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PREFACE 

These words describe precisely the premise for this 
study. 

There appears to be a timetable of grief, oriented 
to both the date of the onset of a fatal illness as 
well as the date of death of the loved one. This 
timetable of grief, somehow built within us, is one 
for which we should indeed be thankful, for it 
sequentially relates the period of bereavement to 
a finite period of time. 

No amount of foreknowledge or grieving will do more 
than mitigate the event of death when it comes. But 
the presence of grief in anticipation of the loss 
alters its subtle progression: the inevitable change 
has foreshadowed one's feelings; one is powerless, 
and a measure of resignation has crept in. A 
sorrowful reality is about to ensue, and actual 
death comes as an affirmation of pre-knowledge. 
Sharp grief has already been experienced: but the 
sharpest edge of grief comes at this time. However, 
because of his anticipatory grief, the bereaved more 
readily finds his way back to peace, according to 
the dictates of his own situation and the ensuing 
circumstances. Those about him should somehow be 
brought to the same realization, so that they will 
understand all the bereaved's reactions to the 
ultimate event and will become better able to 
assist, rather than hinder him in working through 
his grief. 

Thus, without recognition of the influence of 
anticipatory grief, no consideration of the 
complexities constituting the emotional and physical 
state of bereavement would be complete. Once the 
bereaved and those about him become aware that grief 
in anticipation of the death of a loved one does, 
in fact, occur, a giant stride toward recovery will 
have been made. (Kutscher, 1974, p.196) 
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ABSTRACT 

This survey examined anticipatory grief as a process of 

grieving that occurs when a loved one has been diagnosed with 

a life-threatening illness. The inevitability of loss creates 

certain needs and feelings for the survivor. The study 

examined these needs, the extent to which these needs were 

satisfied, and the feelings. Finally, the relationship 

between dissatisfaction of important needs and certain 

feelings was observed. Findings show that certain needs, such 

as the need to gain knowledge about illness and to feel 

emotional support from family members rate as extremely 

important by the greatest number of respondents. These needs 

were not, however, rated as highly satisfied. It was also 

found that feelings such as anger, loneliness, and frustration 

were rated as occurring frequently when prognosis of death was 

within a year. Lastly, there was found to be a positive 

relationship between dissatisfaction of needs and these 

feelings. 
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CHAPTER ONE 

INTRODUCTION 

"A man's dying is more the survivor's affair than his 
own. " 

- Thomas Mann 
The Magic Mountain 

For each person faced with a life-threatening illness, 

many more suffer a sense of pain, loss, and stress. 

Traditionally, the family is considered the primary support 

and caretaker to the member who faces a serious illness. But 

the entire family may be in crisis because one of its members 

is ill. "In this perspective, the nuclear family is not 

viewed solely as the principal refuge for the sick, but rather 

as the unit facing crisis" (Giacquinta, 1977, p. 1585). 

It is a well known fact that the level of health care 

and treatment for illness has improved immensely over the 

years. People are living longer, enjoying better health, and 

are more aware of health issues. However, modern medicine has 

not yet met a cure for many of the life-threatening illnesses. 

Modern technology, though, has changed the pattern of illness 

from acute to chronic. "Modern medicine also has greatly 

prolonged the lives of individuals suffering from chronic, 

potentially fatal disease. This implies greater time allowed 

and required for patients and families to cope with the dying 
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process" (Holing/ 1986, p.29). There is little doubt that the 

effects of life-threatening disease extend far beyond the 

patient and into the lives of family members and loved ones. 

Clinical studies of the dying process focus largely 
on the experience of the individual, with far less 
attention devoted to the impact of death on the 
family unit. Yet the dying and death of a family 
member creates tremendous stress within a family and 
often necessitate major changes in family 
organization. The diagnosis of terminal illness in 
a family member hurls the family into an acute 
crisis situation, disrupting normal patterns of 
interaction and behavior. The living-dying phase 
is described as a physical and psychosocial limbo 
for the family. Normal plans are suspended and 
routine functions are interrupted as the family 
searches for new equilibrium in the face of 
impending loss (Sourkes, 1982, p.5). 

Another author states the significance of a life-

threatening illness on family members and loved ones in the 

following way. 

Time is a universal part of experience. It dictates 
our orientation to past, present, and future in the 
totality of any moment. In daily life, we have the 
luxury of oscillating among the three perspectives: 
we live in the present, with hope for the future 
based upon the experience of the past. Our sense of 
time is internalized so that we take it for granted. 

Awareness of the irreversible passage of time 
pervades any experience of potential or imminent 
loss. Thus a life-threatening illness acutely 
heightens the sense of time for the patient and 
family. Its subjective meaning is inextricably 
entwined with the reality of the clock and calendar. 
Time becomes the organizing pivot of the experience: 
"If one can eliminate time sense, one can also avoid 
the ultimate separation that time brings - death" 
(Mann, 1973, p.6). It is this omnipresent awareness 
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of time that makes the threat of loss more critical than 
any other life stress (Sourkes, 1982, p.3). 

It becomes apparent that any professional, whether it 

is the doctors, nurses, social workers or counselors, who deal 

with the patient and his family members or loved ones must be 

knowledgeable about the period between diagnosis and death. 

During this period of time, which is often of indefinite 

duration, a loved one must cope with the knowledge of 

impending major loss, often with the presence of pain, 

suffering, and a feeling of helplessness relative to the 

process of dying. 

During the early 1980's there has been an increased 

interest in needs assessment studies of families confronting 

serious, life-threatening illness. For the most part, these 

studies have been conducted by nurses, who are concerned about 

providing medical care and assistance. Fewer studies have 

assessed the psycho-social needs of family members. A recent 

study by Lewandowski and Jones (1988), strongly emphasizes 

that family and friends of a patient with a life-threatening 

illness have unique needs of their own that are represented 

throughout the course of the patient's illness. These needs 

have been described in the literature and supported by local 

authorities, as well as by family members themselves. 

During this period of time when the family member or 
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significant other knows their loved one is seriously ill, one 

is likely to experience anticipatory grief. The term 

anticipatory grief refers to grieving that occurs prior to 

the actual loss. It begins at the point in time when death 

is perceived as inevitable, no matter how far away that may 

be. Normally, however, one feels the anticipatory grief, or 

loss before death, more acutely as death draws near, or as 

the loss becomes more predictable. Thus, anticipatory grief 

may possibly occur as early as the initial diagnosis of a 

life-threatening illness. 

Anticipatory grief is the process which links 
individuals facing loss. It is catapulted into 
being at the time of diagnosis, and wends its way 
through the living-dying interval until the moment 
of death. Anticipatory grief initially resembles 
the grief which immediately follows a death; 
emotions are alternately raw and numb, and very much 
in evidence. Its most complex dimensions are played 
out in the interval of neutral time. In contrast 
to its almost palpable presence at diagnosis, 
anticipatory grief now charts a subterranean course 
as the undergirding and pervasive theme of the 
living-dying experience (Sourkes, 1982, p.67). 

Since there are no social rituals to identify 

anticipatory grief, as there are in bereavement (at the death 

of a loved one), the process remains less clear cut and less 

defined. Research in the past has not systematically 

identified the concept of anticipatory grief, although it is 

becoming more commonly recognized as a period of time when 
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family members and/or significant others of a loved one who 

is dying, express definite needs and feelings. These needs 

and feelings may serve to isolate these persons experiencing 

anticipatory grief reactions from others. 

The patient and family may be threatened by their 
intense emotions, not understanding the source. 
Furthermore, a profound sense of loneliness 
accompanies the experience of anticipatory grief. 
Without an identity as a social phenomenon, people 
not directly involved are often confused as to what 
the patient and family are experiencing, or how to 
help (Sourkes, 1982, p. 76). 

In light of the fact that illnesses, such as cancer, 

AIDs and other life-threatening diseases, are prevalent in 

our society, and that advances in medicine increase longevity 

after diagnosis, anticipatory grief becomes a significant and 

common phenomenon. Therefore, it is necessary to recognize 

anticipatory grief as a process similar to the bereavement 

process that occurs after death. .Anticipatory grief provides 

a person with an opportunity to begin working through the 

changes that accompany loss, complete unfinished business, and 

seek support and help from others. 

It appears that if, in fact, persons whose spouse, 

parent, family member, or significant other has been diagnosed 

with a life-threatening illness experience an expected 

anticipatory grief reaction, then this process needs to be 

clearly defined and understood. One way to understand the 
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process is to identify how important specific needs are at 

various stages of the illness and whether those needs are 

being satisfied. In this way important but unmet needs can 

be assessed according to the perceived prognosis of the loved 

one. Also, the feelings that the spouses, parents, family 

members, or significant others experience in relation to their 

perceived prognosis are examined. A further examination to 

see if there is a relationship between the level of dissatis

faction of needs and certain feelings is observed. 

In conclusion, as one step to understanding the 

process of anticipatory grief, it is important to know the 

needs of family members, the extent to which their needs are 

being satisfied, and the feelings they experience. It is 

unfortunate that as mental health practitioners we cannot 

change the course of the illness. However, it is possible and 

highly feasible to intervene and support these people whose 

loved one is seriously ill. One special attempt related to 

the needs and feelings inventory is to help the family member 

or significant other find ways to meet their needs, thus 

influencing their feelings relating to stress and frustration. 

One author supports this goal in the following way. 

Although the nursing, sociological and psychological 
literature abounds with statements about the role 
of family in reducing stress and promoting positive 
physical and emotional adjustment to chronic illness 
•^h as cancer, little attention has been devoted 
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to the needs of family members. Identification of 
those needs would provide health professionals with 
the knowledge necessary to assist family members, 
thereby facilitating the family's ability to 
function as an on-going support system for the 
patient (Tringali, 1986, p.65). 

Statement of Purpose 

The purpose of this study is basically two-fold. 

First, a complete literature search will be conducted to 

obtain pertinent, relevant, and up-to-date information on 

anticipatory grief. In addition, contacts will be made with 

experts who specialize in the subject of death and dying, and 

local physicians, particularly oncologists, who work with 

patients and family members who are diagnosed as having cancer 

or other life-threatening illnesses. The significance of this 

first goal is to identify and more accurately define 

anticipatory grief and thereby provide information useful to 

the counseling profession. 

Assuming a level of professional agreement as to the 

existence of anticipatory grief, a second purpose of this 

study is to identify the overall level of importance of 

fifteen designated needs and the extent to which these needs 

are satisfied. In this way, the degree or prevalence of unmet 

needs can be assessed. The study will examine whether these 

needs differ according to the perceived prognosis of death and 

whether the level of satisfaction varies according to the 
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prognosis. An additional purpose of the study is to 

investigate the relationship between unmet needs (dissatis

faction) and certain feelings. Counselors working with these 

people can better provide support, therapeutic interventions, 

and referrals when they are knowledgeable about the needs of 

persons whose loved one is dying and whether these needs are 

satisfied. Counselors may possibly offer guidance to bridge 

the gap between important, but unmet, needs. 

Assumptions 

1. The literature will support the process of anticipatory 

grief as a definable phenomenon. 

2. Each respondent who completes the survey has a spouse, 

parent, family member, or significant other who has been 

diagnosed with a life-threatening illness. 

3. The responses to the survey are candid reflections of 

current true needs, level of satisfaction of these needs, 

and feelings of persons whose loved one has been 

diagnosed with a life-threatening illness. 

4. As perceived prognosis of death of a loved one is closer, 

the anticipatory grief reaction of a family member or 

significant other is more acute. There are needs, level 

of satisfaction of these needs, and feelings that vary 

according to this prognosis. 
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Hypotheses 

1. There is a definable process labeled anticipatory grief. 

One way to identify this process is to understand the 

needs, level of satisfaction of these needs, and feelings 

of persons whose loved one has been diagnosed with a 

life-threatening illness. 

2. There are specific needs that are very important to a 

family member or significant other when a loved one has 

been diagnosed with a life-threatening illness. Some of 

these needs will be satisfied and some will not be 

satisfied. 

3. Family members or significant others rate certain needs 

as highly important when prognosis of ill person is less 

than a year as compared when prognosis is greater than 

4 years. In addition, family members or significant 

others rate certain feelings as occurring .. always .. or 

.. frequently .. more often when prognosis of ill person is 

less than a year as compared when prognosis is greater 

than 4 years. 

4. Overall level of dissatisfaction of needs increase as 

family member or significant other perceive death of a 

loved one as closer. Dissatisfaction is defined as a 
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function of importance of need and extent to which the 

need is satisfied. 

5. There is a relationship between dissatisfaction of needs 

and frequency of certain feelings. 

Research Questions 

1. Is there a definable process labeled anticipatory grief? 

2. (a) What are the important needs of family members or 

significant others when a loved one has been diagnosed 

with a life-threatening illness. 

(b) Are these needs being satisfied? 

3. (a) Do family members or significant others rate 

designated needs as "extremely" or "very" important more 

frequently when prognosis of ill person is less than a 

year as compared to when prognosis is greater than 4 

years? 

(b) Do family members or significant others rate 

designated feelings as occurring "always" or "frequently" 

more often when prognosis of ill person is less than a 

year as compared to when prognosis is greater than 4 

years? 

4. Does overall level of dissatisfaction of needs increase 

as prognosis of death nears? 
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5. Is there a relationship between dissatisfaction of needs 

and frequency of certain feelings? 

Summary of Chapter 

This chapter presented a brief discussion of anticipatory 

grief. The importance of understanding this phenomenon was 

reviewed. One way to understand anticipatory grief is to look 

at the needs, the extent to which these needs are being 

satisfied, and the feelings of persons whose loved one has 

been diagnosed with a life-threatening illness. The purpose 

of this paper, assumptions, hypotheses, and the research 

questions that will be the focus of the paper were reviewed. 
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CHAPTER TWO 

REVIEW OF LITERATURE 

In this chapter, a review of certain aspects relating to 

anticipatory grief will be discussed. The definition of 

anticipatory grief will be reviewed first. The needs of 

family members or significant others experiencing anticipatory 

grief, as well as the feelings they experience will be 

reviewed. 

Definition of Anticipatory Grief 

In reviewing the literature, there is a vast array of 

definitions of anticipatory grief. There does not appear to 

be a clear-cut, agreed-upon understanding of the phrase 

"anticipatory grief." An assortment of these will be 

presented here to provide a complete understanding of what 

anticipatory'grief means. In conclusion, the definition that 

encompasses the research will be described. 

The term was first used by Lindemann in 1944. He used 

the term to describe a state where the individual is so 

obsessed with the potential loss that he supposedly goes 

through all the phases of grief in anticipation of that event. 

Lindemann referred to the absence of overt manifestations of 

grief at the time of death due to the anticipatory grief 

rehearsal and acceptance. He first studied this phenomenon 
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among soldier's wives during World War II. When the soldiers 

returned home from war, the wives were remote, disinterested, 

and preoccupied with their present lives. Lindemann explained 

this common reaction by the fact that the wives, in 

anticipation of impending potential loss, became disengaged 

from their spouses. They had grieved the potential loss and 

had moved on to new involvements. Thus, the term 

"anticipatory grief" was born (Lindemann, 1944, p.141). 

Since Lindemann introduced his new concept of grieving 

in anticipation of actual loss, some attention has been given 

to this phenomenon. Literature abounds with references to the 

positive value of anticipatory grief. One author, Karolynn 

Siegel (1983), says that it "provides a person with an 

opportunity to rehearse the bereaved role and begin working 

through the profound changes that typically accompany loss, 

thereby mitigating the trauma associated with actual 

bereavement" (p.61). 

In this definition, as can be noted, there is a value 

attached to the process of grieving in anticipation of the 

actual loss. One of the first questions that arises 

concerning anticipatory grief is often "Does it help post-

death bereavement? Do people who experience anticipatory 

grief handle loss and death in a more healthy way?" One 
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author, Reed (1974) attends to this question in his 

definition. 

If the partner becomes the survivor of a loving 
relationship, the anticipatory grief already 
experienced can make the hard task of coping with 
loss easier. The experience of coping with cancer 
or any life-threatening illness of a partner is a 
process that needs to be recognized for its 
naturalness, its productiveness, and its ability to 
bind us together in a common situation which reminds 
us of our universal selfhood (p. 356). 

A definition quoted by Harold Kiesel in a recent article 

is simple, concise, and to the point. He states: 

A special phenomena involving both patients and 
families is that of anticipatory grief. 
Anticipatory grief has been defined as that process 
by which patients and families begin to mourn in 
advance of the actual death. Anticipatory grief 
begins at that point in time when death is perceived 
as inevitable and therefore may happen as early as 
the point of initial diagnosis (1987, p. 277). 

Expressed in a similar way, another author states, 

"Anticipatory grief is a process in which the patient and 

family flow between a sense of relatedness and a sense of 

letting go. The patient, who is preparing for the loss of 

everything and everyone, gradually gives up the peripheral, 

while remaining ultimately attached to those closest" 

(Sourkes, 1982, p. 75). 

One very clear cut and simple definition of anticipatory 

grief stands out because of its truth and comprehendabilty. 
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It reads: 

This is the work we do as we try to accomplish, 
before the fact, an understanding about the place 
that a loss has in our personal economy. 
Anticipatory grief work is as natural as *£ny grief 
work. It is an ability to face facts and to do the 
work that the circumstances demand. In spite of its 
futuristic orientation, it is being anxious about 
today and not tomorrow. That is, it deals with the 
anticipation that exists today, so that tomorrow we 
may deal with tomorrow's anticipation or fulfillment 
(Reed, 1974 p.350). 

One last definition that appears in the literature 

frequently is quoted by Deborah Welch. She says, "Anticipatory 

grief is conceptually defined as a process characterized by 

cyclical periods of mental anguish and feelings of loss that 

begin at the time of initial diagnosis of a malignancy, in 

expectation of the deprivation of a significant relationship 

and social role through the expected death of a loved one" 

(1982, p.150). 

It is this last definition that comes closest to the idea 

that is developed in this paper. The important parts of the 

definition of anticipatory grief that are consistent with this 

paper can be summarized as follows: 

1. Anticipatory grief refers to the process of normal 

mourning that occurs when an individual has been 

diagnosed with a life-threatening illness. This mourning 

applies both to the patient and his family members or 
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significant others. For purposes of this paper, 

reference is made only to family members and significant 

others. 

2. Anticipatory grief can happen as early as initial 

diagnosis of a life-threatening illness and continues 

until actual death. 

3. Anticipatory grief occurs as a result of perceived or 

expected loss of an ill person. This loss may be 

expected to occur shortly, or it can be a loss that is 

perceived as occurring at some later point in time. 

Nonetheless, the diagnosis of a life-threatening illness 

does indicate loss is inevitable. 

There are distinct differences between anticipatory grief 

and the conventional grief. Conventional grief refers to the 

normal process of mourning after loss or death has occurred. 

There are three main distinctions that will be briefly 

described. 

First, with anticipatory grief there is a finite 

endpoint. When, for example, death occurs, grief may continue 

after that point, but it is not longer "anticipatory" grief. 

Conventional grief occurs after loss and this can go on 

endlessly. There is no definite endpoint by which to measure 

conventional grief. Thus, anticipatory grief is time limited. 
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Second, anticipatory grief presumably accelerates or 

increases in degree as the anticipated loss comes closer. 

Conventional grief, on the other hand, decelerates or 

diminishes in degree as time goes on. It can be seen that in 

anticipatory grief, the intensity of feelings of loss increase 

with time and in conventional grief, time allows the feelings 

of loss to decrease. 

Lastly, a major difference is that in anticipatory grief, 

ambivalent feelings can be dealt with directly with the dying 

person. It is physically possible to see and to talk with 

this person, to deal with unfinished business, and to complete 

the relationship. Obviously, in conventional grief these 

feelings of ambivalence, possible anger or unfinished 

business, are repressed or disguised. As one author aptly 

states, "A period of anticipation, therefore, may provide a 

mourner with an opportunity to carry out grief work in advance 

of loss, but at the same time it complicates the working-

through process by giving the hostile component of ambivalence 

a more realistically destructive potential" (Reed, 1974, p.7). 

Needs of family members or significant others of person who 

has been diagnosed with a life-threatenina illness. 

There are certain needs that seem particularly applicable 

to family members or significant others of a loved one who has 
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been diagnosed with a life-threatening illness. These needs 

often result from the additional stress and concern over the 

illness, the impact it has on all areas of life, and the 

concern over financial and caretaking responsibilities. It 

is highly important to understand the needs of those family 

members if appropriate counseling and intervention is to take 

place. This is supported in a recent article by Tringali 

(1985). 

Although the nursing, sociological and psychological 
literature abounds with statements about the role 
of family in reducing stress and promoting positive 
physical and emotional adjustment to chronic illness 
such as cancer, little attention has been devoted 
to the needs of family members. Identification of 
these needs would provide health professionals with 
the knowledge necessary to assist family members, 
thereby facilitating the family's ability to 
function as an ongoing support system for the 
patient (p.65). 

The following needs will be discussed briefly as they 

relate to the family members and significant others. Although 

there are many needs not listed below, these few are the ones 

that appear frequently in the literature. They are the need 

to (1) communicate, (2) feel support, (3) have help with 

financial and other responsibilities, (4) have time to relax 

and to attend to own needs, and (5) gain information about 

illness and what to expect. 
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First the need to communicate is paramount. The need to 

communicate is not only with the ill person and other family 

members, but with the doctors and medical staff as well as 

with those in similar situations. It is obvious that there 

is a definite need to talk to the loved one who has been 

diagnosed. This openness, honesty, and truthfulness does not 

always come naturally, however. "Family theorists have noted 

that communication among family members can become restricted 

during times of stress as family members try to protect one 

another and themselves from the painful awareness of death" 

(Northouse, 1984, p.228). 

Several researchers have looked at the communication 

patterns between cancer patients and their families, and 

findings show that little discussion of the illness takes 

place. They also observed that family communication was 

frequently guarded {Freedman, 1977). It can be seen that 

although open communication is ideally what family members, 

the patients themselves, and all concerned strive for, it can 

be difficult and painful during times of sadness and grief. 

Rando (1984) puts it in this light: 

The family is removed from homeostatic balance some 
time in advance of the actual death of the patient. 
The disruption begins long before, often at the time 
of diagnosis. Communication becomes more difficult, 
as family members differ in their rates and degrees 
of acceptance of the diagnosis and their responses 
to its threat. Expectations must be radically 
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altered with the recognition that a member of the 
system will no longer function normally within that 
system and will eventually not be a part of it. 
This precipitates demands for family adaptation and 
change, causing stress reactions in individual 
family members and the family as a whole (p.329). 

A definite communication barrier that confronts family 

members is sharing information about the patient's illness 

with others. It is often a painful and private experience, 

and one that is difficult to discuss with others. A major 

dilemma is how much information they should share. Is there 

agreement among the family members and the patient about what 

information to tell others? Because certain illnesses carry 

stigmas and because one's health issues are private, great 

care to preserve the dignity of the ill person is often taken 

by the family member. Thus, the ability to "talk about" the 

loved one is guarded. 

In conclusion, Cohen and Cohen (1981) identify some 

therapeutic steps to encourage appropriate communication. 

We have found that working with families to 
establish flexible communicational boundaries is the 
best safeguard against the dysfunctional behavior 
resulting from the inhibition of emotional 
expression under stress. This means predicting and 
anticipating with the family the emotional reactions 
they might experience, bringing out into the open 
any fears regarding consequences of effective 
expression, and helping each member to express 
feelings in an appropriate manner (p.199). 
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Secondly, family members and significant others express 

a need to feel support from others, both socially and 

sometimes professionally. It has been found that "the normal 

two-way interaction between the family and society is modified 

to some extent when the family contains a terminally ill 

patient" (Schoenberg, 1972, p.195). The stress a family 

member or significant other feels when someone he loves is 

seriously ill places a heavy burden on him. Often it is 

difficult to engage in the same natural, easy-going 

relationships that once existed. Family members also express 

feelings of social isolation and social inadequacy when there 

is a personal crisis. Studies have shown, however, that when 

there is support from others it can ease the burden and reduce 

feelings of loss and isolation (McCollum, 1972, p.27). Ranao 

(1984) states clearly, "Just as the dying patient requires 

support, so does her family. Support groups for the 

terminally ill and their families have been found to be 

uniquely effective in helping individuals adapt to and resolve 

the unique difficulties of coping with terminal illness" 

(1930). Another author, Singer (1983) says this in a similar 

way. 

Because families feel socially and emotionally 
isolated, the realization that others have similar 
problems, that they are not suffering alone, can be 
a deeply supportive experience. The recognition that 
other people are "in the same boat" contributes to 
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a strong group cohesiveness; it makes it easier to 
share personal issues with those who can readily 
understand because they know through personal 
experience (p.20). 

In conclusion, then, it is essential to strengthen the 

support network so that it may better meet the family's needs. 

It may also be important to try to improve community and 

social awareness as to the needs of family members when 

illness strikes. Experimental evidence (Schoenberg, 1972) 

makes it clear that people in crisis display psychological 

symptomatology in inverse relationship to the amount of 

perceived support in the community network (p.197). Thus, it 

becomes evident that the support of friends and of community 

resources is beneficial. 

Third, common to family members and significant others 

is a need to obtain help with financial and other 

responsibilities. 

When threatened with the loss of a loved person, 
the family must deal with many newly imposed 
challenges, as well as with their normal (and 
normally sufficient) responsibilities and interests. 
The dying experience is almost always a new one, 
even for family members who have experienced other 
deaths. The newness may comprise a different 
relationship or role, a different environment, or 
a different level of involvement. So the family 
member has many roles: learner in a new and 
potentially frightening situation; continuer of 
ongoing life and responsibilities; caregiver and/or 
supporter; griever for unwanted impending loss; 
decision-maker; crisis intervener with the patient; 
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and anticipator of a vastly changed life after death 
(Blues, 1984, p.245). 

Obviously, the need for help with some of these 

responsibilities, especially financial and caretaking that 

are new due to the particular circumstances, is overwhelming. 

Another author points out the following occurrence: 

Due to the interdependence of roles in the family, 
other family members often take on the roles that 
the ill member is unable to fulfill. Sometimes 
family members need to assume new roles for which 
they have little preparation. At other times, they 
may need to assume roles or positions in the family 
that are completely opposite from their normal 
family role (Northouse, 1984, p.225). 

As is evidenced by these few sources, it leaves little 

doubt as to the need for certain help and assistance for the 

family members. They are simply overwhelmed by numerous 

demands: physically, emotionally, socially, and often 

financially. 

An extremely important need for the family member or 

significant other is to have time to relax and to attend to 

his own needs. There has been absolutely no evidence in the 

research to deny that these needs are absolutely paramount. 

The diagnosis of a life-threatening illness generates 

considerable anxiety within a family. This anxiety and 

tension is contagious, spreading from one family member to 

another. As discussed earlier, family members take on new and 
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often undesired responsibilities and at the same time are 

faced with feelings of loss, concern, and grief concerning the 

ill person. The needs of the ill person become all important 

and the focus is on that individual. The needs of the other 

members of the family often fade into the background. Rando 

(1984) talks about this need to "escape" every once in a 

while. He says: 

Kubler-Ross (1969) points out that it is cruel to 
expect the constant presence of loved ones and this 
puts a burden on them and on the patient, who both 
may need a respite from dealing with anticipatory 
grief. Many times family members will need to be 
given permission for "time out" periods to attend 
to their own needs or those of other family members 
(p.322). 

Laurel Northouse (1984) further explains, "The change in 

family focus, from the needs of the ill patient to the needs 

of other family members, is not easy for either the family 

members or the patient. Some family members worry that the 

time they devote to their own needs will hinder the patient's 

recovery" (p.226). He continues to say, "Balancing the 

personal growth needs of family members with the continued 

needs of the patient for support can be difficult for the 

family when the effects of illness continue for a long period 

of time" (p.227). Thus, intervention to encourage family 

members or significant others to take time out to relax and 

to take care of personal needs is very important. 
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Lastly, there is a need to gain information about the 

illness and what to expect. "Family members, either by 

default or choice, often assume the primary caretaking role 

for the dying person in the community" (Rose, 1976, p.416). 

Often the family member or significant other takes on this 

responsibility without background knowledge about the illness, 

the care, and what to expect. Thus, talking with doctors, 

nurses, medical staff and others becomes a necessity. 

Lewandowski and Jones (1988) talk about how family members 

seek the truth and search for meaning as a major coping 

mechanism. Because illnesses that are life-threatening often 

leave the patient and his loved ones with feelings of little 

control or power, obtaining concrete answers puts some sense 

of security back into their lives (p.314). Information 

reduces feelings of uncertainty. 

It is believed that knowledge about an otherwise 
familiar subject helps to reduce an individual's 
anxiety and increase his sense of control. 
Understanding of the disease, the treatment protocol 
and the intended outcomes allows family members to 
participate in decision-making more effectively. 
It also prepares family members for supportive tasks 
such as reinforcement of the treatment goals, 
reality-based encouragement, treatment of side 
effects and clarification of information delivered 
but perhaps not retained by the patient due to 
anxiety (Tringali, 1986 p.69). 

In summary, it appears in the literature that sensitivity 

by the physicians and nurses is increasing as to how important 
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the communication process is to the family members and 

significant others. Lewandowski and Jones (1988) recently 

report: 

One of the most important premises in family system 
theory is that the family is capable of taking in 
information, and growing throughout the course of 
a patient's illness. Nurses need to focus on this 
healthy aspect of family functioning and facilitate 
the process (p.321). 

Feelings of family members or significant others of person who 

has been diagnosed with a life-threatening illness. 

There are certain feelings and emotions that are 

frequently reported by persons whose loved one is seriously 

ill. These feelings may vary in intensity and in frequency 

as a result of many factors. Some factors that may affect 

these feelings are type of illness, length of illness, 

treatment, relationship with ill person, and the degree to 

which certain needs are met. Discussing specific feelings, 

therefore, is a simplistic way of describing how the family 

member or significant other reacts. It can offer, however, 

a glimpse at the significance that a life-threatening illness 

can have on emotions and feelings. The major reported ones 

are (1) anger, (2) loneliness, (3) denial, (4) guilt, and (5) 

acceptance. These will be explained briefly. 

One, family members and significant others often report 

anger as a frequent emotion (Lewandowski and Jones, 1988, 
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p.314). Angry feelings first manifest themselves at time of 

diagnosis when a sense of unfairness and injustice preside. 

The uncertainty and the lack of control of the illness add to 

this anger. Role changes, physical and emotional changes, 

lifestyle changes and many others also create resentment and 

anger. "A problem encountered by families is finding the 

balance between time devoted to the ill family member and time 

devoted to the needs of other members. Family members can 

become angry and resentful because their own needs go unmet" 

(Lewandowski and Jones, 1988, p.314). 

Singer (1983) confirms that most family members resent 

these changes and it is completely natural to become angry. 

But, he warns, if these negative feelings are not recognized 

and understood, the anger felt toward the ill person can cause 

stress in the relationship (p.16). Thus, allowing and 

accepting the anger and venting these feelings in an 

appropriate way is necessary. 

The feelings of anger just described are aptly summarized 

here. 

Anger and hostility are frequent concomitants of 
terminal illness for everyone involved. They are 
derived not only from the potential death, over 
which no one has control, but also from the feelings 
of impotence, frustration and helplessness generated 
by the continuing process of loss (which in itself 
will always prompt such responses). In addition, 
there is the emotional and economic drain that is 
a consequence of terminal illness, and its impact 
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upon lifestyle and standard of living. It is 
increasingly problematic as the resource drains 
become more severe and despite the sacrifices, the 
patient declines anyway (Rondo, 1984, p.344). 

The second feeling described by family members and signi

ficant others is loneliness. Sometimes it has been found that 

this loneliness results because family members choose to 

become isolated from others. The stresses, the demands, the 

exhaustion, and the uncertainty of illness in the family 

becomes all-consuming. Sometimes, too, outsiders also choose 

to avoid the family as the pain and sadness that surrounds 

them is uncomfortable for many. One author describes the 

situation in this way: 

The pressures of current activities and 
responsibilities of other family members, their 
uncertainty about the future of a changing family, 
their grief over the impending loss, and their 
increasing fatigue due to the time requirements of 
care of the dying patient represent cumulative 
stresses for the family (Geyman, 1983, p.127). 

These stresses may isolate the family from others and 

feelings of loneliness result. 

At this time when an individual is faced with a life-

threatening disease, the family is in a state of imbalance. 

The loneliness that arises from this crisis in the family is 

obvious. Blues (1984) describes the strain on the family in 

the following way: 

A life-threatening illness certainly fulfills the 
criteria of a crisis, for both the ill person and 
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for the family. It is a threatening situation that 
is not readily solved by the family's customary 
problem-solving or decision-making methods and that 
this leads to disequilibrium, anxiety, tension, and 
difficulty in thinking. Successful dealing with the 
crisis can lead to psychological growth and 
increased competence, whereas the sense of being 
unsuccessful can result in anxiety and feeling 
threatened and ineffectual (p.258). 

As mentioned above, dealing with these feelings of 

loneliness and anxiety is important. Group support can be 

extremely beneficial to the grieving family members and 

significant others. The openness, honesty, sharing and 

friendship that develops is invaluable. Often individual 

therapy can be helpful because of the objectivity of the 

therapist. The family members tend to feel more open and less 

defensive about undesirable feelings such as anger, guilt, 

denial, etc., with a professional. Thus, there are ways to 

overcome the feelings of loneliness that family members and 

loved ones may face. 

Third, family members and significant others exhibit a 

certain degree of denial when dealing with the illness. 

Denial, which can be viewed as a coping mechanism, can be both 

positively adaptive and negatively adaptive. 

In a positive light, denial may be a necessary tool to 

cope with the stresses and demands of a lengthy and consuming 

situation. Lewandowski (1988) summarizes this by stating: 
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Experts agree that denial is a necessary adaptive coping 
mechanism. Denial permits an individual time to 
assimilate the impact of the implications of the illness 
and to mobilize other psychological resources needed to 
deal with the problem. When denial is operating, family 
members may not want to talk about feelings. To 
ventilate feelings is to confront denial. As a result, 
the person may surrender one of the most effective means 
of coping (p.320). 

It can be seen that just as the terminally ill patient 

cannot face death all the time, the family member also has a 

need to deny the sad realities at times. This denial helps 

to relieve the burden for a time until reality takes over. 

Denial can also be a negatively adaptive coping mechanism 

when the denial distorts or interferes with the reality of the 

situation. When denial becomes an escape, or an avoidance, 

in accepting the serious implications that a life-threatening 

illness presents, problems can exist. 

Kubler-Ross talks abut the stages one goes through when 

a loved one has been diagnosed with a life-threatening 

illness. These stages run parallel to those stages experienced 

by the ill person. The first stage is denial and isolation. 

This often happens at the time of diagnosis when the illness 

seems impossible, or unbelievable. If .tbi.s stage of denial 

is not overcome, progress to seek help, treatment, or advise 

is thwarted (Kubler-Ross, 1969). The next stages one passes 

through are anger, bargaining, depression, and lastly, 



39 

acceptance. Before these stages are experienced, however, 

denial must be overcome. 

Guilt is a feeling that seems to occur when a loved one 

is seriously ill. First, the initial reaction by a family 

member or significant other is "What could I have done to 

prevent this?" During the illness family members can be 

expected to experience guilt due to the normal ambivalence 

and lack of perfection in relationships, the resentment of 

resources spent on the ill person, and the changes that take 

place as a result of the illness. 

Rando (1984) describes guilt in this way: 

Guilt is a common reaction of family members that 
occurs when they feel they have fallen short of 
their self-image. In the process of losing a loved 
one through a terminal illness there are numerous 
precipitants of guilty feelings. Guilt may 
accompany the recognition of anger and other hostile 
feelings toward the dying patient. Frequently it 
develops from the interpersonal conflicts that often 
arise during the terminal illness when frustration, 
anxiety, and irritation are so much a part of the 
experience. Guilt may be caused if the family 
member believes that he was responsible for the 
illness in any way (p.345). 

He goes on to say that even normal reactions to loss may 

elicit guilt feelings. One way to help the family member or 

significant other is to educate thera as to the normalcy of 

these feelings of guilt and anxiety. "Unrealistic and 

irrational expectations of the self and the situation can be 
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identified and more appropriate ones offered. The family 

member will then be able to care for the patient with more 

realistic self-expectations and consequently less guilt and 

self-reproach for failure to meet unrealistically high 

standards" {p.346). Another suggestion is to involve the 

family member in the treatment of the ill person so he can be 

involved with the wellness of the loved one. 

Lastly, there does come a time where the family member 

or significant other feels acceptance. He realistically 

appraises the illness and learns to adjust to the impending 

loss. Weisman (1972) describes the process of denial and 

acceptance of death in a patient. The parallel for the family 

members and significant others is obvious. 

During the course of a threatening illness, shifts 
in the mixture of denial and acceptance are 
something like sand flowing down an hourglass. At 
first, during the initial period, there are both 
reasons for optimism and opportunities for denial. 
Then... first-order denial decreases and, falling to 
the bottom, becomes first-order acceptance. Time 
goes on, and according to the progressive encounter 
with inexorable illness, second-order denial passes 
into second-order acceptance. Then, when inimical 
forces exhaust reasonable means of denial, even 
third-order denial yields to acceptance, and the 
sand runs out (p.94). 

This acceptance is precisely what Kubler-Ross refers to 

in her fourth step of the grief process. It is during this 

last stage where the patient accepts his condition and begins 
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to prepare for his departure, the family and loved ones also 

realize the inevitability of the loss and come to terms with 

death. This acceptance may open the pathway to openness, 

honesty, and closeness between the patient and his loved ones. 

A last insight reveals the significance of acceptance. 

There is no growth without pain and conflict; there 
is no loss which cannot lead to gain. Although this 
interconnection is what life is all about, it is 
hard for those who have to face the loss of a 
significant person to accept. The survivor has 
several difficult tasks to perform; having helped 
the dying to accept his death, he himself has to 
acknowledge the final loss of an important person 
and the pain this causes him, and through the 
acceptance of this pain, gain strength for a new 
life (Pincus, 1974). 

Summary of Chapter 

This chapter first reviewed the various definitions of 

anticipatory grief. The definition that is accepted as 

relevant to this paper was given. Then the needs of persons 

whose loved one has been diagnosed with a life-threatening 

illness were discussed. The feelings of persons whose loved 

one has been diagnosed with a life-threatening illness was 

reviewed, in addition. 
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CHAPTER THREE 

PROCEDURES 

The procedure for this study follows, including 

description of participants, instrumentation, method, and 

procedures for data collection. 

Participants: 

The participants chosen to respond to the survey were 

collected from a variety of settings and through referral 

sources throughout the community. There were certain criteria 

for selection of those subjects. They were as follows: 

1. All respondents had a spouse, parent, family member, or 

significant other who had been diagnosed as having a 

life-threatening illness. 

2. The respondents were at least 21 years of age and their 

loved one was less than 75 years of age. 

3. All respondents answered this survey voluntarily and were 

informed that their names remained anonymous. 

4. All respondents answered the survey with honesty, 

understanding, and sincerity concerning the present 

needs, level of satisfaction, and feelings. 

Instrumentation 

The survey (see Appendix A) was designed to measure the 

level of importance of specific needs, level of satisfaction 
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of these needs, and feelings of persons whose spouse, parent, 

family member or significant other had been diagnosed as 

having a life-threatening illness. 

A cover letter was presented that explained that the 

results were to be used as data for a Master's Thesis in 

Counseling and Guidance. The letter also stated that the 

responses of individual questionnaires were confidential, and 

it was a voluntary decision to complete it. Each cover letter 

was signed by the researcher. 

An information sheet came next. On this page the name 

(optional), age, and sex of the respondent was to be filled 

in, along with the age of the patient. In addition, space to 

indicate the familial relationship and the emotional closeness 

to ill person was available. A checklist to assess the 

patient's life expectancy was provided with a scale from 0-3 

months up to over 4 years. 

The needs assessment consisted of 15 commonly recognized 

needs of family members when there was a serious or life-

threatening illness in the family. These needs were chosen 

as a result of their prevalence in the literature and by 

talking to persons whose loved one was dying. Three sources 

were particularly useful in summarizing the needs into 15 

areas. The first article, "The Needs of Family Members of 
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Cancer Patients" by Tringali (1986) talked about the need for 

knowledge and information concerning the illness, treatment, 

and prognosis. She also stressed the need to be open and 

communicative with others concerning the potential loss. The 

second source, another article entitled "The Impact of Cancer 

on the Family: An Overview" was written by Laurel Northouse. 

She identified many of the needs in the survey, and she 

stressed the impact that illness had on the entire family 

system. Northouse distinguished between the needs and 

feelings of family members as they moved through three stages 

of the illness: the initial phase, the adaptation phase, and 

the terminal phase (p.216). Another useful article by Dyck 

and Wright titled "Expressed Concerns of Adult Cancer 

Patients' Family Members" (1984) supported the need to 

communicate with the patient and others about the illness, to 

receive comfort and support from friends and professionals, 

and to have time to be alone for personal care and rest. In 

addition to these particular sources, references to other 

research were quoted in the previous section that discussed 

these needs individually. 

On this page where the fifteen needs were listed, the 

respondent was asked to fill out how important each need was 

and how this need was being satisfied at this point. The 



45 

choice of categories to check for both the importance and 

satisfaction scale were extremely, very/ mildly, not very, and 

not at all. 

The survey also included a feelings assessment to 

distinguish which feelings were prevalent among family members 

and significant others. The feelings listed ranged from 

happiness and contentment to anger and hopelessness. Certain 

feelings that were on the list such as anger, denial, guilt, 

and acceptance, were chosen as a result of their frequency in 

the literature. Family members and significant others reacted 

to the stressful situation and cared for a loved one who had 

a life-threatening illness by exhibiting these certain 

feelings. The sources listed above refer to these feelings 

as well as the additional references mentioned in the previous 

section on feelings. Another source that talked about the 

emotions and feelings is a book called When Someone You Love 

is Dying, by Norma Upson (1986). She stated at the beginning 

of her book 

"If there were any conclusions to be drawn, it is 
that there are no single answers for either the 
patients or survivors. But rich or poor, young or 
old, there are certain common factors everyone must 
face. You can be sure there will be emotional 
upheavals, there will be both subtle and drastic 
changes, and there will be stress" (p.15). 
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The respondents were asked to mark the frequency in which 

they felt the designated fifteen emotions. The choice of 

categories to check were always, frequently, sometimes, 

rarely, and never. In addition to these checklists, a few 

open-ended questions were asked to assess whether there were 

any needs and/or feelings that were prevalent that were not 

mentioned. 

The survey was intended to evaluate three specific areas 

of concern. They are described below: 

1. The survey was intended to compare the specific needs 

that were most important at the various stages of the 

illness. These stages were determined by the perceived 

prognosis interpreted by the respondent. 

2. The survey was intended to assess and compare the 

important needs at these various stages with the level 

of satisfaction in achieving these needs. 

3. The survey was intended to assess whether there was a 

relationship between unmet, but important, needs and 

feelings identified as negative; i.e. anger, confusion, 

loneliness, fatigue, hopelessness, denial, guilt and 

frustration. 
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Method 

First, a literature search was conducted by researching 

the available literature found in the University of Arizona 

Main and Science libraries as well as the Medical School 

Library. A mediated search with a computer assistant was 

conducted to aid in obtaining any additional materials. In 

addition, dissertations or papers presented at various 

conferences was reviewed through the use of inter-library 

loan. 

Second, a questionnaire (see appendix) was distributed 

to persons whose spouse, patient, family member or significant 

other had been diagnosed as having a life-threatening illness. 

Respondents were selected from the University Medical Center 

Cancer Center, support groups for patients and families, 

referrals from physicians and private practitioners, and 

other sources. 

Procedures for Data Analysis 

A variety of measures were used to answer the research 

questions and to compile the tables. Because the nature of 

the questions varied, so did the procedures necessary to 

obtain the results. 

First, Table One reported the raw scores of respondents 

who marked each category. In Table Two, the two categories 
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"extremely" and "very" were combined and the percentage of 

respondents who marked these categories were reported. The 

difference in percentage of these two scores was then 

reported. In Tables Three and Four, a percentage score was 

used to identify how many respondents marked each need and 

feeling in relation to perceived prognosis. These tables 

simply reported frequency data. 

Table Five combined two sources of data analysis. An 

analysis of variance was used to compare the three groups of 

various prognosis with dissatisfaction. A T-test and Scheffe 

test was used to test the difference between groups. Dissatis

faction was defined as a function of importance of need and 

satisfaction of need. The dissatisfaction scores were 

obtained by giving each category of level of importance a 

particular numerical rating (extremely = 5, very = 4, mildly 

= 3, not very = 2 , not at all = 1) and each category of level 

of satisfaction a particular numerical rating (extremely = 1, 

very = 2, mildly = 3, not very - 4, not at all = 5). The two 

scores were then multiplied to obtain a score for each need. 

An overall mean dissatisfaction score was obtained for each 

subject. 

Lastly, Table Six listed the results of a series of 

Bivariate Regression correlations with each feeling as a 
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dependent variable and overall dissatisfaction as the 

independent variable in each Bivariate Regression. The 

multiple regression scores were reported and the significance 

of the relationship was described. 

Summary of Chapter 

This chapter discussed the procedures of the study. The 

description of participants was reviewed, as well as the 

survey that was used to obtain the information. The method 

of obtaining data analysis was reported. In summary, the 

chapter explained the manner in which information was 

collected. 
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The findings of this study follow as a result of the 

literature search and a variety of statistical information 

found in the tables. These tables each answer the research 

questions that were the focus of the paper. The hypotheses 

that were predicted are either supported or negated by 

analyzing the literature and the data. A discussion of the 

findings concerning each hypothesis will be reviewed. First, 

a description of the respondents of the survey will be given. 

Information About Respondents 

There were 84 surveys returned for data collection. 

Among these 84 surveys, however, not all of the questions were 

answered, and responses to portions of some of the survey were 

omitted. The average age of the respondent was 55 years old, 

ranging from 22 years old to 75 years old. The number of 

female respondents was twice as great as the number of male 

respondents. The average age of the ill person was 57 years 

old, ranging from 24 years old to 75 years old. The 

relationship most often marked between the respondent and the 

ill person was .. spouse, .. accounting for 50% of the surveys. 

The next most frequent relationship was that the ill person 

was a parent of the respondent, accounting for another 27% of 
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the cases. The emotional closeness of the relationship 

between the respondent and the ill person was most frequently-

marked as "extremely close" (71%) and "very" close (23%). The 

largest percentage (35%) of respondents to the survey 

perceived the prognosis of the ill person as less than one 

year. A close second was the group of respondents whose 

perceived prognosis of ill person was greater than 4 years 

(33%). Respondents whose perceived diagnosis of ill person 

was somewhere in the middle, anywhere between 1-4 years, 

accounted for the other 32%. 

Hypothesis One: There is a definable process labeled 

anticipatory grief. One way to identify this process is to 

understand the needs, extent to which these needs are 

satisfied, and feelings of persons whose loved one has been 

diagnosed with a life-threatening illness. 

The literature supported the fact that anticipatory grief 

does, in fact, occur when impending loss is predicted. 

Regardless of whether death is perceived as near or far, the 

inevitability of prognosis of a life-threatening illness 

creates an anticipatory grief reaction. Anticipatory grief 

may, however, vary according to intensity as a result of many 

factors. One factor found to affect the intensity of the 

grief reaction of family members and significant others when 
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a loved one has been diagnosed with a life-threatening 

illness, is perceived prognosis. For purposes of this paper, 

the definition that identified the process of anticipatory 

grief states "Anticipatory grief is conceptually defined as 

a process characterized by cyclical periods of mental anguish 

and feelings of loss that begin at the time of initial 

diagnosis of a malignancy, in expectation of the deprivation 

of a significant relationship and social role through the 

expected death of a loved one" (Welch, 1982, p.150). 

One of the many ways to understand more clearly this 

process of anticipatory grief was to look at the needs, extent 

to which these needs were satisfied, and the feelings these 

family members and significant others experienced when a loved 

one was seriously ill. First, the literature search supported 

that certain needs were important to the family member or 

significant other, and these needs that were found to be most 

prevalent in the literature were summarized and compiled in 

the survey (See Appendix A, p. 2 of Survey). Certain feelings 

were also supported in the literature as being frequent among 

persons whose loved one was diagnosed with a life-threatening 

illness. The feelings found in the literature were anger, 

confusion, loneliness, fatigue, hopelessness, denial, guilt, 

and frustration. 
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Hypothesis Two: There are specific needs that are very 

important to a family member or significant other when a loved 

one has been diagnosed with a life-threatening illness. Some 

of these needs will be satisfied and some will not be 

satisfied. 

Table One describes the number of respondents who marked 

the level of importance of each need and the extent to which 

each need was satisfied. The table shows that in general the 

fifteen designated needs were rated at least mildly important, 

but not extremely satisfied. In terms of level of importance 

of these needs, the higher scores tend to cluster in the 

"extremely" and "very" important categories. In relation to 

the extent to which these needs were satisfied, the higher 

scores tend to cluster in the "very," "mildly," and "not very" 

categories with many fewer scores on either extreme 

Table Two combines the categories "extremely" and "very" 

into one, and then compares the level of importance of each 

need and the extent to which each need is satisfied. The 

table provides the percentage of respondents who mark these 

categories for comparison. First, the chart identifies the 

top needs most frequently marked by respondents as "extremely" 

or "very" important as follows: 

1. To feel emotional support from family members 



Table 1. Raw Scores of Respondents who marked each category of level of importance 
of needs and level of satisfaction. (N=84) 

NEED IMPORTANCE SATISFACTION 

Ext. Very Mildly Not Not Ext. Very Mildly Not Not 
Very at Very at 

All All 

1. To communicate with others concerning 29 34 16 2 0 5 32 32 7 2 
ill person 

2. To communicate with doctors 44 27 10 3 0 11 29 31 7 4 

3. To communicate with ill person about 48 24 8 1 3 8 20 32 19 4 
illness 

4. To communicate with ill person about 34 39 6 1 3 7 29 25 14 7 
other issues 

5. To feel emotional support from family 48 27 7 2 0 15 29 22 11 6 
members 

6. To feel emotional support from friends 31 30 19 3 1 10 24 28 15 5 

7. To feel emotional support from those in 29 23 22 8 1 6 20 29 19 8 
similar situations 

8. To obtain professional therapy or 18 22 18 15 8 5 19 19 19 15 
counseling 

9. To have assistance with caretaking needs 30 26 8 6 13 5 1'8 25 15 19 

10 . To communicate with clergy 20 17 17 13 17 11 20 17 16 18 

11 . To have assistance with present 24 22 8 10 18 9 18 15 15 24 
financial responsibilities 

12 . To have assistance in planning and 25 22 8 10 18 4 20 13 14 30 
preparing for further costs 

13 . To have time to relax and "unwind" 54 18 8 3 1 4 19 27 23 10 

14 . To attend to own personal needs 45 21 12 4 0 3 16 30 24 7 

15 , To gain knowledge about illness and 45 30 7 1 1 8 40 20 9 4 
what to expect 



Table 2. Percentage of respondents who marked level of importance and level of 
satisfaction as "extremely" or "very". (N=84) 

NEED IMPORTANCE SATISFACTION DIFFERENCE 

Ext. & Very Ext. & Very 

To gain knowledge about illness and 89 58 31 
what to expect 

To feel emotional support from family 89 51 38 
members 

To communicate with ill person about 88 43 45 
other issues 

To have time to relax and "unwind" 86 28 58 

To communicate with ill person about 85 33 52 
illness 

To communicate with doctors 84 49 35 

To attend to own personal needs 80 24 56 

To communicate with others concerning 77 47 30 
ill person 

To feel emotional support from friends 73 42 31 

To have assistance with caretaking needs 67 28 39 

To feel emotional support from those in 63 32 31 
similar situations 

To have assistance in planning and 57 30 27 
preparing for further costs 

To have assistance with present 51 33 18 
financial responsibilities 

To obtain professional therapy or 49 31 18 
counseling 

To communicate with clergy 44 38 6 
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2. To gain knowledge about illness and what to expect. 

3. To communicate with ill person about other issues. 

4. To have time to relax and "unwind". 

5. To communicate with ill person about illness. 

At least 80% of respondents rated these needs as "very" 

or "extremely" important. The extent to which respondents 

marked these first three needs as being "extremely" or "very" 

satisfied was about 50%. In other words, only half the 

respondents felt these needs are highly satisfied. 

Respondents felt the needs to have the time to relax and 

"unwind" and to communicate with ill person about illness were 

highly satisfied less frequently. Only about 30% of the 

respondents marked these needs as "extremely" or "very" 

satisfied. 

The two needs marked with least frequency by respondents 

as being highly important are the need to communicate with 

clergy and the need to obtain professional therapy or 

counseling. Although these needs ranked at the bottom of the 

list, they were still rated as "extremely" or "very" important 

by close to half the respondents. 

The table shows the three needs marked by the highest 

percentage of respondents as being highly satisfied were as 

follows: 
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1. To gain knowledge about illness and what to expect. 

2. To feel emotional support from family members. 

3. To communicate with doctors. 

As can be seen, the extent to which these needs were 

"extremely" or "very" satisfied was only around half the time. 

Three of the designated needs were marked by only around one 

quarter of the respondents as "extremely" or "very" satisfied; 

these were: 

1. To attend to own personal needs. 

2. To have time to relax and "unwind". 

3. To have assistance with caretaking needs. 

In general, the table shows that specific needs are more 

frequently marked as "extremely" or "very" important by 

respondents than other of the designated needs. In other 

words, not all of the needs listed were highly important to 

those family members or significant others when a loved one 

had been diagnosed with a life-threatening illness. It can 

be seen that for each designated need, the percentage of 

respondents who marked the need as "extremely" or "very" 

important was always higher than the percentage of respondents 

who marked the need as "extremely" or "very" satisfied. Thus, 

there was a discrepancy between level of importance of each 

need and the extent to which the need was being satisfied. 
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The largest discrepancies between importance and satisfaction 

were the need to have time to relax and "unwind" and to attend 

to own personal needs. 

Hypothesis Three: (a) Family members or significant others 

rate certain needs as highly important when prognosis of ill 

person is less than a year, as compared when prognosis is 

greater than 4 years. 

(b) Family members or significant others rate certain 

feelings as occurring "always" or "frequently" more often when 

prognosis of ill person is less than a year as compared when 

prognosis is greater than 4 years. 

Table Three addresses the first part of this hypothesis 

directly. Table Three describes the percentage of respondents 

whose prognosis is less than a year who marked each need as 

"extremely" or "very" important. The percentage of 

respondents whose prognosis is greater than 4 years who marked 

each need as equally important is described, also. 

This Table shows that when prognosis is less than a year, 

two needs were marked as "extremely" or "very" important 100% 

of the time. These needs were: 

1. The need to communicate with ill person about other 

issues 



Table 3. Percentage of respondents whose perceived prognosis of ill person is less than a 
year and who marked these needs as "extremely" or "very" important as compared to 
respondents whose prognosis of ill person is greater than 4 years. 

NEED PROGNOSIS 

Less than 1 yr Greater than 4 yr 

(N=25) (N=28) 

1. To communicate with others concerning ill person 92 70 

2. To communicate with doctors 92 86 

3. To communicate with ill person about illness 88 86 

4. To communicate with ill person about other issues 100 77 

5. To feel emotional support from family members 100 89 

6. To feel emotional support from friends 96 61 

7. To feel emotional support from those in similar situations 84 63 

8. To obtain professional therapy or counseling 68 41 

9. To have assistance with caretaking needs 88 56 

10. To communicate with clergy 52 36 

11. To have assistance with present financial responsibilities 80 43 

12. To have assistance in planning and preparing for further costs 80 50 

13. To have time to relax and "unwind" 94 75 

14. To attend to own personal needs 94 64 

15. To gain knowledge about illness and what to expect 96 85 



Table 4. Percentage of respondents whose perceived prognosis of ill person is less than a 
year and who marked these feelings as occuring "extremely" or "very" often as 
compared to respondents whose perceived prognosis of ill person is greater than 
4 years. 

FEELING PROGNOSIS 

Less than 1 yr Greater than 4 yr 

(N=25) <N=28) 

1. Anger 68 29 

2. Relief 8 22 

3. Happiness 4 53 

4. Confusion 48 36 

5. Loneliness 68 29 

6. Contentment/Peace of mind 4 29 

7. Fatigue 48 39 

8. Satisfaction 14 32 

9. Relaxation 1 32 

10. Comfort 16 43 

11. Hopelessness 56 25 

12. Denial 16 15 

13. Guilt 28 19 

14. Frustration 80 50 

15. Acceptance 16 64 
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2. The need to feel emotional support from family members. 

The percentage of respondents whose perceived prognosis 

of ill person is greater than 4 years marked these needs as 

"extremely" or "very" important less of the time. The need 

to communicate with ill person about other issues was marked 

by 77% of the respondents and the need to feel emotional 

support from family members was marked by 89% as highly 

important. 

Other needs that were most frequently marked as 

"extremely" or "very" important by respondents whose prognosis 

of ill person is less than a year were as follows: 

3. To gain knowledge about illness and what to expect. 

4. To feel emotional support from friends. 

5. To have the time to relax and "unwind." 

6. To attend to own personal needs. 

Although these needs were marked frequently by 

respondents whose perceived prognosis of ill person was 

greater than 4 years as being "extremely" or "very" important, 

the scores were not as high. The needs that were most 

frequently marked as "extremely" or "very" important by these 

respondents were: 

1. To feel emotional support from family members. 

2. To communicate with doctors. 
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3. To communicate with ill person about illness. 

4. To gain knowledge about illness and what to expect. 

5. To communicate with ill person about other issues. 

Although it can be seen that some of the same needs that 

were highly important when prognosis was less than a year were 

also highly important when prognosis was greater than 4 years, 

there were some needs that were far more important as 

prognosis of death nears. The chart shows that the need to 

feel emotional support from friends was not rated by nearly 

as many respondents whose perceived prognosis was greater than 

4 years. The need to have time to relax and unwind, to attend 

to own personal needs, and to gain knowledge about illness and 

what to expect were seen as important by more respondents when 

prognosis was less than a year as compared to prognosis 

greater than 4 years. 

In conclusion, certain of the designated needs were rated 

similarly between the two groups and the importance of other 

needs seem to vary. It can be seen that a higher percentage 

of family members and significant others whose prognosis of 

ill person was less than a year rate these needs as 

"extremely" or "very" important compared to respondents whose 

prognosis of ill person was greater than 4 years. 
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The second part of this hypothesis related to the 

feelings experienced by the family members or significant 

others when prognosis was less than a year as compared to when 

prognosis was greater than 4 years. Table Four describes the 

percentage of respondents in both these categories who marked 

each feeling as occurring "always" or "frequently." As can 

be observed, a full range of feelings were described in the 

data. 

The Table shows two extreme scores: those feelings highly 

experienced by the respondents and those feelings rarely 

identified as occurring "always" or "frequently." When 

prognosis was less than a year, respondents marked these 

feelings most frequently: 

1. Frustration 

2. Anger 

3. Loneliness 

4. Hopelessness 

The feelings most frequently marked by respondents whose 

perceived prognosis was greater than 4 years differ from those 

listed above. They were: 

1. Acceptance 

2. Happiness 

3. Frustration 
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4. Comfort 

Although these feelings were at the top of the list, the 

percentage of respondents who agree that these feelings 

occurred "always" or "frequently" was much less than the 

agreement of feelings when prognosis was less than a year. 

There were specific feelings that were rarely experienced 

as occurring "always" or "frequently" among respondents whose 

prognosis of ill person was less than a year. They were: 

1. Relaxation 

2. Happiness 

3. Contentment 

Certain feelings, such as anger, loneliness, and 

frustration were much more commonly felt when prognosis was 

less than a year as compared to when prognosis was greater 

than 4 years. Another difference was that acceptance was a 

feeling marked as occurring "always" or "frequently" by 64% 

of the respondents whose prognosis of ill person was greater 

than 4 years as compared to only 16% who marked acceptance 

when prognosis was less than a year. 

In summary, the data distinguished between certain 

feelings that each group of respondents most frequently 

experienced. The range of these percentages was much greater 

when prognosis was less than one year as compared to when 
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prognosis was greater than 4 years. This indicated that 

feelings were more clearly identified as prognosis of death 

neared. 

Hypothesis Four: Overall level of dissatisfaction of .needs 

increases as a family member or significant other perceive 

death of a loved one as closer. 

Table Five compares the level of dissatisfaction of needs 

among three groups whose perceived prognosis of ill person 

varies. The dissatisfaction score was obtained by multiplying 

the level of importance of each need by the level of 

satisfaction of each need. An overall mean dissatisfaction 

score was computed for each subject. Analysis of variance of 

overall dissatisfaction by level of prognosis was significant 

(F=16.503, P< 0000). Scheffe tests (P<.01) and T<.05) were 

significant for the following comparisons. The table shows 

that there is a difference in level of dissatisfaction of 

needs between respondents whose perceived prognosis of ill 

person is less than a year and respondents whose perceived 

prognosis is between 1-4 years. This difference proved to be 

statistically significant. There was also a significant 

difference of level as dissatisfaction between respondents 

whose perceived prognosis of ill person was less than a year, 

and respondents whose perceived prognosis was greater than 4 
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years. However, there was not a statistically significant 

difference between level of dissatisfaction of respondents 

whose prognosis was 1-4 years compared to those whose 

prognosis was greater than 4 years. 

It can be seen from this data that the level of 

dissatisfaction increases as prognosis of death is closer. 

The mean score of level of dissatisfaction when prognosis is 

less than a year is 14 as compared to only 9 when prognosis 

is greater than 4 years. 



Table 5. Scores of comparisons between level of dissatisfaction and different prognosis 
of ill person. 

POOLED VARIANCE ESTIMATE 

CONTRAST VALUE S.ERROR T VALUE D.F. T. RROB 

1 2.9 .85 3.39 68 .001* 
2 1.5 .83 1.83 68 .071 
3 4.4 .77 5.70 68 .000* 

a CONTRAST 1: Difference between prognosis less than a year and 1-4 years. 

CONTRAST 2: Difference between prognosis 1-4 years and greater than 4 years. 

CONTRAST 3: Difference between prognosis less than a year and greater than 4 years. 

b Significant difference, p<.05 

C7> 
-j 
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Hypothesis Five: There is a relationship between 

dissatisfaction of needs and frequency of certain feelings. 

Table Six shows the relationship between each of the 

fifteen feelings and overall need dissatisfaction. In 

addition to certain statistical measurements, the chart shows 

whether there is a significant relationship between each 

feeling and need dissatisfaction, and whether this feeling is 

affected in a positive or negative way by dissatisfaction. 

The chart shows that there is a statistically significant 

relationship between each feeling, except fatigue and denial, 

and overall need dissatisfaction. As can be evidenced by this 

Table, the feelings that were positively related to 

dissatisfaction of needs were as follows: 

1. Anger 

2. Confusion 

3. Loneliness 

4. Hopelessness 

5. Guilt 

6. Frustration 

In other words, when the designated needs were not 

satisfied, the likelihood of the presence of these feelings 

was significant. The feelings most related to dissatisfaction 

were anger and frustration. 



Table 6. Scores of level of dissatisfaction as compared to certain feelings. (N=84) 

FEELING OVERALL NEED DISSATISFACTION VARIABLES IN THE EQUATION 

Variable: Dissatisfaction 

Multi- R Ad- Stand- F B SE B Beta T 
pie square justed ard 
R R Error 

square 

1. Anger .54 .30 .29 .77 34.34* .15 .025 .54 5.9* 

2. Relief .50 .25 .24 .89 27.25* -.16 .030 -.50 -5.2* 

3. Happiness .58 .33 .32 .85 40.53* -.18 .028 -.58 -6.4* 

4. Confusion .40 .16 .15 . 91 15.74* .12 .030 .40 4.0* 

5. Loneliness .49 .24 .22 1.05 25.08* .17 .035 .49 5.0* 

6. Contentment/Peace .61 .37 .36 .84 47.25* -.19 .028 -.61 -6.9* 
of mind 

7. Fatigue .17 .03 .01 1.06 2.53 .05 .035 .17 1.6 

8. Satisfaction .62 .39 .38 .73 50.94* -.17 .024 -.62 -7.1* 

9. Relaxation .59 .35 .34 .74 43.67* -.16 .024 -.59 -6.6* 

10. Comfort .65 .42 .41 .81 58.15* -.20 .027 -.65 -7.6* 

11. Hopelessness .48 .22 .21 1.10 23.61* .17 .036 .48 4.8* 

12. Denial .18 .03 .02 1.11 2.60 .06 .030 .18 1.6 

13. Guilt .40 .16 .15 1.07 15.78* .14 .030 .40 3.9* 

14. Frustration .51 .27 .26 .90 30.0* .16 .030 .51 5.4* 

15. Acceptance .49 .25 .23 1.01 26.72* -.17 .033 -.49 -5.1* 

NOTE: *= Significant relationship between dissatisfaction and specific feeling. 



70 

Certain feelings were negatively related to dissatis

faction of needs. In other words, when needs were not 

satisfied, these feelings were not likely to occur. They are 

listed below: 

1. Relief 

2. Happiness 

3. Contentment 

4. Satisfaction 

5. Relaxation 

6. Comfort 

7. Acceptance 

These feelings, which could be identified as positive 

feelings, were definitely affected by satisfaction of needs. 

The feelings most affected are comfort and contentment. 

Therefore, it can be seen that for most feelings there 

was a relationship between unmet needs and likelihood of 

occurrence. The feelings identified as negative seemed to be 

more prevalent when there was dissatisfaction. The feelings 

identified as positive seemed to be less likely to occur when 

there were important but unmet needs. The only two feelings 

not influenced by need dissatisfaction were fatigue and 

denial. 
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Summary of chapter 

This chapter described the results of the study. Each 

hypothesis was discussed separately and the tables that 

correspond with each hypothesis were explained. The findings 

can thus be identified. 
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CHAPTER FIVE 

CONCLUSIONS AND SUMMARY 

This paper investigated the needs of the spouse, parent, 

family member, or significant other when a loved one has been 

diagnosed with a life-threatening illness. The extent to 

which these needs were satisfied and the feelings of these 

persons were also studied. The perceived prognosis of ill 

person was one factor that was examined as affecting some of 

these needs and feelings. In this final chapter, a discussion 

of the results, response to the survey, limitations of the 

study, implications, and summary will be discussed. 

Results 

One way to discuss the results and conclusions of this 

study was to directly address the research questions. These 

questions, as noted, were the guidelines of this study. The 

author attempted to gain a clear cut and definite answer to 

each of these questions. Thus the following findings will be 

discussed. 

1. Is there a definable process labeled anticipatory grief? 

Yes, research did agree that the process ' of 

anticipatory grief does occur. There are definite 

reactions that are common to those persons whose 

spouse, parent, family member or significant other 



has been diagnosed with a life-threatening illness. 

There are, in addition, specific, identifiable needs 

and feelings that one experiences. These needs and 

feelings have been found to vary according to the 

prognosis of death. These few comments are only a 

very simplified description of certain aspects of 

the process of anticipatory grief. In truth, 

anticipatory grief is a very complicated, personal 

and extremely intricate process of mourning for a 

threatened loss. There is so much information and 

research that has yet been untapped. It is hopeful, 

however, that anticipatory grief is becoming more 

readily recognized and that interest and concern is 

growing. 

2. (a) What are the important needs of family members or 

significant others when a loved' one has been diagnosed with 

a life-threatening illness? 

(b) Are these needs being satisfied? 

The needs most frequently marked as extremely or 

very important are the need to gain knowledge about 

the illness and to feel emotional support from 

family members. The needs rated by most respondents 

generally relate to communication, emotional 



support, and relaxation. These seem to be typical 

concerns in time of any stressful situation, and 

particularly when loss is imminent. 

These very important needs, however, were mildly 

satisfied. Only about half the respondents felt 

these needs were met. Again, the desire to avoid 

confronting painful issues, as in communicating, and 

the feelings of alienation and isolation reported 

by persons experiencing anticipatory grief, may 

account for this dissatisfaction. In addition, the 

family member or significant other often felt guilty 

for taking time off to relax and enjoy life. 

3. (a) Do family members or significant others rate designated 

needs as "extremely" or "very" important more freguently when 

prognosis of ill person is less than a year as compared to 

when prognosis is greater than 4 years? 

(b) Do family members or significant others rate designated 

feelings as occurring "always" or "frequently" more often when 

prognosis of ill person is less than a year as compared to 

when prognosis is greater than 4 years? 

Yes, the percentage of respondents who marked 

these needs as extremely or very important when 

prognosis was less than a year was consistently 



higher than when prognosis was later. In fact, the 

percentage of respondents who marked these needs as 

very important was above 80% with the exception of 

two needs that appear only relatively important. 

These needs both have to do with seeking out 

professional help and guidance. Two needs were 

rated as either extremely or very important by 100% 

of the respondents whose prognosis of ill person was 

less than a year. They were the need to communicate 

with ill person about other issues, and to feel 

emotional support from family members. Again, 

communication continually appeared as a necessary 

and much needed resource. This seemed to be 

particularly significant as loss becomes a closer 

reality. The need for support, for caring, and for 

encouragement also appeared to be extremely helpful 

to those persons experiencing anticipatory grief. 

Similar to the needs, the percentage of 

respondents who marked feelings identified as 

negative was consistently higher when prognosis of 

ill person was less than; a year as compared to when 

prognosis was greater than 4 years. The feelings 

identified are anger, confusion, loneliness, 



fatigue, hopelessness, and frustration. It can be 

assumed that when perceived prognosis was less than 

a year, the anticipatory grief reaction was acute. 

The impending loss was near, the stress was often 

great, the ill person may be manifesting physical 

symptoms, and role changes may be occurring. Thus, 

feelings that are negative seemed to increase. In 

addition, feelings that were identified as positive, 

such as relief and happiness, seem to decrease. 

It seems somewhat obvious that the trend was that 

as negative feelings increased, positive feelings 

decreased. As stated, this definitely holds true 

at this point. 

4. Does overall level of dissatisfaction of needs increase 

as prognosis of death nears? 

Yes, the study did find that the level of 

dissatisfaction, or unmet needs, did increase as 

prognosis of death neared. There was a significant 

difference between level of dissatisfaction when 

prognosis was less than a year as compared to when 

prognosis was 1-4 years and greater than 4 years. 

This indicated that as prognosis nears, level of 

dissatisfaction grew. As can be seen by the mean 



scores, when prognosis was less than a year, 

dissatisfaction was fairly observed. This seems to 

fit with the previous description of the period of 

time before death. The grief becomes more acute, 

the needs become stronger, and the likelihood of 

satisfying these needs is not high. 

5. Is there a relationship between dissatisfaction of needs 

and frequency of certain feelings? 

Yes, there was a positive relationship between 

dissatisfaction and negative feelings. In other 

words, when needs were not met, certain feelings 

were likely to occur. These feelings were anger, 

confusion, loneliness, hopelessness, guilt, and 

frustration. There was also a negative relationship 

between dissatisfaction and positive feelings. In 

other words, when needs were not met, certain 

feelings were not likely to occur. These were 

relief, happiness, contentment, satisfaction, 

relaxation, comfort, and acceptance. It can be seen 

that the relationship between dissatisfaction and 

certain feelings was significant. This shows the 

importance of the family member or significant other 

to attend to their own needs during time of stress. 
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Two feelings were unaffected by level of 

dissatisfaction. These were denial and fatigue. 

Denial can sometimes be thought of as a coping 

mechanism, and fatigue may be more a function of how 

stressed a person is and how much sleep he is 

getting. Thus, these feelings did not have as much 

to do with level of dissatisfaction. 

Response to Survey 

The completion of data for this project was a very 

difficult task, as respondents did not readily agree to fill 

the survey out. The receptiveness of family members and 

significant others, however, did vary consistently in relation 

to specific settings. 

The most receptive responses came from various support 

groups where the researcher attended, gave a few minute 

description of the study and the purpose, and asked for 

volunteers who were eligible, to raise their hands. A survey, 

along with the cover letter and a self-addressed, stamped 

envelope, was given to them. The return rate of these surveys 

were high; over half were returned. The support groups were 

either mainly cancer or AIDS related. 

Another source was referrals from physicians' offices 

where a notice asking for volunteers to fill out a brief 
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survey was displayed at the front desk. A brief description 

of the purpose and a statement from the physician supporting 

respondents to help supply data was included. Surveys could 

be given to the secretary in an envelope, or mailed directly 

to the researcher in a self-addressed, stamped envelope 

provided. The responses were minimal and very few surveys 

were completed. The staff observed that the family members 

would frequently look over the sample survey with interest and 

comment as to the importance of this study, and then walk 

away. It was hard to know exactly what it was that was 

unappealng to perspective respondents. It appeared, however, 

from personal coments from the physicians and staff and from 

comments made to the researcher, that the question pertaining 

to perceived prognosis was difficult to answer. That question 

may have appeared too blunt, or too realistic, thus making the 

survey appear threatening. It has been substantiated in the 

literature that family members and significant others whose 

loved one is dying find it painful and difficult to talk (or 

write) about. This survey did, indeed, require a certain 

amount of realistic evaluation and it intended to require the 

respondent to be honest about a painful situation. 

The other sources, private referrals from social workers, 

physicians, friends, etc., were also reluctant to respond. 
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It did appear, however, in any situation where personal 

contact was made with a perspective respondent, the survey was 

far more likely to be completed and returned. 

The feedback from those persons who did fill out the 

survey was very positive. The comments mainly fell into two 

categories. One was that respondents said it felt good to 

write about their feelings and to spend time thinking about 

their needs. As stated in the literature review, the attention 

and efforts appear to be directly related to the patient, not 

the family. The second comment stemmed from the family 

members' and significant others' desire to be heard and 

understood. Research to find out more about their feelings, 

their needs, and their satisfaction was well received. 

In conclusion, it was difficult and time consuming to 

collect data for this project. It seemed that people still 

avoid talking about, or writing about, anything that relates 

to loss and grief issues. When family members were attending 

support groups they appeared more receptive and open to 

communicating about the present situation. It did seem, 

however, that for those people who did respond, writing about 

themselves in relation to the effects of the illness, it was 

a positive experience. 
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Limitations of Study 

Although the attempt of the research project was to 

control variables that would influence the study 

inappropriately, it was impossible to avoid. As the research 

was carried out, certain difficulties and dilemmas became 

evident. The few that seem most significant to the findings 

and conclusions will be discussed. 

First of all, as previously discussed, it was difficult 

to obtain data. It was felt that when a loved one was 

seriously ill with a life-threatening illness, this was a 

difficult time for the family members and significant others. 

Therefore, to ask them to fill out a survey which required 

them to concentrate on the needs and feelings associated with 

this period, was unappealing. Therefore, the number of 

respondents in the study was fewer than desired. 

Secondly, the results of the survey were from the 

participant' self report and assessment. Although it assumed 

that respondents were being honest about their needs and 

feelings, it may also be true that they were not objective and 

not insightful enough to give accurate answers. As stated 

earlier, this was indeed a stressful time and family members 

and significant others employed certain defense mechanisms in 
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order to cope. Therefore, a self rating survey may lack 

validity. It is uncertain how best to ascertain personal 

information, however. 

A last limitation of the survey was that the wording may 

have been ambiguous. Only a brief description of the fifteen 

needs and a one word description of each feeling was given. 

It is likely that the meaning given to these needs and 

feelings may vary from person to person. Therefore, the 

interpretation may differ, affecting the way respndents marked 

the survey. 

Implications of the Study 

This study has definite implications for counselors, 

social workers, nurses, or any health professionals who have 

contact with the patient and his family. In order to 

understand what the family member or significant other is 

experiencing, it is necessary to know their needs, the extent 

to which these needs are satisfied, and their feelings. The 

present study can offer information and insight to mental 

health professionals about these various factors. As stated 

previously, the process of grieving a potential loss is a 

stressful time. Therefore, professionals who are 

knowledgeable about the nature of anticipatory grief can 

better facilitate interventions to aid the family member or 
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significant other on coping with this process. One way 

counselors, for instance, can be helpful to the family member 

experiencing anticipatory grief is to identify their needs and 

to find ways to better satisfy them. As documented earlier, 

much of the emphasis is on the well being of the ill person 

and not as much on the family. However, this study showed 

that life-threatening illness not only affects the patient, 

but all those loved ones, too. More emphasis on treating 

illness and disease as a family crisis is becoming common. 

Acknowledge-ment of the effects of illness on the spouse, 

parent, family member or significant other is therefore 

helpful. In the same light, attempting to meet the needs not 

only of the patient, but of these other persons is indicated. 

It is of additional importance to both the professional 

and the family member to recognize that certain feelings are 

typical during the anticipatory grief process. In addition, 

feelings identified as negative (anger, frustration, 

hopelessness, etc.) are positively related to unmet needs. It 

becomes evident once again how necessary it is to understand 

the needs and to facilitate the satisfaction of them. 

This paper sought to inform the professional working with 

the family member or significant other of these needs and 

feelings. This provides a general overview of how people 



generally react to the threatened loss of a loved one. A 

last, but essential, note is that it is of vital importance 

to listen to each individual, to assess his very own personal 

needs and feelings. In other words, this paper can serve as 

just one tool to help bridge the gap between an educated, 

well-informed professional and one who is unfamiliar with the 

process of anticipatory grief. One author concludes his paper 

in a very appropriate and meaningful way. 

Bereavement is regarded as the most stressful life 
event - and one that places survivors at signifi
cantly greater risk, not only for psychological and 
physical illness, but death. Consequently, a 
phenomenon such as anticipatory grief, which may 
mitigate these negative consequences, is of central 
interest to professionals working with people who 
are likely to be bereaved. If research can provide 
an understanding of the issues surrounding 
anticipatory grief, it may be possible to develop 
interventions that can forestall the deleterious 
effects of bereavement. A dynamic understanding of 
anticipatory grief would greatly enhance the 
intervention skills of professionals (Siegel, 1983, 
p.71). 

Summary of Chapter 

This chapter reviewed the conclusion and results of the 

study. It discussed the response to the survey, limitations 

of the study, and implications. This chapter summarized the 

results by answering the research questions that were the 

focus of the paper. 
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Summary of Paper 

This paper defined the process of anticipatory grief as 

well as discussed the needs and feelings of persons 

experiencing anticipatory grief. A complete literature was 

obtained to gain that information. To further assess the 

designated needs, extent to which these needs are satisfied, 

and feelings, a survey was given to persons whose loved one 

has been diagnosed with a life-threatening illness. The 

relationship of these needs and feelings to prognosis of ill 

person was observed. In addition, the relationship between 

level of dissatisfaction of those needs and certain feelings 

was also researched. This paper has attempted to increase the 

understanding and knowledge of counselors, social workers, and 

all those professionals who work with the family when a loved 

one is dying. This subject of anticipatory grief is gaining 

attention and importance, and it was the purpose of this study 

to become more sensitive to what persons experiencing this 

are needing and feeling. It is in this way that professionals 

can most effectively work with these persons experiencing 

anticipatory grief. 



APPENDIX A 

COVER LETTER AND SURVEY 
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Dear Respondent: 

I would very much appreciate you taking a few minutes to fill 

out this questionnaire. The questionnaire is intended to assess 

the needs, satisfaction and feelings of persons whose parent, 

spouse, family member or significant other has been diagnosed with 

a serious illness. The results of this questionnaire will be used 

as data for a Masters thesis in Counseling and Guidance. The 

responses of individual questionnaires are confidential and it is 

a voluntary decision to complete this. 

Thank you for your cooperation. 

~ ~~uJ,H.tD. 
Alice Steinfeld, M. Ed. 
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A MEEDS ASSESSMENT 

NAME (Optional) AGE SEX 

Patient'3 Age 

Familial relationship to ill person 

.spouse parent family member (sister, brother, aunt, etc) 

significant other 

Emotional closeness to ill person 

Extremely Very Mildly Not very Not at all 

Type of illness_ 

Patient's Life Expectancy (as you understand it) 

0-3 mos. 3—inos. 6-9 mos. 9 mos - 1 yr. 

1-2 yrs. 2-3 yrs. 3-4 yrs. over 4 years 

On the next page is a list of commonly identified needs of persons 

whose loved one is seriously ill. Please mark how important these 

needs are in your life and how often these needs are satisfied. 



1. To communicate with others 
concerning ill person 

2. To communicate with doctors 

3. To communicate with ill 
person about illness 

4. To communicate with ill 
person about other issues 

5. To feel emotional support 
from family members 

6. To feel emotional support 
from friends 

7. To feel emotional support from 
those in similar situations 

8. To obtain professional therapy 
or counseling 

9. To have assistance with 
caretaking needs 

10. To communicate with clerqy 
(rabbis, priests, etc.) 

11. To have assistance with present 
financial responsibilities 

12. To have assistance in planning 
and preparing for further costs 

13. To have time to relax and "unwind" 

14. To attend to own personal needs 

15. To gain knowledge about illness 
and what to expect 
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SATISFACTION 
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Below is a list of various feelings. Please mark how often these 

describe you at this time. 

FEELING FREQUENCY 

>: ;r, 

II i: -r. >: >- ·-· ~ < 
~ ~ ~ :11: > 
< < ~ ~ , X 

1. Anger I 
2. Relief 

3. Happiness 

4. Confusion 

5. Loneliness 

6. Contentment I Peace of Mind 

7. Fatigue 

a. Satisfaction 

9. Relaxation 

10. Comfort 

11. Hopelessness 

12. Denial 

13. Guilt 

14. Frustration 

15. Acceptance 

Are there any needs not mentioned above that you ~eel are 

important? 
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Are there any other feelings that seem to be significant at this 

time? 

Any additional comments about living with this situation? 

THANK YOU FOR YOUR COOPERATION 



REFERENCES 
92 

Benoliel, J. (1985) Loss and Adaptation: Circumstances, 
contingencies, and consequences. Death Studies, 217-
233. 

Blues, A. & Zewekh, J. (1984). Hospice and Palliative Nursing 
Care. Florida: Grune and Stratton, Inc. 

Cawley, M., & Gerdts, E. (1988). Establishing a cancer 
caregivers program. An interdisciplinary approach. 
Cancer Nursing. ii(5) 267-273. 

Cohen, M.S., & Cohen, E.K. (1981). In Sobel (Ed.), Behavior 
Therapy in Terminal Care: A Humanistic Approach. 
Massachusetts: Ballinger. 

Dyck, S., & Wright, K. (1984). Expressed concerns of adult 
cancer patients' family members. Cancer Nursing, I_I, 
371-374. 

Fieweger, M. & Smilowitz, M. (1984). Relational Conclusions 
Through Interaction with the Dying. Omega: Journal 
of Death and Dying, 15, 161-172. 

Fulton, R. & Gottesman, D. (1980). Anticipatory Grief: A 
Psychosocial Concept Reconsidered. British Journal 
Psychiatry. 137, 45-54. 

Geyman, John. (1983), Dying and Death of a Family Member. The 
Journal of Family Practice, 17, 125-134. 

Giacquinta, B. (1977) Helping families face the crisis of 
cancer. American Journal of Nursing, 77, 1585-1588. 

Hart, K. (1986). Stress Encountered By Significant Others of 
Cancer Patients Receiving Chemotherapy. Omega, 17, 
151-167. 

Holing, E. (1986). The Primary Caregivers Perception of the 
Dying Trajectory. Cancer Nursing, 9., 29-37. 

Johnson, J. & Norby, P. (1981). We Can Weekend: A program for 
cancer families. Cancer Nursing, February, 23-27. 



93 

Koocher, G. (1986). Coping With a Death From Cancer. Journal 
of Consulting and Clinical Psychology, 54 . 5, 623-631. 

Kriesel, H. (1987). The Psychosocial Aspects of Malignancy. 
Primary Care. 14, 275-279. 

Kubler-Ross, E. (1969). On Death and Dying. New York: 
MacMillan. 

Kutscher, A. (1969). Death and Bereavement. Illinois: Charles 
C. Thomas. 

Lagrand, L. (1981). Loss Reactions of College Students: A 
Descriptive Analysis. Death Education, 5, 235-248. 

La Greca, A. (1985). The Psycho-Social Factors in Surviving 
Stress. Death Studies, 9, 23-36. 

Lewandowski, W., & Jones, S. (1988). The family with cancer: 
Nursing interventions throughout the course of living 
with cancer. Cancer Nursing, 11f (6), 313-321. 

Lindemann, E. (1944). Symptomatology and management of acute 
grief. American Journal of Psychiatry, 101, 141-149. 

Lindenberg, S. (1984). Group Psychotherapy With People Who 
Are Dying. Illinois: Charles Thomas Publ. 

Lister, L. & Ward, D. (1985). Youth Hospice Training. Death 
Studies, 9, 353-363. 

Mailick, M. (1979). The Impact of Severe Illness on the 
Individual and Family: An Overview. Social Work in 
Health Care. 5, 117-128. 

McCollum, A., & Schwartz, A. (1977). Social Work and the 
Mourning Parent. Social Work, 17, 25-36. 

Miller, V. (1986). Communication Paradoxes and the Maintenance 
of Living Relationships with the Dying. Journal of 
Family Issues, l_t 255-275. 

Mosher, M., Van Scoy, C., & Wellish, D., (1978). Management 
of Family Emotional Stress: Family Group Therapy in 
a Private Oncology Practice. International Journal 
of Group Psychotherapy. 28, 225-231. 



94 

Northouse, L. (1984). The impact of cancer on the family: An 
Overview. International Journal of Psychiatry 
Medicine. 14, 215-243. 

Pincus, L. (1974). Death and the Family: The Importance of 
Mourning. New York: Vintage Books. 

Rando, T. (1984). Grief. Dying, and Death. Illinois: Research 
Press Company. 

Reed, A. (1974). In Schoenberg, B. Anticipatory Grief (346-
353). New York: Columbia University Press. 

Rickgarn, R. (1987). The Death Response Team: Responding to 
the Forgotten Grievers. Journal of Counseling and 
Development, Dec., 197-201. 

Roback, H. (1984). Helping Patients and their Families Cope 
with Medical Problems. San Francisco: Tossey-Bass 
Publishers. 

Rockwell, K., & Talley, J. (1986). Counseling and 
Psychotherapy with College Students. New York: 
Praeger Special Studies. 

Roger, C. (1970). Carl Rogers on Encounter Groups. New York: 
Harper and Row. 

Rose, M. ( 1976). In Northouse, L. ( 1984). The Impact of 
Cancer on the Family: An Overview. International 
Journal of Psychiatry in Medicine, 14, 215-242. 

Schoenberg, B. (1974) Anticipatory Grief. New York: Columbia 
University Press. 

Schultz, R. (1978). The Psychology of Death. Dying and 
Bereavement. Massachusetts: Addison-Wesley Publishing 
Company. 

Siegel, K., & Weinstein, L. (1983). Anticipatory Grief 
Reconsidered. Journal of Psychosocial Oncology, 1, 
61-73. 

Singer, B. (1983). And Treatment Considerations in Cancer 
Patients and their Families. The American Journal of 
Family Therapy. 11, 15-21. 

Sobel, H. (1981). Behavioral Therapy in Terminal Care. 
Massachusetts: Ballinger Publishing Company. 



95 

Sourkes, B. (1982). The Deepening Shade: Psychological Aspects 
of Life-Threatening Illness. Pittsburgh: University 
of Pittsburgh Press. 

Thorne, S. (1985). The family cancer experience. Cancer 
Nursing, 8, 285-291. 

Tringali, C. (1986). The Needs of Family Members of Cancer 
Patients. Oncology Nursing Forum, 13, 65-69. 

Turk, D. (1985). Health, Illness, and Families. New York: 
John Wiley & Sons. 

Upson, N. (1986). When Someone You Love is Dying. New York: 
Simon & Schuster, Inc. 

Weisman, A. (1979). Coping with Cancer. New York: McGraw-
Hill. 

Weisman, A. (1972). On Dying and Denying. New York, 
Behavioral Publications. 

Welch, D. (1982). Anticipatory Grief Reactions in Family 
Members of Adult Patients. Issues in Mental Health 
Nursing, A, 149-158. 

Worden, J. (1982). Grief Counseling and Grief Therapy. New 
York: Basic Books. 


