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Two longitudinal studies assessed whether disclosure of emotions facilitates recovery from bereavement.
Study 1 tested prospectively over a 2-year period whether the extent to which bereaved persons talked
about their loss to others and disclosed their emotions was associated with better adjustment to the loss
of a marital partner. There was no evidence that disclosure facilitated adjustment. Study 2 randomly
assigned recently bereaved individuals either to the Pennebaker writing task (J. W. Pennebaker & S. K.
Beall, 1986) or to no-essay control conditions. The writing task did not result in a reduction of distress
or of doctors visits either immediately after the bereavement or at a 6-month follow-up. Beneficial effects
were not demonstrated for bereaved persons who had suffered an unexpected loss or who at the time of
the study still expressed a high need for emotional disclosure.

The notion that one must confront one’s personal feelings and
reactions to the death of the loved one to adjust to the loss is firmly
entrenched in Western societies’ beliefs about coping with grief.
Despite some dissenting voices (e.g., Silver & Wortman, 1980;
M. S. Stroebe & Stroebe, 1991; Wortman & Silver, 1989), it is
widely accepted by both lay persons and bereavement profession-
als that the bereaved must do their “grief work.” Failure to con-
front the intense emotions that accompany the loss is considered
maladaptive.

The concept of grief work implies a process of emotionally
confronting the reality of loss, of going over events that occurred
before and at the time of the death, and of focusing on memories
and working toward detachment from the deceased. The concept
has been central in the major theoretical formulations on grief and

bereavement since Freud’s (1917/1957) classic paper. Freud’s
view that grief work was necessary for the resolution of grief was
shared by other major theoreticians who dominated bereavement
research (e.g., Bowlby, 1980; Lindemann, 1944; Parkes, 1996). As
Bowlby (1980) put it succinctly

For mourning to have a favorable outcome it appears to be necessary
for a bereaved person to endure this buffering of emotion. Only if he
can tolerate the pining, the more or less conscious searching, the
seemingly endless examination of how and why the loss occurred, and
anger at anyone who might have been responsible, not sparing even
the dead person, can he come gradually to recognize and accept that
the loss is in truth permanent and that his life must be shaped anew.
(p. 93)

Principles of counseling and therapy also assign a central role to
grief work in adjustment to loss. Pathological grief is generally
regarded as the failure to undergo or complete grief work. Some
counseling and therapy programs for the bereaved have the goal of
helping the bereaved to adapt to life without the loved one by
facilitating grief work (e.g., Worden, 1991).

Although social sharing of emotions (i.e., talking to others about
the emotions one experienced in reaction to the loss) may not be a
necessary condition of grief work, as individuals can also confront
their grief and work through it in isolation, the two processes are
closely linked: People have to confront their loss in order to talk
about it. Therefore the experimental work of Pennebaker and his
colleagues (e.g., Pennebaker & Beall, 1986; Pennebaker, Colder,
& Sharp, 1990; Pennebaker, Kiecolt-Glaser, & Glaser, 1988) is
relevant for the grief work hypothesis. These experimental studies
found consistently that inducing participants to write about trau-
matic events resulted in health improvements. Respondents who
were asked to disclose their emotional reactions to past traumatic
experiences (e.g., Pennebaker & Beall, 1986; Pennebaker et al.,
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1988) or recent upsetting experiences (Pennebaker et al., 1990)
subsequently made fewer visits to physicians than did individuals
who had been instructed to write about neutral topics. This writing
task has also resulted in improved immune function, as measured
by enhancement in selected T-helper cell activity (Pennebaker et
al., 1988) or in response to latent Epstein–Barr virus reactivation
(Esterling, Antoni, Fletcher, Margulies, & Schneiderman, 1994)
and by response to hepatitis-B vaccination (Petrie, Booth, & Pen-
nebaker, 1995). A recent meta-analysis of studies that compared
experimental conditions in which individuals wrote about trau-
matic topics with control conditions in which individuals wrote
about neutral topics found significant long-term (3–6 months)
health improvements in the experimental conditions, as indicated
by reported health, psychological well-being, physiological func-
tioning, and general functioning (Smyth, 1998).

In view of the consistency of the beneficial effects of induced
emotional disclosure for other traumatic experiences, one would
expect that inducing individuals to disclose their emotions about
loss experiences should be particularly helpful for the bereaved.
Confronting one’s emotions in the course of the written or verbal
disclosure task should motivate individuals to do their grief work.
It is therefore puzzling that results of the few studies that induced
emotional disclosure in bereaved individuals and used a random-
ized control group design are rather mixed (Kovac & Range, 2000;
Range, Kovac, & Marion, 2000; Segal, Bogaards, Becker, &
Chatman, 1999).

Segal et al. (1999) assigned 30 older widowed persons (mean
age, 67 years) to either a treatment or a delayed treatment group.
Respondents in the treatment group were instructed to talk about
the loss of their spouse and to express their deepest emotions in
four 20-min vocal expression sessions during a 2-week period.
Measures of distress, depression, hopelessness, and intrusion–
avoidance were taken before the intervention, immediately after,
and 1 month after the intervention. The delayed intervention group
served as a control. Experimental comparison data were only
available for the first posttest, because the delayed intervention
group was given the essay-writing task shortly after the posttest
had been administered to the immediate intervention group. There
were significant effects of time, indicating improvements of hope-
lessness, intrusive thoughts, obsessive–compulsive symptoms, and
depression from pretest to 1-month follow-up. However, the only
indication of a treatment effect was a Condition � Time of
Measurement interaction on hopelessness, which appears to have
been due to a slight decrease in hopelessness in the intervention
group (from 4.67 at Time 1 [T1] to 3.27 at Time 2 [T2]) and a
slight increase in the delayed treatment group (from 2.40 at T1
to 3.33 at T2). This finding is difficult to interpret because neither
of the simple effects was significant.

The failure of this study to demonstrate positive health effects of
induced disclosure is not conclusive, given several methodological
shortcomings. The sample size was small, and the psychological
health effects of the experimental manipulation could be validly
assessed only immediately after the essay-writing task. There is
suggestive evidence that writing emotional essays increases dis-
tress in the short term (Pennebaker et al., 1990). Finally, the choice
of older adults as research participants may not have been optimal
because the impact of bereavement on mental and physical health
decreases with increasing age (for a review, see W. Stroebe &
Stroebe, 1987).

However, these negative findings have since been replicated in
a study that used a stronger design (Range et al., 2000). Partici-
pants in this study were 64 undergraduates who within the previ-
ous 2.5 years had experienced the accidental or homicidal death of
a person to whom they had been close. The precise nature of the
relationship remained unspecified. Participants were asked to write
on 4 consecutive days for 15 min about their “deepest emotions
and thoughts surrounding the death” of their loved one or to write
about some trivial issue (e.g., the furniture of their room). Symp-
toms of depression, anxiety, and grief were measured at three
points: before the essay writing, after completing the last essay,
and 6 weeks later. Reported health center visits were also assessed
at the pretest and the follow-up. Although there were significant
effects of time, indicating improvements of symptoms of depres-
sion, anxiety, and grief in the course of the study, there were no
significant interactions by writing condition. Thus, even though
grief symptoms abated over time, as one would expect in cases of
recent bereavement, there was no evidence that writing about their
“deepest feelings about the loss” was any more helpful than
writing essays about trivial matters. These negative findings on the
psychological measures were paralleled by the results for the
reported number of doctors visits of these respondents before and
after the writing task.

Finally, a study of suicide survivors showed at least partial
effects of an essay-writing task (Kovac & Range, 2000). Respon-
dents were 40 individuals who had lost a loved one to suicide in
the past 2 years. Design and procedure were similar to that of
Range et al. (2000). Again, most of the measures, Impact of Event
Scale (IES; Horowitz, Wilner, & Alvarez, 1979), Grief Recovery
Questionnaire (Lehman, Wortman, & Williams, 1987), reported
number of doctors visits, showed a general improvement over time
with no indication of differential improvement in the group that
wrote about their deepest feelings rather than a trivial topic (i.e.,
Condition � Time interaction). However, there was evidence for a
beneficial effect of the profound- as compared with the trivial-
essay condition on a measure that assessed specific aspects of
suicidal bereavement, namely the Grief Experience Questionnaire
(Barrett & Scott, 1989). On this measure, the bereaved individuals
in the profound-essay condition improved more between posttest
and follow-up than did respondents who wrote about the trivial
topic.

Thus, of the three studies that assessed the impact of essay
writing on coping with loss, only one study found evidence of a
statistically significant beneficial effect, but this effect was limited
to one of several health measures included in that study. None of
the studies found any beneficial effects on doctors visits, which is
the measure of choice in most of the studies of Pennebaker and
colleagues (Pennebaker & Beall, 1986; Pennebaker et al., 1988,
1990). How can we account for these inconsistencies?

One explanation could be in terms of methodology. We noted
above methodological weaknesses of these studies in sample size,
participant populations, or (unclear) relationship between deceased
and bereaved. However, there is also a substantive reason why the
impact of induced emotional disclosure may have been less strong
for bereavement than for other traumatic experiences. In contrast
with respondents in the typical essay-writing experiments who are
asked to write about previously undisclosed traumas, bereaved
individuals usually talk about their losses and disclose their emo-
tions in natural situations (e.g., Rimé, Finkenauer, Luminet, Zech,
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& Philippot, 1998). It would seem plausible that the extent of
previous emotional disclosure moderates the health impact of the
writing task.

It is therefore surprising that little is known about the role of
previous disclosure as a moderator of the emotional writing task.
Only one study has examined the moderating role of previous
disclosure (Greenberg & Stone, 1992). Although no difference
emerged in this study in the effects of induced emotional writing
on disclosed versus undisclosed traumas, the implications of this
finding are unclear because no effects of induced writing were
found for either type of trauma (Greenberg & Stone, 1992).1 It is
even unclear whether emotional disclosure in everyday life helps
the bereaved to adjust to their loss. There is suggestive evidence
from an early study of Pennebaker and O’Heeron (1984) that
social sharing of emotions in everyday life has beneficial effects.
Pennebaker and O’Heeron investigated the impact of confiding in
others on health outcome in a survey of 19 individuals who had
suffered the death of a spouse because of an automobile accident
or suicide a year before. Pennebaker and O’Heeron found that the
more the bereaved persons discussed their loss with others, the
fewer health problems they had. However, the study was retro-
spective, in that individuals who had been bereaved for a year were
asked to report the health complaints for the past year and in the
year before their loss. On the basis of these reports, a change score
was then computed, and this change score showed a positive
association with disclosure. It is doubtful that individuals were
able to realistically recall their health status of 2 years previously,
particularly given that the 2-year period was intersected by a
dramatic life event, the death of their partner.

The present article reports two longitudinal studies that assessed
the relationship between disclosure and distress in bereaved sam-
ples. In Study 1, we tested prospectively whether disclosing one’s
grief was associated with better adjustment over a 2-year period to
the loss of a marital partner. With more than 100 participants, this
study not only has a substantially larger sample size than the study
of Pennebaker and O’Heeron (1984), but being longitudinal, it also
avoided having to rely on retrospective reports of health com-
plaints. In Study 2, we used the Pennebaker writing task (Penne-
baker & Beall, 1986) with recently bereaved individuals. It is also
longitudinal and has a number of methodological improvements:
(1) larger sample size. (2) The relationship with the deceased
(spouse) is standardized and meaningful, and the loss is relatively
recent (within 8 months). (3) The sample includes bereaved per-
sons whose loss was expected as well as those for whom it was
sudden and unexpected, so that the study allowed us to assess the
potential moderating role of the traumatic nature of the event. (4)
Because previous disclosure and need for disclosure was assessed
at pretest in our study, it also allowed us to control for both
previous emotional disclosure and the extent to which the bereaved
participants still needed to disclose their emotions in assessing the
impact of the writing task. (5) Finally, objective as well as self-
report measures of health were used.

Study 1

The data on the prospective association between talking about
one’s loss and depressive symptomatology were collected as part
of a questionnaire study, in which a sample of recently bereaved

persons was assessed four times over a 2-year period following
their loss (Schut, 1992).

Method

Participants

Of the 545 widowed individuals under the age of 66 who had been
approached approximately 3 months after bereavement and asked to par-
ticipate in this study, 379 agreed. Of these, 281 returned the first question-
naire. Assessments were carried out at 4, 11, 18, and 25 months after the
deaths of their partners. Because 153 bereaved decided to stop during the
course of the study, the final sample consisted of 128 participants (105
widows, 23 widowers). Because it would be unethical to exert pressure on
bereaved individuals to participate, this response rate is quite typical for
this type of study (M. S. Stroebe & Stroebe, 1989).

A comparison of the 153 participants who dropped out of the study after
the first point of measurement with those who completed all the question-
naires did not reveal any differences with regard to sociodemographic
variables, length and quality of marriage, and expectedness of loss. How-
ever, there is some indication that those who dropped out at the third point
of measurement had fewer depressive symptoms on the Depression sub-
scale of the General Health Questionnaire (GHQ–28; Goldberg & Hillier,
1979) during the first, t(273) � 2.56, p � .05; and the second point,
t(182) � 2.26, p � .05, than did those who completed all four question-
naires (Schut, 1992).

Procedures

Recently bereaved individuals first received a letter describing the
research project. Those for whom phone numbers were available were later
phoned and asked to participate. Individuals for whom no phone numbers
were available received a letter that contained a prepaid reply envelope
with a response form on which they could indicate whether they wanted to
participate. Those who expressed willingness then received the first ques-
tionnaire with a letter that again explained the purpose of the research
project and also emphasized that respondents could stop participation at
any point in time. One month later, a reminder was sent to all individuals
who had not returned the questionnaire. The reminder also contained a
form on which individuals could indicate the reasons why they did not
return the questionnaire or decided to stop with the research. The same
procedure was followed at each of the four points of measurement.

Measures

Disclosure of emotion. This was measured with a newly constructed
five-item scale (e.g., “I have shown other people how I felt; I have talked
to others about my loss; I gave my feelings free rein”), with four response
categories (Cronbach’s alpha: range � .75–.81; Schut, 1992).

Psychological health. This was measured with GHQ–28 (Goldberg &
Hillier, 1979). This questionnaire was designed for the detection of non-
psychotic psychiatric disturbances in general communities and is generally
accepted to be a reliable and valid instrument for this purpose (Goldberg &
Williams, 1988). It is composed of four scales: Depression, Social Dys-
function, Anxiety and Sleep Problems, and Somatic Complaints. In this
study, one authorized adaptation of the questionnaire was made. In the
standard form of the questionnaire, individuals are asked to compare their
symptom level during the previous week with their “usual level of func-

1 This detail is often overlooked in reports of this study because Green-
berg and Stone (1992) did find an effect of emotional writing for very
severe traumas in a subanalysis of their data. However, the impact of
disclosure was not assessed in this subanalysis.
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tioning.” Because asking these recently bereaved individuals for a com-
parison of their present health status with their usual level of functioning
might have been ambiguous, we decided to ask them to use their function-
ing prior to bereavement as a baseline. Cronbach’s alpha for this adapted
GHQ has been reported to range from .91 to .93 elsewhere (Schut, 1992;
Schut, Stroebe, van den Bout, & de Keijser, 1997).

Results

Because no difference was found between the genders in either
the course or the frequency of disclosure, the data for men and
women were combined. Both disclosure, F(3, 108) � 40.67, p �
.001, and distress, F(3, 109) � 4.41, p � .01, diminished during
the 2 years of the study. The cross-sectional correlations between
the two variables were small and nonsignificant. We then used
linear structural analyses (Jöreskog & Sörbom, 1986) to test a
model that reflected three hypotheses, namely that distress at each
point in time is predicted by previous distress, that disclosure is
similarly predicted by previous disclosure, and, of more interest,
that disclosure affects distress and distress affects disclosure. After
adding or deleting certain causal links that resulted in a significant
improvement of fit of the total model, the following model (Figure
1) achieved the best fit, �2(8, N � 128) � 5.5, p � .70, goodness
of fit (GOF) � .99, root-mean-square residual � .30. Thus, GHQ
scores at each point were best predicted by previous GHQ scores,
and disclosure of emotions was best predicted by previous expres-
sion of emotion. There is little support for our main hypothesis that
disclosure of emotion influenced level of distress or vice versa.
The distress experienced shortly after bereavement causes more
social disclosure of emotion at T2. This disclosure in turn is
associated with higher levels of distress at the same point. Other-
wise, none of the links between disclosure of emotion and distress
is significant.

Discussion

The results of Study 1 do not support the hypothesis that sharing
one’s thoughts and feelings with others after the loss of a loved one
reduces depressive symptomatology and facilitates adjustment.
This failure to find a beneficial effect of disclosure replicates

results from the Tübingen Longitudinal Study of Bereavement
(M. S. Stroebe & Stroebe, 1991). Like the present study, this
earlier investigation found no evidence that talking about a loss
was prospectively associated with improvements in depressive
symptomatology once health status, assessed at the same time as
disclosure, had been controlled for. The results of both these
studies appear to be inconsistent with the finding reported by
Pennebaker and O’Heeron (1984) that talking about bereavement
was associated with improvements in health complaints. However,
we have to remember that Pennebaker and O’Heeron found dis-
closure to be associated with a change score that related health
complaints after bereavement to those before bereavement, with
both sets of complaints assessed retrospectively. A reanalysis of
the original data recently reported by Pennebaker, Zech, and Rimé
(2001) found that even though disclosure was strongly positively
associated with this change score, it was mildly negatively asso-
ciated with the number of complaints reported for the year after
bereavement, a health indicator that would be more in line with the
measure used both in Study 1 and in the Tübingen study (M. S.
Stroebe & Stroebe, 1991).

In interpreting these findings, one has to keep in mind that
the type of disclosures the widowed make in everyday life may
differ substantially from the kind of disclosure typically made
by participants in the essay-writing studies of Pennebaker and
colleagues. We have always emphasized the importance of
distinguishing ruminations from actual grief work in the study
of the grief work hypothesis (M. S. Stroebe & Stroebe, 1991).
Grief work implies a process of confronting a loss—an active,
ongoing, effortful attempt to come to terms emotionally with
the loss. In contrast, ruminations reflect a passive repetition of
events without any active attempts at coming to terms with the
loss and all its personal implications. It seems plausible that the
instructions used in the writing studies for participants to get in
touch with their feelings encouraged the bereaved individuals to
focus on actual grief work. In contrast, our measure of confid-
ing may have reflected rumination as much as it did active grief
work. Study 2 was conducted to assess this alternative
explanation.

Figure 1. Regression coefficients of the causal model for the relationship between disclosure of emotions
and psychological health. * p � .05. *** p � .001. T1 � Time 1; T2 � Time 2; T3 � Time 3; T4 �
Time 4.
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Study 2

Study 2 is an experimental study with bereaved individuals in
which disclosure as well as the focus of disclosure were manipu-
lated experimentally. According to the dual process model of
bereavement (M. S. Stroebe & Schut, 1999), the bereaved not only
have to cope with their grief over the loss of a loved one but also
to adjust to the secondary stresses due to the loss (i.e., the life
changes that occur because the deceased is no longer present). We
therefore instituted three writing conditions, one in which respon-
dents had to focus on their deepest emotions, one in which the
focus was on problems due to the loss, and a mixed condition that
combined problems and emotions. Our two control groups con-
sisted of bereaved persons who had not been asked to write essays.

The study design also allowed us to assess a number of situa-
tional and individual differences that might moderate the effect of
disclosure on health, namely expectedness of the loss, previous
disclosure, and need for disclosure. First, sudden bereavements are
more traumatic experiences than losses that follow a long period of
illness. As Pennebaker et al. (2001) suggested recently, the be-
reaved are likely to benefit more from disclosing about a sudden
and traumatic loss than from disclosing about a predicted one.
Second, even though Study 1 suggested that talking about their
grief does not help the bereaved to adjust to their loss, we assessed
frequency of past disclosure as a moderator in the present study.
Third, bereaved individuals may differ in their need for disclosure.
The experimentally induced emotional disclosure may only benefit
those individuals who still feel a need for disclosure at the time of
the experiment.

Method

Participants

Of 394 bereaved individuals under the age of 70 who were approached
4–8 months after the loss of their partners, 157 agreed to participate in a
study of bereavement and could be contacted. These persons were assigned
to three experimental diary writing and two control conditions. Thirty-eight
of these participants failed to complete questionnaires or write diaries,
leaving us with 119 participants (53 widowers, 66 widows) with complete
data for the pre- and posttest measure. A comparison of the pretest scores
on the GHQ and the IES of dropouts and completers did not reveal any
significant differences (t � 1). At the 6-month follow-up, 108 respondents
(48 widowers, 60 widows) could be contacted and returned questionnaires
(6 did not fully complete the GHQ). We asked these 108 individuals for
permission to contact their general practitioner; 104 participants agreed.
Information about the number of doctors visits for the 12 months before
and after the loss was finally received for 71 participants.

Procedure

Recently bereaved individuals first received a letter describing the
research project and were later called to ask for their participation. Those
who agreed to participate were randomly assigned to Conditions 1–4.
These participants were then visited by an investigator (a trained psychol-
ogy student) who explained the study and gave them the materials (pretest
questionnaire and, for participants in the diary conditions, the 7-day diary).
They were asked to complete the questionnaire the day after the visit and,
in the diary conditions, also to start writing the day after. Thirty-four
persons who had been sent a letter but could not be reached by phone
contacted the investigators to ask to participate. They were assigned to the
postal Condition 5.

In the three diary conditions, participants were asked to write each day
for 7 consecutive days. On each day, writing instructions were repeated on
the front page of the diary. The participants in the emotion group (Condi-
tion 1) were instructed as follows

Before you begin writing, remain quiet for a moment and try to be in
touch with your feelings and emotions. The objective is that during 10
to 30 minutes you write down and describe as precisely as possible the
feelings and emotions about the death of your husband (wife) which
you experienced today, for example sadness, fear, anger or loneliness,
etc.

The problem group participants (Condition 2) were instructed as follows

Before you begin writing, remain quiet for a moment and try to be in
touch with the problems you have had to cope with. The objective is
that during 10 to 30 minutes you write down and describe as precisely
as possible the problems which you experienced today, problems
caused by the changes in your daily life due to the death of your
husband (wife). You can think of your work, your household or the
caretaking of the children, but also of any new activity that you may
have taken up since the death.

The mixed group participants (Condition 3) were to write about both
their feelings and problems encountered during the day. They were in-
structed as follows

Before you begin writing, remain quiet for a moment and try to be in
touch with your feelings and emotions and the problems you have had
to cope with. The objective is that during 10 to 30 minutes you write
down and describe as precisely as possible the feelings and emotions
about the death of your husband (wife), which you experienced today
(for example, sadness, fear, anger or loneliness), and also the prob-
lems which you had to cope with today, problems caused by the
changes in your daily life due to the death of your husband (wife).
You can think of your work, your household or the caretaking of the
children, but also of any new activity that you may have taken up
since the death.

The two control groups (Conditions 4 and 5) were not asked to keep a
diary.

One week after the end of the diary or 2 weeks after having completed
the first questionnaire participants were sent a second questionnaire. Af-
ter 6 months, participants who had completed both pre- and posttest
questionnaires as well as at least 1 day of diary writing were contacted
again. Those who agreed to participate then received the 6-month
follow-up questionnaire by mail and were asked to give their consent and
to supply the name and address of their private doctor. At the end of the
study, participants were thanked for their participation by letter and, if they
wished, received a report about the study.

Predictor Variables

Expectedness of loss. Participants were asked in the pretest question-
naire about the extent to which they had expected the loss of their spouse.
On the basis of the five response alternatives from 1 (completely expected)
to 5 (not expected at all), the losses could be divided into those that were
expected versus those that were unexpected (expected is less than or equal
to 3; unexpected is greater than 3).

Frequency of disclosure. This was measured with a number of ques-
tions that assessed how often, how long, and how detailed participants were
in talking about their loss to others and whether in talking about it they
disclosed emotions. These items were combined into a reasonably consis-
tent scale (Cronbach’s � � .70). On the basis of their answers to these
questions, participants could be divided into two groups, namely high and
low disclosers (split-half).
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Need for disclosure. Participants were asked about the extent to
which they still felt a need to socially share and communicate about
their loss. On the basis of their answers to this question, they could be
divided into two groups with high or low need for disclosure (low
need � 3, high need � 3).

Self-Report Health Measures

GHQ–28. We used the same version of this questionnaire as that used
in Study 1. This questionnaire was administered three times: at pretest, at
the 2-week follow-up, and at the 6-month follow-up.

IES. The IES (Brom & Kleber, 1985; Horowitz et al., 1979) taps two
categories of response to a specific past trauma: intrusion (intrusively
experienced ideas, images, feelings, or bad dreams) and avoidance (con-
sciously recognized avoidance of certain ideas, feelings, or situations). The
IES provides a list of 15 responses (e.g., “I had waves of strong feelings
about it, I tried not to think about it”), and participants indicate with 4-point
scales from 0 (not at all) to 4 (often) how frequently each response was
experienced in the past 7 days. Intrusion and Avoidance scores are the
sums of the relevant item subsets. Cronbach’s alphas have been reported to
range from .79 to .92 for Intrusion and from .82 to .91 for Avoidance
(Zilberg, Weiss, & Horowitz, 1982). This questionnaire was administered
three times: at pretest and at the 2-week and 6-month follow-ups.

Objective Health Measure

Medical release forms signed by participants were mailed to their
doctors, along with requests for information about medical visits made by
participants during the year before bereavement and 1 year after bereave-
ment. Physicians who did not reply were contacted again to solicit this
information. Physicians were asked to provide information on dates of
visits, diagnosis, and medications. Because participants were observed over
a 2-year period, illness visits made at pretest (months preceding diary
writing) and follow-up (months following diary writing) were averaged by
month separately for each participant on the basis of actual dates of
experimental participation.

Analysis Strategy

To assess the impact of essay writing on our health measures (GHQ,
IES, doctors visits), we conducted four 5 (conditions) � 3 (time of

measurement) factorial analyses of variance (ANOVAs). To increase
power, we included the postal condition (Condition 5) in this analysis, even
though respondents were not randomly assigned to this condition. How-
ever, if the overall analyses revealed Condition � Time interactions, we
intended to test this condition separately in the planned contrasts.

In a second step, we conducted additional 2 � 5 � 3 ANOVAs to test
whether the impact of the experimental manipulations was moderated by
expectedness of loss, need for disclosure, and frequency of previous
disclosure. Again, in the case of any interactions, planned contrasts would
be used to examine differences for specific variables and specific groups.

Results

Table 1 presents the mean scores and standard deviations of the
health measures taken at pretest, posttest, and follow-up for the
five conditions. For doctors visits, the visits for the 4 months
before the experimental intervention were used as the pretest
measure. Table 1 also presents Cohen’s d as a measure of effect
size of the change that occurred between pretest and posttest and
between pretest and follow-up. According to Cohen (1977), d �
.20 reflects a small effect, d � .50 a medium effect, and d � .80 a
large effect.

The 5 (conditions) � 3 (time of measurement) ANOVA con-
ducted on the GHQ revealed no significant main effects of condi-
tions or time. The Condition � Time interaction did not even
approach significance (F � 1). There was also no condition effect
for Avoidance, Intrusion, and doctors visits. However, for these
measures, there were significant main effects of time. Thus, symp-
toms of avoidance, F(2, 206) � 6.00, p � .005, and of intrusion,
F(2, 206) � 12.46, p � .001, decreased significantly during the
period of the study. Similarly, the number of visits to the doctor
decreased over time, F(1, 65) � 9.23, p � .005. However, for all
of these measures, the Condition � Time interaction did not even
approach significance (all Fs � 1.2).

To test whether the effects of the intervention would emerge for
those bereaved individuals for whom the loss was sudden and
unexpected, we divided respondents into two groups on the basis
of a median split. We then conducted 2 (expectedness of loss) � 5

Table 1
Means (and Standard Deviations) and Cohen’s d of Short- and Long-Term Physical and Psychological Measures by Diary Condition

Measure

Emotion Problem Mixed Control Postal

M (SD) d M (SD) d M (SD) d M (SD) d M (SD) d

GHQ–28 (n � 102)
Pretest 9.4 (5.8) 8.5 (6.2) 8.3 (6.0) 10.1 (7.2) 10.5 (8.0)
Posttest 8.0 (6.5) .23 8.1 (6.3) .06 8.6 (7.1) �.05 9.1 (7.8) .13 8.6 (8.6) .23
Follow-up 8.9 (7.1) .08 7.2 (6.6) .20 7.7 (7.4) .09 8.5 (8.1) .21 11.2 (9.4) �.08

Avoidance (n � 108)
Pretest 15.4 (4.9) 14.5 (3.0) 12.6 (2.8) 15.6 (5.1) 15.3 (4.3)
Posttest 13.3 (4.1) .46 14.2 (3.3) .09 12.8 (2.8) �.07 15.5 (4.9) .02 14.1 (3.2) .32
Follow-up 12.8 (3.7) .60 13.2 (3.1) .43 12.6 (3.6) .00 15.1 (4.7) .08 13.5 (3.5) .46

Intrusion (n � 108)
Pretest 21.1 (4.0) 20.3 (4.8) 21.3 (4.3) 22.8 (3.4) 21.2 (4.2)
Posttest 19.4 (4.5) .40 19.8 (4.5) .11 20.4 (5.3) .19 20.7 (4.5) .53 20.3 (3.9) .22
Follow-up 19.7 (4.5) .33 19.5 (4.6) .17 19.5 (4.5) .41 20.0 (5.0) .65 20.3 (5.2) .19

Doctor visits (n � 70)
Pretest 1.3 (1.9) 2.1 (1.6) 1.7 (1.8) 3.1 (2.0) 1.9 (1.8)
Follow-up 1.1 (1.4) .12 1.3 (1.4) .53 1.0 (1.2) .46 1.2 (1.7) 1.02 1.4 (1.4) .31

Note. GHQ–28 � General Health Questionnaire; Avoidance � Avoidance subscale of the Impact of Event Scale (IES); Intrusion � Intrusion subscale
of the IES.
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(conditions) � 3 (time of measurement) factorial ANOVAs on the
health measures (GHQ, IES, doctors visits). The main effects of
expectedness of loss and condition did not approach significance
for any of the health measures. The main effect of time of mea-
surement emerged again as significant for Intrusion, F(2,
194) � 13.10, p � .001; Avoidance, F(2, 194) � 5.09, p � .01;
and doctors visits, F(1, 60) � 8.23, p � .01, indicating an im-
provement over time on all three measures. None of the second-
order interactions or the third-order interaction approached signif-
icance for any of the health measures.

To check whether the intervention was differentially effective
depending on the extent to which individuals had previously
disclosed their thoughts and feeling about the loss with others, we
divided respondents into two groups, namely high and low dis-
closers. We then conducted 2 (frequency of disclosure) � 5
(conditions) � 3 (time of measurement) factorial ANOVAs on the
health measures (GHQ, IES, doctors visits). There was a time main
effect for the Intrusion and Avoidance subscales of the IES and on
doctors visits. Over time, Intrusion, F(2, 194) � 9.56, p � .01;
Avoidance, F(2, 194) � 5.77, p � .005; and number of doctors
visits, F(1, 60) � 7.53, p � .05, decreased, but this decrease was
independent of the experimental manipulation (F � 1). There was
also a frequency of disclosure main effect on Intrusion, F(1,
93) � 5.18, p � .05, and on doctors visits, F(1, 60) � 8.01, p �
.05. Low disclosers showed lower levels of intrusion (M � 19.53)
than high disclosers (M � 21.44) and had also fewer visits to their
doctor (M � 1.11 vs. 1.94).

Finally, we assessed whether the intervention was effective for
those individuals who still had a need to socially share and to
communicate about their loss. Respondents were divided into
groups with high or low need for disclosure on the basis of a
median split. We then conducted 2 (need for disclosure) � 5
(conditions) � 3 (time of measurement) factorial ANOVAs on the
four health measures. There were the usual main effects of time on
Intrusion, F(2, 194) � 11.39, p � .005, and on doctors visits, F(1,
60) � 10.27, p � .01, indicating improvement over time on both
measures. For the GHQ, there was a significant main effect of need
for disclosure, F(1, 91) � 16.97, p � .001. None of the other main
effects or second-order interactions approached significance. How-
ever, there was a Need for Disclosure � Conditions � Time
interaction, F(8, 182) � 3.06, p � .005. This interaction appears to
be due to the fact that in the control group individuals with a low
need to share improved over time, whereas individuals with a high
need to share did not (Figure 2). The latter group even showed a
slight increase over time in their GHQ scores. This type of differ-
ential effect does not seem to occur for the three essay-writing
conditions. However, as even at Time 3 there was no significant
Condition � Need for Disclosure interaction and as the difference
between the two control groups and the experimental groups at
Time 3 was not significant, t(99) � �1.18, ns, this pattern is
difficult to interpret.

Discussion

The findings of this study provide little evidence for a beneficial
effect of essay writing for bereaved individuals. There was no
indication of an interaction between conditions and time for any of
the health measures. Thus, confronting their emotions in the course
of the essay-writing task, or writing about the problems in their

daily life as a result of their loss, did not appear to help the
bereaved adjust to their loss. None of the experimental groups was
significantly better off at follow-up than either of the two control
groups (see Table 1).

In view of the weak overall effects of writing-induced disclosure
in past research, we had assumed that the impact of disclosure
might only emerge under certain conditions. However, although
we assessed most of the likely moderator variables in this study,
there was no evidence of a differential effect of the experimental
conditions. Thus, Pennebaker et al. (2001) have recently suggested
that the beneficial effects of writing-induced emotional disclosure
might only emerge for bereavements that are relatively traumatic,
such as sudden and unexpected losses. However, when we divided
the bereaved participants into those who had expected the loss and
those who had not, there was no indication that writing-induced
disclosure had more beneficial effects for bereaved individuals
who suffered an unexpected loss than it had for those whose
partner died expectedly after a long illness.

Another plausible moderator of the impact of writing-induced
disclosure appeared to us to be the frequency with which the
bereaved individuals had already engaged in social sharing before
and had already disclosed their deepest emotions about the loss to
others. It would seem plausible that the beneficial effects of
writing-induced disclosure are weakened to the extent that indi-
viduals have already engaged in disclosure as part of their every-

Figure 2. Mean General Health Questionnaire (GHQ–28) scores at pre-
test, posttest, and follow-up by need to share.
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day interactions with others. However, there was no indication that
the frequency with which the bereaved participants in our study
had previously talked about their loss to others moderated the
impact of writing-induced disclosure. The fact that low disclosers
suffered less from intrusive thoughts and also had fewer visits to
the doctor than high disclosers actually suggests that rather than
facilitating adjustment, the extent to which the bereaved disclose
their emotions may be a symptom of poor recovery.

Finally, we assessed the extent to which individuals still felt a
need to disclose their emotions as a potential moderator of the
effectiveness of writing-induced disclosure. There is a great deal of
empirical evidence that a high need to socially share an event is an
indication that recovery has not yet taken place (e.g., Rimé et al.,
1998; Zech, 1999, 2000). Therefore, it seemed plausible that those
bereaved individuals who still have a strong need to share their
loss experience 4 to 8 months after the death of their partner are the
ones who will benefit most from the writing intervention. Al-
though the interaction between need for disclosure, experimental
conditions, and time is suggestive, the actual pattern of this inter-
action evident in the results does not really provide support for this
hypothesis. At the end of the follow-up period, the bereaved
participants in the essay-writing condition were not significantly
better adjusted to their loss than were participants in the two
control conditions.

General Discussion

Consistent with previous studies on the effects of the Penne-
baker essay-writing task on adjustment to loss, the research pre-
sented in this article indicates that distress, intrusion and avoidance
related to the loss, and number of illness visits to doctors decreased
over time in all conditions. This appears to reflect the course of
usual adjustment to bereavement over time. However, the present
studies did not provide support for the notion that emotional
disclosure about one’s loss facilitates adjustment. Of the three
previously published studies that used the Pennebaker essay-
writing task to experimentally induce emotional disclosure (and
used a randomized control group), only one found an interpretable
interaction between condition and time and only on one of the five
measures of health outcome used (Kovac & Range, 2000). The
bereaved in that study had lost a person to whom they had been
close through that person’s suicide. Suicide death might be ex-
pected to result in greater problems of adjustment than would
deaths from other causes. However, there is little empirical evi-
dence to support this contention. In fact, the few studies that
compared the psychological consequences of bereavement due to
suicide with that of other forms of losses have typically failed to
find any marked differences in bereavement outcome (Cleiren,
1991; Farberow, Gallagher-Thompson, Gilewski, & Thompson,
1992; Shepherd & Barraclough, 1974; Sherkat & Reed, 1992).
Nevertheless, as voluntary deaths, suicide deaths are characterized
by features that set them apart from normal losses. It is therefore
noteworthy that bereaved individuals writing about their deepest
feelings about this loss rather than a trivial topic decreased only
suicide-specific grief cognitions but did not reduce general grief,
intrusion or avoidance of the event, or health center visits. This last
finding raises the possibility that emotional disclosure may have
beneficial effects for individuals who lost a person to suicide, but
beneficial effects are limited to cognitions that are especially

relevant for suicide survivors (e.g., the idea of being rejected by
the loved one).

With regard to nonsuicide deaths, there is no evidence that
emotional disclosure facilitates adjustment either from the two
published studies (Range et al., 2000; Segal et al., 1999) or from
our own studies. Our first study failed to find any prospective
association between talking about one’s loss and depressive symp-
tomatology in a sizable sample of bereaved spouses. According to
the best-fitting model, the level of distress at each point in time
was best predicted by the previous level of distress and the ex-
pression of emotions was best predicted by previous expression of
emotion. There was no support for the assumption that disclosure
of emotions resulted in a reduction of distress. Similarly, our
second study did not find any evidence that writing-induced dis-
closure facilitated adjustment to the death of a spouse, regardless
of whether the death was expected or sudden and unexpected.
Beneficial effects could not even be demonstrated for bereaved
who had not previously talked a great deal about their loss or who
at the time of the essay writing had still felt a great need for
disclosure. It is noteworthy, however, that significant improve-
ments of symptoms of distress, avoidance, intrusion, and doctors
visits were found over time, suggesting that, in case of nonsuicide
deaths, time was a healer.

Given that the death of a spouse is considered the most stressful
of all in lists of stressful life events (e.g., Holmes & Rahe, 1967),
the failure to find a beneficial effect of disclosure of emotions
would appear surprising. However, one major difference between
bereavement and the traumas for which the impact of the Penne-
baker writing task has typically been assessed in the past is that, in
the case of bereavement, the writing task is superimposed on the
normal process of change and recovery expected for the recently
bereaved. Thus, the impact of the writing task would have to add
to the effects of the normal process of adjustment to the death of
a loved one. In contrast, with the often-undisclosed traumas that
have been used in most of the previous research with the Penne-
baker writing task, no changes are expected to occur in the control
conditions. In other words, without the intervention, the trauma is
expected to remain unresolved.

It is interesting to note that our findings are consistent with the
pattern that emerged in a recent review of the efficacy of different
types of general preventive interventions for bereaved individuals
(Schut, Stroebe, van den Bout, & Terheggen, 2001). Bereavement
interventions proved to be only effective for individuals who
suffered from complicated grief and felt themselves in need of
professional help. Complicated grief is marked by a deviation from
the norm in the time course or intensity of specific or general
symptoms of grief. For some reasons, these bereaved appear to be
unable to resolve their grief and to adjust to their loss. Schut et al.
(2001) found no evidence that counseling or therapy helped nor-
mally bereaved individuals who did not themselves seek profes-
sional help. As there was no indication that any of the participants
in our study suffered from complicated grief, and as our partici-
pants were not seeking professional help, they represented a group
who would probably not have profited from therapy or counseling.
Given that induced emotional disclosure constitutes a minimal
form of therapy, the lack of effect with this group may therefore
not be surprising.

This finding is also consistent with the pattern that emerged in
our study of the impact of social support in bereavement (W.
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Stroebe, Stroebe, Abakoumkin, & Schut, 1996). In a longitudinal
study of the influence of social support on psychological well-
being of bereaved and nonbereaved men and women, we found no
evidence of a differential effect of social support for the bereaved.
Although individuals who perceived their level of social support as
high were less likely to show depressive symptomatology than
were individuals who thought they had little support, this benefi-
cial effect was of the same magnitude for bereaved and non-
bereaved alike. Taken together, these findings suggest that in cases
of uncomplicated bereavement the bereaved have to cope with
their loss in their own time and their own way. Although social
sharing and emotional disclosure can be regarded as helpful, they
do not seem to accelerate the grieving process.
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