged sample is similar to the
findings of Gass who reported lower alphas (.06 to .40)
than those obtained by the originators of the
questionnaire from the middle-aged sample (1980).

Gass used the Original Ways of Coping with an
elderly widow sample that was very similar to that of
the present investigator. As Folkman, et al., (1986)
used a middle-age community sample (N = 150) in the
reliability studies, the most likely reason for the
differences in reliabilities is the sample tested. The
middle-age community sample was more diverse as it
included both sexes and covered a wider age span. It
is recognized that the reliabilities of the present
study are lower than those reported by Gass using a
similar population. However, this result may be due
partly to the fact that the originators of the scales
obtained lower reliabilities on the revised
questionnaire in comparison to the original scale.

In sum, it appears thét the Revised Ways of Coping

Questionnaire is not sensitive enough to provide



sufficient discrimination in the responses of elderly
bereaved widows. Further work on the scales is
indicated. |

The Appraisal of Bereavement instrument needed to
have more specific discriminations between the three
responses on appraisal, as an overlap in the appraisal
choices existed (advised, per personal correspondence,
Gass, 1987). Subjects in this present research had
difficulty in determining which response category to
choose. Further work on the instrument is necessary to

discriminate levels of bereavement appraisal.

Hypothesis 3

Hypothesis 3 was weakly supported. There were no
statistically significant correlations between the ways
of coping and perceived health status, except for
positive reappraisal; and no significant correlations
between the appraisai of bereavement and perceived
health status. The composition and size of the sample
and factors related to the measurement of coping and
appraisal that could have operated to result in largely
nonsignificant findings.

It is possible that the significant association
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between positive reappraisal and perceived current
health being only one result among the many
associations that were tested may have occurred by
chance. However, the association may also be
meaningful as the items on this positive appraisal
scale appear to have face validity for the present
sample. For instance, the seven items on the positive

reappraisal scale contain coping statements that were

relevant to persons experiencing spousal bereavement.

These statements were: '"Changed or grew as a person 1in
a good way'"; "Came out of the experience better than
when I went in"; "Found new faith"; "Rediscovered what
is important in life"; "Changed something about
myself"; "Prayed", and "Inspired to do something
creative". 1In addition, the positive reappraisal scale

in this present study achieved an acceptable alpha
reliability of .75. This scale appeared to provide
diversity of responses and to discriminate responses
among the sample. The positive reappraisal scale shows
promise for the elderly bereaved population, as the
items appear to be relevant to bereavement, and it has
shown acceptable degree of reliability. The other

seven scales particularly need additional work to test
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their relevancy for the older population.

The significant association between positive
reappraisal and "perceived health now" is similar to
adaptation factors that Heyman and Gianturco (1973)
found with widows following a lengthy illness of the
deceased spouse. These adaptational factors for a
widow were: 1) they had survived a long, dreaded event
of conjugal loss; 2) they did everything possible for
the husband; 3) they had a sense of peace that their
spouse’s suffering had ended, and 4) they had a
lessening of the sheer physical exhaustion and burden
of the nursing care, and 5) they can now go on with own

lives (Heyman, et al., 1973).

Discussion of Other Findings

This study supports previous findings of Dimond,
1981; Gass, 1987; and Lazarus, et al., 1984, that
individuals use a variety of coping strateqgies,
adaptive and nonadaptive, to manage stressful life
events, such as bereavement.

Previous studies of bereavement have suggested a
peaking of adverse health consequences between the

first and second years. Adverse health consequences
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reported by Lindemann, 1944; Osterweis, et al., 1984;
Thompson, et al., 1986, and Zisook, et al., 1981 were
not evident in the present sample. The bereaved
Spouses may not have been at risk for poor bereavement
outcomes, being a comparatively healthy sample by their

own admission.

Limitations

Lazarus and Folkman’s revised Ways of Coping
Questionnaire is currently being tested on various
populations and in regard to a variety of contexts. It
has had limited testing with the elderly and/or the
bereaved. But in two studies of elderly subjects there
were concern about the use of the instruments which
were similar to the present investigation (Gass, 1987;
Irion, et al., 1987). The instrument was not totally
sensitive to the feelings and thoughts of bereaved
persons. The 66 statements were often ambigious and
hard for many of the subjects to understand in relation
to spousal death and age. Selecting an appropriate
response was difficult for most subjects, with the
response being mostly not used at all or used a great

deal, with little variability seen in the answers among
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the whole sample. Specific statements should be
deleted or revised to make it sensitive for bereavement
subjects. The sample size was small and may not have
been representative. A larger sample from the
agencies was not available as originally contemplated.
Partly, it was due to the limitation of having widows
who had been bereaved within the last 13 to 25 months.

Further, all data were collected by self-report.
Although the measures of the study had acceptable
degree of reliability and validity, it is a definite
limitation not to have the responses validated through
other data collection methods, such as validation from
friends or medical records.

Data from Home Health Agencies and Hospice would
be of interest to ascertain if families are uikilisdney
the full measure of offered bereavement services.
Bereavement outcomes for the elderly availing
themselves of the programs would be benefical for
nurses, in knowing referral sources for bereaved widows

and family members.
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CHAPTER V

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

Summary
This study addressed the problem of health

outcomes in elderly bereaved widows. Of primary
interest was the concept of bereavement counseling as
an effective intervention to alter bereavement
outcomes.

The following hypotheses were tested:

1. There would be significant differences between
the bereaved widows who received counseling and widows
who had not received counseling in coping, appraisal,
and perceived health status.

2. There would be statistically significant
differences in all subjects between the scores of eight
ways of coping scales and the three definitions of
appraisal of bereavement.

3. There would be statistically significant
correlations in all subjects between the ways of coping

and perceived health status; and appraisal of



bereavement and perceived health status.

The present study was based on Gass’ (1987)
research of the relationships among coping, appraisal,
resources, and health dysfunction among older widows.
A quasi-experimental design was used to examine the
effects of bereavement counseling between a treatment
and control group.

The convenience sample consisted of 20 elderly
bereaved widows. The criteria for participation were a
widow: 1) widowed 13 to 25 months prior to the time of
interview; 2) 60 years or older: 3) unmarried; 4) able
to understand, read, and write English, and 5) able to
fulfill the demands of completing the paper and pencil
tests. Ten of subjects had received bereavement
counseling as an intervention, while ten subjects had
not received counseling. The sample was obtained from
a nearby hospice and home health agency.

Data collection instruments included a Selected
Subjects Characteristics Form, revised Ways of Coping
(1984) Questionnaire, Appraisal of Bereavement
Questionnaire, and a self-anchoring Perceived Health
Status Scale. Hypothesis 1 and 2 were rejected, while

hypothesis 3 was weakly supported. A statistically
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significant correlation (r=.48, p<.03) between the
positive reappraisal coping scale and perceived
current health was found.
Questions were raised in respect to the
applicability of eight ways of coping scales to an
elderly bereaved population. Further work on the

Appraisal of Bereavement questionnaire is indicated.

Conclusion

Gass’ findings were not supported in the present
study. And further, the hospice bereavement
intervention was not associated with more favorable
outcomes to the widows than conventional home health
care. It does suggest that further testing the stress-
coping model of Lazarus with an elderly population will
require revisions of the measures of appraisal and
coping. However, the coping strategy of "positive
reappraisal" appears to have promise for use in future

studies with elderly bereaved persons.

Recommendations

Further study on elderly conjugal bereavement and

the effect of bereavement counseling as an



intervention, with the variables of coping and
appraisal could be achieved by:

1. Using a more representative sample of elderly
bereaved widows.

2. Doing a longitudinalAstudy with timely
assessments of the elderly over a two year period to
evaluate bereavement intervention outcomes.

3. Interviewing the subjects at different time
periods during the bereavement process.

4. Using physical and psychological assessments
of widows to add validation to the measures of health
status, in addition to self-report data.

5. Using instruments more specific to measuring

grief, coping and appraisal in the elderly.
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Selected Subject Characteristics Form
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ID#

BEREAVEMENTMENT QUESTIONNAIRE
Selected Subject Characteristics

Illness and Death of Spouse

Was your spouse's death

1). an acute illness death? (The death occurred
without warning and prior knowledge of the
condition within two months).

2). a chronic illness death? (The death occurred more
than two months after diagnosis).

Did your spouse's death occur
1). at home?

2). in the hospital?
3). in a nursing home?
4). in another place?

How long did you care for your spouse while he was ill
before death? months

How do you perceive your current state of health now as
compared to your health before your spouse's death?

1l). Dbetter

2). same

3). worse

Subject Characteristics

What is your age and date of birth? AGE
DATE OF BIRTH /
month day year

What is the highest educational level you have completed?

123456789 10 11 12%*
COLLEGE: 13 14 15 1l6%*
POST GRADUATE: 17* Highest degree attained
*If 10-12 are circled, note if high school graduate.
13-16 are circled, note any type of degree awarded
(such as A.A. or Baccalaurate).

What is your current or prior occupation?




-2 - ID#

BQ8 What is your religion?
1) . Protestant
2). Catholic
3). Jewish

4). Other
BQ9 What is your ethnic background (race)?
l1). Asian
2). Black
3). Caucasian »
4). Mexican-American
5). Native American
6). Other
BQl0 How long were you and your spouse married?
BO1ll Do you have any children? BQl2 How many? _
Where is your place of residence?
BQl2 How many people live with you in your household?
BO1l3 How many of your close relatives live within fifty miles
of you?
BQl4 Do you get out to participate in activities by yourself or
with other people?
l). vyes
2). no
BQ15 What is the approximate income from all sources you
anticipate this year (1988)7?
E 0- $ 4,999
2% - $5,000- $14,999
3). $15,000- $24,999
4). $25,000- $34,999
5). $35,000 or more
oL Coping and Support
BQ1l6 Who helped you the most to cope with the death of your
spouse?
1) . family
2). friends
3). nurses
4). physician
5). other

What was the most important help you received during your
bereavement?




-3- ID#

BQ17 Prior to the death of your spouse, did you receive
information on grieving and/or widowhood from friends or

others?
1l). yes
2). no

BQ18 If yes, did this information help you to know what to
expect when you lost your spouse?
l). yes
2). no
3). not applicable

4. Comments

Additional comments you want to share

THANK YOU FOR YOUR PARTICIPATION
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WAYS OF COPING (Revised)

' 30

Please read each item below and indicate, by circling the appropriate
category, to what extent you used it in the situation you have just

described.

1, Just concentrated on what I had to
do next -- the next step.

2. I tried to analyze the problem in
order to understand it better.

3. Turned to work or substitute activ-
ity to take my mind off things.

4., I felt that time would make a dif-
erence -- the only thing to do
was to wait.

5. Bargained or compromised to get
something positive from the situ-
ation.

6. I did something which I didn't think
would work, but at least I was
doing something. '

7. Tried to get the person responsible
to change hid or her mind.

8. Talked to someone to find out more
about the situation.

9., Criticized or lectured myself.

10. Tried not to burn my bridges, but
leave things open somewhat.

11, Hoped a miracle would happen.

12. Went along with fate; sometimes I

) just have bad luck.

13, Went on as if nothing had happened.

14, I tried to keep my feelings to
myself,

15, Looked for the silver lining, so
to speak; tried to look on the
bright side of things.

16. Slept more than usual.

17. 1 expressed anger to the person(s)
who caused the problem,

18. Accepted sympathy and understand-
ing from someone.

19. I told myself things that helped
me to feel better,

20. I was inspired to do something
creative.

21, Tried to forget the whole thing.

22, I got professional help.

Not
used

OO0

Used
some-
what

=

-

=

—

o

Used
quite a
bic

Used
a great
deal

W W
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23.
24;
25.
26.
27.

28.
29,

30.

31.

32

33.

34.
35'

36.
37.

38.
39.

40,
41.

42.
43.
44,
45.
46.

47'

Changed or grew as a person in a
good way.

I waited to see what would happen
before doing anything.

I apologized or did something to
make up.

I made a plan of action and fol-
lowed it.

I accepted the next best thing to
what I wanted.

I let my feelings out somehow.

Realized I brought the problem on
myself.

I came out of the experience better
than when I went in.

Talked to someone who could do
something concrete about the
problem.

Got away from it for a while; tried
to rest or take a vacation,

Tried to make myself feel better by
eating, drinking, smoking, using
drugs or medication, etc.

Took a big chance or did something
very risky.

I tried not to act too hastily or
follow my first hunch.

Found new faith,

Maintained my pride and kept a
stilff upper lip.

Rediscovered what 1is important in
life.

Changed something so things would
turn out all right.

Avoided being with people in general.

Didn't let it get to me; refused
to think too much about it,

I asked a relative or friend I
respected for advice.

Kept others from knowing how bad
things were.

Made ‘light of the situation; refused
to get too serious about it.

Talked to someone about how I was
feeling,

Stood my ground and fought for what
I wanted.

Took it out on other people.

Not
used

(@]

Used
some-
what

Used
quite a
bit

Used
a great
deal



48.

49.

50.
s51.
4.

53.

54.

LE
56.
57.
58.
59,
60.
61.
62.

63.

64.

8. -

66.

Drew on my past experiences; I was
in a similar situation before,.

I knew what had to be done, so I
doubled ‘my efforts to make
things work.

Refused to believe that it had
happened.

I made a promise to myself that
things would be different
next time.

Came up with a couple of different
solutions to the problem.

Accepted 1t, since nothing could be
domne.

I tried to keep my feelings from
interfering with others things
too much,

Wished that I could change what had
happened or how I felt.

I changed something about myself.

I daydreamed or imagined a better
time or place than the one I
was in,

Wished that the situation would go
away or somehow be over with.

Had fantasies or wishes about how
things might turn out.

I prayed.

I prepared myself for the worst.

I went over in my mind what I would
say or do.

I thought about how a person I
admire would handle this situa-
tion and used that as a model.

I tried to see things from the other
person’'s point of view.

I reminded myself how much worse
things could be,.

I jogged or exercised.

Not
used

Used
soma—-
what

Used
quite a
bic

N
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Used
a great
deal



APPENDIX C

Appraisal of Bereavement



ID#

APPRAISAL OF BEREAVEMENT

People lock at the loss of their spouse differently. Please
circle the statement (1., 2., or 3.) which best describes the
meaning of the loss of your spouse to you at this time.

1).

2).

T

A harmful loss which has many other losses, fears, and
problems to anticipate. (You view your bereavement as
stressful in and of itself, but you also fear the problems
to come later (for example, finding substitute
relationships, finding new roles)).

A harmful loss without other losses, fears, and problems.
(You view your bereavement as stressful in and of itself,
but you know you can deal with the problems to come in the
future (for example, finding substitute relationships,
finding new roles)).

A challenge, that is, a stressful experience which will be
overcome or mastered. (You view your bereavement as
stressful, but you are determined that you will overcome or
master this experience despite what is to come in the
future) .



APPENDIX D

Cantril Ladder of Perceived Health



ID #

CANTRIL'S LADDER

9 Best Possible Health

0 Worst Possible Health

Above is a plcture of a ladder. Suppose we say that the top of
the ladder represents the best possible health, and the bottom
represents the most serious illness or worst possible health.

1. On which step would you say your health is right now?
(Please write down the number of the step)
2. On which step would you say the health of a friend
of yours who is the same age and married? ,
3. On which step would you say your health was prior to
death of your spouse?
4. On which step would you say your health was three
months after the death of your spouse?

Please try to answer these questions, even if they are "educated
guesses".



APPENDIX E

Consent to Provide Subject’s Names



- CONSENT TO PROVIDE SUBJECT'S NAMES

Hospice agrees to provide Mary Anne Hawley, BSN, a graduate
student at the Oregon Health Sciences University with names and
addresses of spouses of deceased patients. The purpose is to
assist her with obtaining subjects for the data collection of her
Master's Research Project on Bereavement, Coping, and Health of
Older Widows.

Mary Anne Hawley will not have access to any other
information on the chart, except the data provided her by the
agency. In return for assisting in the project, she will share
with the Hospice the results of her findings.

Date Hospice

Date Mary Anne Hawley, BSN



CONSENT TO PROVIDE SUBJECT'S NAMES

The Home Health Agency agrees to provide Mary Anne Hawley,
BSN, a graduate student at the Oregon Health Sciences University
with names and addresses of spouses of deceased patients. The
purpose is to assist her with obtaining subjects for the data
collection of her Master's Research Project on Bereavement,
Coping, and Health of Older Widows.

Mary Anne Hawley will not have access to any other
information on the chart, except the data provided her by the
agency. In return for assisting in the project, she will share
with the Home Health Agency the results of her findings.

Date Home Health Agency

Date Mary Anne Hawley, BSN



APPENDIX F

Agency Letter to Potential Sample



June 13, 1988

Dear

- Home Health has been approached about participating in a research
project by Mary Anne Hawley, RN, a graduate student at the Oregon Health
Sciences University. As part of the requirements for her Masters Degree, she
is studying how widows cope with the loss of their spouses through bereavement
and how this process affects the health of the widows. ; Home Health has
agreed to provide Ms. Hawley with a list of previous patients that qualify as
potential candidates for her research project.

Some time in the near future, you may be contacted by Ms. Hawley soliciting
your interest in participating in her study. I would like you to understand
that your participation in this research project is voluntary. Your relation-
ship with - Home Health will continue as it has in the past, whether you
decide to accept or decline Ms. Hawley's invitation. Home Health
supports Ms, Hawley's efforts, thus providing her with the list of names.
However, we recognize that participation in a study such as this will need to
be voluntary based on each individual's needs at the particular time.

If you have any questions regarding the information received from Ms. Hawley in
the future, please feel free to contact me at your convenience.

Sincerely,

Director



APPENDIX G

Letter of Explanation of the Study



Letter of Explanation

Oregon Health Sciences University

Dear Mrs.

This letter is about a research study on how older widows
manage the loss of their spouse. I am a registered nurse and a
graduate student at the Oregon Health Sciences University. As
part of my requirements for my Master's Degree, I am doing this
research project. I am studying how widows appraise and cope
with the loss of their husbands, factors that affected their
bereavement, and the health of widows.

Your name and address were obtained from the Home Health
Agency or from the Hospice, which provided health care services
for your husband. The agencies are assisting me with this
research study.

I would sincerely appreciate your help with this project.
This assistance involves about one to one and one-half hours of
your time to answer questions regarding your bereavement in the
loss of your husband. At a time which is convenient for you I
will come to your home, or to another place if you wish, to ask
you these questions.

All information you share with me will be treated in a
confidential manner. Anonymity will be assured, as your name
will not be used on any of the questionnaires or in the final
report of my study. Your participation will not involve any
known risks. Your refusal to participate in this study will not
affect your relationship with either of the referring agencies.

The information which you provide for this study will be
helpful to nurses and others because it will enable them to
better understand the bereavement experience. It will also
assist nurses in providing appropriate help to older widows.

I will call you, following the return of the enclosed
postcard to me, and answer any gquestions you may have about
participating in my study. At that time, we will set up a time
for the interview.

I will look forward to hearing from you and meeting you.
Thank you very much.

Sincerely yours,

Mary Anne Hawley, R.N.



APPENDIX H

Letter of Informed Consent



LETTER OF INFORMED CONSENT
Oregon Health Sciences University

1l , herewith agree to
serve as subject in the research study "Bereavement, Coping, and
Health Status of Older Widows", conducted by Mary Anne Hawley,
BSN, under the supervision of May Rawlinson, R.N., Ph.D., at the
Oregon Health Sciences University, School of Nursing. The
research aims to discover how coping and appraisal affects health
status of the bereaved widow. I understand that my participation
will involve:

1. Accepting a home visit, or at a place I choose, from
Mary Anne Hawley to receive three (3) questionnaires and a
personal interview. This visit will last no longer than one and
one-half hours. The questionnaires deal with the loss of my
husband, how I reacted and coped with it and how I perceive my
health.

2. All information that I give will be handled
confidentially. My anonymity will be maintained on all
documents, which will be identified by code numbers.

3. I will not benefit directly, but my participation in
this research study will help nurses in understanding the
bereavement process and experience of older widows.

4, My participation does not involve any known risks.

5. I understand that I am free to participate or withdraw
from participation in this study at any time, and it will in no
way affect my relationship with the Home Health Agency or the
Hospice.

6. Mary Anne Hawley has offered to answer any questions I
might have about the study and what is required of me.

I have read the explanation and agree to participate as a
subject in the study described.

Date Signed

Witness




APPENDIX T

Committee on Human Research



THE OREGON
HEALTH SCIENCES UNIVERSITY

3181 S.W. Sam Jackson Park Road, L106, Portland, Oregon 97201 (503) 279-7784/7887

Research Services

Date: May 19, 1988
To: Mary A. Hawley, MSN
From: Donna Buker, Administrative Assistant
Committee on Human Research
Subject: Bereavement, Coping and Health Status of Older Widows

The above entitled study falls under category # 3 and is considered to be
exempt from review by the Committee on Human Research. Therefore, I have put
your study into our exempt files and you will receive no further commumication
from the committee concerning this study.

If the involvement of human subjects in this study changes you should contact
the Committee on Human Research to find out whether or not these changes should
be reviewed.

If you have any questions regarding the status of this study, please contact
Donna Buker at X7887.

Schools: Clinical Pacilities: Special Research Division:
Schools of Dentistry, Medicine, Nursing University Hospital Volium Institute for
Doernbecher Memorial Hospital for Children Advanced Biomedical Research

Crippled Children’s Division
Outpatient Clinics
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AN ABSTRACT OF THE MASTER’S RESEARCH PROJECT OF
MARY ANNE HAWLEY

For the MASTER OF SCIENCE
Date of Receiving this Degree: December 5, 1988
Title: Bereavement, Coping and Health Status of Older Widows

May Rawlinson, Ph.D., Professor, Master’s Research
Project Advisor

This study addressed the problem of health outcomes in
elderly bereaved widows which was based on Gass’ (1987) research-
of the relationships among coping, appraisal, resources, and
health dysfunction among older widows. The study by Gass was
partially replicated and extended to investigate the effects of
bereavement counseling as an intervention to alter bereavement
outcomes.

The convenience sample, obtained from a hospice and a home
health agency, consisted of 20 elderly bereaved widows. The
criteria for participation were a widow: 1) widowed 13 to 25
months prior to the time of interview; 2) 60 years or older; 3)
unmarried; 4) able to understand, read, and write English, and 5)
able to fulfill the demands of completing the paper and pencil
tests.

In this quasi-experimental study, 10 of the subjects had
received hospice bereavement counseling as an intervention for 13
months post-bereavement, while 10 subjects had not received
counseling. Data collection instruments were a Selected
Subjects Characteristics Form, revised Ways of Coping (1984)
Questionnaire, Appraisal of Bereavement Questionnaire, and a
self-anchoring Perceived Health Status Scale.

No differences were found between the two groups in the ways
of coping, appraisal of bereavement, and perceived health status.
Considering the sample as a whole, there were no differences
between the eight ways of coping, appraisal of bereavement, and
perceived health. Only the coping scale of positive reappraisal
was statistically significantly related to health perception.

Questions were raised in respect to the applicability of
eight Ways of Coping scales to an elderly bereaved population.
Further work on the Appraisal of Bereavement questionnaire is
indicated. Conclusions were drawn and recommendations for future
study were offered.





