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Abstract  Keywords 

This experimental research investigated the effects of Family 
Resiliency Program (FRP) on post-traumatic stress, grief, and 
family resiliency level for women with traumatic grief. The study 
was conducted with 24 women who applied to the non-
governmental organization between 2012 and 2013 due to the 
traumatic loss of their husbands and who obtained a high score on 
the post-traumatic stress disorder checklist civil version (PCL-C), 
and the grief inventory (GI), and a low score on the family 
resiliency scale (FRS) in pre-test assessment. The experimental 
group (n=12) received an eight session (FRP) intervention 
developed by the researcher. A group of women in a control group 
(n=12) received no intervention. To determine the immediate and 
long-term effects of the FRP program with traumatic grief, post-
tests (PLC-C, GI, FRS) were given to the experimental and control 
group in two and a half month and six month intervals, 
respectively. In data analysis of this study two way repetead 
measures Anova was used. In study results, FRP for women with 
traumatic grief was found to be significantly effective in decreasing 
post-traumatic stress and grief levels and increasing family 
resiliency level. The effects of the program persisted during the 
follow-up tests. The results of this research were discussed in light 
of the literature, with recommendations presented for counselors 
and researchers. 
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Introduction 

One of the hardest challenges a family faces is death. Death leads to grief for relatives of a 
deceased person along with the short and long-term changes in organization, functioning, and relations 
of the family (Walsh & McGoldrick, 2004). The loss becomes unusual or traumatic when it is experienced 
suddenly (suicide, accident, heart attack), with continuous subjection (relative with chronic disease), or 
with a traumatic perception of the loss (Jacobs, 1999; Jacobs, Mazure, & Prigerson, 2000; Jacobs & 
Prigerson, 2000; Prigerson, Vanderwerker, & Maciejewski, 2008).  

Individual`s reaction to traumatic loss are called reactions of “traumatic grief” problem (Jacobs, 
1999: Prigerson, Bierhals, Wolfson, Ehrenpris, & Reynolds, 1997; Shear et al., 2001). Traumatic grief is 
two dimension. One is seperation anxiety, another is adaptation problems due to trauma symptoms 
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(Jacobs, 1999). In traumatic grief the individual has difficulty adapting to a new life without the lost one 
and experiences separation anxiety (Jacobs, 1999; Prigerson et al., 1997; Shear et al., 2001). An individual 
who lost his/her relatives does not lose only a person, but also his/her life conditions, his/her home, 
his/her school, his/her job, his/her health, and even his/her economic gain (Jacob et al., 2000; Jacob & 
Prigerson, 2000).  

Studies show that traumatic grief is 18.6% in global clinical population (Kersting, Brahler, 
Glaesmer, & Wagner, 2011). In studies on normal population, traumatic loss varied between 9% and 
20% (Prigerson & Jacobs, 2001). Traumatic grief affects all individuals in family with different symptoms 
and levels irrespective of gender (Chen et al., 1999). However, as women live longer than men they 
encounter more incidents of death and death affects women more than men socially, emotionally, and 
economically, which indirectly affects whole family members (Fujisawa et al., 2010; Lee, Willets, & 
Seccombe, 1998; Walsh & McGoldbrick, 2004). Among these adverse effects are high levels of depression 
and suicide risk (Boelen & Prigerson, 2007; Latham & Prigerson, 2004, Sung et al., 2011) and various 
physical impairments (high blood pressure, heart problems, ulcers and colitis) (Prigerson et al., 1997). 

There are various approaches about traumatic grief (e.g., behavioral therapy, psychodynamic 
therapy, cognitive behavioral therapy, group therapy, interpersonal therapy, family therapy) in the 
literature. (Jacobs & Prigerson, 2000; Rosner, Pfoh ve Kotoučová, 2011b; Wetherell, 2012). According to 
attachment theory, the individual who lost his/her significant person ignores his/her death, earches 
him/her exteremly and has difficulty in rearranging his relationship mentally (Field ve Sundin, 2001, 
Yu, He, Xu, Wang, & Prigerson, 2016).Attachment theory effectively explains symptoms of separation 
anxiety during traumatic grief through descriptive studies (Field & Friedrichs, 2004; Fraley & Bonanno, 
2004; Wayment, 2006, Yu et.al., 2016). The cognitive-behavioral approach (Malkinson, 2013) and 
systemic family therapy (Bettmann & Jasperson, 2008) have considered the application of attachment 
theory in the context of the traumatic grief.  

According to cognitive behavioral therapy, it is seen intense negative affect, irrational thoughts 
and unhealthy behaviours (excessive search / control or avoidance) after traumatic loss (Malkinson, 
2013). The aim of cognitive behavioral approach about traumatic grief is to transform negative emotions 
to positive emotions, irrational beliefs to rational beliefs and dysfunctional behaviours to functional 
behaviour and reconstruct the relationship of the individual with the traumatic death (Fleming & 
Robinson, 2001, Kavanagh, 1990, Malkinson, 2013). In literature cognitive behavioral therapy effectively 
explain traumatic grief symptoms with both descriptive and experimental studies (Lenferink, Wessel, 
de Keijser, & Boelen, 2016; Rosner, Bartl, Pfoh, Kotoučová, & Hagl, 2015; Rosner et al., 2011b; Shear & 
Bloom, 2017; Shear, Frank, Houck, &Reynolds, 2005)). Effective studies of these approaches focus on 
individual methods, and traumatic grief is handled separately as trauma and grief in 8-16 weeks.  

As the traumatic grief occurs in the family, bereavement interventions drawing on the strengths 
and resilience of the families and their communities are more effective than individual methods 
focusing on symptom reduction (Walsh & McGoldrick, 2004, 2013). Walsh (2003; 2006) defined the 
concept of family resiliency as tackling life challenges (economic challenges, diseases, losses, traumas, 
etc.), recovering, strengthening, and overcoming the process with more resources, and it is handled in 
many challenges (traumatic grief, post-traumatic stress disorder, chronic disorder, substance addiction) 
via various programs .In short, each family resilience program is constituted according to the hardship 
(terrorist attack, war, loss). Depending on the hardship, one or more family members can participate in 
these programs. In general family resilience programs includes the relationship of participants with 
themselves, family, society, culture and spiritual things, the way participants experience the challenges, 
the sources of coping strategies (courage, insistence, mutual support), givin a meaning life with these 
resources and planning re-life goals (Landau & Saul, 2004, Walsh & McGoldrick, 2004). 
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Walsh and McGoldrick (2004) identify four major tasks for families experiencing traumatic 
grief. These include 1) the open acknowledgment of the traumatic loss, supported by cultural and 
religious rituals to honor the life and mark the death and passage; 2) the emotional sharing and meaning 
of the loss and its impact; 3) the reorganization of role, relations, and functions for adaptation to the 
changing family structure; and 4) the formation of new expectations, dreams, and plans for the life of 
the family.  

Studies in recent years stress the importance of early intervention to traumatic grief (Litz, 2004). 
Furthermore, early intervention is more efficient in multiple family groups and community approaches, 
which increase the resilience of the family and the society (Bava, Coffey, Weingarten, & Becker, 2010; 
Greeff & Human, 2004; Kissane & Bolch, 2003; Landau, Mittal, & Wieling, 2008; Walsh, 2007). In this 
respect, the nine-week long “Coffee/Tea and Family Education and Support Programs/CAFES & TAFES 
(Walsh, 2006) organized by the University of Chicago on Bosnian and Kosovan refugees between 1998-
1999, group programs for the families affected by the 1995 Oklahoma City bombing (Sitterle & 
Gurwitch, 1999), and the“Lower Manhattan Community Recovery Project” (Landau & Saul, 2004) right 
after the World Trade Center attacks are considered to be model traumatic grief programs for increasing 
family and social resilience. In these example programs include sharing the difficulties after loss, finding 
individual / familial /social resources to reduce the stress due to the loss, supporting all rituals that 
enable the individual family to return to their daily life function and planning the goals for the 
individual/ family to adapt to new life situations (Landau & Saul, 2004, Walsh, 2006). 

In the national literature, there is no empirical study about family resilience in the traumatic 
grief. There are only a few descriptive studies that deal with traumatic grief (Cesur, 2012; Çelik & Sayıl, 
2003; Sezgin, Yüksel, Topçu, & Genç-Dişçigil, 2005) and family resilience (Kaner & Bayraklı, 2010). There 
are also a few qualitative studies that deal with traumatic grief (Volkan & Zintl, 2010) family resilience 
(Özbay & Aydoğan, 2013).Lastly, the risk of experiencing traumatic grief for global normal population 
is seen to be on the rise (22.7%) through sudden unexpected deaths (Fujisawa et al., 2010) and especially 
women are more affected than men (Lee et al., 1998; Walsh & McGoldrick, 2004). Therefore the program 
is crucial for women with traumatic grief problem. And in literature, few experimental studies address 
family resiliency in traumatic grief issues. Therefore, the aim of the study is to examine the effects of 
FRP for women with traumatic grief on post-trauma stress, grief, and family resiliency levels. The study 
tests the following hypotheses to reach these aims. 

Hypotheses 
H1: The program of family resiliency in traumatic grief will be significantly more effective in 

decreasing the post-traumatic stress levels of women in experimental group than the post-traumatic 
stress levels of women in control group and this effect will be sustained in measurements to be 
conducted two and a half, and six months following the completion of the program. 

H2: The program of family resiliency in traumatic grief will be significantly more effective in 
decreasing the grief levels of women in experimental group than the grief levels of women in control 
group and this effect will be sustained in measurements to be conducted two and a half, and six months 
following the completion of the program. 

H3: The program of family resiliency in traumatic grief will be significantly more effective in 
increasing the family resiliency of women in experimental group than the family resilience levels of 
women in control group, and this effect will be sustained in measurements to be conducted two and a 
half, and six months following the completion of the program. 
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Method 

Research Design 
This study examines the effects of FRP in traumatic grief on women`s post-trauma stress, grief, 

and family resiliency levels. In the below the first factor shows the independent functional groups 
(experiment and control), while the other factor shows the repeated measurements (pre-test, post-test, 
follow-up test I and II measurements) in different conditions related to the dependent variable 
(Büyüköztürk, 2002). 

Table 1. Research Pattern 

Groups Pre-Test Intervention Post-test 
Follow Up  
Test I 

Follow Up 
Test II 

Experiment 
FRS 
PCL-C  
GI 

(FRP) 
FRS 
PCL-C  
GI 

FRS 
PCL-C 
GI 

FRS 
PCL-C  
GI 

Control 
FRS 
PCL-C  
GI 

No intervention 
FRS 
PCL-C  
GI 

FRS 
PCL-C 
GI 

FRS 
PCL-C  
GI 

Participants 
In this research, participants were chosen among Turkish women who lost her husbands and 

got financial assistant from a non-governmental organization (NGO) between 2012 and 2013. For this 
study, appropriate sampling method was used. Before the application women got information consent. 
To define trauma, grief, and family resiliency of 80 women who lost their husbands in traumatic 
situations (car accident, cancer, heart attack, murder) in the last six months, PCL-C, FRS, and GI were 
applied. A total of 34 individuals including those who wholeheartedly replied to the scales scoring 
higher than average of PCL-C list and GI (X=44.79), (Ss=14.73), (X=91.47) (Ss=25.65), and lower than FRS 
average (X=127.43) (Ss=29. 57) were selected. Twenty four of the thirty four women were randomly 
placed in the experiment and control groups upon accepting voluntary participation. Participants in the 
experiment and the control groups matched in terms of demographic variables. In particular, all of the 
participants were of low socioeconomic status. The control group was promised a FRP in traumatic grief 
after the study was completed. The age range of the experimental group was 35-60 (X = 43.17, Sd = 7.35) 
and the control group was 32-59 (X = 40.67, Sd = 9.26). In addition, 91.7% of the participants in the 
experimental group and the control group were graduated from primary school. 83.3% of the 
participants in the experimental group and 75% of the participants in the control group were not 
working. Finally, both the experimental group and the control group have at least 2 children. A 
summary of the demographic characteristics is given in Table 2. 

Table 2. Demographic Features of Participants in Experiment and Control Groups 

 
Age 

Range 
Age 

µ 
Age 
Sd 

Edu. 
Level 

n % 
Number 

of 
Children 

 
n 

 
% 

Working 
Condition 

 
n 

 
% 

Experimental 
Group 

35-60 43.17 7.35 

Primary 
School 

11 91.7 2 11 91.7 Nonworking 10 83.3 

Secondary 
School 

1 8.3 3≥ 1 8.3 
Nonworking 

2 16.67 

Control 
Group 

32-59 40.67 9.26 

Primary 
School. 

11 91.7 2 6 50 
Nonworking 

9 75 

High 
School 

1 8.3 3≥ 6 50 Working 3 25 
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Data Collection Instruments 
Post-Traumatic Stress Disorder Checklist Civil Version (PCL-C): This checklist developed by 

Weathers, Litz, Herman, Huska, and Keane (1993) and adapted into Turkish by Kocabasoglu, Ozdemir, 
Yargıc, and Geyran (2005) is used to measure post-trauma stress. The scale has 17 items, three sub-
dimensions and five Likert scales with a maximum grade of 85 and a minimum of 17. The concurrent 
validity of the original inventory with the Mississippi PTSD scale varies between .85 and .93 (Weathers 
et al., 1993). The reliability of original form, Cronbach`s alpha consistency coefficient varied between .94 
and .97 (Weathers et al. 1993). The reliability coefficients of the test-retest period of three weeks were 
measured as .96 for the whole scale and .88 for the one week-interval application. The Turkish scale`s 
reliability coefficient was .92 and article total correlation coefficients varied between .37 and .73. 

Grief Inventory (GI): This scale developed by Balci-Celik (2006) is utilized to measure the grief. 
The inventory has 35 items, four sub-dimensions (physical, emotional, cognitive, behavioral), five Likert 
types with 175 as the highest score and 35 the lowest. To examine the factor structure and identify sub-
dimensions, a basic component analysis and a Varimax rotation technique were applied in a validity 
study of the scale. The Varimax rotation technique provided a distribution of articles with factor loads 
greater than .30 factors. When factor analysis was applied it was seen that the articles distributed into 
many factors with eigenvalues over 1. Upon a screen test, it was seen that 35 out of 45 items reflected 
the four dimensions (physical, emotional, cognitive, and behavioral). This scale with 35 item has four 
factors, and these explain 53.192% of the inventory. Cronbach`s alpha consistency coefficient for total is 
.96, for physical dimension is .65, for emotional dimension is .90, for cognitive dimension .81 for 
behavioral dimension .62. The test-retest reliability of the scale was found .84 with at an interval of four 
weeks. Item-total correlation of the scale varied between .30 and .87.  

Family resiliency scale (FRS): FRS developed by Kaner and Bayrakli (2010) is used to measure 
family resiliency. The scale of 37 items and four sub-dimensions (challenging, self-sufficiency, conduct 
of life, and control) includes five Likert type with 185 as the highest score and 37 the lowest. 
Confirmatory and exploratory factor analysis was conducted at the validity studies of the scale. The 
KMO sampling coefficient was found to be .94, with the Barley Sphericity test x2 value as 9787.969 in 
the exploratory factor analysis of the scale applied to 524 people. 37 items explaining 45% of the total 
variance was obtained. A factor load of challenging sub-dimension varies between .45 and .68. A factor 
load of self-sufficiency sub-dimension varies between .46 and .69. A factor load of conduct of life sub-
dimension varies between .38 and .63. A factor load of control sub-dimension varies between .33 and 
.40. The goodness of fit index values obtained from the confirmatory factor analysis of the scale is Chi-
Square Sd=1300.96/620=2.1, RMSEA= .046; RMR= .044, NFI= .084, NNFI= .90, CFI= .91; GFI= .88, AGFI= 
.87. Cronbach alpha-coefficients of the scale varied between .54 and .94 for the whole. Test-retest 
reliability varied between .33 and .80 for the whole. 

Experimental Procedures 
The Scope of FRP in Traumatic Grief 
The program, developed by researcher structured as a psychological intervention group 

program towards increasing family resiliency levels and decreasing traumatic grief levels of women, 
Before the program development theoretical information about traumatic grief and family resilience 
was collected and programs on these two concepts were examined (Boss, Beaulieu, Wieling, Turner, & 
La Cruz , 2003; Landau & Saul, 2004; Rosner et al., 2015; Shear & Bloom, 2017; Walsh & McGoldrick, 
2004). 1 year before the FRP program, a pilot study was applied with eight women with traumatic grief 
problem and activities of program was seen as suitable. During the literature search and the pilot study, 
it was understood that the traumatic grief problem is multidimensional and should be considered 
together with several theoretical approaches (Pearlman, Wortman, Feuer, Farber, & Rando, 2014; Rubin, 
1999; Stroebe & Schut, 2001; Williams, Rheingoldb, McNallanb, & Knowltonb, 2018). These above 
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mentioned theories are attachment theory (Field, Gao, & Paderna, 2005: Neimeyer, Prigerson, & Davies, 
2002: Shear & Shair, 2005), cognitive-behavior theories (Boelen, van den Hout, & van den Bout, 2005; 
Fleming & Robinson, 2001; Malkinson, 2013), and systemic family therapy approaches (Landau & Saul, 
2004; Walsh & McGoldrick, 2004).  

Attachment theory addressed traumatic grief more with relational studies and these studies’ 
results contributed to the organization of the activities of the program (Field & Friedrichs, 2004; 
Wayment & Vierthaler, 2002; Wayment, 2006). Moreover the application of cognitive behavioral studies 
(Boelen & Prigerson, 2007; Fleming & Robinson, 2001; Malkinson, 2013) and systematic family therapy 
studies ((Landau & Saul, 2004; Walsh & McGoldrick, 2004) deal with separation anxiety problems which 
mentioned in attachment theory effectively. Thus in this study the explanations of attachment theory 
was integrated the activities of cognitive behavioral therapy and systematic family therapy.  

In the research, firstly, the relationship is placed in the center with mental internal 
representations in order to cope with the traumatic grief (Field & Friedrichs, 2004). Then, restructuring 
the mourning and adapting to new life, shortly the cognitive processes, are emphasized (Malkinson, 
2013). In the cognitive behavioral therapy approach, the traumatic grief is treated individually or as a 
group, and trauma and grief is taken separately in 8-16 sessions / session (Cohen, Mannarino & 
Deblinger, 2006; Layne et al., 2001; Pfeffer, Jiang, Kakuma, Hwang, & Metsch, 2002; Saltzman, Pynoos, 
Layne, Steinberg, & Aisenberg, 2001).  

In addition to these three theoretical approaches, the FRP in traumatic grief also includes a 
variety of theories techniques behavioral techniques: relaxation, cognitive behavioral theory: 
identifying and modifying irrational thought and using images, emotional approaches: writing a letter 
or poem , gestalt therapy: focusing on body, empty chair, solution focused therapy: miraculous day, 
multi-generational family therapy: genogram or photograph). In this context, while preparing FRP in 
traumatic grief, an eclectic approach has been widely used from these three approaches and the 
techniques of other theories was used to create a unique psycho-education group program (Rosner et 
al., 2011a; Schupp, 2004). In addition, this program had two modules in accordance with the literature 
as trauma and grief. Furthermore studies and applications of family resilience (are searched in literature 
(Boss et al., 2003; Campbell & Demi, 2000; Greeff & Human, 2004; Griffith et al., 2005; Landau et al., 
1996; Landau & Saul, 2004; Sandler et al., 2003; Weine et al., 2004; Weine et al.,2005; Weine et al., 2008). 

The Content of FRP in Traumatic Grief 
FRP in traumatic grief was a psychological intervention group program with eight sessions. 

Four of the eight were on trauma and the remaining four were on grief. Twenty four activities were 
included in sessions towards traumatic grief and family resiliency. Each session included three 
activities, on average 20 minutes each. The first activity was for warming up, the second focused on the 
real purpose of the session and, and the third helped participants leave the session with positive 
emotions. One of the activities for warming is "Name Adventure". In this activity, the name, the 
relationship between the individual and the person who puts the name and the importance in the life 
of the name has been discussed. One of the trauma activities for the purpose of the program is the 
"Family Car and Parts". The aim of this activity was to realize that the continuity of the role of the family 
members and the functions of the family members. One of the mourning activities for the main purpose 
of the program is the activity of “Miss and Not Miss". The purpose of this activity is to question the 
various irrational beliefs about loss and to consider it in a more logical framework. One of the activities 
to leave positive atmosphere with the session is the "Safe Place" The purpose of this activity is to make 
the individual easier to remember a place where he feels himself / herself safe when he / she comes to 
negative emotions and to deal with negative emotions more. Table 3 below shows topics handled in 
two main sessions. 
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Table 3. Traumatic Grief Program Content 

Session Trauma Sessions 

1st  
Meeting, group cohesion  

Identification of traumatic grief problem at a common ground 

2nd  

Giving information about traumatic grief processes and resiliency (as ındividual 
and family)  

Defining traumatic grief problem and dealing with changes occurring in individual 
and family upon loss. 

3rd  
Dealing with clues reminding traumatic grief problem and emotions on clues.  

Awareness on how to cope traumatic loss problem ( as an individual and as a 
family. 

4th  
Handling emotions and bodily reactions during traumatic loss. 

Dealing with how to relax emotionally and bodily.  

 Grief Sessions 

5th  

Dealing with irrational thoughts and unhealthy behaviors in traumatic grief and 
their impacts on family resiliency.  

Mentioning lost one, 

Facing with Emotions during the grief process. 

6th  

Meaning to the Grief 

Restructuring the relation with the person who lost  

Restructuring cognitive distortions formed in grief process and increasing family 
resiliency. 

7th  

Arranging the living space and restructuring the relations 

Gaining new coping skills.  

Increasing the individual`s communication skills with family and making them 
accept they are resilient (as individual and family).  

8th  
Accepting the loss  

Preparing the individual and family for future problems and losses.  

FRP in Traumatic Grief Application Procedures (Time, Place) 
The program was applied in the meeting room of the NGO working with Turkish women in 

the Fatih district of Istanbul. Participants sat in a circle. The training program lasted for eight weeks, 
with 90 minute sessions once a week. Each session included three activities, on average 20 minutes each.  

Data Analysis 
In order to be able to decide which tests (parametric or non-parametric) should be used during 

the analysis of the data, the pre-test scores of the PCL-C, GI and FRS obtained from the individuals in 
the experimental and control groups were analyzed. According to the preliminary analysis results, the 
data have homogeneous and normal distribution. Thus it was decided that parametric tests could be 
used in the study. 
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In the research, there are two groups as experimental and control groups. In terms of measures, 
the measurements of the groups within themselves, between individuals and within individuals are 
taken. One of the ways in which statistical significance of the change in pre-test, post-test and follow-
up test I and follow-up II measurements is "Two-way ANOVA for repeated measures on a single factor 
(Balci, 1997). Thus, 2X4 two-factor ANOVA technique was used for repeated measurements, which is 
suitable for split-plot (mixed) designs (Büyüköztürk, 2002). As a result of this analysis, data were 
assessed by the Tukey (HSD) test in order to analyze the difference source when significant difference 
was. 

The data of pre-test, post-test, follow-up I and follow-up II tests were transferred to the 
computer. In the study, the significance level is ".05 and p <.01 levels were also indicated. SPPS 16.0 
package program was used for analysis of the data. 

Results 

This section includes statistical analyses to test hypotheses of the research and results of these 
analyses. 

Results on Preliminary Analysis 
To use parametric tests in the analysis the homogeneity, normal distribution, skewness, and 

kurtosis values were initially tested. According to parametric test results in pretest measurements, there 
were not any significant difference among the average scores of PCL-C, (F1-22=1,531, p>. 05), of (GI) (F1-

22=2,432, p> .05), and of (FRS) (F1-22=.559, p> .05). Furthermore, the Kolmogorov-Smirnov test from PCL-
C (.518 p>.05), from GS (.249, p> .05) and from FGS (.249, p> .05) were larger than (p) .05 (Büyüköztürk, 
2002) .This Kolmogorov-Smirnov test results showed the normal distribution. The skewness and 
kurtosis level obtained from the scores of experiment and control groups in pre-test measurements on 
each three scales were between +1 and -1, which showed normal distribution. 

Results on Hypotheses on Decreasing Post-Trauma Stress Level 
The first hypothesis of the research was expressed as “FRP in Traumatic Grief significantly more 

effective in decreasing the post-traumatic stress levels of women and this effect will be sustained in 
measurements to be conducted two and a half, and six months following the completion of the 
program.” The pre-test, post-test, follow up tests I and II, arithmetic averages, and standard deviations 
of the PCL-C scale of participants in experiment and control groups can be seen in Table 4. 

Table 4. PCL-C version of Experiment and Control Groups, Arithmetic Average and Standard 
Deviation Values 
Measurements Pre-Test Post Test Follow up Test I Follow up Test II 
Groups X  Ss X  Ss X  Ss X  Ss 
Experiment 
N=12 

55.75 5.44 28 3.76 27.75 3.59 25.33 1.87 

Control 
N=12 

53.08 5.10 57.08 3.36 59.41 3.94 59.91 4.96 

Considering Table 4, pre-test averages of experiment and control groups are seen to be 
equivalent while there are differences between post-test and the follow up I and II tests scores of both 
groups. Whether or not PCL-C of both groups’ measurement score averages has significant differences 
was tested by variance analysis (ANOVA). Results are presented at Table 5. 
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Table 5. Variance Analysis Results of Two Factors on PCL-C Experiment and Control Groups Scores 

Source  
Sum  
of Squares Sd 

Average  
of Squares F p 

Eta  
Square 

Between groups  13632.34 23  
Group (E//C) 12880.667 1 12880.667 376.99 .000 .945 
Error  751.667 22 34.167    

Within groups  8591.5 24  
Measurement (pre-post -
follow up) 

2396.583 1 1075.930 68.906 .000 .758 

Group* Measurement 5429.750 1 2437.60 156.116 .000 .876 
Error 765.167 22 23.667    

As seen in Table 5, the results on the PCL-C scale the group effect was found to be significant 
(F(1-22)= 376,95; p< .01). Without discriminating between pre-test, post-test and follow up tests I and II of 
experiment and control groups, there is a significant difference between average scores from PCL-C. 
Between average scores of individuals obtained from pre-test, post-test, and follow up-tests I and II, 
without group discrimination there were also significant differences (F(2-22)= 68,96 p< .01). Without group 
discrimination, this result shows that post-trauma stress levels of individuals vary, depending on the 
experimental process. Furthermore, it was seen that value obtained upon examination of common effect 
(group*measurement) was significant (F(2-22)= 156,11; p< .01). This shows that scores of individuals from 
PCL-C scale in pre-test, post-test, and follow up I and II measurements in experiment and control 
groups varied. Considering all these results, it can be concluded that the hypothesis claimed on post-
traumatic stress in the study is verified. A Tukey test was conducted to indicate between which groups 
a significant difference exists, according to measurements between groups. The values obtained are 
shown in Table 6. 

Table 6. Tukey Test Results on Differences in Between Subjects and Within Subjects of Measurements 
of PLC-C Versions 

  Experiment Group Control Group 

  Pre-Test Post-Test Follow up I Follow up II Pre-Test Post-Test Follow up I Follow up II 

Ex
pe

ri
m

en
t Pre-test - 27.75** 28* 30.41**     

Post-test  - 0.25 2.66  -29**   

Follow up I   - 2.41   -31.6**  

Follow up II     -    -34.5** 

C
on

tr
ol

 Pre-test     - -4 -6.33* -6.83* 

Post-test       -2.33 -2.83 

Follow up I       - -0.50 

Follow up II         - 

*p< .05 **p< .01 

The first hypothesis of the research is confirmed and seen on Table 6. Significant difference 
exists between average scores of PCL-C pre-test of experiment group and those from post-test-and 
follow up-tests I and II. However, the difference between the average scores of PCL-C pre-tests of 
control group and those from post-test, follow up-tests I and II are not significant. Thus The FRP can be 
said to be significant in decreasing post-traumatic stress levels in experiment group. 

  



Education and Science 2019, Vol 44, No 197, 121-138 N. Arıcı Özcan & M. Kaya 

 

130 

Second hypothesis of the Results on Hypothesis on Decreasing Grief Level: In the research it was stated 
that “FRP in Traumatic Grief The program of family resiliency in traumatic grief will be significantly 
more effective in decreasing the grief levels of women and this effect will be sustained in measurements 
to be conducted two and a half, and six months following the completion of the program”. The pre-test, 
post-test, and follow up-tests I and II arithmetic averages and standard deviations (GI) of participants 
in the experiment and control groups are seen in Table 7. 

Table 7. Arithmetic Average and Standard Deviation Values of Experiment and Control Groups` (GI) 
Scores 
Measurements Pre-Test Post Test Follow up Test I Follow up Test II 
Groups X  Ss X  Ss X  Ss X  Ss 
Experiment 
N=12 

100.41 10.29 65.00 9.00 69.58 9.71 63.83 7.77 

Control 
N=12 

107.41 11.65 112.58 8.69 111.83 6.71 115.33 9.57 

Considering Table 7, pre-test averages of experiment and control groups are seen to be 
equivalent while there are differences between post-test and, follow up-tests I and II scores of both 
groups. Whether or not the GI of both groups’ measurement scores averages has significant differences 
or not was tested by variance analysis (ANOVA). Results are presented at Table 8. 

Table 8. Variance Analysis Results of Two Factors on (GI) Experiment and Control Groups Scores 

Source  
Sum  
of Squares Sd 

Average  
of Squares F p 

Eta  
Square 

Between groups  37375.497 23  
Group (E//C) 33004.167 1 33004.167 166.103 .000 .883 
Error  4371.33 22 198.697    

Within groups  14404.497 24  
Measurement (pre-post -
follow up) 

3685.417 1 1541.99 25.177 .000 .534 

Group* Measurement 7498.750 1 3137.357 51.228 .000 .700 
Error 3220.33 22 61.243    

As seen in Table 8, the results on the GI scale the group effect were found to be significant (F(1-

22)= 166,103; p< .01). Without discriminating between pre-test, post-test, and follow up-tests I and II of 
the experiment and control groups, there is a significant difference between average scores from GI. 

Between average scores of individuals obtained from pre-test, post-test, and follow up-tests I 
and II without group discrimination, there were also significant differences (F(2-22)= 25,177 p< .01). 
Without group discrimination, this result shows that grief levels of individuals vary, depending on the 
experimental process. Furthermore, it was seen that value obtained upon examination of common effect 
(group*measurement) was significant (F(2-22)= 51,288; p< .01). This shows that scores of individuals from 
the PCL-C scale in pre-test, post-test, and follow up I and II measurements in the experiment and control 
groups varied. Considering all of these results, it can be concluded that the hypothesis claimed on grief 
in the study is accepted. A Tukey test was conducted to indicate between which groups a significant 
differences exists, according to measurements between groups. The values obtained are shown in  
Table 9. 
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Table 9. Tukey Test Results on Differences in Between Subjects and Within Subjects of Measurements 
of GI versions 

  Experiment Group Control Group 

  Pre-Test Post-Test Follow up I Follow up II Pre-Test Post-Test Follow up I Follow up II 

Ex
pe

ri
m

en
t Pre-test - 35.41** 30.83* 36.58**     

Post-test  - -4.58 1.16  -47.5**   

Follow up I   - 5.75   -42.2**  

Follow up II     -    -51.5** 

C
on

tr
ol

 Pre-test     - -5.16 -4.11 -7.91 

Post-test       0.75 -2.75 

Follow up I       - -3.50 

Follow up II         - 

*p< .05 **p< .01 

The second hypothesis of the research is confirmed and seen in Table 9. A significant difference 
exists between average scores of PCL-C pre-test of experiment group and those from post-test and, 
follow up-tests I and II. However, the difference between average scores of PCL-C pre-test of control 
group and those from post-test and, follow up-tests I and II is not significant. Thus, the FRP regarding 
the traumatic grief problem can be said to be significantly efficient in decreasing grief levels in 
experiment group. 

Results on Hypotheses on Increasing Family Resiliency Level: The third hypothesis stated that “The 
program of family resiliency in traumatic grief will be significantly more effective in increasing the 
family resilience levels of women and this effect will be sustained in measurements to be conducted two 
and a half, and six months following the completion of the program.” The pre-test, post-test, and follow 
up-tests I and II arithmetic averages and standard deviations (FRS) of participants in experiment and 
control groups are seen in Table 10. 

Table 10. Arithmetic Average and Standard Deviation Values of Experiment and Control Groups` 
(FRS) Scores 
Measurements Pre-Test Post Test Follow up Test I Follow up Test II 
Groups X  Ss X  Ss X  Ss X  Ss 
Experiment 
N=12 

102.58 10.67 165.91 10.8 162.58 14.13 170 4.99 

Control 
N=12 

106.5 14.66 97.00 11.14 97.16 8.76 96.5 8.35 

Considering Table 10, pre-test averages of experiment and control groups are seen to be 
equivalent while there are differences between post-test and, follow up-tests I and II scores of both 
groups. Whether the FRS of both groups’ measurement score averages have significant differences or 
not was tested by variance analysis (ANOVA). Results here are presented at Table 11. 
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Table 11. Variance Analysis Results of Two Factors on Experiment and Control Groups FRS Scores 

Source  
Sum  
of Squares Sd 

Average  
of Squares F p 

Eta  
Square 

Between groups  66884.656 23  
Group (E//C) 62373.010 1 62373.010 304.148 .000 .933 
Error  4511.646 22 205.075    

Within groups  43397.691 24  
Measurement (pre-post -
follow up) 

13245.365 1 7013.378 49.839 .000 .694 

Group* Measurement 24305.615 1 12869.744 91.456 .000 .806 
Error 5846.711 22 41.549    

As seen in Table 11, the results on the FRS scale the group effect were found to be significant 
(F(1-22)= 304,148; p< .01). Without discriminating between pre-test, post-test, and follow up-tests I and II 
of experiment and control groups, there is a significant difference between average scores from FRS. 

Between average scores of individuals obtained from pre-test, post-test, follow up-tests I and II 
without group discrimination, there were also significant differences (F(2-22)= 49,839 p< .01). Without 
group discrimination, this result shows that grief levels of individuals vary, depending on the 
experimental process. Furthermore, it was seen that value obtained upon examination of common effect 
(group*measurement) was significant (F(2-22)= 91,45; p< .01). This shows that scores of individuals from 
FRS (level) in pre-test, post-test, and follow up I and II measurements in experiment and control groups 
varied. Considering all these results, it can be concluded that the hypothesis claimed on family 
resiliency in the study is verified. A Tukey test was conducted to indicate between which groups a 
significant differences exists, according to measurements between groups. The values obtained are 
shown in Table 12. 

Table 12. Tukey Test Results on Differences in Between Subjects and Within Subjects of 
Measurements of FRS Scores 

  Experiment Group Control Group 

  Pre-Test Post-Test Follow up I Follow up II Pre-Test Post-Test Follow up I Follow up II 

Ex
pe

ri
m

en
t Pre-test - -63.3* -60* -67.4**     

Post-test  - 3.3 -4  68.9**   

Follow up I   - 7.4   65.4**  

Follow up II     -    73.5** 

C
on

tr
ol

 Pre-test     - 9.5 9.3 10 

Post-test       0.16 0.5 

Follow up I       - 0.66 

Follow up II         - 

*p< .05 **p< .01 

The third hypothesis of the research is confirmed and seen in Table 12. Significant difference 
exists between average scores of FRS from the pre-test of the experiment group and those from post-
test and, follow up-tests I and II. However, the difference between average scores of FRS pre-test of the 
control group and those from post-test, and follow up-tests I and II is not significant. Thus, FRP in 
traumatic grief can be said to be significantly efficient in decreasing grief levels in experiment group. 
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Discussion and Conclusion 

The first two results of the research showed that FRP in traumatic grief have been effective in 
decreasing post-traumatic stress and grief levels. This program as the independent variant of the 
research was prepared on the basis of three principles (attachment theory, cognitive behavioral 
approach, and systemic family therapy). It is seen that literature contains studies that show programs 
based on these three approaches are efficient in decreasing grief and trauma levels of individuals with 
traumatic grief issues, supporting the results of this study (Boelen & Prigerson, 2007; Rosner, Lumberck, 
& Geissner, 2011; Sandler et al., 2003).  

Many studies in the literature may support the effectiveness of attachment theory features 
(relationship internal mental representation centering) of the FRP in traumatic grief. The fact that these 
studies are effective in reducing traumatic grief symptoms with mental representation (Field & 
Friedrichs, 2004) and writing (Wagner, Knaevelsrud, & Maercker, 2006; Lichtenthal & Crues, 2010) 
which may be parallel with trauma and grief results of this research. 

Furthermore, many studies in the literature may support the effectiveness of cognitive 
behavioral features (Socratic questioning, dealing with irrational beliefs, restructuring rational beliefs) 
of the FRP in traumatic grief. In these studies (Boelen & Prigerson, 2007; Layne et al., 2001, Lenferink et 
al., 2016; Pearlman et al., 2014; Pfeffer et al., 2002; Rosner et al., 2015; Rosner et al., 2011; Saltzman et al., 
2001; Shear & Bloom, 2017; Shear et al., 2005)) stated that 8-10 week group intervention programs for 
participants with different traumatic loss (suicide, terrorist attack) decreased significantly the post-
traumatic stress and grief level. These findings can support trauma and grief results of this research. 

There are various researches conducted on the basis of systemic family therapy supporting FRP 
in traumatic grief. These researches (Boss et al. 2003; Kissane et al., 2006; Sandler et al., 2003) found that 
8-12 weeks of group intervention programs for participants with different traumatic loss (suicide, 
terrorist attack) reduced significantly post-traumatic stress and grief levels. These results were 
accordance with trauma and grief findings of this study. 

Moreover, a constant increase of trauma levels of women in the control group of the study and 
an increase, although not significant, in grief levels as well prove that preventive research is crucial. 
Burnett et al. (1994) stressed that a family`s traumatic grief tragedy experience does not end unless the 
traumatic grief issue is handled. Stroebe and Schutt (2001) and Worden (2010 ) stated that, when not 
handled, traumatic grief problems can increase in intensity on special days or certain occasions and 
negatively affect the functionality of the family. All these results show significance of FRP.  

The third basic outcome of the study is that the FRP in traumatic grief was effective in increasing 
family resiliency in traumatic grief. The program used in this study stressed the importance of 
continuous and holistic social, emotional support in a family upon loss, and an increase in family 
resiliency of participants was observed. This result supports the view that support from the periphery 
(neighbors, relatives, friends), positive outlook of family members on life, and their skill of continuing 
as a family as well as emotional support upon loss make families resilient, as mentioned in various 
studies (Campbell & Demi, 2000; Greeff & Human 2004; Hooghe & Neiyemer, 2012; Walsh & 
McGoldbrick, 2004). 

There have been experimental studies handling family resiliency results of FRP in traumatic 
grief. Some of these studies (Boss et al., 2003; Kissane et al., 2006; Sandler et al., 2003) found that 8-12 
weeks of family focused grief programs for families suffering from different traumatic loss (disease, 
terrorist attack) significantly increased the family resilience level. These results are parallel to the 
findings of this study on family resilience. Similarly, some of these studies (Griffith et al., 2005; Landau 
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& Saul, 2004; Weine et al., 2008) found that 8-10 weeks of group intervention programs for families with 
different traumas (natural disasters, battles) significantly increased the family resilience level. These 
results can support the family resilience findings of this study.  

Finally, certain aspects of the program’s structure and contents might be significant in its being 
an experimental study with proven efficiency in increasing family resiliency and decreasing signs of 
traumatic grief. Some facts, including that the structure and content of the program were prepared on 
a biopsychosocial view, the relationship with the center of the program, questioning of the individuals 
themselves/thoughts /behaviors/feelings in the program, being awareness of feelings and body 
sensations and sharing these feelings and sensations, sources of negative experiences handled in context 
of strength aspects, homework made part of the program, a pilot application conducted one year in 
advance, and review of the programs by experts, might have significant impacts on decreasing post-
traumatic stress levels of participants.  

Taken consideration to all the results of this research, it can be said that there are various 
limitations of the research. Considering these limitations, the following suggestions can be said to 
researchers and practitioners. Findings of this study are limited to the results obtained from women 
who lost their husband with disease (chronic or sudden) murder and with a traffic accident. However, 
as a result of increasing victimization of war and terrorism in the world today many families face 
traumatic losses .In this respect this research can be applied to and tested on those who lost relatives in 
war and terrorism. Moreover, this study is limited to the results obtained from adult women. A similar 
study can be conducted on children and adolescent groups. Since family resiliency is a 
multidimensional concept, there are few relevant and reliable measuring means. This study uses FRS 
applied to a risk group (parents with mental disabilities) with sub-dimensions (challenging, self-
sufficiency, conduct of life and control) that are proper to measure family resiliency. Therefore, this can 
develop a family resiliency scale that applies to traumatic grief group and that is formed in traumatic 
grief problem of only sub-dimensions of family resiliency. In this respect a similar study to this 
developed family resiliency scale can be conducted to identify its effectiveness. And a longer term of 
one to two years of effectiveness of the FRP in traumatic grief can be monitored and its permanent 
effects can be tested within the scope of this research. Finally, the FRP in traumatic grief organized 
program easily utilized by experts working in psychological counseling and guidance and psychology. 
In this context, it can be reapplied and tested by experts. 

  



Education and Science 2019, Vol 44, No 197, 121-138 N. Arıcı Özcan & M. Kaya 

 

135 

References 

Balcı, A. (1997). Sosyal bilimlerde araştırma: Yöntem, teknik ve ilkeler. Ankara: TDFO Yayınları.  
Balcı-Çelik, S. (2006). Yas ölçeği: Geçerlilik ve güvenirlik çalışması. Türk Psikolojik Danışma ve Rehberlik 

Dergisi, 25(3), 105-114. 
Bava, D., Coffey, E. P. Weingarten, K., & Becker, C. (2010). Lessons in collaboration, four years post 

katrina. Family Process, 49, 543-558. 
Bettmann, J. E., & Jasperson, R. A. (2008). Adults in Wilderness Treatment: A Unique Application of 

Attachment Theory and Research. Clinical Social Work Journal, 36, 51-61. 
Boelen, P. A., & Prigerson, H. G. (2007). The influence of symptoms of prolonged grief disorder, 

depression, and anxiety on quality of life among bereaved adults. A Prospective Study. European 
Archives of Psychiatry Clinical Neuroscience, 257, 444-452. 

Boelen, P. A., van den Hout, M., & van den Bout, J. (2005). A cognitive behavioral conceptualization of 
complicated grief. Clinical Psychology: Science and Practice, 13, 109-128. 

Boss, P., Beaulieu, L., Wieling, E., Turner, W., & La Cruz, S. (2003). Healing loss, ambiguity, and trauma 
a community based intervention-based with families of union workers missing after the 9/11 attack 
in New York City. Journal of Marital and Family Therapy, 29(4), 455-467. 

Burnett, P., Middleton, W., Raphael, B., Dunne, M., Moylan, A., & Martinek, N. (1994). Concepts of 
normal bereavement. Journal of Traumatic Stress, 7, 123-128. 

Büyüköztürk, Ş. (2002). Deneysel desenler öntest-sontest kontrol gruplu desen ve veri analizi. Ankara: Pegem 
Yayıncılık.  

Campbell, C. L., & Demi, A. S. (2000). Adult children of fathers missing in action (mia): An examination 
of emotional distress, grief, and family hardiness. Family Relations, 49, 267-276. 

Cesur, H. (2012). Yetişkinlerde Travmatik Yasın ve Travma Sonrası Büyümenin Psiko-Sosyal Belirleyicileri 
(Unpublished master’s thesis). Hacettepe University Institute of Social Sciences, Ankara. 

Cohen, J. A., Mannarino, A. P., & Deblinger, E. (2006). Treating trauma and traumatic grief in children and 
adolescents. New York, NY: Guilford. 

Chen, J. H., Bierhals, A. J., Prigerson, H. G., Kasl, S. V., Mazure, C. M., & Jacobs, S. (1999). Gender 
differences in the effects of bereavement related psychological distress in health outcomes. 
Psychological Medicine, 29(2), 367 380. 

Çelik, S., & Sayıl, I. (2003). Patolojik yas kavramına yeni bir yaklaşım: Travmatik yas. Kriz, 11 (2) 29-34. 
Field, N. P., & Friedrichs, M. (2004). Continuing bonds in coping with the death of a husband. Death 

Studies, 28, 597-620. 
Field, N. P., Gao, P., & Paderna, L. (2005). Continuing bonds bereavement: An attachment theory based 

perspectives. Death Studies, 29, 1-23. 
Field, N. P., & Sundin, E. (2001). The Role of Adult Attachment in Adjustment to Conjugal Bereavement. 

Journal of Social and Personal Relationships, 18, 347-36. 
Fleming, S., & Robinson, P. (2001). Grief and Cognitive Therapy: The Reconstructing. In M. S. Stroebe, 

W. Stroebe & R. O. Hannson (Eds.). Handbook of bereavement (pp. 647-669) Cambridge, U.K. 
Cambridge University Press. 

Fraley, C. R., & Bonanno, C. R. (2004). Attachment and loss: A test of three competing models on the 
association between attachment-related avoidance and adaptation to bereavement. Social 
Psychology Bulletin, 30, 878-889. 

Fujisawa, D., Miyashita, M., Nakajima, S., Ito, M., Kato, M., & Kim, Y. (2010). Prevalence and 
determinants of complicated grief in general population. Journal of Affective Disorders, 127, 352-358. 

Greeff, A. P., & Human, B. (2004). Resilience in families in which a parent has died. The American Journal 
of Family Therapy, 32(1), 27-42. 



Education and Science 2019, Vol 44, No 197, 121-138 N. Arıcı Özcan & M. Kaya 

 

136 

Griffith, J. L., Agani, F., Weine, S., Ukshini, S., Pulleyblank-Coffey, E., Ulaj, J., ... Kallaba, M. (2005). A 
Family-Based Mental Health Program of Recovery from State Terror in Kosova. Behavioral Sciences 
and the Law, 23, 547-558. 

Hooghe, A., & Neiyemer, R. A. (2013). Family resilience in the wake of loss: A meaning-oriented 
contribution. In D. S. Becvar (Ed.), Handbook of Family Resilience (pp. 269-284). New York: Springer. 

Jacobs, S. (1999). Traumatic grief: Diagnosis, treatment, and prevention. New York: Brunner/ Mazel. 
Jacobs, S., Mazure, C., & Prigerson, H. (2000). Diagnostic criteria for traumatic grief. Death Studies, 24(3), 

185-199. 
Jacobs, S., & Prigerson, H. (2000). Psychotherapy of traumatic grief: A review of evidence for 

psychotherapeutic treatments. Death Studies, 24(6), 479-495. 
Kaner, S., & Bayraklı, H. (2010). Aile yılmazlığı ölçeği: Geliştirilmesi, geçerliliği ve güvenirliliği. Ankara 

Üniversitesi Eğitim Bilimleri Fakültesi Özel Eğitim Dergisi, 11(2)-47-62. 
Kavanagh, D. J. (1990). Towards a Cognitive-Behavioural Intervention for Adult Grief Reactions. British 

Journal of Psychiatry, 157, 373-383. 
Kersting, A., Brähler, E., Glaesmer, H., & Wagner B. (2011). Prevalence of complicated grief in a 

representative population-based sample. Journal of Affective Disorders, 131, 339-343. 
Kissane, D., & Bloch, S. (2003). Family focused grief therapy. Philadelphia: Open University Press.  
Kissane, D., McKenzie, M., Bloch, S., Moskowitz, C., McKenzie, D., & O'Neill, I. (2006). Family focused 

grief therapy: A Randomized controlled trial in palliative care and bereavement. American Journal 
of Psychiatry, 163, 1208-1218.  

Kocabasoğlu, N., Özdemir, A. C., Yargıç, I., & Geyran, P. (2005). “PTSD checklist-civilian version” 
(PCLC) ölçeğinin geçerlilik ve güvenirlilik çalışması. Yeni Symposium, 43(3), 126-134. 

Landau, J., Finetti, J. C., Jaffe, R., Specie, J., Tuttle, J., & Espaillat, E. (1996). Manual for the link-individual 
family empowerment to reduce risk of HIV⁄AIDS and other sexually transmitted diseases. Rochester, NY: 
University of Rochester School of Medicine and Dentistry. 

Landau, J., Mittal, M., & Wieling, E. (2008). Linking human systems: Strengthening individuals families 
and communities in the wake of mass trauma. Journal of Marital and Family Therapy, 34(2), 193-209.  

Landau, J., & Saul, J. (2004). Family and community resilience in response to major disaster. In F. Walsh 
& M. McGoldrick (Eds.), Living beyond loss: Death in the family (2nd ed., pp. 285-309). New York: 
Norton.  

Latham, A. E., & Prigerson, H. G. (2004) Suicidality and bereavement: complicated grief as psychiatric 
disorder presenting greatest risk for suicidality. Suicide Life Threat Behaviour, 34, 350-362. 

Layne, C. M., Pynoos, R. S., Saltzman,W. S., Arslanagic, B., Black, M., Savjak, N., … Houston, R. (2001). 
Trauma/grief-focused group psychotherapy: School-based post-war intervention with traumatized 
Bosnian adolescents. Group Dynamics: Theory, Research, and Practice, 5, 277-290. 

Lee, G. R., Willets, M. C., & Seccombe, K. (1998). Widowhood and depression: Gender differences. 
Research on Aging, 20(5), 611-630. 

Lenferink, L. I. M., Wessel, I., de Keijser, J., & Boelen, P.A (2016). Cognitive behavioural therapy for 
psychopathology in relatives of missing persons: Study protocol for a pilot randomized controlled 
trial. Pilot Feasibility Studies, 2-19. 

Lichtenthal, W. G., & Cruess, D.G. (2010). Effects of directed written disclosure on grief and distress 
symptoms among bereaved ındividuals, Death Studies, 34(6), 475-499. 

Litz, B. (2004). Early intervention for trauma and traumatic loss. New York: Guilford Press.  
Malkinson, R. (2013). Bilişsel yas terapisi: Bir yakınını yitirdikten sonra yaşamın anlamını yeniden 

yapılandırma. (Trans. S. Kunt-Akbaş). Ankara: Hekimler Birliği Yayınları. (Published in Cognitive 
Grief Therapy, 2007). 



Education and Science 2019, Vol 44, No 197, 121-138 N. Arıcı Özcan & M. Kaya 

 

137 

Neimeyer, R. A., Prigerson, H., & Davies, B. (2002). Mourning and meaning. American Behavioral 
Scientist, 46, 235-251. 

Özbay, Y., & Aydoğan, D. (2013). Aile Yılmazlığı: Bir Engele Rağmen Birlikte Güçlenen Aile. Sosyal 
Politika Çalışmaları, 13(7), 9-44. 

Pearlman, L. A., Wortman, C. B., Feuer, C. A., Farber, C. H., & Rando, T. A. (2014). Treating traumatic 
bereavement: A practitioner’s guide. New York, NY: Guilford  

Pfeffer, C. R.,  Jiang, H., Kakuma, T., Hwang, J., & Metsch, M. (2002). Group intervention for children 
bereaved by suicide of a relative. Journal American Academy of Child & Adolescent Psychiatry, 41, 505-
551 

Prigerson, H. G., Bierhals, A. J., Wolfson, L., Ehrenpreis, L., & Reynolds, C. F. (1997). Case histories of 
complicated grief. Omega, 35, 9-24. 

Prigerson, H. G., & Jacobs, S. C. (2001). Traumatic grief as a distinct disorder: a rationale, consensus 
criteria, and a preliminary empirical test. In M. S. Stroebe, R. O. Hansson, W. Stroebe & H. Schut 
(Eds.), Handbook of bereavement research (pp. 613-645). Washington, DC: American Psychological 
Association. 

Prigerson, H. G., Vanderwerker, L. C., & Maciejewski, P. K. (2008). Prolonged grief disorder: a case for 
inclusion in DSM-V. In M. S. Stroebe, R.O. Hansson, H Schut, W., Handbook of bereavement research 
and practice: 21st century perspectives, s.165-86. Washington, DC: American Psychological 
Association Press. 

Rosner R, Bartl H, Pfoh G, Kotoučová, M., & Hagl M. (2015). Efficacy of an integrative CBT for prolonged 
grief disorder: a long-term follow-up. Journal of Affective Disorders, 183, 106-12. 

Rosner, R., Lumberck, G., & Geissner, E. (2011a). Effectiveness of an inpatient group therapy for 
comorbid complicated grief disorder. Psychotherapy Research, 21(2), 210-218. 

Rosner, R., Pfoh, G., & Kotoučová, M. (2011b). Treatment of complicated grief. European Journal of 
Psychotraumatology, 2, 1-10. 

Rubin, S. S. (1999). The Two Track Model of Bereavement: Prospects and Restrospect. Death Studies, 23, 
681-714. 

Saltzman, W. R., Pynoos, R. S., Layne, C. M., Steinberg, A. M., & Aisenberg, E. (2001). Trauma/grief 
focused intervention for adolescents exposed to community violence: results of a school-based 
screening and group treatment protocol. Group Dynamics: Theory, Research, and Practice, 5, 291-303.  

Sandler, I. R., Ayers, T. S., Wolchik, S. A., Tein, J. Y., Kwok, O. M., Haine, R. A., & Griffin, W. A. (2003). 
The family bereavement program: Efficacy evaluation of a theory-based prevention program for 
parentally bereaved children and adolescents. Journal of Consulting and Clinical Psychology, 71(3), 
587-600. 

Schupp, L. J. (2004). Grief Normal Complicated Traumatic. Pesi Health Care. USA. 
Sezgin, U., Yüksel, Ş., Topçu, Z., & Genç-Dişçigil, A. (2005). Ne Zaman TravmatikYas Tanısı Konur? Ne 

Zaman Tedavi Başlar. Klinik Psikiyatri, 7, 167-175.  
Shear, M. K, & Bloom, C.G. (2017) Complicated grief treatment: An evidence-based approach to grief 

therapy. Journal of Rational-Emotive & Cognitive-Behavior Therapy, 35(1), 1-20. 
Shear, M. K., Frank, E., Foa, E., Cherry, C., Reynolds, C. F., Bilt, J. V., & Masters, S. (2001). Traumatic 

grief treatment: A pilot study. American Journal of Psychiatry, 158, 1506-1508. 
Shear, K., Frank, E., Houck, P. R., & Reynolds, C. F. (2005). Treatment of complicated grief: a randomized 

controlled trial. Journal of the American Medical Association, 293, 2601-2608. 
Shear, K., & Shair, H. (2005). Research review. Attachment, loss, and complicated grief. Development 

Psychobiology, 47, 253-267.  



Education and Science 2019, Vol 44, No 197, 121-138 N. Arıcı Özcan & M. Kaya 

 

138 

Sitterle, K. A., & Gurcwitch, R. H. (1999). The Terrorist bombing in Oklahoma City. In E. S. Zinner, & 
M. B. Williams (Eds.), When a community weeps: Case studies in group survivorship (pp. 160-189). New 
York: Brunner-Mazel. 

Stroebe, W., & Schut, H. (2001). Risk Factors in Bereavement Outcome: A Methodological and empirical 
review. In M. S. Stroebe, R. O. Hansson, W. Stroebe, & H. Schut (Eds.), Handbook of bereavement 
research. Consequences, coping, and care (pp. 349-372). Washington, DC: American Psychological 
Association Press . 

Sung, S. C., Dryman, M.T., Marks, E., Shear, M. K., Ghesquiere, A., Fava, M., & Simon, N. M. (2011) 
Complicated grief among individuals with major depression: prevalence, comorbidity, and 
associated features. Journal of Affective Disorders, 134, 453-458.  

Volkan, V. D., & Zıntl, E. (2010). Gidenin Ardından. İstanbul: Oa Yayınları. 
Walsh, F. (2003). Family resilience: A framework for clinical practice. Family Process, 42(1), 1-18. 
Walsh, F. (2006). Strengthening family resilience (2nd ed). New York: The Guilford Press.  
Walsh, F. (2007). Traumatic loss and major disasters: Strengthening family and community resilience. 

Family Process, 46, 207-227.  
Walsh, F., & McGoldrick, M. (2004). Living beyond loss: Death in the family (2nd ed). New York: Nortona. 
Walsh, F., & McGoldrick, M. (2013). Bereavement: A family life cycle perspective [Special Issue]. Family 

Science, 4(1), 20-27. 
Wagner, B., Knaevelsrud, C., & Maercker, A. (2006). Internet-based cognitive-behavioral therapy for 

complicated grief: A randomized controlled trial. Death Studies, 30, 429-453. 
Wayment, H. A. (2006). Attachment style, empathy and helping following a collective loss: evidence 

from the September 11 terrorist attacks, Attachment & Human Development, 8(19), 1-9. 
Wayment, H. A., & Vierthaler, J. (2002). Attachment Style and Bereavement Reactions. Journal of Loss 

and Trauma, 7, 129-149. 
Weathers, F. W., Litz, B. T., Herman, D. S., Huska, J. A., & Keane, T. M (1993). The PTSD Checklist

 (PCL): Reliability, validity, and diagnostic utility. Paper presented at the 9th Annual Conference of 
the ISTSS, San Antonio, TX. 

Weine, S., Knafl, K., Feetham, S., Kulauzovic, Y., Klebic, A., & Sclove S. (2005).A Mixed Methods Study 
of Refugee Families Engaging in Multiple-Family Groups. Family Relations, 54(4), 558-568. 

Weine, S., Kulauzovic, Y., Klebic, A., Besic, S. , Mujagic, A., Muzurovic, J., … Rolland, J. (2008). 
Evaluating a Multiple-Family Group Access Intervention for Refugees with PTSD. Journal of 
Marital and Family Therapy, 34(2), 149-164. 

Weine, S. M., Muzurovic, N., Kulauzovic, Y., Besic, S, Lezic, A., Mujagic, A., … Pavkovic, I. (2004). 
Consequences of Political Violence in Refugee Families. Family Process, 43, 147-160. 

Wetherell, J. L. (2012). Complicated grief therapy as a new treatment approach Dialogues in Clinical 
Neuroscience, 14(2), 159-166. 

Williams, J. L., Rheingoldb, A. A., McNallanb, L. J., & Knowltonb, A. V (2018). Survivors’ perspectives 
on a modular approach to traumatic grief treatment, Death Studies, 1-9. 

Worden, W. J. (2010). Grief Counselling and Grief Therapy: A Handbook for the mental health practitioner. UK: 
Brunner-Routledge. 

Yu, W., He, L., Xu, W., Wang, J., & Prigerson, H. G. (2016). How do attachment dimensions affect 
bereavement adjustment? A mediation model of continuing bonds. Psychiatry Research, 238, 93-99. 



<<

  /ASCII85EncodePages false

  /AllowTransparency false

  /AutoPositionEPSFiles true

  /AutoRotatePages /None

  /Binding /Left

  /CalGrayProfile (Dot Gain 20%)

  /CalRGBProfile (sRGB IEC61966-2.1)

  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)

  /sRGBProfile (sRGB IEC61966-2.1)

  /CannotEmbedFontPolicy /Error

  /CompatibilityLevel 1.4

  /CompressObjects /Tags

  /CompressPages true

  /ConvertImagesToIndexed true

  /PassThroughJPEGImages true

  /CreateJobTicket false

  /DefaultRenderingIntent /Default

  /DetectBlends true

  /DetectCurves 0.0000

  /ColorConversionStrategy /CMYK

  /DoThumbnails false

  /EmbedAllFonts true

  /EmbedOpenType false

  /ParseICCProfilesInComments true

  /EmbedJobOptions true

  /DSCReportingLevel 0

  /EmitDSCWarnings false

  /EndPage -1

  /ImageMemory 1048576

  /LockDistillerParams false

  /MaxSubsetPct 100

  /Optimize true

  /OPM 1

  /ParseDSCComments true

  /ParseDSCCommentsForDocInfo true

  /PreserveCopyPage true

  /PreserveDICMYKValues true

  /PreserveEPSInfo true

  /PreserveFlatness true

  /PreserveHalftoneInfo false

  /PreserveOPIComments true

  /PreserveOverprintSettings true

  /StartPage 1

  /SubsetFonts true

  /TransferFunctionInfo /Apply

  /UCRandBGInfo /Preserve

  /UsePrologue false

  /ColorSettingsFile ()

  /AlwaysEmbed [ true

  ]

  /NeverEmbed [ true

  ]

  /AntiAliasColorImages false

  /CropColorImages true

  /ColorImageMinResolution 300

  /ColorImageMinResolutionPolicy /OK

  /DownsampleColorImages true

  /ColorImageDownsampleType /Bicubic

  /ColorImageResolution 300

  /ColorImageDepth -1

  /ColorImageMinDownsampleDepth 1

  /ColorImageDownsampleThreshold 1.50000

  /EncodeColorImages true

  /ColorImageFilter /DCTEncode

  /AutoFilterColorImages true

  /ColorImageAutoFilterStrategy /JPEG

  /ColorACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /ColorImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000ColorACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000ColorImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasGrayImages false

  /CropGrayImages true

  /GrayImageMinResolution 300

  /GrayImageMinResolutionPolicy /OK

  /DownsampleGrayImages true

  /GrayImageDownsampleType /Bicubic

  /GrayImageResolution 300

  /GrayImageDepth -1

  /GrayImageMinDownsampleDepth 2

  /GrayImageDownsampleThreshold 1.50000

  /EncodeGrayImages true

  /GrayImageFilter /DCTEncode

  /AutoFilterGrayImages true

  /GrayImageAutoFilterStrategy /JPEG

  /GrayACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /GrayImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000GrayACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000GrayImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasMonoImages false

  /CropMonoImages true

  /MonoImageMinResolution 1200

  /MonoImageMinResolutionPolicy /OK

  /DownsampleMonoImages true

  /MonoImageDownsampleType /Bicubic

  /MonoImageResolution 1200

  /MonoImageDepth -1

  /MonoImageDownsampleThreshold 1.50000

  /EncodeMonoImages true

  /MonoImageFilter /CCITTFaxEncode

  /MonoImageDict <<

    /K -1

  >>

  /AllowPSXObjects false

  /CheckCompliance [

    /None

  ]

  /PDFX1aCheck false

  /PDFX3Check false

  /PDFXCompliantPDFOnly false

  /PDFXNoTrimBoxError true

  /PDFXTrimBoxToMediaBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXSetBleedBoxToMediaBox true

  /PDFXBleedBoxToTrimBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXOutputIntentProfile ()

  /PDFXOutputConditionIdentifier ()

  /PDFXOutputCondition ()

  /PDFXRegistryName ()

  /PDFXTrapped /False



  /CreateJDFFile false

  /Description <<



    /BGR <>

    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>

    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>

    /CZE <>

    /DAN <>

    /DEU <>

    /ESP <>

    /ETI <>

    /FRA <>

    /GRE <>



    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)

    /HUN <>

    /ITA <>

    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>

    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>

    /LTH <>

    /LVI <>

    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)

    /NOR <>

    /POL <>

    /PTB <>

    /RUM <>

    /RUS <>

    /SKY <>

    /SLV <>

    /SUO <>

    /SVE <>

    /TUR <>

    /UKR <>

    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)

  >>

  /Namespace [

    (Adobe)

    (Common)

    (1.0)

  ]

  /OtherNamespaces [

    <<

      /AsReaderSpreads false

      /CropImagesToFrames true

      /ErrorControl /WarnAndContinue

      /FlattenerIgnoreSpreadOverrides false

      /IncludeGuidesGrids false

      /IncludeNonPrinting false

      /IncludeSlug false

      /Namespace [

        (Adobe)

        (InDesign)

        (4.0)

      ]

      /OmitPlacedBitmaps false

      /OmitPlacedEPS false

      /OmitPlacedPDF false

      /SimulateOverprint /Legacy

    >>

    <<

      /AddBleedMarks false

      /AddColorBars false

      /AddCropMarks false

      /AddPageInfo false

      /AddRegMarks false

      /ConvertColors /ConvertToCMYK

      /DestinationProfileName ()

      /DestinationProfileSelector /DocumentCMYK

      /Downsample16BitImages true

      /FlattenerPreset <<

        /PresetSelector /MediumResolution

      >>

      /FormElements false

      /GenerateStructure false

      /IncludeBookmarks false

      /IncludeHyperlinks false

      /IncludeInteractive false

      /IncludeLayers false

      /IncludeProfiles false

      /MultimediaHandling /UseObjectSettings

      /Namespace [

        (Adobe)

        (CreativeSuite)

        (2.0)

      ]

      /PDFXOutputIntentProfileSelector /DocumentCMYK

      /PreserveEditing true

      /UntaggedCMYKHandling /LeaveUntagged

      /UntaggedRGBHandling /UseDocumentProfile

      /UseDocumentBleed false

    >>

  ]

>> setdistillerparams

<<

  /HWResolution [2400 2400]

  /PageSize [612.000 792.000]

>> setpagedevice



