
BABY BOOMERS AND HOSPICE USE: A QUANTITATIVE LOOK AT GRIEF 

A DISSERTATION 

SUBMITTED IN PARTIAL FULFILLMENT OF THE REQUIREMENTS 

FOR THE DEGREE OF DOCTOR OF PHILOSOPHY 

• 

IN THE GRADUATE SCHOOL OF THE 

TEXAS WOMAN'S UNIVERSITY 

COLLEGE OF HEALTH SCIENCES 

BY 

ANN RATHBUN, B.S., M.Ed. 

DENTON, TEXAS 

MAY 1999 



TEXAS WOMAN'S UNIVERSITY 
DENTON, TEXAS 

April 13, 1999 

To the Associate Vice President for Research and Dean of the 
Graduate School: 

I am submitting herewith a dissertation written by Ann 
Rathbun entitled "Baby Boomers and Hospice Use: A 
Quantitative Look at Grief." I have examined this 
dissertation for form and content and recommend that it be 
accepted in partial fulfillment of the requirements for the 
degree of Doctor of Philosophy with a major in Health 
Education. 

We have read the dissertation 
and recommend its acceptance: 

I ~ 
Chai r , Department of Health Studies 

~ 
4-..v--\ 

Eva I. Doyle, Ph.D. 

Associate Vice President 
Research and Dean of the 
Graduate School 



Copyright© Ann Rathbun, 1999 
All rights reserved. 

iii 



ACKNOWLEDGEMENTS 

This dissertation is dedicated to the memory of Louie 

Fiorelli (September 25, 1922-April 14, 1998), for teaching 

me the value of living and the meaning of dying with dignity 

and grace. 

I wish to acknowledge the entire Fiorelli family, 

mostly Angela, who allowed me to be a part of such a life 

changing event; the death of their beloved spouse and daddy. 

My thanks to my committee members Ors. Doyle, Ward and 

Huber for consistent, fair and ethical treatment throughout 

the dissertation process. I would also like to acknowledge 

my friend, Dr. Kathy Jankowski, for her assistance, patience 

and understanding. 

My biological family gave me their unending support and 

love through the pursuit of this degree and all others. 

Thanks. 

My extended family of Jody, Carole, Lisa, Barbara, 

Rachael, Renee, Greg, Gary, Pam, and Pam deserves credit for 

supporting me and putting up with me for the last year. 

What a blessing each of you are in my life! 

iv 



Special thanks goes to all the churches and their 

members who accepted me and opened their doors to me in my 

pursuit of knowledge. 

I also wish to remember my good friends Bob Dodson, 

J.D. Norsworthy , and Jeff Irwin who died while I was working 

on this degree. It is also in their memory that I found the 

passion and dedication to finish this work. 

To God Almighty, from whom all blessings flow, I give 

the ultimate thanks and acknowledgement. 

V 



ABSTRACT 

COMPLETED RESEARCH IN HEALTH SCIENCES 
Texas Woman's University, Denton, Texas 

Rathbun, A. Baby Boomers and Hospice Use: A Quantitative 
Look at Grief. Ph.D. in Health Education, 1999, 70 pp. (E. 
Doyle) 

This purpose of this study was to determine if hospice 

influences the level of grief in Baby Boomers. The 

individuals (n=157) surveyed were categorized as "Hospice 

Users" and "Non-Hospice Users." Participants were asked to 

respond to the 26-item Texas Revised Inventory of Grief 

(Faschingbauer, 1979) for measuring grief. Each respondent 

was given two grief scores (Past Behavior and Present 

Feelings). Demographic information (age of respondent, age 

of deceased, time since the death occurred, and cause of 

death) was collected to delimit factors possibly influencing 

grief scores. Data were interpreted using both one-way and 

two-way analysis of variance. 

It was discovered that, in the population surveyed, hospice 

did not make a significant difference in the level of grief 

for participants. Findings also included no significant 

difference in grief scores based on age of deceased, age of 

respondent, or cause of death. The time since death 

occurred was found to be significant (£<.05) in the present 
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feelings of participants whose loved one died more than 60 

months prior to the survey. 
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CHAPTER I 

INTRODUCTION 

When preparing for death, one has a chance to pay 

atte n tion to one ' s psychosocial health needs. One way in 

which psychosocial aspects of health may be addressed is to 

employ a hospice agency to be a part of the care for the 

dying patient . Acc ording to Smith (1984), hospice as an 

intervention was shown to make a difference in the way the 

bereav e d adj usted to the death of a loved one. Ransford and 

Smith (1 9 91 ) i nterviewed bereaved individuals whose l oved 

ones had di e d in both hospice and non-hospice settings. 

Trends in t he i r qualitative study ind i cated that, over time, 

users of hospice services were better adjusted than non

hospice u sers . 

Bass , Bowman, and Noelker (1991) indicated that the 

support t'ece ived du ring the "predeath situation" is more 

likely to a ff e c t the adj ustment o f spouses (and o ther 

relatives) t h a n speci f ic support g i ven dur i ng bereavement. 

Hospice can be on e f a cto r in supporting the family dur i ng 

the period tha t Bass (et.al.) def i ne as "predea th." A mo r e 

quant itativ e s tud y wi ll provide the researcher with defini t e 

answers to the questions regarding how well h o spice 

1 



users adjusted to the death as opposed to those who did not 

use hospice. 
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Baby Boomers, individuals aged 34-52, were the specific 

group that was used for this study, as 28% of Americans 

fall into the "group" known as Baby Boomers (BBHQ, 1999). 

Kalish and Reynolds (1977) indicated that middle-aged adults 

were less accepting of death (in general) than older 

p e rsons. 

Purpose of the Study 

The purpose of this study was to determine if hospice 

u s e influences the level of grief in Baby Boomers. The 

i n d ividuals being surveyed were categorized as "Hospice 

Users" and "Non-Hospice Users." Several demographic 

vari ables were used to identify p o tential biases that may 

have occurred in the population studied. 

Hypotheses 

Hl: There will be no significant difference in grief scores 

o f respondents based on their age. 

H2 : There will be no significant difference in grief scores 

o f respondents based on age of the deceased. 

H3 : There wil l be no significant difference in grief sco res 

o f respondents b a sed on length of time since death has 

occurred. 



H4: There will be no significant difference in grief scores 

of respondents based on cause of death. 
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HS: There will be no significant difference of grief scores 

of respondents based on hospice us~. 

H6: There will be no significant interaction between age of 

respondent, age of deceased, length of time since death, 

cause of death or hospice use. 

Definition of Terms 

1. Baby Boomers were defined as those individuals born 

between 1946 and 1964 Boomers (BBHQ ,1999). 

2. Hospice was defined (for the purpose of this study) as a 

concept of humane and compassionate care for the dying 

with the benefit of trained hospice staff. 

3. Hospice User was defined as an individual who had 

experienced the death of a loved one with the benefit 

of support by trained hospice staff. 

4. Non-Ho~pice User was defined as an individual who had 

experienced the death of a loved one without the benefit 

o f support by trained hospice staff. 

5 . Grief was defined as "deep and poignant distress caused 

by or as if by bereavement" or "the loss of 

something[one] loved" (Merriam-Webster, 1973). 

6. Loved One was defined as any person who had major 

significance in the life of the bereaved. This 



relationship (may have) included any individual who was 

related to the bereaved by blood or by marriage. This 

definition was also extended to same sex partners and 

extended family that were the result of: l)choosing to 

gain support from one's community, or 2)disengagement or 

estrangement of/from the family of origin. 

Limitations 

The study was limited by the following: 

4 

1. Convenience sampling. The sample was self-selected, thus 

the results will not be generalizable. 

2. The sample was drawn from largely gay and lesbian 

churches in metropolitan areas (Dallas-Ft. Worth, Texas, 

and Columbia, South Carolina). 

Delimitations 

The foll owing were delimitations for the study: 

1. Par t i cipants must have experienced the death of a loved 

one . 

2 . Participants must have been English speaking. 

3. Part icipants must have been born between January 1, 1946 

a nd December 31, 1964 (to be defined as Baby Boomers). 

Background and Significance 

Death is beautiful. If one is to look into the 

literature, the mass media, and 20 th century popular 

cultu re , one might get the impression that death is, indeed, 
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beautiful. There is a recurring trend in the media 

(especially in books, films, and television) that allows 

America to put a pretty face on death. This trend is 

di stur bing because it allows for a romanticism of death that 

will ultimately, for the bereaved, be far from reality. Fry 

(198 6) states that a "romantic view of death and dying is a 

more o r l e ss permanently available way of responding to a 

perma n e n t evil." The current trend to romanticize death 

(Sneed, 1 998) could make for a generation of individuals who 

are not r e ady for dea t h, and who may have an expectation 

that death has a beautiful face. Will everyone experiencing 

death liv e "ha ppily ever after?" The unrealistic picture of 

death i s pot ent i ally dangerous to the mental health and 

well-being o f bereaved individuals. 



CHAPTER II 

REVIEW OF LITERATURE 

This literature review covers areas related in a 

variety of ways to the subject of Baby Boomers and hospice 

use. The general topics to be examined are: Baby Boomers 

(their characteristics, their commonalties, the impact of 

grief and loss on this population), arts and media and the 

depict ion of death, hospice care (a history of hospice, and 

program characteristics), and general characteristics of 

grief (the stages of grief, anticipatory grief, type of 

death and it's relation to grief). 

Because Americans have different views about many 

t hings , Americans' perspectives of death also vary. Mullen, 

McDe rmott, Gold, and Belcastro (1996) outlined five 

different perspectives on death. The authors wrote that 

humanistic , ecological, religious, life-after-life, and 

reincarnat ion perspectives are emergent views in the U.S. 

The ecological perspective ·includes a "survival of the 

fittest" atti t ude and a cyclical perspective of all life 

(not just human life). Those accepting the humanistic 

perspective be l ieve that human life is more valuable than 

other forms of life (plant life, animal life). Valuing of 

human life leads to an attitude that leaving one's mark in 

the world (immortality) is important. 

6 
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Mullen et al. defined the religious perspective as being, 

somewhat, a Christian attitude in that those who accept this 

perspective believe in a higher being (God) and that there 

is li fe everlasting through a savior (Jesus Christ). A good 

versus evil mentality is also pervasive in the perspective. 

The religious perspective differs from the life-after-life 

pe r s pective. The difference between the two perspectives is 

large l y due to the view of the dying person who, in the 

life-a f te r- l i fe perspective, sees a "light, a tunnel, a 

flashi ng past of one's previous life." The near death 

experience s of many individuals have helped form the life

after-life p e rspective. 

The rei ncarnation perspective has been accepted by some 

Westerne rs a l though it was borne out of Eastern 

philosophi es. Believers in th i s perspective choose to live 

their life ach i eving a state of enlightenment (while in the 

earth plan e ) and then entering an astral plane. Upon living 

a selfles s life, the dead person is not afraid of death, but 

sees deat h as another experience where she/he can be 

selfless or not (Mullen et al., 1996). 

The p e rspect ive of de ath that the bereaved takes may 

play a pa r t in t he adjustment of grief over time. In the Mu 

Ghayeb belief i n traditional Omani society, a prolonged 

denial of dea th act ually helps the bereaved. In Western i zed 



Muslim bereaved subjects, the denial of death resulted in 

clinical depression and other psychiatric disorders (Al

Adawi, Burjorjee, & Al-Issa, 1997). 

Baby Boomers 
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As previously defined, Baby Boomers are those 

individuals who were born between 1946 and 1964 (BBHQ, 

1999) . An historical view of the events in the life of 

"Boomers" in the U.S. reveals a sordid tale of death that 

may effect death-related outlooks, attitudes, and 

characteristics of Baby Boomers. Several political leaders 

including John F. Kennedy and Bobby Kennedy were 

assassinated. Social change agents, Malcolm X and Martin 

Luther King, Jr. were also murdered during the 1960's. The 

death of pop icon Marilyn Monroe filled the news during the 

60's. The Vietnam war raged out of control and there were 

nightly news casts that spilled death into American 

households. The American people saw three astronauts die on 

the launching pad as fire consumed a yet-to-be-launched 

space capsule (BBHQ, 1998). The impact of historical events 

on Baby Boomers is yet unknown, but must certainly play a 

part in the way that they view life, culture, and death. 

Another critical component of Baby Boomer 

characteristics is that of consumerism and the desire for 

convenience (BBHQ, 1999). Media markets are filling the 



convenience-driven niche by offering talk radio shows and 

f eatures on news programs that satisfy the desire for 

c onvenient health information. The Wall Street Journal 

Interactive (1998) recently featured an article on "media 

do c t ors" who influence societal healthcare views. These 

media doctors are featured on national and local newscasts 

and on talk radi o . The consumers (viewers and callers) of 
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the media doctoring are hungry for convenient, consistent, 

caring medica l a t tention. The era of managed care, where a 

visit t o the doctor can often be characterized by "five

minut e b lu r s" and restricted access to specialists, has many 

Boomers frustra t e d and turning to alternative sources for 

health in f o r mation (A. Petersen, 1998). The media solutions 

often are c oncentrated on the ca l ler presenting symptoms and 

the med i a doctor mak i ng a diagnosis over the phone with 

little attent i on to psychosocial aspects of health. A. 

Petersen ' s i nterview with Dr. Richard Des i lva focused on 

seekin g he althcare, but fell short on end-of-life issues. 

Adults and Grief 

I n relat ion t o how Baby Boomers actually handle death, 

Bower (1997 ) i ndicates the need to ask adult children (40-65 ) 

whethe r (or why ) they have accepted the death of a parent. 

In a study involvi ng adult children, Bower asked questions 

regardi n g what a ccepting the death of the parent meant to 
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the bereaved adult child. Her qualitative study found that 

adult children felt compelled to talk about the death of 

their parent. Findings concluded that assertion of 

acceptance of the parents' death were contingent upon values 

and beliefs (relating to death), the power of feelings, and 

on the strength of memory regarding the parent. 

S. Petersen and Rafuls (1998) used grounded theory to 

examine the process of adult grief after the loss of a 

parent . The interviewees (aged 22-55) were asked to report 

on generational transitions. Three phases were identified 

that emphasized the familial nature of the grief in adult 

children. One find i ng of the study was that the spouse of 

the bereaved played a pivotal role in grief recovery and 

bereavement . 

As America ages, the numbers of individuals utilizing 

health services will increase. The need for acute care will 

decreas e and the need for long term care will increase 

(Burton , 198 2 ) by 1.5 times by the year 2040 (Russell, 

1982) . Burton (1982) further states that current medical 

models need to be revised to include a continuum of care 

that deals wi th aging populations and their needs. The 

medical model that takes the view of "body as machine" 

(Radley, 1995) may be unacceptable to Baby Boomers as they 



progress through differing stages of (both) the experience 

of loss of loved ones and their own mortality. 

Television, Film, and other Media 
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Television, films, and pop culture depict a variety of 

situations, dilemmas, and life events. Among the life 

events depicted in the media are death and dying. According 

t o Winter (1999) movies and television are responsible for 

p lung ing the American population into a sort of virtual 

r e al ity that immerses "our senses in 'experiences' that are 

not actual l y happening." Sprengle and Skeels(1998) agree 

wit h Wint e r, as they contend that when "people in your own 

fami ly d i e, i t is nothing like the movies. It is usually 

exha u s t ion, rather than drama that is felt." Movies teach 

Ameri cans what birth, relationships, and death are 

"s upposed" to look like. As human beings, everyday reality 

is much d i f f erent than in the movies. One may only have one 

expe ri enc~ of a broken family relationship, one may only 

have o ne "true love," one may have very limited experience 

with d e ath and dying (Winter, 1999). 

Televi sion is guilty of many of the same kind of 

dep i ctions of death as film. In an article that appeared in 

USA Today (Brezing, 1998), readers were responding to the 

que s t i on o f whether the lead character in the television 

progr am NYP D Blue (played by Jimmy Smits) should be "killed 
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off." Reader reactions were varied, and more than one said 

that the "hunk" should live ("He's too much of a hunk for 

a nything bad to happen to him") (p. 2E). Other readers 

indicated that it would be "boring" to witness the grief of 

the T.V. widow ("Who wants five more episodes watching 

Russell [the widow of Smits] agonize and cry? We already 

had enough of that ... ") (p. 2E). 

One example of a true reality in the arts is the play 

Angels in America Part I (Millennium Approaches). Angels in 

America "makes the ravages of AIDS seem appallingly real, 

according to Doll (1997). The play also provides the message 

that hope can come out of loneliness, fear, guilt, 

suffering, and denia \ , and that "though life is painful we 

must move forward" (Kennair, 1997). Although film and 

televis ion have always dealt with and continue to deal with 

real life issues like death and dying, one's outlook on the 

topic ma y pe formed by what is presented in these mediums. 

History of Hospice Care 

A his to rical look at the concept of hospice begins in 

the 11 th cent~ry in the time of the Crusaders (Hockley, 

1997) . Until the 11 th century, the dying were not admitted 

into place s where healing could take place. The first real 

hospice s were located in the Holy Land and were places where 

travelers could stop, and the sick and the dying could find 
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c are. Hockley (1 997) compared the evolution of the hospice 

mov ement to that of the early concepts of providing care t o 

travelers on the move in that the movement did not remain 

static. Lack & Buckingham (1979) also used the metaphor of 

travel in describing the mission of hospice. The "road" is 

the course o f terminal illness and the travelers are the 

patients and the i r families. The spiritual component of 

hospice wa s first recognized as "work" by the Pope in 1309 

when t he Hospi ta l lers were recognized as a military order 

whose p u r po s e it was to care for the sick and the dying. 

By t he 17 th century, St. Vincent de Paul opened a 

number o f houses for orphans, the poor, the sick, and the 

dying. Ou r Lady's Hospice was opened in Dublin in the 17 th 

c entu r y. In 1902 , the Iri s h Sisters of Cha r ity opened a 

hospice in London (St. Joseph's Hospice) for the dying poor. 

Ho s pi ce c oncepts of p a i n management and holistic 

t reatment o f the patient were event ually discovered at St. 

Joseph' s by Dr. Cicely Sanders. The philosophy for keeping 

a patient comf ortable and as pain-free as possible with the 

use of narc o t i cs began with Dr. Sanders' work at St . 

Joseph' s a nd wa s continued as she opened St. Christopher's 

Hospice i n London i n 1967. Dr. Sanders' interdisciplinary 

treatme n t (physical, emot i onal, spiritual, and 



p sychological) was further developed in her work at St. 

Christopher's (Connor, 1998). 

14 

Hospice made its way to America in the early 1970's in 

New Haven , Connecticut. Hospice, Inc. was started as an 

in-home care service. By the mi d-70's facilities were 

ope ning throughout the United States. Conner (1998) states 

that the movement at that time was "a small but 

commit ted .. .movement" (p. 6). A variety of models (free 

standing, h ome care, hospital based, and mixed community) 

were being tested at that time (Cohen, 1979). 

Th e National Hospice Organi zation (N.H.O.) was founded 

in the United States in 1978. The organization was 

responsib l e fo r pub lishing the first comprehensive list of 

hospices i n t he U.S. Americans had added their own flair 

for v olu nteerism and psychosocial aspects of care as the 

movement c ontinued to take shape in this country. Medicare 

began p ay~ n g f or hospice care in 1982. The addition of 

hospice to the l i st of reimbursable services allowed the 

movement t o f lourish. By 1996, the list of hospices in the 

U. S. h ad grown from 1, 2 00 to 2,900 (Connor, 1998). 

Hospice Care Today 

Hosp ice as a c oncept has standard characteristics and 

meanings . Lac k & Buckingham (19 7 9), Connor (1998), Hoc kley 

(1997) , and Sol tys, Brookins & Seney (1998) all outline 
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characteristics of the hospice experience. According to 

Lack & Buckingham (1979), who worked to open the first 

American hospice in Connecticut, "hospice is a health care 

program that offers the kind of continuing care that enables 

the (dying) patient and family to live out their lives 

together as fully and comfortably as possible" (p. 3). 

Further, Lack and Buckingham point out that the hospice 

program aims to satisfy a variety of needs of the patient 

and their family. These needs consist of psychological, 

physiological, spiritual, and social needs. Soltys, 

Brookings & Seney (1998) define and describe hospice as "a 

coordinated program that addresses the physical, emotional, 

social, and spiritual needs of the terminally ill individual 

and their families." Soltys (et al.) continues by outlining 

a humane return to a family oriented philosophy aimed at 

improving the quality of life for all involved. 

A lis t of universally developed (necessary) 

characteristics (Connor, 1998) of a hospice program is 

readily available when one looks into the literature 

regarding hospice. These characteristics are: (a) both the 

patien t and the family are the unit of care, (b) care is 

prov i ded at different venues (in-home or in-patient 

facilitie s), (c) management of symptoms is the focus of 

treatmen t , (d) the hospice approach is a holistic approach 
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(treating the whole person), (e) services are available 24 

hours a day, 7 days a week, (f) the hospice approach is an 

interdisciplinary approach, (g) each hospice experience is 

directed by a physician, (h) volunteers play an integral 

part of the experience, (i) no one is denied services based 

on ability-to-pay, and (j) need-based bereavement services 

are provided to families (Connor, 1998). 

Hospice is a concept of care within a program, not 

usually a place (Soltys, et al., 1998). Travelers (both 

patients and families) on the end-of-life journey can find 

comfort, care, and support to ease that journey. 

Grief 

Grief has been extensively studied and researched, 

particularl y in relation to the stages of grief. Seminal 

works on the stages of grief were completed by Lindemann 

(1944 ), Bowlby (1974), and Parkes (1975). All of these 

researchers found that grief does, indeed, develop in 

stages . 

Lindemann was the first to conduct a systematic study 

of grief . In his 1944 work, Lindeman concluded that 

uncomplicated grief was marked by a "predictable course 

with identif i able symptoms" (Burnett, et al. 1994, p. 123). 

The symptoms marking the stages of grief are: somatic 

distress , pre occupation with the i mage of the deceased, 
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guilt, hostility, loss of usual patterns of conduct, and (in 

some) imitation of behaviors that were purveyed by the 

deceased (Burnett, et al., 1994). 

Bowlby (1974) found that there were four identifiable 

stages of grief: numbness, yearning, disorganization and 

despair, and reorganization. Parkes' identified stages were 

substantially more complex by name, but have similar 

undertones with Bowlby's findings. Parkes identified the 

stages of grief as: shock, surprise, numbness, denial, 

suppression of affect, crying (and other emotional 

outbursts) anxiety, guilt, and depression. S. Petersen & 

Rafuls indicate that the relationships studied in both cases 

(Bowlby and Parkes) could possibly have influenced the 

findi ngs. Both Bowlby and Parkes studied "intense, 

dependent relationshipsn that occurred as they studied 

spouses and parents with young children. 

Kuble~-Ross and Worden (1978) found that there were 

"tasksn that were necessary to resolve grief (rather than a 

"stagesn approach taken by Bowlby and Parkes). They found 

that the tasks of grief resolution include accepting the 

reality of the death, allowing the experience of the pain of 

the loss, adjusting to changes, and making a determination 

of the emotional perspective of the deceased individual. 
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S. Petersen and Rafuls (1998) conducted a study of 

adults receiving familial authority (after the death of a 

p arent). Their study concludes by saying that, rather than 

experiencing the death as an "anticipated tumult and 

angui s h " (p. 52 1) (as presented by seminal works in the 

field ), fami lies experience "an orderly, deeply meaningful 

passage from one generation to another" (p. 521). 

Hube r and Gibson (1990) indicate that grieving prior to 

the d e a th o f a l oved one, referred to as anticipatory grief, 

can inc r e a s e the s peed at which the bereaved recover from 

los s . The not i on of anticipatory grief has been given mixed 

reviews in the literature. Lindemann(1944), Blank (1969), 

Goldberg (1 973 ), and Morris & Murrell (1987) (as cited in 

Huber & Gibson, 1990) all agree that there is some 

preparation f or loss that allows for pre-death grieving. On 

the other hand, Kutscher (1969), Parkes & Weiss (1983), and 

Silverman ( 974) (as cited in Huber & Gibson, 1990 ) tend to 

d i sagree with the f o r mer authors. Kutscher, Parkes, Weiss, 

and Silverma n con tend that preparing for death does not 

e quate to grie f wo r k and that some disloyalty was felt by 

family members who were planning for their "spouses' 

demise ." 

In t heir s t u dy of anticipatory grief, Huber & Gibson 

(1990) found that h ospice care enhanced the bereaved family 
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members' ability to do "anticipatory griefwork." The study 

r e vealed that family members felt the hospice care received 

on a r outine bas i s actually acted as a bereavement 

intervention and that it had a "strong, positive impact on 

survivors' bereavement" (p.65). 

An t i cipatory grief can be an opportunity for patients 

to r e c eive interventions to assist them in dealing with a 

termin a l diagnosis. Counselors and other healthcare 

providers can work with ill individuals to give the patient 

a chanc e t o f ocus on immediate psychosocial and physical 

needs. These needs may range from pain management to who 

will care f o r a pet that is in the home. "Resolution of the 

indiv idual 's issues invariably bring feelings of 

accomplishment and relief and the ability to continue living 

with a huge decrease in anxiety" (O'Donnell, 1996, p.134). 

According to O'Donnell (1996), anticipatory grief manifests 

the expe c tat i on of loss before it actually occurs. 

Anticipatory grie f in individuals with HIV/AIDS may 

begin at d i agnosis. There may be loss issues surrounding 

fear of t h e l os s o f a j ob, health status, family, 

healthca re, o r mon e t ary issues. The ill person is not the 

only person affe c ted by anticipatory grief; the family and 

friends of the i l l individual may also experience feelings 

of grief and loss. Antic i patory grief may come in different 



stages; first at initial diagnosis, then later as an 

asymptomatic individual becomes symptomatic (O'Donnell, 

1996). 
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Stroebe and Stroebe (1993) state that individual 

feelings of internal control will predict the degree to 

which he or she will become depressed following the death. 

Further, Stroebe and Stroebe indicate that "expectedness" of 

having at least one day's notice of the death did not have 

any lasting effects on adjustment to death four to seven 

months after the death. This finding differs in young 

versus elderly widows. In her study of the correlation 

between age, psychosocial maturity and death anxiety, 

Ra smussen (1996) indicated that age alone cannot account for 

t he decrease in death anxiety in the elderly; rather, that 

psychosocial maturi ty plays a large role. Stroebe and 

Stroebe close by saying that elderly widows were found to 

have a buil t -in expectation regarding death and, therefore; 

"expectedness" did not play a role in adjustment. 

Sudden loss (death without warning) presents special 

problems for survivors. Doka (1996) indicates that there 

are three particular problems that the bereaved must face 

when dealing with sudden loss. The three problems are 

i ntensified grief (because there is little or no opportunity 

to say 'good-bye'), the shattering of the person's normal 
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world (things like driving a car may become a perilous trip 

in a 'death machine'), and the experience of secondary 

losses (the bereaved may lose income or even material 

possessions). 

Doka lists six factors affecting the nature of the 

sudden loss: 

1. Natural-human made. Was the death due to natural 

versus human causes? 

2. The degree of intentionality. Was the victim 

murdered, or was there a random act of violence? 

3 . The degree of preventability. The "what if's" 

no rmally crop up as the bereaved examine this questions like 

"What if we had not stopped at that convenience store?" 

4. Suffering. Did the deceased suffer or was death 

i nstantaneous? 

5. Scope. How many others suffered the same fate 

(were there ~others killed at the same time in the same way?) 

6. The degree of expectedness. Some chronic illness 

(i .e. cardiovascular disease) carries with it the 

expectation that one might eventually die. Other types of 

sudden death have no basis for expectation, and have no 

fore warning at all. 

Wortman, Silver, and Kessler (1993) found contrary 

evidence to much of the literature regarding sudden death 
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and it's impact on the bereaved. In a study that combined 

the bereaved parents of SIDS babies, persons who were 

paralyzed by traumatic accidents, and bereaved spouses and 

children of motor vehicle accident victims, Wortman et al. 

expressed that there were a substantial percentage of 

bereaved individuals who did not show evidence of intense 

grief reactions following sudden loss. Further they 

c oncluded that the participants in their study did not 

strive to find meaning in what had happened. Previous 

studie s had shown that the opposite was true of survivors of 

sudden loss; the survivors DID seek to find meaning in the 

situation to make sense of the loss. Wortman et al. did 

indicate that if one were to find meaning in sudden loss, 

one would set about doing so shortly after the loss 

occurred. Finally, the study revealed that the relationship 

of the bereaved person to the deceased had an impact on the 

adjustment t o the loss. The study suggests that it may 

"take far longer than we have previously expected for people 

to recover from the loss of a spouse or child" (p.361). 

The review of the literature shows that there are many 

differing opinions regarding grief reactions, although there 

may be (accordin g to the literature) stages or commonalties 

in those who have expe r ienced the loss of a loved one. 



CHAPTER III 

DESIGN AND METHODOLOGY 

The purpose of this study was to determine the effect 

of hospice on grief of bereaved individuals. This chapter 

describes the sample population and sampling procedure, how 

subjects were protected, procedures for the study, 

instrumentation, and treatment of data; including a 

description of the statistical method used. 

Population and Sample Selection 

The population used for this study was a sample of 

males and females aged 34-52. As discussed in Chapter I, 

participants in the age group utilized for the purpose of 

this study were considered Baby Boomers. The convenience 

sample was drawn from the members and visitors at 

Met ropolitan Community Churches (MCCs) in Dallas/Fort Worth 

Texas , and Columbia, South Carolina. The members and 

visitors at Metropolitan Community Churches were largely gay 

and lesbian i ndividuals. A power analysis (Ginch, Hinson, & 

Butcher, 1994) was performed to determine the appropriate 

number of subjects needed for the study. Based on the number 

of variables being examined in the study, it was determined 

that the sample size should be 128. There were actually 157 

participants in the study. 
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Protection of Human Subjects 

The study was presented to the Human Subjects Review 

Committee at Texas Woman's University. In the application 

for permission, it was outlined that the subjects would be 

given a cover sheet with each survey. The cover sheet 

(Appendix B) explained the purpose of the study to 
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participants. Participants were assured that the study was 

complete ly voluntary, that the survey was anonymous and that 

the researcher would make the results of the study available 

to the members and guests of the churches. The phrase "I 

understand that the return of my completed questionnaire 

constitutes my informed consent to act as a subject in this 

research" was added to the top of the survey to further 

protect and inform participants. 

Procedures 

The study progressed in an appropriate and logical 

sequence of ~events that was straightforward and simple. The 

s teps involved gaining permission from the churches to 

collect data, and administering the survey at the churches. 

Step One:. Gaining Permission from Cathedral of Hope, MCC 

After work on the prospectus, a member of the clergy at 

Cathedral of Hope, MCC, was contacted regarding 

administration of the survey at the church. The clergy 

member requested more information regarding the study design 



25 

and protection of human subjects. Once further information 

had been supplied to the contact at the church, permission 

was granted to conduct a data collection session on a 

specific Sunday morning. 

Step Two: Administration of the Survey at Cathedral of 

Hope, MCC 

Data collection was planned for a Sunday morning in 

January 1999. The researcher had sent information to the 

church prior to the data collection date so that an 

announcement would appear in the church bulletin regarding 

the administration of the survey. The researcher also asked 

that the senior pastor make an announcement from the pulpit 

regarding the survey. Both the printed and spoken 

announcement were utilized to recruit subjects on the 

designated date pre-set by the church staff. Part of the 

human subjects protection protocol involved giving the 

participants alternative ways to participate in the study 

without identifying themselves in public. To facilitate 

this , the announcement that appeared in the church bulletin 

included an option for the participant to pick up a card 

containing the name and telephone number of the researcher 

so that the researcher could confidentially mail a survey to 

the participant. 
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Data were collected immediately following a Sunday 

morning worship service. The researcher selected a corner 

of the fellowship hall in which to set up two stations so 

that participants could fill out the survey. A copy of the 

cover sheet was attached to each survey. Pens and pencils 

were made available to participants. Participants were 

asked to not~ that there were two sides to the survey, and 

were also asked to put their completed surveys in large 

envelopes that were labeled "Completed Surveys." The 

researcher was close at hand to answer any questions that 

arose while participants were filling out the survey. All 

protection of human subjects guidelines were strictly 

followed. Eighty-three surveys were collected at this site. 

Step Three: Additional requests for permission to 

collect data at other MCCs 

The researcher followed the initial data collection 

with phone c @lls to MCCs in Fort Worth, Arlington, and 

Denton Texas, and in Columbia, South Carolina. The 

researcher had access to t he congregation in Columbia, South 

Carolina through a personal relationship with the pastor at 

that location . Cathedral of Hope, MCC was also contacted 

for another data collection sess i on to take place after a 

Wednesday evening service. Permission was requested and 

received via telephone from each of the churches. A date 
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was set with each pastor for data collection at the various 

locations. 

The same protocol was used at for all four churches. 

Because three of the churches are located in the Dallas/Fort 

Worth area, the researcher was present during data 

collection. A total of fifty-seven surveys were collected 

from other MCCs i n the Dallas/Fort Worth metroplex area. 

The researcher sent approximately 30 surveys to the clergy 

member at the Columbia, South Carolina MCC. The c l ergy 

member was asked to follow all protocols for the study 

including subject selection criteria and human subject 

protection protocol. A self-addressed stamped envelope was 

included in the packet of surveys so that the clergy member 

could return the completed surveys to the researcher. 

Seventeen surveys were collected at this site. 

Instrumentation 

The TexBs Revised Inventory of Grief (T.R.I.G., 

Appendix C) measures grief as a present emotion (longing) 

and as an adjustment to a past life event with several 

stages (s tages of grief) (Faschingbauer, 1981). Both medical 

and personal experiences can be measured with this 

instrument. The author of the instrument indicates that the 

instrument can be administered "with a minimum of intrusion 

into the bereaved person's already disrupted life" 
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(Faschingbauer, p. 1). The TRIG is a two-part Likert scale 

that measures grief following bereavement. 

The instrument, developed in 1978, has two parts. Part 

I measures Past Behaviors of the bereaved. Part I has an 

int e r nal consistency of +.67, with an alpha coefficient of 

+.7 7. The split half reliability for Part I is +.74. Part 

II measure s grief as Present Feelings. Part II has an 

internal c ons istency of +.69. The alpha coefficient is 

+.86, a n d the split half reliability is +.88. 

Total p ossible scores on the Past Behavi or scale ranged 

from 8-40. To t al possible scores on the Present Feelings 

scale ranged f r om 1 3-65. For each scale, the higher an 

individual ' s s c ore , the higher the grief l evel for that 

individual . 

In a compari son of scales assessing grief among the 

elderly , Gabriel & Ki r schling (1989) site the TRIG as the 

best (out of 9 scales) on the basis of validity. On 

measures of rel iab i lity, Gabriel and Kirschling gave the 

TRIG one of the hi g hest ratings as well. 

The s u rve y i nc l udes a set of demographic questions that 

includes a request for the participant's name and/or social 

security number . Be c a us e the survey was to be anonymous, 

the researcher sou ght permission from the author to replace 

this lead question on t h e survey with the question "Did your 



loved one die under the care of hospice?". Permission was 

gained from the author of the instrument to change the 

demographic information in any way that was appropriate to 

fit with the study design. Permission was also requested 
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(and gained) to add "Partner/Significant Other" to the 

sect i on that asks respondents to give their relation to the 

de c eased. "Cause of Death" was also be added to the 

ins t rument a nd was categorized and coded for the purpose of 

dat a e ntry . 

Treatment of Data 

The statist i cal techniques used encompassed a series of 

One-Way and Two-Way Analyses of Variance. One-Way ANOVA 

tests we re p e rformed on each of the following independent 

variabl e s : a) Age of the deceased, b) age of the 

r e spondent , c) cause of death, d) time since the death 

occu rred, a n d e) hospice use. Two-Way ANOVAS were also 

performe d on the independent variables of age of deceased, 

age of r espondent, and time since death occurred with 

hospice us e being he l d constant. The dependent variables 

f or all anal y s es were the part i cipants' TRIG scores (past 

behavior a nd p r esent feelings ) . 



CHAPTER IV 

FINDINGS 

I n this chapter, the researcher presents descriptive 

characteristics of the study participants, descriptive 

analyses of the data regarding the independent variables of 

age of the deceased, age of the respondent, cause of death, 

time since death occurred, and hospice use. An analysis of 

t he five ANOVA tests that were run follow. 

Descriptive Characteristics of the Sample 

The sample (n=l57) consisted of both female (n=80) and 

ma le (n=77) respondents. The race of participants was mostly 

white (n= l44) although there were a small number of other 

races represented. One participant listed his race as 

African American, one listed Asian, four of the participants 

listed themselves as Latino, and there were two who listed 

themselve s as American Indian. Five individuals did not 

lis t a specific race on their survey. 

Most of the individuals in the sample were Protestant 

(n=l l7), while there were twenty who considered themselves 

to be Ca t holic. One pe r son specifically listed Latter Day 

Saints for their religious affiliation. Four persons self

i d e ntified as non-denominational, and fifteen participants 

did no t list a response for the religion demographic 

qu e st ion . 
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Other demographics included the age range of 

participants and the time since the death of their loved 

one. Because current age was a qualifier for participation 

in the study, ages or respondents were limited to the range 

of 34-55 years of age. The time since the death of a loved 

one ranged from one month to more than twenty years. 

The number of participants whose loved one died under 

the care of hospice was thirty-nine. The number of 

participants who did not use hospice was 118. 

Tests of the Hypotheses 

Grief scores were recorded and analyzed as two separate 

scores; past behavior and present feelings . The possible 

range of scores for Past Behavior was 8-40. The possible 

r ange of scores for Present Feelings was 13-65. 

Hl: There will be no significant difference in grief 

scores of respondents based on their age. 

Ages of respondents in the study were grouped in six 

year increments. As previously stated, the researcher made 

the decision to include individuals up to age 55 in the 

sample. Table 1 shows descriptive statistics for each grief 

score by age of respondent. 
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Table 1 

Descriptive Statistics for Age of Respondent 

Cl ass i fication n M SD 
Past Behavior 

Hospice Users 
34-40 17 21.77 6.69 
41-47 15 22.93 6.17 
48-55 7 19.57 7.37 

Hosp i ce Non-Users 
34-40 55 23.40 7.01 
41-47 43 21. 23 7.97 
48 - 55 20 21. 90 7.20 

Present Feelings 
Hospice Users 

3 4-40 17 41. 29 8.18 
41-47 15 39.87 9.05 
48- 55 7 38.71 12.54 

Hospice Non-Users 
34-40 55 39.67 10.16 
41 - 47 43 38.02 9. 2 1 
4 8-55 2 0 35.55 11.87 

Note. Th e higher the grief score, the higher the grief level 
for a n ind i vidual. 

Tables 2 and 3 reveal that there was no significant 

differe nce f ound for this hypothe sis. This would indicate 

that age o f the respondent does not make a difference in 

either grief score. 

Table 2 

ANOVA Summary Table for Age of Respondent-Past Behavior 

Sou rce of Va ri ance df 
Between 2 
Wit h i n 154 
Total 1 56 

ss 
85. 81 

8 ,059.39 

MS 
42.90 
52.33 

F 12 
.8198 .44 



Table 3 

ANOVA Summary Table for Age of Respondent-Pre s ent Feelings 

Source of Variance 
Between 
Wi thin 
Total 

df 
2 

154 
156 

ss 
277.76 

15,094.57 

MS F 
138.88 1.42 

98.02 
.25 

H2 : There will be no significant difference in grief 

sco r es o f respondents based on age of the deceased. 

Grie f scores categorized by age of the deceased are 

rep r esen ted in Table 4. Since there was only one hospice 

user i n t he 1-35 year old category, there was no standard 

de v iation reported for either grief score. 
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After testing the second hypothesis via one-way ANOVA, 

it was f ound there was no significant difference for this 

v a riab le (Tables 5 and 6). The second hypothesis was not 

rejected; indicating that age of the deceased did not make a 

significant difference in either grief score for individuals 

i n t he stu d y. 
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Table 4 

Descri2tive Statistics for Age of Deceased 

Classifi c ation n M SD 
Past Behavior 

Hospice Users 
1-35 1 19.00 0.00 
36-71 23 23.22 6.82 
;?: 72 15 19.87 6. 40 

Hospice Non-Users 
1-35 21 22.81 7.60 
36-71 58 23.33 7.59 
;?: 72 39 20.82 6.98 

Present Feelings 
Hospice Users 

1-3 5 1 43.00 0.00 
3 6-71 23 39.70 8.43 

;?: 72 15 41.00 10.73 
Hospice Non-Users 

1 -35 21 41.10 11.12 
36- 7 1 58 23.33 10.17 

;?: 72 39 20.82 8.76 

Note . The higher the grief score, the higher the grief level 

for an individual. 

Table 5 

ANOVA Summary . Table for Age of Deceased-Past Behavior 

Source of Var i ance df ss MS F £ 

Between 2 234.77 1 1 7.39 2.26 .11 

With in 154 7,910.42 51. 37 

Total 156 



Table 6 

ANOVA Summary Table for Age of Deceased-Present Feelings 

Source of Variance 

Between 
Within 
Total 

df 

2 
154 
156 

ss 

487.56 
14,488.77 

MS 

243.78 
96.65 

F 

2.52 .08 

H3: There will be no significant difference in grief 

scores of respondents based on length of time since death 

has occurred. 
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The descriptive statistics for grief scores based on 

time since death occurred are represented in Table 7. Time 

since death categories were coded according to the way the 

instrument read. This method was decided upon by the 

researcher to ease coding. 

The ANOVA for this independent variable did show a 

significant difference (Tables 8 and 9). A Scheffe post hoc 

test was run to discover where the differences resided in 

the one-way ANOVA (Table 10). The decision was made to 

reject this hypothesis. There is an inference that time 

since death makes a difference in the Present Feelings grief 

level of certain bereaved individuals. 
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Table 7 

Descri:etive Statistics for Time Since Death Occurred 

Classification n M SD 
Past Behavior 

Hospice Users 
1-9 months 9 22.22 6.22 
10-60 months 23 21. 61 7.33 
>60 months 7 22.00 5.97 

Hospice Non-Users 
1 -9 months 21 20.33 8.64 
10-60 months 57 22.81 7.08 
>60 months 40 22.78 7.21 

Present Feelings 
Hospice Users 

1-9 months 9 44.33 10.30 
10-60 months 23 39.04 8.89 
>60 months 7 39.14 8.38 

Hospice Non-Users 
1-9 months 21 39.57 11.08 
10-60 months 57 22.81 10.10 
>6 0 months 40 22.78 9.17 

Note. The higher the grief score, the higher the grief level 
for an individual. 

Table 8 

ANOVA Summary_ Table for Time Since Death-Past Behavior 

Source of Variance df ss MS F E 
Between 2 66.06 33.02 .6296 .53 
Within 154 8,079.14 52.46 
Total 156 



Table 9 

ANOVA Summary Table for Time Since Death-Present Feelings 

Source of Variance 
Between 
Within 
Total 

*2 < .05. 

Table 10 

df 
2 

154 
156 

ss 
665.71 

14,706.63 

MS 
332.85 

95.50 

F 
3.49 .03* 

Scheffe Post Hoc Test for Unequal Sample Sizes- Present 
Feelings by Time 

37 

Means Compared 
Means 

Difference Significant? 
1-9 mo. Vs. 10-60 mo. 
1-9 mo. Vs. >60 mo. 
10-60 mo . Vs. >60 mo. 

1.15 
5.23 
4.08 

Yes 
Yes 
Yes 

H4: There will be no significant difference in grief 

scores of respondents based on cause of death. 

The descriptive statistics for causes of death appear 

in Table 11. The blanks in the table represent data that is 

missing. The missing values are due to the fact that those 

whose death was categorized as "Accident" or "Other" were 

not able to plan for the death; therefore, hospice care was 

not availab l e to them. 
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Table 1 1 

Descr i :et i ve Stat i stics for Cause of Death 

Classification n M SD 
Past Behavior 

Hospice Users 
Illness 39 21.82 6.70 
Accident 
Other 

Hospice Non-Users 
Illness 98 21.93 7.45 
Accident 13 22.23 6.78 
Ot her 7 28.57 7.23 

Present Feelings 
Hospice Users 

Hospice Users 
Illness 39 40.28 9.17 
Accident 
Other 

Hospice Non-Users 
I llness 98 37.65 9.57 
Accident 13 40.08 12.37 
Ot her 7 45.29 12.46 

Note . Th e higher the grief score, the higher the grief 
level f or an individual. 

The on e-way ANOVA (Tables 12 and 13) did not reveal a 

significant difference based on cause of death. This 

hypothe si s was not re j ected. Because there was no 

signif ica nt difference found in either grief score of 

indiv iduals based on cause of death, one can infer that 

cause of death does not play a role in the grief of bereaved 

indiv i dual s . 
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ANOVA Summary Table for Cause of Death-Past Behavior 

Source of Variance 
Between 
Within 
Total 

Table 13 

df 
2 

154 
156 

ss 
296.60 

7,848.59 

MS 
148.30 

50.96 

F 
2.91 

E 
.06 

ANOVA Summary Table for Cause of Death-Present Feelings 

Source of Variance 
Between 
Within 
Total 

df 
2 

154 
156 

ss 
237.06 

15,035.27 

MS 
168.53 

97.63 

F 
1. 73 

p 

.18 

HS: There will be no significant difference of grief 

scores of respondents based on hospice use. 
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Descriptive statistics for the grief scores of hospice 

users versus non-hospice users are represented in Table 14. 

The researcher ran a one-way ANOVA test on hospice use to 

see if hospice use made a difference in either grief score 

of individuals in the study. Tables 15 and 16 show that 

there is no significant difference for the either score of 

individuals based on hospice participation. 



Table 14 

Descriptive Statistics for Hospice Users and Hospice Non 
Users 
Classification n 
Past Behavior 

Hospice Users 39 
Hospice Non-Users 118 

Present Feelings 
Hospice Users 39 
Hospice Non-Users 118 

Note. The higher the grief 
level for an individual. 

Table 15 

score, 

M SD 

21.82 6.70 
22.36 7.23 

40.28 9.17 
38.37 10.16 
the higher the 

ANOVA Summary Taole for Hospice-Past Behavior 

Source of Variance df ss MS F 

grief 

£ 
Between 1 8.40 8.40 .1691 .69 
Within 155 8,136.79 52.50 
Total 156 

Table 16 

ANOVA Summary Table for Hospice-Present Feelings 

Source of Variance df ss MS F £ 
Between 1 106.84 106.84 1.08 .30 
Within 155 15,265.49 98.49 
Total 156 
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As a precautionary measure the researcher manipulated 

the data set to make certain that the number of hospice non

users (n=ll8) was not creating bias in this independent 

variable . The researcher randomly selected 79 hospice non

user cases to remove from the data set and then re-ran the 

one-way ANOVA test using equal sample sizes. Table 17 shows 
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descriptive statistics for hospice users (n=39) and hospice 

non-users (n=39). Tables 18 and 19 reveal that even after 

the samples sizes were equal, there was still no significant 

difference in either grief score based on hospice use. 

Table 17 

Descri2tive Statistics for Hos2ice Users and Hos2ice Non-
Users - Equal Sam2le Sizes 
Classification n M SD 
Past Behavior 

Hospice Us ers 39 21.82 6.70 
Hospice Non-Users 39 22.64 7.31 

Present Feelings 
Hospice Users 39 40.28 9.17 
Hospice Non-Users 39 38.23 11.03 

Table 18 

ANOVA Summary Tab l e for Hos2ice Use- Equal Sam2le Sizes
Past Behav i or 

Source of Variance df 
Between 1 
Within 76 
Total 77 

Table 1 9 

ss 
13.13 

3,738.72 

MS 
13.13 
49.19 

F E 
.2669 .61 

ANOVA Summary Table for Hos2ice Use- Equal Sam2le Sizes
Present Feelings 

Source of Variance df 
Between 1 
Within 76 
Total 77 

ss 
21.55 

7,838.37 

MS 
21. 55 

102.85 

F E 
.2095 .65 



H6: There will be no significant interaction between 

age of respondent, age of deceased, length of time since 

death, cause of death or hospice use. 

Based on 2-Way ANOVA tests that were performed, there 

were no interactions between any of the variables. This 

h ypothesis was not rejected. 
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CHAPTER V 

DISCUSSION, CONCLUSIONS, AND RECOMMENDATIONS 

As America ages, so should America prepare to die. The 

numbers of potential hospice users in this country will 

increase in the coming years. Baby Boomers will begin to 

experience the death of their parents and siblings in the 

coming years. Baby Boomers' grief responses could set the 

s t age for a healthy cohort who continues to contribute to 

society or an unhealthy cohort who is burdensome to the 

healthcare systems of the next millennium. 

Discussion 

The literature bears out the fact that, in many cases, 

h o s p ice use makes a difference in the grief level of the 

be r e aved. Studies were presented that documented the use of 

h o sp i ce as a tool in preparing for the death of a loved one. 

The variables used in this study were selected to discover 

if hospice did make a difference in the population selected. 

The r e lationship of each to measures of grief are addressed 

here. 

Of concern was the issue of geographic differences and 

the ir impact on the grief scores of respondents in the 

s t udy. A separate ANOVA was run to ensure that neither 
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score was impacted by location of the respondent. It was 

found that there was no significant difference in either 

grief score for individuals in the study based on geographic 

location. 

Age of the Deceased 

It was discovered that the age of the deceased made no 

significant difference in the grief score of the bereaved 

individuals in the study. There have been several studies 

represented in the literature that relate to the age of the 

deceased. Much of the work has been on the elderly widowed 

(Wegmann, 1987) and on children. Some of the seminal works 

in grief (Bowlby, 1974 and Parkes, 1975) were implemented 

with parents who had experienced the loss of children. 

Wegmann (1987) and Stroebe and Stroebe (1993) both 

f ound that the elderly study participants adjusted to grief 

more quickly and saw the death of their elderly spouse as a 

part of the end of life cycle. Bowlby (1974) and Parkes 

(1975) found that their grief reactions were strong and 

c omplicated when the deceased was a child. The deceased in 

this study ranged in age from infant to 100+ years of age. 

The wide range of ages of deceased loved ones in this study 

could have affected the findings. 
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Age of the Respondent 

It was suggested by grief expert, Judith Stillion, 

Ph.D. (personal communication, March 14, 1999) that the 

years of the cohort be limited to those born 1960-1952. Dr. 

Stillion felt that to be a "true" cohort, those born 1961-

1964 should be excluded. A cohort group is defined by the 

length of the generation and by it's peer personality 

(Strauss & Howe, 1991). 

In this study, the age of the respondent made no 

significant difference in the grief scores of the 

participants. Rasmussen (1996) indicated that psychosocial 

maturity rather than age alone accounts for the decrease in 

death anxiety in the elderly respondents in her study. 

Bower (1997) did research on a group similar in age to 

the participants in this study. She found evidence that 

accepting a parent's death was contingent upon values and 

beliefs relating to death. The depth or power of feelings, 

and the strength of memory regarding the parent were also 

fo und to affect acceptance of the death. Acceptance of the 

death could lead to a lower level of grief in these 

individuals. Her findings regarding values and beliefs 

about death support the findings of this study. The 

population in this study may have fewer grief related issues 

based on the fact that they were all church-goers. Although 



46 

the results in this study are inconclusive, evidence of 

reasons for the differences might include religion and it's 

role in supporting Mullen et al. (1996). As previously 

cited, the religious perspective is the belief in a higher 

being (God) and that there is life everlasting through a 

savior (Jesus Christ). The value or belief about death, and 

the resolution of grief for baby boomers in this study may 

be based on religion and the philosophy of death and dying. 

Cause of Death 

Because of the amount of data and the different levels 

of cause of death in the respondents, cause of death was 

coded as "illness", "accident", and "other." Illnesses 

listed by respondents were: cancers of all kinds, heart 

disease, kidney disease, diabetes, cardiovascular accident 

(stroke), AIDS, and old age/natural. Accidents listed by 

respondents were: car accident, lightening strike, murder, 

and falls. Other causes of death (as coded by the 

researcher) were: suicide, carbon monoxide poisoning, drug 

i nteraction, doctor's mistake, and starvation. The cause of 

death was not found to be significant in the scores of the 

respondents. 

A more thorough look at cause of death where type of 

illness acts as the independent variable will be of 

interest. The researcher will attempt to discover if type 
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of illness (i.e. cancer, AIDS, cardiovascular disease, 

cerebrovascular disease) has an impact on either grief score 

of the individuals in this particular population. 

There could be potential bias created in the study due 

to the numbers of deaths from illness (n=137) versus deaths 

from accident (n=13) or other causes (n=7). The researcher 

attempted to discover whether or not the expectedness of the 

death and the speed at which the death occurred made a 

difference in the grief scores, however; problems with 

responses on the instrument precluded testing this 

hypothesis. 

Wortman, Silver, & Kessler (1993) had similar findings 

in their three tier study of bereaved who experienced sudden 

loss . There was no significant grief reaction in those 

whose loved ones died suddenly versus those who did not. 

Stroebe and Stroebe (1993) indicated that "expectedness" did 

not play a role in adjustment. Doka (1996) finds to the 

contrary and insists that there is a significantly more 

intense grief reaction that accompanies sudden loss. 

Time Since Death Occurred 

There was no significant difference detected for time 

since death upon past behavior. However, a significant 

difference was found for time since death upon present 

feelings . The longer the time since death, the lower the 
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grief score on present feelings was. Specific differences 

were found to reside in individuals whose loved one had died 

less than nine months previous to completing the survey. 

There was a significantly higher grief score reported by 

this group as compared to those whose loved one had died 

more than five years ago. There was also a significant 

difference in the grief score between those whose loved one 

had died nine to sixty months previous to the survey when 

compared to those in the sixty months or more group. This 

difference was reflected as the way the bereaved presently 

feel versus the past behavior of the bereaved. This finding 

is supported by the literature. 

Silverman, Nickman, & Worden (1993) found that time 

since death does make a difference in the adjustment of the 

bereaved. The authors write that an emphasis, over time, 

should be placed on renegotiating the relationship with the 

deceased rather than letting go of the memories of the 

deceased. Silverman (as cited in Connor, 1998) states that 

grief is a lifelong process and that one never really 

"finishes" grieving. 

Hospice Use 

It was found that, for this sample, hospice use did not 

make a significant difference in the grief scores of 

bereaved individuals. This finding differs from those found 



by Smith (1984) who detected that bereaved individuals 

utilizing hospice were better adjusted than those whose 

loved one died in a hospital. A possible explanation for 

this difference may be related to differing research 

techniques. Smith utilized qualitative research in her 

study. 
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There may be other explanations for the disparity in 

findings related to instrumentation. According to Robert 

Neimeyer, Ph.D. (personal communication, March 13, 1999), 

problems with the general nature of the Texas Revised 

Inventory of Grief may have caused the results of this study 

to be contrary to findings represented in the literature. 

Neimeyer stated that there are more appropriate, specific 

i nstruments to use in measuring grief in bereaved 

individuals. Specifically, Dr. Neimeyer mentioned Raphael's 

Core Bereavement Inventory and Prigerson's Traumatic Grief 

Inventory. More research is needed to further investigate 

differences based on research technique and instrumentation. 

Conclusions 

All alpha levels for the tests of significance were set 

at the .05 level. For both the one-way and two-way analyses 

of variance, the following hypotheses were not rejected: 

Hl: There will be no significant difference in grief scores 

of respondents based on their age. 
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H2: There will be no significant difference in grief scores 

of respondents based on age of the deceased. 

H3: There will be no significant difference in grief scores 

of respondents based on length of time since death has 

occurred. 

H4: There will be no significant difference in grief scores 

of respondents based on cause of death. 

H5: There will be no significant difference of grief scores 

of respondents based on hospice use. 

H6: There wi l l be no significant interaction between age of 

re spondent, age of deceased, length of time since death, 

cause of death, or hospice use. 

The third hypothesis in the study, H3: There will be no 

significant difference in grief scores of respondents based 

on l ength of time since death has occurred, was rejected 

based on the one-way ANOVA test. A Scheffe Post-Hoc test 

(for unequal sized groups) was performed to discover where 

the significant differences lay. 

Recommendations 

Future Research 

Future research should focus on finding specific 

instrumentation related to specific types of grief. The 

focus could either be on uncomplicated grief or on 

complicated grief. Uncomplicated grief would be considered 
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as grief without extraordinary circumstances. Complicated 

grief is experienced by those who have multiple psychosocial 

issues to deal with simultaneously. With either instrument, 

the specific focus could support the literature that states 

that hospice use makes a difference in the grief of 

bereaved, for , perhaps, particular types of grief. 

Other needed research areas might include discovering 

differences in grief scores as influenced by the type of 

re l ationship to the deceased as an independent variable. 

The researcher did not delimit the study based on 

relationship to the deceased, and there were a variety of 

re lationships listed in the demographic section of the 

instrument utilized. Even more poignant may be the 

" c l o seness" of the relationship to the deceased. 

As previously mentioned, examining type of illness and 

it s relat i onship to grief may be a key in discovering the 

v ariable that may affect grief scores in this population. 

Further exploration of the delimitation of year of 

birth will be of interest to the researcher. The cultural 

experiences for 34 year olds may be so different from that 

of 52 year olds in the study that this, may have effected 

the fi ndings of the study. 
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Implications for Health Educators 

To circumvent the media blitz on the sense of "beauty" 

surrounding the topic of death, health educators must be 

willing to talk openly about death and dying issues. This 

talk may occur in community organizations, college and 

public school classrooms, and in healthcare institutions. 

Health education curricula should include a section on death 

and dying. Curriculum issues should include choices in 

caring for the dying, advanced directives, grief and 

preparation for grief, concepts of normal grief, and 

complicated grief. There are cultural implications that are 

in place with death and dying. It is the responsibility of 

the health educator to be aware of cultural practices and 

beliefs of individuals of different cultures. 

As previously stated, the health educator has the 

important job of opening dialogue regarding issues about 

death, dying, and bereavement. It will be an important 

point to remember that there are ways to deal with the death 

of a loved one in a proactive way; which may include the 

holistic ppproach presented by hospice care for the dying. 
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Appendix A 

Permission Letter from TWU Human Subjects Review Committee 



January 4, 1999 

Ms. Ann Rathbun 
P.O. Box 425742 
Denton, TX 76204 

Dear Ms. Rathbun: 

TEXAS WOMAN'S 
UNIVERSITY 

DENTON / DAL LA S / H OUS TO N 

HUMAN SUBJECTS 
REVIEW COMMITTEE 
P.O. Box 425619 
Denton, TX 76204-5619 
Phone: 940 / 898-3377 
Fax : 940 /898-3416 

Social Security# 461-11-2199 

Your study entitled "Baby Boomers and Hospice Use: A Quantitative Look" has been 
reviewed by a committee of the Human Subjects Review Committee and appears to meet 
our requirements in regard to protection of individuals' rights. 

Be reminded that both the University and the Department of Health and Human Services 
(HHS) regulations typically require that agency approval letters and signatures indicating 
informed consent be obtained from all human subjects in your study. These consent 
forms and agency approval letters are to be filed with the Human Subjects Review 
Committee at the completion of the study. However, because you do not utilize a 
signed consent form for your study, the filing of signatures of subjects with the 
Human Subjects Review Committee is not required. 

Your study was determined to be exempt from further TWU HSRC review. However, 
another review by the Committee is required if your project changes. If you have any 
questions, please feel free to call the .Human Subjects Review Committee at the phone 
number listed above. 

Sincerely, ff \,)yfJuj ~(,~ 
Chair 
Human Subjects Review Committee 

cc. Graduate School 
Dr. Eva Doyle, Department of Health Studies 
Dr. Susan Ward, Department of Health Studies 

A Co 1111irehenrn•e 1'11blic U11 il'ers1f_1/ Pri 111arily for Wo111e11 

An Eq,rnl Opporf1111ity!Af(i r111afil'e Action Employer 
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Appendix B 

Cover Letter to Study Participants 



Thank you for volunteering to participate in this research study. The study is 
designed to better understand the grief process. Specifically, the study will be 
looking at how use of hospice may/may not assist in processing grief more 
effectively. 

The purpose of this study is to determine if hospice influences the level of 
grief in Baby Boomers. You will be asked to respond to the 26-item Texas Revised 
Inventory of Grief (Faschingbauer, 1979) for measuring grief. You will also fill out 
some demographic information to help further understand other possible influences 
on the level of grief. 

It is important that you feel comfortable in completing the survey. If at ANY 
time, you become uncomfortable or ill at ease, please stop and turn in your 
incomplete survey. 

If you have experienced multiple losses ( i.e. more than one loved one has 
died), please answer the survey in relation to your most recent experience. 

In case you wish to contact the researcher please feel free to call: Ann 
Rathbun (940-898-2862) or Dr. Eva Doyle (940-898-2860) at Texas Woman's 

University. 

Please note that your participation in this study is completely voluntary and 
that your answers are completely confidential (all surveys will remain confidential). 
Please do not put your name on the survey. 

Thank you again for your participation in this important study, 

Ann Rathbun 
COH Member 
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Appendix C 

Texas Revised Inventory of Grief 



I understand that the relurn of my completed questionnaire constitutes my informed consent to act as a subject in this research 

TEXAS REVISED INVENTORY OF GRIEF 
Copyright © 1978 by Thomas Faschingbauer, Richard DeVaul, and Sidney Zisook 
. Your 

Did your loved one die under the care of hospice? DYES Age : _ Sex:_ Race : 0 While O Alrican Am. D Latinino O Asian Am. DOther (list) 
ONO 

CircleLastYearolFormalSchoolingCompleted : 0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 or More 

n cligion: D Protestant D Catholic D Jewish D Muslem D Hindu D Budhist D Other (list) 

The person who died was my (check one only) : D Father D Molher D Brother D Sister D Husband D Wife D Son 

0 Daughter D Friend D Grandparent D Uncle D Aunt D Partner/Significant Other D Other (list) 

Looking back, I would guess that my relalionship with this person was (check one only): 

D Closer than most relationships I've had with other people. D Closer than any relationship I've had before or since. 

0 About as close as most relationships wilh others. D Not as close as most relationships. D Nol very close at all. 

PLEASE COMPLETE A SEPARATE FORM FOR EACH PERSON WHO HAS DIED. 

How old was this person when they died? _______ _ What was the cause of the person's death? __________ _ 

This person died (check only one box) : 

D Within the past 3 months 

0 3-6 months ago 

D 6-9 months ago 

This person's death was (check all that apply) : D Expected 

0 9-12 months ago 

0 1-2 years ago 

D 2-5 years ago 

D Unexpected 

PART I: PAST BEHAVIOR 

OSlow 

D 5-10 years ago 

D 10-20 years ago 

0 More than 20 years ago 

0 Sudden 

Think back lo Iha lime !his person died and answer all ol these items about your feelings and actions at that time by indicaling whelher each ilem is Complelaly True, 
Moslly True, Oolh True and False, Moslly False, or Complelely False as it applied to you aller !his person died. 
Check Iha bas! answer. COMPL. MOSTLY TRUE& MOSTLY COMPL. 

TRUE TRUE FALSE FALSE FALSE 
1. Alter this person died, I found ii hard to get along with certain people ...... ..................... .. . 
2. I found ii hard to work well afler this person died ...... ....... ... . .......... .... ........... .. .............. . 
3. Aller this person's dealh I lost inleresl in my family , friends, and outside activilies ...... .. .. 
4. I fell a need to do things that the deceased had wanled to do .. ...... .. ............... ....... ..... .... . 
5. I was unusually irrilable after this person died .. .. ............. .. .. ............... ............ .............. . 
6. I couldn't keep up with my normal activities for the first 3 months afl er lhis person died. 
7. I was angry that the person who died had tell me .. .. . .... .................. ... .. ... ................... .. . 
8. I lound ii hard to sleep afler this person died.... . ..... .. ....................................... .. .. .. 

OVF.R 

(j\ 
(Jl 



PART II : PRESENT FEELINGS 

Now answer all of the following items by checking how you presently feel about this person's d 
Do not look back at Part I. 

1. I still want lo cry when I th ink of the person who u,.,u . ... . ... ............ .. ............... ... . ........ . 
2. I still get upset when I th ink about the person who died .... ..... ........ .. ............ ... ............ . 
3. I cannot accept this person's death ............ ........ .. ..... ... .. ......................... .. ..... .... .. .. ... .. . 
4. Sometimes I very much miss the person who died ...... ....... ............ .... ......... .. ............. . 
5. Even now it's still painlul lo recall memories of the person who died .......................... . 
6. I am preoccupied with thoughts (often think) about the person who has died .... ...... .. .. 
7. I hide my tears when I think about the person who has died ........ ............................... . 
8. No one will ever lake the place in my life ol the person who died ..... ........ .. .... ............ . 
9. I can't avoid thinking about the person who has died ... .............. ........ ... .. .. .. ........ ....... . . 

10. I feel it's unlair that this person died ...... .......... ..... .... ....... ................. ...... .. .. ...... .... .. ... .. . 
11 . Things and people around me still remind me of the person who died ... ... ................. . 
12. I am unable to accept the death or the person who died ...... ... .. .. ...... .. ............ .... .... ... .. 
13. At times I !eel the need to cry for the person who has died ............... ... .. ........ ..... ...... .. . 

PART Ill: RELATED FACTS 

Answer the following items by circling either True or False. 

1. I attended the funeral or the person who died .... ........... ..... .. ............... ... .... .... ... ..... .... . 
2. I feel that I have really grieved for the person who died ... : ...... ................................... . 
3 . I !eel that I am now functioning about as well as 1 was before the death .. .. .. ............. .. 
4. I seem to get upset each year at about the same time as the person died ................ . 
5. Sometimes I !eel that I have the same illness as the person who died .......... ....... ..... . 

ealh . 

COMPL. 
TRUE 

MOSTLY 
TRUE 

True 
True 
True 
True 
True 

TRUE & 
FALSE 

False 
False 
False 
False 
False 

Put Score 
In Box 

.---

-
MOSTLY COMPL. 
FALSE FALSE 

THANK YOU FOR ANSWERING ALL OF THESE QUESTIONS. WE ARE ALSO VERY INTERESTED IN YOUR SPECIAL THOUGHTS AND COMMENTS. 
USE THE REST OF THIS SIDE (AND ANY ADDITIONAL SHEETS YOU WISH TO ADD) TO TELL US ABOUT ANY THOUGHTS AND FEELINGS YOU HAVE. 

OVER 

Ci\ 
Ci\ 
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Appendix D 

Letter of Permission from Author of Texas Revised Inventory 
of Grief 



THOMAS R. FASCHINGBAUER, Ph.D. 
Psychologist 

January 20, 1999 

Ann Rathbun 
P. 0 . Box 425742 
Denton, TX 76204 

P. 0 . Box 542150 
Houston, TX 77254 
(713) 523-3419 / - 771 8 

E-Mail: SIMONSA YS @ aol.corn 

Re: Use of TRIG in your research 

Dear Ms. Rathbun, 

In consideration of your return of 49 TRIG test forms and payment of $75. licensing 
fee, you may modify and reproduce the TRIG for your research (up to 250 copies) provided 
you make no infringement on our copyright and provide me with a copy of your results 
and permission to include them in any future TRIG manuals. 

I understand that you are working on a dissertation project and are being supervised 
through Texas Woman's University. As I understand it, your project involves giving the 
test to primary care givers to study their attitudes toward grieving as well as their recovery 
from it. 

Call if I can help in any way. 

Yours truly, _ 

~d~~') 
Thomas R. Faschingbauer, Ph.D. / 
Honeycomb Publishing Co. 
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Appendix E 

Sample of Publicity from Data Collection Site 



Grief Survey after Worship 

One of our members . Ann Rathhun. is conducting research fo r her 
Ph .D. and would like to survey member; of our congregation on the 
topic of grief in Baby Boomers. She will be in the Fellowship Hall 
tod:1y after both morn ing se rv ices and would like forqualilied 
indiv iduals to fill out a 10-minute surve y. To qualify. you need to be 
34-52 years old am! have experienced the loss of a famil y member. 
partner. or significant other. You may pick up a card with her name 
and office number at the front desk if you do not wish to participate 
here at the chu rch. 

Lay Minister of Worship Training 

Lay Ministers of Worship are the dedicated folk s vou see dressed 
in red and hlack each Sunday. They prepare communio~ for worship. 
li ght cand les. lead the processional and help serve com munion. We will 
he training new people interested in bc,n~ LMOW 's TODAY at 2:30 
p.m. We need both Acolytes and Commu~ion Servers for all services. 
Please cal l Dewayne at 214-35 1-190 I. ext. 260 to reserve your place. 

Income Tax 

Dennis P. Metz & Co. 
Business Financial Services 

517 N. Haskell Ave. Dennis Metz, EA 
Dallas, TX 75246 Licensed to Practice By 
214-954-1040 the Internal Revenue Service 

Spar!illng Kleen 
Commercial Build ing Mai ntenance 

B on ded and Insured 

214 .388.4543 
Fax 214 .388 .9875 
EMail : kleen@concentric.net 

Troy Crandal 
Marketing Services 

Pager 214 .816. 7553 

PO tio, l!JlJMl • Dallas T)I 7521U 

PC HELP 
Web Pages & 
E-Mail Setup 

Affordable I Easy On Si te Hardware & Software Training 
Installation & Repair in Your Home or Office 

Scott Causey 
9729 Broken Bow 
Dallas, TX 75238 
E-Mail: scausey@airmail.net 
Phone: 214-349-2349 

Flowers 1999 - Chancel ancl Communion 

There are a lot of dates left. It's time again to begin taking 
orders for Chancel flowers (2 arrangements in urns) a~d Com-· 
munion Table flowers ( I arrangement in front of the Commun
ion Table ) for 1999. The flower s can be give n "i n honor or· or 
"in memory or· your loved ones or fo r a special occasion in 
your life. Please call 214 .35 1 .190 I. ext. 264 . 

Single Men's Pot Luck Dinner 

Beginning in Febru ary. the First Friday. 
Single Men' s Fellowship dinner format will 
change to a pot luck dinn er. Food ass ien 
ment s will be made according to last n~1me 
and will rota te each month . For example . r~r 
February: A-G=Entrec. H - M = Sal ad. N

S=Desert. T-Z= Beverages. Th ere will be a $1.00 donation for 
paper and plastic products. For more information abou t the 
Single Men 's Pot Luck Dinner. contact John at 214.946.3365. 

Weanesclay Night Supper Is Setvea! 

When : 5:30-6:30, Wecl., J.in27 
Whete: Fellowship H.ill 
What: Me.it lo.it. m.ic.itoni .incl 

cheese, btoccoli, tossecl 
salacl, clinnet tolls, 

chetty pie 
How Much: Only $5! 

Traditional Loa11s 
for Non-Traditional 

•• 
""\.--~ 

~ 
Dallas: (21'4) 942-8400 

email us at: lo,priF/ntg.com 
http ://www 'demt _com 
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