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ABSTRACT

POSTTRAUMATIC GROWTH AND CORE BEREAVEMENT IN GRIEVING
INDIVIDUALS: EXAMINING THE FIVE STAGES OF GRIEF

Samet BAS

Master Thesis
Department of Psychology
Supervisor: Assoc. Prof. Dr. Emre SENOL-DURAK
June 2016, 132 + XIX Pages

This study was designed to investigate possible associations of Posttraumatic
Growth with the Five Stages of Grief (denial, anger, bargaining, depression, and
acceptance), and intensity of bereavement, together with several bereaved-related (age,
gender, education, living conditions, and receiving professional help), loss-related (loss
gender, suddenness of loss, time since loss, and closeness to the deceased) factors, and
the factors of quality of relationship with deceased (relationship quality, interaction
frequency, and supportiveness of the relationship with deceased). With this purpose,
501 bereaved individuals who have a significant loss experience (e.g., father, mother,
sibling, child, or close friend etc.) provided data on posttraumatic growth (PTG-X), the
five stages of grief (FSGS), and bereavement intensity (CBI), as well as demographic
information. Moreover, the five stages of grief and its associations with core
bereavement and posttraumatic growth were tested empirically for the first time with a
model. Results revealed that several bereaved/loss related variables (gender, education,
living conditions, and closeness to the deceased) associated with posttraumatic growth,
core bereavement, and certain stages of grief. Additionally, tested model revealed that
the nature of the five stages of grief can be separated into two groups: pre-acceptance

and acceptance stages. While acceptance stage directly associated, pre-acceptance



viii

stages indirectly (by the way of core bereavement) associated with posttraumatic
growth. Moreover, bargaining stage takes a junction role between positive and negative
directions in grieving process. Overall, findings of the present study reveal both the

linear and overlapping natures of the five stages of grief.

Key words: Posttraumatic growth, Bereavement, Grieving Stages.



OZET

KAYIP YASANTISI OLAN BIREYLERDE TRAVMA SONRASI GELIiSiM VE
TEMEL YAS UNSURLARI: YASIN BES ASAMASININ INCELENMESI

Samet BAS

Yiiksek Lisans Tezi
Psikoloji Boliimii
Damisman: Prof. Dr. Emre SENOL-DURAK
Haziran 2016, 132 + XIX Sayfa

Bu ¢alisma, Travma Sonrast Gelisim ile Yasin Bes Asamasinin (inkar, ofke,
pazarlik, depresyon ve kabul) ve yasin yogunlugunun kaybi olanla iligkili faktorler
(cinsiyet, egitim, yasam kosullar1 ve profesyonel yardim) ve kayipla iliskili faktorler
(kaybin cinsiyeti, kaybin ani/beklenmedik olusu, kayip sonrasi siire ve kayba olan
yakinlik derecesi) ve kaybedilen kisiyle olan iliskinin kalitesi (iliski kalitesi, etkilesim
diizeyi ve iliskinin destekleyiciligi) ile birlikte degerlendirilmesini amaglamaktadir. Bu
dogrultuda 6nemli bir kayip yasantisina (0r. anne, baba, kardes, cocuk ve ya sevilen bir
arkadag) sahip 501 bireyden travma sonrasi gelisim, yasin bes asamasi ve temel yas
unsurlar1 verilerinin yansira demografik bilgiler elde edilmistir. Ayrica bu sayede, yasin
bes asamasinin yasin yogunlugu ve travma sonrast gelisimle iligkisi ilk defa gorgiil bir
modelle test edilmistir. Sonuclar, baz1 kayip/kayb1 olan ile iligkili faktorlerin (or.
cinsiyet, egitim, yasam kosulu ve kayba olan yakinlik derecesi) travma sonrasi gelisim,
temel yas unsurlar1 ve bazi yas asamalariyla iliskili oldugunu gostermistir. Ayrica test
edilen model yasin bes asamasmin kabul Oncesi ve kabul asamalar1 olarak
degerlendirilebilecegini ortaya koymustur. Kabul agsamasi direkt olarak travma sonrasi
gelisim ile iliskili iken, kabul Oncesi asamalari yasin yogunlugu aracilifiyla dolayli

olarak travma sonrasit gelisimle iligkili bulunmustur. Ayrica pazarlik asamasinin



olumsuz ve olumlu yas siiregleri arasinda bir kavsak rolii istlendigi goriilmektedir.
Biitiin bu sonuglar ayn1 zamanda yasin bes asamasinin hem dogrusal hem de es zamanl

gorilebilen bir siire¢ oldugunu ortaya koymustur.

Anahtar kelimeler: Travma Sorasi Gelisim, Yakin Kaybi, Yas Asamalari
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INTRODUCTION

‘Traumatic events are extraordinary, not because they occur rarely, but rather

because they overwhelm the ordinary human adaptations to life... ”
Judith L. Herman*

Traumatic events are generally seen as unusual and rare events. However, in
some regions of the world, they have been commonly seen as a big part of daily life. For
instance, there are two massive earthquakes in the history of Turkey. In 1997 (izmit),
17118 people lost their lives, while 606 people dead in 2011 (Van) due to the
earthquakes, officially (BDTIM 2015). Also, recently more than 300 people lost their
life in a mine accident, in Soma. In addition to earthquakes, terrorism has become one
of the most common traumatic events for Turkey and its neighboring countries that
results the death of many innocent people. Recently, more than 200 people killed by
three different blasts in the capital of Turkey. In addition to earthquakes and terrorism,
many people lost their lives due to the several reasons (e.g. chronic, sudden or terminal

illnesses, suicide or accidents etc.).

It is not surprising that traumatic events lead to many physical, psychological
and social problems for the survivors of trauma. However, after a significant loss
experience bereaved individuals (parents, couples, friends or someone close to
deceased) also struggle with many physical and emotional problems. Depression,
anxiety, posttraumatic stress disorder or complicated/prolonged grief disorders have
been accepted most common disorders that follow the death of a loved one because of
several reasons. All these reactions have been accepted as negative side of stressful life

events and researchers have mostly examined these reactions.

! Herman (1997: 33).



Recently, Tedeschi and Calhoun (1996) conceptualized a model, namely
Posttraumatic Growth that arising from struggling with major life crisis. Although,
positive outcomes have been recognized for centuries, it was first studied systematically
by these researches. According to their model, traumatic events cause a shift in
survivor’s worldview and results a personal growth. However, there is no consensus in
the field about whether loss experiences can be categorized as a traumatic event or not.
Calhoun and colleagues (2010) revealed that if the loss experience is intense as
shattering your basic assumptions about yourself, others and world, it is more likely
lead to growth. However, this relationship has not been tested systematically with

bereaved individuals.

Loss of a loved one has been accepted as one of the most devastating events for
bereaved individuals. Therefore, related subjects such as reactions to death,
bereavement and grief processes have been widely studied areas in the field. Moreover,
there are several grief models that identify grief processes in the frame of bereaved
individuals. These models can be categorized as stages, phases, or tasks of grief process.
Kiibler-Ross (1969) conceptualized a model, namely Five Stages of Grief with
terminally ill patients. This model is one the most accepted stage model of grief and
revised recently by Kiibler-Ross and Kessler (2005) in a book On Grief and Grieving:
Finding the Meaning of Grief Through the Five Stages of Loss with bereaved
individuals who lost a loved one. Although, this model has been widely accepted by

several disciplines, researchers have limitedly tested it.

In the present study, loss of a loved one has been accepted as a major life crisis.
Therefore, following the loss of a loved one, possible associations between
Posttraumatic Growth, the Five Stages of Grief, and intensity of their bereavement by

Core Bereavement Phenomenon (Burnett et al. 1997) are questioned.



CHAPTER |

1. LITERATURE REVIEW

Several negative life events have been examined in the context of their traumatic
influence, such as, domestic violence (Abrahams 2007), sexual assaults (Dura-Vila,
Littlewood, and Leavey 2013), natural disasters (Arnberg, Johannesson, and Michel
2013), combat veterans (Raab et al. 2015) and health problems (cancer, HIV etc.;

Sikkema et al. 2013). These events are described as threatening events.

Psychological trauma also includes threatening life events that do not lead to
physical damage or harm. These events include bereavement experiences such as
individuals losing their families, friends and someone close to them or survivors of
terminal illness. Parental loss (Stoppelbein, Greening, and Elkin 2006) and child or
infant loss (Christiansen, OIff, and Elklit 2014) have been mentioned as traumatic
events specific to grief experiences of deceased individuals. However, these events have

been less likely to be examined in the literature.

1.1. Trauma and Loss (Traumatic and Non-Traumatic Bereavement)

Sooner or later, almost everyone may experience the loss of a loved one, at least
once during his/her life period. According to the report of United Nations, probability of
dying between the ages 15 and 60 in the world globally was 157 per 1000, during the
years 2010-2015 (UN 2013). When considering the mortality rates of Turkey, 390,121
people died (5 per 1000) totally by the year 2014 (TUIK 2015). Contrary to Turkey,
global death rate is very high worldwide. Moreover, according to the same database of
the Turkish Statistical Institute (2015), 48.6% of the deceased were 75 and more years
old. These rates indicate that there are high levels of death rates totally worldwide,

additionally, 52.4% of the deceased died in an age range that is lower than life
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expectancy (M = 76,3; TUIK 2014). Thus, more than half of the deaths can be accepted

as unexpected death experiences.

“Trauma” and “bereavement” are the terms generally used in the same context
both in daily life and in the literature. Generally bereavement term is used in the
meaning of loss. It refers to the “situation a person who has recently experienced the
loss of someone significant through that person's death (e.g., death of one's partner,
parent or child etc.).” (Stroebe, Schut, and Finkenauer 2001: 188).

According to the Rubin, Malkinson, and Witztum (2003) it is needed to specify
the meaning of the trauma in the context of bereavement. They highlighted that trauma
surrounds or accompanies the bereavement under terrible conditions such as,
unexpected death. While some researches (Rubin et al. 2003) subsume that the all loss
experiences (bereavement) are traumatic, and have a potential to be traumatic
bereavement, others consider that there is a different interaction between trauma and
bereavement (Stroebe et al. 2001).

In their leading article, Stroebe and colleagues (2001: 189) specify that,
“traumatic events can occur without bereavement”. They counter argue that a loss can
be either called as a trauma or bereavement. However, they also mentioned a third
category of "traumatic bereavements"”. For instance, traumas including bereavement can
be accepted in this traumatic bereavement term. This interaction between trauma and
bereavement was showed detailed in Figure 1.1. Traumatic events such as psychological
earthquakes (Ozdemir et al. 2015), sexual assault (McCauley and Casler 2015; Ullman,
Relyea, Peter-Hagene, et al. 2013), breast cancer (Arnaboldi et al. 2014), or hearth
diseases (Senol-Durak and Ayvasik 2010a) are accepted in those events. For the
“traumatic bereavements” sudden or unexpected death of a loved one commonly seen in
the traumatic events such as a cancer (Lichtenthal and Breitbart 2015), violent death
(Burke and Neimeyer 2014), terrorist attacks (Stevens et al. 2013), natural disasters
(Garcia et al. 2015; Kalantari and VVostanis 2010) or suicide (Pitman et al. 2014).
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Figure 1.1: The Interface of trauma and bereavement (Stroebe et al. 2001)

Traumatic events and its essential features have been presented in different
editions of Diagnostic and Statistical Manuel of Mental Disorders (DSMs) since 1980.
In DSM-III, psychological distressing events are the first time described under the title
of Posttraumatic Stress Disorder (PTSD), and presented events that must be outside the
range of usual human experience (APA 1980). In the revised form, DSM-III-TR,
although there is still an emphasis on the “unusual human experience” (e.g., outside the
range of such common experience like simple bereavement, chronic illness or marital
conflict etc.), the content of traumatic stressors is enlarged (APA 1987). When
considering DSM-1V and DSM-IV-TR, witnessing a traumatic event to another person
or learning the event that experienced by a family member or close friend, are accepted
as traumatic stressors (APA 1994, 2000). In the latest edition, DSM-V, essential feature
of the traumatic event is described as exposing to a actual or threatening death, serious
injury, or sexual violence in different ways (directly exposure to the event, witnessing,

or learning the event as it occurred to a family member, close friend or others; APA



2013). Although the lines of a traumatic event has been drawn by DSMs, in real life it
seems very difficult to make a distinction between traumatic and non-traumatic
bereavement, also this is often not possible (Rubin et al. 2003). In this regard, trauma
and bereavement interface in multiple ways. In some bereavement types, such as a long-
expected death or a child death to say it is not a traumatic bereavement is very hard
(Stroebe et al. 2001).

There is a growing body of research about the effects of traumatic/non-traumatic
bereavement on people. There is a detailed comparison between reactions to trauma and
bereavement in a comprehensive study “The Traumatization of Grief” (Stroebe et al.
2001). However, it is asserted that although symptom picture which has generally been
used by studies deciding whether a loss is traumatic or not, should not be the only
criterion (Rubin et al. 2003). They emphasize the critical role of the relationship with
the deceased. According to their perspective, The Two-Track Model of Bereavement is
the best way to understand the trauma and bereavement interaction in a multiple

perspective. These perspectives are explored later on.

1.2. Traumatic Bereavement and Mental Health

The nature and the type of death have been accepted as important factors that are
related with poorer outcomes (Green 2000). These factors are organized, such as sudden
or unexpected, horrific, violent (homicide, suicide or AIDS) deaths, and multiple losses
or the death of a child. Many of these factors are indicated in stressor criterion
(Criterion A) in DSM-IV for Posttraumatic Stress Disorder (PTSD; APA 2000).

After loss experience, especially in which the loss was traumatic, survivors are
more likely to experience several psychological problems (Cerel et al. 2006) such as
PTSD and depression (Burton, Haley, and Small 2006; Keyes et al. 2014; Melhem et al.
2001; O'connor 2010; Van Denderen et al. 2016), grief difficulties (Feigelman, Jordan,
and Gorman 2008), substance use problems in family functioning (Cacciatore et al.
2013). They are also more likely to suffer from several poorer well-being, and health

problems (Rogers et al. 2008) and high mental distress (Lohan and Murphy 2005).



In a study conducted by Melhem et al. (2001) with twenty-three bereaved
subjects who has traumatic grief symptomology, the comorbidity of traumatic grief with
other disorders was investigated. Results revealed that most of subjects met criteria for a
current or lifetime Axis | diagnosis. While 52% of the participants (N = 12) met criteria
for major depressive disorder, 30% (N = 7) of them met criteria for PTSD. As a
comorbid disorder to loss experiences, depressive disorder has an important place.
Especially, often experienced unexpected death following through 6-18 months marked
increase in depression (Burton et al. 2006). Moreover, relationships with the deceased
were highlighted to severity of the PTSD and complicated grief (Van Denderen et al.
2016). In their study parents had a greater risk in terms of developing emotional

problems when compared with other relatives of the deceased.

Considering the types of death, the death of a child might be seen as the most
traumatic event that leads acute and long-term effects on parents’ lives. In a study,
bereaved parents (N = 503) reported a large variety of mental and physical health
problems (Cacciatore et al. 2013). Also results showed a significant clinical distress
among bereaved parents with continuous familial, psychological and health problems
following the death of child. Similarly in another study, bereaved parents reported more
depressive symptoms, poorer well-being, and more health problems even after 18 years
passed (Rogers et al. 2008). It was also found that these parents were more likely to
show marital disruption when compared with counterparts who have not any loss

experiences.

In addition to loss of a child, unexpected loss of a parent has also been
mentioned as influencing bereaved children. In a study by Kalantari and Vostanis
(2010) eighty-six children (ages 7-13) who had a parent loss before 4-years from the
study compared with children who has no loss experience in their family environment.
Children who had suffered parental loss had more behavioural and emotional problems
than other children. Same results supported by another study (Cerel et al. 2006), which
were conducted with parent-bereaved children (N = 360) 6-17 years old and their
surviving parents. In this study families were also categorized based on anticipated (N =
143, 40%), or unanticipated death (N = 203, 56%). In the first two years after the

parental death, children reported increased psychiatric problems.



1.3. A Bitter Experience: Loss

“Niobe is one of the more tragic figures in Greek myth ... Niobe was the queen
of Thebes (the principle city in Boetia), married to Amphion, King of Thebes. Niobe and
Amphion had fourteen children (the Niobids), ... at a ceremony in honor of Leto, the
daughter of the titans Coeus and Phoebe. She mocked Leto, who only had two children,
Apollo, ... and Artemis... Apollo killed the seven sons ... Artemis killed the seven
daughters with her lethal arrows. At the sight of his dead sons, Amphion either
committed suicide ... In any event, Niobe's entire family was dead in a matter of
minutes. In shock, she cradled the youngest daughter in her arms, then fled to Mt.
Siplyon in Asia Minor. There she turned to stone and from the rock formed a stream
(the Achelous) from her ceaseless tears. She became the symbol of eternal mourning.
Niobe is weeping even to this day. Carved on a rock cliff on Mt Sipylus is the fading
image of a female that the Greeks claim is Niobe (it was probably Cybele, the great

mother-goddess of Asia Minor originally). ~

This short mythological narrative from the Greek mythology (Balwin 2016,
http://www.pantheon.org/articles/n/niobe.html, retrieved March 14 2016), presents us a
good prototype of the loss experience itself and bereaved mothers-fathers and families.
This painful experience, as a loss, may effects bereaved people and their relatives
devastatingly. Therefore, as such in the narrative, being a stone was probably the only
way of coping for Niobe. Since, it is an unendurable life experience for the people left

behind, hence the tears are every time with you.

In the present study, loss/bereavement is a phenomenon that needs to be
understood from a scientific perspective by using the theoretical and empirical
knowledge that arises today increasingly. In the field while loss experiences are
describing by writers, they generally use some different words such as bereavement,
grief, mourning, complicated bereavement/grief or grief process etc. Sometimes this
difference may cause an ambiguity for researchers or readers in the field. For example
the terms pathological grief, complicated/delayed/chronic grief, and complicated
mourning can be used while explaining the same or related process. Although these
different words are related to loss experiences, each concept includes different

meanings about loss itself.


http://www.pantheon.org/articles/a/amphion.html
http://www.pantheon.org/articles/n/niobids.html
http://www.pantheon.org/articles/l/leto.html
http://www.pantheon.org/articles/a/apollo.html
http://www.pantheon.org/articles/a/artemis.html
http://www.pantheon.org/articles/c/cybele.html
http://www.pantheon.org/articles/n/niobe.html

1.3.1. Different Expressions Related with Loss

There are some expressions such as bereavement, grief, mourning that are used
very commonly in the field to explain the loss experiences. It will be useful to make a
descriptive distinction between them. Bereavement signifies the situation of a person
who has experienced the loss (death) of someone who is significant such as partner,
parent or child (Stroebe et al. 2001). Grief is an emotional response of a bereaved
individual to the bereavement, while mourning symbolizes the actions and styles of
expressing grief that generally reflects the mourning rituals from one’s cultural

background (Averill and Nunley 2005).

1.3.1.1. Loss and Bereavement

The different word meanings of the loss are specified as; “(1.) When you no
longer have something or have less something” and “(3.) The death of a person” in the
English dictionary (CUP 2008: 849). It is clear that the term loss is commonly used for
a number of reasons. That means, it is not compulsory that a death has occurred,
however, it includes the states of changed relationships with a person or an object or
maybe lacking a body part (Mander 2015).

Bereavement is “the death of a close relation or friend who has recently died”
(CUP 2008: 125). When we look more closely, especially through the etymological
approach, the term bereavement has other meanings, which does not only include death.
This approach gives us easiness while understanding the meaning of bereavement. The
verb “to bereave” is derived from the adjective “bereft”, which means “to steal anything
of value” (Mander 2015: 3). When considering that the life steals something that is
valuable for you, the term “bereavement” meets finely the state of having lost someone

close to you.
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1.3.1.2. Grief

The term “grief” briefly refers to the reaction to the experience of death of a
loved one. It will be helpful to clarify related concepts with grief such as “acute grief,
integrated grief and complicated grief”. While acute grief represents the initial,
commonly intense and disruptive reactions, “integrated grief” is the long-lasting
response after adjustment to the life without deceased with satisfaction (Shear,
Ghesquiere, and Glickman 2013). However, complicated grief “is a form of prolonged
acute grief, where the term complicated is used in the medical sense of a superimposed
process that impedes healing. Complicated grief is a distinct mental health disorder”
(Shear et al. 2013: 406)

Besides, grief may have many social, financial, or other implications, this
process highlights the emotional and psychological responses, thus grief is a part of that
experience, not the whole of it (Kiibler-Ross 2009). We know while the bereavement
refers to the state of loss, grief is the response to loss. Therefore grieving or the grieving
process with developments in the individual’s emotional state is the main subject in

psychology area.

1.3.1.3. Mourning

The term “mourning” is a “great sadness felt because someone has died” (CUP
2008: 930). In his famous paper, Mourning and Melancholia, Freud (1917: 243)
indicated that “Mourning is regularly the reaction to the loss of a loved person, or to the
loss of some abstraction which has taken the place of one, such as one's country, liberty,
an ideal, and so on.”. Also, the term includes a large variety of comprehensive, more
socially oriented expressions of loss (Mander 2015), such as wearing special clothes
(mourning clothes) during a period of time. Following the death of a loved one, these
cultural expressions assist someone to move distressing phase of bereavement to rebuild
normal functioning (Goodwyn 2015). However, in the case of a failure in transition, a
more problematic state can develop namely complicated grief. As stated by Freud

(1917), the same experience generates melancholia (currently clinical depression)
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instead of mourning for some people, thus this cause to suspect them in a pathological

disposition.

In the paper Mourning and Melancholia, Freud (1917) makes a brief but
comprehensive description of melancholia. His views still have a substantial impact on
researchers and clinicians who work on grief process. As mentioned above, at least two
main points about grief reported by Freud have an influential effect on clinical workers
as Tedeschi and Calhoun (2004a) mentioned. One idea is that after a significant loss,
most of people’s psychological activity in response to the bereavement appears
unconsciously. Today when a bereaved person is seen in the stage of denial, from this
point of view that reflects Freud’ s idea about bereaved person’s mental process, which
is out of conscious awareness. Freud’ s other idea that is mentioned by Tedeschi and
Calhoun (2004a) is “work of grief” which is a necessary part of psychological
intervention. After the loss of a loved one, grieving individuals may need to engage in a

complicated psychological process.

1.3.2. Complicated/Prolonged Grief

According to our initial descriptions, grief refers to the psychological and
biological responses to bereavement. As stated by Shear et al. (2013: 406), “acute grief
is the initial response, often intense and disruptive. Integrated grief is the permanent
response after adaptation to the loss in which satisfaction in on-going life is renewed.
Complicated grief (CG) is a form of prolonged acute grief...” In the literature, abnormal
responses to the bereavement have been defined as either complicated grief or

prolonged grief disorder (PGD).

Because of the CG has been accepted as a distinct disorders, some researchers
make its definition with regard to certain symptoms of grief that must be distinct from
bereavement related depression and predicted from long-term functional impairments
(Prigerson et al. 1995). Also, in that study they developed a standardized measurement
called Inventory of Complicated Grief (ICG) to detect the symptoms of complicated

grief.
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The CG does not have a long diagnostic history. In DSM-IV, grief has been
accepted as an expected and culturally accepted response (APA 1994). Moreover, in the
same version of the DSM, bereavement has been defined as ‘‘other condition that may
be a focus of clinical attention’’. In the following time course, there are some consensus
effort to assign and detect the criteria of the CG (Horowitz et al. 1997; Prigerson et al.
1995; Shear et al. 2011) and prolonged grief disorder (Boelen et al. 2010; Prigerson et
al. 2009) in the diagnostic process. Today the complicated/prolonged grief disorder has
its own place in the fifth edition of DSM, in the section on “Disorders Requiring Further
Study” with the name of “Persistent Complex Bereavement Disorder (PCBD)” (APA
2013). In the PCBD, bereaved individuals who have a significant loss, experience acute
grief symptoms (e.g. persistent yearning, preoccupation with the deceased etc.), and
reactive distress to the death (e.g. marked difficulty accepting the death, bitterness or
anger related to loss etc.), and social/identity disruption (e.g. difficulty trusting others, a
desire to die etc.) for at least 12 months for bereaved adults, for 6 months bereaved
children. Moreover, the PCBD is distinguished from normal grief, depressive disorder,

posttraumatic stress disorder, and separation anxiety disorder (APA 2013).

Although Prolonged Grief Disorder, as the most common form of complicated
grief, it is strongly associated with depression, PTSD, and anxiety (Schaal et al. 2012),
it has been accepted as a distinct disorder from both major depressive disorder (MDD)
and post- traumatic stress disorder (PTSD; Boelen et al. 2010). It is important to make a
distinction between the CG and other comorbid disorders, depression and PTSD (Shear
et al. 2013). Although PGD is clearly different, its comorbidity rates with depression
and PTSD are quite high. A study conducted with 400 bereaved (widowed and orphan)
participants whose relatives (62%, N = 46) died during genocide, PGD fulfilled
comorbid symptom criteria for depression (90.3%, N = 428), and PTSD diagnosis
(84.4%, N = 427) (Schaal et al. 2012). In another study, while following a significant
bereavement, the prevalence of CG was found 6.7%, it was found 3.7% in the general
sample (Kersting et al. 2011). In the same study, being female gender, lower income
(less than €1250/month), older age (over 61 years), having loss of a child or a spouse,
and cancer as a death reason, were indicated as risk factors for the CG.
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More than %70 in general population may experience the CG reactions (Li,
Chow, Shi, and Chan 2015). The prevalence of the CG changes from 2.5% (Kersting et
al. 2011) to 25.4% (Newson et al. 2011). According to the Li et al. (2015), there are two
important explanations for these differences: cultural factors and different criteria for
diagnosis.

Studies argue that some factors are quite useful in predicting whether an
individual will experience complicated/prolonged grief after a death, especially when
the deceased is significant. Beside the personal indicators such as coping styles (e.g.,
religious coping) and trauma history, some external variables including cause of death,
relationship with the deceased and social support have an important value in evaluating
individuals at high risk (Hibberd, Elwood, and Galovski 2010). Lower social support
satisfaction and education level (for the caregivers), being female, types of loss (losing
a child or spouse and violent deaths), time of death confirmation, previous loss
experiences and lack of preparation for death, attachment styles and marital closeness
and younger patient age for deceased (Hibberd, Elwood, and Galovski 2010;
Kristensen, Weisaeth, and Heir 2010; Lobb et al. 2010; Lombardo et al. 2012; Morina,
et al. 2010; Van Denderen et al. 2016; Villacieros et al 2014).

1.3.3. Grief Reactions to Different Types of Loss

Bereaved individuals mostly have lost a first order family member (spouse,
child, parent and sibling (Kersting et al. 2011). The reactions of this kind of loss differ
with gender (Burden et al. 2016), type of bereavement (suicide, infant loss, or terminal
illness; Ljung et al. 2014), family context (Werner-Lin and Biank 2012), and who the
deceased is (spouse, child, siblings or other relatives). Therefore it requires clinical and
research attention in order to find out similarities and differences to understand the
reactions to these different types of bereavements. Moss and Moss (2014) pointed out
the role of family context. Because of the former bereavement studies focused on only
the bereaved person as an individual, they highlight the role of including multiple

family members into the studies.
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1.3.3.1. Loss of Spouse

A significant statement of a woman who lost her husband: “We were married for
fifty-nine years.... (It’s) just like somebody comes and ... chopped your arm off.”
(Holtslander and Duggleby 2010: 114). This statement clearly explains why the loss of
a loved one especially death of a spouse is one of the most stressful life events as it was
mentioned by other studies (Gallagher-Thompson et al. 2005). In line with this the death
of a partner has an important impact on mortality rates (Van Den Berg, Lindeboom, and
Portrait 2011) as well as mental and physical health problems (Hart et al 2007). Well-
being including decreased life satisfaction and increased depression (Burton et al. 2006)
have also been mentioned among individuals experienced death of a spouse. According
to Stroebe et al. (2005) researchers have focused on bereavement as quite related with
extreme mental and physical problems, but these problems does not occur among
everyone and not always permanently. Therefore, understanding these factors associated

with well-being is so important.

In respect to the death of a loved one has a significant effect on bereaved spouse’
s mortality rates (Van Den Berg et al. 2011). They investigated causal factors of spousal
bereavement on mortality. A strong instantaneous effect of bereavement on mortality
have mentioned at the first 2.5 years. Following a death of spouse have also influenced
on chronic illness. Bereaved individuals with illness have a decrease on their life
expectancy rates (average 12% in the residual life). Another study which focused on
mortality rate, gender, and age of bereaved spouse mortality risks were found higher
among men than women and also high among younger bereaved individuals compared
with older people (Seifter et al. 2014). In addition to the gender difference, remarrying
was a significant factor in the same study. Mortality risks were higher in both widows
and widowers who did not remarry (Also risk was higher in both genders during the
first 6 months after a conjugal bereavement). In addition to death of spouse, death of
close family member have been reported as increasing mortality rates and physical or
psychological deceases, in a longitudinal study conducted by Jones et al. (2010), there
was an increase in mental health. However circulatory disorders rates were two times

more in bereaved individuals than non-bereaved individuals.
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In respect to well-being, depression, life satisfaction, and social support
components following the first two years of widowhood during the process of grief,
have been mentioned as important factors (Powers, Bisconti, and Bergeman 2014).
While depression levels of widows decreased across months, life satisfaction showed a
gradual decline across time. However, life satisfaction gradually increased across the
second year of bereavement. For the social support, they showed that while widows
reported stable levels of social support during first two years, there was a decline about

the level of emotional support and support provided by family member.

Current studies highlight the effects of social support on grief process. Having
positive social support resulting a decrease the self-reported symptoms of distress
(Wilson and Supiano 2011). In another study conducted with women and men who
recently lost their spouse or partner, results showed the significant role of friends (Vries
et al 2014). In the first 2-6 months following the death, older spouses was influenced by
the support of friends or relatives. Thus, higher satisfaction with these relationships was
associated with a decrease in negative affective responses to their loss. However, in the
same study, surprisingly higher frequency of social support from both friends and
relatives was related higher grief and depression. As well as, researchers discussed this
result with turmoil in social-emotional world of bereaved individuals, and also with a
greater need of frequent contact with friends and relatives as a way of showing an

intense emotional response.

1.3.3.2. Bereaved Parents (Loss of a Child)

Today, it is widely known and accepted reality the death of loved one causes
many psychological and physical problems. However, among these losses, the loss of a
child has been emphasised as beyond all bear and a long lasting grief process for the
parents (Rubin 2005).

Previous studies revealed that bereaved parents have lower level of well being
(Wei, Jiang, and Gietel-Basten 2016) and adverse psychological and social effects such
as depression, anxiety disorders, and marital breakups (Bolton et al. 2013); PTSD
(Christiansen, Elklit, and OIff 2013); prolonged grief disorder and poor quality of life
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(Rosenberg et al 2012); dissociation, sleep disturbances, somatization, interpersonal
sensitivity (Murphy, Shevlin, and Elklit 2014); family dysfunction (Cao et al. 2013);
negative psychological symptoms in subsequent pregnancy, disfranchised grief, grief
suppression, and avoidance of memories (Burden et al. 2016). Moreover, there are some
studies, which assert that these comorbidities may endure up to 18 years after the death
of a child or infant (Christiansen et al. 2013; Dyregrov and Dyregrov 1999).

Reasons of death have been mentioned as influencing different responses to the
loss a child. For instance, if the loss reason is a terminal illness (e.g. cancer), and
sudden/unexpected death (e.g. suicide, earthquake) or an infant death, the responses will
be different from each other in respect to some reactions and morbidities. In a review
study with bereaved parents of children with cancer depression, anxiety, prolonged grief
and poor quality of life are mentioned as main outcomes for bereaved parents
(Rosenberg et al. 2012). However when the death reason is perinatal or postnatal
complications, parents’ responses include also trauma related symptoms such as
dissociation, sleep disturbances, somatization, and interpersonal sensitivity (Murphy et
al. 2014). In addition to, these symptoms including trauma specific and psychological
outcomes especially aggression and interpersonal sensitivity showed a tendency, which
continues up to five years after the death experience. In another longitudinal study
conducted with bereaved mothers and fathers (N = 634) by infant death after up to 18
years later, estimated PTSD prevalence was 12.3 % (Christiansen et al. 2013). Besides,
PTSD severity did not differ when comparing pre, peri, or post-natal loss groups. The
study also gives valuable results about risk factors. For instance, lower gestational age

was an important variable related with more symptoms.

Suicide is one of the most influential death reasons for the bereaved parents. In
a recent and comprehensive study with an extensive sample of suicide (N = 3284)
compared with any-cause deaths (N = 14095), being exposed to offspring’s death was a
higher risk factor for psychiatric hospitalization, no matter what was the cause (Ljung et
al. 2014). This study also stated the central role of familial effects such as shared
genetic, because of the lack of psychiatric hospitalization and decreased level of risk on
non-bereaved siblings. In another recent study suicide-bereaved parents (N = 1415)

contrasted with non-bereaved parents (N = 1415) and motor vehicle crash-bereaved
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parents (N = 1132; Bolton et al. 2013). Study showed that, when considered two years
before and after the death, marital breakups were associated with suicidal bereavement.
Additionally very few differences were found between suicide bereaved and motor

vehicle crash-bereaved parents on pre and post outcomes.

Critical risk factors for bereaved parents have been highlighted in the literature.
However, these risk factors can be change in terms of the death reason, for instance time
since the loss, female sex, attachment avoidance and anxiety, emotion-focused coping,
rational coping, feeling let down and social support satisfaction (accounted for 42% of
the variance) in PTSD severity (Christiansen et al. 2013). In addition to these, fewer
years of education and lower income, being female, being at an advanced age, being
divorced or widowed, being directly exposed to the death of their children, not having
another baby after the earthquake as well as having chronic diseases are another risk
factor for depression when the cause of death was an earthquake (Cao et al. 2013).
Finally, developing prevention strategies for complicated grief is essential since the risk
factor of parents’ needs around the time of their offspring’s death. Since, it is stated as a

greater risk factor for developing complicated grief (Meert et al. 2012).

Following the death of offspring, differences on responses to the loss depending
on gender of parents has been discussed in the literature (Burden et al. 2016;
Christiansen et al. 2014). In a recent a meta-analysis, psychological impact of stillbirth
on bereaved parents has been investigated (Burden et al. 2016). According to their
comprehensive analysis, beyond negative psychological factors that noted above,
fathers and mother are affected differently from stillbirth. While negative psychological
symptoms, pressures to delay or prioritise conception, stigmatisation, altered body
image, mixed feelings on decision making, motivation for and use of healthcare services
were mostly associated with mothers, employment difficulties and increased substance
abuse were associated with fathers. Moreover, avoidance and grief suppression affects
both parents and leads to relationship difficulties within the couple and also the wider

family unit.
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1.3.3.3. Parental Bereavement (Loss of a Parent)

Over 150 million children (infants to teenagers) around worldwide, experience
the death of one or both parents in 2012 (UNICEF 2014). Although the term parental
bereavement has not been used only for bereaved children who lost a parent during
childhood, the death of parent for the children must be one of the most critical life
events in all over the world. Most common reasons living without one or both parents
for children are wars, invasion, natural disasters, conflict, chronic poverty (IHH 2014),
and terminal illness (AIDS; Jacobson et al. 2014).

The death of parent among bereaved children has been commonly studied in the
field. In this context several studies has focused on the mental health (especially with
longitudinal studies), family contexts, type of death reason, and treatment approaches
for the children who lose one or both parents. In the present study it will be included

study results on this topics.

Lucenko et al. (2015) conducted a study with youths between the ages 12-17
and their biological parents, to examine the effects of negative life experiences on
adolescent behavioral health problems. According to the findings, the death of a
biological parent was an important predictor for mental illness. In another study, which
was also conducted with youth between the ages 7-13, and compared the experiences of
parental cancer (N = 31) and parental death (N = 32; Howell et al. 2016). They assessed
levels of depression, anxiety and posttraumatic stress symptoms (PTSS) and found that
while both groups revealed similar levels of depression and anxiety, PTSS scores were
higher for children who lost their parents. Moreover, expressive coping, supportive
caregiver communication and positive parental reinforcement were associated with
lower levels of PTSS. In the sample of bereaved group, PTSD symptoms and its
relationship with children who experience parental death is also supported other studies
(Stoppelbein et al. 2006).

There is a common question in the field, including parental death during
childhood and its relation to lifelong psychological and physical problems (e.g. chronic
illness) during their adulthood. There are contradictory results in the field about long-

term effect of parental bereavement (Jacobs and Bovasso 2009; McClatchey and
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Wimmer 2014; Stikkelbroek et al. 2012). In a longitudinal study conducted by
McClatchey and Wimmer (2014) with adults (N = 571) between the ages 18-64 who
lost a parent before the age of 16, parental death was not associated with mental health
both 12 month time interval and lifetime. Similar results were revealed in another
longitudinal study (Stikkelbroek et al. 2012). In this study conducted with adults aged
18-64 years (N = 7076), there was no strong association between parental death and
mental health in adulthood 12-month time interval and lifetime. Also, parental death
was not associated with age of onset, occurrence of mental health problems, use of
mental health services and functional limitations. It was also argued that, adults losing a
parent in childhood could cope successfully; therefore, they might not be need and

professional help.

Parental death may increase suicide and other mortality risk in adulthood has
also been investigated. According to a recent study from US, in a sample of 663,729
individuals 4533 of them committed suicide, also had early life parental death history
during early life. Suicide risk was reported before age 50, and among individuals with
cardiovascular disease deaths (Hollingshaus and Smith 2015). In another review study,
effects of parental death by suicide in the sample of children was studied (Hung and
Rabin 2009). Although children experience posttraumatic stress symptoms, guilt and
self-blame that contributes to depression in adulthood following the suicidal event, it
was revealed that studies did not provide significant support for qualitative and
quantitative difference. Also, Kovess-Masfety et al. (2015) investigated prevalence of
suicidal ideation and thoughts of death and their relationships with demographic factors.
In the sample of primary school children (N = 7061) aged 6-12 living in different
countries including Italy, Turkey, Romania, Bulgaria, Lithuania, Germany, and the
Netherlands. It was indicated that, suicidal ideation and thoughts of death were more

frequent in single-parent families and large families.

There are studies, which focusing on other associated factors about the death of
a parent. These are well-being, self-confidence and self-esteem, coping efficacy, parent
child relationship quality, and internalizing problems (Leopold and Lechner 2015; Mack
2001; Stikkelbroek et al. 2016; Wolchik et al. 2008).



20

Mack (2001) directly made a comparison between different family disruption
groups (adults who experienced parental divorce, adults who experienced parental
death, and adults who were raised in intact families) before the age 19 (N = 4,341).
Interestingly, scores of self-confidence were higher in adults who experienced parental
death during childhood. In a current study, Leopold and Lechner (2015) studied with
2760 adult children between the ages 17-70. They found that, effects of parental loss on
life satisfaction change considerably by gender and age over 11 years. In terms of
satisfaction level, daughters who experience the death of their mothers have lowest level
of life satisfaction. Also sudden death of mothers, adversely affects their daughters
adaptation of loss even after several years.

Lastly, role of relationship quality with child-parent and the coping efficacy
have also mentioned. Wolchik et al. (2008) conducted a cross-sectional (N = 340) and
longitudinal (N = 100) study on bereaved youths. They found that, intensity of general
grief and intrusive grief thoughts were affected by the relationship quality between child
and parent affect levels of general grief and intrusive grief thoughts. They also found
that, coping efficacy partially mediated relation between relationship quality with parent
and general grief reactions. They account for this interaction with the behaviour of
supportive caregivers and their positive parental strategies that shapes children belief of
control and greater coping efficacy on stressors. In line with these findings, it is
expected that family functioning (family organization, cohesion, communication and
role differentiation, pre- and post-bereavement) and multiple loss in the family may
affect grief process and mental health adversely. However it is possible to find contrary
results. In their longitudinal study with adolescents who have family bereavement
during 2 years research process, Stikkelbroek et al. (2016) found that family functioning
did not change significantly. It predicted internalizing or externalizing problems after
bereavement. Also they indicated that experiences more than one family members’

death did not predict externalizing problems.

1.3.3.4. Bereaved Siblings

Loss of a sibling has been accepted one of the most important loss experiences

in the in the circle of immediate family (Van Denderen et al. 2016). Although there are
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restricted studies about the prevalence of the loss of a sibling during childhood and its
consequences in adulthood, it has been indicated that from 5% to 8% of the children

affected by the death of one or more siblings (Fletcher et al. 2013).

This tragic life event causes elevated psychological problems (Dowdney 2008).
When the age of bereaved sibling is lower than 10 years, increased crying, altered sleep
patterns, enuresis, loss of skills, headaches, stomachaches, and sleep disturbances are
the most common problems (Machajewski and Kronk 2013). However, when the age of
bereaved individuals is 13 an more years, bereaved siblings have increased levels of
mental disorders (e.g. depression [unipolar and bipolar], anxiety disorders, and attention
deficit hyperactivity disorder etc.) as well as suicide attempts and higher alcohol and
drug use disorders compared non-bereaved siblings (Bolton et al. 2016). In addition to
psychological problems, loss of a sibling has been considered a risk factor for increased
mortality rates. Rostila, Saarela, and Kawachi (2012) revealed that following a sibling
loss mortality risks were higher in all age groups. Also, this relationship was stronger

when the bereaved was younger.

In addition to the age of bereaved individuals, suddenness of sibling loss has
been considered a risk factor for developing psychotic disorders in adulthood. In a study
conducted by Clarke et al (2013), individuals who had sibling loss before they were five
years old due to the natural disasters, had more risks for developing bipolar disorder and

schizophrenia when compared individuals who had sibling loss due to the illness.

1.3.3.5. Other Loss Experiences

As mentioned above, the death of an intimate family member (father, mother,
child or sibling) causes many negative outcomes. In addition to intimate family
members, loss of a close friend also related with psychological problems, such as PTSD
and depression. In a study conducted with bereaved young adults (aged 12-17) who had
a close friend or family member loss due to the homicide, bereaved individuals

experienced PTSD, depression, and alcohol/drug use problems (Rheingold et al 2012).
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In addition to the psychological problems, closeness to the deceased has an
important role in terms of bereavement intensity (Van Denderen et al. 2016) and
personal growth (Armstrong and Shakespeare-Finch 2011). In a cross-sectional study
with community-based sample (N = 312; spouses, family members, and friends), who
were homicide victims, other relatives had lower levels of emotional problems
compared intimate family members (Van Denderen et al. 2016). Moreover, in another
study with different bereaved sample (N = 146), individuals who had second-degree
relative loss, reported less posttraumatic growth as well as lower levels of bereavement

intensity (Armstrong and Shakespeare-Finch 2011).

1.4.7. Current Theories of Grief

In the psychology literature, it is possible to find widely accepted and
comprehensive theories about the grief process. Some writers make distinction between
them in terms of their developmental tradition and contextualisation of the grief process.
Stroebe et al. (2005) groups these theories as “depression models of grief”
(understanding emotional reactions to the loss) and “stress theories” (in which
bereavement is seen as a stressful life event). However there are alternative groupings in
terms of structures of models. Different theorists handle the subject in various ways
such as stages, phases, and tasks (Worden 2009). When considering the stage theory of
grief, Elisabeth Kiibler-Ross is the most famous one. In her leading book, Death and
Dying (1969), she worked with the people who were struggling with a terminal illness.
According to her model (which will be discussed in detail), as a response to the
awareness of dying, patients go through to the death with five stages (denial, anger,
bargaining, depression and acceptance). However, in their current work, On Grief and
Grieving: Finding The Meaning of Grief Through The Five Stages of Loss (2005, 2014),
Kiibler-Ross and David Kessler reprocessed the five stages of dying on individuals who

has a significant loss, as well.
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1.3.4. Modern Grief Theories
1.3.4.1. Phases of Grieving

In the literature about grief, John Bowlby who is the developer of attachment
theory, and Colin Murray Parkes have an important place with their influential theories
on other clinical workers about grief/grief work. According to the Bowlby’ s key
observation (similarity of responses between a person who is grieving and a child
separated from his/her primary caregiver), individual’s status of attachment with the
deceased who is loved one, is a good indicator understanding how that person can cope
effectively (Tedeschi and Calhoun 2004a).

Bowlby (1980), Colin Murray Parkes (2006), and Colin Murray Parkes and
Prigerson (2010) developed an alternative approach as phases of grieving, in place of
stages. These phases are categorized as; initial sense of numbness (phase 1), and then a
period of highly distressing yearning and “searching” for the deceased person (phase II),
and disorganization and despair (phase II1), and finally psychological reorganization,
following the death of a loved one (Tedeschi and Calhoun 2004a). Therefore, it is
difficult to say that the stages and phases are very distinct models, since they have

similarities.

1.3.5.2. Task of Grieving

Contrary to previous model of grieving (stages, phases) the task of mourning
model, which was developed by (Worden 2002, 2009) includes an active process.
According to this model, bereaved individuals do not need to pass through stages/phases

in a specific order and be passive during the grief process.

The task model consists of four main tasks: task | (accepting the reality of the
loss), task Il (processing the pain of grief), task Il (adjusting to the world without the
deceased) and lastly task IV (finding an enduring connection with the deceased in the
midst of embarking on a new life; Worden 2009). Due to the fact that grieving is a
process unlike stages or phases, bereaved individuals’ effort is needed for healing

during this process. As it is valid for other models, not every task has to be effected in
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the same way from all loss experiences (Worden 2009). It is possible to find detailed

description about tasks of grieving in Grief Counseling and Grief Therapy.

1.3.5.3. Five Stages of Grief

According to the Maciejewski et al (2007) adjustment to the bereavement
through stages of grief theory was first proposed by Bowlby (1980) and Parkes (1972).
Afterwards, Kiibler-Ross (1969) adapted the theory as five-stages (denial, anger,
bargaining, depression, and acceptance) to the terminal ill patients’ dying process.
Currently, Kiibler-Ross and Kessler (2005) reconsidered the model, as five stages of
grief, for people who are grieving for the loss of loved one. However it is asserted that
beside the fact that stages have evolved since they were propounded, they were also
generally a misunderstood concept (Kiibler-Ross and Kessler 2014). David Kessler
expresses his opinions by these sentences; “Elisabeth always said that the most
misunderstood thing in her life is her stages. They are unique as we are. Not everyone
goes through them in the same way. If you go back and read her initial papers on it,

they 're not the same for everyone.” (Oransky 2004: 1120).

The first stage of this model is denial. In this stage people who are in denial may
act different than people who are denying their terminal illness, so denial is more
symbolic than literal for them (Kiibler-Ross and Kessler 2014). As a typical statement
when we faced the death “No, not me, it cannot be true.” represents our initial denial
(Kiibler-Ross 2009:39). Shock and numbness may be seen firstly following the death of
a loved one. Then people begin questioning the death with “why” and “how”. Each
question help us to accept the reality of death (Kiibler-Ross and Kessler 2014). It is
asserted that denial cannot be continued any longer and it is replaced by the feeling of
anger and the question “why” (Kiibler-Ross 2009). This stage is called “anger”.
Bereaved people generally feel anger towards the deceased person, healthcare
professionals or others and even God (Cimete and Kuguoglu 2006; McClatchey and
Wimmer 2014; Webb 2014) Also, anger allows us to find other hidden emotions about
our loss (Kiibler-Ross and Kessler 2014). Anger gives its place to next stage
“bargaining”. In this stage bereaved individuals bargain with God and generally use

that kind of statements; “I will never be angry at my wife again if you’ll just let her
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live.” (Kiibler-Ross and Kessler 2014: 18). According to the model, the next stage is
depression. As it was indicated in a study by Maciejewski et al. (2007) after around six
months following the death, while anger decreases depressive mood reaches the top
level. Bereaved individuals state this stage as meaningless, not enjoyable at all or a
“darkness” (Cimete and Kuguoglu 2006). However, depression stage has not been
completely accepted as Major Depressive Disorder. Although, depression is one of the
most comorbid situations in the frame of grief process (Burton et al. 2006; Keyes et al.
2014), there are studies, which support the depression model, that indicates differences
major depression bereavement exclusion and bereavement related depression
(Wakefield and Schmitz 2013). Final stage is “acceptance”. Kiibler-Ross and Kessler
(2014) specify that acceptance should not be seen as being all right or okay after death
experience. It means that bereaved individual accepts the reality of death. Many of the
bereaved individuals express their feeling of acceptance with these sentences; “We still
remember our child frequently but not as frequently as we had in the first months. Now
we have been able to go back to our routines. Time is the cure.” (Cimete and Kuguoglu
2006: 41).

1.3.5.4. Two-Track Model of Bereavement

The development of Two-Track Model of Bereavement (TTMoB) goes back to
the beginnings of 1980s (Rubin 1981). The TTMoB undertakes as a goal to integrate the
theoretical, clinical, and empirical findings on bereavement in direction of two group of
literature: relationship with the deceased and changes in the life after a shattering major
life events (Rubin 1999).

Track | represents emotional, interpersonal, somatic and psychiatric indicators of
functioning within the frame of some features. A few of those ten features are anxiety,
depressive affect, somatic symptoms, and familial or general interpersonal relationships.
Each of the ten qualities is based on literature and the responses of bereaved individuals.
Track Il is also represented basically with ten factors such as emotional distance,
positive or negative affect vis-a-vis deceased some of them, and related with

interpersonal relationship to the deceased (Rubin 1999). These tracks can be
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summarized as “General or Biopsychosocial Functioning (Track I) and Relationship to

the Deceased (Track II)” (Rubin et al. 2009: 308).

Rubin et al. (2009) developed a questionnaire named “The Two-Track Model Of
Bereavement Questionnaire” (TTBQ), to assess both biopsychosocial functioning and
the on going relationship to the deceased. Questionnaire consists of 70-item self-report
items and five factors three of which have a relational focus, and the other two are
related with general biopsychosocial functioning. They describe five factors in the
following way: First factor (Relational Active Grieving) may be seen as evaluating how
one is grieving. Second factor (Close and Positive Relationship to the Deceased) assess
the degree of emotional support, closeness, and mutual trust present two years prior to
the death. Third factor (Conflictual Relation to the Deceased) shows a picture about the
relationship and thoughts about conflicts with the deceased two years prior the death.
Factor 4 (General Biopsychosocial Functioning) includes items related with problems of
functioning. Last factor (Traumatic Perception of the Loss) is related with the difficult
side of acceptance of the bereavement according to different perspectives. They indicate
that high scores on the TTBQ reflect the problems generally seen in a traumatic
bereavement (Rubin et al. 2009).

1.4. Positive Effects of Trauma and Stress

There are overwhelming evidences of traumatic events in the psychological
trauma history that cause many negative physical and psychological effects on people. It
is understandable when considering highly distressing nature of traumatic life events.
Christopher (2004) asserts that growth is a normal outcome than pathology following a
traumatic experience. However, growth should not be seen as a predictable outcome of
traumatic event just like disorders because it can be seen together with continuing

personal distress (Tedeschi and Calhoun 2004b).

One of the best conceptualisations is presented by (Janoff-Bulman 1992), about
how traumatic events resulted with positive outcomes. She asserted that traumatic life
events cause a change on our fundamental assumptions about our world and ourselves.

In the aftermath of these disrupting life events, survivors reconstruct an assumptive
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world with the help of their meaningful cognitive reappraisals and support of inner

circle.

Scientists used various terms to describe this kind of positive changes such as;
stress-related growth (Park, Cohen, and Murch 1996), perceived benefits (McMillen and
Fisher 1998), and posttraumatic growth (Tedeschi and Calhoun 1995). In these
directions, different assessment tools were developed to assess self-report responses of
posttraumatic growth. Some of them are, The Stress-Related Growth Scale (Park et al.
1996), Perceived Benefit Scale (PBS; McMillen and Fisher 1998), and also the Post-
Traumatic Growth Inventory (PTGI; Tedeschi and Calhoun 1996), which is the most
widely used assessment tool in the field.

Today, there has been a growing body of literature, which focus on positive
effects of stressful life events on people since the last three decades. Such as earthquake
(Yu et al. 2010), cancer (Barakat, Alderfer, and Kazak 2006), cardiovascular diseases
(Senol-Durak and Ayvasik 2010a; 2010b), diabetes (Senol-Durak 2014), bereavement
(Engelkemeyer and Marwit 2008; Senol-Durak and Tedeschi 2015; Tedeschi and
Calhoun 2008), HIV infection (Mo et al 2014), combats (Tedeschi 2011) are some of

currently focused traumatic events in terms of growth.

1.4.1. Posttraumatic Growth

Positive effects of trauma were first conceptualized as “posttraumatic growth”
(PTG) by Tedeschi and Calhoun (1996). PTG refers to a positive psychological change
experienced as a consequence of struggling with a highly disrupting life event (Calhoun
and Tedeschi 1999). Terminology of PTG, associated with some earliest time Hebrew,
Greek, and Christian writings and ideas, and also as such in teachings of Hinduism,
Buddhism, and Islam about the transformative power of suffering (Tedeschi and
Calhoun 1995) and more recently has similarity with existential philosophy about
growth opportunity in trauma and struggling (Tedeschi, Park, and Calhoun 1998) and
with some approaches of scientists and clinicians in 20th century, such as G. Caplan,
Irvin D. Yalom, Abraham Harold Maslow, Martin E. P. Seligman and Mihaly
Csikszentmihalyi (Tedeschi and Calhoun 2004b).
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According to the Tedeschi and Calhoun (2004b), the term ‘posttraumatic
growth” is the best one to describe the experiences of individuals’ development
following a traumatic event, in contrast to other terms, such as stress-related growth,
illusion, one of many ways to cope with trauma, thriving or flourishing. Tedeschi and
Calhoun (1996) developed a scale to assess PTG, named Posttraumatic Growth
Inventory (PTGI). Scale consists of five factors that define the basic domains of PTG:
greater appreciation of life and changed sense of priorities; warmer, more intimate
relationships with others; a greater sense of personal strength; recognition of new
possibilities or paths for one’s life; and spiritual development. Afterwards, they

elaborated spirituality dimensions as spirituality-existentialism (Tedeschi et al 2016).

1.4.1.1. The Process of Posttraumatic Growth

Tedeschi and Calhoun (1996) model of PTG has some similarities, in terms of
theoretical ideas, with the trauma model of Janoff-Bulman (1992) and the “assumptive
world” of (C Murray Parkes 1971). Thus, they assumed that a person’ s understanding
of the world relies on major challenges resulting from major life crises (Tedeschi and
Calhoun 2004b).

Janoff-Bulman (2004) asserts that cognitive processing and schema
reconstruction has an important place in the model of PTG. Calhoun and Tedeschi

1998: 215) described this process by using an earthquake metaphor:

“A psychologically seismic event can severely shake, threaten, or reduce to rubble
many of the schematic structures that have guided understanding, decision making, and
meaningfulness. Psychological crisis can be defined in relation to the extent to which
the fundamental components of the assumptive world are challenged, including
assumptions about the benevolence, predictability, and controllability of the world;

one’s safety is challenged, and one’s identity and future are challenged”

They extended their earthquake metaphor with drawing an analogy between
physical and cognitive rebuilding. Just like physical structures are rebuilt more resistant

to the future earthquakes, cognitive rebuilding also becomes more resistant (Tedeschi
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and Calhoun 2004b). These results have been accepted as PTG. In this context, the
model of PTG gives general information about PTG and thoughts of creators about the
process (Calhoun and Tedeschi 1998). In the model of PTG, they highlight some
individual characteristics, the ways of managing distressing emotions, and degree of
self-disclosure about one’s emotions was well as cognitive processing of the traumatic

event and role of ruminative thoughts (Tedeschi and Calhoun 2004b).

1.4.1.2. Individual Characteristics and PTG

Although some personality characteristics (conscientiousness, agreeableness,
and openness to experience; Karanci et al. 2012; Linley and Joseph 2004), coping
strategies [e.g. problem-focused coping (Buyukasik-Colak, Gundogdu-Akturk, and
Bozo 2012), religious coping (Prati and Pietrantoni 2009)] and seeking or perceived
social support (Schroevers et al 2010) have been mentioned here basically, cognitive

processing was explained in detail, as coherent to study framework.

1.4.1.3. Cognitive Processing and Rumination

According to Greenberg (1995), in the process of reconstruction the worldview
of the survivors and adjusting to trauma, cognitive processing has a valuable role. Also,
the term rumination as a part of cognitive rumination was described as “a process of
frequently returning to thoughts of the trauma and related issues, characterized by a
sense of intrusion of these thoughts during daily activities” (Calhoun and Tedeschi
1998: 227). Nolen-Hoeksema (2001) indicated that rumination and ruminative coping
increases negative emotions and the probability a depressed mood will become a
depressive disorder. Because of that, rumination might be accepted as an avoidant
coping against to painful side of bereavement (Stroebe et al. 2007). However, Calhoun
et al (2000), asserted that although there is powerful relationship between certain types
of rumination and negative affect and depression, relationship between growth and
cognitive processing is surprising. Thus, Tedeschi and Calhoun (2004b) distinguish
rumination that related with PTG from rumination in depression. In this context,

rumination can be used as a domain of cognitive processing and event related thinking,
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which includes making sense, problem solving, reminiscence and anticipation rather
than negative, self-punitive thinking (Calhoun et al. 2000). Especially, in the context of
bereavement, it has been asserted that rumination (deliberate, reflective or constructive)
has an important role in repairing and reconstructing for a working belief system
following a significant loss experience (Calhoun et al. 2010). In a qualitative study with
six bereaved mothers, rumination that includes negative themes about the death itself,
has been described as not useful behaviors while mothers coping with their loss (Parker
and Dunn 2011).

It is possible to find studies in the literature that support the relation between
rumination and PTG, with bereaved individuals. Recently Taku and coworkers (2009)
conducted a cross-cultural study (US and Japanese sample, N = 224). In this study, they
examined the relationship between intrusive rumination versus deliberate rumination
(soon after the event and recently), and found that both types of rumination were
positively associated with PTG. Moreover, they also indicated different effects of
ruminations over time. While intrusive ruminations soon after the event were positively
related with PTG, recent deliberate rumination strongly predicted the level of PTG. The
positive relationship between deliberate rumination and PTG was supported by other
recent studies (Garcia et al. 2016; Zhang et al. 2013).

Moreover, Calhoun and colleagues (2000) supported their ideas about
rumination with the finding of a study conducted with young adults (N = 54) who
experienced a traumatic event. They found a relationship between event related
rumination and the degree of reported PTG scores.



1.5. Aim of the Present Study

Posttraumatic growth has been largely examined with several events such as
natural disasters (Eren-Kocak and Kilic 2014; Guo et al. 2015), sexual abuse (Hartley et
al 2016; Lev-Wiesel, Amir, and Besser 2005), combat veterans (Marotta-Walters, Choi,
and Shaine 2015), acute or chronic illnesses (e.g., rheumatoid arthritis) (Dirik and
Karanci 2008); cancer (Bozo, Gundogdu, and Buyukasik-Colak 2009); diabetes (Senol-
Durak 2014); heart disease (Senol-Durak and Ayvasik 2010a; 2010b). On the other
hand, bereavement has been limitedly examined in the literature in respect to PTG
literature although its relation to PTSD has been extensively evaluated (Chan and
Rhodes 2013; Jin, Xu, and Liu 2014, Sattler, Boyd, and Kirsch 2014).

Extensive studies are associated with bereaved-related factors (e.g., coping
styles, meaning making of the death or intensity of grief process) (Gillies, Neimeyer,
and Milman 2014; McClatchey and Wimmer 2014) and loss-related factors (e.g.,
sudden/unexpected nature of death, violent or natural deaths) (Buckley et al. 2015;
Kaltman and Bonanno 2003). Therefore this study aimed firstly to investigate both
bereaved-related factors (e.g., gender, living conditions, having a loss experience in last
year) and loss-related factors (e.g., gender of loss, cause of death, time since death, and
suddenness of death) to understand better the process of grief.

Also, as mentioned in the literature review, there are several models explaining
grief process. Those models are mostly theoretically discussed but less empirically
tested. Therefore, this study aimed secondly to empirically test Kiibler-Ross and
Kessler’s grief model (2005), which is the most comprehensive model explaining grief
process. As known, this model has not been tested yet. The linearity and overlapping
natures of each stage was aimed to test. Moreover, possible associations between stages
of grief, core bereavement and posttraumatic growth were aimed to investigate. Also,
fourthly, this study aimed to develop a model to find a link between stages of grief,
grief intensity and posttraumatic growth by considering associations between variables,
the stages of grief model (Kubler-Ross and Kessler 2005), and posttraumatic growth
model (Tedeschi and Calhoun 1996).
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1.6. Hypotheses of the Present Study

Hypotheses of the present study can be categorized as in four groups. The first
groups of hypotheses are related to bereaved related and loss related variables and their

association with the stages of grief, grief intensity and posttraumatic growth.

Hypothesis 1: Being women, having higher levels of education, living in a
nuclear family, and receiving professional help will be associated with higher levels of

Posttraumatic Growth, Core Bereavement, and Five Stages of Grief.

Hypothesis 2: Having a loss in last year will be associated with lower levels of

Posttraumatic Growth, higher levels of Core Bereavement, and the Five Stages of Grief.

Hypothesis 3: Experiencing sudden/unexpected loss, gender of the deceased as
women, loss of a first-degree relative will be associated with higher levels of

Posttraumatic Growth, Core Bereavement, the Five Stages of Grief.

The second groups of hypotheses are related to whether stages of grief are
linearly associated with each other after controlling socio-demographic variables.

Hypothesis 4: After controlling the effects of socio-demographic variables,
higher levels of Quality of Relationship with the Deceased (relationship quality,
interaction frequency, and supportiveness of the relationship) scores will be associated
with higher levels of Denial.

Hypothesis 5: After controlling socio-demographic variables, higher levels of
Quality of Relationship with the Deceased (relationship quality, interaction frequency,
and supportiveness of the relationship), and higher denial scores will be associated with
higher levels of Anger.

Hypothesis 6: After controlling socio-demographic variables, higher levels of
Quiality of Relationship with the Deceased (relationship quality, interaction frequency,
and supportiveness of the relationship) and higher Denial and Anger scores will be

associated with higher levels of Bargaining.
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Hypothesis 7: After controlling socio-demographic variables, higher levels of
Quality of Relationship with the Deceased (relationship quality, interaction frequency,
and supportiveness of the relationship), and higher Denial, Anger and Bargaining scores

will be associated with higher levels of Depression.

Hypothesis 8: After controlling socio-demographic variables, higher levels of
Quality of Relationship with the Deceased (relationship quality, interaction frequency,
and supportiveness of the relationship), and higher Denial, Anger, Bargaining, and

Depression scores will be associated with lower levels of Acceptance.

The third groups of hypotheses are related to associations between stages of
grief and socio-demographic variables to grief intensity and posttraumatic growth.

Hypothesis 9: After controlling socio-demographical variables (age, gender, and
education) higher levels of Quality of Relationship with the Deceased (relationship
quality, interaction frequency, and supportiveness of the relationship) at the second step,
Higher levels of Denial, Anger, Bargaining, and Depression scores at the third step,
lower Acceptance scores at the fourth step will be associated with higher levels of Core

Bereavement.

Hypothesis 10: After controlling socio-demographical variables (age, gender,
and education) higher levels of Quality of Relationship with the Deceased (relationship
quality, interaction frequency, and supportiveness of the relationship) at the second step,
lower levels of Denial, Anger, Bargaining, and Depression scores at the third step,
higher Acceptance scores at the fourth step, higher Core Bereavement scores at the fifth
step will be associated with higher levels of Posttraumatic Growth.

The fourth group of hypotheses is developing a model by testing the non-
linearity of stages of grief model (Kubler-Ross and Kessler) and giving importance to
grief intensity as a way of cognitive processing the event to encourage Posttraumatic
growth (Tedeschi, Calhoun).

It is hypothesized that Denial, Anger, Bargaining, Depression, Acceptance, and

Core Bereavement will combine to influence PTG. Particularly; the relationship
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between the stages of grief and PTG will be mediated through the effect of Core

Bereavement.



CHAPTER Il

2. METHOD

This chapter will be giving information about the population and sample,

participants, measurements that were used, and procedure of the present study.

2.1. Population and Sample

The study population is bereaved adult individuals experiencing different type of
loses living in Turkey. The current study sample was conducted with 501 bereaved
adult individuals who live in different cities of Turkey such as Bolu, Ankara, istanbul,
Izmir, Samsun, and Trabzon. Individuals had a significant loss experience (father,
mother, sibling, child, loved one and relatives etc.) with the mean time since loss 10.2
years (SD =10.01).

2.1.1. Participants

The sample of the present study was consists of 501 bereaved individuals. While
50.5% of them were women (N = 253), and 49.5% were men (N = 248). The age ranged
between 19 and 78 and the mean age of participants were 42.44 (SD = 10.43)

When considering their education levels, 37.1% of the participants were
primary-secondary school graduates (N = 186), 27% of them were high school
graduates (N = 140), 30.7% of them were university graduates (N = 154), and 4.2% of
them were master/PhD graduates (N = 21).

All of the participants were married 100% (N = 501). While 92.4% of them
(N = 463) reported that they were living in a nuclear family, 7.6% of them (N = 38)



36

reported that they were living with a large family. Table 2.1 shows the demographical
variables of the participants in detail. Additionally, while 15.4% of the participants have
no child (N = 77), 15.8% of them have only one child (N = 79), 40.9 of the participants
have two children (N = 205) 20.6% of them have three children (N = 103), and 7.4% of
the participants have four or more children (N = 37).

With respect to the participants’ job status most of them were housewife 29.3%
(N = 147), 12.4% were worker (N = 62), 11.2% retired (N = 56), 8.2% self-employed
(N =41), 7.6% officer (N = 38), 6.6% teacher/lecturer (N = 33), 5.8% architect/engineer
(N = 29), tradesman 3.6% (N = 18), 3% technician (N = 15), 2% director (N = 10),
1.8% healthcare personnel (N =9), 1% unemployed (N = 5), .8% farmer (N = 4), .6%
student (N = 3), and .6% of the participants were chef (N = 3) (See Table 2.1).

2.2. Instruments

In the current study, Demographic Information Form that include detailed
questions about participants (age, gender, education, income, marital status, number of
child, and living conditions), and their loss experiences (number of loss, loss in last
year, closeness to the deceased, gender of loss, age of loss, time since loss, cause of
death, and sudden/unexpected nature of loss) were asked to answer. Moreover three
statistically reliable and valid scales were used. These scales were Posttraumatic
Growth Inventory-X Version (PTGI-X), Core Bereavement Items (CBI), and The Five
Stages of Grief Scale (FSGS).

2.2.1. Demographical Information Form

Demographic Information Form was designed to obtain information about
individuals’ socio-economic status and their loss experiences. Thus, the form consists of
two parts. In the first part of the form there were questions about participant’s age,

gender, education, income,



Table 2.1: Demographic characteristics of the participants

Variables M SD N %
Age 42.44 10.43 501 100
Gender

Woman 253 50.5
Man 248 49.5
Education
Primary-Secondary School 186 37.1
High School 140 27.9
University 154 30.7
Master/PhD 21 4.2
Income 3580 2542 501 100
Marital Status
Married 501 100
Number of Child
0 77 15.4
1 79 15.8
2 205 40.9
3 103 20.6
4 and more 37 7.4
Living With
A nuclear family 463 92.4
A large family 38 7.6
Professional
Housewife 147 29.3
Worker 62 12.4
Retired 56 11.2
Self-employment 41 8.2
Officer 38 7.6
Teacher/Lecturer 33 6.6
Architect/Engineer 29 5.8
Tradesman 18 3.6
Technician 15 3
Director 10
Healthcare Personnel 9 1.8
Security Personnel 6 1.2
Unemployed 5 1
Farmer 4 .8
Student 3 .6
Chef 3 .6
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marital status, number of child, and living conditions etc. In the second part of the form
there were questions about loss experiences; number of loss, loss in last year, closeness
to the deceased, loss gender, loss age, time since loss, cause of death, and
sudden/unexpected nature of loss etc. In the first part of the form participants were
asked whether they had an experience of any loss history up till now and recent year,
and which is the most effective for them among this loss experiences. In the second part
of the form, there were detailed questions about the characteristics of the loss
experiences. Whether the loss was sudden/unexpected or not, what was the reasons of
loss, whether they received any professional help or not, how was the quality of
relationship with deceased prior to death (1 to 6), how was the interaction frequency
between them (1 to 6) and perceived supportiveness of the relationship with deceased

prior to death (1 to 6). This form is available in Appendix A.

2.2.2. Posttraumatic Growth Inventory-X Version (PTGI-X)

Posttraumatic Growth Inventory was developed by Tedeschi and Calhoun (1996)
to assess perceived positive changes after traumatic life events with 21 items. Original
PTGI has acceptable construct validity with high internal consistency coefficient (.90)
by using university students. Moreover, the scale has satisfactory test-retest reliability
(.71) over 2-months period of time. Currently, the scale was adapted as PTGI-X by
including 26 items since spirituality dimension of the previous scale includes only two
items. In recent form, this dimension is extended to six items and named spiritual and
existential dimension. In respect to the scale’s adaptation, US, Turkish and Japanese
samples are used (Tedeschi et al. 2016). In PTGI-X, in addition to its reliability,
confirmatory factor analysis was adequate and factor names are typically same;
appreciation in life, relating to others, personal strength, new possibilities, spiritual
changes (See Appendix C).
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2.2.3. Core Bereavement Items (CBI)

Core Bereavement Items (CBI) which was developed by Burnett et al (1997)
aims to measure of core bereavement phenomenon with the level of grief experience.
CBl is a 17 items self-report questionnaire and participants rates the grief experience
with a 4-point Likert-type scale ranging from never to a lot of time (0 to 3). Factor
analysis revealed that in the original form of CBI, there are three sub-dimensions;
images and thoughts (7 items), acute separation (5 items) and grief (5 items). Burnett
and colleagues (1997) reported that CBI has acceptable construct validity and high
internal consistency coefficient (a = .91), also significant group (spouses, adult children
and parents) and time effects.

The adaptation of CBI in the Turkish culture was conducted by Selvi and
colleagues (2011). The Turkish form of CBI has a high internal consistency coefficient
(o0 =.94). Cronbach’ s Alpha coefficient of each sub-dimension is as high as total items;
images and thought .83, acute separation .89 and grief .87. In the analysis of t-test for
test-retest reliability of CBI was found .78. This result shows that total categories and
items scores of CBI has not a significant change in time. The CBI is available in

Appendix B.

2.2.4. The Five Stages of Grief Scale (FSGS)

The Five Stages of Grief Scale (FSGS) was developed by Senol-Durak, Durak,
and Bas (2016) on the basis of the stage model of Kiibler-Ross (1969). The FSGS aims
to assess each stages of grief, namely denial, anger, bargaining, depression, and
acceptance. Scale consists of 17 items, which represent each stages of grief. Participant
rates their grief experiences with a 6-point Likert-type scale ranging from absolutely
inappropriate to absolutely appropriate (1-6). Factor analysis indicated that the FSGS
has two sub-dimensions: pre-acceptance stages (12 items) and acceptance stage (5
items). It has been reported that the FSGS has acceptable construct validity and high
internal consistency coefficient (a = .85) Senol-Durak et al. (2016). (See Appendix D)
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2.3. Procedure

The current study obtained the ethical approval of to the Human Research Ethics
Committee of Abant lIzzet Baysal University. After getting the approval, data was
collected by self-report measures. After explaining the aim and the scope of the study,
participants were voluntarily participated into previous study. And also there was
contact information for any unexpected situation. For this purpose 535 individuals who
experienced a significant loss were reached. Participants were attended to the study
from different cities of Turkey such as Bolu, Ankara, Istanbul, Izmir, Samsun, and

Trabzon.



CHAPTER Il

3. RESULTS

Results were arranged in three different sections: data cleaning, descriptive
statistics of the variables (e.g., means and standard deviations), and correlations
between variables. Afterwards, the results of several t-test, One-Way ANOVAs, and
hierarchical regression analyses were included. Regression analyses were conducted to
examine a model explaining the associations among posttraumatic growth, intensity of
bereavement, five stages of grief and quality of relationship with the deceased.
Structural equation modeling was performed to explore five stages of grief, core

bereavement and posttraumatic growth relationships.

3.1. Data Cleaning

Firstly all the data were entered in the SPSS (IBM Statistical Package for the
Social Sciences 21 2012) program to check the accuracy of the data. Then the data entry
was corrected for the incorrect values, and missing value analyses were performed by
Multiple Imputation technique. Thirty-four cases were deleted due to the have missing
values higher than 5%. Afterwards five cases were also deleted because of their highly
low z scores. At the end data was ready with 501 cases for the further statistical

analysis.

3.2. Descriptive Statistics of the Variables

Means, standard deviations, and possible ranges of variables were demonstrated
in Table 3.1 and also demographic characteristics of the loss related variables were
included in Table 3.2.



Table 3.1: Descriptive characteristic of the variables
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Measures

M

SD

Min.

Max.

Age
Posttraumatic Growth Inventory
Core Bereavement Items
Five Stages of Grief Scale
Denial
Anger
Bargaining
Depression
Acceptance
Quality of Relationship with Deceased
Previous Quality of Relationship
Previous Interaction Frequency with Deceased

Previous Perceived Supportiveness of Relationship

42.45 1043 19.34 78.36

2.66
1.17

2.22
1.86
2.98
2.42
4.64

5.3
4.95
491

1
.58

1.43
1.24
1.58
1.19
1.28

1.22
1.29

0
1

N N e =

5
4

D OO O O O




Table 3.2: Demographic characteristics of the loss related variables
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Variables M SD N %
Gender of Loss
Woman 212 42.3
Man 289 57.7
Age of Loss 57.79 21.37 501 100
Time Since Loss 10.2 10.07 500 99.8
Closeness to the Deceased (1)
First-degree 284 56.7
Second-degree 148 29.5
Other (friend, workmate, neighbor etc.) 69 13.8
Closeness to the Deceased (I1)
Mother 81 16.2
Father 133 26.5
Sibling 47 9.4
Child 23 4.6
Other relative 148 29.5
Close friend 38 7.6
Other 31 6.2
Cause of Death
Sudden illness (e.g. cancer, cerebral hemorrhage) 196 39.4
Chronic disease (e.g. diabetes, Alzheimer/dementia, tension) 137 27.5
Health crises (e.g. hearth attack, intoxication) 93 18.7
Accidents (e.g. traffic. work/home etc.) 50 10
Murdered by someone (e.g. homicide, terror attack, robbery) 10 2
Other (unspecified) 8 1.6
Suicide 4 0.8
Suddenness of Loss
Sudden 343 68.5
Not sudden 158 31.5
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Table 3.2: (Continued)

Quality of Relationship with Deceased
Previous Quality of Relationship 5.3 .99 499 99.6

Previous Interaction Frequency with

4.95 1.22 499 99.6
Deceased
Previous Perceived Supportiveness of
) ) 491 1.3 499 99.6
Relationship
Received Professional Help
No 477 95.2
Psychiatric help/ Medical Treatment 18 3.6
Psychotherapy + Medical Treatment 6 1.2
Recent Loss in Last Year
No 297 59.28
Yes 204 40.72

3.3. Correlations among the Variables

Bivariate correlations were conducted in order to investigate relationships
between PTG and its predictor variables, core bereavement, five stages of grief, factors
of the quality of relationship with deceased, and demographical characteristics of
bereaved were showed in Table 3.3. Results were accepted in range.

3.3.1. Quality of Relationship with Deceased

According to the correlation analysis, relationship quality with deceased was
significantly correlated with both interaction frequency with deceased (r = .58, p <
.001), and supportiveness of the relationship (r = .63, p < .001). Also, interaction
frequency with deceased was significantly correlated with supportiveness of the
relationship with deceased (r = .69, p < .001). Additionally, there were significant
correlations (positive and negative respectively) between supportiveness of the

relationship with deceased and age of bereaved individuals (r = .09, p < .05), and



Table 3.3: Correlations among the variables

1 2 3 4 5 6 7 8 9 10 11 12 13
1 Age 177 -5 06 .09 090 .05 .02 .03 .02 .01 .03 .06
2 Gender 10" .05 -01 -02 -127 -167 -04 -02 -02 -.08 -167"
3 Education 08 -127 -09 -237 -1877  -07 -157 -11  -16  -237
4 Relation 587 83 .07 19 100 .02 090 16 .02
5 Interaction 6977 1577 2377 09" .08 .09 197 .06
6 Supportiveness 157 267 11" 05 127 2177 .08
7 PTGI 2877 187" arT 197 2877 267
8 CBI 4477 3577 537 60 .06
9 Denial 4677 567 .60 -.08
10 Anger 4977 56 .03
11 Bargaining 65 137
12 Depression .05

13 Acceptance

“p<.05"p<.01"p<.001

Note. Gender was coded as 1 for women, and 2 for men
PTGI: Posttraumatic Growth Inventory
CBI: Core Bereavement Items



between interaction frequency and education levels of bereaved individuals
(r=-.12,p <.01).

3.3.2. Posttraumatic Growth

According to the correlation analysis, posttraumatic growth was significantly
and positively correlated with core bereavement (r = .28, p < .001), and all of the five
stages of grief; namely denial (r = .18, p <.001), anger (r = .17, p <.001), bargaining (r
= .19, p < .001), depression (r = .28, p < .001), and acceptance (r = .26, p < .001).
Posttraumatic growth was also significantly and positively correlated with some factors
of the quality of relationship with deceased, namely interaction (r = .15, p < .001), and
supportiveness of the relationship (r = .15, p < .001) with deceased. When considering
relationship between posttraumatic growth and demographical characteristics of
bereaved individuals, there were significant and negative correlations between

posttraumatic growth and gender (r =-.12, p <.01) and education (r = -.23, p <.001).

3.3.3. Core Bereavement

According to the correlation analysis, core bereavement (intensity of
bereavement), was significantly and positively correlated with all the stages of grief
except acceptance dimension (r = .06, p = .21); namely denial (r = .44, p < .001), anger
(r=.35, p <.001), bargaining (r = .53, p <.001) and depression (r = .60, p <.001). Core
bereavement also showed significant and positive correlation with all factors of the
quality of relationship with deceased; namely relationship(r = .19, p < .001), interaction
(r = .23, p < .001) and supportiveness (r = .26, p < .001). Additionally, there were
significant and negative correlations between core bereavement, and gender (r = -.16, p
<.001) and education (r =-.18, p <.001).
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3.3.4. The Five Stages of Grief

Denial is the first stage of grief process. There was a significant and positive
correlation between denial and anger (r = .46, p < .001), bargaining (r = .56, p < .001)
and depression (r = .60, p <.001). It was not significantly associated with acceptance (r
= -.08, p = .07) Moreover, denial was significantly and positively correlated with the
factors of the quality of relationship; namely relationship quality (r = .10, p < .05),
interaction level (r = .09, p < .05), and supportiveness of the relationship with deceased
(r=.11, p<.05).

In addition to denial, anger was significantly positively correlated with only
bargaining (r = .49, p < .001) and depression (r = .56, p < .001). It was not significantly
correlated with (r = .03, p = .46), relationship (r = .02, p = .70), interaction (r = .08, p =
.06), supportiveness (r = .05, p = .30). Bargaining was also found to be significantly
and positively correlated with depression (r = .65, p <.001) and acceptance (r = .13, p <
.001). Moreover, it had a significant correlation with all factors of the quality of
relationship with deceased; relationship quality (r = .09, p < .05), interaction level (r =
.09, p <.05), and supportiveness of the relationship with the deceased (r = .12, p < .01).
Lastly, depression was found significantly correlated with all factors of the factors of
quality of relationship with the deceased, namely relationship quality (r = .16, p < .001),
interaction level (r = .19, p < 0), and supportiveness of the relationship with deceased
(r=.21, p<.001). Itwas not significantly associated with acceptance (r = .05, p = .25).
Acceptance dimension was not significantly associated with quality of relationship
factors; relationship (r = .02, p = .64), interaction (r = .06, p = .22) and supportiveness
(r=.08, p=.06).

When considering demographical characteristics of bereaved individuals, only
acceptance stage was significantly and negatively correlated with gender. Additionally,
there were significant and negative correlations between anger (r = -.15, p < .001),
bargaining (r = -.11, p < .05), depression (r = -.16, p < .001), acceptance (r = -.23, p <

.001) stages and education levels of bereaved individuals.
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3.4. Group Differences

In this part of the study, the effects of both bereaved-related variables (gender,
living condition, education level, receiving professional help, and having a loss in last
year) and loss-related variables (gender of deceased, suddenness of loss, closeness to
the deceased, and cause of death) on posttraumatic growth, intensity of bereavement
and the stages of grief were analyzed by using several Independent Samples t-Tests and
One-Way ANOVAs. The total scores of Posttraumatic Growth Inventory, Core
Bereavement Items and each stages of grief (denial, anger, bargaining, and acceptance)
were used as dependent variables. Analyses were performed for each dependent
variable. Analyses were explained below in accordance with bereaved-related variables

and loss-related variables.

3.4.1. Bereaved-Related Variables

In order to determine the role of bereaved related variables namely, gender of
bereaved, living condition, education level, receiving professional help, and having a
loss in last year on the scores of posttraumatic growth, core bereavement and five stages
of grief several independent samples t-tests (gender of bereaved, living condition, and
having a loss in the last year) and one-way ANOVAs (education level, receiving
professional help) were conducted. Results of the analyses are indicated detailed in
Table 3.4 and Table 3.5 (for t-tests) and Table 3.6 and Table 3.7 (for ANOVAS).

3.4.1.1. The Role of Gender Differences

According to the independent samples t-test analysis, there was a significant
difference between women and men in terms of posttraumatic growth scores [t (499) =
2.72, p < .01]. Women (M = 2.78, SD = .91) had higher level of posttraumatic growth
than men (M = 2.54, SD = 1.08). Figure 3.1 illustrates the result.
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2,8
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H Men k' Women

Figure 3.1: Posttraumatic growth and gender

When the intensity of bereavement was examined there was a significant
difference between among gender groups [t (499) = 3.66, p < .001]. Independent
samples t-test analysis indicated that woman participants (M = 1.27, SD = .59) had
higher scores of bereavement intensity than men (M = 1.08, SD = .56). Figure 3.2

illustrates the results.

1,3
1,2
M11

0,9

H\Women & Men

Figure 3.2: Core bereavement and gender

According to the analysis of independent samples t-test, there was a significant
difference among gender groups in terms of acceptance stage [t (499) = 3.6, p < .001].
Results indicated that women experienced higher level of acceptance (M = 4.84, SD =
1.20) than the men (M = 4.43, SD = 1.32). Figure 3.3 shows the results. Moreover,
denial [t (499) = .88, p = .37], anger [t (499) = .841, p = .68], bargaining [t (499) = .47,
p = .64], depression [t (499) = 1.76, p = .08] were not significantly changed among each
gender group.



50

M 4,5
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Figure 3.3: The stage of acceptance and gender

3.4.1.2. The Role of Living Conditions

When considered the living conditions independent samples t-test analysis
indicated that there was no significant difference on the scores of posttraumatic growth
in terms of participants who live with a nuclear family and participants who live with a
large family [t (499) = -1.28, p = .20]. Moreover similar results were found for intensity
of bereavement. Living conditions did not show a significant difference on the scores of
core bereavement [t (499) = -.94, p = .35].

Analysis also showed that on the basis of living conditions (living with a nuclear
or large family) there was a significant difference on the scores of anger stages of grief
[t (499) =-3.00, p <.01]. Results indicated that participants who live with a large family
(M = 2.44, SD = 1.63) experienced increased level of anger than the participants who

live with a nuclear family (M = 1.82, SD = 1.19). Figure 3.4 indicates the results.

O B N W

® Large Family & Nuclear Family

Figure 3.4: The stage of anger and living conditions
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In addition to anger, there was a significant difference between the groups of
living condition (living with a nuclear or a large family) in terms of the score of
depression stage [t (499) = -2.23, p <.05]. It was found that participants who live with a
large family (M = 2.84, SD = 1.44) had higher level of depression stage than the
participants who live with a nuclear family (M = 2.39, SD = 1.16). Figure 3.5 represents

the group differences.

2,8
2,6
2,4
2,2

M Large Family & Nuclear Family

Figure 3.5: The stage of depression and living conditions

On opposed to significant findings defined above, denial [t (499) = -1.12, p =
.32], bargaining [t (499) = -1.56, p = .16], acceptance [t (499) = -.52, p = .60] scores

were not change across different living conditions.

3.4.1.3. The Role of Education Level

When conducted One-Way ANOVA to examine the role of education levels on
the scores of posttraumatic growth, results indicated that it was significant [F (3, 497) =
11.71, p < .001]. Post-hoc analysis using Bonferroni test indicated that the participants
who were master/PhD graduates (M = 1.97, SD = 1.19) reported lower levels of
posttraumatic growth than the participants who were primary-secondary school
graduates (M = 2.84, SD = .85), and high school graduates (M = 2.83, SD = .89).
Additionally, there were no significant differences between the participants who were
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university graduates (M = 2.37, SD = 1.14) and master/PhD graduates. Also, there were
no significant difference between the participants who were primary school graduate

and high school graduate. (See Figure 3.6)

2.84 , 2.83 ,

237 1.97
97y

® Primary-Secondary ®High School - University - Master/PhD

Figure 3.6: Education level and posttraumatic growth

In order to examine the role of education level on the scores of core
bereavement, one-way ANOVA were used and it was found to be significant [F (3, 497)
= 6.24, p < .001]. The results of Bonferoni post-hoc showed that participants who were
primary-secondary school graduates (M = 1.30, SD = .63) had higher levels of
bereavement intensity than the participants who were university graduates (M = 1.009,
SD = .58) and master/PhD graduates (M = .86, SD = .48). Results also indicated that
there were no significant differences between the participants who were primary-
secondary school graduates and high school graduates (M = 1.14, SD = .51); and the
participants who were high school graduates, university graduates and master/PhD

graduates. Results were presented in Figure 3.7.
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Figure 3.7: Education level and core bereavement

In order to examine the effect of education level on the five stages of grief, one-
way ANOVA were conducted. Results indicated that while the role of education levels
was not significant for denial stage [F (3, 497) = 1.10, p = .35], it was significant for
anger stage [F (3, 497) = 3.90, p < .01]. According to the Bonferoni post-hoc results,
participants who were primary-secondary school (M = 2.07, SD = 1.35) graduates had
higher levels of anger than the participants who graduated from university (M = 1.68,
SD = 1.11). Additionally there were no significant differences between the participants
who were primary-secondary school, high school (M = 1.87, SD = 1.25) graduates, and
master/PhD graduates (M = 1.38, SD = .60); and between participants who were high

school graduates, university graduates and master/PhD graduates. (See the Figure 3.8)
1.68

2.07
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® Primary-Secondary ®High School - University ® Master/PhD

1.87 45

Figure 3.8: Education level and anger stage
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The role of education level was also found to be significant for bargaining stage
[F (3, 497) = 4.55, p < .01]. Post-hoc results of Bonferoni indicated that the participants
who graduated from primary-secondary school (M = 3.30, SD = 1.71) had higher scores
of bargaining than the participants who graduated from high school (M = 2.67, SD =
1.47). Moreover there were no significant differences between the participants both who
were primary-secondary school graduates and high school graduates, and participants
who were university graduates (M = 2.91, SD = 1.49), master/PhD graduates (M = 2.83,
SD = 1.47) (See Figure 3.9).

3.30,
. 267, 291 ap 2.83

® Primary Secondary “'High School = University ® Master/PhD

Figure 3.9: Education level and bargaining stage

The role of education level was also found to be significant for depression stage
[F (3, 497) = 5.06, p < .01]. Bonferoni post-hoc results showed that participants who
were primary-secondary school graduates (M = 2.65, SD = 1.29) had higher scores of
depression stage than who were university (M = 2.30, SD = 1.15) and master/PhD (M =
1.81, SD = .71) graduates. Additionally there were no significant differences between
the participants who were high school graduates (M = 2.35, SD = 1.10) and both who
were primary-secondary school graduates and university and master/PhD graduates.
(See Figure 3.10)



55

2.65,

2.35 4 230,
181,

® Primary-Secondary ®High School L University - Master/PhD

Figure 3.10: Education level and depression stage

One-way ANOVA results indicated that education level had a significant effect
on acceptance stage [F (3, 497) = 10.56, p <.001]. According to the results of Bonferoni
post-hoc, the participants who were primary-secondary school graduates (M = 4.99, SD
= 1.11), high school graduates (M = 4.64, SD = 1.15), and master/PhD graduates (M =
4.48, SD = 1.80) had higher levels of acceptance than the participants who were
university graduates (M = 4.24, SD = 1.38) and also there were no significant
differences between them. Moreover results indicated that there were no significant
differences between the participants who were university graduates and master/PhD

graduates (See Figure 3.11).

4.99 ,
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Figure 3.11: Education level and acceptance stage
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3.4.1.4. Receiving Professional Help

According to the analysis of one-way ANOVAs, there were no significant
differences on the scores of posttraumatic growth [F (2, 498) = .57, p = .56], core
bereavement [F (2, 498) = .35, p =.70], and all stages of grief namely, denial [F (2, 498)
= 1.14, p = .32], anger [F (2, 498) = 1.94, p = .15], bargaining [F (2, 498) = .42, p =
.66], depression [F (2, 498) = 1.13, p = .33], and acceptance [F (2, 498) = .34, p = .71]

among the participants groups of receiving professional help.

3.4.1.5. Having Loss in Last Year

Independent samples t-test was performed in order to examine the role of
differences having a loss in last year on the scores of dependent variables. Finding
indicated that there were no significant differences on the scores of posttraumatic
growth [t (499) = .95, p = .35], core bereavement [t (499) = -1.58, p = .12], and all
stages of grief process, namely denial [t (499) = -.68, p = .50], anger [t (499) =-.52,p =
.61], bargaining [t (499) = -.23, p = .82], depression [t (499) = .03, p = .98], and

acceptance [t (499) = .56, p = .57] on the basis of differences having a loss in last year.

3.4.2. Loss-Related Variables

In order to examine whether the scores of posttraumatic growth, core
bereavement and five stages of grief on the basis of loss-related factors (gender of
deceased, suddenness of loss, closeness to the deceased, and cause of death), several
Independent Samples t-Tests (gender of deceased, suddenness of loss) and One-Way
ANOVAs (closeness to the deceased, and cause of death) were conducted. Results of
the analyses were indicated in Table 3.4 and Table 3.5 (for t-tests), and Table 3.6 and
Table 3.7 (for ANOVAS).



57

3.4.2.1. The Role of Gender Differences

When considered the gender of the deceased, independent samples t-test analysis
indicated that there were no significant differences on the scores of posttraumatic
growth [t (499) = 1.84, p = .07], core bereavement [t (499) = .45, p = .07], and all stages
of grief process, namely denial [t (499) = .11, p = .92], anger [t (499) = .99, p = .33],
bargaining [t (499) = .91, p = .37], depression [t (499) = -.87, p = .39], and acceptance
[t (499) = .80, p = .42].

3.4.2.2. The Role of Sudden/Unexpected Nature of Death

Finding of the independent sample t-test, there were no significant differences
on the scores of posttraumatic growth [t (499) = 1.70, p = .09], core bereavement
[t (499) = 1.54, p = .13], and all stages of grief process, namely denial [t (499) = .88, p =
.38], anger [t (499) = .93, p = .35], bargaining [t (499) = 1.12, p = .26], depression
[t (499) = 1.51, p = .13], and acceptance [t (499) = -.34, p = .73] among participants

who reported their loss experiences were sudden/unexpected or not.

3.4.2.3. The Role of Closeness to the Deceased

In the present study, closeness to the deceased of the participants was arranged
into two categories (closeness to the deceased-l and closeness to the deceased-Il) to
clearly investigate the associations between dependent variables and closeness to the
deceased factors. Firstly, their responses were categorized into three; first-degree
relatives, second-degree relatives and others. Secondly, first-degree relatives were taken
in detail since closeness to the deceased was statistically different on the basis of some
of dependent variables. Therefore, second category was totally arranged into seven sub-
categories (mother, father, sibling, child, second-degree relative, close friend, and
other). Results were indicated in Table 3.6 and Table 3.7.

In order to examine the role of closeness to the deceased-I of the participants
were tested with one-way ANOVA, and results indicated that type of closeness to the
deceased had a significant effect [F (2, 498) = 3.60, p < .05] on the scores of
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posttraumatic growth. On the other hand, post-hoc results of Bonferoni test indicated
that there were no significant differences between the any types of closeness to the

deceased.

In order to examine the role of closeness to the deceased-1l of the participants
were tested with one-way ANOVA, and results indicated that type of closeness to the
deceased had no significant effect [F (6, 494) = 6.49, p = .09] on the scores of

posttraumatic growth.

One-Way ANOVA test was conducted to examine the role of closeness to the
deceased-I of the participants on the scores of core bereavement, and indicated that the
effect was significant [F (2, 498) = 13.10, p < .001]. According to the Bonferroni post-
hoc results, participants who had first-degree loss (M = 1.29, SD = .59) experienced
increased level of bereavement intensity than the participants who had second-degree
loss (M = 1.04, SD = .54) and other loss (M = .99, SD = .53). Moreover results also
indicated that there was no significant difference between the participants who had first-
degree loss and other loss (See the Figure 3.12).
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Figure 3.12: Closeness to the deceased of the participants and core bereavement

One-Way ANOVA test was conducted to examine the role of closeness to the
deceased-11 of the participants on the scores of core bereavement, and indicated that the

association was significant [F (6, 494) = 6.05, p < .001]. According to the Bonferroni
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post-hoc results, participants who had sibling loss (M = 1.47, SD = .67) experienced
increased level of bereavement intensity than the participants who had close friend loss
(M = .87, SD = .44) and other relative loss (M = 1.04, SD = .54). Also, there were
significant differences between participants who had other relative loss and close friend
loss. Moreover, results indicated that there were no significant differences between the
participants who had mother (M = 1.26, SD = .63), father (M = 1.23, SD = .51), child
(M =1.29, SD = .69), and other (M = 1.14, SD = .61) loss. (See the Figure 3.13).

1.47
1.26 a 1.29
ab 123y, I b1 04, 1.14,,

i Mother ® Father ESibling ® Child & Other relative LIClose friend & Other

Figure 3.13: Closeness to the deceased of the participants and core bereavement

In order to examine the role of closeness to the deceased-I of the participants on
the scores of the five stages of grief, one-way ANOVA test conducted and results
indicated that the association was not significant for denial [F (2, 498) = 2.68, p = .07],
anger [F (2, 498) = 1.55, p =.21], and acceptance [F (2, 498) = 2.71, p = .07] stages.

In addition, the association was significant for bargaining stage [F (2, 498) =
3.30, p < .05]. According to the post-hoc Bonferoni test, participants who had first-
degree loss (M = 3.13, SD = 1.69) had higher scores of bargaining stage than the
participants who had second-degree loss (M = 2.73, SD = 1.46), and there was no
significant difference between the participants who had other loss (M = 2.93, SD =

1.32). Moreover, there was no significant difference between the participants who had
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second-degree loss and other loss in terms of the scores of bargaining stage (See the
Figure 3.14).

2.93,

2.73,

o

M First Degree Loss I Second Degree Loss  ® Other Loss

Figure 3.14: Closeness to the deceased of the participants and bargaining stage

Furthermore, the role of closeness to the deceased-l of the participants was
significant for the scores of depression stage [F (2, 498) = 9.49, p < .001]. Post-hoc
Bonferoni test results indicated that the participants who had first-degree loss (M =
2.62, SD = 1.26) experienced higher level of depression than the participants who had
second-degree loss (M = 2.17, SD = 1.03) and other loss (M = 2.14, SD = 1.05).
Additionally, there were no significant differences between the participants who had
second-degree loss and other loss in terms of the scores of depression stage. Results

were showed in Figure 3.15.

In order to examine the role of closeness to the deceased-11 of the participants on
the scores of the five stages of grief, one-way ANOVA test conducted. Results indicated
that the effect was not significant for denial [F (6, 494) = 1.74, p = .11], anger
[F (6, 494) = 1.69, p = .12], and bargaining [F (6, 494) = 1.37, p = .23] stages.
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2.62,
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W First Degree Loss 11 Second Degree Loss ! Other Loss

Figure 3.15: Closeness to the deceased of the participants and depression stage

In addition, the effect was significant for depression stage [F (6, 494) = 3.20, p <
.01]. According to the post-hoc Bonferoni test, participants who had father loss
(M = 2.62, SD = 1.18) had higher scores of bargaining stage than the participants who
had other relative loss (M = 2.17, SD = 1.03). Moreover, there were no significant
differences between the participants who had mother (M = 2.59, SD = 1.32), sibling
(M = 2.67, SD = 1.41), child (M = 2.65, SD = 1.32), close friend (M = 2.09, SD =
1.03), and other (M = 2.21, SD = 1.08) (See the Figure 3.16).

259, 262, 267y 265
217, 209, 22l

i Mother ® Father ¥ Sibling ¥ Child ! Other relative & Close friend & Other

Figure 3.16: Closeness to the deceased of the participants and depression stage
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Furthermore, the role of closeness to the deceased-11 of the participants was
significant for the scores of acceptance stage [F (6, 494) = 2.44, p < .05]. Post-hoc
Bonferoni test results indicated that the participants who had child loss (M =5.36, SD =
.77) had higher level of acceptance stage scores than the participants who had other
relative loss (M = 4.47, SD = 1.42) and other loss (M = 4.31, SD = 1.32). Also, there
was no significant difference on the scores between other relative loss and other loss.
Additionally, there were no significant differences between the participants who had
mother (M = 4.75, SD = 1.27), father (M = 4.75, SD = 1.04), sibling (M = 4.48, SD =
1.36), and close friend (M = 4.71, SD = 1.39) in terms of the scores of acceptance stage.
Results were showed in Figure 3.17.

5.36,
4.48,, I 4.47,

4 Mother & Father & Sibling B Child = Other relative & Close friend & Other

475, 4.75, 471,

431,

Figure 3.17: Closeness to the deceased of the participants and acceptance stage



Table 3.4: Independent samples t-test results (1)

Dependent Variable: PTGI

Dependent Variable: CBI

N M S t df p M S t df p
Women 253 2.78 91 1.27 .59
Gender 2.72 499 .01 3.66 499 .00
Men 248 2.54 1.08 1.08 .56
Nuclear
) 463 2.64 1.01 1.17 .58
Family
Living With -1.28 499 .20 -.94 499 .35
Large
] 38 2.86 91 1.26 .58
Family
Loss in Last Yes 297 2.62 .99 1.21 .60
.95 499 .35 -1.58 499 A2
Year No 204 2.71 1.03 1.12 .55
Male 289 2.59 .96 1.16 57
Loss Gender 1.84 499 .07 A5 499 .65
Female 212 2.75 1.03 1.19 .61
Suddenness Yes 343 2.71 .99 1.20 57
1.70 499 .09 1.54 499 A3
of Loss No 158 | 255  1.03 1.11 60




Table 3.5: Independent samples t-test results (11)
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Dependent Variable: FSGS

Denial Anger Bargaining Depression Acceptance
N M S t df p M S t df p M S t df p M S t df p M S t df p
Women 253 | 2.28 1.49 189 1.30 302 158 252 124 484 1.20
Gender 88 499 .38 41 499 68 47 499 64 176 499 .08 360 499 .00
Men 248 | 217 1.37 184 117 295 159 233 113 443 132
'Egﬁ:ﬁ?; 463 | 2.20 1.42 182 1.19 295 157 239 1.16 463 1.27
Living With 112 499 .26 3.00 499 .00 156 499 .12 223 499 .03 .52 499 .60
Large a0 | 247 161 244 163 337 172 284 144 474 141
Family
osinlag | Ye 297|226 148 189 1.26 3.00 151 242 115 461 131
05\5('(; .68 499 50 .52 499 61 .23 499 82 03 499 .98 56 499 57
No 204|217 1.36 183 121 296 1.69 243 124 468 1.23
Male 289 | 222 1.42 182 121 293 164 246 1.20 460 1.24
L oss Gender 11 499 .92 98 499 33 91 499 37 .87 499 39 80 499 42
Female 212 | 223 145 193 1.28 3.06 150 237 118 469 1.33
Sudd Yes 343 | 2.26 143 1.90 1.28 3.04 159 248 120 463 1.29
of f’c‘)”ss&‘s 88 499 .38 93 499 35 112 499 .26 151 499 .13 .34 499 73
No 158 |2.14 144 179 115 287 158 231 117 467 1.25




Table 3.6: One-way ANOVA results (1)
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Dependent Variable: PTGI

Dependent Variable: CBI

N M S F df p M s F df p

Primary-Secondary 186 2.84 .85 1.30 .63

Education High School 140 2.83 .89 1.14 b1
Level University 154 | 2.37 1.14 L 3497 00 1.09 57 0.24 3437 00

Master/PhD 21 1.97 1.19 .86 .48

Closeness to First-degree 284 2.76 .96 1.29 .59
the Deceased Second-degree 148 2.55 1.04 3.60 2.498 .03 1.04 .54 13.10 2.498 .00

m Other 69 2.47 1.09 .99 .53

Mother 81 2.86 .96 1.26 .63

Father 133 2.69 94 1.23 51

Closeness to Sibling 47 2.66 1.09 1.47 .67
the Deceased Child 23 3.01 71 1.85 6. 494 .09 1.29 .69 6.05 6. 494 .00

(m Other relative 148 2.55 1.04 1.04 .54

A close friend 38 2.39 1.03 .87 44

Other 31 2.56 1.16 1.14 .61

Received No 477 2.65 1.01 1.17 .58
Professional Psychiatric / Medical T. 18 2.90 .81 .57 2,498 .56 1.28 .59 .35 2,498 .70

Help Psychotherapy+Medical T. 6 2.58 .69 1.25 .62




Table 3.7: One-way ANOVA results (I1)
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Dependent Variable: FSGS

Denial Anger Bargaining Depression Acceptance
N M S F df p M S F df p M S F df p M S F df p M S F df p
Primary-Secondary 186 | 2.36 1.50 2.06 1.35 330 171 2.65 1.29 499 111
Education High School 140 | 216 1.38 187 125 2.67 147 2.35 1.10 464 115
Level 110 3.497 35 3.90 3.497 01 455 3.497 .00 5.06 3.497 00 156 3.497 .00
ev University 154 | 2.16 1.40 168 1.11 291 149 230 1.15 424 1.38
Master/PhD 21 | 190 1.35 1.38 .60 2.83 147 181 .71 4.48 1.80
First Order 284 | 2.35 1.53 193 1.28 3.13 1.69 262 1.26 475 1.16
Closenessto
the Deceased Second Order 148 | 2.01 128 2.68 2.498 (07| 1.84 121 155 2.498 21| 273 146 330 2.498 04| 217 1.03 949 2.498 00| 447 142 271 2.498 07
|
M Other 69 | 217 1.29 1.64 1.10 293 1.32 214 1.05 453 1.37
Mother 81 | 252 1.66 1.92 1.25 319 1.59 259 131 475 1.27
Father 133 | 2.27 1.46 181 1.19 3.02 1.67 2.62 1.18 475 1.04
Sibling 47 | 248 149 229 154 334 1.79 267 141 448 1.36
Closenessto
the Deceased Child 23 | 1.89 146 174 6.494 11| 193 131 169 6.494 12| 3.16 1.95 1.37 6.494 23| 265 132 320 6.494 00| 536 .77 244 6.494 03
1
n Other relative 148 | 2.01 1.28 184 121 273 1.46 217 1.03 447 142
A close friend 38 | 203 1.26 182 131 296 1.32 2.09 1.03 471 1.39
Other 31| 234 131 142 .72 2.88 1.33 221 1.08 430 1.32
) No 477 | 224 1.44 189 125 3.00 157 242 1.19 463 1.29
Received
Professional Psychiatric / Medical T. 18 | 1.89 135 1.14 2,498 32133 .92 1.94 2,498 15 (265 1.86 .42 2,498 66276 131 113 2,498 33 (486 .91 34 2,498 71
Help
Psychotherapy+Medical T 6 | 1.58 .74 156 .75 3.00 1.76 2.00 .95 443 1.48




3.5. Hierarchical Multiple Regression Analyses

In the present study three groups of hierarchical multiple regression analyses
were conducted to examine the associations among the variables of the study. In the
first group of hierarchical multiple regression analysis were conducted at five times for
the Five Stages of Grief; Denial, Anger, Bargaining, Depression and Acceptance.
Hierarchical multiple regression analysis for Core Bereavement in the second group,
and finally for Posttraumatic Growth were performed. Results of regression analysis

were showed detailed in Table 3.8.

3.5.1. Variables Associated with The Five Stages of Grief

Hierarchical multiple regression analyses were conducted to reveal the
significant associates of the Five Stages of Grief; namely, Denial, Anger, Bargaining,
Depression, and Acceptance. Variables were entered into the equation via three steps. In
order to control for the possible effects of socio- demographic variables (e.g. Age,
Gender and Education) these first step variables were entered into the equation via
stepwise method. After controlling for the socio-demographic variables that were
significantly associated with the dependent variable, the factors of the quality of
relationship with the deceased (e.g., relationship quality, interaction level, and
supportiveness of the relationship with the deceased) were entered into the equation on
the second step. Except for the denial stage, lastly, rests of the variables of the Five
Stages of Grief were entered on the third step of the analysis following through Denial.
In order to test linearity or overlapping features of the Five Stages of Grief, each stage

was used as both predictor variable and dependent variable.

Hierarchical multiple regression analyses were conducted for the Five Stages of
Grief. In order to test, whether stages of grief are linearly associated or not, as
mentioned before, each stages were used as predictors and dependent variable. By
taking each stage as predictors, whether stages are simultaneously experienced or not,
were examined. By taking each stage as dependent variable, whether stages of grief
linearly associated were examined. For instance, to test possible associations for anger

stage, denial is used as a predictor variable. Here the purpose is to test the necessity of
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denial for the second stage; anger. Therefore, hierarchical multiple regression analyses

were performed five times.

3.5.1.1. Denial

Hierarchical multiple regression analysis was conducted for the Denial and
revealed that, neither demographic variables nor the factors of quality of relationship
with the deceased (relationship quality, interaction frequency, and perceived
supportiveness of the relationship with the deceased) had no significant association with
Denial (see Table 3.8).

3.5.1.2. Anger

Hierarchical regression analyses were conducted for the Anger. Results revealed
that Education (low level of education) had a significant negative association (f = -.15, t
(497) = -3.26, p < .001) with Anger, and this variable explained 2% of the variance
(F [1, 497] = 10.63, p < .001). After controlling for Education factor, any factors of the
quality of relationship with the deceased had no significant association with Anger
(F [3, 494] = 1.051, p = .037). Lastly, on the third step, Denial, was found to be
significantly associated (B = .46, t (493) = 11.49, p < .001) with Anger, and increased
explained variance to 23% (F [1, 493] = 132.03, p < .001). In summary, only two
variables Education and Denial were significantly associated with Anger (see Table
3.8).

3.5.1.3. Bargaining

Hierarchical regression analysis was conducted for Bargaining, and revealed that
Education (low level of education) significantly associated with Bargaining (p = -.09, t
(497) = -2.12, p < .05). This variable explained 1% of the variance (F [1, 497] =4.48, p
< .05). On the second step, all factors of the quality of relationship with deceased had no
significant association with Bargaining (F [3, 497] = 2.33, p = .07). On the third step,
other factors of the Five Stages of Grief, Denial (p = .41, t (492) = 10.18, p < .001), and
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Anger (p = .30, t (492) = 7.46, p < .001) were found to be significantly associated with
Bargaining. These factors increased explained variance to 39% (F [2, 492] = 145.27, p <
.001). In summary, only low level of Education, Denial and Anger were found to be

significantly associated with Bargaining (see Table 3.8).

3.5.1.4. Depression

Hierarchical regression analysis was conducted for Depression and revealed that,
among the control variables, only Education (low level of education) was significantly
associated (B = -.14, t (497) = -3.16, p < .01) with Depression. It explained 2% of the
variance (F [1, 497] = 9.99, p < .01). After controlling Education on the second step,
only Supportiveness factor among the factors of the Quality of Relationship with
Deceased had a significant association (B = .14, t (494) = 2.07, p < .05) with
Depression. All factors of the Quality of Relationship with Deceased increased the
explained variance to 6% (F [3, 494] = 7.55, p < .001). On the third step, all other
factors of the five stages of grief, Denial (B = .28, t (491) = 7.47, p < .001), Anger
(B =.24,t(491) = 6.60, p < .001), and Bargaining (B = .36, t (491) = 9.44, p <.001) had
significant associations with Depression, and with the entrance of these variables,
increased the explained variance to 57% (F [3, 491] = 189.26, p < .001) (see Table 3.8).

In summary, in addition to lower level Education, Supportiveness of the
relationship with deceased and other stages of grief (Denial, Anger, and Bargaining)

were found to be significantly associated with Depression variable.



Table 3.8: Variables associated with the five stages of grief

Predictors in set Fforset  tforw/in df Beta Model
set ) R’
Predictors Change

A. Dependent Variable: DENIAL

I Quality of Relationship 2.19 3,495 .013
Relationship .826 495 .05
Interaction 374 495 .02
Support .853 495 .06

B. Dependent Variable: ANGER

l. Control variables 10.63"" 1, 497 021
Education -3.26"77 497 -15

1. Quality of Relationship 1.05 3,494 .006
Relationship -.82 494 -.05
Interaction 1.55 494 .10
Supportiveness -.06 494 .00

I1l.  Five Stages of Grief 132.03" 1, 493 206
Denial 11.49™" 493 46

C. Dependent Variable: BARGAINING

I Control variables 4.48" 1, 497 .009
Education -2.12" 497 -.09

1. Quality of Relationship 2.33 3,494 014
Relationship .33 494 .02
Interaction .03 494 .00
Supportiveness 1.55 494 10

1. Five Stages of Grief 145277 2,492 .363
Denial 10.18™ 492 41
Anger 7.46"" 492 30

D. Dependent Variable: DEPRESSION

I Control variables 9.99” 1, 497 .020
Education -3.16" 497 -14

Il. Quality of Relationship 7557 3,494 .043
Relationship 37 494 .02
Interaction 1.17 494 .07
Supportiveness 2.07" 494 14

IIl.  Five Stages of Grief 189.26 3,491 503
Denial 7477 491 28
Anger 6.60 491 24
Bargaining 944" 491 36

E. Dependent Variable: ACCEPTANCE

l. Control variables 31.84" 1, 497 .060
Education -5.64"" 497 -.25

Il.  Control variables 9.08™ 1, 496 017
Gender -3.01" 496 -13

1. Quality of Relationship .94 3,493 .005
Relationship -.75 493 -.04
Interaction -.25 493 -.02
Supportiveness 1.54 493 .10

IV.  Five Stages of Grief 6.53"" 4, 489 047
Denial -4.03™" 489 -.22
Anger -.15 489 -01
Bargaining 4017 489 24
Depression -.22 489 -.01

“p<.05 p<.01  p<.001
Note. Gender was coded as 1 for women, and 2 for man
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3.5.1.5. Acceptance

Hierarchical regression analyses were conducted for Acceptance, and revealed
that, among the control variables, Education (low level of education) had a significant
and negative association (f = -.25, t (497) = -5.64, p < .001) with Acceptance. This
variable explained 6% of the variance (F [1, 497] = 31.84, p < .001). Following
Education, Gender (being women) was found to be significantly associated (p = -.13, t
(496) = -3.01, p < .01) with Acceptance, and this variable increased explained variance
to 8% (F [1, 496] = 9.08, p < .01). After controlling Education and Gender, on the third
step, all variables of the Quality of Relationship with Deceased had no significant
association with Acceptance (F [3, 493] = .94, p = .42). On the last step, while Denial
(B =-.22, t (489) = -4.03, p < .001), and Bargaining (p = .24, t (489) = 4.01, p < .001)
revealed significant association (negative and positive respectively) with Acceptance,
Anger and Depression were significantly associated with Acceptance. All these
variables increased the explained variance to 13% (F [4, 496] = 6.53, p < .001) (see
Table 3.8).

In summary, two control variables (Education and Gender) were found to be
significantly associated with Acceptance. Moreover two factors of the five stages of
grief (Denial and Bargaining) were found to be significantly associated with

Acceptance.

3.5.2. Variables Associated with Core Bereavement

In order to investigate whether the scores of intensity of bereavement,
significantly differ in respect to demographical characteristics of bereaved participants
(Age, Gender, and Education), factors of the Quality of Relationship with deceased, and
the Five Stages of Grief, hierarchical multiple regression analyses were conducted.
According to the analyses, Gender (being women) was significantly associated with
Core Bereavement (B = -.16, t (497) = -3.69, p < .001), and explained 3% of the
variance (F [1, 497] = 13.60, p < .001). Education (lower level) had also significant
association (p = -.14, t (496) = -3.22, p < .001) with Core Bereavement, and increased
explained variance to 5% (F [1, 496] = 10.36, p < .001). After controlling Gender and
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Education variables, Supportiveness of the relationship with deceased revealed a
significant association (p = .19, t (493) = 2.95, p <.01) with Core Bereavement, and all
these factors increased explained variance to 11% (F [3, 493] = 12.09, p <.001).

On the fourth step, only two variables, Bargaining ( = .24, t (489) = 4.99, p <
.001) and Depression ( = .36, t (489) = 7.03, p < .001) had significantly associated with
Core Bereavement. On this step, all grief stages except Acceptance increased explained
variance to 43% (F [4, 489] = 69.54, p < .001). On the last step, Acceptance were
entered the model, and the association with Core Bereavement was not significant (F [1,
488] = .91, p = .34). All in all, in addition to control variables; Gender and Education,
Supportiveness of the relationship with deceased and two grief stages; Bargaining and

Depression were found significantly associated with Core Bereavement (See Table 3.9).

3.5.3. Variables Associated with Posttraumatic Growth

In order to examine the associations between Posttraumatic Growth and its
predictor variables, hierarchical multiple regression analyses were conducted.
According to the results, two control variables were found to be significantly associated
with PTG. On the first step, Education (lower level) had a significant association with
(B =-.21, t (497) = -4.83, p < .001) Posttraumatic Growth, and explained 5% of the
variance (F [1, 497] = 23.28, p < .001). Also Gender (being women) was found to be
significantly associated (B = -.10, t (496) = -2.33, p < .05) with Posttraumatic Growth,
and explained 6% of the variance totally (F [1, 496] = 5.44, p < .05). After controlling
these variables, on the third step, any of the factors of the Quality of Relationship with
Deceased did not reveal significant association with Posttraumatic Growth, though these
variables increased the explained variance to 8% (F [3, 493] = 3.77, p <.01). On the
fourth step, among the five stages of grief, depression had a significant association (f =
21, t (489) = 3.31, p < .001) with Posttraumatic Growth, and increased the variance to
13% (F [3, 493] = 3.77, p < .001). On the next step, Acceptance was found to be
significantly associated (p = .22, t (489) = 4.89, p < .001) with Posttraumatic Growth,
and also increased the explained variance to 17% (F [1, 488] = 23.88, p <.001). Lastly,
Core Bereavement entered the model and revealed a significant association (f = .15, t

(487) = 2.65, p < .01) with Posttraumatic Growth. Also, Core Bereavement increased



Table 3.9: Variables associated with core bereavement and posttraumatic growth

Predictors in set F for set t for w/in df Beta  Model
set B) R’
Predictors Change

A. Dependent Variable: CORE BEREAVEMENT

Fkk

I Control variables 13.60 1,497 027
Gender -3.697 497  -.16

Il.  Control variables 10.36"" 1, 496 .020
Education -3.22" 496  -.14

l1l.  Quality of Relationship 12.08™ 3,493 .065
Relationship .59 493 .03
Interaction .98 493 .06
Supportiveness 2.95" 493 .19

IV.  Pre-Acceptance Stages 69.54" 4,489 32
Denial 1.50 489 .07
Anger -.35 489  -.02
Bargaining 4,99 489 24
Depression 7.037 489 .36

V. Acceptance Stage 91 1,488 .001
Acceptance -.95 488  -.04

B. Dependent Variable: POSTTRAUMATIC GROWTH

l. Control variables 23.28" 1,497 .045
Education -4.837 497 -21

Il. Control variables 5.44" 1, 496 .010
Gender -2.337 496  -.10

I1l.  Quality of Relationship 3.777 3,493 021
Relationship -.82 493 -.05
Interaction 1.14 493 07
Supportiveness 1.84 493 A2

IV.  Pre-Acceptance Stages 7177 4,489 .051
Denial .38 489 .02
Anger .00 489  -.05
Bargaining .24 489 .01
Depression 3317 489 .21

V.  Acceptance Stage 23.88"" 1, 488 041
Acceptance 489" 488 .22

VI.  Core Bereavement 7.02" 265" 1,487 15 012

“p<.05"p<.01p<.001

Note. Gender was coded as 1 for women, and 2 for men
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explained variance to 18% (F [1, 487] = 7.02, p < .01) (See Table 3.9).

All in all, two control variables; Education (low level of education) and Gender
(being women) were found to be significantly associated with PTG. Also, among the
factors of the five stages of grief, Depression and Acceptance had a significant
association with PTG. Moreover on the last step, core bereavement was found to be
significantly associated with PTG. Table 3.10 shows the general results of the

hierarchical multiple regression analyses.



Table 3.10: General summary of multiple hierarchical regression analyses

DEPENDENT VARIABLES
PTGI CBI Denial Anger Bargaining | Depression | Acceptance
Age
Socw-De_mographlc Gender L o N
Variables
Education -- - --
Relationship
Quality of
Relationship with the | Interaction
o Deceased
o Supportiveness ++ +
()
] Denial
2
o
Pre-Acceptance Anger
Stages Bargaining
Depression +t
Acceptance Stage Acceptance +++
Core Bereavement CB ++
Total R? .18

Note: Grey area demonstrates the variables that were not entered into the equation.



3.6. Testing The Model of Five Stages of Grief, Grief Intensity and

Posttraumatic Growth

Kiibler-Ross and Kessler’s (2005) model of Five Stages of Grief, has not been
tested empirically, despite it is popularity both clinical and research field. The model
was constructed through regression results and theoretical knowledge. To test the
model, Structural Equation Modeling (SEM) was employed by considering regression
results for the Five Stages of Grief. Also, by considering regression results, and both the
original theoretical model of Tedeschi and Calhoun, and Calhoun and his colleagues
model later on, Posttraumatic Growth and Core Bereavement relationships were
examined through the process of grief. In this respect, the model put emphasis on
cognitive processing which is essential part for PTG. Core Bereavement is considered
as a way of cognitive processing the bereavement by evaluating the intensity of grief.
Additionally event related factors are highlighted as contributing to Posttraumatic
Growth. Therefore, here each stage of grief can be attributable to event related factors

and their associations with PTG were examined.

In order to examine the role of Five Stages of Grief and Core Bereavement on
Posttraumatic Growth, AMOS.21 software (2010) was used. The model evaluated by
¥* [df ratio, goodness of fit indexes, likewise Comparative Fit Index (CFI), The
Incremental Fit Index (IFI), Tucker—Lewis index (TLI), and root-mean-square error of
approximation (RMSEA). SEM analyses demonstrated that the model fit the data
adequately, ¥ (9, N = 501) = 16.38, p = .059. Furthermore, the ¥ ratio was below the
suggested 2:1 ratio (y°/df = 1.82). Goodness of fit index showed that the fit was
adequate; RMSEA (Browne and Cudeck 1993) = .041, The CFI (Bentler 1990) = .993,
The IFI (Bollen 1989) = .993, and TLI (Bentler and Bonett 1980) = .984 (See Figure
3.16).

Anger was significantly related to Denial (Regression Estimate, RE = .46, p <

.001). Denial explained 21% of the variance in Anger.

Bargaining was significantly related to Anger (RE = .30, p < .001) and Denial
(RE = .42, p < .001). Denial explained 18% of the variance in Bargaining, while Anger

explained 9% of the variance.
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Depression was significantly related to Denial (RE = .28, p <.001), Anger (RE =
24, p < .001), and Bargaining (RE = .37, p < .001). Denial explained 8% of the
variance in Depression, while Anger explained 6% of the variance and Bargaining

explained 14% of the variance.

Acceptance was significantly related to Denial (RE = -.22, p < .001) and
Bargaining (RE = .25, p < .001). Denial explained 5% of the variance in Acceptance,

while Bargaining explained 6% of the variance.

Core Bereavement was significantly related to Bargaining (RE = .24, p < .001)
and Depression (RE = .44, p < .001). Bargaining explained 6% of the variance in Core
Bereavement, while Depression explained 19% of the variance.

Posttraumatic Growth was significantly related with Core Bereavement (RE =
.27, p <.001) and Acceptance (RE = .24, p <.001). Core Bereavement explained 7% of
the variance in Posttraumatic Growth, while Acceptance explained 6% of the variance
in Posttraumatic Growth.



Loss of a

loved one
—_—

24

27

> CBI
44
28
> DEPRESSION
37
A2
3| BARGAINING »| ACCEPTANCE
25
Fy
24 |]-30
i ANGER
.46 _22
DENIAL

Figure: 3.18: Testing the model of five stages of grief
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CHAPTER IV

4. DISCUSSION

Posttraumatic growth has been accepted as positive side of stressful life events
(e.g., trauma and loss), and widely studied in the field since, it was firstly proposed by
Tedeschi and Calhoun (1996). As it was stated before, today PTG has been examined
for the many traumatic events such as earthquakes, sexual assaults, terminal illness
(e.g., cancer, HIV), natural disasters or loss of a loved one. In general model of PTG, it
has been emphasized that, traumatic life events cause a change on people’s assumptive
world, but not for everyone. People experience a shift in their opinions about
themselves, others and the world and that resulted as posttraumatic growth. Studies
have been conducted in respect to their negative experiences such as mental health and
mortality. Positive experiences have been less likely to examine after loss experiences.
Therefore, understanding bereavement and its relation to positive side of loss
experience is valuable. Today, it has been suggested that some bereavement
circumstances have the potential to make a change on the people’s assumptive worlds,
at least for some individuals. Therefore, researchers have been investigated answers of
the questions “why or how some losses cause a personal growth?”” The possible answers
have been examined under the headings of bereaved-related factors (e.g., gender, coping
styles, and meaning making of the death or intensity of grief process) and loss-related
factors (e.g., sudden/unexpected nature of death, violent or natural deaths). On the other
hand, there is a gap in the literature to understand the grief related factors by
considering both bereaved and loss related factors. Present study also investigated those
factors as bereaved-related factors (e.g., gender, living conditions, loss experience in
last year) and loss-related factors (e.g., gender of loss, cause of death, time since death,
suddenness of death). Lastly, although there are several theoretical models

aforementioned before, those models are limitedly tested. This is the third gap in the
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literature. Therefore, in the present study we aimed to examine the five stages of grief,
which was proposed by Kiibler-Ross and Kessler (2005), in the perspective of

Posttraumatic Growth.

4.1. Correlations among the Variables

In the present study, correlations between the variables were expected in ranges.
When considering socio-demographical variables, posttraumatic growth was
significantly and negatively correlated with gender. Similar findings were revealed by
Oginska-Bulik (2015). Women participants tended to have higher Posttraumatic Growth
than men. Another socio-demographic variable, education was also significantly and
negatively correlated with posttraumatic growth. Results are supported in another study

with a different sample by Jin and colleagues (2014).

Parallel to findings of Keesee, Currier, and Neimeyer (2008), gender was
significantly and negatively correlated with core bereavement. In the present study,
more educated people had lower levels of bereavement intensity. Similar relationships

were revealed in another study with bereaved adults (Newson et al. 2011).

Contrary to Nazare, Fonseca, and Canavarro (2013) women participants had
higher levels of acceptance than men. In addition to gender, education was significantly
and negatively correlated with anger, bargaining, depression, and acceptance stages.
Bereaved individuals who were higher educated might be cope better with difficulties,
during their grief process. Besides, they had lower levels of acceptance than lower

educated individuals.

Posttraumatic growth was positively correlated with core bereavement and the
five stages of grief. Similar findings were found in between grief intensity and
posttraumatic growth (Yilmaz and Zara 2016). Also, as mentioned in the literature,
posttraumatic growth was moderately related with depression and acceptance
dimensions of grief. It can be argued that losses leading changes in the assumptive
world are needed to provide growth (Calhoun et al. 2010). In this respect, depression

and acceptance dimensions of grief and posttraumatic growth relation can be explained.
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Furthermore, posttraumatic growth was positively correlated with quality of
relationship variables that are perceived interaction and perceived supportiveness.
Higher growth scores were correlated with higher previous interaction with deceased

and higher previous supportiveness of the relationship with the deceased.

Considering stages of grief, while pre-acceptance stages of grief (denial, anger,
bargaining, depression) were positively and highly correlated with each other,
acceptance was only correlated with depression stage. These correlations demonstrated

that acceptance stage was not interrelated with other stages except depression.

4.2. Bereaved-Related Factors

Several analyses were conducted to investigate whether the groups differ on
dependent variables. To begin with gender, bereaved women reported higher scores of
posttraumatic growth than men in the present study. This result was expected. Similar
findings were found in a study, individuals experienced the death of a premature baby
(Buchi et al. 2009).

Likewise in posttraumatic growth, intensity of bereavement was significantly
different in terms of gender differences. Woman participants had higher scores of core
bereavement than men. Similar findings were found in a study conducted with sampling
bereaved parents by Keesee and colleagues (2008). Mothers reported more complicated
grief scores than fathers. However, lower bereavement intensity among men might be

related with their engagement in funeral issues afterwards a loss.

When considered the five stages of grief, only the scores of acceptance stage
were changed among women and men. Contrary to Nazare and colleagues (2013),
women had higher acceptance scores than men. This difference might be explained by
women experienced their bereavements outward. However, examining the role of

emotional expression can further reveal such findings.

In addition to gender differences mentioned above, scores of anger and
depression stage differed on the basis of living conditions. In Turkish culture,

participants have higher responsibility in an extended family context; this might
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suppress showing their anger during grief process. Therefore, their anger levels were
higher than participants who live in a nuclear family. These participants feel connected
to their family members (White 2004). Furthermore, individuals who live with a large
family had higher levels of depression than individuals who live with a nuclear family,
despite negative associations between social support or supportive family environment
and depression that was revealed by previous studies (Stroebe, Abakoumkin, and
Stroebe 2010). Burden and colleagues (2016) revealed that poor supports from partner
and grief suppression are some of influencing factors for depression and negative
symptoms after stillbirth. Thus, as stated for anger stage, large family context is more
likely to trigger these kinds of components.

In respect to education levels, participants who have either primary-secondary
school graduates or high school graduates had higher scores of posttraumatic growth
than the participants either university or master/PhD graduates. Higher posttraumatic
growth prevalence among lower educated people were supported by current findings
(Jin et al. 2014). More educated people might have less personal growth due to their

realistic perceptions.

When examined the scores of core bereavement on the basis of education levels,
participants who were primary-secondary school graduates had higher levels of
bereavement intensity than the participants who were university graduates and
master/PhD graduates. Newson and coworkers (2011) indicated that lower educated

adults had more complicated grief symptoms.

Receiving professional help was not significantly associated with posttraumatic
growth, core bereavement and each stages of grief. This insignificance might be related
with limited number of participants receiving professional help. There were only
twenty-four participants receiving either psychiatric help or psychotherapy with medical
treatment. Also, this might be related the lack of receiving professional help specific to

the bereaved individual.

Similar with receiving professional help variable, having loss in last year did not
significantly related with any dependent variables. Number of participants having loss

experience in last year or not were quite appropriate. Therefore, since all individuals
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experienced more than one loss experiences, it is not creating such a difference across

each dependent variable.

4.3. Loss-Related Factors

In the present study, several variables about the one who deceased were
investigated. To begin with the gender of deceased, there were no significant
differences on the scores of posttraumatic growth, core bereavement, and all stages of
grief process. On the other hand, contrary findings were found among Turkish
university students (Senol-Durak and Tedeschi 2015). In that study, if the gender of
deceased was women, participants reported greater posttraumatic growth. However, in
the same study researchers did not found the role of gender differences. Therefore,
contrary findings remark that further studies are encouraged to see the role of gender of

deceased.

When considering the sudden/unexpected nature of the death, there were no
significant differences on the scores of posttraumatic growth, core bereavement, and all
the stages of grief process. In respect to posttraumatic growth, when the death was
sudden or unexpected, it is suggested to lead more stress and growth because
unexpected death is contrary to our worldview (Tedeschi and Calhoun 2008). In respect
to grief process, when individuals reported that their loss was sudden/unexpected, it is
more likely to be associated with lower scores of acceptance (Currier, Holland, and
Neimeyer 2006). On the contrary to these explanations about grief and posttraumatic
growth, the present study did not demonstrate the importance of sudden/unexpected
nature of death. When returning back to data it was found that participants who reported
their cause of death as one of sudden or unexpected reasons (e.g. acute illness, murdered
by someone or traffic accident etc.), did not respond their nature of death as
sudden/unexpected. This might be due to the fatalistic life approach in our sample,
because of the death is one of expected life event in their life. Additionally, Kaltman
and Bonanno (2003) emphasized the contrary findings about suddenness of the death
and its relation with grief symptomology. According to their explanation, suddenness of

loss was generally confounded with violent nature of the event in the studies.
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Apart from suddenness of the death, the role of closeness to the deceased was
tested. Results indicated that on the basis of type of closeness to the deceased,
posttraumatic growth and core bereavement scores were different. Participants who lost
first-degree relative had higher level of bereavement intensity than the participants who
lost a second-degree relative and other type of loss. Findings of the present study are
supported by other studies, revealing the importance of closeness to the deceased
associated with the scores of posttraumatic growth (Armstrong and Shakespeare-Finch
2011). As demonstrating the grief intensity and the closeness of the deceased, in another
sample, bereaved individuals who lost their child or spouse reported significantly higher
complicated grief scores than immediate family members (Van Denderen et al. 2016).
Moreover, when closeness to the deceased-11 was analyzed, although individuals who
had a sibling loss had the highest scores of core bereavement, there were no significant
differences between participants who had sibling loss and mother, father, and child loss
in terms of bereavement intensity, as it was revealed by Hardison, Neimeyer, and
Lichstein (2005).

In addition to posttraumatic growth and core bereavement, the role of closeness
to the deceased was tested on the scores of the five stages of grief. Results indicated that
the effect was not significant for denial, anger, and acceptance stages. However, it was
significant for bargaining and depression stages. Participants who lost first-degree
relative reported higher scores of bargaining stage than the participants who lost
second-degree relative. When considered the items of the Five Stages of Grief Scale
related with the bargaining stage, there are statements like “All I want is his/her coming
back again. | agree with everything only if he/she were with me one more day. I
promise | would give anything if | just could see him/her, hug him/her. Please, don't
take his/her life / Please, send him/her back and take my life instead. | wish he/she
wouldn't have died and I would have instead.” (Item 6). Similar themes have been
described in On Grief and Grieving: Finding the Meaning of Grief Through the Five
Stages of Loss (Kiibler-Ross and Kessler 2014) for the bargaining stage. These
statements demonstrate the importance of living with the one deceased, which was in
their close environment in the past. It was not acceptable that anyone does not want to
devote their life for someone who is not close to them such as a neighbor. Therefore it is

acceptable to bargain for deceased who closer to you than the other relatives.
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Furthermore, participants who lost first-degree relatives reported higher levels of
depression than the participants who lost second-degree relative and other relative. As
mentioned above, although depression or depressive mood is one of the most comorbid
situations in the frame of grief process (Burton et al. 2006; Keyes et al. 2014),
depression following bereavement has not been completely accepted as same disorders
(Wakefield and Schmitz 2013). As similar with depression, individuals who lost their
first-degree relatives reported higher scores on some items like “Life is so meaningless
without him/her.”, “I can not get taste of life.”, “Everything (e.g. photos, films, music
etc.) that remind me him/her, stop me from enjoying life.”, and “I have lost all my

hope.”.

When considering type of closeness to the deceased-11, similar differences were
found between first-degree relatives and other relatives on the scores of depression
stage. Individuals who had father loss had the highest scores of depression, than who
lost other relative and others. However, these individuals’ depression scores did not
differ from participants who had mother, sibling, and child loss. Similar findings were
investigated by (Van Denderen et al. 2016) with homicide victims on the results
negative grief reactions. Although first-degree family members had more negative
results than other family members or others, they did not show a significant difference

each other.

When considered closeness to the deceased-Il, there was a significant difference
between participants who had child loss and other relative loss on the scores of
acceptance stage. The reason why a child loss was more acceptable than the others,
might be related with presence of other children in the family, as compensation opinions
of the loss. Therefore, a child loss might be more acceptable than the other losses for

bereaved parents.

4.4. Variables Associated with the Five Stages of Grief, Core Bereavement and

Posttraumatic Growth

After analyzing bereaved related variables and loss related variables, in
accordance with the main hypothesis of the study several hierarchical multiple

regression analyses were performed. Analyses were conducted for each stages of grief
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firstly, core bereavement secondly, and posttraumatic growth thirdly. Possible
associations between bereaved related variables (age, gender, and education), the
quality of relationship with the deceased (relationship quality, interaction frequency,
and perceived supportiveness of the relationship with the deceased) were tested in
forwards to each stages of grief. Findings were discussed below on the basis of

theoretical background of grief process and current results of the other researches.

4.4.1. The Five Stages of Grief

Hierarchical multiple regression analyses were conducted for the Five Stages of
Grief. In order to test whether stages of grief are linearly associated or not, as mentioned
before, each stages were used as predictors and dependent variable. By taking each
stage as predictors, whether stages are simultaneously experienced was examined. By
taking each stage as dependent variable, whether stages of grief linearly associated were
examined. For instance, to test possible associations for anger stage, denial is used as a
predictor variable. Here the purpose is to test the necessity of denial for the second stage

anger. Therefore, hierarchical multiple regression analyses were performed five times.

To begin with Denial, findings revealed that both demographic variables and the
factors of the quality of relationship with the deceased (relationship quality, interaction
frequency, and perceived supportiveness of the relationship with the deceased) had no
significant association with Denial. In fact, associations between denial and quality of
relationship factors have supposed to be related. This contrary finding might be related
with time since loss factor. As mentioned in the literature review, bereaved individuals
experience denial stage soon after the death and in the following couple of months
except for complicated/prolonged grief process. However, in the present study, the

mean year of time since loss (M = 10.2) was longer.

When looking at hierarchical regression analysis results for the Anger,
individuals with lower levels of education had higher scores of Anger. Although
Maciejewski and colleagues (2007) revealed that bereaved individuals who had high
school or higher educated showed more grief indicators, there is a need for further

investigation on education levels and stages of grief.
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After controlling Education, on the other hand, there were no significant
associations between all factors of the quality of relationship with the deceased.
Moreover, on the third step, Denial was found to be significantly associated with Anger.
Considering t and Beta value of Denial, the connection between Denial and Anger was
powerful. As stated before by Kiibler-Ross and Kessler (2014), while denial fades
slowly, bereaved individuals began questioning the process with “how” or “why”. With
each question, bereaved individuals began to understand the reality of their loss.
Following the stage of Denial, they blame him/herself, others such as healthcare
professionals, caregivers or even the God. These behaviors are the main picture of anger
stage and represented with the items in the present study. Therefore, findings of the
present study supported the idea that these stages denial and anger are associated parts

of the grief process.

In addition to anger stage, hierarchical regression analysis was conducted for
Bargaining. To similar with previous approach, possible associations between socio-
demographic variables at first step, relationship with the deceased at the second step and
denial and anger at the third step were examined. Individuals with lower levels of
education had higher scores of Bargaining likewise seen in the stage of Anger. This
might be related with the reality perception of the lower educated participants. When
considered one of lexical meanings of the word “bargain” (bargain something away):
part with something after negotiation but get little or nothing in return (Dictionary 2016,
http://www.oxforddictionaries.com/definition/english/bargain, retrieved May 1 2016),
as it was observed, unrealistically bargain after death were higher among the low-

educated individuals.

Contrary to education, there were no significant associations between
Bargaining and all factors of the quality of relationship. Results indicated that
bargaining stage is experienced no matter what is the quality of relationship between
bereaved individuals and deceased before death. Moreover, Denial and Anger were
found to be significantly associated with Bargaining. As mentioned previously in Anger
stage, when people began questioning their loss experiences, they feel angry to
themselves or others and they still partially deny their loss (Kiibler-Ross and Kessler

2014). It has been suggested that bereaved individuals feel guilt which is generally
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accompanies to bargaining stage, and they also find out themselves or others faults in

facing with the loss experience by the help of questioning.

Depression is the last stage of the pre-acceptance stages. Hierarchical regression
analysis was conducted for Depression and revealed that, lower level of Education was
significantly associated with Depression. As mentioned in the literature review,
depression stage is not exactly same with depression as a mood disorder. Depression
stage generally represents a mood in which, bereaved individuals feel deep pain,
emptiness and meaningless after realizing the reality of loss. Due to the lack of
knowledge about grief process and other variables like socio-demographic variables,
depression literature might give idea about results. For instance, relationship between
depression stage and education is consistent with findings about education and

depressive symptoms (Kamin, Berzelak, and Ule 2012).

In addition to Education, only Supportiveness among the factors of the Quality
of Relationship with Deceased had a significant association with Depression.
Individuals who reported higher supportiveness score with the deceased had higher
Depression in the process of grief. In the present study depression stage was questioned
with four items of the Five Stages of Grief Scale. One of those items begins with
sentence: “The life is so meaningless without him/her.” (Item 10). As the statement
demonstrates, depression in the grief process is mainly focus on the one who deceased

with despair, hopelessness, and so on.

In addition to Education and Supportiveness, pre-acceptance stages of the Five
Stages of Grief, Denial, Anger and Bargaining were significantly associated with
Depression. As mentioned above, the purpose of entering the stages with a sequential
manner with either setting a stage as a predictor or a dependent variable, it was tested
the linearity and co-occurrence of the stages during grief process. Results of the present
study indicated linearity and overlapping nature of each grief stage. In the process of
Depression stage, three stages of grief were significantly associated with depression
stage. This result demonstrated that three stages of grief were linearly related with
depression. Also, significance of all three stages demonstrated their overlapping
features of the pre-acceptance stages which was supported by the first empirical

examination of the stage theory of grief (Maciejewski et al. 2007).
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Lastly, findings indicated that lower level of education had a significant
association with Acceptance, likewise seen in Anger, Bargaining, and Depression
stages. Following Education, Gender was also significantly associated with Acceptance.
Women bereaved individuals had higher acceptance scores than men. Culturally,
women generally find resources to express their loss related emotions and experiences.
Therefore, when considered supportive social network circles of the women in contrast
to men, this network may enhance their acceptance more. However, these explanations
need to directly examine in the further studies. Especially, social support, emotional
approach coping (emotional expression) might be crucial for Acceptance. In the present
study level or type of social support instruments did not questioned. Thus, for social

support mechanisms need to further investigations.

In addition to socio-demographic variables, all factors of the Quality of
Relationship with Deceased were not significantly associated with Acceptance. Results
indicated that acceptance stage is experienced no matter what is the quality of
relationship between bereaved individuals and deceased before death. Similar findings

were found in Denial, Anger, and Bargaining.

In respect to stages of grief, although previous stages of grief were associated
with each other, surprisingly, only Denial and Bargaining were associated with
Acceptance. While Denial was negatively associated with Acceptance, Bargaining was
positively associated. Participants, who had increased levels of Denial, experienced
lower levels of Acceptance. If pre-acceptance stages are accepted as negative responses
to a loss experience, inverse relationship between Denial and Acceptance was expected.
Likewise in a study conducted with bereaved couples, while adaptive coping was
positively associated with Acceptance, Maladaptive coping was positively associated
with Denial (Nazare et al. 2013). Although there were indirect relationships between
Denial, Acceptance, maladaptive and adaptive coping, the association between Denial

and Acceptance were directly inverse.

Contrary to Denial, Bargaining was positively associated with Acceptance.
Participants, who had higher Bargaining stage scores, had higher levels of Acceptance.
This relationship makes the Bargaining one of the most important stage in the grief

process which goes trough Acceptance. Following statements supports the finding of
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the present study on the basis of relationship between denial and acceptance stage:
“... In other cases, bargaining can help our mind move from one state of loss to another.
It can be a way station that gives our psyche the time it may need to adjust. ... It allows

us to believe that we can restore order to the chaos that has taken over.” (Kiibler-Ross

and Kessler 2014: 19)

As a conclusion, in respect to five regression analyses mentioned above, the pre-
acceptance stages (denial, anger, bargaining, and depression) were both linearly and
simultaneously experienced by bereaved individuals. Their significance levels,
explained variances, t values, and their B values supported this idea. On the other hand,
as decreasing level of variance when adding acceptance stages in to regression equation
demonstrates acceptance stage is distinct phenomenon in the grief process. Therefore, it
cannot be experienced simultaneously. Decreased level of denial and increased level of

bargaining were associated with acceptance.

4.4.2. Core Bereavement

In order to investigate the associations between Core Bereavement and its
predictor variables, hierarchical multiple regression analyses were conducted. Analyses
indicated that Gender was significantly associated with Core Bereavement. Women
participants had higher scores of Core Bereavement than men. Similar findings are

supported by other grief related studies (Keesee et al. 2008).

Additionally, individuals with lower levels of education had also higher scores
of Core Bereavement. Similar with this, findings indicated that individuals with lower
levels of education reported higher grief intensity (Newson et al. 2011). This result
might demonstrate individuals with higher levels of education have better coping
abilities. Also, individuals with lower levels of education and higher core bereavement
scores might be related with ruminative thinking about grief. However, these

hypotheses are needed to investigate in further studies.

In addition to demographical variables, Supportiveness of the relationship with

deceased revealed a significant association with Core Bereavement. If individuals
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reported that their relationships were highly supportive with the deceased, they had
higher Core Bereavement scores. This association indicated the important role of
relationship factors with the deceased. Previous studies supported this finding also
(Hardison et al. 2005). This result demonstrates that individuals losing their supportive
relationship might feel difficulty to compensate their life afterwards and they might
engage the lack of one by elaborating bereavement more. When considered the items of
the scale, yearning the deceased (e.g., missing deceased when looking at his/her photo
etc.) and the link between degrees of supportiveness, higher scores might reveal
showing respect or continuing bonds by intensify the grief. However, relationship
quality and interaction frequency with the deceased did not reveal significant
associations with Core Bereavement. This might be due to time since loss. When
considering the average value of the time since loss factor (M = 10.2) as quite long,
these factors and core bereavement were not significantly associated. Therefore, further
studies with shorter duration of loss might examine those associations.

Besides of socio-demographic variables and quality of relationship, only two
variables, Bargaining and Depression were significantly associated with Core
Bereavement. Individuals, who engaged in bargaining and depression during grief
process, had higher grief intensity. As a way of grief intensity, Core bereavement,
includes themes (acute separation, images and thoughts, yearning) that are cognitively
ruminative. Therefore, both bargaining stage and depression stage comprehend to
thinking more about bereavement negatively. As reported by Kiibler-Ross and Kessler
(2014) these stages are the most intense stages of grief processes. Therefore, bargaining
and depression can also be identified as core stages of grief when considering their
association with Core Bereavement. However, Denial, Anger, and Acceptance were not
associated with Core Bereavement. Also, r square change results revealed the
importance of pre-acceptance stages rather than acceptance stage. Former variables
explained 32% of variance while latter explained almost 1%. These associations are
consistent with the general course of the grief process. The stages of Denial and Anger
have a protective role against to this devastating event for the bereaved individuals soon
after the death. Therefore, during these stages it is not expected to see intense grief
reactions (e.g. to avoid from memories, yearning, losing control the life, meaningless or

emptiness etc.) from bereaved individuals, because the reality of the loss is not accepted
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yet. On the other hand, to consider acceptance stage, moreover, when bereaved
individuals accepted the reality of loss that means they feel themselves better and they
cope better with life problems. Also, they do not avoid from memories about the
deceased, and they understand that the life goes on. Therefore, no association between
core bereavement and acceptance is expected since acceptance does not include
returning back to pain about the loss. As a result, those findings mentioned above
clarify acceptance as healthy part of the grief while Bargaining and Depression are the

core.

4.4.3. Posttraumatic Growth

In order to examine the associations between Posttraumatic Growth and its
predictor variables, hierarchical multiple regression analyses were conducted. Results
revealed that two control variables were significantly associated with Posttraumatic
Growth. Participants, with lower levels of education, had higher scores of Posttraumatic
Growth. Despite of the fact that there were limited results about education and PTG
relationship, Jin and colleagues (2014) supported the findings of the present study. In
addition to Education, Gender was found to be significantly associated with
Posttraumatic Growth. Women participants reported more Posttraumatic growth scores
than men. Similar findings were indicated in the study by Patrick and Henrie (2016).
The role of gender on PTG was consistent in bereavement likewise seen other traumatic

events afterwards (Swickert and Hittner 2009).

After controlling demographical variables, factors of the Quality of Relationship
with the Deceased did not reveal significant associations with Posttraumatic Growth.
This finding is not expected when considered the importance of event related factors in
several models of PTG (Schaefer and Moos 1998; Tedeschi and Calhoun 1996).
Bereaved individuals experience growth, which is independent from the how the quality
of relationship with deceased is. Rather than asking quantity of the frequency of
interaction, relationship quality or supportiveness, understanding their relationship and
perception of the relationship might illuminate interactions with positive outcomes.

Therefore, conducting qualitative studies are so important.
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When considering the Five Stages of Grief, higher depression was significantly
associated with Posttraumatic Growth. Among pre-acceptance stages, only depression
had a significant association with Posttraumatic Growth. As expected, there are an
adverse effect in depression which means the higher the depression without exclusively
negative and self-punitive rumination is the more positive outcomes arise (Nolen-
Hoeksema, McBride, and Larson 1997). To similar with depression literature, PTG
literature overemphasizes the trauma including an intense pattern leading someone to
shatter his/her assumptive world (Beder 2004). In this respect, depression, here, might
be accepted as an adverse reaction afterwards a loss that causes a shift on basic

assumptions.

On behind of pre-acceptance stages, and after removing their effect, moreover,
Acceptance was found significantly associated with Posttraumatic Growth. Considering
acceptance as a positive stage of grief, it was expected as related with Posttraumatic
Growth. When comparing r square changes, while four stages explained 5% of the
variance, only acceptance explained 4% of variance. These percentages revealed the
importance of a single stage, acceptance, in the frame of Posttraumatic Growth. This
relationship can be called as healthy-healthy relationship, which means experiencing
healthy stage of grief is necessary to experience psychologically healthy outcomes.

On behind of pre-acceptance and acceptance stages of grief, lastly, Core
Bereavement entered in to regression equation. Results revealed a significant
association of Core Bereavement on Posttraumatic Growth. When comparing explained
variances, core bereavement as mentioned above (44%) and posttraumatic growth here
(18%), all variables explained lower levels of variance in Posttraumatic Growth.
However, despite of the fact that core bereavement put lower r square change (almost
1%) into equation, Core Bereavement and Posttraumatic Growth association were
significant. As Calhoun and colleagues (2010) mostly overemphasize the role of
rumination, Core Bereavement here can be accepted as rumination about bereavement
which includes intensity of grief about avoiding from memories, yearning, losing

control over the life, feeling emptiness.
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4.5. Testing the Model of Five Stages of Grief, Grief Intensity and Posttraumatic
Growth

In order to examine the relationships Posttraumatic Growth, Core Bereavement,
and the Five Stages of Grief were tested via Structural Equation Modeling based on the
results of hierarchical multiple regression analyses. This model helps to understand non-
linearity of stages of grief model (Kubler-Ross and Kessler 2005) and build bridge
between Posttraumatic growth model with the stages of grief, and grief intensity as a
way of cognitive processing (Calhoun et al. 2010). Findings of the model, point out

important associations among the variables.

Firstly, any pre-acceptance stages were not directly associated with
Posttraumatic Growth. Pre-acceptance stages (as being event related factors) have only
indirect relationships with Posttraumatic Growth via Core Bereavement or Acceptance.
Therefore, results revealed that core bereavement might serve as a way to cognitively
process the event. As in previous studies, event related factors are generally associated
via cognitive processing (Senol-Durak and Ayvasik 2010a; 2010b). In the present study
Core Bereavement Items was used testing the intensity of bereavement. Higher scores
of this measure revealed that bereaved individuals were struggling with their loss
experiences. As it was emphasized by Tedeschi and Calhoun (2008) struggling with

grief leads to Posttraumatic Growth for some people.

In addition to Core Bereavement, Acceptance represented the second track of
Posttraumatic growth. By means of acceptance, theoretically as being a positive stage of
grief, it may serve as a mediator with another positive variable, Posttraumatic growth.
Acceptance had a mediator role in between Denial/Bargaining and Posttraumatic
Growth. These results are consistent with the regression results. Lower denial and
higher bargaining promotes Acceptance, which further encourage posttraumatic growth.
When considering lower denial and higher acceptance relationship, this might define as
prerequisite condition for real Acceptance. These individuals do not engage in returning
back and considering as the loss is real or not. Moreover when considering higher
bargaining and higher acceptance relationship, here bargaining had a critical role it
might lead either negative stages of grief (depression) or positive stages of grief

(acceptance) as reported by Kiibler-Ross and Kessler (2014). The model supported the
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nature of bargaining includes both negative and positive sights. If individuals in the
bargaining stage are helped to promote acceptance, they can afterwards demonstrate
posttraumatic growth. When considering no connection between acceptance and
depression/anger/core bereavement, this can also be evaluated as acceptance is a
positive stage of grief and is not lived complicatedly. Since individuals accept the

reality of loss, they do not return back to mourn more and more.

In our general model of posttraumatic growth we have emphasized that trauma
is, to a great extent, defined by the degree of challenge to the assumptive world, and
that posttraumatic growth develops, to a significant but not exclusive degree, out of an
attempt to come to new understandings of a world that no longer fits people’s ideas
about themselves, how others behave, what their future will be, and the like. Some
bereavement circumstances are more likely to challenge these assumptions than others,

and some assumptive worlds may be more vulnerable to these challenges than others.

4.6. Limitations

Through the processes of planning, hypothesizing, data collecting, data
analysing, and reporting of the current study, scientific and ethical rules were fully
obeyed. Consequently, the results of the study were generally as expected and

satisfactory. However, there were various limitations that are explained below.

All data of the present study was collected by self-report measures via both
hardcopy. When considering the significant loss experiences as one of the most
important part of individuals inner lives, qualitative data via interviews and/or
interventions might be more beneficial to better understand the patterns of grieving
process and posttraumatic growth. Also, data was collected with cross sectional design,

therefore, change in a specific time could not be observed.

In the present study, the range of time since loss was extensive. Therefore, it is
suggested to collect data from participants even after loss experiences for the further

studies. These might clarify possible associations about denial stage.
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In the current study, all of the participants were married (N = 501). Therefore,
including single individuals in to the study design will be helpful for more

representative samples.

Contrary to previous findings suddenness of the death was not significantly
associated with posttraumatic growth and core bereavement. This might be related with
the differences between sudden/unexpected or violent nature of death. Therefore,
distinguishing these two variables from each other in the further studies might be more

beneficial for understanding these relationships.

4.7. Clinical Implications

The current study is the first study, which systematically examined the Five
Stages of Grief on the basis of Posttraumatic Growth. In this sense, findings of the
current study revealed valuable results for the researchers and clinicians who work with

bereaved individuals.

According to the results, several bereaved-related (age, gender, education, and
living conditions) variables have important role in terms of posttraumatic growth,
intensity of bereavement, and some stages of grief. When considering gender
differences, bereaved women had higher levels of core bereavement, posttraumatic
growth, and acceptance than men. Therefore, clinical interventions specific to bereaved

men revealed a valuable need in the field.

Another important factor is living conditions. Bereaved individuals who live
with a large family had higher levels of anger and depression. Especially, during
interventions with these individuals, clinicians need to be aware of their needs based on

their living conditions.

When considering education levels, bereaved individuals who were higher
educated had lower levels of bereavement intensity, Anger, Bargaining, and
Acceptance, therefore, these results in lower Posttraumatic Growth. These results make

the clinical implications important for higher educated individuals.
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In addition to demographical variables, closeness to the deceased factors have
important role in terms of bereavement intensity. Because of individuals who had first-
degree relative, had more bereavement intensity than individuals who had second-
degree relative or other loss. Therefore, clinical interventions become more critical for
individuals who have first-degree relative than individuals who have other loss

experiences.

In addition to bereaved-related and loss-related variables, nature of the Five
Stages of Grief can be evaluated as pre-acceptance and acceptance. Clinicians might be
aware of that not all bereavement experiences resulted acceptance and growth. Also,
intensity of bereavement, bargaining and depression stages have important roles in this

process.

Considering developed model, the model offer two pathways to bereaved
individuals and clinicians. If individuals are engaging in pre-acceptance stages more
and more, it might be helpful to these individuals to promote their thoughts, emotions
etc. as a way to processing more and more to promote growth. If individuals are
engaging in less denial and high acceptance, promoting their acceptance patterns for

posttraumatic growth might be crucial.

4.8. Further Studies

Examining both bereaved-related and loss related variables are encouraged to
develop intervention program for specific need of bereaved person. Also, conducting
qualitative studies will be helpful to clarify loss perception or to make sense in relation

to outcomes.

Considering socio-demographic variables, the role of education was found
significant in the present study. Additionally, role of gender was found significant for
Acceptance stage, Posttraumatic Growth, and Core Bereavement. These bereaved

related socio-demographic variables can also be examined for the further studies.

In the present study, factors of the quality of relationship with the deceased were

examined. The supportiveness of the relationship was associated with depression stage.
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However, relationship quality and interaction frequency were not associated with
variables in the present study. Further studies are encouraged to explore these

relationships between variables.

Results indicated that all stages except depression are not influenced by the
quality of relationship between bereaved individuals and deceased person before the
death. However, this explanation needs further investigations, which aims to explain

these associations.

Studies also suggested examining the social support mechanisms of the bereaved
individuals. Previous studies indicated that social support was a protective factor against
complicated grief reactions (King and Werner 2011; Stroebe, Abakoumkin and Stroebe
2010).

Therefore, further studies with shorter duration of loss might examine those

associations.

4.9. Conclusion

In the current study, Posttraumatic Growth experiences were examined through
the Five Stages of Grief and Core Bereavement Phenomenon, together with several
bereaved-related factors (e.g., age, gender, education, living conditions, and receiving
professional help), loss-related factors (e.g., loss gender, suddenness of loss, time since
loss, and closeness to the deceased), and the factors of quality of relationship with
deceased (relationship quality, interaction frequency, and supportiveness of the
relationship with deceased) in the sample of bereaved individuals. The study further
introduced some important factors that influence the associations of posttraumatic
growth with some demographical variables (e.g., gender, education, living conditions,
and closeness to the deceased), supportiveness of the relationship with deceased, five

stages of grief, and bereavement intensity.

In consideration of these results, associations of the five stages of grief and
intensity of bereavement with posttraumatic growth were tested with a model. In this

direction, the five stages of grief model was tested empirically for the first time. The
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model introduced that the nature of the five stages of grief can be evaluated as pre-
acceptance and acceptance stages. While acceptance stage directly associated with
posttraumatic growth, pre-acceptance stages indirectly (by the way of core
bereavement) associated. Also, bargaining stage takes a junction role between positive
and negative directions in grieving process. Overall, findings of the present study

introduced both the linear and overlapping natures of the five stages of grief.
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APPENDICES



Appendix A: Demographic Information Form

Dogum Tarihiniz: ....... [eoeann Joieenaenn (Giin/Ay/ Y1)

Cinsiyetiniz: Kadin( ) Erkek( )
Medeni durumunuz: Bekar () Evli() Bosanmis () Dul ()

*Evli iseniz nasil evlendiniz?:  Gorici usulii () Tanisarak ()
*Kag yildir berabersiniz? :...........

*Varsa cocuklarimiz: 1 ()2 ()3 () 4 () 5 ve daha fazlas1 ()

Ailenizin aylik toplam geliri? ©..............ccccoovriinnnnenn. (TL)
Su an nasil ikamet ediyorsunuz?:
Tek Basia () Cekirdek Aile ile () Kalabalik Aile ile( )
Mesleginiz:
Memur () Ogretmen/OgretimUyes
Isci () i () Mimar/Miihendis ( Yonetici ()
Ev Hanimu () ) Ciftci ()
Saglik Personeli () Esnaf () Giivenlik Personeli ()
Serbest meslek () Tekniker/Teknisyen () Issiz ()
Ogrenci () Emekli() Diger:.....ccvvineinnnnn.

Halen ¢alisiyor musunuz? Evet () Hayir ()  Hi¢ Calismadim ()

Egitim durumunuz:

Okur-yazar () [lkokul mezunu ()  Ortaokul mezunu () Lise mezunu (

) Yiiksekokul mezunu () Universite mezunu () Yiiksek lisans/Doktora mezunu ( )
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HERKES HAYATINDA KAYIPLAR YASAYABILIR.

Asagidaki sorular sizin kayip yasantilarinizla ilgilidir.

Liitfen, SU ANA KADAR kaybettiginiz kisileri (Birden fazla segenek

isaretleyebilirsiniz).

Anne

Baba

Kardes

Es

Cocuk

Dede

Anneanne / Babaanne

O O O O O O

Amca/Day1

Hala/Teyze

Sevdiginiz bir kisi

Duygusal iliskiniz olan bir kisi
Arkadas

Diger (liitfen belirtiniz)

Liitfen, SON BIR YIL ICINDE varsa kaybettiginiz kisileri (eger sizin bir
kaybiniz yoksa esinizin kaybettigi Kkisileri) isaretleyiniz. (Birden fazla segenek

isaretleyebilirsiniz).
Anne

Baba

Kardes

Es

Cocuk

Dede

Anneanne / Babaanne

O O O O O O

Amca/Day1

Hala/Teyze

Sevdiginiz bir kisi

Duygusal iliskiniz olan bir kisi
Arkadas

Diger (liitfen belirtiniz)

Liitfen kaybedilen kisiler arasinda kayb1 sizi EN COK etkileyen kisiyi se¢iniz.

Anne

Baba

Kardes

Es

Cocuk

Dede

Anneanne / Babaanne
Amca/Day1

Hala/Teyze

Sevdiginiz bir kisi
Duygusal iliskiniz olan bir kisi
Arkadas

Diger (liitfen belirtiniz)
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Kaybettiginiz Kisinin cinsiyeti? Erkek: () Kadin: ()
Kaybettiginiz Kisinin vefat ettigi yas? :.................

Yakininizi ne kadar siire once ( kag yil, kac ay once) kaybettiniz.
Net siireyi bilmiyorsaniz yaklasik olarak yil degeri giriniz.

Yakinimiz1 kaybetme nedeniniz neydi?

Ani hastalik ( kanser, beyin kanamasi vs.)

Akut (birden bire) rahatsizlik (kalpkrizi, zehirlenme vb.)
Kronik Hastalik (Diyabet, Alzeimer/Demans, Tansiyon vb.)
Dogum 6ncesi/sirast komplikasyonlar

Trafik kazasi

Diger kazalar (is/ev kazlari, bogulma vb.)

Dogal afetler (deprem, sel, ¢1g vb.)

Intihar

Biri tarafindan 6ldiiriilme (cinayet, terdr, saldiri, soygun vb.)
Diger (Liitfen detayl1 olarak belirtiniz)

Kaybiniz ani ve beklenmedik bir sekilde mi gerceklesti? Evet () Hayir ()

Kaybinizdan sonra bir psikiyatrist ya da bir psikologdan profesyonel bir
yardim aldimiz mi?

Yardim almadim

Psikoterapi

Psikiyatrik yardim/ Ilag tedavisi
Psikoterapi + ilag tedavisi
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Liitfen bu boliimii gecen yillar icinde kaybindan en cok etkilendiginiz Kisiyi

diisiinerek doldurunuz (bir 6nceki soruda isaretlediginiz kisiyi diistinerek).

Kaybettiginiz kisiyle iliskinizin kalitesi, kaybinizdan 6nce nasildi1?

Cok kotii Cok iyi

[liskinizin kalitesi?

1) 20) 3() 4() s5() 6()

Kaybinizdan once, onunla ne siklikta etkilesim halindeydiniz?

Hig Cok Sik

Etkilesim diizeyiniz?

1) 20) 3() 4() sS() 6()

Kaybinizdan 6nce, onunla olan iliskinizde birbirinize ne derece destek
olurdunuz? Kaybimmzdan o6nce, iliskiniz ne derece destekleyiciydi?

[liskinizin destekleyiciligi

Hig Tamamen
destekleyici degil
destekleyici

10 20) 3() 4() 5() 6()

Kaybimizi ne dereceye kadar kontrol edilemez olarak degerlendirirsiniz?
(Yasamlan kayipne derece onlenebilirdi?)

Hig

Kontrol Edilemez

Tamamen

Kontrol Edilebilir

10) 2()

3() 4() 5() 6( )
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Appendix B: Posttraumatic Growt Inventory - X Version

Asagida yer alan her ciimleyi dikkatle okuyunuz. Yukaridaki sorularda
bahsettiginiz sizin ya da esinizin kaybindan sonra, kayba bagli olarak ne derece

degistiginizi, asagidaki 6l¢ekte uygun gelen segenekle isaretleyiniz.

Not: Eger bir kaybmiz yoksa sorular1 genel yasam durumunuza gore

degerlendiriniz.

Examples of Items

1.Hayatimda neyin 6nemli oldugu ile ilgili 6nceliklerimi degistirdim.
2.Hayatimin degerini daha ¢ok takdir ediyorum.

9. Duygularimi ifade etmeye daha istekliyim.

17. Degismesi gereken seyleri degistirmeyi denemeye daha istekliyim.

29. Diinya ile aramdaki uyum daha anlamli gelmeye basladi.
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Appendix C: Core Bereavement Inventory

Asagidaki sorular bir silire Once sizin ya da esinizin kaybetmis oldugunuz
sevdiginiz kisiyle alakali olarak yasadiklarimiz ve hissettikleriniz hakkindadir.

Kaybettiginiz kisi sorularda “Q” ile belirtilmistir.

Examples of Items

1. O’nun vefatina iliskin olaylarla ilgili hayaller zihninizde canlantyor mu?

7. O’nun tekrar yaninizda bulundugunu ya da tekrar bir araya geldiginizi
diisiindiigiiniiz oluyor mu?

12.Herhangi bir sebepten dolayr O’nun artik geri gelmeyecegi gergegi ile
yiizlestiginizde ac1 ¢ekiyor musunuz?

17. Fotograf, miizik, bazi yerler ve durumlar gibi O’nu hatirlatan seyler hayattan

yeterince zevk alamamaniza neden oluyor mu?
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Appendix D: The Five Stages of Grief Scale

Yasanan bir kaybin ardindan, kaybi yasayan kisiler tarafindan diisiiniilen ve
sOylenen en yaygin ifadeler asagida Orneklendirilmistir. Sizden bu ifadelerin SU

AN size ne kadar uygun oldugunu derecelendirmeniz istenmektedir.

Examples of Items

1. ‘Hayir, o 6lmedi, 6lemez.' ' Gergekten 6lmiis olmaz, bu duydugum/yasadigim'
dogru degil.' 'Sanki simdi su kapidan iceri girecekmis gibi.'

2. ‘Iste simdi bittim ben. Hayat benim icin anlamsizlasti. Su an hi¢ bir sey
hissetmiyorum.'

7. 'O geri gelsin onu asla ve asla iizmeyecegim. Uzerine titreyecegim. Bunu
garanti ediyorum.’'

10. 'Onsuz yasam c¢ok anlamsiz.' 'Yasamdan tat alamiyorum'. 'Onu bana
hatirlatan her sey (fotograf, film, miizik vs.) hayattan zevk almami engelliyor.' ' Tiim
timidimi kaybettim.'

14. 'Hayat devam ediyor ve ben daha iyiyim.' 'Eskisine gore kendimi daha giiclii
hissediyorum.'

17. 'Artik onu animsatan seylerden ka¢inmiyorum', ' 'Onu artik daha giizel

animsiyorum'. 'Onu, kendimi ve digerlerini affettim.’
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Appendix E: Informed Consent Form

Abant izzet Baysal Universitesi Sosyal Bilimler Enstitiisii Klinik Psikoloji
Anabilim Dali’nda  Yiksek Lisans Tezi olarak Do¢. Dr. Emre Senol-
Durak danigsmanliginda yiritiilmekte olan “Kayip Yasantis1 Olan Bireylerde Travma
Sonrast Gelisim ve Temel Yas Unsurlar: Yasin Bes Asamasinin Incelenmesi” adli tez

calismasina davet edilmektesiniz.

Karar vermeden once ¢alismanin neden ve nasil yapilacagini anlamaniz oldukga
onemlidir. Bu nedenle litfen biraz zaman ayirarak asagidaki bilgileri dikkatlice
okuyunuz ve isterseniz baskalariyla tartisiniz. A¢ik olmayan bir boliim varsa veya daha

ayrintili bir bilgiye ihtiya¢ duyarsaniz liitfen araymiz.

Arastirmaya katilmay1 kabul eden kisilere yasadiklar1 kaybin dogasi, duygusal
basa ¢ikma, sosyal destek ve genel sagliklailgili sorular yoneltilecektir. Toplam
katilimcr saymin 500 olmasi beklenmektedir. Arastirma anketlerine yanit vermek

ortalama olarak 20 dk. siirmektedir.

Caligmaya katilmak tamamen GONULLUK ve GIZLILIK esasina baghdur.
Calismaya katilmamakta veya herhangi bir zamanda herhangi bir nedenle ya da neden
gostermeksizin arastirmadan c¢ekilme durumunda size yonelik olumsuz higbir sonug
bulunmamaktadir. Caligmaya vermis oldugunuz cevaplar ve Kisisel bilgiler sadece

aragtirma amactyla kullanilacaktir.

Bu ¢aligmaya katiliminizdan dolay1 higbir fiziksel, psikolojik, sosyal, ekonomik
vb. risk ya da rahatsizlik yasamayacaginiz dngoriilmektedir. Ancak, katilim sirasinda
sorulardan veya baska bir nedenden dolay1 kendinizi kotii hissederseniz galismayi
yarida birakma hakkina sahipsiniz. Bunun yani sira, bu ¢alismanin size verdigi

rahatsizlig1 dilerseniz konusabiliriz.

Bu calisma sonunda elde edilen bilgiler sadece bilimsel amacla kullanilacak ve
hicbir kimlik bilginiz paylasiimayacaktir. Eger siz de bu ¢aligmanin sonuglar1 hakkinda

bilgilendirilmek isterseniz bilgiler sizinle de paylasilacaktir.
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Calisma hakkinda her tiirlii bilgi ve sorularinizi Abant Izzet Baysal

Universitesi Arastirma Gorevlisi Samet Bas' a iletebilirsiniz.
Calismaya vermis oldugunuz destekten dolay ¢ok tesekkiir ederiz.

Not: Bu arastirma Abant Izzet Baysal Universitesi Insan Arastirmalar1 Etik

Kurulu tarafindan onaylanmistir.



