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Objective: This study examined whether dimensions of complicated grief (CG) could be distinguished
from dimensions of depression and whether these dimensions were differentially affected by group psycho-
therapy for CG.

Method: A total of 398 psychiatric outpatients who had experienced one or more significant death losses
provided ratings on standard measures of grief and depression. Factor analysis of the 56 items from these
measures was used to explore the possibility that grief and depression symptoms would form separate di-
mensions of distress. Subsamples of the patients also participated in 1 of 2 forms of short-term group ther-
apy for CG. Repeated-measures analysis of variance and calculation of effect sizes were performed to
examine changes in the dimensions following treatment.

Results: The grief items formed 3 distinct clusters representing different dimensions of CG. None of the
depression items loaded highly on these grief dimensions. The depression items formed 2 distinct clusters.
Two of the grief dimensions demonstrated the most improvement following group therapy that addressed
CG. There was also evidence for differential effectiveness of the 2 forms of group therapy.

Conclusions: When assessing psychiatric patients who have death losses, clinicians should consider differ-
ent types of grief reactions. Different types of grief reactions may be responsive to different treatments. In
the absence of depressive symptoms, clinicians should not assume the absence of CG.

(Can J Psychiatry 2003;48:87-93)

Information on funding support and author affiliations appears at the end of the article.

Clinical Implications

[0 Complicated grief is a multidimensional construct; thus, clinicians should attend to different areas of distress
when assessing patients who have lost an important person through death.

[J Symptoms of complicated grief and depression should be considered separately.

0 Interpretive group therapy may be more effective than supportive group therapy for treating specific dimen-
sions of complicated grief.

Limitations

[ The cross-sectional design of the study did not allow us to determine the stability of the dimensions across time.

0 Because other available grief symptom measures were not included, it is possible that other aspects of compli-
cated grief reactions were not assessed.

0 Principal components analysis is an exploratory factor analytic technique; thus, the results of the present study
must be considered preliminary and require replication in a different sample using confirmatory factor analysis.
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Q cute distress is normal following the loss of a loved one.
In some cases, grief reactions reach intensities and dura-
tions that are extreme, are associated with complications (for

example, physical ailments), and interfere with daily func-
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tioning. Such grief reactions are referred to as complicated
grief (CG) (1). There is considerable interest in CG as a noso-
logic entity that is distinct from major depression, panic disor-

der, and posttraumatic stress disorder (2). However, there is
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still much debate concerning the operationalization and vali-
dation of CG.

Clinicians frequently find that loss issues underlie and sustain
patients’ problems. Treatment interventions with these pa-
tients may need to focus on various aspects of CG (3). Robin-
son and Pickett recommended that measures of grief should
cover multiple dimensions to elicit the most clinically useful
material (4). They argued that complications may be restricted
to specific symptoms rather than generalized distress. Uni-
dimensional scales may fail to detect specific problems.

Several instruments have been developed to assess symptoms
of CG (5). However, there have been no attempts to determine
whether the different instruments measure unique aspects of
grief or whether they address common features. Inability to
clearly define the components of CG has contributed to its ex-
clusion as a distinct diagnostic category from the major classi-
fication systems of mental disorders (1).

The debate over whether grief and depression are distinct con-
structs adds to the difficulty in clearly defining CG. Clayton
defined CG as a “continued depressive symptom” (p 34, 6).
Others have argued that CG is distinct from depression (7).
Support for this argument comes from a study of older adults
who had lost a spouse, which demonstrated that CG symp-
toms were empirically distinguishable from symptoms of de-
pression and anxiety (8). This suggests that symptoms unique
to CG may be overlooked if grief and depression are assumed
to be part of the same condition.

Stroebe and others (1) argued that, despite many recent ad-
vances in bereavement research, there remains a need for
greater clarity in defining CG, finer delineation of the overlap
and distinction between grief and other symptoms such as de-
pression, and further validation of the concept of CG. The
present study addressed each of these issues. The study used
data from 2 recently completed investigations of the preva-
lence (9) and treatment of CG (10). The samples were unique
for 2 reasons. First, the subjects were psychiatric outpatients
who had significant death losses. Second, the losses occurred
at least 3 months ago, most well over 1 year ago. Nearly all
previous investigations of dimensions of grief have used
nonpsychiatric samples with recent losses. Although CG has
been found to be prevalent among psychiatric outpatients
(9,11), few researchers have studied symptoms of CG in pa-
tient samples. In addition, Prigerson and others (12) recom-
mended that future studies of the signs and symptoms of grief
and depression be conducted using individuals whose most
significant death loss occurred at least 18 months ago.

Specifically, the present study had 2 objectives. The first was
to determine whether symptoms conceptualized as dimen-
sions of CG could be identified and distinguished from symp-
toms conceptualized as dimensions of depression. The second
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was to determine whether the dimensions of grief and depres-
sion would be differentially affected by group therapy for CG.

Method

Data Collection for the Present Study

To address the first objective of the present study, data from a
large number of patients were required. Data from 398 pa-
tients were available from 2 previously conducted investiga-
tions (9,10) in which patients provided ratings on self-report
measures of grief and depression. One of the previous investi-
gations was a study of the prevalence of significant death
losses and CG among psychiatric outpatients (9). The investi-
gation involved collecting data from patients at 2 psychiatric
outpatient clinics in Vancouver, British Columbia: the As-
sessment and Treatment Services, Department of Psychiatry,
Lions Gate Hospital, and the Outpatient Psychiatry Program,
Department of Psychiatry, Vancouver General Hospital. Data
from 235 patients from the prevalence investigation were used
in the present study to address the first objective. All these pa-
tients had at least 1 significant death loss. To determine
whether they met criteria for CG, the patients completed 3
brief questionnaires. They included a set of Pathological Grief
Items (PGI), adapted from work by Prigerson and others (13),
the Impact of Events Scale (IES; 14), and the Social Adjust-
ment Scale - Self Report (SAS-SR; 15). The PGl and IES were
completed for the 1 or 2 most significant death losses in the pa-
tient’s life.

To meet criteria for CG, the patient had to have a score of 10 or
higher on the PGI, or on the Intrusion Subscale of the IES, or
on the Avoidance Subscale of the IES for at least 1 loss and a
score of 2.0 or higher on 1 of the 6 subscales of the SAS-SR.
The loss must have occurred at least 3 months before. These
criteria were selected, after a review of previous studies, to in-
clude patients with at least moderate grief symptomatology
and social role dysfunction and to rule out immediate grief re-
actions. Sixty percent of the 235 patients met criteria for CG.
Most patients who met the criteria considerably exceeded the
cut-off scores on the questionnaires.

The second investigation that provided data for the present
study was a randomized clinical trial of 2 forms of time-
limited, short-term group therapy for CG (10). The trial was
conducted at the Psychiatric Treatment Clinic of the Depart-
ment of Psychiatry, University of Alberta Hospital Site in Ed-
monton, Alberta. Pretherapy data from 163 patients in the trial
were used in the present study to address the first objective.
All these patients had at least 1 significant death loss and all
met criteria for CG as described above. Most patients consid-
erably exceeded the cut-off scores.

To address the second objective of the present study, data
from 119 of the 163 patients from the Edmonton trial were
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available. These 119 patients completed group therapy for
CG. The pretherapy and posttherapy data from these 119 pa-
tients were used to address the second objective.

Patients

The diagnostic, demographic, and loss information presented
in this section describe the combined sample (n = 398) of pa-
tients from the 2 studies. Patients provided written informed
consent before participating in the studies. The patients re-
ceived DSM-1V diagnoses that were determined jointly by an
intake interviewer and a psychiatrist. Almost all the patients
(87%) received an Axis I diagnosis. The most frequent pri-
mary diagnoses were major depression (60%), dysthymia
(15%), and substance abuse (9%). About one-half of the pa-
tients (48%) received one or more Axis II diagnoses. The most
frequent of these diagnoses were obsessive—compulsive
(29%), dependent (28%), avoidant (17%), and borderline
(15%). Slightly more than one-third of the patients (39%) re-
ceived both Axis I and Axis II diagnoses.

The average age of the patients was 42.3 years. Sixty-six per-
cent were women. Thirty-six percent were married or living
with a partner, 29% were separated or divorced, 9% were wid-
owed, and 26% had never been married. Seventy percent had
at least a high school education, and 53% were employed. The
types of losses reported by the patients and their prevalence
were parent (46.3%), partner (7.8%), sibling (8.1%), friend
(9.6%), child (7.6%), grandparents (5.5%), and other
(13.4%). The average time since the loss(es) was 9.7 years
(SD 10.2, range 0.25 to 47.0). For approximately one-half of
the patients, the time since the loss exceeded 5 years.

Measures

Three self-report questionnaires were used to assess CG
symptoms. They included the PGI (13), the IES (14), and the
13-item Texas Revised Inventory of Grief (TRIG; 16). These
measures were chosen because they purport to assess different
aspects of an individual’s griefresponse and have been used in
many research studies of grief. The PGI addresses symptoms
of traumatic distress and separation distress. The IES focuses
on 2 major aspects: the intrusion of thoughts, images, and feel-
ings about the death and attempts to avoid such feelings and
cognitions. The TRIG was designed to assess symptoms asso-
ciated with separation distress. Patients in both studies com-
pleted the 3 grief measures for their 1 or 2 most significant
death losses, following their initial visit to the outpatient clin-
ics. For the present study, scores on the 3 grief measures for
the most troublesome loss were used. This was identified as
the loss with the highest intrusion or avoidance score from the
IES.

Depressive symptoms were assessed using the Beck Depres-
sion Inventory-II (BDI-II; 17). This self-report measure re-
flects the diagnostic criteria for major depressive disorders as
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described in the DSM-IV. Patients in both studies completed
the BDI-IT upon their initial presentation to the outpatient clin-
ics. Patients in the Edmonton outcome study also completed
the 3 grief measures and the BDI-II a second time, following
their completion of short-term group therapy for CG.

Therapies

Patients in the Edmonton outcome study were randomly as-
signed to either interpretive or supportive group therapy for
CG. The therapies were guided by treatment manuals and dif-
fered as intended according to assessments of therapist adher-
ence to the manuals. Patients were scheduled for weekly
90-minute sessions for 12 weeks. In interpretive therapy, the
primary objective was to enhance the patients’ insight about
repetitive conflicts (intrapsychic and interpersonal) and
trauma that are associated with the losses and that were as-
sumed to serve as impediments to experiencing a normal
mourning process. In supportive therapy, the primary objec-
tive was to improve the patients’ immediate adaptation to their
life situations. It was assumed that improvements in sympto-
matology and social (role) functioning could be achieved
through the provision of support and problem solving.

Management of medication was conducted by 1 of 2 project
psychiatrists. Fifty-seven percent of the therapy completers
were prescribed psychotropic medication prior to the start of
the therapy groups and were maintained on a constant dosage
for the duration of the study. In nearly all cases (92.3%), the
medication was an antidepressant (tricyclic, selective sero-
tonin reuptake inhibitor, or other). In the remaining cases
(7.7%), an anxiolytic, antipsychotic, or hypnotic was pre-
scribed. Statistical analyses revealed no significant differ-
ences between the 2 forms of therapy in initial use or pattern of
use during therapy.

Data Analyses

Data analyses proceeded in 2 parts. First, the 56 item scores
from the 3 grief measures and the BDI-II that were provided
by the 398 patients were subjected to a principal components
analysis (PCA) with varimax rotation. The PCA was con-
ducted to identify the dimensions underlying the grief and de-
pression items. Dimensions had to have an eigenvalue of at
least 1.0 to be retained, and Cattell’s (18) scree test was used to
ascertain the number of dimensions to extract. [tems were as-
signed to factors based on their highest loading (minimum ac-
ceptable loading of 0.40). The subject to variable ratio was
7:1. After the dimensions were identified, dimension scores
were calculated and the correlations among the dimensions
were examined using Pearson correlations. Reliability of the
dimensions was examined using Cronbach’s alpha.

Second, to test the validity of the dimensions, we examined
whether the dimension scores changed as a function of treat-
ment for the 119 patients who completed therapy in the
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Table 1 Correlations among the grief and depression
dimensions

Grief experi- Grief avoid- Depression- Depression-

ences and ance cognitive somatic
attitudes

Grief symptoms 0.75 0.62 0.19 0.19
Grief — 0.54 0.24 0.22
experiences

and attitudes

Grief avoidance — — 0.21 0.20
Depression- — — — 0.69
cognitive

All correlations are significant at P < 0.001.

Table 2 Examination of change on each dimension
following short-term group therapy using
repeated-measures ANOVA

Dimension F df P
Grief symptoms 124.18 1, 105 < 0.001
Grief experiences and 52.48 1, 105 <0.001
attitudes

Grief avoidance 83.93 1, 104 < 0.001
Depression-cognitive 22.56 1, 104 < 0.001
Depression-somatic 32.85 1,104 <0.001

ANOVA = analysis of variance

Edmonton outcome study. Treatment (interpretive vs suppor-
tive) by time (pretherapy vs posttherapy) repeated-measures
analyses of variance (ANOVAs) were used to examine
whether scores on the dimensions changed across the treat-
ment period and whether there were any differences in change
between the 2 forms of therapy. We also calculated effect
sizes to determine the magnitude of change on the dimen-
sions. Comparisons of the effect sizes were performed using
paired-samples #-tests to determine which dimensions
changed the most and least following group therapy for CG.
As well, because about one-half of our sample were on psy-
chotropic medication, we examined the effect of medication
on change in the 5 dimensions. Repeated-measures ANOV As
were used to examine this issue.

Results

Defining Dimensions of Grief and Depression

The PCA of'the 56 items generated 6 dimensions. Because the
sixth dimension had only one item, it was discarded. The 5-
dimension solution accounted for 52.9% of the variance in the
item ratings (a table of the item loadings is available from the
authors upon request). The first dimension accounted for
14.8%. Five of the 6 PGI items, all of the items from the
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Intrusion Subscale of the IES, and 1 item from the Avoidance
Subscale of the IES loaded highly on this factor. The content
of most items reflects intrusive grief symptoms such as dis-
tressful thoughts and feelings about the lost person, yearning,
searching, and numbness or disbelief. These symptoms are
most often associated with CG. Thus, we labelled this dimen-
sion grief symptoms. The second dimension accounted for
13% of the variance. Only the 13 items of the TRIG loaded
highly on this dimension. Many of these items also reflect in-
trusive grief symptoms such as persistent emotional distress,
rumination, and painful memories. In addition, several items
reflect attitudes suggesting a lack of acceptance of the death.
We labelled this dimension grief experiences and attitudes.
The third dimension accounted for 11% of the variance and
consisted of 12 of the 21 BDI-II items. Many items reflect
self-blame and despair. We labelled this dimension
depression-cognitive. The fourth dimension, accounting for
8.3% of the variance, consisted of 7 of the 8 items from the
Avoidance Subscale of the IES. These items reflect an active
quality of avoiding thoughts and feelings associated with the
lost person. We labelled this dimension grief avoidance. The
fifth dimension accounted for 6.8% of the variance. The re-
maining 9 items of the BDI-II loaded highly on this dimen-
sion. Many represent the somatic components of depression,
notably fatigue and lack of energy. We labelled this dimen-
sion depression-somatic.

The reliability (alpha) coefficients for each dimension were
high (ranging from 0.83 to 0.94), indicating that the dimen-
sions of grief and depression are internally consistent. The
correlations among the dimensions are presented in Table 1.
The grief symptoms and grief experiences and attitudes di-
mensions shared much variance. This is not surprising consid-
ering the conceptual overlap between the 2. Similarly, the 2
depression dimensions shared much variance. In contrast, the
correlations between the grief dimensions and the depression
dimensions were low, thus providing evidence for their
independence.

Statistically Significant Change in the Dimensions

The repeated-measures ANOVAs indicated statistically sig-
nificant change for each of the 5 dimensions over the course of
short-term group therapy for CG (Table 2). They also revealed
a significant time by treatment effect for the grief symptoms
dimension (F = 5.48, df 1, 105, P = 0.021). Improvement in
grief symptoms was significantly greater in interpretive ther-
apy than in supportive therapy. Medication was not signifi-
cantly related to change on any of the 5 dimensions.

Magnitude of Change in the Dimensions

Table 3 presents the effect sizes for each of the 5 dimensions.
Effect size was defined as the pretherapy mean minus the
posttherapy mean divided by the pretherapy standard
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Table 3 Effect sizes for the grief and depression
dimensions following short-term group therapy
Dimension All cases Interpretive Supportive
cases cases
Grief symptoms 0.99 1.42 0.71
Grief experiences and 0.60 0.67 0.53
attitudes
Grief avoidance 1.02 1.14 0.92
Depression-cognitive 0.42 0.53 0.31
Depression-somatic 0.60 0.58 0.65

differentiated different aspects of CG, highlighting its com-
plex multidimensional nature.

The grief-related dimension that accounted for the most vari-
ance reflected many of the symptoms that are most often asso-
ciated with CG. These include intrusive thoughts and feelings
about the lost person, yearning and searching for the lost per-
son, and numbness about the death. We termed these grief
symptoms to reflect the prominence of this set of symptoms in
CG. The second grief-related dimension, grief experiences
and attitudes, consisted of a set of symptoms that conveyed a

notion of persistent emotional distress re-

lated to the death. The items reflected a
Table 4 Significant differences in effect sizes among the dimensions for all . .
therapy completers propensity to ruminate about the lost per-
Dimension Gompared with ¢ df p son and painful feelings associated with
the death. In addition, several items re-
Grief symptoms Grief experiences and attitudes 4.54 106 <0.001 flected i tt't’d ndicats
Depression-cognitive 5.54 105 < 0.001 ecte ne.ge.l tve aftitudes, indicaling a
o e e 3.49 105 0.001 lack of willingness to accept the death.
Grief avoidance Grief experiences and attitudes 3.43 105 0.001 Adhering to such at.tltudes wou.ld llkel.y
Depression-cognitive 515 104 < 0.001 perpetuate the emotional turmoil associ-
Depression-somatic 3.23 104 0.002 ated with losing a loved one. The third

deviation. For all cases combined, larger effect sizes were for
grief symptoms and grief avoidance, and smaller effect sizes
were for the depression dimensions. Also apparent is the siz-
able difference in effect sizes between the 2 forms of therapy
for grief symptoms. The effect size for interpretive therapy
was twice as large.

Comparisons among the effect sizes for the 5 dimensions for
all therapy completer cases required 10 #-tests. To control for
type I error, we used a Bonferroni-adjusted criterion value of
0.005 (0.05/10). The grief symptoms and grief avoidance di-
mensions did not differ from each other. However, as seen in
Table 4, each differed significantly from the grief experiences
and attitudes dimension. In addition, the grief symptoms and
grief avoidance dimensions differed significantly from each
of the depression dimensions. This provides further evidence
for the distinction between grief and depression symptoms.
Conversely, the grief experiences and attitudes dimension did
not differ significantly from either of the depression dimen-
sions. In addition, the 2 depression dimensions did not differ
significantly.

Discussion

This study found that, among a sample of psychiatric out-
patients, CG symptoms emerged as a distinct set of dimen-
sions that were relatively independent of depressive symp-
toms. The results support findings of previous studies that
used nonpatient samples (8,12,13). The present study further
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grief dimension, grief avoidance, re-
flected an active avoidance of thoughts
and feelings associated with the lost per-
son. Symptoms reflecting avoidance have received mixed
support in the literature as indicators of CG. However, Hor-
owitz and others (19) view intense avoidance as a key symp-
tom of CG and have suggested that it be one of the criteria for
diagnosing CG.

Depressive symptoms loaded on 2 dimensions, independently
from any of the grief-related symptoms. The item content of
these 2 depression dimensions is remarkably similar to the
item content of 2 factors found by Steer and others (20) in
their work with the BDI-II. One dimension reflected self-
blame and dislike and despair. Steer and colleagues termed
this dimension depression-cognitive, which we adopted. The
second dimension reflected somatic fatigue and lack of en-
ergy. Again, to be consistent with Steer and colleagues, we
termed this dimension depression-somatic.

For the most part, the content of each of the 5 dimensions was
conceptually meaningful. The dimensions were also inter-
nally consistent, as indicated by the high alpha coefficients for
each. A high correlation was observed between the grief
symptoms and grief experiences and attitudes dimensions.
This may be attributed to overlap in the content that many
items from each factor address. One possibility as to why the
items from the TRIG loaded on a separate factor is that the
questionnaire format of the TRIG differed from that used for
the 2 other grief measures. The TRIG asked respondents to
rate how they presently felt about a person’s death on a 5-point
scale. The PGI and IES each asked respondents to rate the ex-
tent to which the items were true for them during the past week
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on a 4-point scale. Further research is required to determine
whether these 2 factors truly represent different aspects of
CG.

The correlations between each of the 3 grief-related dimen-
sions and each of the 2 depression-related dimensions were
fairly low, reflecting considerable independence. This sup-
ports previous findings of Prigerson and colleagues (13). Such
findings do not imply that the griefand depression dimensions
cannot cooccur, rather that each dimension represents a dis-
tinct form of emotional dysfunction.

To test the validity of the 5 dimensions, we examined whether
the grief and depression dimensions were differentially af-
fected by short-term group therapy for CG. We found that, al-
though all dimensions demonstrated significant change, the
greatest change occurred for the grief symptoms and grief
avoidance dimensions. There was significantly less change on
the grief experiences and attitudes dimension relative to the
other 2 grief-related dimensions. The 2 depression dimen-
sions also evidenced significantly smaller amounts of change
compared with the grief symptoms and grief avoidance di-
mensions. The depression dimensions likely demonstrated
less change because the therapies provided were focused on
helping patients resolve issues related to their losses, not is-
sues related to their depressive symptoms.

It is interesting to note the dissimilarity of the effect size for
the grief experiences and attitudes dimension, compared with
the other 2 grief dimensions. The effect size for this dimension
was more similar to that of the depression dimensions. One
possible explanation for why this dimension demonstrated
less change is that patients’ attitudes toward their death losses
may be a stable characteristic and more difficult to change
than grief symptoms and avoidance behaviours. Longer treat-
ment may be required to demonstrate greater change on this
dimension. In addition, the forms of group therapy that were
provided in this study devoted relatively little attention to
modifying negative attitudes toward death losses. Modifying
negative attitudes is more consistent with cognitive-
behavioural therapy.

We also found that patients who participated in interpretive
group therapy had significantly greater improvement on the
grief symptoms dimension, compared with patients who par-
ticipated in supportive group therapy. This suggests that inter-
pretive therapy may be more appropriate to address certain
aspects of CG. The greater effectiveness of interpretive group
therapy for treating grief symptoms may have been due to its
primary objective of helping patients understand and resolve
unconscious conflicts that underlie grief symptoms. These un-
conscious conflicts were assumed to serve as impediments to
the patients’ mourning process. Conversely, the primary ob-
jective of supportive group therapy was to improve the

92

patients’ immediate adaptation to their life situation through
teaching problem-solving skills and guidance. The assump-
tion was that a normal mourning process would occur once an
adaptive level of functioning was restored. Thus, in suppor-
tive therapy, the conflicts underlying and sustaining grief
symptoms were not explored.

There are both limitations and strengths associated with the
present study. With regard to limitations, the cross-sectional
design of the study does not allow us to determine the stability
of the factor structure across time. Future studies with large
samples and repeated-measures designs are necessary to de-
termine whether our 5-factor structure is stable. Second, be-
cause we chose a select set of grief measures for our study, it is
possible that some aspects of complicated grief reactions were
not assessed. As a result, our factor structure may not reflect
the full spectrum of complicated griefreactions. Similarly, be-
cause we used only 1 measure of depression (the BDI), we do
not know whether grief and depression symptoms would
overlap more if a different measure of depression were used.
Third, because PCA is an exploratory factor analytic tech-
nique, the results of the present study must be considered pre-
liminary and require replication in a different sample using
confirmatory factor analysis. Finally, although we found a
significant difference in outcome between the 2 forms of
group therapy, it was for only 1 of the 5 outcome dimensions.

With regard to strengths, the present study used a large sam-
ple. This provided a favorable subject-to-item ratio of 7:1 for
our PCA. The sample also included subjects with mixed ages
and types of losses. Thus, our study used a more representa-
tive sample than several previous studies that used elderly
subjects with spousal losses. Further, the sample consisted of
psychiatric outpatients, not community volunteers as in many
other studies, thus making our findings more applicable to pa-
tient populations. Finally, the present study attempted to vali-
date the dimensions that were identified by examining their
responsiveness to group therapy for CG.

Conclusion

The present study illustrated the multidimensional nature of
CG and defined some of'its components. Clinicians should at-
tend to these different areas of distress when assessing pa-
tients who have lost an important person through death. In
addition, this study demonstrated the independence of CG and
depression symptoms. The independence of CG and depres-
sion symptoms was further validated by the finding that they
responded differently to short-term group therapy for CG. Cli-
nicians should not assume the absence of CG if depressive
symptoms are not present.

The findings of this study also have implications for treat-
ment. Given that an accurate understanding of a patient’s dif-
ficulties is a precursor to efficacious treatment, the assessment
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ofthe different dimensions of CG and depression is important.
Treatments can be tailored to address particular areas of dis-
turbance. The present study suggests that interpretive group
therapy may be more effective than supportive group therapy
for treating the classic grief symptoms associated with CG.
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psychiatriques externes

rapie de groupe.

Résumé : Différencier les symptomes du deuil complexe et de la dépression chez les patients

Objectif : Cette étude examine si les dimensions du deuil complexe peuvent étre distinguées des dimensions de la dépres-
sion, et si ces dimensions sont affectées différemment par la psychothérapie de groupe pour le deuil complexe.

Méthode : Un total de 398 patients psychiatriques externes qui avaient subi un ou plusieurs deuils importants ont fourni
des cotes a des mesures régulieres du deuil et de la dépression. L’analyse factorielle des 56 items de ces mesures a servi a
explorer la possibilité que les symptomes du deuil et de la dépression forment des dimensions de détresse distinctes. Des
sous-échantillons des patients ont aussi participé a I’'une de deux formes de thérapie de groupe a court terme pour le deuil
complexe. L’analyse de variance des mesures répétées (ANOVA) et le calcul des valeurs de I’effet ont été effectués pour
examiner les changements des dimensions par suite du traitement.

Résultats : Les items portant sur le deuil formaient trois grappes distinctes représentant différentes dimensions du deuil
complexe. Aucun item de la dépression ne chargeait lourdement ces dimensions du deuil. Les items de la dépression for-
maient deux grappes distinctes. Deux des dimensions du deuil démontraient le plus d’amélioration par suite de la thérapie
de groupe qui abordait le deuil complexe. Il y avait aussi des preuves d’une efficacité différentielle des deux formes de thé-

Conclusions : Quand les cliniciens évaluent des patients psychiatriques qui vivent un deuil, ils devraient envisager diffé-
rents types de réactions au deuil. Les différents types de réactions au deuil peuvent répondre a différents traitements. En
I’absence de symptomes dépressifs, les cliniciens ne devraient pas supposer 1’absence de deuil complexe.
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