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In a longitudinal study of 253 bereaved adults, people with poorer social support, more concurrent
stressors, and higher levels of postloss depression reported more rumination than people with better
social support, fewer stressors, and lower initial depression levels. Women reported more rumination
than men. People with a ruminative style at 1 month were more likely to have a pessimistic outlook
at 1 month, which was associated with higher depression levels at 6 months. People with a more
ruminative style were more depressed at 6 months, even after controlling for initial depression levels,
social support, concurrent stressors, gender, and pessimism. Additional stressors and high depression
scores at 1 month were also associated with higher levels of depression at 6 months.

People who respond to the negative emotions aroused by
stressful events by focusing passively and ruminatively on those
emotions appear to be at risk for severe and prolonged periods
of distress (Carver & Scheier, 1990; Fenigstein, Scheier, & Buss,
1975; Nolen-Hoeksema, 1991; Pyszczynski & Greenberg,
1987). A number of questions about the relationship between
passive, ruminative coping and adjustment to negative events
remain, however. First, do some people consistently engage in
passive, ruminative coping? Second, are there characteristics of
people's environment that make it more likely they will engage
in passive, ruminative coping? Third, what are some of the
mechanisms by which passive, ruminative coping interferes
with adjustment? Fourth, might ruminative coping mediate the
effects of other well-known risk factors for depression, such as
poor social support?

We addressed these questions in a longitudinal study of peo-
ple coping with the recent death of a loved one after a serious
illness. Bereavement provides a rich context in which to study
emotion-focused coping because the event arouses strong emo-
tions, but people differ in the duration of these emotions (Os-
terweis, Solomon, & Green, 1984). In addition, because the loss
of a loved one to an illness is an uncontrollable event, we can
study strategies for coping with the emotions aroused by this
event without being concerned that these coping strategies actu-
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ally caused the event. In contrast, many other stressful events,
such as divorce, job loss, or failure in school, may sometimes be
the result of poor coping strategies.

Bereavement also provides a context for a particularly strong
test of the hypothesis that focusing on one's negative emotions
prolongs distress, because the classic literature on coping with
bereavement has emphasized the importance of focusing on the
negative emotions aroused by one's loss in good adjustment to
the loss (Bowlby, 1980; Freud, 1917/1964; Horowitz, 1976; Ja-
cobson, 1957;Rando, 1984; Raphael, 1984).

The specific type of emotion-focused coping of interest in this
study was a ruminative style of coping, characterized by
chronic, passive focus on one's negative emotions and the mean-
ings of these emotions (Nolen-Hoeksema, 1991). We chose to
index emotion-focused coping as ruminative coping rather than
as wishful thinking, emotional ventilation, or confiding in oth-
ers, as have some previous studies of emotion-focused coping
(Folkman & Lazarus, 1980, 1986; Moos & Billings, 1982), be-
cause our hypotheses came from our theory and previous work
on rumination and depression, as described in the next section.

Ruminative Coping

Ruminative responses to depression have been defined as
thoughts and behaviors that focus one's attention on one's de-
pressive symptoms and the meanings of these symptoms
(Nolen-Hoeksema, 1991). People engaged in ruminative coping
worry excessively but passively about their depression. Some ex-
amples of ruminative responses to depressed mood include iso-
lating oneself and thinking about one's symptoms (e.g., sitting
at home thinking "I just don't feel like doing anything"), wor-
rying about the implications of one's depression (e.g., "What
does it mean that I feel this way?"), and worrying about the
consequences of one's distress (e.g., "What if I don't get over
this?"). Although people may focus on themselves because they
want to solve the problems that lead to their depression (Carver
& Scheier, 1990), correlational studies show that people who use
ruminative coping, as defined here, do not tend to use struc-
tured problem solving to cope (Nolen-Hoeksema & Morrow,
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1991). Instead, they simply think about or talk about how un-
motivated, sad, or lethargic they feel without doing anything to
relieve their symptoms.

Ruminative coping differs from the depressive self-focusing
style described by Pyszczynski and Greenberg (1987). Pysz-
czynski and Greenberg emphasized that the denning feature of
their depressive style is the tendency to focus on insurmount-
able discrepancies between ideal and real self-images following
failure, which causes and then maintains depressed mood (cf.
Pyszczynski, Greenberg, Hamilton, & Nix, 1991). In contrast,
we view ruminative coping as the tendency to focus on and
worry about an existing depressed mood rather than the ten-
dency to focus on one's failures. In addition, we expect rumina-
tive responses to be associated with more severe and longer last-
ing depressed moods even among people who are not focusing
on personal failures. Three recent studies have supported this
expectation (Nolen-Hoeksema & Morrow, 1992).

It might be argued that ruminative coping is simply another
name for neuroticism, negative affectivity, or private self-con-
sciousness (Costa & McCrae, 1985; Eysenck & Eysenck, 1985;
Fenigstein et al., 1975; Watson & Clark, 1984). In correlational
studies (Nolen-Hoeksema, 1993; Nolen-Hoeksema & Morrow,
1992), we have found that ruminative coping is not significantly
correlated with negative affectivity scores, but it is moderately
correlated with private self-consciousness (r = .21, p < .05) and
with neuroticism (r = .37, p < .05). We argue, however, that
rumination is not simply the same as private self-consciousness
or neuroticism. Instead, we suggest that ruminative coping may
be one mechanism by which global traits such as neuroticism
or private self-consciousness are related to depression. In sup-
port of this argument, Nolen-Hoeksema (1993) found that ru-
minative coping was a significant predictor of changes in sub-
jects' depression scores over a 3-week period, even after control-
ling for subjects' levels of neuroticism. In contrast, neuroticism
was not a significant predictor of changes in depression after
controlling for ruminative coping. Similarly, Nolen-Hoeksema
and Morrow (1992) found that ruminative coping remained a
significant predictor of depression scores after statistically con-
trolling for private self-consciousness, whereas private self-con-
sciousness was not a significant predictor of depression after
controlling for ruminative coping. These results suggest that,
although ruminative coping is related to neuroticism and pri-
vate self-consciousness, it is a better predictor of changes in de-
pression over time than these global variables and may mediate
the relationship between neuroticism or private self-conscious-
ness and depression.

Rumination and the Duration of Depressed Mood

In the laboratory, forcing either moderately depressed partic-
ipants or participants in whom a depressed mood is induced
to ruminate maintains their depressed moods, whereas forcing
them to focus on distracting external stimuli leads to significant
relief from their depressed moods (Lyubomirsky & Nolen-
Hoeksema, 1993a, 1993b; Morrow & Nolen-Hoeksema, 1990;
Nolen-Hoeksema & Morrow, 1993). Similar results have been
found in studies of diagnosed depressed patients (Fennell &
Teasdale, 1984; Gibbons etal., 1985).

Longitudinal studies of naturally occurring depressed moods
also show that people who respond to these moods with rumi-

native responses have longer periods of depressed mood, even
after controlling for the initial severity of the mood (Nolen-
Hoeksema & Morrow, 1991; Nolen-Hoeksema, Morrow, &
Fredrickson, 1993; Wood, Saltzberg, Neale, Stone, & Rachmiel,
1990). For example, in a prospective study of distress following
the major earthquake that hit the San Francisco, California, Bay
area in 1989, Nolen-Hoeksema and Morrow (1991) found that
people who had a more ruminative style of coping with their
moods before the earthquake were more depressed following
the earthquake, even after taking into account preearthquake
levels of distress. Similarly, in a study of people who had not
recently faced an uncontrollable event, but were nonetheless in
a depressed mood, Nolen-Hoeksema et al. (1993) found that
people with a ruminative coping style remained depressed
longer, even after taking into account the initial severity of their
moods.

When applied to the case of bereavement, these studies sug-
gest that people who ruminate about their grief-related depres-
sive symptoms may show longer and more severe periods of dis-
tress following their loss. Some previous studies indirectly sup-
port this hypothesis (Lund et al., 1985-1986; Parkes & Weiss,
1983). For example, in a 2-year study of 99 widows, Vachon et
al. (1982) found that those who were most prone to worry and
were most emotionally unstable shortly after their loss tended
to remain distressed over the next 2 years. In the present study,
we directly tested the hypothesis that bereaved people who have
a more ruminative style of responding to their negative emo-
tions will show more severe and long-lasting depressed moods
than those with less ruminative response styles.

Mechanisms by Which Rumination May Prolong
Depressed Mood

Laboratory studies have suggested that one way ruminative
responses may prolong a depressed mood is by enhancing pessi-
mistic, maladaptive thinking. Depressed people induced to ru-
minate in laboratory studies subsequently are more likely to
endorse negative, distorted interpretations of events, to give self-
defeating attributions for negative events, and to voice negative
expectancies for their future than depressed people who first
engage in a distracting activity (Lyubomirsky & Nolen-Hoek-
sema, 1993a; see also Carver, Blaney, & Scheier, 1979; Gibbons
et al., 1985; Pyszczynski, Hamilton, Herring, & Greenberg,
1989; Pyszczynski, Holt, & Greenberg, 1987). These negative
thoughts may feed a depressed mood directly (Abramson, Se-
ligman, & Teasdale, 1978; Beck, 1967). They may also interfere
with the individual's ability to generate good solutions to his
or her problems. Lyubomirsky and Nolen-Hoeksema (1993a)
found that depressed people induced to ruminate in a labora-
tory study were both more pessimistic in their attributions for
hypothetical interpersonal problems and generated lower qual-
ity solutions to these problems than depressed people who first
engaged in a distracting task. In contrast, the depressed people
who first distracted were just as optimistic in their attributions
and generated solutions to the problems that were as high in
quality as nondepressed control subjects.

These laboratory studies provide strong evidence that rumi-
nation is associated with negative thinking, but they do not tell
us whether this negative thinking then leads to longer periods of
depression. The current study afforded an opportunity to deter-
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mine both whether ruminative coping contributes to negative
thinking in a naturalistic setting and whether this negative
thinking then contributes to longer term depression. Specifi-
cally, we tested the hypothesis that bereaved people who tended
to engage in ruminative coping would show more pessimistic
thinking than those who did not. In turn, we hypothesized that
this pessimistic thinking would be related to more sustained
depressed moods following their loss.

Why Do Some People Ruminate?

If ruminative coping is associated with prolonged depression,
what leads a person to engage in ruminative coping? This ques-
tion has not been thoroughly addressed in previous studies. In
the current study, we assessed four factors that may contribute
to people's tendency to ruminate.

First, Nolen-Hoeksema (1987) argued that women are more
prone than men to ruminate about their depressed moods, and
in turn, this contributes to the greater rates of depression in
women compared with men. In an observational study, Butler
and Nolen-Hoeksema (in press) found that women were sig-
nificantly more likely than men to choose to focus on their emo-
tional state when they were in a sad mood. In two self-report
studies, women said they were more likely to use ruminative
responses than men said they were (Butler & Nolen-Hoeksema,
in press; Nolen-Hoeksema et al., 1993). In turn, when the gen-
der difference in tendencies to ruminate in these studies was
statistically controlled in regression analyses, the gender differ-
ences in levels of depression became nonsignificant, suggesting
that the gender difference in rumination mediates the gender
difference in depression.

A second factor that may affect bereaved people's tendency to
ruminate is the number of stressors they are facing in addition
to their loved one's death. People who are facing stressors in
addition to the loss of a loved one, such as job loss, marital prob-
lems, or their own health problems, may have more distress and
more life decisions to ruminate about. In addition, people who
are beset by multiple stressors may be too cognitively over-
whelmed to be able to engage in simple, active coping strategies
that could distract them from their ruminations and lift their
moods.

Third, the availability of high-quality social support may in-
fluence people's tendency to ruminate (Nolen-Hoeksema,
1991; see also Kessler, Price, & Wortman, 1985; Pennebaker &
O'Heeron, 1984). Bereaved people who are socially isolated will
have more opportunities to ruminate because other people are
not available to provide distraction from ruminations. Even if a
bereaved person has friends and family available, if the quality
of support they provide the bereaved person is low, the bereaved
person may be more prone to ruminate. Reviews of the con-
struct of social support have identified several characteristics of
low-quality social support (Cobb, 1976; S. Cohen & Willis,
1985; Weiss, 1974). These include unwillingness by others to
affirm one's basic values and decisions, to allow one to confide
emotional distress, or to provide practical support (e.g., money)
when needed. In addition, friends and relatives can sometimes
be burdens and create conflict and tension for the individual
rather than provide positive support (Coyne & DeLongis, 1986;
Fiore, Becker, & Coppel, 1983; Rook, 1984). Bereaved people
whose friends and relatives do not support them emotionally

and practically, but instead create conflict and new burdens for
them, may be more prone to ruminate because their negative
ruminative thoughts will go unchallenged, no one will encour-
age them to engage in active coping strategies, and the social
network itself creates stressors and depressed mood to ruminate
about. Some previous studies have found that people who are
isolated or who do not receive affirmation and emotional sup-
port from others are less likely to use active coping strategies
(Cronkite & Moos, 1984; Heller & Swindle, 1983; Holahan &
Moos, 1987; Moos & Billings, 1982).

Finally, the greater the depressive symptoms people experi-
ence just after their loss, the more likely they may be to rumi-
nate (Teasdale, 1988). We are not suggesting that ruminative
coping is simply a consequence or symptom of depression. Lon-
gitudinal correlational studies have shown individual differ-
ences in the tendency to ruminate among depressed people, and
as noted, depressives who ruminate more are more likely to re-
main depressed than depressives who avoid rumination (Nolen-
Hoeksema & Morrow, 1991; Nolen-Hoeksema et al, 1993).
Similarly, laboratory studies have shown that even clinically de-
pressed people can voluntarily focus their attention away from
themselves and ruminative thoughts, resulting in declines in
their levels of depressed mood (Fennell & Teasdale, 1984; Gib-
bons et al., 1985). Still, the more depressed a person is, the more
symptoms he or she will have to ruminate about and the more
difficult it may be to refrain from ruminative responses.

In the current study, we tested the predictions that (a) be-
reaved women would report more use of ruminative coping
than would bereaved men, (b) people who face stressors in ad-
dition to the death of their loved one would report more rumi-
native coping than people with no additional stressors, (c) peo-
ple with poor social support would report more ruminative cop-
ing than people with good social support, and (d) people with
more severe initial depressive reactions would report more ru-
minative coping than people with less severe initial depressive
reactions.

Model of Predictors of Adjustment to Loss

Each of the variables that we suggest may contribute to rumi-
native coping—female gender, additional stress, poor social sup-
port, and initially severe depressive reactions—has also been
shown to predict adjustment to loss over time (Murrell & Him-
melfarb, 1989; Norris & Murrell, 1990; Osterweis, Solomon, &
Green, 1984; Vachon et al., 1982; Windholz, Marmar, & Horo-
witz, 1985). These variables may affect adjustment to loss only
by leading people to engage in ruminative coping. Or they may
have direct effects on adjustment to loss, in addition to their
effects on ruminative coping.

In the current study, we examined the relationships between
gender, stressors, social support, rumination, pessimism, and
depression in a group of 253 adults who had lost a loved one to
a terminal illness. The participants were interviewed 1 month
following their loss and again 6 months following their loss. We
tested the model indicated by the directional arrows in Figure
1. Specifically, we predicted that people who were female, who
experienced stressors in addition to their loss, who had poorer
social support, and who had higher levels of depression at the 1 -
month interview would have a more ruminative style of coping
with their depressed moods at the 1-month interview. People
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Figure 1. Model of relationships among rumination, optimism, gender,
stressors, social support, and depression.

who had a ruminative coping style at the 1-month interview
were expected to show more pessimistic thinking at 1 month,
and in turn, this pessimistic thinking was expected to be associ-
ated with higher levels of depression at 6 months following the
loss. We also predicted that rumination would have an addi-
tional, direct effect on depression levels at 6 months following
the loss, because it may operate through mechanisms in addi-
tion to its effects on pessimistic thinking (cf. Nolen-Hoeksema,
1991). Finally, because previous studies have focused on the
effects of gender, stress, and social support on adjustment to
bereavement, we also tested the prediction that female gender,
additional stressors, and poorer social support at 1 month
would have direct negative effects on depression levels at 6
months.

Method

Participants

Participants were 253 (29% male and 71% female) adults who had
experienced the death of a family member approximately 1 month be-
fore the first interview. Sixty-six were the wives or female partners of the
deceased, 31 were the husbands, 74 were daughters, 24 were sons, 15
were sisters, 3 were brothers, 14 were mothers, 7 were fathers, and the
remaining 19 had other relationships to the patient (e.g., daughter-in-
law, best friend, and granddaughter). All of the participants who were
not the spouse, child, parent, or sibling of the deceased were either the
primary caregiver while the deceased was alive or reported having had a
close emotional relationship to the deceased. We recruited people with
a variety of familial relationships to the deceased so that we could de-
termine whether adjustment to loss differed as a function of familial
relationship to the deceased.

The participants ranged in age from 20 to 86 years, with a mean of 51
years (SD = 14.08). Eighty-two percent of the participants were White,

3% were African American, 7% were Hispanic, 3% were Asian or Pacific
Islander, 1% was Native American, and 4% were of other ethnic groups.
Participants' annual family income ranged from less than $10,000 to
over $ 100,000, with a mean and median of $35,000 to $40,000, typical
for the San Francisco Bay area. Participants' highest level of education
ranged from elementary school to a graduate or professional degree;
75% of the participants had at least some college credit, but only 39%
had a bachelor's degree and only 15% had a graduate or professional
degree.

Fifty-nine percent of the participants (65% of the women and 57% of
the men) had been the primary caregivers to the deceased person when
he or she was alive. All deceased individuals had resided in their own
homes or the homes of the primary caregivers rather than in nursing
homes or other institutions before their death. The median number of
months they had been seriously ill before dying was 12 months.

Procedure

Participants were recruited through 11 hospices in the Bay area. So-
cial workers and nurses assigned to the families approached family
members to inquire whether they might be interested in being inter-
viewed. Only one family member per patient was recruited for this
study.1 Social workers and nurses were asked to select randomly which
family member to approach, with one exception: If there was a male
family member who had been close to the patient, social workers and
nurses were asked to approach that man first, because we expected it
would be more difficult to recruit men than women into the study. Of
the family members approached about the study, 80% agreed to partic-
ipate.

A total of 295 family members were interviewed 1 month following

1 When more than one family member requested to be interviewed,
we obliged. For the analyses reported here, we included only one ran-
domly chosen family member per family.
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the death of their loved one; of these, 253 family members were rein-
terviewed 6 months following their loved one's death. Thus, only 14%
of the original group dropped out of the study between interviews. We
compared the participants who dropped out of the study with those who
remained in the study on gender, relationship to the patient, and all
other variables assessed at the first interview. There were no significant
differences between the groups on any variable. The analyses reported
here used only those 253 participants who participated in both in-
terviews.

We administered all measures in the context of an interview. For each
measure, the interviewers read the instructions to the participant (the
instructions provided for published measures were adapted slightly to
reflect the interview format), then they read each item or question on
the measure to the participant. If the answers to the questions required
participants to use a Likert scale or to choose from among a group of
possible answers, the interviewers presented the participant with a card
with the possible answers printed on it and asked the participant to use
the card to choose his or her answer. All participants were interviewed
in their homes by an extensively trained clinical interviewer. All in-
terviewers were female, advanced graduate students or professionals in
clinical or counseling psychology. The interview took approximately 2
hr. The follow-up interview was nearly identical to the initial interview,
except that we did not ask for basic demographic data at the follow-up
interview. Each interview a subject participated in was conducted by a
different interviewer who was unaware of the participant's answers in
the previous interview.

Measures

Interviewers completed the 17-item Hamilton Rating Scale for De-
pression (HRSD; Hamilton, 1960) on each subject immediately after
the interview. This scale provides an index of participants' current levels
of depression. As recommended by Hamilton (1960), information on
the presence of specific symptoms of depression came from partici-
pants' responses to a structured assessment of depression (the Inventory
to Diagnose Depression [IDD]; Zimmerman, Coryell, Corenthal, &
Wilson, 1986) that was included in the longer interview. Interviewers
were also instructed to use participants' nonverbal behaviors and infor-
mation provided spontaneously by participants during the interview.
Interviewers were extensively trained in the use of the HRSD. The reli-
ability of their ratings of participants on the HRSD was checked by
having the audiotapes of 10% of the interviews rated by interviewers
who had not conducted the original interview and comparing these rat-
ings with those of the original interviewers. The intraclass correlation
coefficient between the original ratings and the secondary ratings was
.74. This is comparable to the reliabilities found in other studies of mod-
erately depressed participants and in studies in which one of the raters
was not actually present when the subject was being interviewed (see
Shaw, Vallis, & McCabe, 1985). The HRSD has been shown to differ-
entiate well between depressives and nondepressed normals and be-
tween depressives and nondepressed psychiatric controls (Hedlund &
Vieweg, 1979). HRSD scores also correlate significantly with other clin-
ical rating scales for depression and self-report scales of depression
(Hedlund & Vieweg, 1979).

Ruminative ccping measure. The Response Styles Questionnaire
(RSQ; cf. Nolen-Hoeksema & Morrow, 1991) was used to assess how
participants tend to respond to their own symptoms of negative emo-
tion. Interviewers read the following instructions to participants:

People think and do many different things when they feel sad, blue,
or depressed. I'm going to read a list of possibilities. Turn to the
next scale in your book and please tell me if you never, sometimes,
often or always think or do each one when you feel down, sad or
depressed. Please indicate what you generally do, not what you
think you should do.

The Ruminative Responses Scale includes 22 items describing re-

sponses to depressed mood that are self-focused (e.g., I think "Why do
I react this way?"), symptom-focused (e.g., I think about how hard it is
to concentrate), and focused on the possible consequences and causes
of their mood (e.g., I think "I won't be able to do my job if I don't
snap out of this"). In this study, the internal consistency of this scale
(Cronbach's alpha) was .90. Previous studies have reported acceptable
convergent and predictive validity for the Ruminative Responses Scale
(Butler & Nolen-Hoeksema, in press; Nolen-Hoeksema & Morrow,
1991). For example, participants' responses to this scale correlated sig-
nificantly (r = .62) with their use of ruminative responses to depressed
mood in a 30-day diary study. In addition, in a controlled laboratory
study participants who scored above the median on this scale were sig-
nificantly more likely than participants who scored below the median
to choose to engage in an emotion-focused task rather than a task unre-
lated to emotion while they were in a depressed mood.

Optimism-pessimism. The Life Orientation Test (LOT; Scheier &
Carver, 1985) was used to assess respondents' optimism-pessimism.
The LOT has eight items of the sort "In uncertain times, I usually ex-
pect the best." Respondents rate each item from 1 (strongly agree) to 5
(strongly disagree); scores are summed so that higher scores mean more
optimism. The coefficient alpha for the LOT in this sample was .78.
Scheier and Carver (1985) reported that the scale shows strong con-
vergent validity with other conceptually related scales.

Social support measures. Social support was assessed with the So-
cial Support and Activities Scale (O'Brien, Wortman, Kessler, & Joseph,
1989). Twenty-three items on this scale assess participants' sense of iso-
lation from others and qualitative aspects of social support, such as oth-
ers' willingness to listen and to provide emotional and practical support,
and conflict with others. We submitted these items to a principal-com-
ponents factor analysis, and five factors emerged: Confidant Available
(e.g., "Would someone be available to talk to you if you were upset,
nervous, or depressed?" and "Is there someone around to confide in or
talk to about yourself and your problems if you want to?," Cronbach's
a = .85), Friction (e.g., "Have people in your personal life gotten on
your nerves?" and "Have you felt irritated or resentful toward them?,"
Cronbach's a = .87), Affirmation (e.g., "Do the people in your personal
life approve of the way you do things?" and "Do they tend to size up
things and people the same way you do?" Cronbach's a = .71), Isolation
(e.g., "Have you felt isolated from others?" and "Have you wished for
more friends?," Cronbach's a = .69), and Practical Help (e.g., "Is there
someone you could turn to if you needed to borrow several hundred
dollars for an emergency?" and "Is there someone who would help take
care of you if you were confined to bed for several weeks?," Cronbach's
a = .76). Participants answered each question on a scale ranging from 1
to 5, with high scores on the positive factors (Confidant Available, Prac-
tical Help, and Affirmation) indicating the participant reported more of
these positive qualities of social support in his or her life and high scores
on the negative factors (Friction and Isolation) indicating that the par-
ticipant reported more social friction and isolation.

Stressful life events. The Life Change Events Scale (Moos, Cronkite,
Billings, & Finney, 1986) was used to assess the participants' number of
negative life events in the past year. We used only the 24 items assessing
negative life events, such as divorce or separation, loss of a job, problems
with child care, and financial problems. The item "death of a family
member" was revised to ask participants if they had experienced the
death of another family member in addition to the loved one we knew
had recently died. We tallied the number of events the participant re-
ported to obtain a total stressful events score.

Results

We conducted repeated measures analyses of variance
(ANOVflVs) on depression scores and the other variables to test
for the effects of time (i.e., changes from 1 month to 6 months)
and for any interactions involving time, gender, and relationship
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Table 1
Mean Scores on All Variables by Gender and Relationship to the Deceased

Variable

1-month interview
Depression
Rumination
Optimism
Additional stressors
Isolation
Confidant available
Affirmation
Practical Help
Friction

6-month interview
Depression
Rumination
Optimism
Additional stressors
Isolation
Confidant available
Affirmation
Practical Help
Friction

Women
(n= 184)

10.08
1.87

29.65
2.20
1.30
4.72
4.00
4.45
2.00

8.70
1.79

30.23
2.63
1.32
4.74
3.92
4.59
2.12

Men
(n = 69)

6.59
1.67

29.52
2.17
1.38
4.58
3.81
4.60
1.96

6.21
1.62

29.82
2.09
1.34
4.62
3.86
4.58
1.98

Partners/
spouses
(« = 97)

9.09
1.69,

29.20
1.83.
1.17,
4.72
4.11.
4.54
1.65.

7.38
1.62,

30.02
1.91.
1.13.
4.75
4.05.
4.54
1.80.

Relationship to deceased

Adult
children
(n = 98)

9.20
1.95b

29.40
2.56b
1.49b
4.65
3.80b
4.49
2.28b

8.15
1.86b

29.59
2.99b
1.47b
4.70
3.78b
4.61
2.30b

Siblings
(»=18)

7.90
1.84

31.50
2.44
1.32
4.90
3.70b
4.79
2.25b

9.14
1.88

32.06
3.71b
1.57
4.74
3.69
4.74
2.38

Parents
(n = 21)

9.79
1.75

30.87
1.63
1.43
4.63
4.08
4.69
1.97

8.25
1.64

30.24
1.57,c
1.21
4.63
3.67
4.61
2.11

Other
(n = 19)

9.14
1.74

29.73
2.60
1.13
4.53
3.98
4.57
1.96

9.47
1.68

31.60
2.67
1.50
4.58
4.29,
4.47
2.11

Main
effects

G
G,R

R
R

G,R

R

G
G,R

R
R

R

R

Note. Means with different subscripts are significantly different. G = significant main effect of gender. R = significant main effect of relationship to
the deceased.

to the deceased. The only significant main effect of time was for
depression scores, F{ 1,239) = 6.60, p < .05. Mean scores on the
HRSD declined significantly from the 1-month to the 6-month
interviews (Ms = 9.01 and 8.03, respectively).

There were no significant main effects of time on rumination
or any of the other variables. In addition, there were no signifi-
cant two-way or three-way interactions involving time, gender,
and relationship to the deceased for depression or any of the
other variables. Thus, the ANOVAs were redone, omitting time
as a factor. Separate 2 (gender) X 5 (relationship to the deceased)
ANOVAs were done for the data obtained at the 1-month in-
terview and for the data obtained at the 6-month interview to
determine whether the effects found at the first interview were
replicated at the second interview.2 Mean scores on all variables
are presented separately by gender and relationship to the de-
ceased in Table 1.

Significant main effects of gender were found for depression
and rumination at both 1 month and 6 months and for affir-
mation at 1 month, with women showing higher levels of de-
pression and rumination and reporting more affirmation than
men (all ps < .05, see Table 1). Significant main effects of rela-
tionship to the deceased were found at both 1 month and 6
months for rumination, additional stressors, social isolation,
affirmation, and friction (all ps < .05, see Table 1). Post hoc
pairwise comparisons (Student Newman-Keuls) of the different
familial groups on the rumination, stressors, and social support
variables showed that the most consistent differences were be-
tween partners or spouses of the deceased individuals and adult
children of the deceased individuals. Adult children reported
more of a tendency to ruminate, more stressful events, more
social isolation, less affirmation, and more social friction than

partners or spouses. In addition, adult siblings of the deceased
individuals tended to report less affirmation and more friction
than partners or spouses.

The participants' income, ethnicity, and the length of the de-
ceased loved ones' illness were not significantly correlated with
depression scores at either 1 month or 6 months. In addition,
there were no significant differences in either 1-month or 6-
month depression scores between participants who had been
primary caregivers and those who had not. Thus, all further
analyses are conducted collapsing across these variables.

Correlations Among Rumination, Optimism,
Pessimism, Additional Stressors, and Social Support

Table 2 presents the cross-sectional correlations among each
of the social support variables, stressors, optimism, and rumi-
nation. The correlations above the diagonal are for data from
the 1-month interview. The correlations below the diagonal are
for data from the 6-month interview. The correlations on the
diagonal are the test-retest correlations between scores on each
variable measured at 1 month and at 6 months. At both the 1-
month and 6-month interviews, participants who reported us-

2 Very similar results with regard to the main effects of gender and
relationship to the deceased on depression and the predictor variables
were found in the omnibus 2 (time) X 2 (gender) X 5 (relationship to the
deceased) repeated measures ANOVAs. We present the results of the 2
(gender) X 5 (relationship to the deceased) ANOVAs because they are
simpler to view in a table and because this allows us to examine whether
significant effects of gender and of relationship to the deceased were
found at both interviews.
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Table 2
Cross-Sectional Correlations Among Rumination, Optimism, Additional Stressors, Social Support Indices,
and Depression and Test-Retest Correlations

Variable

1. Rumination
2. Optimism
3. Additional stressors
4. Isolation
5. Confidant available
6. Affirmation
7. Practical help
8. Friction
9. Depression

1

.80***
-.30***

.34***

.51***
-.10
-.18**

.00

.50***

.42***

2

-.36**"
.72**'

-.07
-.28**"

.25**'

.31**'

-.26**"
-36***

3

• .26***
• .00

.47***
k 2 1 * * *
* -.18**
* - .21***
' -.11
* .40***
» 20***

4

.51***
- .31*

.28*

.60*'
- .31*
-.32*'
-.19*'

.56*"

k*

k*

k*

k*

k*

.37***

5

-.11
.17**

-.05
-.26***

.36***

.43***

.70***
-.33***
-.09

6

-.16**
.18**

-.19**
-.35**

.58**

.50**

.39**
-.46**
-.16**

7

-.01
.17**

-.06
* -.17**
* .65***
* .49***
* .55***
* -.21***

-.12

8

.48***
-.24***

37**. .
.51***

-.16*
-.27***
-.11

.65***

.33***

9

.56***
- . 2 9 " *

.37***

.45***
-.20**
-.25***
-.28*

.41***

.51***

Note. Correlations above the diagonal are from the 1-month interview. Correlations below the diagonal are from the 6-month interview. Corre-
lations along the diagonal (boldfaced) are test-retest correlations for the variables between the 1 -month and 6-month interviews.
*p<.05. **p<,. 01. *•*/><.001.

ing more ruminative coping also reported less optimism, a
greater number of additional stressors, being socially isolated,
not feeling affirmed by others, and more friction in their social
networks. In addition, at both interviews, participants who re-
ported more stressors in addition to their loss said they were
more socially isolated, felt less affirmed, and had more friction
in their social networks. At the 6-month interview, participants
who reported more stressors also said that confidants were less
available to them. At both interviews, participants who were
less optimistic reported more isolation and friction, fewer con-
fidants, less social affirmation, and less practical help from oth-
ers.

In general, the social support scales were significantly inter-
correlated. To have one overall measure of social support to use
in the regression analyses reported later, we calculated a total
social support score by recoding items on all five individual so-
cial support scales so that higher numbers mean less isolation
and friction and more positive social support. The cross-sec-
tional correlations between total social support scores and ru-
mination scores were — .38 (p < .001) at 1 month and — .40 (p <
.001) at 6 months, indicating that participants with poorer so-
cial support were more likely to report ruminative coping. Sim-
ilarly, the cross-sectional correlations between total social sup-
port scores and numbers of stressors reported were -.29 (p <
.001) at 1 month and — .34 (p < .001) at 6 months, indicating
that participants with poorer social support reported more
stressors. Finally, the cross-sectional correlations between total
social support scores and optimism were .31 (p < .001) at 1
month and .37 (p < .001) at 6 months, indicating that partici-
pants with poorer social support were less optimistic.

Correlations Between Predictor Variables and
Depression

Table 2 also presents the cross-sectional correlations between
all predictor variables and depression at the 1-month and 6-
month interviews. Participants who were more depressed re-
ported more ruminative coping, less optimism, more additional
stressors, more social isolation, less affirmation from friends
and relatives, and more friction in their social network at both
the 1-month and the 6-month interviews. In addition, at the 6-

month interview, participants who were more depressed were
more likely to lack a confidant and were not receiving as much
practical help from friends and relatives. When we examined
the cross-sectional correlations between the total social support
variable described above and depression scores, we found that
participants who had more overall positive social support
tended to be less depressed at both 1 month (r = -.32, p < .001)
and at 6 months (r = — .43, p < .001).

Table 3 presents the zero-order correlations between each of
the predictor variables measured at 1 month and depression
scores measured at 6 months. People who had more ruminative
coping styles, were less optimistic, experienced more stressors,
reported more social isolation, less affirmation and more social
friction, and had overall poorer social support at 1 month had
higher depression scores at 6 months. And as noted earlier,
women had higher depression scores at 6 months than men.

It is possible that the relationships between depression and
the predictor variables vary by gender or by relationship to the
deceased. First, to examine whether gender moderated the rela-
tionship between depression at the 1-month interview and the
predictor variables, we conducted a series of regression analyses
in which depression at the 1-month interview was the depen-

Table 3
Relationships Between Predictor Variables Measured at 1
Month and Depression Scores at 6 Months

Predictor variables
at 1-month interview

Rumination
Optimism
Additional stressors
Isolation
Confidant available
Affirmation
Practical help
Friction
Total social support
Gender

Correlation with
6-month depression

.48*
- .31**

.30**

.36**
-.01
-.16**
-.04

.28**
-.26**

.18*

Note. Gender was coded as 1 = male and 2 = female.
* p < . 0 1 . **p<;.001.



RUMINATIVE COPING FOLLOWING LOSS 99

dent variable and the first independent variables forced into the
equation were gender (dummy coded 1 = male and 2 = female)
and one of the predictor variables (e.g., rumination); then we
forced into the equation the cross-product of the predictor vari-
able and gender (e.g., Rumination X Gender). J. Cohen (1978)
argued that if this cross-product term then explains significant
variance in the dependent variable in such an analysis, this in-
dicates that the relationship between the predictor variable (ru-
mination) and the dependent variable (depression) varies sig-
nificantly by gender. We also ran a parallel series of regression
analyses using depression at the 6-month interview as the
dependent variable. The cross-product term did not explain
significant variance in any of the equations predicting either 1-
month depression scores or 6-month depression scores, indicat-
ing that gender did not moderate the relationship between
depression and any of the predictor variables.

To examine whether relationship to the deceased moderated
the associations between depression at 1 month or 6 months and
any of the predictor variables, we first created dummy variables
for four of the five relationship categories (e.g., the first dummy
variable was coded 1 = partner and 2 = any other relationship,
the second dummy variable was coded 1 = adult child and 2 =
any other relationship, etc.). We then created cross-products of
each of these dummy variables and each of the predictor vari-
ables. Finally, we conducted a series of regression analyses in
which the dependent variables were depression scores at 1
month or depression scores at 6 months. First, we forced into
the equation one of the predictor variables and one of the
dummy variables. Then we forced into the equation the cross-
product of that predictor variable and that dummy variable.
None of the cross-product terms explained significant variance
in either 1-month or 6-month depression scores, indicating that
relationship to the deceased also did not moderate the associa-
tion between depression and any of the predictor variables.
Thus, all further analyses were conducted collapsing across re-
lationship to the deceased.

More Detailed Analyses of the Relationship Between
Rumination and Depression

The response styles theory argues that rumination will be as-
sociated with longer periods of depressed mood both among
people with initially severe depressed moods and people with
more moderate depressed moods, although rumination should
be a better predictor of depressed mood duration among people
with initially severe moods because there are more symptoms
for rumination to act on in these people. To test this assertion
directly, we conducted a regression analysis in which 6-month
depression was the dependent variable and the independent
variables were 1-month depression scores and rumination
scores and the cross-product of 1-month depression and rumi-
nation. This cross-product term accounted for significant vari-
ance in 6-month depression over and above the variance ac-
counted for by its constituent terms (/ = 2.49, p < .01). This
indicates that the relationship between rumination and 6-
month depression varied by the participants' 1-month levels of
depression. To clarify this interaction, we conducted further
analyses. When Time 1 depression was one standard deviation
above the mean, the unstandardized beta for rumination was
2.57. When Time 1 depression was one standard deviation be-

low the mean, the unstandardized beta for rumination was 1.14.
Thus, rumination explained more variance in 6-month depres-
sion among the participants with higher initial depression
scores. Rumination was a significant predictor of 6-month de-
pression scores among people with initially high depression
scores and among people with initially low depression scores,
however.

Furthermore, the response styles theory would suggest that,
although a ruminative coping style may be a stable characteris-
tic of some people, other people may be able to stop ruminating
about their depressed moods, and these people should show
greater decrease in depression. We conducted two analyses to
test this assertion. First, we calculated a simple change score
separately for depression and for rumination by subtracting
participants' depression scores at 6 months from their depres-
sion scores at 1 month and by subtracting participants' rumina-
tion scores at 6 months from their rumination scores at 1
month, respectively. The correlation between these two change
scores was .21 (p < .01), indicating that the more participants
decreased in rumination, the more their depression scores de-
creased.

For a second and stronger test of our assertion, we conducted
a hierarchical multiple regression analysis to determine whether
the extent to which participants were still ruminating at 6
months predicted how depressed they were at 6 months, after
statistically controlling for their rumination scores at 1 month
and depression at 1 month. In this equation, the dependent vari-
able was depression at 6 months. We first forced depression at 1
month into the equation, and this variable accounted for 26%
of the variance in depression scores at 6 months (F = 90.39, p
< .0001). Then we forced rumination scores at 1 month into
the equation, and this variable predicted an additional 8% of
the variance in depression at 6 months (F = 32.22, p < .0001).
Then we forced rumination scores at 6 months into the equa-
tion. This variable explained an additional 7% of the variance
in depression at 6 months (F = 31.32, p < .0001). Thus, both
ruminative coping at 1-month and the extent to which partici-
pants were still engaging in ruminative coping at 6 months were
significant predictors of depression at 6 months.

Testing the Full Model
The predictions in this study, however, concerned several

other variables in addition to rumination. Figure 1 presents the
model described in the introduction for the relationships be-
tween gender, stressors, social support, rumination, optimism
and depression. According to this model, female gender, addi-
tional stressors, poorer social support, and higher levels of de-
pression at the 1-month interview all contributed to the ten-
dency to ruminate at 1 month. Then, the tendency to ruminate
contributed to more pessimism at 1 month. Finally, all of these
variables were tested for their direct effects on depression levels
at 6 months.

Three multiple regression analyses were conducted to test
this model. In the first analysis, the dependent variable was ru-
mination at 1 month, and the independent variables were gen-
der (coded 1 = male and 2 = female), additional stressors, total
social support,3 and depression measured at 1 month. Depres-

3 We used the total social support variable instead of the individual
social support scales in these analyses to reduce the number of variables
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sion at 1 month was forced into the equation first. The change
in the squared multiple correlation was .17 (F = 52.97, p <
.0001). Then, gender, stressful events, and social support were
all added to the equation simultaneously, because we did not
have a priori hypotheses to guide the order of entry of these
variables. The change in the squared multiple correlation was
. 10 (F = 10.95, p < .0001). As can be seen in Figure 1, female
gender, the presence of additional stressors, poor social support,
and higher initial levels of depression were all associated with
a greater tendency to ruminate at 1 month. Figure 1 reports
standardized partial beta weights after all variables were added
into the model; thus, each of these partial beta weights repre-
sents the effect of that variable on rumination after statistically
controlling for the effects of the other variables.

In the second regression analysis, the dependent variable was
optimism and the only predictor variable was ruminative cop-
ing. As can be seen in Figure 1, the more participants engaged
in ruminative coping, the more pessimistic they were (R2 = .09,
F = 23.92, p<. 0001).

In the third multiple regression analysis, the dependent vari-
able was depression at 6 months and the predictor variables
were depression at 1 month, gender, additional stressors, social
support, rumination, and optimism as measured at 1 month.
Depression at 1 month was forced into the equation first and
accounted for 26% of the variance in depression at 6 months (F
= 90.39, p < .0001). Ruminative coping was forced into the
equation next, because this was the predictor variable of great-
est interest in this study. Ruminative coping accounted for an
additional 8% of the variance in depression at 6 months (F =
32.22, p < .0001). All the other variables were then forced into
the equation together, because we had no a priori hypotheses
to guide their order of entry. These variables accounted for an
additional 4% of the variance in depression at 6 months (F =
3.75, p < .01). As the partial beta weights in Figure 1 indicate,
pessimism and additional stressors, in addition to rumination
and high levels of depression at 1 month, all predicted signifi-
cant variance in 6-month depression. Again, each of these par-
tial beta weights represents the effects of that variable on 6-
month depression, statistically controlling for the effects of the
other variables.4

Discussion

Much of the early literature on coping with stressful events
focused on identifying and categorizing all the ways people
might possibly cope (e.g., Folkman & Lazarus, 1980, 1986;
Moos & Billings, 1982). The label emotion-focused coping was
applied to a wide range of coping behaviors, including wishful
thinking, seeking information and social support, ventilating
emotions, suppression or denial, engaging in pleasant activities
to distract oneself from one's mood, and engaging in potentially
dangerous activities (e.g., drinking alcohol). Given this dispa-
rate collection of strategies, it is not surprising that some subse-

in the equations and because the individual social support scales tended
to be significantly intercorrelated. The same pattern of results was ob-
tained, however, when the individual social support variables that cor-
related significantly with rumination were used in place of the total
social support scale in the regression equations.

quent studies concluded that emotion-focused coping is associ-
ated with high levels of distress following stressful events,
whereas other studies concluded that emotion-focused coping is
associated with low levels of distress following stressful events
(e.g., Aldwin & Revenson, 1987; Berman & Turk, 1981; Billings
& Moos, 1984; Carver, Scheier, & Weintraub, 1989; Costanza,
Derlega, & Winnstead, 1988; Coyne, Aldwin, & Lazarus, 1981;
Felton& Revenson, 1984;Pennebaker&O'Heeron, 1984;Tolor
& Fehon, 1987). Some researchers argued that the adaptiveness
of emotion-focused coping depends on the type of situation the
individual is facing (Folkman, 1984). Other researchers sepa-
rated the different types of strategies categorized as emotion-
focused coping and examined the relationships between these
different strategies and adjustment to stress. A few consistent
findings have been reported across such studies; for example,
wishful thinking and engaging in dangerous activities tend to be
associated with higher levels of distress (e.g., Coyne et al, 1981;
Felton & Revenson, 1984).

Recent reviews of coping scales, however, have raised serious
questions about the conceptual basis for the coping scales, the
relatively poor predictive power of the coping scales, and the
usefulness of situation-specific coping scales (cf. Stone,
Greenberg, Kennedy-Moore, & Newman, 1991). We believe
that, rather than remaining tied to conceptualizations of coping
that were derived empirically and not theoretically, a more use-
ful approach to studying the effects of coping on adjustment is
to turn to basic research in cognitive, personality, and social
psychology to develop theoretically based conceptualizations of
adaptive and maladaptive strategies for coping with negative
emotion and a model for the processes by which these strategies
enhance or reduce distress following a wide range of possible
stressors. In this study, we tested such a model.

According to our model, people who passively ruminate on
their negative emotions following a stressful event will be more
prone to pessimistic thinking and in turn will show more severe
and prolonged distress following the event. This model was sup-
ported in the study reported here: Bereaved people with a rumi-
native style of coping with their depressed mood 1 month after
their loss were more pessimistic about the future and in turn
had higher levels of depressed mood 6 months after their loss
than bereaved people with a less ruminative coping style. The
results of this study of bereavement, in conjunction with our
previous studies of earthquake-related distress (Nolen-Hoek-
sema & Morrow, 1991) and dysphoria resulting from everyday
stressors (Nolen-Hoeksema et al., 1993) support our assertion
that ruminative coping is associated with prolonged depressed
moods both in the face of severe stressors and in the face of mild
stressors and across a variety of populations. Further support
for this assertion comes from two recent studies of adolescents
by Compas and colleagues (Compas & Grant, 1993; Compas,
Malcarne, & Fondacaro, 1988). They found that adolescents

4 We ran parallel regression equations, replacing the total social sup-
port scores with scores on social isolation and friction, which were the
social support scales most strongly correlated with depression. Neither
social isolation nor friction was a significant predictor of depression at
6 months after controlling for the other variables in the equation, but
ruminative coping, pessimism, additional stressors, and depression
scores at 1 month remained significant predictors of 6-month depres-
sion scores.
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who tended to engage in ruminative coping, as assessed through
self-report and interview methods, had greater levels of de-
pressed mood in response to academic failure and in response
to hearing that a parent was diagnosed with cancer.

The present study of bereavement adds to our previous stud-
ies of ruminative coping in several ways. We found evidence that
one way ruminative coping may prolong depressed mood is by
enhancing pessimistic thinking. This extends findings from
controlled experimental studies (Lyubomirsky & Nolen-Hoek-
sema, 1993a, 1993b) by showing that ruminative coping is as-
sociated with more pessimistic thinking in a naturalistic setting
and that this pessimistic thinking is then associated with in-
creased risk for depressed mood over time.

The present study also identified four characteristics of peo-
ple and their environments that may contribute to a tendency
to engage in ruminative coping. In turn, our results suggest that
ruminative coping may mediate the relationship between pre-
viously studied risk factors for depression and adjustment to a
major stressor. First, women were more likely to report using
ruminative coping than men (see also Butler & Nolen-Hoek-
sema, in press; Ingram, Cruet, Johnson, & Wisnicki, 1988;
Nolen-Hoeksema et al., 1993). The women in this study also
had higher levels of depression than the men, but gender did not
have a direct effect on levels of depression once we statistically
controlled for ruminative coping and the other psychosocial risk
factors. This suggests that gender differences in depression are
mediated by gender differences in psychosocial factors such as
rumination.

Second, people who were more socially isolated, who did not
feel affirmed by others, and who had higher levels of friction
in their social network were more likely to report engaging in
ruminative coping. But, as with gender, poor social support was
related to depression only through its relationship with rumi-
native coping; there was no direct effect of poor social support
on depression. Although poor social support has often been
linked to poor adjustment to loss and other stressors (cf. Coyne
&DeLongis, 1986; Gottlieb, 1983;Kessleretal., 1985; Vachon
& Stylianos, 1988; Windholz et al., 1985), the mechanisms by
which social support affects adjustment have not been exten-
sively studied. Our results suggest one such mechanism: People
who are socially isolated may have more opportunity to rumi-
nate, and people whose values and decisions are not affirmed by
important others and who face conflict in their social relation-
ships may have more reason to ruminate. Rumination then im-
pairs adjustment to a stressor.

Third, people facing stressors in addition to the loss of their
loved one were more likely to report using ruminative coping.
This suggests that the relationship between cumulative stressors
and depression that has been found in previous studies (Lloyd,
1980) may be mediated by the effects of stressors on people's
tendencies to ruminate. In this study, however, cumulative stres-
sors at the time of loss appeared to have both direct and indirect
effects on people's ability to adjust to the loss. For example, one
woman in this study had lost her father to cancer and at the 1-
month interview was still caring for her elderly mother who had
Alzheimer's disease. She also had recently lost her job and was
in debt. She did not have the time to search for a job or the
money to hire someone to sit with her mother while she
searched for a job. These stressors may have directly contrib-
uted to this woman's high level of depression both at the 1-

month and 6-month interviews. But the woman also com-
mented that she would spend her days at home with her mother
worrying about her financial situation and the deterioration in
her own physical and emotional health. Thus, the stressors she
was facing may also have contributed to her depressed mood by
making it more likely she would engage in rumination.

Fourth, people who had more severe depressive symptoms 1
month after their loss were more likely to report ruminating.
The more severe a person's depressive symptoms, the more
compelled he or she will be to self-focus and evaluate his or
her emotional condition (see Teasdale, 1988). It is important
to emphasize, however, that ruminative coping at 1 month was
associated with higher levels of depression at 6 months, even
after controlling for people's levels of depression at 1 month.
Thus, although initially severe depressive reactions may con-
tribute to a tendency to ruminate, people who ruminate tend to
remain at higher levels of depression even when their initial lev-
els of depression are only moderate.

The Stability of Ruminative Coping

Although gender, social support, cumulative stressors, and the
severity of initial depressive reactions seemed to influence peo-
ple's tendencies to ruminate, there also was evidence that rumi-
native coping is a stable characteristic of individuals. The test-
retest correlation between ruminative coping scores at 1 month
and 6 months was high (.80). In addition, although mean levels
of depression declined significantly from 1 month to 6 months,
mean levels of ruminative coping did not show significant
change over time, indicating that there was no overall change in
tendencies to ruminate in this group of bereaved people. Other
evidence that ruminative coping is a stable characteristic comes
from a study of participants who had not recently faced a major
trauma but who were nonetheless moderately depressed
(Nolen-Hoeksema et al., 1993). Participants in this study kept
track of their moods and their responses to these moods daily
for 1 month. Over 80% of them were consistent in their tenden-
cies to use either rumination or active, distracting behaviors to
cope with their depressed moods.

Some people did show change in their tendency to ruminate
over the 6 months covered by this study, however. As response
styles theory would predict, those who showed a decrease in
their rumination also tended to show a decrease in depressed
mood; those who showed an increase in rumination tended to
show an increase in depressed mood.

Effects of Relationship to the Deceased

There were no differences in depression between participants
with different familial relationships to the deceased. Because
the results of previous studies of familial ties and bereavement
depression have been somewhat mixed (Osterweis et al., 1984),
our results do not necessarily represent a failure to replicate
previous trends.

Yet, there may be an indirect effect of relationship to the de-
ceased on depression mediated through social support, rumi-
nation, and the experience of additional stressors. Adult chil-
dren of the deceased reported more of a tendency to ruminate,
more stressful events, more social isolation, less affirmation,
and more social friction than partners or spouses. In addition,
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adult siblings of the deceased reported less affirmation and
more friction than partners. Comments made by participants
during the interviews suggest that family and friends may be
more likely to "rally around" people who have lost a spouse or
partner, protect them from stressors, and actively intervene to
help them cope than they do for people who lose a parent or
sibling.

Limitations of the Study

The primary limitation of this study is that we cannot make
firm conclusions about causal relationships between variables,
because it is a correlational study. Yet, the longitudinal design
of the study did allow us to test our hypotheses about what vari-
ables measured at 1 month predicted depression at 6 months,
statistically controlling for the effects of depression at 1 month.
In addition, this study can be viewed as one in a series of studies,
including controlled laboratory studies, providing converging
evidence in support of our hypotheses about ruminative coping
(cf. Nolen-Hoeksema, 1991).

The second limitation of this study is that most of the vari-
ables were measured through self-report. We emphasize, how-
ever, that our major dependent variable—depression—was ob-
tained by having interviewers assess participants' levels of de-
pression using a well-established psychiatric rating scale. In
addition, these ratings of depression levels at the 1-month and
6-month interviews were done by different interviewers; thus,
the interviewers' ratings of the participants at 6 months could
not be biased by a knowledge of participants' levels of depres-
sion or scores on other variables at 1 month.

A third limitation is that bereaved people who are associated
with a hospice while their loved one is alive may not be a repre-
sentative group of bereaved people. Our participants may have
been less distressed than many bereaved people because they
benefited from the assistance and compassion of the hospice.
Alternatively, people who are referred to hospice services may
be more distressed than the average person caring for a dying
loved one. We do know that almost all of the participants had
no contact with the hospices once their loved one had died, so
they were not receiving counseling or other services from the
hospices during the 6 months following their loss, which is the
period of time covered by our study.

A fourth limitation of this study is that our conclusions may
apply to dysphoria but not to "clinical" depression. We believe
this limitation is not serious for two reasons. First, our primary
hypotheses are about how people's styles of managing their de-
pressed moods affect the duration of these moods, and these
predictions apply to depressed moods falling along the entire
continuum of severity. Second, factors influencing the chronic-
ity of even moderate depressed moods should be of concern,
because these moods can interfere with functioning and put
people at risk for more severe depressive episodes (Aneshensel,
1985; Keller, Shapiro, Lavori, & Wolfe, 1982).

Relation of Rumination to Emotion Suppression

Previous studies of bereavement and other stressors suggest
that poor adjustment is seen among people who suppress and
avoid focusing on their negative emotions (Bowlby, 1980; Felton
& Revenson, 1984; Freud, 1917/1964; Holahan & Moos, 1987;

Horowitz, 1976; Pennebaker, 1990). How can the results of this
study, which suggest that focusing on one's negative emotions is
associated with poor adjustment, be integrated with the results
of studies on emotion suppression? The simple answer is that
suppressing one's negative emotions and ruminating about
these emotions may represent the extremes of two different cop-
ing strategies, and both of these extremes are maladaptive.

The more complex answer is that people who try to suppress
or avoid their negative emotions may seldom be fully successful
and may be prone to lapse into rumination. In our study of
earthquake-related distress (Nolen-Hoeksema & Morrow,
1991), we found that people who tended to avoid their negative
emotions by engaging in reckless activities (e.g., drinking
heavily) were also more likely to engage in rumination about
their emotions. Similarly, Hull and his colleagues found that
alcohol consumption and abuse may often result from attempts
to reduce self-referent thinking (Hull, Levenson, Young, & Sher,
1983; Hull & Young, 1983; Hull, Young, & Jouriles, 1986). Fi-
nally, Pennebaker and O'Heeron (1984) found that widows who
avoided talking with others about their husbands' suicides were
more likely to ruminate about their loss than those who had
talked about their loss. Thus, people who try to suppress their
emotions may often end up ruminating about these emotions.

Conclusion

Losing a loved one to a terminal illness can be a devastating
experience for some people. They are overwhelmed by their
sense of emptiness and sadness, and their emotional state never
seems to fully recover from the trauma. For others, loss of a
loved one may initially lead to feelings of emptiness and sad-
ness. But over time they are able to regain a positive emotional
tone in their lives. Some people even speak of discovering
strengths in themselves that they did not know they had before
the loss (Lund et al., 1985-1986). The results of this study sug-
gest that the ways people respond to their initial symptoms of
distress following their loss may influence the long-term impact
of the loss on their emotional well-being. Specifically, people
who cope with those initial negative emotions with rumination
have trouble adjusting to their loss and are at risk for long-term
emotional difficulties.
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