IDENTIFICATION OF THE HIGH RISK BEREAVED OF THE

MT. ST. HELENS DISASTER

by
Mary E11en Cowan, R.N., B.S.

A Thesis

Presented to
The Oregon Health Sciences University
School of Nursing
in partial fulfillment
of the requirements for the degree of
Master of Nursing

June 11, 1982



APPROVED:

.D., Associate Professor, Thesis Advisor

Beveriy noerrter, R.M., D.N.oC., Associate Professor, First Reader

May Rawlinson, R.N., Ph.D., Professar, Second Reader

Man, School of Nursing



ACKNOWLEGEMENTS

I would like to thank my thesis committee for their help in
expediting the process to allow my completion by June.

I especially want to thank Shirley Murphy, my advisor, for
her patience and continuing encouragement throughout the process.
Also for the use of the invaluable data which was the basis of
this study.

Additional thanks goes to my friend and typist Janelle Mcleod,
whose support and encouragement was an important factor in my
completion.

Finally I want to thank my husband, Terry and my daughter,
Kathleen, for their support and continuing faith in my completion.
Thank you all, very much.



This study was supported by traineeships from
the United States Public Health Service Grant

Numbers 2 ALL NU00250-05 and 2 ALL NUO0250-06.



TABLE OF CONTENTS
CHAPTER
e INTRODUCTION.

Basic Concepts and Definitions.
Loss. .
Bereavement .
High Risk .

Review of the L1+erature .
Mortality and Morbidity . .

Risk Markers to Identify High R1sk Bereaved : ;
Risk Factors to Identify High Risk Bereaved . .
Additional Factors to Aid in Identification .

Summary of the Review .
Conceptual Framework.
Hypotheses.

I1 METHODOLOGY .

Research Design .
Subjects. . p
The Bereaved Groups :
Control Group .
Protection of Human SubJects
Study Instruments . . .
The Hopkins Symptoms Check11st
Items of Physical Health. . .
Life Experience Survey (LES).
Coppel Index of Social Support
Other Items . @ b :
Procedure . . . o
Statistical Methods .
Frequency Distributions .
Pearson Correlations. .
Multiple Regression Ana1y51s
Scattergram . P

ITI RESULTS .
Findings Regarding the First Study Question .

Hypothesis 1.
Hypothesis 2

Findings Regard1pg.the Second étudp Quesfion: ;

Hypothesis 3. . 2 I @ue $] B 6 [« G
Findings Regarding the Third Study Question .
Hypothesis 4. 2 1 ALETR Mmoo W G g
Findings Regarding the Fourth Study Question.
Hypothesis 5. 9 e @ F 3B e lgly ars

PAGE

—

34

+9
39
42
42
43
43

46
46



CHAPTER

Findings Regarding the Fifth Study Question .
Hypothesis 6

Additional F1nd1pge Not Tested by the Hypotheses:

Summary of the Results.
IV DISCUSSION, SUMMARY, AND CONCLUSIONS.

Risk Markers.
Age .
Sex . . . .

Risk Factors.
Perceived Social Support
Meaning of the Event.
Concurrent Stress .

Summary and Conclusions .
Implications for Practice .
Direction for Future Research .

REFERENCES .
APPENDICES

APPENDIX A . . .
Hopkins Symptom Check11st

APPENDIX B . . .
Health Status Check11st

APPENDIX C . .. :
Life Experience Survey

APPENDIX D . . . :
Coppel Index of Soc1a1 Support

APPENDIX E . . . 2
Demographics and Other Quest1ons

ABSTRACT

ii

PAGE

47
47
47
51

54

54
54
54
55
T8
56
5¢
58
58
g

64

67

70

76

79



LIST OF TABLES

TABLE PAGE

1 Differential Response Rates of Participation for the

Stody Sample, s o - © 5 « . =« w8 B § h A f 5 w87
2 Demographic Data for the Three Samples. . . . . . . . . 32
3 Means and Standard Deviations of the Outcome Measures

for the Bereaved and Control Groups . . . . . . . . . 40
4 Intercorrelation Matrix for Risk Markers, Risk Factors,

and Health Outcome Measures for the Bereaved and

Control Growps, « ¢ - 3 ¢« g & s &8 o @« s s € a s & 41

o1

Contingency Data Based on Scattergram Analysis of Age
Compared with Scores on LES and Outcome Variables of

HSCL Somatization, HSCL Depression and Health , . . . 44
6 Contingency Data Based on Scattergram Comparisons of

Social Support and Stress and Morbidity Variables

Depression, Somatization, and Health. . . . . . . . . 45
7 Predicting High Risk Bereaved from Varfables: Stress,

Age, Sex, Social Support, Preventability of Death,
and Importance of Deceased Person: Multiple Re-
gression Results for Bereaved and Controls. . . . . . 49



CHAPTER I
INTRODUCTION

The death of a significant other can be and generally is a most
difficult experience for most individuals. Grief and bereavement
have elicited a phletora of attention within the literature since the
late fifties. However, emphasis has been on understanding, explaining,
and describing grief, its symptoms, the responses to grief and the
grief process. Only recently have researchers and clinicians focused
on both short-term grief responses and the long-term recovery from
bereavement. Criteria are now suggested to identify the bereaved who
are at risk for psychological and physiological pathology. The
indicators for possible risk are divided into groups of risk markers
and risk factors. This study examines data obtained from a study
of the bereaved persons of the Mount Saint Helens' disaster (Murphy,
1981) and will attempt to determine whether or not those at risk are
identifiable. The question then becomes, what risk markers and risk
factors are most predictive in identifying the bereaved at risk for
psychological and physiological impairment?

Psychiatric nurses frequently are confronted with patients suf-
fering from the effects of loss. Losses may be the death of a signifi-
cant other, loss through divorce or separation, or lToss of some other
important aspect in their lives, such as a job, home, or body part.

In all instances, however, the process the individual goes through in
dealing with the grief of one's loss is thought to be the same or a
similar process involved in dealing with the grief of bereavement.
Whether or not the criteria for predicting the bereaved at risk are also

predictors for other losses is beyond the scope of this study, but



would be a worthwhile topic for future study. In the Mount Saint
Helens' disaster as well as in all disasters, time and personnel are
usually limited. It is important, therefore, to utilize those person-
nel and the professionals involved in the most effective manner. Nurses
may be at disaster sites, receiving areas, or hospitals. Health pro-
fessionals are needed to identify which persons may need intervention
to reduce or eliminate pathology as a result of catastrophic loss.

The problem is that high risk bereaved individuals may develop psycho-
logical or physiological pathology if not identified promptly and -
appropriate intervention initiated. The importance of identifying
persons at risk is consistent with primary prevention aimed at re-
ducing psychiatric morbidity. The value of intervention at the time
of a 1ife crisis such as bereavement is to reduce vulnerability and
direct the person toward improved mental health (Demi, 1978).

Basic Concepts and Definitions

The concepts of loss and bereavement are of primary importance in
all disasters whether or not a death occurs, as a loss of property can
also cause a grief response. Additionally, the concept of high-risk
which is important to this study also aids in learning how to effectively
use personnel in primary prevention.

Loss

Loss occurs when an individual is deprived of someone or something
which one previously had (Peretz, 1970). A loss can take a number of
forms, such as the Toss of another through death or divorce or loss of
health or physical functioning which can manifest itself in losses of

self-esteem or as a loss of social roles. Other losses may be external



such as loss of money or one's home. Another type of loss can be
developmental and occurs in the normal process of growth and develop-
ment.

Loss is always unique to the individual experiencing it. Each
person attaches his/her own personal meaning to their perception of
the loss (Peretz, 1970). Since loss is a universal experience, it
occurs to everyone and thus is often overlooked as a precursor of
disease and dysfunction. This loss phenomena places the bereaved
person at a greater risk following a death of a significant other.
When the loss is traumatic, such as in the disaster of Mount Saint
Helens, the shock of the event may be so great as to permit the
person to regress to an earlier and more primitive method of coping.
At this time a person may utilize defenses such as repression to
alleviate one’s overwhelming feelings of anxiety.

The focus of the therapist working with a bereaved person is to
assist the individual in integrating one's loss and in helping indivi-
duals realize that personal survival depends on it. Grief is the most
common and is considered the most adaptive reaction to loss (Peretz,
1970). The grief process itself helps the bereaved individual break
the ties one had with the deceased person, and encourages friends and
relatives to extend the type of support the bereaved individual re-
quires.

Bereavement

Bereavement'is that state conferred upon a person who has experi-

enced a loss of a significant other. The state of bereavement is

considered an illness by some authorities (Peretz, 1970; Stoddard, 1978)



as it is characterized by a differing feeling state from what the
individual normally experiences. This state is generally associated
with physical and emotional symptoms. Normal bereavement in which

one experiences grief is usually limited in time and intensity and does
not requiré professional intervention. Other types of bereavement

may be maladaptive and not reach resolution without professional inter-
vention.

The physical and emotional symptoms experienced during bereavement
are the manifestations of grief. Grief is the process through which
the bereaved person reintegrates oneself back to a life without the
deceased. The manifestations of grief are varied, usually characterized
by intense sorrow and distress, Physical symptoms are another fre-
quent manifestation, such as a tightness of the throat, weakness,
exhaustion, insomnia and loss of appetite. Anxiety, tension, and agi-
tation are often experienced as an initial reaction to a loss. The
bereaved may feel they are losing control and may fear they are losing
their mind. Symptoms such as feelings of unreality and illusions that
the dead person is seen or heard within the house add to this fear as
well as the intensity of the feelings (Peretz, 1970).

Feelings of guilt and/or anger at the deceased for leaving them
may also plague the bereaved. Depression with feelings of suicide may
be experienced, especially if the bereaved feel a sense of helplessness
about the future. A tendency to blame others for the loss is another
way some persons attempt to cope with the painful feelings. Bereavement
and the grief process itself has a variable duration. It may last from

six months to one year, though the acute phase is frequently completed



within one to two months (Peretz, 1970). Each person will experience
and cope with loss according to individual personalities and prior
coping mechanisms. The process itself may be assessed by the be-
reaved returning to normal levels of functioning prior to the loss. The
development of pathology either physical or psychological through
which the bereaved does not progress in the grief process is indicative
of the need for professional intervention to assist the bereaved in ex-
pressing one's grief.
High Risk

With the advent of an increasing population of persons utilizing
mental health services, the mental health clinics are setting priorities
to deal with this influx, Sdme clinics thus only deal with special
needs, such as alcoholism or drug addiction, while others deal with
the chronic population. These are populations of persons who are most
likely to suffer an increased amount of pathology if not treated
expediently. With some it may be the risk of an increased 1ikelihood
of death or mortality. With others it may be an increased 1ikelihood
of morbidity or an increased degree of symptoms or other pathology.

Risk for this study is defined as an exposure to mischance or peril.
This definition implies that the adverse condition is preceded by a
factor which increases the probability of this adverse condition
(Grundy, 1973). This approach to risk delineates two terms; risk marker
which is used to describe groups who are vulnerable to risk factors.
These risk markers (i.e. age, sex, race, etc.) are considered not
amenable to intervention because they are inherent in the individual.

The second term risk factor, is either an environmental or endogenous



characteristic which antedates the onset of the adverse condition or is
associated with the deterioration of the condition, such as the brutal
nature or circumstances of a death, one's prior relationship with the
deceased, or one's negative perception of a supportive network. These
characteristics are to be present to a degree for which intervention is
both possible and worthwhile (Grundy, 1973). These risk factors will
vary for different high risk groups. This study considers the factors
identified for the high risk bereaved population. High risk presupposes
a considerable trauma has taken place which places the individual in a
position to which one is vulnerable to developing physiological or
psychological pathology (Lancaster, 1980).

Bereavement, then, is one of the most traumatic experiences many of
us will ever experience, Althdugh much has been written about death,
grief and bereavement, 1ittle has been published on identifying those
bereaved who are at risk for developing pathology. The risk markers and
risk factors which have been identified in recent literature are utilized
in this study to determine whether the bereaved of the Mount Saint
Helens' disaster who are at risk are identifiable. The overall purpose
of this study is to examine the data (Murphy, 1981) and to predict
whether or not the identified risk markers and risk factors have pre-
dictive value. This was done by examining the relationships between the
risk indicators and the degree of pathology of the bereaved survivors as
determined by the outcome measures obtained from the data.

Review of the Literature

This review examines literature which identifies subjects at risk

for post bereavement psychological impairment. Included will be earlier



1iterature which identifies increased mortality and morbidity among

the bereaved and those which corroborate the more recent high-risk
literature. The risk markers will be identified. These markers do not
necessarily cause the increased risk, but do aid in delineating the
subjects who are most susceptible. The risk factors considered to be
predictive of those persons at risk will also be identified. Addi-
tionally, Bugen's model (1977) which aids in determining the degree of
risk will be examined.

Mortality and Morbidity

For the purpose of this study, only the adult bereavement litera-
ture was reviewed. Studies regarding adult bereavement primarily con-
cern widowhood. There are very few studies that report the effects of
the death of one's adult child, an intimate friend, or other kinship
attachments and loss.

Morbidity has frequently been measured by the number of visits
the bereaved makes to a physician. These visits may be either psychia-
tric or non-psychiatric consultation, though frequently a general phy-
sician may be consulted for both. In a study of a matched group of
widows in Boston and Sydney, it was found that widows under 60 years
of age had many more complaints about their health and sought the care
of a physician within the first year of bereavement (Maddison & Viola,
1968). A study by Parkes (1964) confirms increased physician visits
within the first year of bereavement compared to a control period of 18
months prior fo the bereavement in which the same subjects made fewer
physician visits. There is a question as to whether the increased

visits are due to the bereavement or to the loss of support which re-



sulted from the bereavement (Clayton, 1973). In another study, 40%
of the widows (49 under the age of 45) consulted their physicians
within eight weeks after the deaths of their spouses (Glick, Weiss,
& Parkes, 1974).

While physicians' visits may be one way of assessing bereavement
symptomology and risk, another approach is epidemiological. A study
examining statistical data on mortality found a very high excess risk
of mortality among the young widowed under 35 years of age (Kraus &
Lilienfeld, 1959). This excess was compared to the married population
and found the risk was ten to one for the widowed compared to the
married. In an epidemiological literature review by Jacobs and
Ostfeld (1977), it was concluded that there was an increased risk of
mortality following the death of one's spouse.

An examination and analysis of the studies using cross-sectional
and longitudinal research designs for determining high mortality risks
for the bereaved revealed shortcomings in virtually every study
(Stroebe, Stroebe, Gergen & Gergen, 1979). These researchers postulate
alternative explanations that could account for the relationship be-
tween bereavement and an increased death rate. Further studies are
suggested using improved methodology and controls to determine if the
generality across age and sex actually exists.

Both mortality and morbidity, then, have been identified as be-
reavement outcomes. Specifically, widowed individuals report both
physical and psychological symptoms, increased numbers of visits to
doctors' offices and increased rates of death when compared to their

non-widowed counterparts in the general population.



Risk Markers to Identify High Risk Bereaved

A risk marker helps to describe groups of individuals who are more
yulnerable 1o the risk factors. Grundy (1973) considers these risk
markers unamenable to intervention as they are not causal factors and
intervention cannot changé the status of the individual (i.e. age, SeX,
race) .

pge. Kraus et al. (1959) found a significant increase 1n death
rates in young widowed males (under 35) compared to married males of the
same age category- Youngev widowed are considered to.be between the
ages of 18-45 by several researchers (Ball, 1976-77; Maddison et al.,
1968; Maddison & Walker, 1967). These researchers concur that there is
an elevated risk for the young widowed population (male and female) -
In an overall review of the mortality of bereavement , the increased
risk for the younger male, aged 20-34 1is confirmed (Jacobs et al., 1877} .

Sex. Maddison et al. (1968) reported that male widows showed
a 50% increase in the number of deaths by coronary heart disease in the
Fipst six months of bereavement. suicide rates for young male bereaved
are extremely high in the First six months of bereavement while female
pereaved were considered to be yulnerable much longer and reached 2
peak in yulnerability at two years after the 1oss (Ball, 1976-77) .
The risk for male bereaved decreases 3as the male's age advances
(Jacobs gt al«s 1977) . The data on males is a recent addition o the
literature. Most bereavement studies considered widows. Thus, data
jndicates initial high risk for both sexes. Males appear to adapt
sooner to the pereavement. of the yariables agé and sex, age appears

to be the more jmportant high risk marker.
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Kinship. While it has been well established that conjugal be-
reavement produces increased mortality and morbidity (Greenblatt, 1978;
Parkes, 1974), berecaved parents have also been identified as a group
with high morbidity (Herz, 198C). Findings from a recent disaster
study resulting in sudden death, indicate that bereaved parents suffered
more severe grief reactions than those widowed as a result of the
event (Singh & Raphael, 1981). The sample consisted of 36 bereaved, of
which 15 were widows, 9 widowers, 11 mothers and 8 fathers who had
lost children. A control group was not used but subjects were assessed
with questionnaires and a nondirective interview to determine the
extent of the grief resolution (i.e. good, bad, or intermediate).
Generally kinship and the severity of the grief reaction is a function
of the type of attachment that is severed and is not often addressed
in epidemiologic studies. Further kinship studies have focused on
sibling response to terminal illness. Kinship response to sudden
death and bereavement in young adulthood has not been studied systema-
tically.

Socioeconomic status. The information on social class is general-

1y inconclusive as many studies fail to include this data. Maddison
(1968) reported that no significant difference was found in bereavement
reactions among social classes. However, both age and socioeconomic
status were considered important in predicting persons to be at risk
for psychological impairment in a study reported by Sheldon, Cochrane,
Eachon. Lyall, Rogers, and Freeman (1981). The study suggests low
socioeconomic status to be predictive in identifying persons at risk.

The study demonstrated similar findings as a study by Harvey and Bahr
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(1980) in which the bereaved widows of a mine disaster were the subjects.

Risk Factors to Identify High Risk Bereaved

Grundy (1973) offers a concept of risk in which risk is defined
as a hazard, danger, mischance or peril. The implication is that an
adverse consequence is preceded by a factor or factors which would in-
crease the probability of the adverse consequence. The assumption is
that a risk factor is amenable to intervention which aids in decreasing
morbidity, whereas it would not be possible for intervention to change
a risk marker.

Perception and availability of social supports. 1In a study by

Maddison (1968) it was postulated that a widow's supportive network
could influence the effects of morbidity. It was suggested that a
supportive network would decrease the incidence of morbidity and assist
the widow toward managing her grief. Moreover, recent studies aimed
at developing prevention programs to lessen psychiatric morbidity have
examined the individual's social supports.

Raphael (1977) 1nterv1ewéd 200 widows several weeks after the
Toss of their spouses to identify widows who could be considered to be
at risk for post bereavement morbidity. Sixty-four of the 200 widows
were assigned at random to experimental and control groups. The ex-
perimental group received support and encouragement for their mourning,
while the control group received none. All were followed up 13 months
later with a questionnaire. The overall results indicated a decrease
in morbidity for the experimental groups. Four risk factors were
identified to delineate the bereaved widows at risk for morbidity. The

factors were: high level perceived non-supportiveness of social
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network, moderate level perceived non-supportiveness of social net-
work occurring with traumatic circumstances of the death, previously
highly ambivalent relationships with the deceased, and presence of
concurrent 1ife crises. The two factors most predictive in this study
were the high level perceived non-supportive social network and prior
ambivalent marital relationships.

A descriptive study in which a primary prevention program was
initiated immediately after a rail disaster sheds further light on the
importance of social supports to the bereaved: (Raphael, 1979-30).
Emergency counseling was provided for the bereaved victims of the disas-
ter. High risk groups among the bereaved were identified and an effort
was made to give those high risk persons special attention. One of
the prime factors in identifying persons at risk is identifying those
bereaved persons who had or perceived to have inadequate support for
their grief. The sample consisted of persons who had lost a significant
other following a major rail disaster., Due to the emergency of the
situation, no controls were used. No information was given regarding
the data collection tools, though reference was made to therapeutic
formats. Neither were the results obtained from these assessments de-
lineated, though the study claimed those reports would be forthcoming.
Recommendations were included for further research and training of
mental health persons to gain the special expertise required for dealing
with disasters. In spite of the aforementioned deficits, the study
provides valuable information toward expanding the information on the
high risk bereaved.

A follow-up of Raphael's (1979-80) study was conducted 15 to 18
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months later to assess the functioning of the bereaved victims of the
rail disaster (Singh et al., 1981). Interviews and questionnaires
were completed with 44 persons: 15 widows, 9 widowers, 11 mothers and
8 fathers who had lost children. The mean age of the deceased children
in this study was 23 years, though case reports included children as
young as age two. It was not until after Singh had obtained this infor-
mation, that the information from the prior study by Raphael became
known to him. At this point Singh and Raphael collaborated and inter-
related their data.

0f the 44 persons interviewed by Singh, 19 had been identified
previously by Raphael as being high risk. Since the high risk subjects
did better on several outcome measures of health, the crisis intervention
they had received earlier (Raphael, 1979-80) was credited for their
Jowered morbidity. Furthermore, Singh and Raphael suggested that suffi-
cient high risk criteria are not yet available for groups other than
widows as some subjects who were parents were not considered high risk
by the criteria yet had a poor outcome for their bereavement. Death
being a highly stressful 1life event suggests coping is required, which
adds additional support for the importance of social support for the
bereaved. Social supports which are available to an individual can
increase a person's ability to cope with stress (Andrews, Tennant,
Hewson, & Valliant, 1978).

In this study by Singh and Raphael (1981) the methodology and
collection tools are clearly identified and well described. The in-
struments' validity are stated as is the manner in which they are used.

Again as with the research by Raphael (1979-80) this study identifies
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a population about which 1ittle had been validated and demonstrates im-
proved measurement regarding catastrophic stress response.

Meaning of the event. The meaning of a death to the bereaved in-

dividual also seems to be a highly significant factor. Weisman (1973)
described three kinds of untimely death: premature, unexpected, and
calamitous. With each of these three categories of untimely death,
persons respond according to factors surrounding the death. For ex-
ample, a parent might feel guilty or neglectful for not having been

able to protect a young child who died. Also, with an unexpected death
the individual is left with the sudden shock and often experiences a
sense of unreality. This is also true with a calamitous death, where,
additionally, there is a sense of what one could have done to prevent
the occurrence. The bereaved, in these circumstances, must also resolve
the brutal nature of such a death. Likewise, traumatic circumstances
surrounding a death can be both anger provoking as well as quilt pro-
voking (Raphael, 1977, 1979-80). All of the above factors add to the
psychic trauma of the death. The unexpectedness of the loss has been
frequently shown to be experienced by the bereaved by a more severe
grief reaction (Ball, 1976-77; Clayton et al., 1973; Greenblatt, 1978;
Levinson, 1972). Al1l three categories of untimely death as conceptualized
by Weisman are important considerations in disaster death.

A model which deals with an individual's personal meaning of a
death of a significant other was conceptualized by Bugen (1976). Bugen
jdentifies two dimensions, centrality-peripherality and preventability-
unpreventability. These two dimensions are thought to play an important

role in both the intensity and the duration of the grief response. A
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central relationship is seen as one in which the deceased's presence

was so important that the bereaved individual feels there is no life
without the deceased. The bereaved sees the love of the deceased per-
son as an important part of one's daily nurturance. This type of re-
lationship suggests an intense degree of grief upon the death of a Toved
one. A peripheral relationship is one in which a person's presence

is felt and respected, but whose loss is not irreplaceable. In this
case the grief response would be mild. A peripheral relationship also
suggests that the bereaved's rewards and pleasures are not contingent
upon the deceased. If the bereaved feels that the death was preventable,
the belief will probably prolong the grief reaction. Conversely, the
belief that nothing could have been done to divert the death absolves
the bereaved from responsibility and guilt.

An intense grief reaction in Bugen's model (1976) could include
both physical and psychological symptoms such a tightness of the throat,
loss of appetite, insomnia, emotional waves of distress, depression and
uncontrolled crying. A mild reaction is demonstrated by the absence or
mildness of symptoms, though sadness, loneliness, and irritability may
be experienced. Prolonged grief is seen as being extended beyond six
months after the death and is characterized by continuing physical or
psychological symptoms which require intervention for resolution. A
reaction that is brief will be resolved within a two to six month
period. A brief reaction may also reflect the absence of an emotional
bond between the deceased and the bereaved.

Bugen's model (1976) further suggests four possible outcomes using

the two dimensions: 1) a central relationship and a preventable death
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would indicate an intense and prolonged grieving process; 2) a central
relationship and an unpreventable death would suggest an intense but
brief process; 3) for a peripheral relationship and preventable death
belief, the grief process would be mild and prolonged; and 4) for a
peripheral relationship and a non-preventable belief, the grief would
be mild and brief. This model places persons into categories of
intensity and duration of grief and when accompanied by the other
factors can be an important adjunct in identifying the high risk
population. Further, the model appears to be testable, but Bugen's
article included a limited number of case studies, and offered no
empirical findings.

Additional 1ife crises. It has been suggested that additional

negative 1ife events close to, or at the time of a death of a significant
other, play an important role in one's ability to cope with the
presenting stress of both érief and the other event. Additionally,
positive correlations between accumulated life stresses and mental ill1-
ness have been reported by Cooper and Sylph (1973) and others (Lazare,
1979; Paykel, 1974; Rahe & Arthur, 1977; Rahe, 1979). Life event stress
is seen as an important variable in an individual who lacks crisis sup-
port and has poor coping skills (Andrews et al., 1978). However, ad-
ditional crises did not prove to be predictive in Raphael's study (1977).
The experimental group consisted of 31 subjects and therefore may have
been too small to be conclusive. Multiple bereavement and concurrent
1ife crisis were used in identifying those at risk in two other recent
studies (Raphael, 1979-80; Singh et al., 1981). Again the results were

non-conclusive and suggested better criteria for jdentifying high risk
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subjects are needed for subjects other than widowed.

Pre-existing problems with the deceased. Pre-existing problems

within the relationship between the deceased and the bereaved was i-
dentified as a factor contributing to high risk for psychological mor-
bidity (Raphael, 1977; 1979-80; Singh et al., 1981). A prior ambivalent
relationship was not found to be predictive in the study by Singh and
Raphael (1981). The total bereaved group consisted of 36 persons which
is small and thus the findings are inconclusive and require further
validation. In a study by Demi (1978) suicide survivors were compared
to non-suicide survivors. While there were no statistically significant
differences between the two groups, ambivalence played a major role in
the widows' adjustment. Subjects who had a hostile relationship with
their spouse but were able to verbalize positive and negative feelings
tended to have a good outcome, whereas subjects who did not recognize

or verbalize their ambivalence tended towards a poor outcome.

Additional Factors to Aid in Identification

In trying to understand individual's differing percentions toward
what constitutes support during a crfsis, it has been suggested that
personality is a factor (Maddison & Walker, 1967). Personality attri-
butes and patterns of coping as well as individual appraisal of the
events of the death also play an important role (Andrews et al., 1978;
Sheldon et al., 1981). No validated instrument is available to date,
however, to define a variety of coping styles. One study examining
suicide and alcoholism found a high frequency of loss of personal rela-
tionships in the six weeks prior to the suicide of the alcoholic (Murphey,

Armstrong, Hermele, Fischer, & Clendenin, 1979). This does seem to
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confirm the suggestion that the way in which an individual ordinarily
copes may, in fact, be predictive of how they will cope with a death
of a significant other. Weisman (1973) suggests persons will cope in
ways accepted by social norms of the community. These norms may then
assist or deter the individual on the expression of one's grief. This
suggests that the community of the alcoholic both accepts the drinking
as a way of coping while at the same time deterring the appropriate
grief responses.

Summary of the Review

There appears to be overwhelming support for findings of an in-
creased morbidity and mixed support for increased mortality in the be-
reaved following a death of a significaht other. The reason for the
increase is still in question as to whether the morbidity is due to
the bereavement, a result aof a loss of support, and/or concurrent nega-
tive Tife stress.

Sociodemographic data has been shown to be an important aspect in
identifying persons at risk for psychological impairment after bereave-
ment. Age is a significant factor; younger widowed are reportedly at
higher risk. Further, in spite of most studies concentraing on widows,
males at all ages are at higher risk. Males are at the highest risk for
the first six months after a death while female risk reaches a peak in
the second year of bereavement (Ball, 1976-77). Spouses continue to be
considered to have an increased mortality and morbidity during bereave-
ment. A parent with children under the age of 18 living at home is con-
sidered a higher risk than the widowed due to the added burden of fi-

nancial and physical care (Maddison, 1968). Singh et al.(1981), noted
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that parents appeared to suffer the highest morbidity, though the mean
age of the deceased child was 23 years.

In addition to the above risk markers which help identify the high
risk bereaved, risk factors have been identified to further delineate
the high risk group. Three bereavement factors have been shown to be
most predictive: 1) perception of a non-supportive social network,

2) circumstances and the personal meaning of the death to the be-
reaved, and 3) concurrent 1ife stress. The risk associated with socio-
economic status of the bereaved appears to be less clear.

Bugen's model .(1976) can assist in assessing the meaning of the
event to the individual and thus aid in the identification process.
Coping patterns have been suggested as important, but have not been
sufficiently researched thus far.

A1l of the preceding factors and markers are especially important
in identifying high risk groups. Crisis intervention aimed at high
risk populations to decrease the morbidity and mortality has yielded in-
conclusive data. Thus, it becomes important to prevent impaired mental
health by identifying those in need.

Conceptual Framework

The conceptual model for this study is based on the rationale that
the identification of aﬁd intervention with the recently bereaved are
essential to the resolution of the life crisis of bereavement in high
risk populations. Although other concepts as stress, coping, and theories
of social support could have been utilized, the decision was, made to use
the framework of Raphael (1977) and Singh et al. (1981) to facilitate

increased understanding of the problem.
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The overall goal of primary prevention is to reduce the incidence
of psychiatric disorders within the community (Caplan, 1964). Primary
prevention in mental health suggests a psychiatric disorder is more
readily and more often prevented, cured, or alleviated the earlier
intervention is introduced (Karno & Schwartz, 1974). 1In addition, this
concept also suggests the importance of social, cultural and economic
environments to prevention and treatment of mental disorders. It is
felt the above factors are considered of equal importance to the
biological and psychological experiences. This point is consistent with
the findings of Raphael (1977) and Singh et al. (1981), who found
social support of the bereaved individual of great significance in pre-
dicting pathological responses to bereavement.

The concept of primary prevention itself has a three-fold focus:

1) community mental health education, 2) mental health consultation, and
3) crisis intervention. Several of these aspects are pertinent to this
study. Initially identifying the bereaved at risk is extremely impor-
tant because within the means of identification it would be impossible
to direct any crisis intervention effectively. Education then becomes
the next important issue since risk markers and risk factors must be
taught to those persons who would most likely be dealing with the
crises. This education would aid the workers of a disaster to refer
high risk bereaved individuals for mental health consultation or crisis
intervention. Ideally all professionals and para-professionals would be
trained in the identification of the high risk individuals and as many
of those as possible could also be trained in crisis intervention for

the bereaved.
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Intervention during periods of life-crisis vulnerability has the
basic goal to aid the individual toward resolution and toward im-
proved mental health (Caplan, 1964). The premise of crisis theory
is that man has a basic capability of adaptation and that under stress
the regular patterns of behavior may not continue to be adaptive. The
theory further predicts that in acute states of emotional pain which
is secondary to accumulated 1ife event stress, individuals are at risk
for decompensating into a psychiatric disorder (Karno et al., 1974).

It is at this point when the individual is in crisis that the behavior
may be reshaped into new adaptive patterns or the person may be at
risk of decompensating into maladaptive patterns, that crisis inter-
vention is needed. The life crises which are subject to relief by
crisis intervention are generally emergencies and require intervention
as soon as possible. The individuals at risk in a crisis require in-
tensive emotional support and need to be guided toward stress-reducing
solutions to prevent mental health complications. Crisis theory further
predicts that those individuals assisted in resolving a crisis are
strengthened through their improved problem-solving capacity and thus
are less vulnerable in the future.

In the study from which this research evolves, "Coping with Stress
Fo]]owing4a Natural Disaster: The Volcanic Eruption of Mt. St. Helens",
three major research questions were addressed: Is there a relationship
between illness and three life events: presumed death of a close rela-
tive or friend, confirmed death of a close relative or friend, and loss
of one's permanent or recreational residence? Do self-efficacy and

social supports act as intervening variables to buffer the negative
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effects of stress on one's health when coping with loss? What are the
perceived effects of the media on coping with loss following a disaster
(Murphy, 1981)?

Murphy's study sample consisted of 155 subjects. The data were
collected approximately 11 months after the disaster. Questionnaires
were mailed to the groups of bereaved, property Toss, and control sub-
jects. Follow-up interviews were conducted with 34 loss subjects.

The subjects' physical and mental health status, impact of negative
1ife events, daily annoyances, and coping patterns were assessed by
The Hopkins Symptom Checklist, The Life Experiences Survey, The Hassles
Scale, The Self-Efficacy Scale, The Coppel Index of Social Support, and
additional items written by the investigator (Murphy, 1981).

Some of the significant findings are as follows: Both of the
bereaved groups were adversely affected on all of the study outcomes
except physical health. Presumed death bereavement was not found to
be mbre difficult than coping with confirmed death bereavement. When
the combined bereaved group (N=69) was compared with the control group
(N=50), the findings demonstrated self-efficacy and social support were
significant predictors of depression for the bereaved group, whereas
neither se]f—efficaCy nor social support significantly predicted de-
pression in the control group. The confirmed bereaved group reported
more negative effects than the other study groups regarding the overall
effects of the news media (Murphy, 1981).

Time of measurement, sampling, and the magnitude of the disastrous
event were suggested to account for the lack of differences between the

two bereaved groups of major outcome variables. Several clinical inter-
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ventions were suggested by the investigator: 1) identification of

high risk individuals and early treatment, 2) training of helping pro-

fessionals, and 3) improved disaster planning (Murphy, 1981).

This study focuses on the identification of the high risk be-
reaved, as the result of the disaster of the Mount Saint Helens
eruption. The intended outcomes, then, are: 1) to predict high risk
disaster populations based on risk markers and factors encountered,
and 2) to recommend specific primary prevention tools. Crisis interven-
tion has been shown to be a concept incorporated by the major theory
of primary prevention, It has been well established that the death of
a significant other is a stressful 1life event.

Hypotheses

The hypotheses are derived from the following research questions:
1) Are the risk markers age and sex predictive in identifying the

bereaved at risk for psychological or physiological impairment?

2) Will a bereaved individual's perception of one's support system be
predictive in determining whether or not one is at risk for psycho-
logical or physiological impairment?

3) Will a bereaved individual's perception of a death as preventable
or unpreventable be predictive in determining whether or not one is
at risk for psychological or physiological impairment?

4) Will a bereaved individual's perception of one's prior relationship
with the deceased as being central versus peripheral be predictive
in determining whether or not one is at risk for psychological or
physiological impairment? |

5) Will the amount of stress perceived by the bereaved individual be
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predictive in determining whether or not one is at risk for psycho-
logical or physiological impairment?

The hypotheses derived from research question one are:

Bereaved persons less than 40 years of age will demonstrate a higher
amount of morbidity which consists of three components: depression,
somatization, physical health; when compared with nonbereaved persons
of the same ages.

Bereaved males of all ages will demonstrate a higher amount of mor-
bidity (depression, somatization, physical health) when compared with
nonbereaved males of the same ages.

The hypothesis derived from question two is:

Bereaved persons who have a positive perception of their social
support system will demonstrate less morbidity (depression, somatiza-
tion, physical health) than bereaved who view their support system
negatively.

The hypothesis derived from research question three is:

Bereaved persons who view the traumafic circumstances of the death

as preventable will demonstrate a greater degree of morbidity (de-
pression, somatization, physical health) when compared with be-
reaved persons who view the traumatic circumstances of the death as
unpreventable.

The hypothesis derived from research question four is:

Bereaved persons who view their prior relationship with the deceased
as central will demonstrate a greater degree of morbidity (depres-
sion, somatization, physical health) when compared with bereaved

persons who view their prior relationship with the deceased as
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peripheral.

The hypothesis dervied from research question five is:

Bereaved persons who experience a higher amount of stress will
demonstrate a greater degree of morbidity (depression, somatization,
physical health) when compared with bereaved persons who experience

a lower amount of stress.



CHAPTER II
METHODOLOGY

Research Design

This study has made an effort to determine whether the high risk
bereaved of the Mount Saint Helens' disaster were identifiable. The
data obtained in the study by Murphy (1981) was examined by a se-
condary analysis. The study is ex post facto design and utilized a
post test only with equivalent groups.

Subjects

Data from 119 subjects were analyzed for this study. The three
groups of subjects were: 1) bereaved of presumed dead, n=39; 2)
bereaved of confirmed dead,‘n=30; 3) persons experiencing no disaster-
related loss, n=50. The potential and actual participation rates of
the three groups are shown in Table 1.

The Bereaved Groups

The bereaved family members and friends of the disaster victims
comprised two of the groups examined: 1) bereaved of the presumed dead,
and 2) bereaved of the confirmed dead. Presumptive death was defined
as not discovering the body of a deceased victim within seven days
following the volcanic eruption. More of the presumed dead were con-
firmed in the months following the disaster. Confirmed death was
defined as identification of victims' bodies up to seven days after the
volcanic eruption. There were additional missing persons who were not
declared presumed dead. No attempts were made to contact families of
these persons. Further, no attempts were made to include the bereaved
of the four children who died. Thus, the bereaved samples were ob-

tained by contacting those family and friends of 51 adult disaster victims.
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Table 1

Differential Response Rates
of Participation for the Study Sample

Group Potential Persons Actual Percent of Percent of
Number of Contacted Participation Potential Those
Participants Contacted

Presumed

Dead

Bereaved 62 45 39 63% 87%

Confirmed

Dead

Bereaved 40 36 30 75% 83%

Control

Subjects -- 13 50 -- 68%

Total -- 154 119 -- 79%

Several approaches were utilized to obtain the names ofvpotential
study subjects. A Tist was obtained from the Skamania County (Wash-
ington) coroner's office of persons who had testified at court hearings
to validate presumptive death of victims of the volcano. The list in-
cluded names, addresses, and telephone numbers and in some cases the
relationship to the deceased. All of these persons were not able to be
contacted as many had lTeft local temporary phone numbers, some were no
longer at the stated permanent residence and in some cases repeated ef-
forts to reach the subjects by telephone was unsuccessful. In other
cases letters were intercepted by the attorneys and estate executors
of the bereaved and were neither forwarded nor answered by the inter-

ceptor.



28

Another method of locating possible subjects was by obtaining
death certificates for the confirmed dead. This was a time-consuming
process as some certificates were not available until eight months
after the disaster and some of the certificates could not be obtained.
The information contained on the death certificates included names,
addresses and telephone numbers of the nearest relatives and the vic-
tims' employers. These persons were then contacted.

Social networks was yet another means utilized in obtaining the
sample. Organizations, colleagues and family members were contacted
to obtain names of contact persons and possible subjects. Additionally
a local newspaper reporter who had interviewed some of the bereaved
friends and family for a story willingly shared several names that
had not been obtained by prior methods. The sample df the bereaved
contacted included spouses, parents, adult children, brothers, sisters,
intimate friends, and colleagues of all but three of the 51 adult vic-
tims of the disaster (31 presumed dead and 20 confirmed dead).

Two bereaved persons per deceased person were included in the
bereaved sample. The selection of those persons was as follows:

1) First, the bereaved spouse was asked to participate
if the victim was married at the time of death. If the
victim was not married at the time of death, either a
parent or adult child was selected. If neither were
available, nor willing to participate, a brother or
sister was selected. If none of the three participated,
this was considered missing data. 2) The second be-

reaved subject for each victim was the closest friend
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or colleague willing to participate (Murphy, 1981, p. 107).
Relatives of friends under the age of 18 were not contacted for
ethical reasons. Additionally, no two bereaved persons within the
same household were used in the sample.

There were 31 presumed dead which gave a potential of 62 subjects
for the bereaved presumed group. Of these 62 persons, 45 were contacted
and 39 participated in the study. There were 20 confirmed adult dead
whose bodies were found within seven days of the disaster. For this
group there were 40 potential subjects. Of these 40 persons, 36
were contacted and 30 participated in the study. As the potential
numbers of subjects were small, two bereaved per deceased victim were
chosen to improve the possibility of obtaining an adequate sample size.
Eighty percent (41 persons) of the disaster victims are represented in
this study by at least one close relative or friend.

The two groups consisted primarily of young females. The majority
were skilled workers (41%), 22% were self-employed, and 23% were pro-
fessionals. Thirty-three percent had completed high school and over
55% had some education beyond high school. Of the 55%, 17% had com-
pleted college and 14% had obtained advanced degrees. In general this
data indicates a relatively middle class sample. Demographic data
for the bereaved groups are shown in Table 2.

No differences were found in the individuals ability to cope with
the death of a significant other between the two bereaved groups. The
bereaved groups were compared by discriminant function analysis on all
outcome measures. For the bereaved group comparisons, the overall

approximate F(5,62)=.99, (NS) was obtained. The two bereaved groups
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were judged sufficiently similar and were therefore combined for this
study. This resulted in an N=69 sample size for the bereaved group.

Control Group

A group of 50 persons served as comparison subjects with the two
bereaved groups. These persons were matched proportionately with the
subjects of the bereaved groups by geographic location, age, sex, and
occupation. Potential subjects' names were obtained from loss victims
who were asked to identify persons to serve as controls. As not all
persons suffering a loss wished to identify a control and not all of
these controls wished to participate, additional control subjects were
obtained and matched on the demographic variables (see Table 2).

Protection of Human Subjects

Human subjects were protected according to National Institutes of
Health (NIH) Guidelines. This study qualifies for NIH exemption under
category number f{ve, which states:

Research involving the collection or study of existing
data, documents, records, pathological specimens, or
diagnostic specimens, if these sources are publicly
available or if the information is recorded by the
investigator in such a manner that subjects cannot be
identified, directly or through identifiers linked to
the subjects (OHSU School of Nursing memo).

Study Instruments

The instruments utilized in this study are as follows: 1) The
Hopkins Symptoms Checklist (HSCL-90), 2) The Life Experiences Survey

(LES), and 3) the Coppel Index of Social Support (CISS). Additional
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items were written to measure physical health, the relationship of
the bereaved/deceased prior to death, and the perception of preventa-
bility of death.

Morbidity for this study consists of these components: depression,
somatization, and physical health. Morbidity was defined as an in-
creased score on the depression or the somatization measure or a de-
creased score on the physical health measure. Increased and decreased
scores were determined by the comparison of mean scores, for the mor-
bidity measures, between the bereaved and control groups. Increased
scores were those scores which were higher than the mean scores of the
control group for the somatization and depression measures and lower
than the control group for the physical health measure (Table 3).

The Hopkins Symptom Checklist

The mental health of the study subjects was assessed through use
of the depression and somatization scales of The Hopkins Symptom
Checklist-90 (HSCL-90). The HSCL-90 consists of eight subscales and
is administered by a self-report symptom rating scale. A total of
90 items comprises the HSCL-90, each of which is measured on a scale from
zero to four. A rating of zero on the scale indicates a measure of no
distress, while the number four indicates a high degree of distress. The
instrument is used to measure the persons' psychopathology and degree
of stress.

The normative samples described by Lipman (1979) are based on 1500
subjects from three samples. Two samples were psychiatric outpatients
experiencing symptoms of depression and anxiety. The other sample was

a portion of a general health survey in a Targe Western city.
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Table 2

Demographic Data for the Three Samples

Variable Group 1 Group 2 Group 3
Presumed Dead Confirmed Dead Control Subjects
Bereaved Bereaved N=50
N=39 N=30
Sex
Female 27 (69.2) 21 (70) 34 (68)
Male 12 (30.8) 9 (30) 16 (32)
Mean Age in
Years 38.4 37.7 38.9
Age Ranges
by Age 18-67 19-72 19-69
Relationship
to the
Deceased
Widow 2 ( 5.1) 3 {18} a
Mother {128} 1 1{_S:&) a
Son 2 [ 5.2 -—- a
Daughter 8 (20.5) 7 23.3) a
Intimate .

Friend 12 (30.8) 13 (43,3} a
Colleague 8 Tl 20 6,73 a
Brother or ,

Sister 7 (17,9} 3 (10} a
Other - (R T a

Note. Except for age, table entries are numbers of subjects with corresponding
g percentages in parentheses.
"Relationship to deceased" not applicable for Group 3.
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One of the procedures used to determine the symptom constructs
underlying the HSCL is the clinical-rationale clustering procedure.
This procedure has been demonstrated to be sensitive to change in
emotional status among both psychiatric and non-psychiatric groups.

Two studies reported that the HSCL primary symptoms dimensions.can
rank-order patient groups in the same manner as expert clinicians
(Rickels, Lipman, Garcia, & Fisher, 1972). Construct validity has also
been confirmed by Derogatis, Lipman, Rickels, Uhlenhuth, and Covi
(1974).

The other procedure used in determining the symptom constructs of
the HSCL was factor analysis. This analysis of the 90-item version |
revealed the eight dimensions were uncorrelated and each contained at
least five items with loadings above .40 and explained 50.2% of the
total variance. The eight factors were found to have coefficient
alphas ranging from .77 to .86, indicating the HSCL scales contain high
levels of internal consistency (Lipman, Covi, & Shapiro, 1979).

Two of the eight HSCL-90 subscales were scored and analyzed for
this study. They are the depression and somatization scales. De-
pression and psychosomatic symptoms are seen as frequent responses to
highly stressful life events. See Appendix A for a copy of the in-
strument and séoring information.

Items of Physical Health

A nine item health index was constructed due to difficulties with
existing measures. Included within this index were questions about the
individual's perceived health status, whether they had required visits

to a physician or medical facility and if a chronic condition they had
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previously had worsened. This index was important in this study as
stress may be presented as physical symptoms and thus aids in deter-
mining the degree of morbidity an individual is experiencing. The
physical health index and scoring directions are shown in Appendix B.

The validity of the health index was determined using traditional
jtem analysis procedures. Five of the nine items were found to be
intercorrelated and were converted to z scores and averaged to form an
index of health. The coefficient alpha was .69 (Murphy, 1981).

Life Experiences Survey (LES)

The Life Experiences Survey {LES) measures the amount of stress
experienced by individuals. Three change measures over two time
periods are available: 1) positive change, 2) negative change, and
3) total change. The LES consists of 47 items in which the subjects
rated themselves as to the impact each of the events had upon their
Tives. A seven point scale is used and ranges from "no effect" to
"great effect". Events that are experienced as "good" are given a
positive score while events experienced as "bad" are given a negative
score. The total score includes the sum of the positive and negative
changes. The negative change was the measure utilized in this study, as
death of a significant other is a negative life stress and is included
in this scale.

The sample used for gathering normative data for the LES was a group
of 345 undergraduate students. There were no significant differences
found between males and females on any of the three change scores. It
was further reported that positive and negative change scores are un-

correlated and reliable using test-retest procedures over a six-week in-
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terval on two additional samples (Sarason, Johnson, & Siegel, 1978).
See Appendix C for a copy of the instrument and scoring information.

Coppel Index of Social Support

Three measures of social support are obtained through the use of
Coppel's Index of Social Support (CISS): size of network, contact with
network, and quality of social supports. Network size is determined
by the number of friends, family, confidants, and social groups indi-
viduals are presently involved with. The contact network measures how
often within a week the individuals are in contact with these people.
Two scores are used, one to determine the size of the network and the
other to indicate the average weekly contact with the persons included
within the network. The perceived social support scale consists of
‘15 statements in which respondents rate themselves on a five-point scale
which ranges from "Not at all like me" to "Very much 1ike me". As
perceived social support is one of the major risk indicators this scale
was of prime importance to this study.

Coppel (1980) constructed the 15-item scale based on a pilot
study involving 170 undergraduate students. Internal consistency
(coefficient alpha = .89) and test-retest reliability (coefficient
of r = .82) over a two-week interval (N=90) were demonstrated. A
factor analysis of the scale accounted for 63.17% of the total variance.
See Appendix D for a copy of the instrument and scoring information.
Other Items

Nine items from Murphy's study (1981) which were not found in any
standardized instrument were utilized by this investigator. These items

dealt with demographic and interpersonal items such as the identifica-
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tion and quality of the relationship with the deceased person prior
to death, and the subject's perception of preventability of the death.
Since prior relationships and an individual's perception of preventa-
bility are risk factors these questions provided valuable information
towards identifying high risk individuals.

Preventability/unpreventability was determined from a question
which asked whom the bereaved blamed for the death. Question number
30 used to determine this is found in Appendix E. The death was
considered unpreventable if the bereaved blamed God or no one and con-
sidered preventable if any other person was blamed.

Centrality/peripherality in this study was viewed as the degree of
importance of the deceased person to the bereaved. This was measured on
a scale from one to nine, one being the least important and nine the
most important. This scale is shown in Appendix E as question 27a. A
central relationship was viewed as nine on this scale and the remainder
of the scale were considered peripheral relationships.

Procedure

The primary procedure for this study consisted of a secondary
analysis of the data obtained by Murphy (1981). The following indica-
tos were utilized for analysis: demographic variables of age and sex,
degree of morbidity identified by subjects (as measured by the depres-
sion and somatization scales of the HSCL-90 and the physical health
scale), perception of social support, perception of the event as being
preventable or unpreventable, the type of relationship, whether central
or peripheral, and concurrent life stress.

The demographic variables, the perception of the death as preventable
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or unpreventable and the type of relationship, central or peripheral
were contained in the nine item tool utilized by this investigator.
Morbidity was identified as an increase in physical symptoms or an
increase in depression and somatization and measured by several instru-
ments. These instruments are: somatization and depression subscales
of the HSCL-90 and the physical health scale used by this investigator.
Objective and subjective indicators of social support were measured by
the CISS. The LES measured the amount of perceived stress. Thus all
the indicators of high risk being examined in this study were available
for measurement within the preceding instruments.

Statistical Methods

Frequency Distributions

Presentation of the analysis of the data begins with frequency
distributions of the study variables among the two study groups. Fre-
quency distributions were constructed and percentages calculated to
describe the study sample. Measures of central tendency were used to
determine the usefulness of the variables and to determine the need for
higher level analysis.

Pearson Correlations

The Pearson product-moment correlation procedure was conducted with
all of the major variables in this study. The correlations were ob-

tained for the total sample, then for each of the study groups.

Multiple Regression Analysis
The hierarchical step-wsie regression procedure was used to test
the hypotheses. Study variables were entered into the regression

equation based on current high risk bereavement literature.



Scattergram

Scattergrams were used to display the distribution of the varia-

bles when compared with the morbidity factors.
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CHAPTER III
RESULTS
The results of this study are presented so that the risk markers
and risk factors can be examined both individually and collectively
in order to identify the high risk bereaved population. Each of the
five study questions will be addressed and the statistical measures
examined.

Findings Regarding the First Study Question

The first study question was: Are the risk markers age and sex
predictive in identifying the bereaved at risk for psychological or
physiological impairment? Two hypotheses were designed to test this
question. Means and standard deviations of the outcome measures for
the bereaved and control groups are shown in Table 3.

Hypothesis 1

Hypothesis 1 states, bereaved persons less than 40 years of age
will demonstrate a higher amount of morbidity which consists of three
components: depression, somatization, physical health; when compared
with nonbereaved persons of the same age. Significance on physical
health was not expected, therefore, to accept the hypothesis, signifi-
cance on depression and somatization was needed. This hypothesis was
partially supported by the data. Pearson correlations for the be-
reaved group (N=69) demonstrated that age was significantly correlated
with two of three morbidity measures, HSCL Depression (r=-.19, p £.05)
and Physical Health Status (r=-.23, p<.05). Age and somatization were
not correlated (r=.06, NS). These correlations are shown in Table 4.
For the control group (N=50) Pearson correlations were significant only

for the measure of depression (r=-.39, p<.01) (See Table 4).
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40

Means and Standard Deviations of the Qutcome Measures for the Bereaved

and Control Groups

Qutcome Measures
Stress Qutcomes
LES Negative

Morbidity Outcomes
HSCL Somatization

HSCL Depression
Physical Health
Interpersonal Qutcomes
Social Support
Preventability of

the Death

Importance of the
Deceased :

Group Means and Standard Deviations

for Outcomes

Group i®
Bereaved (N=69)

12.
(10.

~ ]

EE.
(13,

(

8.
1.11)

82
0)

TE
.58)
.26
.72)
e
.75)

47
48)

.40
.49)

21

Group 2
Control (N=50)

5.94
(6.06)

.42
{.55)
.74
(.58)
.16
(.62)

o5
(13.45)

b
b

b
b

Note. Group I - Presumed and Tonfirmed Bereaved were combined for analyses

(N=69).

Note. b - Not applicable to control group.

The top number of each pair is the mean and the bottom number, in

parentheses, is the standard deviation.



Table 4

Intercorrelation Matrix for Risk Markers, Risk Factors, and Health Qutcome Measures for

the Bereaved and Control Groups
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Risk Markers Risk Markers

Risk Factors

Health Outcome lieasures

1. 2. 3. T, b 6. V8 8. g.
1. Sexb B.0O -.07 -.24* .03 -.38%** _ 09 -, 8Q%%w. FTk*x D%
c.00 -.27* .20 .04 a a -.03 -.18 -.12
2. Age 8.00 -.18 .13 .03 -.20%* .06 -.19* -.23*
c.00 -.21 .21 a a -.21  -.39* -.06
Risk Factors
3. LES Negative
(Stress) B.00 -.08 N RE .24* LB2%*E 4guw% _ 4BE%
c.00 -.08 a a LA3REn Qhwkx _ jgews
4. perceived Social
Support B.0O -.18 -.17 -.10 -.28** .0
C.00 a a -.02 -.12 .04
5. Importance of the
Deceased B.0O -.05 L28%* 4p¥***  _ 18
c.00 a a a a
6. Perceived Preventability of the Death® B.00 <21%* . 25% .02
c.00 a a a
Health Qutcome Measures
7. HSCL Somatization B.O0 .62*%*  _ 4p**
C.00 .61*** . 5gw»x
8. HSCL Depression B.CO -.25*
C.00 - 40*~
9. Physical Health Status 8.00
.0t

Note., *=p .05 *%=p ¢.0l *%#=p < .00]

a - Not applicable to control group

b - Coded O for females, 1 for males
¢ - Coded 0 for unpreventable; 1 for preventable

B=Bereaved (N=69)
C=Contro} (N=50)
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An additional descriptive statistic used to examine individual
risk markers and risk factors was the scattergram. One of the major
purposes of this study was to determine whether age, stress, and mor-
bidity were related. Scattergram plots for the bereaved group (N=69)
indicate that the younger the person, the higher the scores for LES,
depression (r=-.19, p<.05), somatization and health (r=-.23, p<.05).
For the control group (N=50) a higher percentage (18%) of persons under
40 had higher scores on the depression measure (r=-.39, p {.01) than
the other health measures. See Table 5 for these results.

Hypothesis 2

Hypothesis 2 states, bereaved males of all ages will demonstrate
a higher amount of morbidity (depression, somatization, physical health)
when compared with non-bereaved males of the same ages. This hypothesis
was partially supported by the data. Pearson correlations for the
bereaved group (N=69) demonstrate a relationship between males and physi-
cal health (r=.21, p<.05). All other male sex and morbidity correla-
tions for bereaved males were non-significant. Likewise, for the control
group (N=50) males, sex was not correlated with the morbidity outcomes.
The scattergram did not differentiate further between bereaved and con-
trol males. A similar relationship between bereaved males and physical
health (r=.21, p {.05) was demonstrated.

Findings Regarding the Second Study Question

The second study question was: Will a bereaved individual's per-
ception of one's support system be predictive in determing whether or
not one is at risk for psychological or physiological impairment? One

hypothesis was designed to test this question.
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Hypothesis 3

Hypothesis 3 states, bereaved persons who have positive perception
of their social support system will demonstrate less morbidity (def
pression, somatization, physical health) than bereaved who view their
support system negatively. This hypothesis was only partially supported
by the data. For the bereaved group (N=69) perceived social support
and HSCL Depression were significantly correlated (r=-.28, p {.01)

(See Table 4). Social support was not significantly correlated with
any of the other stress or health measures. For the control group
(N=50), Pearson correlations demonstrated no significance between
perceived social support and any of the MOrbidity measures (Table 4).

The scattergrams added additional clarity to the importance of
social support as the bereaved group showed higher proportions of
morbidity on all of the morbidity measures and a higher proportion of
stress than the control group with the same scores. Only the depres-
sion measure reached significance (r=-.28, p< .01). Results of the
scattergram are presented in Table 6.

Findings Regarding the Third Study Question

The third study question was: Will a bereaved individual's per-
ception of a death as preventable or unpreventable be predictive in
determining whether or not one is at risk for psychological or physio-
logical impairment? One hypothesis was designed to test this question.

Hypothesis 4

Hypothesis 4 states, bereaved persons who view the traumatic cir-
cumstances of the death as preventable will demonstrate a greater degree

of morbidity (depression, somatization, physical health) when compared
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with bereaved persons who view the traumatic circumstances of the
death as unpreventable. This hypothesis was partially supported by
the data. Pearson correlations indicate significant relationship be-
tween preventability and HSCL Somatization (r=.21, p<<.05) and with
HSCL Depression (r=.25, p<.05),

Findings Regarding the Fourth Study Question

The fourth study guestion was: Will a bereaved individual's
perception of one's prior relationship with the deceased as being
central verses peripheral be predictive in determining whether or not
one is at risk for psychological or physiological impairment? One
hypothesis was designed to test this question.

Hyoothesis 5

Hypothesis 5 states, bereaved persons who view their prior rela-
tionship with the deceased as central will demonstrate a greater degree
of morbidity (depression, somatization, physical health) when compared
with bereaved persons who view their prior relationship with the
deceased as peripheral. This hypothesis was partially supported by
the data. Pearson correlations between the importance of the deceased
and HSCL Somatization (r=.28, p<.01) and with HSCL Depression (r=.48,
p<.001) were significant. The importance was measured on a scale from
1 to 9, one being Towest in importance and nine being highest importance.
The scattergrams further clarified the importance of stress and the
morbidity measures of health, depression and somatization to the nature
of the relationship prior to death. For persons who rated the deceased
as a very important person in their 1ives, 22% (N=15) had high scores

(16 to 44) on stress (r=.23, p<.05), 23% (N=16) had high HSCL Somatiza-
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tion scores (1 to 2.6) (r=.28, p<.01), 41% (N=28) had high HSCL
Depression scores (1.2 to 3) (r=.48, p<.001), and 20% (N=14) had poor
health (-.58 to -1.9) (r=-.18, NS).

Findings Regarding the Fifth Study Question

The fifth study question was: Will the amount of stress perceived
by bereaved individuals be predictive in determining whether or not
one is at risk for psychological or physiological impairment? One

hypothesis was designed to test this question.

Hypqthesis 6

Hypothesis 6 states, bereraved persons who experience a higher
amount of stress will demonstrate a greater degree of morbidity (depres-
sion, somatization, physical health) when compared with bereaved persons
who experience a lower amount of stress. This hypothesis was supported
by the data. Pearson correlations between LES negative (Stress) and all
of the morbidity factors were highly significant. HSCL Somatization
revealed a correlation of r=.52 (p<.001), HSCL Depression a correlation
of r=.49 (p <.001), and physical health r=-.48 (p <.001) (See Table 4).

Additional Findings Mot Tested by the Hypotheses

A number of additional significant correlations were observed for
which no hypotheses had been written. For the bereaved group (N=69),
age was significantly correlated with perceived preventability of the
death, was significantly correlated with stress, and with the impor-
tance of the deceased. Stress was also significantly correlated with
two additional factors, importance of the deceased person and with
perceived preventability of the death (see Table 4).

The rate of recovery for the bereaved subjects was significantly
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correlated with four of the risk indicators and all of the morbidity

.48, p £.0001), with LES

measures. The correlations were with sex (r
negative (r=.31, p<.01), with social support (r=.25, p <.05), with
importance of the deceased (r=-.49, p (2001), with somatization
(r=-.47,;3<.001), with depression (r=-.57,[3<.001), and finally with
health (r=.24,p)<.05). The perceived recovery rate was scored on a
scale from one to nine with one being "not at all recovered" and nine,
"completely recovered". Question 17 used to determine the recovery
rate is found in Appendix E.

Findings Described Collectively

In addition to examining risk markers and risk factors individually,
as identified in the literature, it was thought that taken collectively,
these indicators might account for some of the variability associated
with disaster death. In order to determine the extent to which these
two risk markers and four risk factors combined could predict high risk
populations, multiple regression analyses were performed. The hierarchi-
cal step-wise procedure was selected because determining the amount of
variance that could be accounted for by each predictor as well as in
combination with the other predictors would be useful information.

At the first step, the predictor of stress was entered. At the
second step, age and sex were entered in order of their statistical sig-
nigicance. At the fourth step, social suppori was entered. At the
fifth step, importance of the deceased person and perceived preventability
of the death were entered in order of their statistical significance.

Six multiple regression analyses were completed, one for each of the

three dependent measures (HSCL Depression, HSCL Somatization, Physical
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Health) for the bereaved and control groups separately. Results from
the bereaved sample are reported first.

The significance of the overall F tests for the regression analyses
ranged from p <.05 to p< .001. The step-wise contribution of each pre-
dictor of the total percentage of variance accounted for by each suc-
cessive set of predictors are indicated in the percent of variance
and adjusted R2 columns of Table 7. The F to enter each predictor, the
multiple R, and beta weights at the final step are also presented.

Stress was a highly significant predictor of the health outcomes
in all three of the regression analyses for the bereaved group. Stress
accounted for 27.8% of the variance in somatization, 24.5% of the variance
in depression, and 23.1% of the variance in physical health.

Once stress was entered as a predictor for the dependent variable
of HSCL depression, three of the remaining five variables, sex (F(1,66)=
6.35, p<.05), perceived social support (F(1,64)=5.09, p £.05), and
importance of the deceased person (F(1,63)=9.33, p <.01), contributed
significantly to the remaining variance in depression. HNeither age nor
perceived preventability of death accounted for significant variance.
For the dependent variable of somatization, only sex contributed
significantly to the remaining variance beyond stress (F(1,66)=8.37,
p<.01). Age, social support, perceived preventability and the impor-
tance of the deceased did not account for any significant variance.

For the dependent variable of physical health, only age contributed
significantly to the remaining variance beyond stress (F(1,66)=10.97,

p <.01).

The same step-wise regression analyses were conducted with the
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control group JN=50), Results of the regression analyses are presented
in Table 7. Even though earlier results revealed that control subjects’
mean stress and illness scores were much lower than those of the be-
reaved subjects, the stress-illness relationship is similar to that of
the bereaved group. Results for the control group indicate that stress
accounts for 19.4% of the variance in depression, 19.1% of the variance
in somatization, and 9.4% of the variance in physical health. 1In contrast
to the bereaved group, the results for the control group demonstrated
that both age and sex accounted for a significant amount of the variance
for depression (F(1,47)=6,36, p<.05), (F(1,46)=11.76, p<.001), re-
spectively. None of the otker variables that were significant for the
bereaved group were shown to be significant predictors for any of the
three outcome variables for the control group.

Summary of Results

A11 of the study hypotheses were supported by at Teast two morbidity
outcome measures except for the hypotheses examining the relationships
between males, social support, and morbidity, which were partially
supported.

In general younger bereaved persons, under 40 years of age,
demonstrated a greater amount of depression, pook health, somatization
and overall stress than bereaved persons over 40 years of age. It
was also noted that the younger persons were more likely to view the
death as preventable. Age was also highly significant for the control
group in that it predicted depression, though not to the extent as
measured for the bereaved (control=18%, bereaved=41%).

Bereaved females demonstrated the highest depression and stress
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ratings compared to males and the control females. Two of the

health outcome measures, depression and somatization, were significantly
correlated with females. Additionally significant was the high corre-
lation between females and the importance of the deceased person. In
general females had much higher Tevels of morbidity. A correlation was
shown between bereaved males and physical health although there was no
significant differences in the total health scores between either sex cr
group.

Perceived social support was seen as a factor in denression for the
bereaved group. Those persons who perceived they hac¢ pocr social support
demonstrated a greater amount of depression. To a lesser degree, per-
ceived social support was an important factor for health and the amount
of stress experienced for the bereaved group as compared with the
control group.

The'perceived preventability of the death was correlated with age.
Younger persons viewed the death as being preventable more frequently
than older persons. Perceived preventability was also correlated with
stress, indicating that persons who blamed themselves or others also
experienced a greater amount of stress than those who viewed the death
as being unpreventable.

The prior relationship with the deceased person when viewed as
important or central was significant with sex and stress. This indi-
cates that females who felt the deceased person was of central im-
portance to their lives also felt an increased amount of stress, which
would then increase their likelihood of increased morbidity.

Stress alone was the most important risk factor. Correlations
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were demonstrated with all the health outcomes, as well as with the
three of the five risk identifiers. No significant correlations were
demonstrated between stress and age or social support.

The suggestion of the interrelationship of the predictor variables
was supported by the multiple regression analysis. Stress was the
highest predictor on all outcomes for morbidity in the multiple regres-
sion. However due to the high correlations between the variables,
when all six are used to predict morbidity, 42.5% of the variance is
accounted for with depression, 33.6% of the variance with somatization,
and 29% of the variance with physical health. A1l variables used con-
currently, then, would be most predictive in identifying high risk
bereaved persons. The concurrent use of the combined variables was
confirmed by the correlation between stress and the recovery rates,
which were also correlated with four of the risk indicators and all of

the morbidity variables.



CHAPTER IV
DISCUSSION, SUMMARY AND CONCLUSIONS
This final chapter discusses the study results. Relevant
findings will be examined and their relationship to prior research.
Conclusions will include the implications of the findings and direc-
tions for future research.

Risk Markers

Age
The findings in this study supported the hypothesis that bereaved

persons under the age of 40 were at risk for morbidity. This is con-
sistent with prior studies (Ball, 1976-77; Maddison et al., 1968; Mad-
dison et al., 1967) which found an elevated risk for the younger
male and female widowed population. Depression was found to be the
most significant manifestation and was often coupled with persons who
saw the death as being preventable.
Sex

Though the male bereaved did not demonstrate a higher overall risk
than the female beréaved in this study, they did have significant
physical health problems. Mental health problems may have been detected,
as the literature suggests, had the data been collected earlier. Males
are said to have the highest health risks within the first six months
of bereavement (Ball, 1976-77; Maddison et al., 1968) whereas health
risks for females lasts much longer. Thus, the findings which demon-
strate females having the highest stress and depression ratings as well
as somatization scores is consistent with prior research. The results

of this study further indicates that males had made more satisfactory
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recoveries and in general were more satisfied with their current life
situations than females.

Socioeconomic status was not tested in this study as it has not
generally been identified in the disaster literature, though bereavement
literature does suggest it has importance. Murphy (1981) found be-
cause presumptive deaths were dealt with quickly, socioeconomic status
was not an issue as it might be in other bereavement. Furthermore the
two bereaved groups were found to be similar and combined for this
study.

Risk Factors

Perceived Social Support

The use of the scattergram procedure in this study allowed a
comparison between low levels of support with high levels of poor
health. Those individuals who reported the lowest scores on the per-
ceived social support measure reported the highest scores on the HSCL
depression subscale and the index of physical health.

The literature suggests that social support is the most important
factor in effecting the morbidity of bereavement (Maddison, 1968;
Raphael, 1977; 1979-80; Singh et a].,.1981). Social support was a
significant factor in depression in this study, although the overall
degree of significance with all of the morbidity measures was much
less than was suggested by Singh et al. (1981). In the previous study
perceived social support was suggested as the prime risk indicator.
Heller (1979) suggests too much importance has beengiven to social

support as a factor in reducing morbidity. Heller suggests the de-
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pressed person in general is more 1ikely to perceive the environment
as less supportive, and suggests the need for differing degrees of
support for different persons which would then make a single score on
social support non-predictive for individual needs.

In contrast, Rabkin and Struening (1976) suggest that when persons
experience moderate stress they tend to believe they can handle the
stress without additional support. 1In more severe stress and crises
persons do tend to require support as much of the other literature
suggests, but in extreme stress nothing helps. The disasterous event
experienced by some persons in this study may be considered an extreme
stressor. This explanation seems plausible because control subjects
that reported low social support did not report high rates of illness.
It is clear further research is required on this variable, perhaps
separating social support from personality factors and levels of
social competence.

Meaning of the Event

The personal meaning of the event was tested by two hypotheses
dealing with the concepts of centrality/peripherality of the relationship
and preventability/unpreventability of the circumstances of the death.
This model of assessing risk was suggested by Bugen (1976). The study
findings reveated younger persons more frequently viewed the death
as being preventable and that females who had a central relationship
with the deceased experienced increased stress thus resulting in in-
creased morbidity. As stated earlier a central relationship coupled

with a preventable death indicates an intense and prolonged grieving
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process (Bugen, 1976). This concept was supported by the findings in
this study as the data were collected 11 months after the disaster

and thus found prolonged grief in subjects identifying these factors.
The study by Murphy (1981) reported similar findings on these two
measures. The data obtained by this investigator further demonstrated
that persons who were currently dissatisfied with the 1ife situation had
poor rates of recovery. These data also seem consistent with the fact
that 11 months following the disaster persons were able to process
information regarding the magnitude of the event. Initially many of the
bereaved individuals blamed their significant others for being in the
area as well as authorities for not giving what was perceived as an
adequate warning. Other recent disaster literature supports the notion
that blame and preventability are significant factors in predicting
outcome (Bromet & Dunn, 1981).

Concurrent Stress

Additional negative 1ife events close to or at the time of a
death of a significant other had been suggested as an important factor
in a person's ability to cope with the presenting stress and the other
event. The hypothesis to test this factor was supported. Conversely,
concurrent stress was not found to be a significant factor in previous
studies examining the risk factors for bereaved (Raphael, 1977; 1979-80;
Singh et al., 1981). This may be due to the fact that the number of
subjects was relatively small (N=31) or with the procedure of identifying
concurrent stresses. In the study by this investigator, however, concur-
rent negative 1ife events was the most important risk factor identified.

Correlations were significant for all of the health outcomes as well as with
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the risk factors.

Summary and Conclusions

This study has examined risk variables to identify the high
risk bereaved populations. These variables have been shown to be
highly predictive of risk for the bereaved when used collectively.
Further, recommendations to aid in the establishing a primary pre-
vention program have been made.

This study adds to the relatively small body of literature
and research that attempts to delineate specific criterion for identi-
fying the high risk bereaved populations. The high risk bereavement
literature attempts to explain grief and bereavement using risk markers
and risk factors as single important variables. Although concurrent
1ife stress was found to be the most predictive variable in this study,
the variables of :age, perceived social support, importante of
the deceased and the perceived preventability of the death were also
found to be important in identifying high risk bereaved populations.
Thus, taken together, these factors proved to be very predictive.

Implications for Practice

The risk Titerature and the predictive findings of this study
suggest a number of issues for nursing practice. The implications for
practice follow the focus of primary prevention which consists of
community mental health education, mental health consultation, and
crisis intervention.

1. Mental health professionals need to be involved in primary pre-
vention teaching to local clergy, family practice physicians, nurse

practitioners and paraprofessionals who are part of disaster teams.



2. Mental health professionals need to be clinically prepared for
consultation for planning and implementing plans for disasters.

3. Mental health professionals should be responsible for providing
brief intervention therapy at the time of the disaster as well as pro-
viding consultation to other paraprofessionals regarding disaster in-
tervention.

4. Mental health professionals should be responsible for and pro-
vide counseling for the disaster helpers, realizing the associated trauma
to helpers occurring during traumatic events.

5. Mental health professionals can utilize the knowledge of this
study to aid in identifying risk among the bereaved. This can be ac-
complished by the awareness that persons under 40 years of age, those
with concurrent life stresses, a perception of a central relationship,
and the feeling that the death could have been prevented are factors
to be utilized both individually and collectively to predict risk.

Directions for Future Research

The directions for research derived from this study are aimed
toward establishing primary prevention programs which would aid in the
reduction of morbidity for the high risk bereaved. The following
research activities are suggested.

1. Development of assessment tools that can be used by both
professionals and paraprofessionals to quickly jdentify high risk be-
reaved disaster victims.

2. Further development and evaluation of brief therapy programs for
disaster victims aimed both at individual and group needs.

3. Development of improved social support measures and of determin-
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ing individual differences in the need for support.

4. Identifying differences in personality styles and the differing
effects of stress involved, along with a tool to assess them.

5. Additional research using the same risk markers and factors to
determine generalizability for disasters and then for the bereaved in
general.

6. The effects of socioeconomic status should be taken into

account in future studies.
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Lo o
Name: N P Technician: tdent. No.
Location: Mode: S-R Nar
Age: Sex: M

Start Aere

INSTRUCTIONS

Below is a list of problems and complaints that people sometimes have. Read each one carefully, and select one of the
numbered descriptors that best describes HOW MUCH DISCOMFORT THAT PROBLEM HAS CAUSED YOU DURING

THE PAST

INCLUDING TODAY. Place that number in the open block to the right of the problem. Do

not skip any ittms, and print your number clearly. It you change your mind, erase your first number completely. Read the
example below before beginning, and if you have any questions please ask the technician.

EXAMPLE
¥ Descriptors Descriptors
HOW MUCH WERE YOU DISTRESSED BY: 0 Notatall HOW MUCH WERE YOU DISTRESSED BY: 0 Not at al!
1 A little bit 1 A littls bit
Answer 2 Moderately 2 Moderstely
Ex. Body Aches............ Ex. @ 3 Quite a bit 3 Quite a bit
4 Extramety 4 Extremely
1.Headaches. .......... R D D
2. Nervousness or shakiness inside ... «..vvvuveenees.n D 28. Feeling blocked in getting things done ............. D
3. Repeated unpleasant thoughts that won't leave your mind. . D 29. Feelitgd JoABlY - os . wpcnamesiimmrennnp. osies
. o D 30 Feelingblue . ... ... .o D
4 Faintness or dizziNess . . . v v v v e e e s
’ D 31. Worrying too much aboutthings . . . ............... D
5. Loss of sexual interestorpleasure . « - . .« o v v v v oot D
. 32. Feelingno interestin things. . . .. ... .. ...........
6. Feelingcritical ofothers ... .. ... i D = g
] D 33. Feeling fearful . ... ... ... it D
7. The idea that someone else can control your thoughts . ... D
34. Your feelings beingeasilyhurt . . . ................
8. Feeling others are to blame for most of your troubles. . . . . D g g ¥ D
35. Other people being aware of your private thoughts .. ...
9. Trouble rememberingthings . ....... ... D peep . A ? e
36. Feeling others do not understand you or are
10. Worried about sloppiness or carelessness . . ... ........ D i : . D
. ‘ . D unsympathetic . ... .. .t ceieenne i
11. Feeling easily annoyed orirritated . . .. ............. D 37. Feeling that people are unfriendly or dislike you. S D
12. Pains in heartorchest .. ......oohccvenveenenns [:] 38. Having to do things very slowly to insure correctness . . . D
13. Feeling afraid in open spaces or on the streets . ........ D 98, Hemre pounding GF TRENE. « <« «« s e ns css s snannse: D
14. Feeling low in energy or slowed down ............:. D 40. Nausea orupsetstomach . . . ... v vv e oo D
15. Thoughts of ending your life. . ............ sEe D 41. Feeling inferior toothers .. ...... ... vt D
16. Hearing voices that other people do nothear ... . D 42. Soreness ofyour muscles. . . ... ... L oo D
W THEMBBOE - < 4o s spemnecisasasqzpoareaare arnsy: D 43. Feeling that you are watched or tatked about by others. Y D
18. Feeling that most people cannot be U oo e fina s a g D 44, Trouble fallingasleep ... ... ... oo iuens D
19. Poor appetite . .......cccnineia e D 45. Having to check and doublecheck what you do ....... D
20. Cryingeasily . ..n..ncvenenenene e D 46. Difficulty making decisions . . . .................. D
21. Feeling shy or uneasy with the opposite sex. . ......... 47. Feeling afraid to travel on buses, subways, or trains. . . .. D

22. Feelings of being trapped orcaught . . . . .. ..........
23. Suddenly scared for no reason .. . ... ..o
24 Temper outbursts that you could not control. . . .. amaod
25. Feeling afraid to go out of your house alone. . ... ......
26. Blaming yourself for things

.....................

27. Pains in lower back

48.
49.
50.

51.
52.

Trouble getting your breath

Hot or cold spells

Having to avoid certain things, places, or activities because
they frighten you

...........................

Your mind going blank

Numbness or tingling in parts of your body.

PAGE ONE
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Dascriptors

HOW MUCH WERE YOU DISTRESSED BY:

0 Not at all

1 A little bit
2 Moderately
3 Quite a bit
4 Extremaly

Descriptors

HOW MUCH WERE YOU DISTRESSED BY:
0 Not at all

1 A little bit

2 Moderately

3 Quite a bit
4 Extremely

. A lump in your throat

. Feeling hapeless about the future

. Feeling weak in parts of your body

57. Feeling tense or keyed up
. Heavy feelings in your arms or legs

. Thoughts of death or dying

. Overeating

. Having thoughts that are not your own
. Having urgss to beat, injure, or harm someone

. Awakening in the early morning

. Having urges to break or smesh things . .
. Having ideas or beliefs that others do not share

. Feeling very self-conscious with others

Trouble concentrating . . . .. . v it e e e

. Feeling uneasy when people are watching or talking

aboutyou......... o B - - G - E D BRI O EE EE

. Having to repeat tha same actions such as touching,

Goumting WEshing .cc -B8 Meeaf® @l . .o ae e

sieep that is restless or disturbed . ..o o L

. Feeling uneasy in crowds, such as shopping or at a

maovie

71.
72.
735
74.
75.
76.

77.
78.

79.
80.
81.
82.
83.

84,
85.
86.
87.

. Never feeling close to another person
89.
90.

Feeling everything is an effort

Spells of terror or panic

Feeling uncomfortable about eating or drninking in public .

Getting into frequent arguments

Feeling nervous when you are left alone. . ., ... ... ...

Others not giving you proper credit for your achievements

Feeling lonely even when you are with people
Feeling so restless you couldn’t sit still

Feelings of worthlessness

The feeling that something bad is going to happen to you

Shouting or throwing things

Feeling afraid you will faint in public

Feeling that people will take advantage of you if you
let them

Having thoughts about sex that bother you a lot

The idea that you should be punished for your sins. . . ..
Thoughts and images of a frightening nature .. . ... ...
The idea that something serious is wrong with your body . .

Feelings of quilt

The idea that something is wrong with your mind. . .. ..

Scoring the SCL-90-R:

Total Score:

A1l numbers in the boxes adjacent to items are add-
ed and divided by 90.

This total score is called

the G.S.I. (Global Symptom Index).

Depression Score:

Depression items are numbers 5, 14 15, 204
22, 26, 29, 30, 31, 32y 54, 71, 79 and additional
items 19, 44, 59, 60, 64, 66, 89.

These item

scores are totalled and divided by 20.

Somatization Score:

Somatization items are 1, 4, 12, 21, 40,
42, 48, 49, 52, 53, 56, 58.

These item scores

are totalled and divided by 12.
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: HEALTH STATUS CHECKLIST

The SCL-90-R you have just completed asked you to rate specific
symptoms you have experienced in the past six months {since September
1, 1980). Below:are soime very general questions about your health.
Directions: Circle one number under each question that best describes

your health.

%1. As of right now, how do you rate your health? (Circle number)

1 2 3 b 5 6 7 8 9
Extremely Poor Good Very Excellent
" Poor : ’ Good '

2. Compared to six months ago (about September 1, 1980) is your
health: (Circle number)

1 2 3 b 5 6 7 8 9
"Nuch Worse The Better Much
Worse Same Better

3. Compared to one year ago (about March 1, 1980) is your health:
(Circle number)

1 2 ' 3 L 5 6 7 8 S
Much " Worse The Better Much
Worse ) Same Better

x4, How many times have you called or seen a doctor or nurse practitioner
about your health in the past six months (since September 1, 1980)?
(Circle number) :

0 1 2 3 L -5 6 7 8 9 10 or more

*5.  How does the time period checked in #4 compare to a typical six-
months' period in your life as far as seeking assistance for your
health is concerned? The time period check in number &4 is: (Circle)

] 2 3 4 5 6 7 8 9
Much More More About the Less Often  Much Less
Often Than Often Than Same as Than Usual 0ften Than

Usual Usual Usual Usual :
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*6. How many times have you been hospitalized in the past six months
(since September 1, 1980)7 (Circle number)

0 Times Once Twice Three More Than
: Times Three Times

7. Do you have any chronic, on-going_health conditions, such as
diabetes, high blood pressure, or a heart condition? (Circle number)

1. No

Y;?. Yes (Name of chronic health problem: )

8. TIf Yes, compared to six months ago (september 1, 1980), is your
health problem: (Circle number)

1 yJ 3 L 5 6 7 8 9
Much Worse Same Better Much
Worse : Better

Note. * indicates the item was used to form the scale, 'Current health'.

Group mean scores were vbtained for each item.These raw scores.
were converted to z scores and averaged to form the index (Murphy,
S., Copyright 1981, reproduced by permission of .the author).
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THE LIFE EXPERIENCES SURVEY

Listed below are a number of events which sometimes bring about
change in the lives of those who experience them and which neces-
sitate social readjustment. Please check those events which you
have experienced in the recent past and indicate the time period
during which you have experienced each event. Be sure that all
check marks are directly across from the ltems they correspond to.
Check either or both time perlods for each experience that you have
had.

Also, for each item checked below, please indicate the extent to which
you viewed the event as having either a positive or negative impact

on your life at the time the event occurred. That Is, Indicate the
type and extent of impact that the event had. A rating of -3 would
"ndicate an extremely negative impact. A rating of 0 suggests no
impact either positive or negative. A rating of +3 would indicate

an extremely positive impact.

Circle only one of the 7 numbers
g, [ for events that you have checked.
o | &
o el= OV p— O o O & QO >0 Q QU - O
— ) Gl v > ~ > n > —_— & D> >
el «~ |E ~— D= L o= - = @ — g..
-— . - L S T ¥ Q =g Lo L &
7,3 i " - @ Q @© gm [ (o Q - [
toles 189 B39 68 of =8 BE x38
= v |nx [V = 8: w C C - w o 80- v Qa
1. Marriage -3 =2 -1 0 +1 +2  +3
2. Detention in jail
or comparable
institution =3 -2 -1 0 +1 +2 43
3. Death of spouse -3 -2 -1 0 +1 +2 43
4. Major change in
sleeping habits
(much more or
much less sleep) -3 -2 -1 0 +1 +3 43
5. Death of family
member:
a. mother -3 =2 -1 0 +1 +2 43
b. father -3 -2 -1 0 +1 +2 +3
c. brother -3 -2 -1 0 +1 +2  +3
d. sister -3 -2 -1 0 +1 +2 +3
e. grandmother -3 -2 -1 0 +1 +2 43
f. grandfather -3 -2 -1 0 +1 +2 43
g. other (specify] -3 -2 -1 0 + +«Z 33




Circle only one of the 7 numbers

Ny
™o

suspended, demoted

8| - for events that you have checked.
o -2 > >
0 — |ON = > o— L o
n al——l—me 0o &9 ¢y Q00 =9
—ad - . > - > m > — > - D> >
Bl |82 w- £-= o = @ g2
- 0 ¢« M Q & & T W [B] L e & Q
s N |2 X - @© o 0 gm (1] O o Q — e o=
o a = N T O [=2] O =0 T v &
“ol|lSo |X9e 090 oo o0oE —Q2 R o X0
X & | & [} I = E C n C C ow= n O [=8 o O
6. Major change in
eating habits
(much more or
much less food
intake) -3 -2 -1 0 +1 +2 43
7. Foreclosure on
mortgage or loan -3 -2 -1 0 +1 +2 +3
8. Death of close
friend =3 ot -1 0 +1 +2 +3
9. Outstanding social
achievement -3 -2 -1 0 +1 +2 +3
10. Minor law viola-
tions (traffic
tickets, disturb-
, ing the peace,etc. -3 -2 -1 0 +1 +2 +3
11. Male: Wife/girl-
= friend's pregnancy -3 -2 -1 0 +1 +2 43
12. Female: Pregnancy -3 =2 -1 v +1 +2 43
13. Changed work situ-
ation (different
work responsibility
major change in
working conditions,
working hours,etc. =3 -2 -1 0 +1 +2 43
14. New job -3 -2 -1 0 +1 +2 43
15. Serious iliness or
injury of close
family member:
a. father -3 -2 -1 0 +1 +2 +3
b. mother -3 -2 -1 0 +1 +2 43
c. sister =3 -2 -1 0 +1 +2 43
d. brother -3 -2 -1 0 +1 +2 43
e. grandfather -3 -2 -1 0 +1 +2 +3
f. grandmother -3 -2 -1 0 +1 +2 43
g. spouse -3 -2 -1 0 +1 +2 _+3
h. other (specify) -3 -2 -1 0 +1 +2 +3
16. Sexual difficulties -3 -2 -1 0 +1- +2 43
17. Trouble with em-
ployer (danger of
losing job, being -3 -2 -1 0 +1 +2 +3




18. Trouble w/in-laws

19. Major change in
financial status

(a lot better off
or lot worse off)

20. Major change in
closeness of fam-
ily members (in-
creased or de-

creased closeness)

Mar.1,1980

to Sept.1,'80

Sept.1,1980
to Mar.1,'81

extremely
negative
moderately
negative
somewhat
negative
Impact
slightly
positive

no

moderately
positive

Circle op‘y one of the 7 numbers
for the events that you have checked.

78

extremely

positive

'
w
'
[
'
o
+

+
N

+2

+2

+
w

+3

+3

21.
ily member (thru
birth,adoption,

family member mov-

ing in, etc.)
22.
23.
from mate (due to
conflict)
24, Major change in
church activities
(increased or de-

creased attendance)

25,
tion w/mate

Gaining a new fam-

Change of residence

Marital separation

Marital reconcilia+

+2
+2

+2

+2

+2

+3
+3

+3

+3

+3

26. Major change in

number of arguments

w/spouse {a lot

more or a lot less)

27. Married male:
Change in wife's
work outside the
home: beglinning

work, ceasing work,
changing to new job

28. Married female:

Change in husband's
work (loss of job,
beginning new job,

retirement,etc.)

+2

+2

+2

&3

+3

+3
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Circle only one of the 7 numbers
o for the events that you have checked.
AP~
(=2 Q0 - > >~
0 = O & D>~ — e >
o | —m—F8 so &0 ~y QOO =09
2o |ZTRE 82 2> L T2 52 B2
Lt o » &) o M o= o
L) s |0 & [NV T O £ Lo o &
.« & xE |- @ v gm ] O o 0 — gt
st B EE BB BE S8 E8 &8¢ &
2o |35 B2 8¢ £< T g B8 o=
29. Major change in us-
ual type and/or a-
mount recreation -3 -2 -1 0 +1 +2 +3
30. Borrowing more than
$10,000 (buying home
business, etc.) -3 =2 -1 0 +1 +2 +3
31. Borrowing less than
$10,000 (buying car,
TV, getting school
loan, etc.) -3 -2 -1 0 +1 +2 +3
32. Being fired from job -3 -2 -1 0 +1 +2 +3
33. Male: Wife/girlfrienc
having abortion -3 =2 -1 0 +1 +2 +3
34. Female: Having
abortion -3 -2 -1 0 +1 +2 +3
35. Major personal ill-
ness or injury -3 =2 =1 0 +1 +2 +3
36. Major change in so-
cial activities,e.g.
parties, movies, visH
iting (increased or
decreased participa-
tion) -3 -2 -1 0 +1 +2 +3
37. Major change in liv-
ing conditions of
family (building new
home, remodeling,
deterioration of
home, neighborhood) -3 =2 -1 0 +1 +2 +3
38. Divorce -3 -2 -1 0 +1 +2 +3
39. Serious injury or
illness of close
friend -3 =2 -1 0 +1 +2 +3
L4o. Retirement from work -3 -2 -1 0 +1 +2 +3
4. Son/daughter leaving
home (due to college
marriage,etc.) -3 =2 -1 0 +1 +2 +3
42. Ending of formal
schoolina -3 -2 -1 0 +1 +2 +3




Circle only one of the 7 numbers for

the events that you have checked.

(@4
o —
- [@Ne o]
o - |- > >
QO ~— o - S~ — — >
o e | — - ) Q0 o ) > @ v o ~ @
— s o = > &> @ > _—5 e W >
e f— E -— @ — £ - + P M -— E ~—
~— U « (O o - ER (&) £~ | Q
- = L @© L @ gm a o e— Q e | S
[ (o8 o O o o o o — T wn N
oo | ®o Xo ©0O© O0® OE ~g Q00 XO
& o [ I - [ = n C (=g v QA o 0 a
L43. Separation from
spouse (due to work
travel, etc.) -3 -2 - 0 +1 +2 +3
L4, Engagement =3 =2 -1 0 +1 +2 +3
Lg, Breaking up with
boyfriend/girl-
friend -3 -2 -1 0 +1 +2 +3
L6, Leaving home for
the first time -3 -2 -1 0 +1 +2 +3
L47. Reconciliation
with boyfriend/
girifriend -3 -2 -1 0 +1 +2 +3
Other recent experienc-
es which have had an
impact on your life.
List and rate.
Lg. =3 -2 -1 0 +1 +2 +3
49, -3 -2 -1 0 +1 +2 43
50. -3 -2 -1 0 +1 +2 +3

Scoring the LES:

Negative scores were obtained by adding

-2, -1) for each item.

Positive scores were obtained by adding the positive impact score
(+#1, +2. +3) for each item.

the minus impact score (-3,

Total scores were obtained by adding negative and positive scores.
Only the negative impact scores were used in the study.
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COPPEL INDEX OF SOCIAL SUPPORT

Directions: People can have many different kinds of feelings about
themselves and their relationships with other people in their lives.
Below are some sentences which describe certain feelings that many
people have. Read each statement carefully and think about yourself
and your life currently. Each statement will either be 1) NOT like
you, 2) A LITTLE like you, 3) SOMEWHAT like you, L) FAIRLY MUCH like
you, 5) VERY MUCH like you. Circle the number that indicates how
you feel. There are no right or wrong answers. Be as accurate and
honest as you can about your feelings.

Not at A Some- Fairly Very

all like little what much much
) me like me 1like me like me like me

1. People have been
there when |'ve 1 2 3 L 5
needed them.

2. When |'m distressed,
there are people who 1 2 3 b 5
1 can communicate

‘with. :

3. There are people in
my life who let me 1 2 3 4 2
know if 1'm doing
something right or not.

4. There are people who 1} 2 3 b 5
serve as good examples
for me in dealing with
problems.

5. There are people to
whom | give and from 1 2 3 L 5
whom | receive support
during difficult periods.

6. 1 know what people 1 2 3 4 5
expect of me.

7. When 1'm distressed,
there are people who 1 2 3 L 5
treat me in a personal
manner.



Not at A Some- Fairly
all like Tittle what much
me like me like me like me

78
Very
much

Tike me

8. There are people to
whom | can go who can | 2 3 4
provide me with some
ideas or answers to
dealing with my
problems.

9. | depend on my family
and friends to help 1 2 3 L
me handle stressful
situations.

10. Family and/or friends
help me approach ] 2 ) L
difficult situations
in a thoughtful
rather than impul-
sive way.

11. There are people in
my 1ife who have the
same or similar prob- | 2 3 4
lems as | do, and with
whom | can discuss
things.

12. There are people in
my life who 1 feel ] 2 3 Ly
safe with.

13. The people around me
. give me confidence ] 2 3 4
in my ability to cope
with stressful events
in my life.

14, | have a group (or
groups) in which | 1 2 3 L
feel | belong.

15. The contact | have
with my family and 1 2 3 L
friends has a strong
positive influence
on my moods.

A total score was ohtained for analysis by adding the value cir-
cled adjacent to each item.
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FOR ALL RESPONDENTS:

Finally, we would like to ask you some questions about yourself.

1. What is your major occupation?_Are you a housewife, electrician,

clerk, logger?

2. Llast grade in school you completed.

3. Your birthdate:

Month Day Year

** Iy, Compared with most people (the average American), how good is your
current life situation? (Circle answer)

1 2 3 b 5 6 i 8 3
Worse Worse Same Better - Better
Than Than as Most Than Some * Than Most
Most Some

We would like you to rate the effect the media (television and newspapers,
both local and national) has had on your recovery from your loss due to
thé .volcano. Directions: Circle whatever number you feel applies to you.

> >
> — - — >
-— O o 9 &~ O (&) > Q v D -9
8> :) o > & _——0 - D> g>
S - g e Y £ L 43 o =
“ © o o v © w o) — Q) = £
-~ O T o Sm - T wn 4 0
X 0 00 0 o — 0 o0 X O
w =z - w Z = v O. X o w a.
-3 2 -1 0 +1 +2 +3
A Hindrance No Effect A Help
%5, Local newspaper -3 -2 -1 0 +1 +2 +3
*6. Local/state TV -3 -2 -1 0 +1 +2 +3
*7. National TV -3 -2 -1 0 +1 +2 +3

*8., National news magazines
or periodicals =3 -2 -1 0 +1 +2 +3
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What effect has local and national news coverage had on your dealing
with this tragedy? (Circle number)

- Strongly Somewhat No Somewhat Strongly
Disagree Disagree Effect Agree Agree
%3, Dealing with my loss is 1 2 3 L 5 6 7 8 9
harder because the media
makes it hard to forget
about my loss. :
#10. News coverage has been an
invasion of my privacy. , 1 2 3 L 5 6 7 8 9
%11, Extensive news coverage has
delayed my recovery from my
loss. ] 2 3 L 5 6 7 8 9
12. The media has had no effect
on my dealing with my loss. | 2 3 L 5 6 7 8 o)

*13. Dealing with my loss is
easier because | believe
others sympathize with those

of us who had a significant
loss. . 1 2 3 4L 5 & 7 8 9

*14, " .News coverage has kept me
from feeling so isolated. 1 2 3 L 5 6 7 8 9

*15. News coverage has helped me
recover from my loss sooner. 1 2 3 L 5 6 7 8 9

‘%16, _Dealing with my loss is
easier because | believe
others are sympthetic and
would help if they could. 1 2 3 L 5§ 6 7 8 9

*% 17. How well do you feel you have recovered from your loss? (Circle number)

1 2 3 L 5 6 7 8 9
Not Barely Somewhat Quite Completely
at all Well ’

18. What kinds of things have happened to you before that helped you get
through, or prepared you for, this event?

Note. * indicates item was used to form the 1l1-item scale 'Media'.
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19. Considering the best and worst things that could happen to you -
in your lifetime, where does this loss fit into the scale
(Circle number)

1 2 3 b 5
Worst that Best that
could happen could happen

20. Are you angry with anyone at the present time for your loss?
(Circle number)

1. No

2. Yes (If Yes, please explain)

21. Can you imagine that such a devastating loss might happen to you
again? (Circle number)

1. No

2. Yes (If Yes, please explain)

22. How is the amount of your income now compared to 19797 (Circle number)
1 2 3 4 5

Much Less Less No Change Greater Much Greater

23. How adequate is your current income? (Circle number)

] 2 3 b 5 6 7 8 9
Not at All Adequate ' Much More
Adequate , Than Adequate

2L. How satisfied are you right now with the progress of settling finan-
‘clal matters associated with your loss? (Circle number)

1 2 3 4 5 6
Very Moderate- Slightly Slightly Moderate- Very
Dissat- ly Dissat- Dissatis- Satisfied 1ly Satis- Satisfied

isfied isfied fied fied

IF YOU HAD A PROPERTY LOSS, STOP HERE: IF YOU SUFFERED THE LOSS OF A
PERSON, PLEASE ANSWER THE FINAL SIX QUESTIONS.



25.

26.

27.

28.

What was

the relationship and age of the person(s)

83

who died?

(Circle all numbers that apply to your situation.)

\

\

1. Husband Age
2. WMife Age
3. Intimate Friend Age
4L, Mother Age
5. Father Age
6. Son Age
7. Daughter Age
8. Other (Specify)

(Colleague, grandparent,

grandchild) Ag

{f husband or wife, how long were Yy
intimate friend, approximately how
who died? years

with the
For each

Describe your relationship
of the volcanic eruption.

circle the number
4

2 5

**a_

Not a very 1 3
important
person in

my life.

Very un-

happy 1 2

Unresolved 1 2
problems at

time of

death.

Compared to other deaths of close f
experienced, this one was:

1. Much more difficult

2. More difficult

3. About the same

L. Less difficult

5. Much less difficult

6. No previous experience with los

ou married to your spouse?

which best describes

i

|

a

I f
long did you know the person

person who died as the result
of the following statements,
your relationship.

6 7 8 g Very important
person in my
life.

6 7 8 9  Very happy

6 7 8 9 No problems

in relation-
ship at time
of death.

riends and relatives you have

s of a significant other.
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29. How satisfied are you with the rescue operations undertaken for
people not found within the first 72 hours following the
eruption? (Circle number)

Ve
2.
3.
L.

Not at all satisfied
Slightly satisfied
Moderately satisfied

Very satisfied

%% 30. Whom do you blame for the death of your loved one(s)? (Circle number)

l.

2.

B
6.

God

Myself

The person(s) who went to area
Those responsible for rescue

Other (Specify)

No one

31:‘ Finally, is there anything else you would like to tell us which
might help us understand what you have gone through? Write on
the other side of this sheet of paper if you wish.

Note.

**Question 4 - Used to assess current life situation.

**Question 17- Used to assess recovery rate.

**Question 27a- Used to determine central/peripheral relationships
with the deceased person.

**Question 30- Used to evaluate preventability/unpreventability
of the death (Murphy, Copyright 1981. Reproduced by permission
of the author).
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High risk bereaved individuals may develop psychological or
physiological pathology if not identified promptly and the appropriate
intervention initiated. The risk markers of age and sex and the risk
factors or perception of social support, perception of the event as
preventable/unpreventable, perception of one's prior relationship with
the deceased as central/peripheral, and concurrent life stress were
examined to determine their predictiveness toward high risk bereavement.

An ex post facto design utilizing a post test only and equivalent
group was used. The data obtained in the study by Murphy (1981) was
examined by secondary analysis. The data from 119 subjects were analyzed.
The subjects were bereaved persons (N=69) who had lost a significant
other due to the volcanic eruption. The control group (N=50) were
persons who had not experienced a loss. The data were collected
approximately 11 months after the disaster. The subjects' physical
and mental health status, and impact of negative 1ife events were
assessed by the Hopkins Symptom Checklist, The Life Experiences Sur-

vey, The Coppel Index of Social Support, the Physical Health Index and



additional items utilized by this investigator.

The risk variables were examined against the health outcome
measures of somatization, depression, and physical health through the
use of Pearson correlations, multiple regression anlysis and compari-
sons with scattergrams. The major results are as follows:

1. Bereaved persons under 40 years of age demonstrated a greater
amount of morbidity than bereaved persons over 40.

2. Bereaved females demonstrated the highest ratings in de-
pression, and in general had higher levels of morbidity.

3. The importance of the deceased person was significantly
correlated with bereaved females, indicating increased stress.

4. Younger persons viewed the death of a significant other as being
preventable more frequently than older persons. This also was corre-
lated with increased stress.

5. Persons who perceived they had poor social support demonstrated
higher scores on the depression scale.

6. Stress was the highest predictor of risk on all of the mor-
bidity outcomes.

7. The risk variables were highly correlated and when used con-
currently accounted for 42.5% of the variance with depression, 33.6%
of the variance with somatization, and 29% of the variance with physi-

cal health,.





