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(1991) identified four tasks of grieving which include 
acceptance of the loss, experiencing the pain, adjusting 
to an environment without the deceased, and letting go. 
Successful grieving requires the completion of all four 
tasks (Worden, 1991).

Parkes (1972) studied grief following illness and 
death and identified different stages of grief which blend 
into and replace one another. The first stage is the 
initial or alarm phase and is characterized by physical 
distress. Crying is a common emotional reaction that 
occurs. The widow may be physically and emotionally 
exhausted. Widows also may report not feeling healthy. 
Studies have documented increased morbidity during 
bereavement (Lund, 1989).

The next stage is characterized by pining, yearning, 
anger, and tension and guilt. In this phase, the widow may 
experience angry feelings and guilt feelings. The widow 
may feel guilt because her spouse was taken and she was 
spared.

As time passes, there may remain episodes of 
depression. Widows frequently report feeling depressed. 
Symptoms of depression include crying easily, difficulty 
concentrating, feeling extremely anxious and unsettled.
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frequent mood changes, and small problems become 
overwhelming.

The last stage of grief, according to Parkes (1972), 
is recovery and is characterized by the survivor's ability 
to find a new identity and a new meaning in life or 
addresses existential concerns. A widow may feel that life 
seems empty and barren. The loss of a spouse is an 
emotional and social loss. Major changes are required in 
lifestyle and role performance (Parkes & Weiss, 1983) . 
Therefore, the widow must adapt to a new reality, a new 
identity, and a new life.

Various factors may impact the different stages of 
grief. The intensity of grief in each stage may be 
affected by several variables identified by experts in the 
field (Grimby, 1995; Lund, Caserta, & Dimond, 1993) .
Health may be affected by grief reactions which may 
trigger feelings of despair, depression, and personal 
worthlessness (Bower, 1997). One kind of grief that may 
follow death of a family member is complicated grief which 
is difficult to define since there are significant 
variations within the normal grief process (Goodall et 
al., 1995). Abnormal grief reactions and complicated grief 
appear to promote intolerable emotional pain that is
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accompanied by suicidal thoughts and deepening depression 
(Joffrion & Douglas, 1994).

Support systems for bereaved individuals may affect 
the intensity and impact of grief. Most widows obtain 
emotional, social, and practical support from a network of 
relatives and friends (Bowling & Cartwright, 1982). 
Children can be an important source of support to widows, 
and many help the bereaved individuals cope with their 
loss.

Other factors have been identified that may also 
affect the grieving process. These factors include paid 
employment experience, religious affiliation, and length 
of time since spousal death. A history of paid work 
experience during a woman's married years may serve as a 
health protection after she has become widowed (Aber,
1992). Religious affiliation has been identified as a 
significant predictor of lower grief intensity (Meuser, 
Davies, & Marwit, 1995) . Additionally, other losses 
encountered during widowhood may impact grief. Examples of 
these losses include a decrease in finances, death of 
other family members or close friends, loss or gain of a 
job, or a move from where the widow once lived before the 
death of the spouse.



Grief is a universal event that affects all ages and 
cultures. Grief affects various individuals differently, 
depending on several factors. In the case of widows, the 
intensity of grief seems to decrease as the time from 
spousal death increases (Hyrkas, Kaunonen, & Paunonen, 
1997). However, no research studies have identified 
whether certain manifestations of grief, such as 
depression, physical distress, existential tension, or 
tension and guilt, decrease in a specific order or at what 
rate of intensity over time.

Assumptions
For the purposes of this study, the following 

assumptions were made:
1. Women experience grief after the death of a 

husband.
2. Spousal death is a stressor.
3. The Revised Grief Experience Inventory accurately 

measures women's grief.

Death of a spouse is a stressful life event that 
carries the increased threat of illness developing as a 
consequence. Many women will face this extremely stressful
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life event. The focus of this study was to examine the 
differences of grief experienced by women who had lost
their spouse 6 months to 2 years and over 2 years to 4
years prior to the study.

Research Questions
This study was guided by one research question: Is 

there a difference in grief experienced by women who lost 
their spouse over varying periods of time?

Definition of Terms
For the purposes of this study, four terms were

defined. Those terms are as follows:
Grief experience: Theoretical : an emotional response 

that occurs after the loss of a loved individual (Taber's 
Cyclopedic Medical Dictionary, 1997) . Operational : a 
participant's response to the death of husband as 
determined by the Revised Grief Experience Inventory.

Women : Theoretical : adult females (American Heritage 
Concise Dictionary, 1994) . Operational : surviving female 
spouses over the age of 21 years living in a rural 
southern state who consented to participate in the study.



Theoretical : one's husband or wife 
Heritage Concise Dictionary, 1994) . Operational : a person 
to whom the participant has been married and is deceased.

Varying periods of time: Theoretical : different 
intervals between an occurrence of a phenomenon measured 
by duration (American Herjtags Concise Dictionary, 1994). 
Operational : the time intervals since the death of a 
spouse of 6 months to 2 years and over 2 years to 4 years.

Theoretical Framework
The theoretical framework for this study was the 

Neuman Systems Model (Neuman, 1989). Neuman's major 
concepts include client and client systems that are a 
dynamic composite of physiological, psychological, 
sociocultural, developmental, and spiritual variables. 
Neuman's model consists of a series of rings that surround 
and protect the core of the individual. The series of 
rings that surround the individual are lines of defense. 
The flexible lines of defense serve as the outer ring, the 
normal lines of defense serve as the secondary stable 
ring, and the lines of resistance surround the individual. 
The similarities of the rings are that each one contains 
elements of the five variables that build the individual 
(physiological, psychological, developmental.
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sociocultural, and spiritual) while each ring has a 
different function of protection. In widowed women, the 
five variables that make up the individual have the 
potential for becoming unstable due to the stressful life 
event of spousal death.

The flexible lines of defense serve to protect the 
individual in the normal or stable state. The flexible 
lines of defense also prevent invasion of stressors and 
keep the client system free of stressors, reactions, and 
symptomatology, but can quickly deteriorate in emergency 
situations or illness. A support system utilized by widows 
may strengthen the flexible lines of defense, which may 
prevent invasion of stressors during spousal death. A 
support system, such as family, friends, church, and 
health care providers, can assist, counsel, support, and 
educate widowed women. If a support system is not 
utilized, the flexible lines of defense may be weakened.

The normal line of defense is a solid boundary line 
that surrounds the perforated lines of resistance. The 
line of defense represents what the individual has become 
through life and represents one's usual state of wellness. 
The stability and the integrity of the normal line of 
defense are conveyed by the ability of the client's system
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to adjust to environmental stressors. The normal line of 
defense can remain unchanged, strengthened by effective 
use of support systems, or weakened by ineffective use of 
support systems. Like the flexible line of defense, the 
normal line of defense is affected by a change in the 
system variables, coping patterns, lifestyle factors, and 
developmental and spiritual influences. When ineffectively 
protected by the flexible line of defense, a stressor may 
create a reaction from the individual. The normal line of 
defense is dynamic in that its stability may be 
strengthened after adjustment to a stressor reaction 
leading to more resistance to similar stressors (Neuman, 
1989).

The lines of resistance are the innermost barriers 
and surround the individual. The lines of resistance 
attempt to invade the stability of the client system and 
foster a return to normal. If the lines of resistance are 
unable to stabilize the client and client system, death 
will occur. If a woman utilizes various sources of 
support, including a family nurse practitioner, to assist, 
counsel, support, and educate, the lines of resistance 
could be built up to prevent invasion and stability would
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remain. Thus, the client and client system would be stable 
and death would be decreased.

According to Neuman (1989), intervention is known as 
prevention. Interventions for grieving widows may be 
initiated by friends, remaining family members, or the 
primary health care provider, such as a family nurse 
practitioner, as soon as a stressor or risk factor is 
identified. The first step in prevention is primary 
prevention. Primary prevention is carried out when the 
stressors or risks have been identified but have not 
occurred. Primary prevention maintains wellness of the 
individual by strengthening the flexible and normal lines 
of defense. The intervention would include decreasing the 
stressors and increasing the strength of the flexible 
lines of defense, which are the outer barriers. Secondary 
prevention is intervent ion or treatment after symptoms of 
the stressors occur. Tertiary prevention focuses on 
optimal client stability. The primary goal of this level 
is to strengthen resistance to the stressors which 
prevents a reoccurrence. The goal of prevention as 
intervention is to retain, attain, and maintain client and 
client system stability. According to Neuman (1989), 
support systems could play a role in strengthening lines
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of defense of widowed women by assisting, counseling, 
supporting, and educating. Therefore, family nurse 
practitioners could play a role in primary and secondary 
prevention.

Significance to Nursing
Spousal grief experiences of clients impact emotional 

and physical health. In every day practice a family nurse 
practitioner can assist, counsel, support, and educate 
survivors to understand natural grief reactions. 
Differential diagnoses of normal grief, complicated grief, 
or a depressive disorder can be made or determined. Sudden 
recurrences of grief in the surviving spouse may occur and 
are part of the bereavement process. The recently bereaved 
may be likely to go to a primary health care practitioner. 
Therefore, it is important that health professionals be 
aware that physical symptoms in the recently bereaved are 
a normal response to grief. Family nurse practitioners 
must be aware of the stages of grief that a spouse goes 
through with the loss of a loved one. Knowing and 
recognizing the stage of grief the client is experiencing 
will enable the family nurse practitioner to give 
appropriate help to the client. Family nurse practitioners 
need to teach clients about the normal grieving process
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and potential regression through the grief stages on 
anniversary dates. Psychotropic drugs are not indicated 
for normal grief responses as they only delay dealing with 
the loss of the spouse (Uphold & Graham, 1994). However, 
appropriate support as well as counseling is important. 
Family nurse practitioners may need to consult or refer to 
clergy and support groups as they can play a major role in 
helping the bereaved.

If the surviving spouse is unable to handle difficult 
situations, health may succumb to grief. Grief may trigger 
depression and physical symptoms that may bring the widow 
into the clinical setting. When grief or some unexplained 
physical symptoms persist for prolonged periods of time 
after spousal demise, the possibility of depressive 
disorder should be considered. As grief may lead to health 
problems, family nurse practitioners need to know more 
about bereavement and specific health problems that may 
ensue. Widowed individuals most commonly report symptoms 
of arthritis, insomnia, anxiety, and forgetfulness or 
confusion (Bowling & Cartwright, 1982). The family nurse 
practitioner should be aware of the possibility that the 
symptoms experienced during bereavement may be due to a 
serious physical illness. With knowledge about the time
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interval during which certain manifestations of grief 
occur, the family nurse practitioner could assist, 
counsel, support, and manage the surviving spouse more 
effectively.

Summary
Death of a spouse is a stressful event in life that 

carries a threat of illness occurring as a result. Many 
women will be confronted with this stressful event. Family 
nurse practitioners must be aware of grief reactions that 
are normal and abnormal. The Neuman Systems Model 
incorporates lines of defense that protect the individual 
from stressful situations which may penetrate the core of 
the individual. The stronger the lines of defense, the 
harder it is to penetrate to the individual. The family 
nurse practitioner may strengthen these lines of defense 
by assisting, counseling, supporting, and educating the 
surviving spouse. If surviving spouses are able to handle 
this difficult situation, the risk of serious physical 
illness could be decreased.



Chapter II 
Review of the Literature

A review of the literature revealed a scarcity of 
studies regarding grief. Several studies were identified 
concerning grief experiences of individuals after the 
death of a spouse. However, only one study compared grief 
reactions and the intensity of grief experienced after the 
death of a spouse over time.

Research has suggested that recovery from spousal 
death occurs over time. Hyrkas, Kaunonen, and Paunonen 
(1997) conducted a study which compared grieving women and 
men who had lost a spouse. The purpose of the study was to 
discuss the grief reactions and the intensity of 
experienced grief in Finnish women and men after 8 months 
to 2 years and over 2 years after spousal death. These 
researchers sought to determine if there was a difference 
in the intensity of grief before or after 2 years of the 
experienced bereavement in women and men.

Hyrkas et al. (1997) focused on the concept of 
spousal grief. The design of the study was descriptive.

16
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The random samples from two hospitals consisted of women 
(n = 242) and men (n = 76) who had lost a spouse aged 2 5 
to 65 years at the time of death. Data were gathered using 
two standardized instruments, a sociodemographic 
instrument and the Hogan Grief Reactions Checklist. The 
sociodemographic instrument data included gender and age 
of the respondent and deceased spouse, cause of spousal 
death, and attendance of the respondent at bereavement 
support meetings. The Hogan Grief Reactions Checklist 
(HGRC) was comprised of 61 items that assessed 
bereavement. The HGRC was tested in this sample for 
reliability using Cronbach"s alpha test with values 
varying from 0.651 to 0.829 for different dimensions of 
grief.

For the bereavement scale on the HGRC, two measures 
were used. The first measure was a single total score 
derived by summing the 0 to 4 responses on all items.
Before arriving at a composite score, reverse coding was 
used for negatively coded items. The second measure was 
used to assess the severity level of symptomatology in 
each respondent. The intensity of grief was derived for 
the different dimensions of grief, despair, panic 
behavior, personal growth, blame and anger, detachment.
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and disorganization. A time frame was created in the two 
subgroups of respondents of less than 2 years and more 
than 2 years after spousal death. The subgroups of 
respondents also were divided by gender.

After a response rate of 51.7% (464), 146
questionnaires were rejected for a total sample of 318. In 
addition, a random sample of volunteers was interviewed at 
the conclusion of the study. Descriptive statistics were 
used to interpret the data collected. The SPCC/PC 
statistical program was used to analyze the data. Hyrkas 
et al. (1997) found the mean age of the respondents was 
56.3 years and mode was 64 years. Hyrkas et al. found 
statistical significance in the dimension of despair (p < 
.05) and disorganization (p < .05) between subgroups of 
less than 2 years and more than 2 years of bereavement. 
Within gender difference, statistical significance emerged 
in the dimension of blame and anger (p < .05) when spousal 
death occurred more than 2 years prior to the study with 
widowers describing grief more strongly than widows. Also, 
statistical significance was determined in the dimension 
of disorganization (p < .05) when spousal death occurred 
more than 2 years prior to the study with widowers feeling 
less organized than widows.
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Hyrkas et al. (1997) concluded that there were 

significant differences between the two groups in despair 
and disorganization. These results supported earlier 
studies that suggested the intensity of grief seemed to 
decrease as the time from spousal death increased. Hyrkas 
et al. also concluded that there were no significant 
differences between women and men in the dimensions of 
bereavement in the subgroups of less than 2 years since 
spousal death. However, in the subgroup of more than 2 
years since spousal death the researchers found a gender 
difference in the dimensions of blame and anger and 
disorganization, with widowers showing the dimensions more 
than the widows. Hyrkas et al. recommended that a 
longitudinal study would be more beneficial than the 
cross-sectional study as a longitudinal study would 
provide more generalizations about the intensity of grief 
after spousal death. The researchers also recommended that 
more research about the bereavement process is needed to 
more fully understand grief reactions after the death of a 
spouse.

Hyrkas et al.'s (1997) research is germane to this 
current researcher's endeavor because it provides the 
perspective to describe the grieving process by gender and
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time. The two studies are alike in several ways. Both 
studies looked at time frames that are similar. Hyrkas et 
al. ' s time frame was 8 months to 2 years and over 2 years 
after spousal death, and the current study's time frame 
was 6 months to 2 years and over 2 years to 4 years after 
spousal death. The Hyrkas et al. study looked at age 
groups of 25 to 65 years of age at time of death, and this 
researcher's study looked at individuals aged 21 years and 
over at the time of death. However, the studies did have 
some differences. The first difference was the instruments 
used to collect data. The Hyrkas et al. study used the 
Hogan Grief Reactions Checklist while this researcher used 
the Revised Grief Experience Inventory. Another difference 
was the Hyrkas et al. study surveyed Finnish men and 
women, and this researcher surveyed women in the 
southeastern United States.

A review of the literature indicated that death of a 
spouse is a stressful life event that puts an individual's 
health at risk which might be ameliorated by certain 
variables. Aber (1992) addressed the association between 
widows' health and the paid work role identity as a 
resistance resource. The purpose of the study was to 
examine the paid work role as a critical factor and
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determinant of health risk of older widows during their 
conjugal bereavement. Further, Aber (1992) sought to 
determine whether the paid work role could be a buffering 
factor playing a protective role during bereavement as 
Kohn's theory supported in a previous study.

The underlying premise of the research was that the 
death of a spouse was a stressful life event which 
increased the threat of illness developing as a 
consequence. The hypothesis was work history and work 
attitude were statistically significant predictors of 
health during bereavement. Extraneous variables identified 
by Aber (1992) included prior health, suddenness of death, 
education/social class, marital satisfaction, social 
support, and age.

The design of the study was descriptive with the use 
of a survey. The convenience sample (N = 157) was achieved 
using recorded death certificates of the surviving spouses 
of deceased men aged 55 to 75 years. These surviving 
spouses were bereaved for 2 years prior to the study. Data 
were gathered using the Widowhood Questionnaire. No 
existing instruments were found applicable to the specific 
variables under study. Therefore, an instrument was 
developed that allowed the variable of interest to be
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investigated. Content validity was established through a 
thorough literature review, and the instrument was tested 
for reliability with Cronbach's alpha.

The respondents were asked to complete 60 items. Each 
respondent received a composite score for each of the 
variable constructs measured. A Likert-type scale or 
circled response format was used. A response rate of 
42.3%, 202 out of 477 questionnaires mailed, was attained.

The mean age of the widows in the Aber (1992) study 
was 66 years of age. Of the respondents, 76% reported 
participation in the paid work force during their 
marriages, and 24% of respondents reported never having 
been employed during their marital years. A further 
breakdown of the sample was done to include work history 
which indicated that 21% of the respondents had been 
employed full-time but off and on for brief periods of 
time during their marriages. Of the paid work force 
respondents, 22% reported employment for longer periods of 
time, 17% reported they were always employed, and 15% 
reported being established in a career. The respondents' 
jobs ranged from blue collar to professional positions.

Work history was assessed on three questionnaire 
items. Work attitude was assessed on five questionnaire
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items. Work history [Ê  = .029, E (1, 156) = 4.74, p < .04]
and work attitude [Ê  = 0.058, E (1,156) = 9.66, p < .05] 
were statistically significant predictors of health during 
bereavement. A step-wise regression analysis was completed 
to determine which independent variables had the greatest 
influence in predicting health during bereavement. The 
better predictor in this study's sample of older women 
seemed to be work attitude.

Aber (1992) concluded that a history of paid work 
during a woman's married years may serve as a health 
protection after she has become widowed. Aber also 
concluded that women with paid work history may possess 
internal and external resources to decrease stressful life 
experiences, such as spousal death, to be less problematic 
from a health perspective. Thus, paid work role may have 
lessened the negative impact of spousal death and allowed 
an easier transition into widowhood.

The findings of this study indicated that paid work 
role identity has a positive impact on women's health 
during bereavement. Paid work may have a protective effect 
on the overall health status of women. Therefore, health 
care professionals may be directing women toward health- 
promoting and health-sustained behaviors by encouraging
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paid work role (Aber, 1992). Research studies need to be 
conducted on health-promoting and health-sustained 
activities following spousal death to promote health in 
women.

Aber's (1992) study supported this researcher's study 
since both examined women after spousal death. However, 
while Aber focused on widows aged 55 to 75 years of age, 
this researcher focused on widows aged 21 years and older. 
Another difference in the studies was Aber's study 
utilized the Widowhood Questionnaire, and this researcher 
utilized the Revised Grief Experience Inventory. The 
setting for Aber's study was the northeastern United 
States, and the setting for this researcher was the 
southeastern United States.

Another study on grief experiences of bereaved 
spouses was conducted by Meuser, Davies, and Marwit 
(1995) . This research examined the degree to which older 
widow(er)s experienced emotional distress and whether 
restraint was predictive of grief intensity. Further, the 
researchers sought to determine risk factor relationships 
of older widow(er)s characteristic propensities for 
emotional distress and restraint as predictive of past 
grief expression and present grief symptomatology.
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Personality characteristics related to emotional reactance 
and control were merged into two indices : characteristic 
distress and restraint. Characteristic distress was 
composed of cognitive/behavioral items assessing anxiety, 
depression, self-esteem, and well-being. Restraint was 
composed of items that reflect impulse control, 
suppression of aggression, consideration for others, and 
sense of personal responsibility. The purpose of this 
study was to determine if personality style was a risk 
factor for complicated grief reactions.

The design was a correlational study. The convenience 
sample (N = 51) was obtained from a large metropolitan 
area bereavement support groups and through newspaper ads 
and flyers. The participants consisted of 17 white 
widowers and 34 white widows. Data were gathered using a 
questionnaire completed at home. The participants were 
asked to complete demographic and spousal information, the 
Texas Revised Inventory of Grief, the Weinberger 
Adjustment Inventory, and questions about issues related 
to grief. Also, participants were asked to answer an 
optional group of open-ended questions regarding grief 
resolution and reactions to the study.
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The Texas Revised Inventory of Grief had 21 
behavior/emotion related questions on a Likert scale that 
measured past and present grief intensity. This measure 
provided separated scales of past grief (Cronbach's alpha 
= 0.7 9 in present sample) and present grief intensity 
(« = 0.92). With regards to validity, the earlier version 
of the Texas Revised Inventory of Grief, Texas Inventory 
of Grief, was used in a longitudinal study of older 
widow(er)s' grief and showed strong correlations to a 
measure of psychological distress. According to Meuser et 
al. (1995), the TRIG received the highest rating of nine 
grief inventories for construct/criterion validity.

The Weinberger Adjustment Inventory had 84 items 
answered on a Likert scale and measured characteristic 
distress and restraint. Data from the study were 
calculated using Cronbach alpha coefficients and were .93 
for distress, .82 for restraint, .62 for denial of 
distress, and .74 for repressive defensiveness. The 
Weinberger Adjustment Inventory has shown stability 
correlations of .77 and .71 by females for 
distress/restraint and .69 and .58 by males for 
distress/restraint.
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Meuser et al. (1995) used hierarchical regression to 
analyze the data to determine the relative contribution of 
personality traits in predicting grief outcome. The 
correlation between past and present grief scores was 
significant, r = 0.47, p < .01. A positive relationship 
was indicated between characteristic distress and grief 
intensity in both the past, r = .37, p < .01, and in the 
present, r = 0.56, p < .01. However, a significant 
correlation emerged for restraint and past grief alone, 
r = -0.28, p < .05.

Meuser et al. (1995) used four different blocks of 
predictor variables which were separately entered in the 
hierarchical regression of the Texas Revised Inventory 
Grief past and present grief scores. Both past and present 
Texas Revised Inventory Grief scores were statistically 
significant (p < .01) for cumulative values. Cumulatively, 
the four blocks predicted a significant amount of the 
total variance for each score of the Texas Revised 
Inventory Grief, 4 8.9% for past and 50.6% for present. 
Religious affiliation and time since spousal death 
variables significantly predicted 23% of the total 
variance for past and 27% for present. Defensiveness
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variables added significant values of 25% for past and 
10.8% for present.

For the Texas Revised Inventory Grief past, religious 
affiliation and repressive defensiveness were the only 
variables to produce a significant Beta weight. Regarding 
religious affiliation, Protestant had (3 = -0.30, p < .05 
and repressive defensiveness had (3 = -0.34, p < .05. 
Significantly less grief intensity was reported by 
Protestants than Catholics or others. Lower past grief was 
reported by respondents showing higher repressive 
defensiveness. Significant Beta weights were found for the 
Texas Revised Inventory Grief present with religious, (3 = 
-0.27, p < .05, and characteristic distress, |3 = 0.34, p < 
.05. Respondents reported greater present grief intensity 
with higher characteristic distress.

The findings of this study suggested to the 
researchers that widow(er)s may be at risk for complicated 
grief reactions over time if they have a high 
characteristic distress. Also, the authors of this study 
(Meuser et al., 1995) suggested that defensiveness plays a 
role in how respondents report their past grief 
experiences. Repressive defensiveness and denial may serve 
as protection against the emotional intensity of recalled
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time of loss reactions. However, their use may not be 
healthy if it interrupts emotional healing. Meuser et al. 
(1995) recommended that health care professionals must 
identify the determining risk factors that widow(er)s face 
and help them prevent complicated grief reactions.

Meuser et al. (1995) concluded that personality style 
may be a risk factor for complicated grief reactions. 
Meuser et al. further concluded that if a widow(er)'s pre­
loss personality style remained unchanged by the emotions 
or events experienced after death of a spouse it would 
cause complicated grief reactions. Other than religious 
affiliation, the only significant predictor of recalled 
time of loss was repressive defensiveness. Defensiveness 
could serve as a protective function for older widow(er)s 
in the intensity of their grief reactions when confronted 
with reminders of past loss.

The Meuser et al. (1995) study on intensity of grief 
reactions gave credence to conduction of the current 
study. Meuser et al.'s study and the current study both 
used instruments that measured grief experiences. Meuser 
et al.'s study used two instruments, the Texas Revised 
Inventory of Grief and the Weinberger Adjustment 
Inventory, and this study used the Revised Grief
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Experience Inventory. Both studies were researched in the 
United States; however, the Meuser et al. study was 
conducted in an urban central section and this study was 
conducted in a rural southeastern section. Meuser et al.'s 
study included men and women who were older adults, and 
this researcher's study included women who were younger 
and older adults. The time frame in Meuser et al. Included 
participants who had experienced spousal death up to 10 
years prior, whereas the current study's time frame 
included participants who had experienced spousal death up 
to 4 years prior.

Lowenstein, Landau, and Rosen (1994) analyzed the 
adjustment of a woman to widowhood as a multivariate 
construct. The purpose of the study was to determine if 
adjustment to widowhood was a univariate or a multivariate 
construct. The researchers used four indicators for 
adjustment to widowhood, functioning in everyday living, 
depression level, health status, and life satisfaction.

Lowenstein et al. (1994) focused on loss of a spouse, 
especially in an untimely and unexpected circumstance as 
an event that is universally perceived as causing the 
greatest amount of psychophysiologic response. The 
dependent variable in the study was adjustment to
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widowhood and was measured independently by functioning in 
everyday living, depression level, health status, and life 
satisfaction. The independent variables were demographic 
factors, temporal factors, personality factor, social 
support, and world of work.

Lowenstein et al. (1994) used a number of conceptual 
frameworks for this study in an attempt to understand this 
traumatic life event. These conceptual frameworks included 
the psychodynamic approach, the illness and disease model, 
the stress and crisis model, the attachment theory, and 
cognitive and person construct models. Instead of being 
competitive, these conceptual frameworks were considered 
complementary to each other. Lowenstein et al. suggested 
that, due to the variety of theoretical approaches, 
adjustment to the loss of a spouse may be a multivariate 
construct.

Data for this research study were based on a 
stratified random sample drawn from a larger project. 
Selection was from a population of Jewish urban widows and 
excluded war widows, widows whose husbands died as a 
result of terrorism, and those widows who had remarried.
As a convenience, three major cities in Israel and their 
vicinities were defined as the urban population. This
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sample included widows who had lost their spouses at least 
6 months, but not more than 6 years, prior to data 
collection.

A representative random sample, 1,487 widows, was 
drawn from 20,023 widows from a list of recipients of 
statutory survivors' pensions of the National Insurance 
Institute. Of the mailed letters and telephone calls, 246 
widows gave written consent to participate in the study. 
The sample relevant to this research related to all widows 
of the larger research project and consisted of those who 
were mothers and those whose age was less than 54 (N =
150). Data were collected between May 1985 and October 
1986 by structured interview after the loss of spouse.

Adjustment to widowhood was measured by four 
different measurements. Functioning in everyday living was 
measured by 13 items that examined perceived performance 
of activities. These activities included child care, house 
maintenance, and care maintenance. Internal consistency of 
these items (Cronbach's alpha) was .82. Depression level 
was measured by the Zung Self-Rating Depression Scale with 
Cronbach's reliability coefficient (°̂ = .89). Health 
status was measured by six items, which included perceived 
physical and mental health, number of visits to physician
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during the past 6 months, number of sick days during the 
past 6 months, use of tranquilizers during the past month, 
and use of sleeping pills during the last month. For this 
sample, Cronbach's reliability coefficient for health 
status was .70. Satisfaction from life was measured by 
seven items on a 5-point Likert type scale and reflected 
one's feelings about life on a continuum, such as useful 
vs. useless and hopeful vs. hopeless. Cronbach's 
reliability coefficient for satisfaction from life was 
. 89.

The independent variables were divided into five 
different groups. The first group, demographic factors, 
consisted of socioeconomic status, religiosity, number of 
children, continent of birth, and perception of widow's 
present standard of living. Socioeconomic status was 
measured by five items. Pearson correlation coefficients 
for socioeconomic status were computed with a range from 
.20 to .49 (p < .005). For this sample, Cronbach's 
reliability coefficient was .65. Religiosity was measured 
by a self-reported single item. Continent of birth was a 
dummy coded variable. Perception of a widow's present 
standard of living was compared to living standard prior 
to spouse's loss and was measured by a single-item


