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Abstract
Background—Complicated grief (CG) is a bereavement-specific syndrome characterized by
traumatic and separation distress lasting over 6 months. Little is known about the role of
dissociation experienced during or immediately after the loss of a loved one (i.e. Peri-Loss
Dissociation (PLD)) in CG. The present study aimed to examine the psychometric properties of
the PLD-adapted peritraumatic dissociative experiences questionnaire and its association with
symptom severity, treatment response, and drop-out rate.

Methods—PLD data collected as part of a randomized controlled trial of two loss-focused
psychotherapy approaches for CG was examined. Treatment-seeking individuals with primary CG
(n=193) were assessed for PLD at the initial visit, 95 of whom were randomized and completed at
least one treatment session.

Results—The PLD-adapted peritraumatic dissociative experiences questionnaire was found to be
internally consistent (alpha = 0.91) with good convergent and divergent validity. After controlling
for age, gender, time since loss and current comorbid psychiatric diagnosis, self-reported PLD was
associated with greater CG symptom severity (p<0.01). However, contrary to our hypotheses, after
controlling for age, baseline symptoms severity, psychiatric comorbidity and treatment arm, PLD
was predictive of better treatment response (p<0.05) and lower study discontinuation (p<0.01).

Conclusions—PLD may be useful in identifying individuals at risk for CG and those who might
respond to psychotherapy. Additional research should investigate the relationship of PLD with
treatment outcome for different treatment approaches, and whether PLD prospectively predicts the
development of CG.
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Introduction
Complicated grief (CG) is a bereavement-specific syndrome characterized by traumatic and
separation distress, including intense yearning for the presence of the deceased loved one,
preoccupation with thoughts related to the loss, and intrusive memories of the deceased
lasting over 6 months 1. Although the death of a loved one is often a highly painful and
disruptive experience, only a minority of those who experience a loss will develop CG. This
raises the question of why some individuals experience only transitory psychological
distress whereas others continue to suffer elevated distress and impairment years after the
loss. This study, examines one potential factor that may influence development and recovery
from CG: dissociation at the time of the loss, or peri-loss dissociation (PLD).

Dissociation is defined by the American Psychiatric Association as “a disruption in the
usually integrated functions of consciousness, memory, identity or perception” 2. The term
dissociation encompasses an array of responses, including alternations in the experience of
time and place, a sense of detachment from oneself, and perceptual or memory distortions.
Recent research in the field of trauma, however, has found that increased peritraumatic
dissociation (i.e., dissociative reactions experienced during or immediately after a traumatic
event) is associated with increased risk for the development of posttraumatic stress disorder
(PTSD) 3–5.

In addition, there is some limited evidence to suggest that peritraumatic dissociation may
predict poorer PTSD treatment response. In a trial of prolonged exposure vs. cognitive
restructuring, increased peritraumatic dissociation was found to be associated with increased
post-treatment PTSD symptom severity but not with pre-treatment PTSD symptom
severity 6. In a naturalistic pharmacological trial of individuals with PTSD, peritraumatic
dissociation was found to predict poorer outcome after controlling for gender, age, treatment
length, depression and anxiety 7.

Similarly to PTSD, CG is a syndrome of psychological distress that develops in response to
an aversive life event. However, to our knowledge, no study has investigated the role of
PLD in the recovery from CG and only one recent study has provided preliminary data on
the association between PLD and CG 8. This study was limited by the instrument used to
assess CG (abbreviated version) and the lack of adjustment for comorbid psychiatric
conditions that might have accounted for the relationship they reported.

In the present study, we examine the association between PLD and CG in a randomized
controlled trial comparing two loss-focused psychotherapies (complicated grief treatment
[CGT] vs. interpersonal psychotherapy [IPT] for loss) 9. Specifically, we examined: a) the
psychometric properties of a dissociation measure slightly modified to address PLD; b) the
association between PLD and CG symptom severity; and c) the association of PLD to
treatment response and drop-out rate in the trial.

Materials and Methods
Participants and Procedures

The methodology of the parent randomized controlled trial has been reported in detail
elsewhere 9. Briefly, individuals with 6 or more months of persistent grief who reported
grief as their primary clinical problem (confirmed by an independent evaluator) and scored ≥
30 on the Inventory of Complicated Grief (ICG) 10 were eligible for the study. Of 417
patients who received an initial brief prescreening assessment, 218 signed written informed
consent and were evaluated; the 193 with complete measures of both CG and dissociation
were included in our baseline cross-sectional analyses. To evaluate the association of peri-
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loss dissociation to treatment response, we examined data from those who were randomized
to receive IPT or CGT and came to at least one treatment session (i.e., a “modified intent-to-
treat” sample; n=95)).

Instruments
The 19-item self-report ICG 10 assesses a range of CG symptoms including recurrent painful
emotions about the loss, yearning and longing for the deceased, preoccupation with thoughts
of the loved one sense of disbelief regarding the death, anger and bitterness, distressing,
intrusive thoughts related to the death, and pronounced avoidance of reminders of the
painful loss. Each item is scored on a 5-point scale assessing the frequency of symptoms
(from 0 = “never” to 4 = “always”) with total scores ranging 0 – 76, and higher scores
indicating increased symptom severity.

Peri-loss dissociation was retrospectively assessed during the screening procedure using the
Peritraumatic Dissociative Experiences Questionnaire (PDEQ) 11. The 10-item self-report
PDEQ includes items measuring “blanking out”, a feeling that one is “on autopilot”, time
distortion, depersonalization, derealization, confusion, amnesia and reduced awareness, with
each item scored on a 5-point Likert scale with responses ranging from 1= “not at all true”
to 5 = “extremely true.” Total scores range 10 – 50, with higher scores indicating greater
dissociation. While the PDEQ is normally used to measure dissociation in the context of a
trauma exposure, it was slightly modified for the purpose of the present study to assess PLD.
The items were therefore referring to “experiences and reactions at the time of death or
when [the participant] learned of the death and immediately afterward”.

The Structured Clinical Interview for DSM-IV (SCID) 12 was used to assess all comorbid
Axis I psychiatric disorders. For the purpose of the study, the loss was permitted to serve as
the A1 PTSD criterion regardless of the nature of the death.

Treatment response was defined as a score of 1 or 2 (“very much improved” and “much
improved”, respectively) on the Clinical Global Impression of improvement scale (CGI-
I) 13, which ranges from 1 to 7 (with 4=“no change” and 7=“very much worse”).

Data Analyses
One participant had 2 missing values on the PDEQ, which were replaced by the mean of all
remaining values in the questionnaire; there were no other missing data. The relationship
between PDEQ scores and continuous and dichotomous baseline data was examined with
Pearson’s correlations and Student’s t-tests, respectively. Further, multiple linear regression
was utilized to determine if PLD (i.e., PDEQ total score) was significantly associated with
total baseline and endpoint ICG scores after controlling for demographic characteristics (i.e.,
time since death, age, and gender) and comorbid Axis I psychiatric disorders (coded as
presence or absence of at least one disorder).

Logistic regression analyses were used to examine prediction of treatment response (CGI-I
responder status at endpoint) by baseline PDEQ score, first univariately and then with
covariates for age, gender, current psychiatric comorbidity and treatment arm (CGT vs. IPT)
entered together to control for potential confounds. Study completion data were similarly
analyzed with logistic regression, univariately and with covariates. Only participants who
were randomized and participated in at least one session were included in these analyses.
For those who dropped before trial completion, responder status was determined at the last
observation. Statistical significance was set at p<0.05 (two-tailed) and all analyses were
conducted using SPSS v16.0.
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Results
Demographic and clinical data of the parent study sample, including rates of comorbid
disorders have been previously published 14. The overall sample (n=193) was 83.4% female,
69.9% Caucasian, and 25.7% married, with a mean(SD) age of 47.0(12.72) years, a
mean(SD) baseline ICG score of 46.9(9.7) and a mean(SD) PDEQ score of 31.9(10.6). With
regards to comorbidity, 78.0% of the sample had at least one current comorbid psychiatric
disorder, with 57% meeting criteria for current major depressive disorder, and 50.3%
meeting criteria for current PTSD when allowing the loss to meet DSM-IV A1 PTSD
criterion.

The treatment sample (n=95) was 87.4% female, 75.8% Caucasian and 31.6% married, with
a mean(SD) age of 48.4(12.7) years, a mean(SD) baseline ICG score of 45.4(8.6) and a
mean(SD) endpoint ICG score of 30.5(14.6). With regards to comorbidity, 70.5% of the
sample had a current comorbid psychiatric disorder, and 48.4% a current PTSD. There were
no differences in PDEQ scores between individuals who participated in at least one session
of the treatment (n=95) and those who did not (n=98; mean(SD) = 32.1(10.2) vs. 31.7(10.9),
respectively, t = −0.29, p = 0.769).

Psychometrics of the Peritraumatic Dissociative Experiences Questionnaire Used to
Assess Peri-Loss Dissociation

Item statistics—The rate of positive endorsement (i.e. any answer except ‘not at all true’)
ranged from 39.4% for item 7 (“I felt as though things that were actually happening to
others were happening to me – Like I was being trapped when I really wasn’t”) to 90.2% for
item 4 (“What was happening seemed unreal to me, like I was in a dream or watching a
movie or play”), with a mean positive endorsement rate of 75.4%. Item-total correlations
ranged from 0.47 for item 7 to 0.76 for item 3.

Convergent and divergent validity—A moderate correlation was found between
PDEQ and a diagnosis of current PTSD (r=0.39; p<0.01). Examination of the divergent
validity found that, as expected, PDEQ score did not correlate with a conceptually distant
measure (i.e., correlation with time elapsed since the loss, r(190)=−0.01; p=0.90).

Factorial validity—After obtaining an excellent Kaiser-Meyer-Olkin measure of sampling
adequacy value of 0.90 15, we carried out a maximum likelihood factor analysis. As the
factors were likely to be correlated, a Promax rotation was performed with factors with an
eigenvalue >1. Factors 1 and 2 displayed eigenvalues of 5.44, and 1.15, respectively. After
an inspection of the screeplot, eigenvalues, and factor loadings and considering the two
factors high intercorrelation (r = 0.70), a single-factor solution was considered most
parsimonious. A forced single factor solution explained 54.4% of the variance. All the item
statistics and factor loadings are reported in Table 1.

Internal consistency—The PDEQ displayed very good internal consistency with a
Cronbach’s alpha coefficient of 0.91.

Relationship between Peri-Loss Dissociation and Complicated Grief Symptom Severity
(n=193)

As hypothesized, greater PLD was significantly associated with greater CG symptom
severity (r=0.42, p<0.01). Furthermore, CG symptom severity was significant correlated
with all PDEQ items (with coefficients ranging from 0.23 to 0.38, [for items 1 and 7
respectively]).
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At baseline, PLD was significantly higher in participants with at least one comorbid
psychiatric disorder relative to those with no comorbid disorders (mean(SD)=33.3(10.1) vs.
27.0(10.9), t=−3.55, p<0.01). This relationship appeared to be driven by comorbid PTSD as
participants with comorbid PTSD scored substantially higher on the PDEQ than those
without (mean(SD)=36.0(8.9) vs. 27.8(10.5), t=−5.91, p<0.01). There was also a marginally
significant association between greater PLD and younger age (r=−0.137, p=0.057);
however, no gender differences were found.

We next examined whether PLD was associated with CG symptom severity after controlling
statistically for potential confounds. We conducted two multiple linear regression analyses
to determine additional variance explained by PLD in predicting baseline CG symptom
severity, controlling for gender, age, time since loss and psychiatric comorbidity. Because
we hypothesized that PLD would be associated with CG symptom severity above and
beyond the association with covariates, we entered gender, age, time since loss and
psychiatric comorbid disorder in a first block and PLD in a second block. The first
regression model was not significant (R2 = 0.03, F(4, 185) = 1.461, p = 0.21), suggesting
that taken together the four covariates did not contribute significantly to the variance of CG
symptom severity. However, the second regression model was significant (R2 = 0.18, F(5,
184) = 8.35, p < 0.001) and explained significantly more variance than the first model
(change in R2 = 0.15, p < 0.001). Greater PLD was the only variable that contributed
independently to CG symptom severity (B(SE)= 0.37(0.06), p<0.001). Controlling for
current comorbid PTSD instead of current comorbid psychiatric disorder yielded similar
results (B(SE)= 0.36(0.07), p<0.001) for PLD).

Finally, a factor analysis (principal axis factoring with varimax rotation) across ICG and
PDEQ items confirmed that PLD as a construct was distinct from CG.

Relationship Between Peri-Loss Dissociation and Treatment Response (n=95)
Mean PDEQ scores for treatment responders and non-responders are reported in Table 3.
Greater PLD was only marginally associated with increased treatment response in the
univariate analysis. However, the adjusted analyses showed a significant association
between PLD and increased treatment response (Table 2). Conducting this analysis in the
overall group by adjusting for current comorbid PTSD instead of current comorbid
psychiatric disorder yielded similar results (i.e. increased PLD was still significantly
associated with greater treatment response). In the CGT group alone, there was a trend
towards significance in the adjusted analysis while the association was not significant in the
IPT group alone.

Relationship Between Peri-Loss Dissociation and Treatment Trial Completion (n=95)
Mean PDEQ scores for treatment trial completers and non-completers are reported in Table
2. In the full study sample, PLD was significantly associated with increased odds of
treatment trial completion in both unadjusted and adjusted analyses (Table 2). Repeating this
analysis in the overall group, adjusting for current comorbid PTSD instead of current
comorbid psychiatric disorder yielded similar results (i.e., greater PLD was still significantly
associated with greater likelihood of study completion). In the CGT group alone, PLD was
also significantly correlated with increased odds of treatment trial completion in both
univariate and adjusted analysis. This was not the case for the IPT where there was only a
trend toward significance in the adjusted analysis.

A multiple regression analysis controlling for baseline CG symptoms, revealed that
increased PLD predicted lower endpoint CG symptom severity (B(SE)=−0.31(0.14),
p=0.035). However, after further adjustment for other covariates (age, psychiatric
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comorbidity, time since death, treatment arm), PLD was only a predictor at a trend level
(B(SE)=−0.25(0.15), p=0.094). Finally, the interaction term treatment arm × PLD did not
significantly predict CG symptom severity in a regression model.

Discussion
To our knowledge, this is the second investigation of PLD. While prospective studies
examining PLD are needed, these cross-sectional data suggest that PLD might be an
important, measurable component of CG severity that may impact treatment response to
different loss focused interventions.

The high internal consistency of the PLD-adapted PDEQ fell within the range of those
reported after trauma exposure 16–18 and was also in line with recent data reported after a
loss 8. In our study, levels of PLD in individuals with CG (mean PDEQ scores = 31.9) were
greater than levels of peritraumatic dissociation reported in trauma-exposed individuals (e.g.
mean scores < 20 for 5, 17 but comparable to those reported in individuals with PTSD (e.g.
mean scores = 31 for 19) and CG (e.g. mean scores = 29.9 for 8). Dissociation at the time of
a trauma has been previously reported to be best described as a one-factor structure 16, 17,
and according to our exploratory factor analysis, this appears to be the same for PLD.
Recent data from confirmatory factor analyses testing several factor structures for
dissociation at the time of a loss 8 suggest however, that an 8-item version of the scale might
be a better fit to the data than a 10-item single factor structure. Similar to peritraumatic
dissociation, PLD appears to index an immediate cognitive response to a major stressor.

In line with our hypothesis, greater PLD was associated with greater symptom severity in
individuals with CG. This association remained significant after controlling statistically for
age, time since the loss, and comorbid psychiatric disorder. Overall, PLD accounted for 15%
of the variance in baseline CG symptoms. This is particularly noteworthy given the
restricted range of CG severity in our sample (i.e., all participants had ICG scores of at least
30). This restricted range of CG symptom severity, without a bereaved control group, may
have led to an underestimate of the magnitude of the association between PLD and CG
symptom severity.

Similar to PTSD, CG develops only in the minority of individuals exposed to the death of a
loved one 20, as for most bereaved individuals, and grief-related feelings and thoughts
become less frequent, intense, and interfering over time. While peritraumatic dissociation
has been extensively studied with regards to the development of PTSD symptoms 21, 22,
little is known about the potential effects of psychological processes experienced at the time
of the loss and subsequent CG. Our findings, consistent with those of a recent study 8

suggest that PLD may impair processes that aid in recovery from elevated levels of post-loss
distress, or be a marker of underlying emotional processing difficulties that may predispose
to CG. Successful mourning requires that the permanence of the loved one’s death be
recognized and its consequences evaluated 23, 24. PLD may prevent bereaved individuals
from processing information related to the loss and, consequently, from accepting the
finality of the loss. Future research should examine whether PLD measured in the immediate
aftermath of the loss prospectively predicts CG development in acutely bereaved
individuals, as being able to rapidly identify who after a loss is at high risk for CG
development has important implications for the development of preventive strategies.

Contrary to our expectations, PLD was not associated with poorer outcome. While this was
only partially supported when examining the endpoint CG symptoms as a continuous
measure, our results suggest that after adjusting for covariates, PLD might be predictive of
better psychotherapy treatment response and greater treatment completion. It is unclear why
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a feature associated with increased symptom severity might be also associated with better
outcome and further replications are necessary. While speculative, it is possible that
individuals with high levels of PLD are precisely those people who may gain the most
benefit from therapies (such as CGT) that use techniques aimed at processing the loss,
including related emotions and memories, with the support of a therapist. That is, such
therapies may encourage reengagement with psychological processes previously impeded by
dissociation that contributed to the development and persistence of CG, or may target
emotional processing difficulties that underlie dissociative experiences in times of severe
stress and emotion. Thus, dissociative symptoms might represent one important component
of what complicates the natural grieving process that is directly addressed in the course of
loss-focused psychotherapies, thus engaging patients and resulting in greater gains. CGT in
particular includes elements that focus on discussing and processing the emotions and
details related to the loss as a narrative, as well as techniques to be able to put grief aside
and focus on returning to life without the deceased that may be particularly helpful for those
with difficulty processing the death with associated PLD. Comparative studies
understanding the role of PLD in response to other treatments such as pharmacotherapy, as
well as studies examining specific elements of grief focused psychotherapies are needed to
clarify this association.

Despite our interesting results, some limitations must be acknowledged. PLD was
retrospectively assessed and a recall bias cannot be excluded, with patients with more severe
CG recalling greater PLD. Because of this retrospective design, it is also possible that our
assessment of PLD has been impacted by some component of current grief symptoms that
might be influencing recall of dissociative experiences at the time of the death.

Although results from early retrospective studies reporting an association between
peritraumatic dissociation and PTSD symptoms 11 were consistent with later results from
prospective studies 4, future research is needed to examine whether the relationship between
PLD and CG symptoms severity will hold when examined prospectively. Another limitation
might be the use of the PDEQ to assess PLD. PLD might have some specific features not
captured by the PDEQ and future research is needed to clarify differences and overlap
between peritraumatic and peri-loss dissociation.

Conclusion
In conclusion, our results suggest that: a) PLD can be assessed with the adapted PDEQ
instrument; b) retrospectively assessed PLD is associated with greater symptom severity
among treatment-seeking individuals with CG; c) the presence of PLD might be an
important feature of CG, either alone or as a marker of emotional processing difficulties, and
predictive of better outcome with psychotherapy that targets emotional processing of the
death. Further prospective studies with measures of PLD soon after the loss to replicate
these findings in a population of bereaved individuals (with and without CG) examining
whether PLD might predict CG diagnosis are warranted.
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