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The study examined how social constraints on discussion of a traumatic experience can interfere 
with cognitive processing of and recovery from loss. Bereaved mothers were interviewed at 3 weeks 
(T1), 3 months (T2), and 18 months (T3) after their infants' death. Intrusive thoughts at TI, 
conceptualized as a marker of cognitive processing, were negatively associated with talking about 
infant's death at T2 and T3 among socially constrained mothers. The reverse associations were found 
among unconstrained mothers. Controlling for initial level of distress, there was a positive relation 
between T 1 intrusive thoughts and depressive symptoms over time among socially constrained moth- 
ers. However, higher levels of Tl intrusive thoughts were associated with a decrease in T3 depressive 
symptoms among mothers with unconstrained social relationships. 

Major  traumatic events may exact their psychological toll by 
challenging individuals" basic beliefs about themselves and their 
world (Epstein, 1973; Janoff-Bulman, 1992; Parkes, 1971 ). To 
the extent that individuals' basic assumptions of  life have been 
shattered by a traumatic event, they may need to integrate in- 
formation inherent in the t rauma that is discordant with their 
preexisting mental schemas in order to recover from it 
(Horowitz, 1986; Janoff-Bulman, 1992). Those attempting to 
integratd traumatic experiences appear to engage in two funda- 
mental processes. One is essentially intrapsychic. It involves the 
gradual integration of  traumatic experiences through processes 
that are as yet not clear, but appear to require repeated exposure 
to traumatic stimuli including thoughts, memories, and images 
related to the t rauma (Rachman, 1980). The other process, 
which may be a strategy to facilitate the first, is to talk with 
others about the experience. By talking with supportive and em- 
pathic others, t rauma survivors may be able to contemplate and 
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tolerate aversive trauma-related thoughts for longer periods of 
time than they would on their own. In addition, talking with 
receptive others might help people make sense of  a traumatic 
experience (Silver, Boon, & Stones, 1983), get information 
about coping strategies, or gain control over their emotions 
(Clark, 1993). 

If talking about traumatic experiences helps people to con- 
front their intrusive thoughts and, thus, to integrate the trau- 
matic experience, it should also facilitate adjustment. Unfortu- 
nately, not everyone has a receptive social network with which 
they can discuss their trauma-related thoughts and feelings 
(Lepore, 1992, in press). Indeed, some survivors may find that 
their social network responds negatively to their attempts at dis- 
closing trauma-related thoughts and feelings (Herbert & Dun- 
kel-Schetter, 1992). If  talking about trauma-related thoughts 
and feelings facilitates cognitive processing and adjustment, so- 
cial constraints on talking should have the opposite effect and 
interfere with cognitive processing and adjustment. The present 
study tested these hypotheses by examining how social con- 
straints on talking influence the psychological adjustment of  
parents who have experienced the unexpected loss of  their child 
to Sudden Infant Death Syndrome (SIDS). We sought to integ- 
rate two common and possibly fundamental aspects of  adjust- 
ment to trauma: the experience of  intrusive trauma-related 
thoughts and the need to talk about traumatic experiences. 

Cogni t ive  Process ing o f  T r a u m a t i c  Events  

Cognitive processing models have received a great deal of  in- 
terest in the past decade (e.g., Creamer, Burgess, & Pattison, 
1990; Epstein, 1985; Foa, Steketee, & Rothbaum, 1989; Horo- 
witz, 1986; Janoff-Bulman, 1992; Parkes, 1975; Wilson, 1989). 
A detailed description of  these theories and the distinctions be- 
tween them is beyond the scope of  this article. However, we will 
highlight what appear to be common and important character- 
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istics of these theories and then describe how social constraints 
might influence cognitive processing of traumas. 

One assumption of cognitive processing theories is that 
prior to traumatic events people have mental schemas that 
contain information about themselves and their world. For ex- 
ample, individuals may believe that they are personally invul- 
nerable (Perloff, 1983 ) or that the world is a just place where 
people get what they deserve (Lerner, 1980). A traumatic ex- 
perience can shatter such assumptions about the self and the 
world by confronting people with information that they are 
indeed vulnerable and the world is not always just. Epstein 
(1985) has argued that people are motivated to assimilate 
events that are incongruent with their self or world schemas 
because resolving such incongruities results in positive affect 
and failure to resolve them results in extreme distress (also 
see Janoff-Bulman, 1992). According to cognitive processing 
theorists, recovery from trauma requires individuals to pro- 
cess the trauma-related information until it can be incorpo- 
rated into preexisting inner models or until the preexistent 
schemas can be modified to accommodate the new informa- 
tion. Consequently, attempts to integrate the trauma into a 
schematic representation can take the form of exposure to 
aversive thoughts, memories, and images related to the 
trauma. If people do not confront these aversive thoughts, or if 
they attempt to avoid them, the traumatic event will not be 
integrated. Incomplete processing of a traumatic event may 
keep it active in memory and precipitate recurrent, intrusive 
thoughts about the event (Singer, 1978). Intrusive thoughts 
and avoidance are hallmarks of the posttraumatic stress syn- 
drome, or PTSD (American Psychiatric Association, 1994). 

A central theme in cognitive processing theories is that trau- 
matic memories must be activated so that they can be inte- 
grated into schematic representations. From this perspective, 
intrusive thoughts can be seen as a manifestation of cognitive 
processing. Creamer and colleagues (1992) explicitly argued 
that although intrusive thoughts can be distressing, they are 
likely to be adaptive in the long run: "This exposure [to 
trauma-related memories] allows stimulus-response connec- 
tions to be weakened and prompts modification of the mean- 
ing associated with the incident" (p. 454). Rachman (1980) 
similarly observed that people appear to become habituated to 
aversive traumatic stimuli after repeated exposures (also see 
Horowitz, 1986). Cognitive processing theories also suggest 
that not all people need to engage in processing to the same 
extent. Presumably, individuals whose preexisting schemas 
can accommodate the information inherent in a traumatic 
event will adjust to the event more rapidly than individuals 
whose preexisting schemas are discordant with the informa- 
tion inherent in the event (Wortman & Silver, 1989; Wortman, 
Silver, & Kessler, 1993). For example, particular religious be- 
liefs or philosophical orientations could facilitate individuals' 
understanding or acceptance of traumatic events (McIntosh, 
Silver, & Wortman, 1993). Moreover, individuals whose basic 
assumptions of life are not challenged by a particular trau- 
matic event should exhibit few signs of cognitive processing, 
such as intrusive thoughts (Wortman et al., 1993). 

A current limitation of cognitive processing theories is that 
they do not readily account for failures in processing (see Rach- 
man, 1980). As noted above, cognitive processing theorists 
maintain that exposure to aversive, trauma-related thoughts 

may be necessary for adjustment in people who have not suc- 
cessfully or completely integrated their traumatic experience. 
However, research on the long-term effects of traumatic events 
has shown that some people experience intrusive thoughts for 
many years after an event and that such thoughts are linked to 
severe and prolonged emotional, behavioral, and physiological 
disturbances (e.g., Baum, Cohen, & Hall, 1993; Silver et al., 
1983; Talt & Silver, 1989). Thus, a central challenge in trauma 
research is how to account for individual differences in the na- 
ture of responses to trauma in general and to posttraumatic in- 
trusive thoughts in particular. 

One explanation for the equivocal effects of intrusive 
thoughts on adjustment may lie in how individuals respond to 
their intrusive thoughts. If people try to avoid or suppress 
thoughts and memories of the event, they might not have ade- 
quate opportunity to process or habituate to the thoughts. In 
addition, as Wegner's (1994) experiments suggest, active 
thought suppression may have the paradoxical effect of sustain- 
ing or increasing thoughts that one is trying to suppress. Thus, 
people who engage in avoidant coping strategies and do not con- 
front their intrusive thoughts may get caught in a vicious cycle 
of intrusions and avoidance. When intrusive thoughts become 
particularly intense or prolonged, they appear to be associated 
with psychological distress (Horowitz, 1982 ). 

There are numerous reasons why people might attempt to 
avoid or cognitively suppress trauma-related stimuli, including 
intrusive thoughts. For example, some people may be predis- 
posed to cope by avoiding unpleasant stimuli (Roth & Cohen, 
1986). Alternatively, when intrusive thoughts are extremely dis- 
turbing or arousing, individuals might want to escape from or 
avoid them. There are other individuals, however, who may 
want to engage actively in thinking and talking about a trau- 
matic event, but they feel forced to inhibit these desires because 
other people have responded negatively toward them (Tait & 
Silver, 1989). We believe that social constraints on individuals' 
expression of trauma-related thoughts and feelings may cause 
them to inhibit their discussion of the trauma and, possibly, to 
make efforts to suppress their intrusive thoughts. Behavioral in- 
hibition in response to negative social reactions might heighten 
trauma victims' emotional distress. 

Talking and Social Constraints on Talking 

The notion that inhibition can exacerbate emotional distur- 
bance following traumatic events can be traced to Freud 
(1957). Inhibition appears to have implications for intrusive 
thoughts and emotional recovery following traumatic events. 
For example, Pennebaker and colleagues have shown that fail- 
ure to disclose traumatic experiences, such as death of a loved 
one, sexual abuse, or divorce, is associated with elevated psy- 
chological distress, health complaints, physician visits, and 
trauma-related ruminations (see Harber & Penncbaker, 1992; 
Penncbaker, 1989). Penncbaker (1989) has suggested that part 
of the failure to discuss negative life events can be attributed to 
stigma associated with the events (e.g., stigma associated with 
rape), as well as other social constraints (also see Pennebaker & 
Harber, 1993). As we have suggested above, people who feel 
that they cannot talk to others may be inclined to inhibit their 
discussion of traumatic experiences and therefore have fewer 
opportunities to process their traumatic experiences. Social 
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constraints on talking about traumatic experiences also might 
be stressful, thereby increasing individuals' level of  arousal. 
Heightened arousal or stress that may accompany social con- 
straints could interfere with cognitive processing (see S. Cohen, 
1978; Rachman, 1980). Some theorists have argued that people 
who do not discuss a traumatic experience may be less likely to 
find meaning in it (Tait & Silver, 1989) or gain insight into how 
to resolve it (Clark, 1993) than people who do discuss it. 

Not everyone feels compelled to talk about traumatic events, 
nor does everyone need to talk to recover successfully (see Silver 
& Wortman, 1980). As we noted above, individuals whose 
philosophical perspective or world view allows them to un- 
derstand or accept traumatic experiences readily may not en- 
gage in prolonged or intense ruminating about the experience 
(Wortman & Silver, 1989). Such people presumably would 
have little need to talk about the traumatic event, as well. How- 
ever, the normative response to traumatic events is to talk about 
them with others. In studies of  various t rauma survivors, in- 
cluding cancer patients, disaster victims, and the bereaved, the 
majority of  survivors report that they have talked about their 
trauma with others (see discussions by Pennebaker & Harber, 
1993; Rime et al., 1994). Janoff-Bulman ( 1992 ) observed: "For 
some survivors, there is a seemingly insatiable need to talk 
about what happened, to tell people about their experience (p. 
108)." Rime, Philippot, Boca, and Mesquita (1992) have found 
in several studies that 90% or more of the people who experience 
negative life events had verbally shared the experience with an- 
other person. Some people may continue to talk about a trau- 
matic event, such as the unexpected death of  a loved one, for 
years after it occurs (Lehman, Wortman, & Williams, 1987), 
although most verbal sharing occurs shortly after negative 
events (Rime et al., 1992). 

Despite the apparently common need for individuals to talk 
about traumatic events, and despite the fact that talking might 
facilitate cognitive processing and emotional recovery, many 
people might experience social constraints that force them not 
to talk about traumatic events (Pennebaker & Harber, 1993). 
One social constraint is a lack of  access to people who are will- 
ing to lend a sympathetic ear, assistance, or words of  comfort. 
Some stressors have such a widespread impact that there is no- 
body available to support or listen to those who are most pro- 
foundly affected by them. Bereavement has been characterized 
as a "social network crisis" (Vachon & Stylianos, 1988), in 
which the loss of  a significant member of  a social network can 
be distressing and debilitating to the entire group. When a baby 
dies, it is possible that both parents and other members of  the 
extended family are so deeply affected that they cannot offer 
appropriate support to one another. Results from several recent 
investigations suggest that some stressors can disrupt social in- 
teraction patterns and lead to a deterioration in perceived sup- 
port (Evans & Lepore, 1993; Kaniasty & Norris, 1993; Lepore, 
1992, in press; Lepore, Evans, & Schneider, 1991 ). 

Another social constraint exists for people who have a sup- 
port network whose members say or do things that are perceived 
by the recipient as inappropriate or insensitive (cf. Wortman & 
Lehman, 1985). For example, i f  support providers do not know 
what to say to a victim of  a negative life event, they sometimes 
resort to scripted and glib responses (e.g., "it 's  not so bad")  or 
attempt to minimize the event (e.g., telling bereaved parents 
they can "always have another baby"; cf. Helmrath & Steinitz, 

1978). To avoid hearing painful, embarrassing, or unhelpful 
social responses, individuals may keep their thoughts and feel- 
ings to themselves. 

Finally, some people may feel constrained in discussing their 
trauma-related thoughts and feelings because of outright nega- 
tive reactions of  others. The irrevocable nature of  some stres- 
sors, such as death of  a loved one or a terminal illness, might 
lead social network members to abandon or avoid a person in 
need because they feel helpless or feel that they cannot undo the 
stressor that the person is facing (Wortman & Lehman, 1985). 
Psychological defense mechanisms of  social network members 
also might lead them to act in undesirable ways. For instance, 
people might worry that a traumatic event that befell a friend 
could just as easily happen to them (Coates, Wortman, & Ab- 
bey, 1979). In such situations, potential support providers 
might reduce their feelings of  vulnerability by distancing them- 
selves from victims or blaming them for their plight (Herbert & 
Dunkel-Schetter, 1992; Wortman & Dunkel-Schetter, 1979). 

In summary, two frequent responses to traumatic events are 
a tendency to experience event-related intrusive thoughts and 
to talk about the event. Whereas intrusive thoughts appear to 
be a marker of  underlying and incomplete cognitive processing 
of  events, talking with others appears to be one method to fa- 
cilitate this processing and emotional recovery. When social 
constraints on talking exist, individuals may be forced to sup- 
press discussing the trauma. We predicted that this forced in- 
hibition would interfere with cognitive processing and, conse- 
quently, contribute to or prolong psychological distress. We 
tested our social-cognitive-processing model in a sample of  
mothers who experienced a sudden and unexpected traumatic 
event, the loss of  a child to SIDS. We hypothesized that moth- 
ers who experienced high levels of  intrusive thoughts shortly 

• after the death would tend to talk about the event if  they did 
not feel socially constrained but  would inhibit themselves 
from doing so if they felt constrained. In addition, we hypoth- 
esized that intrusive thoughts shortly after the death would be 
associated with poorer psychological adjustment over t ime in 
mothers who felt socially constrained but  not in mothers who 
felt relatively unconstrained. 

M e t h o d  

Sampling Procedures 
Three hundred thirty infants in Cook County, Illinois, and Wayne 

County, Michigan, were suspected of having died of SIDS during our 
study period (1983-1984). We attempted contact with 281 mothers 
who met our eligibility requirements: (a) death was classified as SIDS 
on the basis of an autopsy; (b) mother was English speaking; and (c) 
mother was at least 15 years old (for more details, see Downey, Silver, & 
Wortman, 1990). ~ Eligible mothers were invited to participate in the 
study, which involved three face-to-face interviews conducted approxi- 
mately 3 weeks (T1), 3 months (T2), and 18 months (T3) after their 
infants' death. We successfully contacted and recruited 171 mothers at 

Parents of 162 additional infants who died of SIDS during 1983- 
1984 in the counties under study were randomly assigned to a measure- 
ment control condition in which they were invited to participate in our 
research at one time only--18 months after their infants' deaths. As 
these participants are not part of the results we report, they are not 
discussed further. 
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Ti (61% of total eligible mothers). At T2 and T3, respectively, 128 
(75% of Tl  respondents) and 98 (57% ofT1 respondents) mothers were 
re-interviewed. These response and attrition rates compare favorably 
with other bereavement studies (see Stroebe & Stroebe, 1989). To de- 
termine whether there was differential attrition across waves, mothers 
who participated in all three interviews (n = 98) were compared with 
those mothers who were involved in the first interview only (n = 73). 
Separate t tests were performed to determine if there were differences 
between people who completed all waves of the study and people who 
completed only the early interview. The t tests were performed on eight 
variables assessed at T h  education, income, age, social constraints, in- 
trusive thoughts, depressive symptoms, desire to talk, and actual 
amount of talking (all ps  > .05). Chi-square tests revealed no associa- 
tion between attrition and marital status or race (all ps  > .05 ). 

Because the attrition analyses did not reveal any systematic differ- 
ences in those who completed all of the interviews and those who did 
not, we present the demographics on all of the women who completed 
the first interview. The median age of the mothers was 23 years (range: 
15 to 40 years); the median annual family income was $5,000-$5,999 
(range: under $1,000 to over $35,000); the median number of years of 
education was 11 (range: 8 to 17 years); 37% were married, 52% were 
single and never married, and the remainder were separated, divorced, 
or widowed. The mean number of children living in the household was 
2.15 ( SD  = 1.68), and the mean age of the infant at time of death was 
79 days ( SD  = 52 days). The race distribution was 64% African Amer- 
ican, 33% White, and 3% other races. The low income levels and high 
proportion of African Americans in the sample reflects the characteris- 
tics of families whose children die of SIDS in major metropolitan areas 
throughout the United States (Zopf, 1992). 

We also collected data from the infant's biological father if he was 
living with the mother at the time of the death. There were 56 eligible 
fathers interviewed in the first wave, but only 28 were reinterviewed by 
the last wave. Although we will report some basic descriptive results 
on the fathers, they were excluded from the central analyses for several 
methodological and theoretical reasons. First, previous research has 
suggested that mothers and fathers have different emotional reactions 
to the death of a child, with mothers exhibiting more intense distress 
(Shanfield, Benjamin, & Swain, 1988). Second, women and men are 
known to have different kinds of social networks, with women typically 
having many individuals they can rely on for support and men relying 
mainly on their wives (see Umberson, Wortman, & Kessler, 1992, for a 
review). Because the number of men in this study was not large enough 
to allow a systematic assessment of these and other possible gender 
differences, the analyses reported below focus primarily on women. 

I n t e r v i e w  P r o c e d u r e s  

Data were collected using a structured interview that lasted for 2 
hours, on average. Procedures were identical at all three interviews and, 
when possible, respondents were assigned to the same interviewer at all 
waves ( for more details, see Downey et al., 1990). Respondents received 
$10.00 at the completion of each interview. Demographic and back, 
ground variables were assessed in the first interview. The remaining 
variables, which are described below, were assessed in all three 
interviews. 

M e a s u r e s  

S C L - 9 0 - R  Depressive Symptoms  Scale. Level of psychological dis- 
tress was measured with the 13-item depressive symptoms subseale of 
the SCL-90-R (Derogatis, 1983 ). This measure has been shown to have 
adequate internal characteristics (Derogatis & Cleary, 1977) and con- 
vergent validity (Derogatis, Rickles, & Rock, 1976). Mothers indicated 
on a 5-point scale ( 1 = not at a l l to  5 = extremely) how distressed they 
were by different depressive symptoms (e.g., feeling blue or feeling 
worthless) in the prior week. A mean scale score was derived, with 

higher scores indicating higher distress. In the present study, Cronbach's 
alphas ranged from .90 (T 1 ) to .92 (T3). 

Intrusive Thoughts Scale. A 6-item scale (see Appendix A) was de- 
veloped to assess the frequency with which mothers had intrusive 
thoughts about their deceased infant. Mothers indicated on a 5-point 
scale ( l = never to  5 = always, or all the t ime) how often in the prior 
week they had undesirable and uncontrollable thoughts, mental images, 
and memories about their deceased infant (e.g., "Have unpleasant 
memories, thoughts, or mental pictures of your baby ever come into 
your mind?")• A mean scale score was derived, with higher scores indi- 
cating more frequent intrusions. The scale had adequate internal con- 
sistency, with Cronbach's alphas ranging from .72 ( T l )  to .84 (T3). 

Social Constraints Scale. A 10-item scale (see Appendix B) was de- 
veloped to measure the degree to which mothers felt their social rela- 
tionships were strained and that they were constrained in discussing 
their trauma-related thoughts and feelings with others. The scale con- 
tained five questions that were asked twice: once with respect to the 
"most important person" in the respondent's life at the time and once 
with respect to "other people" in the respondent's life (e.g., "How often 
did you feel as though you had to keep your feelings about your baby's 
death to yourself because they made [important other/other people] 
uncomfortable?"). All items referred to respondent's experiences over 
the prior week and were anchored by a 5-point scale ( 1 = almost never 
to 5 = almost always). A mean scale score was derived, with higher 
scores indicating a greater degree of social constraints. 

Although we expected to be able to discriminate between constraints 
from important versus less important others, factor analysis of the 10 
items revealed that the best solution was a unified scale. The single- 
factor solution had an eigenvalue of 2•67, and all items loaded .40 or 
greater. This factor accounted for 27% oftbe variance. The factor anal- 
ysis was performed on the entire T1 sample. The scale had adequate 
internal consistency, with Cronbach's alphas ranging from .77 (TI )  to 
• 81 (T3). A possible explanation for the convergence of the two scales 
may lie in the way that people nominated the most important other. 
Responses to this item were quite diverse. The majority of respondents 
nominated their marital/romantic partner (56%) or their mother 
(30%). Additional responses included siblings (5%), a friend (3%), fa- 
ther (1%), and others (4%). The questions pertaining to other people 
simply referred to anyone other than the most important person in the 
respondent's social network• Thus, there might have been overlap in 
the types of people different respondents nominated on the questions 
referring to most important person and other people. 

Desired and actual amount  o f  talking. One question was used to 
assess the degree to which mothers desired to talk about their infant's 
death: 

Following the loss of a baby, people react in different ways. For 
example, some people want to talk about what has happened to 
them, while others don't. During the past week, how often have 
you ever wanted to talk about the events leading up to your baby's 
death? 

Respondents answered on a 5-point scale ( 1 = almost never to 5 = al- 
most always). Because some of the items in the social constraints mea- 
sure imply that mothers had some desire to talk about their loss, the 
desire to talk variable was used to identify and remove from further 
analyses those few mothers (n = 9; 5% of Tl  sample) who reported that 
they never wanted to talk about the infant's death to others. 

Actual amount of talking was assessed by two questions: "During the 
past week, how often did you actually talk with your [important other] 
about your baby and his/her death?" and "How often did you actually 
talk with people other than [important other ] about your baby and his/  
her death?" Mothers responded to each question using a 5-point scale 
( 1 = not at all to 5 = a great deal). The two items were significantly 
correlated (r  = .35, p < .001 ), and the mean of the two items was used 
to assess whether mothers talked about the infant and his or her death. 
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Figure 1. Mean depressive symptoms, intrusive thoughts, desire to talk, amount of talking, and social 
constraints in mothers at 3 weeks (T 1 ), 3 months (T2) and 18 months (T3) after the death of their infants 
(n = 98). Mos. = months. 

Resul ts  

Analytic Approach 

For descriptive purposes, we examined the mean scores of  the 
major study variables at 3 weeks (T1) ,  3 months (T2) ,  and 18 
months (T3) after the death. The results of  these analyses show 
the time course of mothers' psychosocial adjustment. We also 
examined the intercorrelations between the major study vari- 
ables at T 1 to see the cross-sectional associations between the 
variables of interest. The prospective associations between the 
variables were evaluated using regression analyses. 

We used moderated regression analyses (Evans & Lepore, in 
press) to test the central hypotheses regarding the interactive 
effects of  social constraints and intrusive thoughts on amount 
of talking and depressive symptoms over time. Specifically, we 
were interested in examining (a)  whether mothers having intru- 
sive thoughts were more inhibited (less likely to talk about the 
death) if they had high rather than low levels of  social con- 
straints, and (b)  whether intrusive thoughts were more likely 
to be associated with increases in depressive symptoms among 
mothers who felt constrained than among mothers who felt rel- 
atively unconstrained. 

All regression analyses were prospective (TI  to T2 and T1 to 
T3) and controlled for initial (T 1 ) depressive symptoms. The 
predictors included intrusive thoughts, social constraints, and 
the Intrusive Thoughts × Social Constraints crossproduct. In- 
trusive thoughts and constraint scores were centered around 
zero before calculating the cross-product term to reduce multi- 
collinearity between the independent and interaction terms 
(Aiken & West, 1991 ). The T 1 depressive symptom scores were 
entered on the first step of  the respective regression analyses. 
This approach controls for potential spurious associations be- 
tween the predictor and criterion variables due to shared vail- 

ance between these variables and initial symptoms. Because the 
initial symptom scores were entered on the first step in the re- 
gression analyses, the dependent variables were residualized 
scores (i.e., depressive symptoms or amount of  talking about 
the infant that remain after accounting for the influence of ini- 
tial levels of  depressive symptoms). The T 1 intrusive thoughts 
scores were entered on the second step of  the regression analy- 
ses, followed by T 1 social constraints and, lastly, the Intrusive 
Thoughts X Social Constraints interaction term. e Because the 
interaction analyses are very low-powered statistical tests, the 
sample size was relatively small by T3, and there appeared to be 
no systematic biases due to attrition, we analyzed the data using 
the total number of participants available at each time point. 3 

Descriptive Analyses 

As shown in Figure 1, on average, the bereaved mothers ex- 
hibited a steady decline in reported desire to talk, amount of  
talking, intrusive thoughts, and depressive symptoms over time, 
but no change in level of  perceived social constraints. Using 
multivariate analysis of  variance (MANOVA) procedures, we 
found that the averaged overall multivariate effect of  time was 
statistically significant, F(8,378) = 17.92, p < .001, as were the 
averaged univariate tests of  time on desire to talk, actual 

2 Four demographic variables--race, age, income, and education 
level--were not related to depressive symptoms. Therefore, these de- 
mographic variables were not entered as covariates in the regression 
analyses. 

3 At T i, three respondents had missing data on their social constraint 
scale. However, we had complete data on these respondents at T2 and 
T3. To preserve these cases in the analyses, we estimated their T1 social 
constraint scores using regression procedures (see Tabachnick & Fidell, 
1983). 
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Table I 
Pearson's Correlations Between Variables at 3 Weeks After Infant's Death (n = 169) 

Time 1 Social Intrusive Desire Amount of Depressive 
variables constraints thoughts to talk talking symptoms 

Social 
constraints 

Intrusive 
thoughts .31"** - -  

Desire to talk - .  12 .23** 
Amount of 

talking -.39"** .16* 
Depressive 

symptoms .30*** .59*** 

.48*** 

.10 .05 

*p<.05. **p<.01. ***p<.001. 

amount of  talking, intrusive thoughts, and depressive symp- 
toms (all p s < .001 ). It is noteworthy that even though depres- 
sive symptoms declined over time, the average level of  symp- 
toms at all time points was well above normative levels for this 
scale. For instance, Derogatis (1983) reported that the mean 
level of  depressive symptoms on this subscale of  the SCL-90-R 
was .36 (SD = .44) in a nonpatient community sample, 1.79 
(SD = .94) in a psychiatric outpatient sample, and 1.74 (SD = 
1.08) in a psychiatric inpatient sample. 

The cross-sectional TI  correlation analyses, shown in Table 
1, revealed that social constraints were positively correlated 
with depressive symptoms and intrusive thoughts but were in- 
versely related to the amount of  talking about the infant. Intru- 
sive thoughts were positively correlated with desire to talk, 
amount of  talking, and depressive symptoms. Interestingly, de- 
sire to talk was not highly correlated with actual talking, sug- 
gesting that there were some constraints on actual amount of  
talking among those mothers who desired to talk. 

Social Constraints, Intrusive Thoughts, 
and Amount of  Talking 

The first question we addressed with regression analyses was 
whether bereaved mothers with intrusive thoughts were inhib- 
ited in talking about their loss if they felt social constraints in 
expressing themselves. If  social constraints moderated the rela- 
tion between intrusive thoughts and amount of talking, the slope 
of  the relation between intrusive thoughts and amount of talk- 
ing would be different between mothers with different levels of  
social constraints. The moderated regression analyses revealed 
that the Intrusive Thoughts X Social Constraints interaction 
was marginally significant (b = - .28 ,  p < .08; change in R 2 = 
.03) in the equation predicting amount of  talking at T2 and 
statistically significant (b = - .30 ,  p < .05; change in R 2 = .05) 
in the equation predicting amount of  talking at T3. The interac- 
tions were plotted following standard procedures (Aiken & 
West, 1991 ). As shown in Figure 2, there was a negative relation 
between intrusive thoughts at T 1 and amount of  talking at T2 
among mothers who were high in constraints at T 1, but a posi- 
tive relation between intrusive thoughts and amount of  talking 
between mothers who were low in constraints at T1. As shown 
in Figure 3, there was a crossover interaction between T I intru- 
sions and T1 constraints predicting amount of  talking at T3. 

The direction of  the slopes is the same as those shown in Figure 
2. These findings suggest that mothers with intrusive thoughts 
are more inhibited about discussing their loss when they are 
high in social constraints than when they are relatively low in 
constraints. Indeed, intrusive thoughts were positively associ- 
ated with talking in mothers who were low in social constraints. 

Social Constraints, Intrusive Thoughts, 
and Depressive Symptoms 

Next we examined the relation between intrusive thoughts 
and depressive symptoms in mothers with different levels of  so- 
cial constraints. The first regression analyses used T1 intrusive 
thoughts and social constraints to predict depressive symptoms 
in mothers 3 months after their baby's death, controlling for 
T 1 depressive symptoms. 4 There was a significant interaction 
between social constraints and intrusive thoughts (b = .  18, p < 
.05; change in R 2 = .02), suggesting that the prospective rela- 
tion between intrusive thoughts and depressive symptoms was 
moderated by the level of  social constraints. As shown in the 
plot of the interaction (Figure 4), there was a positive relation 
between intrusive thoughts and depressive symptoms among 
mothers with high levels of  social constraints, but no relation 
between intrusive thoughts and depressive symptoms among 
mothers with low levels of social constraints. Thus, mothers 
who initially had intrusive thoughts about their deceased infant 
only experienced increases in depressive symptoms several 
months later if  they felt socially constrained. Among mothers 
who initially judged their social relationships to be uncon- 
strained, intrusive thoughts about the deceased were unrelated 
to their level of  depressive symptoms several months later. 

4 In all regression analyses, the residuals were examined to determine 
if there were any extreme outliers (i.e., Studentized residuals greater 
than 3). Extreme cases can have deleterious effects on regression solu- 
tions and should be deleted or rescored to control for their undue in- 
fluence on the results (J. Cohen & Cohen, 1983; Tabachnick & Fidell, 
1983). We dealt with extreme outliers by deleting them from the analy- 
ses. There were two extreme outliers in the T l-T2 regression analyses 
and four extreme outliers in the TI-T3 regressions. Following the sug- 
gestions of J. Cohen and Cohen (1983), we attempted to identify why 
these few respondents deviated from the remainder of the sample, but 
we could find no commonalities between them. 
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Finally, regression analyses were conducted to examine the 
interactive effects of  T 1 intrusive thoughts and social con- 
straints on depressive symptoms in mothers 18 months after 
their baby's death, controlling for T I depressive symptoms. 
Again, there was a significant interaction between social con- 
straints and intrusive thoughts (b = .  17, p < .05; change in R 2 
= .03), suggesting that the relation between intrusive thoughts 
and depressive symptoms was moderated by level of  social con- 
straints. As shown in the plot of  the interaction (Figure 5), there 
was a positive relation between intrusive thoughts and depres- 
sive symptoms among mothers with high levels of social con- 
straints. This slope is very similar to the one observed in Figure 
4 for this group of mothers at 3 months after the death. However, 
the crossover interaction in Figure 5 further reveals that among 
mothers with low levels of  social constraints, there was a nega- 
tive relation between T I intrusive thoughts and depressive 
symptoms at T3. This latter finding suggests that there may have 
been some long-term benefits of having intrusive thoughts 
among mothers with low social constraints. 

Fathers' Responses to the Loss 

As noted earlier, a small sample of  bereaved fathers were in- 
terviewed in this study. As shown in Figure 6, on average, the 
bereaved fathers exhibited a steady decline in reported desire 
to talk, amount of talking, intrusive thoughts, and depressive 
symptoms over time, but no change in level of  perceived social 
constraints. Using MANOVA procedures, we found that the av- 
eraged overall multivariate effect of  time was statistically sig- 
nificant, F( 10, 88) = 4.65, p < .001, as were the averaged uni- 
variate tests of  time on desire to talk, actual amount of  talking, 
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Figure 2. Plot of the relation (slope) between intrusive thoughts about 
the dead infant at T 1 and amount of talking about the death at T2 in 
mothers with high versus low levels of social constraints at T I. "H igh"  
= + 1 SD, " low" = - 1 SD; T 1 = 3 weeks after the loss, T2 = 3 months 
after the loss. 
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Figure 3. Plot of the  relation (slope) between intrusive thoughts about 
the dead infant at T l and amount  of  talking about the death at T3 in 
mothers with high versus low levels o f  social constraints at T I. "High" 
= + 1 SD, "low" = - 1 SD; T 1 = 3 weeks after the loss, T3 = 18 months 
after the loss. 

intrusive thoughts, and depressive symptoms (all ps < .01 ). 
These results are very similar to those of  the mothers (see Figure 
l ). One notable difference was the extent to which mothers and 
fathers desired to talk about their child's death. At Tl ,  5% of 
mothers and 32% of fathers reported no desire to talk about 
their infant's death. 

Discussion 

Mothers' depressive symptoms, intrusive thoughts, desire to 
talk, and actual amount of  talking peaked several weeks after 
their infants' death, then declined steadily and significantly in 
the subsequent months. In contrast, the mean level of social 
constraints in the sample was stable over time. In prospective 
regression analyses with statistical controls for T1 depressive 
symptoms, we found that the quality of  mothers' social rela- 
tionships in the initial weeks following their loss had important 
implications for their subsequent level of  talking about the 
death and their psychological adjustment. Specifically, having 
intrusive thoughts about the infant in the first few weeks after 
the death was positively associated with talking about the event 
3 months and 18 months later in mothers with relatively uncon- 
strained social relationships, but was negatively associated with 
talking about the death in mothers with constrained social rela- 
tionships. More significantly, having intrusive thoughts about 
the infant several weeks after his or her death was associated 
with increased depressive symptoms at 3 months and 18 
months later among mothers with high levels of  social con- 
straints. However, among mothers with unconstrained social re- 
lationships, having intrusive thoughts several weeks after the 
death was unrelated to depressive symptoms 3 months later and 
was negatively related to depressive symptoms 18 months later. 
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Figure 4. Plot of the relation ( slope ) between intrusive thoughts about 
the dead infant at TI and increases in depressive symptoms at T2 in 
mothers with high versus low levels of social constraints at T1. "High" 
= + 1 SD, "low" = - 1 SD; T 1 = 3 weeks after the loss, T2 = 3 months 
after the loss. 

One explanation of these findings is that social constraints 
inhibit mothers from talking about the trauma which, in turn, 
interferes with their ability to process the loss (e.g., assimilate, 
understand, or accept the loss) and emotionally adapt to it. 
From this perspective, intrusive thoughts represent unresolved 
t raumas-- the residue of  people's unsuccessful attempts to re- 
assemble their shattered world views (Janoff-Bulman, 1992; 
Parkes, 1971 ). Mothers who were inhibited in talking about the 
death in the face of social constraints might not have had op- 
portunities to find meaning in their child's death or to otherwise 
learn to assimilate and emotionally resolve it. The present re- 
sults clearly show that mothers who had intrusive thoughts 
tended to talk less about the trauma when they had social con- 
straints and more about the trauma when they did not have 
social constraints. Although the exact implications of this be- 
havioral inhibition for cognitive processing of  the loss were not 
tested in this data set, our speculations that inhibition prevents 
assimilation of the loss is consistent with previous work. For 
instance, in her review of  the benefits of conversation following 
traumatic events, Clark (1993) found that discussing traumatic 
experiences with receptive others appears to help people to un- 
derstand the implications of  the experience, gain control over 
their emotions, and learn how the experience can potentially 
fit into the larger scheme of  their life. In a study by Silver and 
colleagues (1983), adult survivors of  childhood incest who had 
no one in whom to confide were unable to find meaning in their 
experience. 

A particularly noteworthy finding in our data was the nega- 
tive relation between intrusive thoughts at 3 weeks and depres- 
sive symptoms at 18 months after the infants' death in mothers 
with relatively unconstrained social relationships. This group 

of  mothers also was inclined to talk about their traumatic expe- 
rience 3 months and 18 months after the death. These findings 
suggest that the underlying mental processes that are responsi- 
ble for intrusive thoughts may be beneficial to individuals' men- 
tal health in the long run when met by a supportive social envi- 
ronment. As suggested above, intrusive thoughts may reflect in- 
complete cognitive and emotional processing of  traumatic 
events. Among people who have unconstrained relationships, 
cognitive and emotional processing of  traumas may be quicker 
and more effective than among people with constrained social 
relationships. 

The apparent synergistic effects of  intrusive thoughts and 
constraints on depressive symptoms also could have been in- 
fluenced by suppression. Mothers whose trauma-related 
thoughts and feelings were not validated by others might have 
deemed their thoughts to be inappropriate or abnormal (Tait & 
Silver, 1989). In such a situation, the mothers might have felt 
the best course was to suppress and avoid the thoughts rather 
than to confront or discuss them with others. Suppression, like 
emotional inhibition, is an avoidant coping style. Indeed, the 
inhibition reported by mothers who had social constraints 
could be just one behavioral manifestation of  more general sup- 
pression processes. The problem with avoidant coping strate- 
gies is that they can potentially prevent individuals from assim- 
ilating traumatic events. In addition, avoidant coping processes, 
such as thought suppression, are often unsuccessful (e.g., Weg- 
her, 1994). We are currently exploring the influence of  social 
constraints on thought suppression and other forms ofavoidant 
coping in two new studies (Lepore 1995a, 1995b), which 
should provide additional evidence on this theoretical model. 

Finally, another possible contributing factor to the failed pro- 
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Figure 5. Plot of the relation (slope) between intrusive thoughts about 
the dead infant at T 1 and increases in depressive symptoms at T3 in 
mothers with high versus low levels of social constraints at Tl. "High" 
= + 1 SD, "low" = - 1 SD; T1 = 3 weeks after the loss, T3 = 18 months 
after the loss. 
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ceasing in mothers is the possible arousal caused by social con- 
straints. When mothers who wanted to discuss their traumatic 
experience found that others did not want to hear about it or 
responded negatively, they might have become frustrated, an- 
gry, and disappointed. Thus, social constraints could be another 
source of  stress. The stress associated with social constraints 
might increase arousal and interfere with processing (cf. Rach- 
man, 1980). In addition, the potential stress associated with 
social constraints might distract individuals from processing 
traumatic experiences or interfere with the processing by using 
up psychic resources necessary for processing the traumatic ex- 
perience (see Lepore & Evans, 1996). 

Caveats 

Our inferences about the effects of social constraints on the 
relation between intrusive thoughts and depressive symptoms 
are limited by the correlational nature of  our data. Although 
our data are correlational, our results have some strengths based 
on the prospective analyses used. The replication of  interactive 
effects of  intrusive thoughts and social constraints at 3 months 
and 18 months after the death is encouraging. In addition, the 
statistical control for T 1 depressive symptoms in the regression 
analyses helps to clarify the direction of  the associations in our 
model. The control for T 1 depressive symptoms in the prospec- 
tive analyses also, by proxy, controls for the influence of  various 
personality variables that are highly correlated with depressive 
symptoms. 

Finally, our data are limited to mothers and bereavement 
trauma. Whether our results will be replicated in other trauma 
populations remains to be tested, as does the generalizability of  
these results to men. Our small amount of  data on fathers sug- 
gests a pattern of  psychosocial adjustment that is similar to that 
of  mothers. However, there was a notable difference in the de- 

gree to which fathers desired to talk about the loss of  their in- 
fants. Many more fathers than mothers reported having no de- 
sire to talk about the experience shortly after the death. Fathers' 
levels of  intrusive thoughts and psychological distress immedi- 
ately following the loss were fairly comparable with mothers; so 
it appears that they would have just as much desire to talk as the 
mothers if our social-cognitive processing model is correct. It is 
possible that men in this society are socialized to inhibit their 
desires to talk about negative emotional experiences to a greater 
extent than are women. To the degree that men have internal- 
ized societal proscriptions against discussing negative emo- 
tional experiences, they might feel inhibited independent of  the 
level of  ~irect constraints they experience from their social net- 
work. Alternatively, men who did not want to talk might have 
other methods of  processing their traumatic experiences. 

Conclusions and Future Directions 

SIDS mothers who had constrained social relationships in the 
initial weeks following the loss of  their infant were less likely to 
talk about the infant's death and more likely to be distressed by 
intrusive thoughts about it than their counterparts who had 
more adequate social relationships. These findings suggest that 
the quality of  individuals' social relationships following trau- 
matic events has important implications for processing and ad- 
justing to traumatic experiences. Specifically, it appears that so- 
cial constraints can inhibit people from discussing their trau- 
matic experiences and increase the positive association between 
intrusive thoughts and depressive symptoms. In addition, it ap- 
pears that unconstrained social relationships might facilitate 
the processing of  traumatic events and emotional recovery. 

One important implication of  our study for researchers inter- 
ested in examining the role of  talking in psychological adjust- 
ment to trauma is that simply assessing the degree to which 
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people talk about traumas, without simultaneously considering 
the response of the social network to such talking or the individ- 
uals' level of cognitive processing, gives an incomplete picture 
of the underlying processes through which talking about trau- 
matic events might influence adjustment. The present analyses 
suggest that negative social responses, or social constraints, in- 
creased mothers' inhibitions about talking when they were ac- 
tively processing the loss. We maintain that the inhibition, or 
feeling among mothers that they could not talk when they 
wanted to, partly accounts for the distress they exhibited long 
after the death of their child. However, simply measuring the 
amount of talking reported over time would not be a good mea- 
sure of inhibition. Over time (i.e., at 3 or 18 months postloss), 
how much mothers talked could be a function of their desire to 
talk, the receptiveness of the social network, or the relative suc- 
cess of their cognitive processing of the loss and their degree of 
emotional recovery from it. Thus, some bereaved parents may 
not talk because they have already resolved the event; others 
may not talk because they do not have the available social out- 
lets to do so. 

The present results suggest several directions for future re- 
search. In future work, we hope to test our theoretical ideas in 
experiments that give high-risk individuals (e.g., people with 
intrusive thoughts and social constraints following a trauma) an 
opportunity to express their trauma-related thoughts and con- 
cerns to a receptive and supportive audience and compare their 
emotional adjustment with a control group of at-risk individu- 
als who have no opportunity to express themselves. Of course, 
we also hope to replicate these findings in more diverse samples 
(e.g., men and women ) who are facing various types of stressors 
to test the generalizability of our findings. It is also important 
to determine with experimental manipulations whether talking 
about traumatic events is necessary to reduce psychological dis- 
tress among people who are actively attempting to integrate 
traumatic experiences. It is possible that other methods of ex- 
pression, such as writing (e.g., Pennebaker, 1993 ), would also 
facilitate processing and adjustment. Furthermore, future re- 
search should examine whether simply perceiving that one has 
the opportunity to talk is sufficient to reduce distress following 
traumas (cf. Silver & Wortman, 1980). Finally, future research 
is needed to determine all of the factors that contribute to the 
negative effects of social constraints on cognitive processing and 
adjustment. We believe that a particularly fruitful area for fu- 
ture research is on the influence of social constraints on avoid- 
ant coping processes, such as thought suppression and behav- 
ioral inhibition. 

References 

Aiken, L. S., & West, S. G. ( 1991 ). Multiple regression: Testing and 
interpreting interactions. Newbury Park, CA: Sage. 

American Psychiatric Association. (1994). Diagnostic and statistical 
manual of  mental disorders ( 4th ed.). Washington, DC: Author. 

Baum, A., Cohen, L., & Hall, M. ( 1993 ). Control and intrusive memo- 
ries as possible determinants of chronic stress. Psychosomatic Medi- 
cine, 55, 274-286. 

Clark, L. E (1993 ). Stress and the cognitive-conversational benefits of 
social interaction. Journal of Social and Clinical Psychology, 12, 25- 
55. 

Coates, D., Wortman, C. B., & Abbey, A. (1979). Reactions to victims. 
In I. H. Frieze, D. Bar-tal, & J. S. Carroll (Eds.), New approaches to 
socialproblems (pp. 21-52). San Francisco, CA: Jossey-Bass. 

Cohen, J., & Cohen, P. ( 1983 ). Applied multiple regression ~correlation 
analysis for the behavioralsciences (2nd ed.). Hillsdale, N J: Erlbaum. 

Cohen, S. (1978). Environmental load and allocation of attention. In 
A. Baum, J. E. Singer, & S. Valins (Eds.), Advances in environmental 
psychology (Vol. 1): The urban environment (pp. 1-29). New York: 
Wiley. 

Creamer, M., Burgess, P., & Pattison, P. (1990). Cognitive processing 
in post-trauma reactions: Some preliminary findings. Psychological 
Medicine, 20, 597-604. 

Creamer, M., Burgess, P., & Pattison, P. (1992). Reaction to trauma: A 
cognitive processing model. Journal of Abnormal Psychology, 101, 
452-459. 

Derogatis, L. R. (1983). The SCL-90-R: Administration, scoring, and 
procedures manual-H (2nd ed.). Towson, MD: Clinical Psychomet- 
ric Research. 

Derogatis, L. R., & Cleary, P. A. (1977 ). Confirmation of the dimen- 
sional structure of the SCL-90: A study in construct validation. 
Journal of Clinical Psychology, 33, 981-989. 

Derogatis, L. R., Rickles, K., & Rock, A. E (1976). The SCL-90 and 
the MMPI: A step in the validation of a new self-report scale. British 
Journal of Psychiatry, 128, 280-289. 

Downey, G., Silver, R. C., & Wortman, C. B. (1990). Reconsidering 
the attribution-adjustment relation following a major negative event: 
Coping with the loss of a child. Journal of Personality and Social 
Psychology, 59, 925-940. 

Epstein, S. ( 1973 ). The self-concept revisited: Or a theory of a theory. 
American Psychologist, 28, 404-416. 

Epstein, S. (1985). The implications of cognitive-experiential self- 
theory for research in social psychology and personality. Journal for 
the Theory of Social Behaviour, 15, 283-310. 

Evans, G. W., & Lepore, S. J. (1993). Household crowding and social 
support: A quasi-experimental analysis. Journal of Personality and 
Social Psychology, 65, 308-316. 

Evans, G. W., & Lepore, S. J. (in press). Moderating and mediating 
processes in environment-behavior research. In G. T. Moore & R. W. 
Marans (Eds.), Advances in environment, behavior, and design (Vol. 
4). New York: Plenum Press. 

Foa, E. B., Steketee, G., & Rothbaum, B. O. (1989). Behavioral--cogni- 
tive conceptualizations of post-traumatic stress disorder. Behavioral 
Therapy, 20. 155-176. 

Freud, S. (1957). Repression. In J. Strachney (Ed. and Trans.), The 
standard edition and the complete psychological works of  Sigmund 
Freud(Vol. 14, pp. 146-158). London: Hogarth Press. 

Harber, K. D., & Pennebaker, J. (1992). Overcoming traumatic mem- 
ories. In S. A. Christianson (Ed.), The handbook of emotion and 
memory (pp. 359-387). HiUsdale, N J: Erlbaum. 

Helmrath, T. A., & Steinitz, E. M. (1978). Death of an infant: Parental 
grieving and the failure of social support. Journal of Family Practice, 
66, 785-790. 

Herbert, T. B., & Dunkel-Scbetter, C. (1992). Negative social reactions 
to victims: An overview of responses and their determinants. In L. 
Montada, S. H. Filipp, & M. J. Lerner (Eds.), Life crises and experi- 
ences of  loss in adulthood (pp. 497-518 ). Hillsdale, N J: Erlbaum. 

Horowitz, M. K. (1982). Stress response syndromes and their treat- 
ment. In L. Goidberger & S. Breznitz (Eds.), Handbook of stress: 
Theoretical and clinicalaspects (pp. 711-732 ). New York: Free Press. 

Horowitz, M. K. (1986). Stress response syndromes (2nd ed.). New 
York: Jason Aronson. 

Janoff-Bulman, R. (1992). Shattered assumptions: Towards a new psy- 
chology of trauma. New York: Free Press. 

Kaniasty, K., & Norris, E (1993). A test oftbe social support deterio- 
ration model in the context of natural disaster. Journal of Personality 
and Social Psychology, 64, 395-408. 

Lehman, D. R., Wortman, C. B., & Williams, A. E (1987). Long-term 
effects of losing a spouse or child in a motor vehicle crash. Journal of 
Personality and Social Psychology, 52, 218-23 I. 



CONSTRAINTS, INTRUSIONS, AND DEPRESSIVE SYMPTOMS 281 

Lepore, S. J. (1992). Social conflict, social support, and psychological 
distress: Evidence of cross-domain buffering effects. Journal of Per- 
sonality and Social Psychology, 63, 857-867. 

Lepore, S. J. (1995a). [Psychosocial adjustment to cancer]. Unpub- 
lished data set. 

Lepore, S. J. (1995b). [ Psychosocial adjustment to graduate and pro- 
fessional examination stress]. Unpublished data set. 

Lepore, S. J. (in press ). Social-environmental influences on the chronic 
stress process. In B. H. Gottlieb (Ed.), Coping with chronic stress. 
New York: Plenum. 

Lepore, S. J., & Evans, G. W. (1996). Coping with multiple stressors in 
the environment. In M. Zeidner & N. S. Endler (Eds.), Handbook of 
coping: Theory, research, and applications. (pp. 350-377). New 
York: Wiley. 

Lepore, S. J., Evans, G. W., & Schneider, M. ( 1991 ). Dynamic role of 
social support in the link between chronic stress and psychological 
distress. Journal of Personality and Social Psychology, 61, 899-909. 

Lerner, M. J. (1980). The belief in a just world." A fundamental delusion. 
New York: Plenum Press. 

McIntosh, D. N., Silver, R. C., & Wortman, C. B. (1993). Religion's 
role in adjustment to a negative life event: Coping with the loss of a 
child. Journal of Personality and Social Psychology, 65, 812-821. 

Parkes, C. M. ( 1971 ). Psycho-social transitions: A field for study. Social 
Science and Medicine, 5, 101 - ! 15. 

Parkes, C. M. (1975 ). What becomes of redundant world models? A 
contribution to the study of adaptation to change. British Journal of 
Medical Psychology, 48, 131 - 137. 

Pennebaker, J. W. (1989). Confession, inhibition, and disease. In L. 
Berkowitz (Ed.), Advances in experimental social psychology ( Vol. 
22, pp. 211-244). Odando, FL: Academic Press. 

Pennebaker, J. W. (1993). Putting stress into words: Health, linguistic, 
and therapeutic implications. Behaviour Research and Therapy, 31, 
539-548. 

Pennebaker, J. W., & Harber, K. (1993). A social stage model ofcoUec- 
tive coping: The Loma Prieta earthquake and the Persian Gulf war. 
Journal of Social Issues, 49, 125-146. 

Perloff, L. S. (1983). Perceptions of vulnerability to victimization. 
Journal of Social Issues, 39, 41-6 I. 

Rachman, S. (1980). Emotional processing. Behaviour Research and 
Therapy, 18, 51-60. 

Rime, B., Philippot, P., Boca, S., & Mesquita, B. (1992). Long-lasting 
cognitive and social consequences of emotion: Social sharing and ru- 
mination. European Review of Social Psychology, 3, 225-258. 

Rime, B., Philippot, P., Finkenauer, C., Legast, S., Moorkens, P., & 
Tornquist, J. (1994). Mental rumination and social sharing in emo- 
tion: Diary investigations of the cognitive and social aftermath of emo- 
tional events. Unpublished manuscript, Catholic University of Lou- 
vain, Louvain la-Neuve, France. 

Roth, S., & Cohen, L. J. (1986). Approach, avoidance, and coping with 
stress. American Psychologist, 41, 8 ! 3-819. 

Shanfield, S. B., Benjamin, G., & Swain, B. (1988). The family under 
stress: The death of adult children. In O. S. Margolis, A. H. Kutscher, 
E. R. Marcus, H. C. Rarther, V. R. Prine, I. B. Seeland, & D. J. Cher- 
ico (Eds.), Grief and the loss of an adult child (pp. 3-7). New York: 
Praeger. 

Silver, R. L., Boon, C., & Stones, M. H. (1983). Searching for meaning 
in misfortune: Making sense of incest. Journal of Social Issues, 39, 
81-102. 

Silver, R. L., & Wortman, C. B. (1980). Coping with undesirable life 
events. In J. Garber & M. E. P. Seligman (Eds.), Human helplessness: 
Theory and applications (pp. 279-340). New York: Academic Press. 

Singer, J. (1978). Experimental studies of daydreaming and stream of 
thought. In K. S. Pope & J. L. Singer (Eds.), The stream of conscious- 
ness (187-223). New York: Plenum Press. 

Strocbe, M. S., & Stroebe, W. (1989). Who participates in bereavement 
research? A review and empirical study. Omega Journal of Death and 
Dying, 20, 1-29. 

Tabachnick, B. G., & Fidell, L. S. (1983). Using multivariate statistics. 
New York: Harper & Row. 

Tait, R., & Silver, R. C. (1989). Coming to terms with major negative 
life events. In L S. Uleman & J. A. Bargh (Eds.), Unintended thought 
(pp. 351-382 ). New York: Guilford. 

Umberson, D., Wortman, C. B., & Kessler, R. C. (1992). Widowhood 
and depression: Explaining long-term gender differences in vulnera- 
bility. Journal of Health and Social Behavior, 33, 10-24. 

Vachon, M. L. S., & Stylianos, S. K. (1988). The role of social support 
in bereavement. Journal of Social Issues, 44, 175-190. 

Wegner, D. M. (1994). Ironic processes of mental control. Psychologi- 
cal Revie~, 101, 34-52. 

Wilson, J. P. (1989). Trauma, transformation, and healing. New York: 
Brunner/Mazel. 

Wortman, C. B., & Dunkel-schetter, C. (1979). Interpersonal relation- 
ships and cancer: A theoretical analysis. Journal of Social Issues, 35, 
120-155. 

Wortman, C. B., & Lehman, D. R. (1985). Reactions to victims of life 
crises: Support attempts that fail. In 1. G. Samson & B. R. Sarason 
(Eds.), Social support: Theory, research and applications (pp. 463- 
489). Dordrect, The Netherlands: Martinus Nijhoff. 

Wortman, C. B., & Silver, R. C. (1989). The myths of coping with loss. 
Journal of Consulting and Clinical Psychology, 57, 349-357. 

Wortman, C. B., Silver, R. C., & Kessler, R. C. (1993). The meaning of 
loss and adjustment to bereavement. In M. S. Stroebe, W. Stroebe, & 
R. O. Hansson (Eds.), Handbook of bereavement: Theory, research 
and intervention (pp. 349-366). New York: Cambridge University 
Press. 

Zopf, P. E. (1992). Mortality patterns and trends in the United States. 
Westport, CT: Greenwood Press. 

(Appendixes follow on the next page) 



282 LEPORE, SILVER, WORTMAN, AND WAYMENT 

Appendix A 

Intrusive Thoughts in Past Week 

1. Did you ever find you couldn't get memories, thoughts, and 
mental pictures of your baby out of your mind even though you 
wanted to? 

2. Have unpleasant memories, thoughts, or mental pictures of your 
baby ever come into your mind? 

3. How often did memories, thoughts, and mental pictures that 
came into your mind about your baby make you feel upset or 
troubled? 

4. Have you ever tried to block out unpleasant thoughts and memo- 
ries of your baby? 

5. Did you ever find that you had trouble doing other things because 
memories, thoughts, and mental pictureS of your baby kept coming into 
your mind? 

6. How often did memories, thoughts, and mental pictures that came 
into your mind about your baby make you feel frustrated and angry? 

Appendix B 

Social Constraints in Past Week 

1. How often did you feel as though you had to keep your feelings 
about your baby's death to yourself because they made (other people/ 
important other) uncomfortable? 

2. How often did you feel that you could discuss your feelings about 
your baby's death with (other people/important other) when you 
wanted to? (reverse coded) 

3. When you talked about the baby or (his/her) death, how often did 
(other people/important other) give you the idea (they/he/she) didn't 
want to hear about it? 

4. How often did you feel (other people/important other) let you 

down by not showing you as much love and concern as you would have 
liked? 

5. How often have (other people/important other) really got on your 
nerveS? 
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