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Abstract

Many bereavement researchers focus on predicting and preventing complicated grief,

a psychologically crippling, sometimes life-threatening response to loss that persists

for lengthy periods, often with serious health consequences. Reviews of studies have

identified specific risk factors (e.g., low social support, insecure attachment style)

that predict high levels of complicated grief symptomatology. However, studies rarely

investigate multiple risk factors in combination, and still more rarely trace factors

observable during the end-of-life period and their predictive power for identifying

intense grief in family members following the death. We therefore investigated sev-

eral pre-loss risk factors for post-loss bereavement distress in 35 family members of

Veterans who died of a terminal illness after receiving palliative care. Results revealed

that being female, Caucasian, losing a spouse, and experiencing high anticipatory grief

prior to the death, all predicted high levels of grief 6 to 10 weeks following the death.

Moreover, psychosocial factors such as being highly dependent upon the Veteran,

displaying high neuroticism, reporting low levels of social support, and being unable

to make sense of the prognosis or death predicted more intense post-loss grief

reactions.
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Complicated grief (CG; Shear et al., 2011; also known as Prolonged Grief
Disorder; PGD; Prigerson et al., 2009; or Persistent Complex Bereavement
Disorder1; American Psychiatric Association, 2013) is a severe, protracted,
debilitating, and sometimes life-threatening response to loss that has serious
physical and mental health consequences (Lichtenthal, Cruess, & Prigerson,
2004). Predicting and preventing CG is a major focus of contemporary bereave-
ment research. Burke and Neimeyer (2013) reviewed 43 studies of potential
prospective predictors of intense grief, identifying several confirmed risk factors
(e.g., marital dependence, high neuroticism, low social support) that have
increased our understanding as to why some bereaved people struggle psycho-
logically more than others. However, as only a handful of studies have investi-
gated the possible role of multiple risk factors in the same study (e.g., Thomas,
Hudson, Trauer, Remedios, & Clarke, 2014), more research is clearly called for
to understand their relative priority in forecasting bereavement complications.
Likewise, only a few investigations have linked pre-loss assessment with post-
loss functioning of family members (e.g., Boerner, Wortman, & Bonanno, 2005)
in a way that might provide guidance for end-of-life (EOL) care professionals
attempting to secure appropriate care for families needing additional support
after a loved one’s death.

In the current study, we attempted to bridge the above-mentioned gaps in
bereavement research. Specifically, with a sample of family members of termin-
ally ill Veterans who received palliative care, we sought to learn if any of several
demographic and psychosocial predictors assessed during EOL care could pre-
dict post-death distress. In particular, we investigated whether our previous
findings of predictors of family members’ pre-loss grief in this same sample
(Burke et al., 2015) functioned as prospective predictors of their post-loss
grief as well. Finally, we explored the relation between anticipatory grief (AG;
the process of grieving the loss of loved ones in advance of their inevitable death
in the course of terminal illness; Rando, 2000) and family members’ subsequent
CG symptomatology 6 to 10 weeks after the death occurred.

Background

Grief is the natural, normal, and often necessary response to the loss of a loved
one. For individuals experiencing the life-threatening illness of a treasured
family member, grief can be experienced both before and after the death.
And, when the fatal illness has run its course, it is likely that individual family
members each will grieve the loss differently.
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Contemporary research consistently suggests that bereaved adults commonly
experience significant grief reactions following the death of a loved one, at least
initially. However, at least in the case of natural-death losses, most grievers
adapt to their loss within 1 to 2 years (Bonanno & Mancini, 2006). In fact,
roughly 50% of bereaved individuals experience a high level of resilience in
response to bereavement (Galatzer-Levy & Bonanno, 2012) and experience
little in the way of psychological distress. Conversely, a small but significant
number of mourners (10%–15%; Prigerson et al., 1995) become incapacitated
by grief symptoms that are characterized by profound separation distress and an
inability to accept the loss, which have been linked to subsequent poor physical
and mental health, spiritual distress, suicidality, and early mortality (Burke &
Neimeyer, 2014; Gilewski, Farberow, Gallagher, & Thompson, 1991; Hardison,
Neimeyer, & Lichstein, 2005; Latham & Prigerson, 2004; Prigerson et al., 1997;
Stroebe, Schut, & Stroebe, 2007). Without targeted treatment, CG sufferers
often experience unabated symptoms for years, decades, or a lifetime
(Prigerson et al., 2009). Having this understanding of CG symptomatology, a
primary aim of this study was to understand if factors assessed during the death
and dying period in a sample of family members of fatally ill Veterans could
predict their level of grief distress after the death as a potential means of inform-
ing future preventive interventions.

Risk Factors for Intense Grieving

Several reviews of studies of predictors of grief-related distress (Lobb et al.,
2010; Stroebe et al., 2007) have informed the field about what might exacer-
bate the bereavement period for some mourners but not others, at least in
terms of contemporaneous factors. Burke and Neimeyer (2013), on the other
hand, conducted a comprehensive, empirical review of such predictors, focus-
ing solely on results from empirical bereavement studies (n¼ 43) that exam-
ined prospective predictors of grief. The following confirmed risk factors
emerged from this review: (a) low levels of social support, (b) insecure attach-
ment style, (c) seeing the body in the context of violent death or dissatisfac-
tion with death notification, (d) being a spouse or a parent of the deceased,
(e) high levels of pre-death marital dependency, and (f) high levels of
neuroticism.

In addition to these primary conclusions, Burke and Neimeyer’s (2013) review
also suggested that being young or non-Caucasian, having less education, little
income, prior losses, or losing a child of any age to a violent, sudden death tends
to predict prolonged and intense grief. A recent update of this review under-
scored the relevance of these predictors, and added female gender of the mour-
ner, caregiver burden, insufficiency of institutional support (e.g., in the hospital
or hospice), and inability to make sense of the loss to the list of probable risk
factors (Neimeyer & Burke, 2017).
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Beyond these demographic, contextual, and psychosocial factors associated
with heightened bereavement distress, some research has examined whether
intense pre-loss grieving in anticipation of a loved one’s impending death, com-
monly referred to as anticipatory grief (AG), forecasts mourners’ adaptation in
the months that follow the death. However, existing evidence is mixed in terms of
the possible costs and benefits of pre-death grieving (e.g., Breen, 2012).
Theoretically, AG provides the mourner with opportunities to process the loss
prior to the death in order to integrate loss-associated changes and emotions. On
the other hand, the benefits of AG remain questionable, primarily because it is
often complicated by the countless uncertainties surrounding the death itself (e.g.,
the patient’s unpredictable disease trajectory, treatment-choice quandaries, care-
giving demands, stressful decision-making; Luhrs et al., 2005). For instance, some
studies report that AG significantly increases the family member’s pre-loss tension
and strain, preventing the accomplishment of necessary grief tasks prior to the
death (Saldinger & Cain, 2005) and, in some cases, increases grief distress follow-
ing the death (e.g., Nielsen, Neergaard, Jensen, Bro, & Guldin, 2016). In fact, in its
most psychologically severe form, AG symptomatology appears to share some
symptom overlap with CG (e.g., intrusive thoughts, painful yearning, intense
anger, emotional dysregulation; Carr, House, Wortman, Nesse, & Kessler, 2001).

In a rare study assessing risk factors for AG with family members of Veterans
receiving palliative care, Burke et al. (2015) found that high levels of AG in
family members were related to having less education, discomfort with emo-
tional closeness and intimacy, high levels of neuroticism, high pre-death depen-
dency upon the Veteran, low levels of grief-specific support, an inability to make
sense of the prognosis/looming loss, and experiencing a spiritual crisis in relation
to the loved one’s impending death. However, more research is needed to deter-
mine whether such predictors observable in the EOL context as well as AG itself
forecast more difficult adjustment once the death of the loved one has occurred.

The Department of Veterans Affairs’ (VA) literature suggests that being a
Veteran differs in significant ways from being a civilian—with positive and negative
implications that appear to be accentuated in the face of terminal illness and EOL
planning/care. Although rarely explored, research indicates that many Veterans
have had experiences (e.g., exposure to threatening sights, sounds, and chemicals;
higher rates of physical and psychological distress; Emanuel et al., 2010;Kang et al.,
2003; Zhu et al., 2009) that may, in turn, affect the Veteran’s EOL experience, and
possibly even the bereavement experience of their family members following their
death. This study focuses on the latter—exploring the loss and grief experiences of
family members in the wake of the Veteran’s death.

Aims of This Study

Our goal in the present study was to evaluate rarely explored aspects of intense
grieving in a VA setting. Specifically, we examined the pre- and post-loss
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bereavement experiences of survivors of Veterans who died of terminal illness to
assess risk factors of post-loss grief distress. A paucity of research exists on the
relation between pre- and post-loss bereavement distress, as well as what makes
some individuals grieving the death of a loved one more susceptible to poor
bereavement outcome. Thus, this study is an exploratory evaluation of prospec-
tive predictors of intense grieving in families of Veterans receiving palliative care
at the EOL, placing emphasis on the examination of risk factors related to the
family member’s background and other psychosocial factors. To do so, we
conducted analyses using two assessment points: Time 1 (T1), a pre-death assess-
ment immediately following the Veteran’s hospice eligibility determination, and
Time 2 (T2), a post-death assessment at 6 to 10 weeks following the death of the
Veteran to test the following hypotheses:

1. Based on our previous findings using data from this same sample showing
that specific demographic, relational, emotional, and existential risk factors
were associated with pre-loss anticipatory grief, we expected that the same set
of factors would predict intensity of grief symptomatology approximately 2
months post-loss. Specifically, we hypothesized that the following factors
measured at T1 would predict high levels of grief at T2: (a) low levels of
education, (b) low levels of grief-specific social support, (c) high levels of
dependency upon the Veteran, (d) difficulties making meaning of the prog-
nosis/impending death, (e) insecure attachment style, (f) high levels of neu-
roticism, and (g) spiritual struggle.

2. Despite the potential benefits associated with grieving in anticipation of a
loved one’s death, given the specific factors that accompany the dying process
for the family member (e.g., added stress, elevated fear and concern, and high
needs of both the patient and family member) coupled with findings showing
that family members sometimes experience intense grief reactions in relation
to imminent death, we posited that high levels of pre-loss grief distress would
predict high levels of post-loss grief distress in this sample. Specifically, we
hypothesize that high T1 AG scores would predict high T2 CG symptoms.

Method

Participants

Participants were 35 adult family members or friends (hereafter referred to as
family members) who were grieving the death of a Veteran who had died of a
terminal illness. Prior to their death, all of the deceased Veterans had either been
admitted to the palliative care unit (PCU) of the Memphis Veterans Affairs
Medical Center (MVAMC) or had received outpatient palliative care services
at the MVAMC. Demographic characteristics of the family members are shown
in Table 1.
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Table 1. Family Members’ Demographic Descriptive Statistics (N¼ 35).

Outcome variable Mean SD Range

Complicated Grief scores (PG-13) 8.43 8.26 0 to 29

Demographic variable n %

Age in years 58.64 13.25 29–87

Sex

Female 27 77.1

Male 8 22.9

Race/Ethnicity

Caucasian 22 62.9

African American 13 37.1

Relationship to the Veteran

Spouse 12 34.3

Daughter 6 17.1

Son 5 14.3

Sister 6 17.1

Brother 3 8.6

Other (e.g., niece, friend) 3 8.6

Education

Grade 8 or lower 1 2.9

Some high school 3 8.6

High school degree/GED 12 34.3

Some college 10 28.6

College degree 4 11.4

Beyond college degree 5 14.3

Income

<$10,000 2 5.7

$10,000–$24,999 11 31.4

$25,000–$49,000 9 25.7

$50,000–$74,999 3 8.6

$75,000–$99,999 6 17.1

>$100,000 3 8.6

DNR 1 2.8

Faith tradition

Christian 34 97.1

Secular/Nonreligious/Agnostic 1 2.9
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All of the Veterans in our sample (n¼ 35) were male and had been diagnosed
with a variety of types of terminal illnesses such as cancer, end-stage renal
disease, dementia, or chronic obstructive pulmonary disease, among other con-
ditions. They ranged in age from 49 to 93 years (M¼ 72.2 years, SD¼ 11.7
years), and 63% of them were Caucasian (n¼ 22), with the rest being African
American (n¼ 13; 37%). They all served in the United States armed forces, and
37% (n¼ 13) had service-connected status (i.e., had developed a chronic condi-
tion associated with their military involvement). Their service was reflected in
the following branches of the military: Army, n¼ 22 (62.9%); Navy, n¼ 6
(17.1%); Air Force, n¼ 5 (14.3%); Marines, n¼ 2 (5.7%).

Materials and Procedure

After receiving approval from both the MVAMC’s and the University of
Memphis’ institutional review boards, participants were recruited from the
MVAMC inpatient PCU and also via referrals from the Palliative Care
Consult Team. The PCU is an eight-bed, acute care unit that provides services
to Veterans with advanced illnesses refractory to treatment and who require
inpatient care for aggressive symptom control, and are imminently dying.
The PCU interdisciplinary team members (IDT; e.g., physicians, nurses, social
workers, psychologists, chaplains) work together to provide services for
Veterans in need of symptom palliation of a life-threatening condition.
Specific services include advanced care planning, goals of care discussions, assis-
tance with EOL issues, and pain or symptom management, among others.
A subset of participants had a Veteran who received palliative care services
while admitted to other units of the hospital or through outpatient services.

Only family members of Veterans who were hospice eligible were recruited to
participate in this study. For the purposes of this study, to be hospice eligible the
patient’s primary physician certified that the Veteran had a terminal illness and
likely had less than 6 months to live. Both family members whose hospice-
eligible loved one was admitted to the PCU and those who were not admitted
were eligible to participate. If recruitment of a family member was not possible,
we solicited the participation of an individual who visited the Veteran during
his/her hospital stay (e.g., a friend).

Individuals eligible to participate in this study met the following inclusion
criteria: (a) 18 years or older, (b) the family member or friend of a hospice-
eligible terminally ill Veteran, and (c) able to speak English fluently. Interested
participants were invited by the primary author (an IDT member) to read and
sign the Informed Consent and HIPAA forms. Participants received no mone-
tary compensation for their participation, however, as with all patients’ family
members, following the death of their loved one they were offered bereavement
support through the MVAMC’s chaplaincy program. Participants were asked to
complete three assessments that varied in terms of time commitment. Due to
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attrition at T3 that prevented performing certain statistical analyses, only
T1 and T2 assessment data have been analyzed for this study. At T1, partici-
pants provided data either by completing a battery of self-report, pencil and
paper measures in person or by completing researcher-administered measures in
person or via phone, whichever was more convenient for the participant. All T2
assessments were conducted via a phone call initiated by the lead author. Given
the emotional nature of grief and our attempt to assess participants’ grief
responses relatively shortly after the Veteran’s death, consistency in terms of
using the same investigator (lead author) for data collection across time points
was considered essential. Prior to the second assessment, a packet containing
T2 questionnaires was mailed to the participant who had them in hand and
followed along as the researcher read each questionnaire’s items aloud over
the phone. The participant’s responses to items were recorded on copies of the
questionnaires, to be used for later analysis.

Measures

As well as examining a variety of demographic factors, we assessed survivor-
related characteristics using scales bearing on the following: (a) anticipatory
grief, (b) complicated grief, (c) relational dependency, (d) attachment style,
(e) negative religious coping, (f) grief-specific social support, (g) EOL and
death-related meaning making, and (h) neuroticism.

Complicated Grief symptoms were assessed using the Prolonged Grief
Disorder Scale (PG-13; Prigerson, Vanderwerker, & Maciejewski, 2008).
The PG-13 is a 13-item self-report, diagnostic tool to evaluate prolonged grief
disorder (also known as CG), using questions such as In the past month, how
often have you had intense feelings of emotional pain, sorrow, or pangs of grief
related to the lost relationship? Prigerson et al. (2008) achieved high internal
validity (a¼ .93) when using the PG-13 in a sample of bereaved cancer care-
givers. In this study, Cronbach’s alpha for the PG-13 was .92.

Anticipatory Grief was evaluated using the Anticipatory Grief Scale (Theut,
Jordan, Ross, & Deutsch, 1991), a 27-item self-report tool designed to assess the
bereavement experience of individuals whose spouses have been diagnosed with
dementia; however, with the authors’ permission, in this study, we substituted
references to ‘‘dementia’’ with ‘‘life-threatening illness.’’ Items are scored on a
5-point Likert scale, ranging from strongly disagree to strongly agree, with exam-
ple items such as: I get angry when I think about my loved having a terminal
diagnosis. Theut et al. (1991) found good internal consistency (a¼ .84) for this
measure in a sample of wives grieving their husband’s diagnosis. We also found
adequate internal consistency using this measure with our sample (a¼ .73).

Negative Religious Coping (NRC) was assessed using the NRC subscale of the
Brief RCOPE (Pargament, Smith, Koenig, & Perez, 1998). The Brief RCOPE is
a reliable and valid measure of religious coping, using 14 items and two
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subscales to assess both positive religious coping (e.g., Focused on religion to stop
worrying about my problems) and NRC (e.g., Felt punished by God for my lack of
devotion). The Brief RCOPE has shown adequate to high internal reliability for
both subscales (a¼ .80 and .69, respectively) in three distinct trials of distressed
individuals (Pargament, et al., 1998), and in samples of violently bereaved
African Americans (Burke, Neimeyer, McDevitt-Murphy, Ippolito, &
Roberts, 2011; PRC: a¼ .88 and NRC: a¼ .79). Likewise, we achieved good
internal reliability using the NRC subscale in our sample (a¼ .84).

Grief-Specific Social Support was measured using the Inventory of Social
Support (Hogan & Schmidt, 2002). The ISS is a five-item, self-report question-
naire that uses a 5-point Likert-type scale ranging from 1¼ does not describe me
at all to 5¼ describes me very well to subjectively measure available grief-specific
social support. A representative question is: I can get help for my grieving when I
need it. Burke, Neimeyer, and McDevitt-Murphy (2010) examination of grief
support among African American homicide survivors revealed adequate internal
consistency (a¼ .77) using this measure. We achieved adequate internal consis-
tency using the ISS in this sample as well (a¼ .80).

Attachment Style was assessed using the Adult Attachment Scale (Collins &
Read, 1990). The 18-item AAS measures adult attachment style dimensions
including comfort with closeness and intimacy (Close subscale), comfort with
depending on others (Depend subscale), and worry about being rejected or
unloved (Anxiety subscale). Each item is rated on a 5-point scale ranging
from 1¼ not at all characteristic to 5¼ very characteristic. Collins and Read
(1990) reported Cronbach’s alpha coefficients of .69 for Close, .75 for
Depend, and .72 for Anxiety. Cronbach’s alpha coefficients for the AAS in
our sample were .69 for Close, .82 for Depend, and .75 for Anxiety.

Meaning Made of the Prognosis/Loss was analyzed using the Integration of
Stressful Life Experiences Scale (ISLES; Holland, Currier, Coleman, &
Neimeyer, 2010). This scale uses a 5-point response format (1¼ strongly agree to
5¼ strongly disagree) and assesses the extent to which a lossmakes sense and allows
the bereaved individual to maintain a sense of security in the world. A representa-
tive item is: My previous goals and hopes for the future don’t make sense anymore
since this event. In their two-sample study (n¼ 152, respectively), Burke et al. (2014)
reported Cronbach’s alphas of .96 and .95 in community and college student sam-
ples, respectively. Similarly, Cronbach’s alpha for the ISLES in this study was .91.

Neuroticism (or anxiety-proneness) was measured using the Neuroticism sub-
scale of the Big Five Inventory (John & Srivastava 1999). This eight-item sub-
scale asks participants to indicate the extent to which they perceive themselves as
being emotionally stable, by responding to such self-descriptive statements as
I see myself as someone who: worries a lot, is emotionally stable, not easily upset.
This subscale achieved a solid level of internal consistency (a¼ .85) in a recent
adult bereavement study (Lee & Surething, 2013). We found sufficient internal
consistency in the current sample using the Neuroticism subscale (a¼ .83).
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Pre-loss Dependency was assessed by adapting and averaging four items from
the Dyadic Adjustment Scale (Spanier, 1976). Specifically, participants were
asked to endorse the following items in light of their relationship with the
Veteran: The idea of losing [my loved one] is terrifying to me; No one could
ever take the place of [my loved one]; If [my loved one] died, it would be the
worst thing that could happen to me; I would feel completely lost if I didn’t have
[my loved one]. Cronbach’s alphas revealed adequate internal consistency using
these questions in an elderly sample of bereaved spouses (a¼ .80; Bonanno et al.,
2002) and also in the current sample with Veteran family members (a¼ .72).

Data Analysis Plan

To assess risk factors for intense, post-loss grieving in this sample, first, CG
scores were assessed in relation to demographic variables of the family members,
such as gender (i.e., male vs. female) and ethnicity/race (i.e., Caucasian vs.
African American), by way of an independent samples t-test, and relationship
to the deceased Veteran family member (i.e., Spouse, Child, Sibling,
Other—comprising friends, step-siblings, and acquaintances), household
income, and level of education through the use of a one-way analysis of variance
(ANOVA).

Next, because this study sought to identify both contemporaneous and pro-
spective risk factors for intense grief observable among respondents prior to the
death of their Veteran loved one (T1) and following the death (T2), associations
between risk factors at T1 and T2 and CG symptomatology at T2 were assessed
using Pearson’s product-moment correlations in separate analyses at each time
point.

Finally, using variables having a significant association with T2 CG sympto-
matology, hierarchical regression analyses were conducted to examine the pre-
dictive power of identified risk factors, as well as the variance in grief scores
accounted for by each predictor. Prior to analysis, it was determined that there
were no violations of the assumptions of normality, multicollinearity, or
homoscedasticity.

Results

Demographic Variables and Level of Grief Distress

An independent samples t-test was conducted to examine levels of grief distress
relative to gender and race/ethnicity. Results indicated that there was a differ-
ence in T2 CG symptomatology between males (M¼ 9.25, SD¼ 7.46) and
females (M¼ 16.48, SD¼ 11.2), such that females exhibited higher levels of
grief at T2. However, due to a disproportionate number of female respondents,
these results only trended toward significance; t(33)¼�1.71, p¼ .09.

10 Illness, Crisis & Loss 0(0)



When investigating differences in grief scores based on race/ethnicity, Caucasian
respondents had significantly higher levels of intense grief (M¼ 17.91,
SD¼ 10.76) compared with African American mourners (M¼ 9.62, SD¼ 9.06);
t(33)¼ 2.33, p¼ .02.

To investigate levels of CG symptomatology among relationship cate-
gories, an ANOVA was performed. The overall effect of relationship to the
deceased Veteran was significant, F(3, 31)¼ 4.44, p¼ .01. Post hoc analyses
using Tukey’s criterion for significance indicated that the average level of T2
grief distress was significantly higher among spouses of Veterans (M¼ 22.37,
SD¼ 10.95) compared with adult children (M¼ 9.27, SD¼ 5.80, p¼ .01). The
difference between the spousal group and a combined ‘‘other’’ relationship
group, trended toward significance (M¼ 7.33, SD¼ .57, p¼ .08). Finally, the
difference between the spousal group and the sibling group was not signifi-
cant (M¼ 14.06, SD¼ 11.86, p¼ .21). However, the lack of significance in the
latter two groups may be attributable to unequal sample size comparisons.
CG symptomatology did not significantly differ according to household
income, F(5, 28)¼ 1.40, p¼ .26, or level of education of the survivor,
F(5, 29)¼ 1.21, p¼ .33.

Relation Between Bereavement-Related Risk Factors and CG
Symptomatology

Pearson’s product-moment coefficients revealed strong and significant correla-
tions in levels of post-loss grief symptomatology with regard to pre-loss risk
factors, such as (a) AG, (b) relational dependency, (c) neuroticism, (d) meaning
making, and (e) loss-related social support (see Table 2). Post-loss grief outcome
was not significantly associated with negative religious coping (r¼ .14, n¼ 35,
p¼ .42) or adult attachment-style dimensions, such as the degree of comfort with
depending on others (r¼�.03, n¼ 35, p¼ .85) and anxiety about being rejected
or unloved (r¼ .03, n¼ 35, p¼ .87).

Anticipatory grief. Our evaluation of the relation between T1 AG and T2 grief
distress evidenced a significant positive relation. Family members who had high
levels of AG before the death tended to have higher levels of grief after the
death, r¼ .44, n¼ 35, p< .01, indicating that AG may function as a prospective
risk factor of CG symptomatology.

Relational dependency. The correlation between T1 relational dependency and T2
grief indicated a positive and significant association, such that higher levels of
relational dependency preceding the death of the Veteran was associated with
higher levels of grief symptoms following the death (r¼ .48, n¼ 35, p< .01).
Based on these results, pre-death relational dependence emerged as a prospective
risk factor for CG symptomatology.
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Neuroticism. A moderate, yet significant linear connection emerged between T1
neuroticism and T2 CG symptomatology, in which high levels of neuroticism at
T1 were associated with high levels of grief at T2, r¼ .42, n¼ 35, p< .05. This
positive correlation continued through the duration of the study, with high levels
of neuroticism measured at T2 continuing to be associated with high grief
intensity at T2, r¼ .39, n¼ 35, p< .05. Therefore, neuroticism was identified
as a prospective and contemporaneous predictor of intense mourning.

Meaning making. Examining the relation between pre-loss meaning making and
post-loss grief, we found that an inability to make meaning with regard to the
patient’s terminal illness or disease prognosis was related to more severe grieving
following the loss, r¼�.36, n¼ 35, p< .05, particularly for those individuals for
whom a lack of meaning making resulted in an insecure footing in the world
(e.g., identity crisis), r¼�.39, n¼ 35, p< .05. Furthermore, this inverse relation
was strengthened from T1 to T2, such that low levels of meaning making at T2
were related even more strongly to levels of grief distress following the death,
r¼�.63, n¼ 35, p< .001. This was true for those who had difficulty making
sense of the loss, r¼�.35, n¼ 35, p< .05, and particularly for those who
struggled to establish or maintain a secure identity in the wake of their loss,
r¼�.65, n¼ 35, p< .001. Consequently, meaning making emerged as a prospec-
tive and concurrent predictor of CG symptomatology.

Social support. A significant, moderate, inverse relation emerged between the
availability of loss-related social support and post-loss grief, suggesting that

Table 2. Intercorrelations Among Prospective, Contemporaneous Risk Factors and Post-

Loss Grief Symptoms.

1 2 3 4 5 6 7 8 9

1 Complicated Grief

Symptoms

___

2 T1 Anticipatory Grief .44** ___

3 T1 Dyadic Dependence .48** .67** ___

4 T1 Neuroticism .42* .32 .28 ___

5 T2 Neuroticism .39* .11 .05 .78** ___

6 T1 Meaning Making �.36* �.58** �.62** �.47** �.13 ___

7 T2 Meaning Making �.63** �.32 �.45** �.75** �.64** .60** ___

8 T1 Social Support �.40* �.32 �.15 �.34* �.15 .40 .24 ___

9 T2 Social Support �.52** �.17 �.15 �.44** �.30 .47** .48** .60** ___

Note. N¼ 35; Pearson’s r.

*p< .05. **p< .01.
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lower levels of T1 social support were related to higher T2 grief symptoms
(r¼�.40, n¼ 35, p< .05). Similar to meaning making, social support’s role in
the maintenance of grief symptomatology at T2 appeared to grow over time,
with an even stronger inverse relation emerging between T2 bereavement-related
social support and T2 grief distress, r¼�.52, n¼ 35, p< .01. Therefore, social
support was identified as a prospective and contemporaneous predictor of CG
symptomatology.

Assessing the Predictive Capacity of Risk Factors on Post-Loss Grief
Symptomatology

To examine the amount of variance in post-loss grief symptomatology
accounted for by each of the related predictors, a hierarchical regression analysis
was conducted. Prior to conducting the regression analysis, all continuous pre-
dictor variables were standardized using Z scores, as recommended by Aiken,
West, and Reno (1991). Results for this analysis can be found in Table 3.

To control for the influence of covariates, race/ethnicity and gender were
entered into the model in Step 1. This initial step significantly predicted T2
grief symptomatology and accounted for 20% of the variance in CG scores,
F(2, 32)¼ 3.89, p< .05. Step 2 controlled for the covariates noted earlier and
introduced AG, which significantly predicted post-loss grief distress and
accounted for an additional 21% of the variance in CG scores,
F(3, 31)¼ 6.93, p< .01.

To examine the individual contribution of prospective risk factors (predictors
measured at T1), a third iteration of the model was conducted with T1 relational
dependence, neuroticism, grief-related social support, and meaning making
entered in Step 3. Results indicated that the inclusion of these variables into
the model accounted for an additional 15% of the variation in participants’
post-loss grief and significantly predicted T2 grief scores above and beyond
the other predictors listed in the preceding steps, F(7, 27)¼ 4.65, p< .01.
Grief-related social support emerged as the most robust prospective predictor
of T2 grief in this step.

Finally, to examine contemporaneous predictors of T2 grief symptoms, neu-
roticism, meaning making, and grief-related social support at T2 were entered
into the model at Step 4. These variables significantly predicted concurrent CG
scores above and beyond all other variables listed in the previous steps, and
accounted for an additional 17% of the variance in T2 grief symptoms,
F(10, 24)¼ 6.06, p< .001. Thus, overall, high levels of AG, low levels of grief-
specific social support following the loss, and an inability to make sense of either
the terminal condition/prognosis or the death itself surfaced as risk factors for
T2 CG symptomatology, with impaired meaning making emerging as the most
robust predictor of grief distress in this sample.
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Discussion

In one of only a few such studies, we evaluated demographic, relational, emo-
tional, and existential predictors in 35 family members of Veterans who died of a
fatal condition to identify risk factors associated with intense post-loss grieving.
Our results revealed that Caucasian family members, and especially women who
lost spouses on whom they had been especially dependent, who had experienced

Table 3. Hierarchical Regression Examining the Predictive Capacity of Risk Factors on

Post-Loss Grief Symptoms.

Total R2 �R2 SE Beta t

Step 1: Demographic variables .20*

Ethnicity 3.54 .34* 2.13

Sex 4.07 .24 1.47

Step 2: Anticipatory grief .41 .21**

Ethnicity 3.11 .37* 2.66

Sex 3.57 .20 1.45

Anticipatory grief 1.51 .46** 3.26

Step 3: Prospective predictors .55 .15**

Ethnicity 3.49 .26 1.63

Sex 3.60 .31* 2.19

Anticipatory grief 2.08 .18 .96

Relational dependence 2.14 .34 1.72

T1 neuroticism 1.92 .07 .40

T1 social support 1.71 �.41* �2.58

T1 meaning making 2.15 �.21 1.08

Step 4: Contemporaneous predictors .72 .17**

Ethnicity 3.03 .22 1.63

Sex 3.31 .14 1.04

Anticipatory grief 1.83 .35* 2.06

Relational dependence 1.90 .24 1.38

T1 neuroticism 2.49 �.27 �1.19

T1 social support 1.68 �.22 �1.41

T1 meaning making 2.11 �.47* 2.43

T2 neuroticism 2.34 �.03 �.15

T2 meaning making 2.50 �.57* �2.45

T2 social support 1.70 �.34* �2.13

Note. N¼ 35.

*p< .05. **p< .01.
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high levels of pre-loss grief, and had few supporters to surround them as they
struggled to make sense of the impending death were more likely to experience
intense, incapacitating grief after the death occurred. These findings reveal a
cluster of factors associated with bereavement distress that call for early mon-
itoring and possible treatment to avoid potential development of CG.

Demographics. Our finding in terms of the survivor’s race/ethnicity was incon-
sistent with our prior study with this same sample (Burke et al., 2015) which
showed no difference between African Americans and Caucasians in terms of
their anticipatory grief, and, likewise, incongruent with previous studies showing
that African Americans generally suffer greater grief than do comparison races
(e.g., Laurie & Neimeyer, 2008). In contrast, in this study of post-loss adapta-
tion, African Americans might have experienced less intense grief as a function
of reintegration into a communal context of mutual care (Rosenblatt & Wallace,
2005) that was disrupted during their preoccupying engagement with their loved
one’s care during the EOL period. Although evaluating this or other explana-
tions calls for more research, these results are also particularly important given
that there are approximately 2.4 million Black military Veterans in the United
States (U.S. Census Bureau, 2010), and African Americans make up 63% of the
population of Memphis, TN—the site of this research project.

By contrast, it was not surprising to learn from our data that spouses in this
study experienced markedly more grief distress than did other immediate family
members or friends of the deceased Veteran, as other studies concur with this
finding (e.g., Prigerson et al., 2002). However, the unexpected finding that
Veterans’ spouses and siblings did not differ in terms of how distraught they
were over their losses was inconsistent with previous results (Cleiren, 1993).
Interestingly, our current findings differed from our pre-loss assessment results
(Burke et al., 2015), which showed no difference in AG as a function of relation-
ship to the Veteran.

Consistent with other samples of bereaved adults (e.g., Cohen-Mansfield,
Shmotkin, Malkinson, Bartur, & Hazan, 2013), our results suggested that men
and women in our sample differed in their reaction to the death of their loved
one, with women having a more difficult post-loss bereavement experience.
Interestingly, this finding differs from our pre-loss assessment (Burke et al.,
2015) showing no gender difference in AG. Numerous factors might explain
our finding that prior to the death women’s grief reactions mirrored those of
men but not after, not the least of which is that in our sample heavy pre-loss
reliance upon the Veteran was associated with greater pre- and post-loss psy-
chological distress. Given that a third (34%; n¼ 12) of our sample were widows,
it helps explain how the death might have accentuated the Veteran’s absence for
females in a way that it might not have for a male family member. One benefit of
a gender-based finding such as this is that it alerts EOL team members who
could proactively address the potential for greater bereavement distress in

Burke et al. 15



women who are anticipating a loved one’s death by providing psycho-education
and treatment, as needed.

Low levels of income have been inconsistently associated with poor bereave-
ment outcome in a variety of studies (see Burke & Neimeyer, 2013) and was an
insignificant factor in this sample at both assessments (pre- and post-loss). Given
that nearly 63% (n¼ 22) of responders made less than $50,000 annually, this
finding might primarily reflect the lack of range of incomes in this sample, which
could prevent detection of a significant association. Having low levels of educa-
tion did not predict post-death grief distress in this assessment but was signifi-
cantly associated with AG in our pre-death assessment with this same sample
(Burke et al., 2015), and with CG in other samples (e.g., Kersting, Brähler,
Glaesmer, & Wagner, 2011). We previously hypothesized (Burke et al., 2015)
that having limited education (along with other associated factors such as fewer
resources and lower medical literacy) when attempting to advocate and care for
a palliative care patient might exacerbate grief. Perhaps the relinquishment of
such cognitively laden responsibilities brings with it a natural lessening of dis-
tress once death occurs. If so, clinicians might now be better positioned to guide
less-educated grievers during the pre-loss stage when their grief is highest in a
manner that provides a smooth transition into bereavement when the pain might
significantly diminish.

Relational dependency. Our T1 assessment of correlates of AG in our previous
study with this same sample (Burke et al., 2015) indicated that family members
who were highly dependent upon their dying Veteran loved one also were more
troubled at the thought of losing him than those who were not as dependent.
Analyses from our T2 assessment mirror this finding and are congruent with
previous studies showing pre-loss dependency predicting post-loss grief (e.g.,
Thomas et al., 2014). If it is excruciating to watch someone the mourner
cannot bear to live without progress closer to death, it might be expected that
such grief would not quickly abate and might even worsen when he or she dies.
Thus, this finding could inform clinical interventions in palliative care and other
EOL settings, as well as grief therapists working with survivors.

Neuroticism. Just as in our previous study with this sample (Burke et al., 2015),
Veteran family members who described themselves as anxiety prone (by endor-
sing items on a measure of neuroticism) both prior to the death of their loved
one and again afterward also endorsed intense grief symptomatology following
the loss. Similarly, bereaved adults from other studies (e.g., van der Houwen
et al., 2010) endorsed having similar bereavement experiences in terms of neu-
roticism and CG. In fact, a trait conceptualization of neuroticism implies that
family members in our sample who worried excessively when the prognosis was
given or who anxiously awaited the Veteran’s death likely would exhibit this
same trait following his death. Studies such as this that emphasize the
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association between anxiety and grief suggest the importance of training grievers
in the use of anxiety reduction techniques to lessen bereavement distress.

Social support. In their review, Burke and Neimeyer (2013) discovered that 86%
(6 of 7) of the studies they examined reported a prospective, predictive relation
between social support and post-death grief. Likewise, we found low levels of
social support to be a risk factor for complicated bereavement in relation to both
AG (Burke et al., 2015) and the current study of post-loss grief, which coincides
with results from other studies (e.g., Burke et al., 2010). That is, individuals who
provided grief-focused support to participants in our study seemed to help lower
the Veteran family member’s grief-related distress both before and after the
death. In fact, the relation between having someone to share one’s grief feelings
with and a reduction in the intensity of those feelings seemed to strengthen over
time for grievers in our sample, which speaks to the enduring power of the
presence of supportive others (Bottomley, Burke, & Neimeyer, 2015).

Meaning making. An early ability to make sense of the death of a loved has been
associated with better bereavement outcome in previous longitudinal research
(e.g., Coleman & Neimeyer, 2010). As with our examination of AG risk factors
in this same sample (Burke et al., 2015), where meaning making emerged as the
strongest predictor of pre-loss grief (i.e., eclipsing other significant risk factors
such as dependency on the dying patient, demographic disadvantage, and spiri-
tual struggle), our results in terms of the prospective relation between pre-loss
meaning making and post-loss grief were conclusive. Adult mourners in our
study who could make sense of the approaching death of their Veteran loved
one expressed less grief-related anguish when assessed 2 months after the death
than did grievers who struggled with meaning making. Indeed, the association
between impaired meaning making and grief-related distress was still more
robust following the death of the loved one, when it functioned as the most
robust predictor of adjustment. Notably, this deep emotional pain was most
prevalent in those family members who experienced a crisis of identity as they
sought to understand, make meaning of, and learn to negotiate life without their
loved one.

Anticipatory grief. Consistent with our hypothesis and with investigations showing
that high pre-loss grief can forecast more difficult post-loss bereavement (e.g.,
Nielsen et al., 2016), we found that participants who struggled with their grief
prior to the death were more likely to continue to struggle after their Veteran
family member died. However, our findings were inconsistent with occasional
studies showing that AG facilitates post-death grieving (Bennett & Vidal-Hall,
2000) and those showing no relation between pre- and post-loss psychological
struggle (Carr et al., 2001). Whether these inconsistencies are a function of
sampling differences (i.e., certain subsets of the bereaved population might be
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particularly vulnerable to severe psychological distress), mixed findings such as
these call for further research so that appropriate interventions can be developed
for those who are vulnerable to experiencing grief distress prior to and after a
death.

Post-loss grief-related risk factors. Consistent with our hypotheses, elevated levels of
post-loss grief were found in families characterized by relational dependency and
lower grief-specific social support who also experienced excessive worry and an
inability to make sense of their loss. Although we had hypothesized, based on
pre-death findings in this same sample (Burke et al., 2015), that family members
with insecure attachment styles (specifically, discomfort with closeness and inti-
macy) and lower educational levels who had also experienced a spiritual crisis
prior to the death would also have higher rates of post-loss psychological dis-
tress, no such associations were found.

However, a number of the grief-related risk factors found in this study cor-
roborate findings in the post-loss grief literature. Burke and Neimeyer’s (2013)
review confirmed consistent prospective predictors of intense grieving, including:
(a) low levels of social support, (b) anxious/avoidant/insecure attachment style,
(c) discovering or identifying the body (in cases of violent death), (d) being the
spouse or parent of the deceased, (e) high pre-death marital dependence, and (f)
high neuroticism. However, in this study, we identified several factors not found
here. Specifically, rather than finding that being non-White portended suscept-
ibility to greater grief, African Americans in our study fared better than did
Caucasians following the death. Although results regarding the function of race
in predicting CG are equivocal (Burke & Neimeyer, 2013), with some studies
finding no difference, only one study to our knowledge shows Caucasian
Americans experiencing greater grief than comparison samples. Bonanno,
Papa, Lalande, Zhang, and Noll’s (2005) study with Caucasian American and
Chinese bereaved parents and spouses found that Chinese grievers experienced
greater grief at 4 months post-loss but at 18 months post-loss Caucasians had
higher grief.

Although not included in Burke and Neimeyer’s (2013) list of confirmed risk
factors, the inability to make sense or find meaning in the prognosis/death was
the single strongest predictor of grief distress for Veteran family members in this
sample at both time points (i.e., predicting both AG and CG symptomatology)
and was also consistently associated with high dependence upon the Veteran,
being prone to excessive worry, and a perceived lack of grief-related social
support.

Finally, a dearth of bereavement studies with pre- and post-loss observations
only serves to accentuate our finding that T1 AG predicted T2 CG symptoma-
tology, but also calls for follow-up studies with diverse samples to determine if
our results are specific to Veteran samples. Taken together, our findings help
clarify risk factors associated with psychological distress in family members
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contemplating and experiencing the loss of a Veteran loved one to a fatal
disease.

Study limitations. This bereavement study represents one of only a few that
includes a pre-death assessment, allowing researchers to explore the grief experi-
ences of respondents who are awaiting the expected death of a significant person
as a result of fatal illness. In addition, it is one of only a few studies that explored
the bereavement experiences of family members of dying Veterans, and fewer
still that included a longitudinal assessment and a pre-loss evaluation. Using this
study design and widely used validated measures yielded a prospective, predic-
tive model to help explain the grief trajectories of family members and to high-
light the role of AG in forecasting post-death bereavement outcome.

However, given the relatively small number of respondents, we were limited in
terms of the statistical analyses that could be performed. A larger sample might
have supported more elaborate analyses. Moreover, the inclusion of qualitative
analyses of Veteran family members’ narratives of their lived experiences of loss
likely would have provided a rich, descriptive understanding of their bereave-
ment. Additionally, characteristics of our sample (e.g., all participants were
either African American or Caucasian, lived in the mid-South of the United
States, were a family member of a terminally ill, hospice-eligible male Veteran
and, with only one exception, were Christian) makes the study of a larger
bereaved population, who represent a variety of types of losses, religions,
races, and regions of the world, a high priority. Even so, a notable attribute
of this article was the exploration of risk factors of pre- and post-loss grief in a
sample that has in the past been relatively neglected by investigators.

Our study exploring predictors of grief in family members of Veterans who
received palliative care illustrated that, inasmuch as CG is conceptualized as a
disordered and persistent response to loss, with symptomatology indicative of
separation distress, preoccupation with the deceased, and an inability to accept
the death, it is understandable that mourners whose post-loss experience (much
like their pre-loss experience) is characterized by high anxiety and intense grief as
they attempt to make sense of life without the person who provided them with care
and security, all in the context of minimal support, would be especially susceptible
to the development of CG. Early post-loss assessments (in this case, approximately
twomonths post-death) enable researchers and clinicians to learn about factors that
could portend poor long-term bereavement outcomes in the hopes of developing
treatments to prevent CG, especially in the face of its known risk factors.

Future Directions

Current gaps in the literature prevent a full understanding of the bereavement
experiences of family members following a Veteran’s death from terminal illness.
Thus, follow-up research with this sample will be conducted and likely will
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include studies such as a thorough examination of factors related to the Veteran
(e.g., specific life challenges, experiences, and conditions) that might affect the
adjustment of family members during the death, dying, loss, and grief processes.
Additionally, the role of spirituality and family members’ perception of their
Veteran’s care at the end of life and their respective relation to grief are relevant
topics that also deserve exploration.

Our current and future findings should be viewed as stepping stones in under-
standing better the bereavement experiences of this and similar samples. For
instance, society’s increased reliance upon mobile devices in understanding, mon-
itoring, and managing one’s physical and mental health means that applications
likely will be developed that also provide individuals with feedback on how to
interpret their grief responses and better ways to cope with the myriad reactions
that people have to loss. Having a prior understanding of both pre- and post-loss
experiences in a sample such as this enables new and innovative research and
treatment designs to be tested more readily with a broader population and to
be welcomed adjunctively alongside existing bereavement interventions.
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