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The Cutting Edge
IS COMPLICATED GRIEF A POST-LOSS STRESS

DISORDER?
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INTRODUCTION
The coming of DSM5 highlights advances in psychi-
atry and neuroscience that have helped shape how we
think about our patients and how to treat them. Re-
search on the brain and emotional processes have im-
proved our understanding of core underlying compo-
nents of affect, fear responses, and differential reactions
to stress, including a greater understanding of the inter-
action of environmental experiences with psychological
and biological risk factors. Yet despite these advances,
much controversy remains about what should be called
a “diagnosis,” and what different symptom clusters or
syndromes that develop in response to environmental
stressors represent.

This controversy is particularly salient in the case of
reactions to bereavement, a universal life experience. It is
important not to label uncomplicated acute grief, tran-
sient surges of grief at anniversary dates, or forms of
lasting but integrated grief as pathological conditions,
as grief is part of a natural healing response.[1] Loss
of an important relationship is, however, one of the
greatest stressors a person can experience, and carries
with it a broad range of psychological as well as prac-
tical challenges with which the bereaved person must
cope. Given this reality, it would be surprising if there
was not a subpopulation of individuals for whom adjust-
ment was more problematic and for whom intervention
would be helpful. It would also be surprising if bereave-
ment did not trigger the onset or worsening of psychi-

atric conditions known to be triggered by stressful life
experiences.

WHAT IS COMPLICATED GRIEF?
Complicated grief (CG) is a debilitating syndrome

that is comprised of symptoms that interfere with adap-
tation and reengagement in life after bereavement, and
that result in persistence of acute grief. Interfering symp-
toms are often related to specific circumstances sur-
rounding the death, guilt tied to often unfounded beliefs
that the individual could have prevented or caused the
death, unresolved conflicts around the time of the loss,
excessive cognitive and/or behavioral avoidance, or dif-
ficulty with emotion processing. In support of CG as a
syndrome, we demonstrated that CG clustered as a single
factor when examined in a group of 782 bereaved individ-
uals. Factor analytic approaches based on the Inventory of
Complicated Grief [2] in 288 clinically confirmed primary
treatment seeking CG cases helped inform our proposal
for DSM5.[3] Although the most common symptom was
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TABLE 1. Typical CG symptoms

1. Persistent intense yearning or longing for the person who died.
2. Frequent intense feelings of loneliness.
3. Feeling that life is empty or meaningless without the person who
died.
4. Wish to die in order to find the person or because life is unbearable
without them.
5. Thoughts or images of the person regularly intrude on usual
activities or interfere with functioning.
6. Frequent troubling rumination about something related to the loss.
7. Recurrent feeling of disbelief or inability to fully comprehend the
finality of the loss.
8. Persistent feeling of being shocked, stunned, dazed, or emotionally
numb since the death.
9. Recurrent feelings of anger or bitterness related to the death.
10. Persistent difficulty trusting or caring about other people.
11. Frequently experiencing pain or other symptoms that the deceased
person had, or hearing the voice, or seeing the deceased person.
12. Intense emotional or physiological reactivity to reminders of the
loss.
13. Excessive avoidance of reminders of the loss.
14. Excessive proximity seeking, frequent impulse to see, touch, hear,
or smell things to feel close to the person who died.

longing (88%), employing at least one symptom from
the yearning and preoccupation with the deceased clus-
ter as a core factor with at least one from two other
clusters yielded a sensitivity of 93.8% and a specificity
of 98.7%.[4] Other clusters included shock and disbelief,
anger and bitterness, estrangement from others, avoid-
ance and proximity seeking behavioral changes, and hal-
lucinations of the deceased.

In contrast to CG, acute grief is a natural time limited
and often culturally influenced response to bereavement.
Distress can be intense with associated shock, disbelief,
sadness, longing, emotional lability, fear, and/or insom-
nia. Yet, for the vast majority of people, grief lessens
in intensity over time and while some grief and long-
ing may remain or resurface at times such as special an-
niversary dates, the person is able to adapt and find joy
and meaning without the deceased. It is a minority of
people (conditional prevalence estimate of 6.7% [5]) for
whom there are complications that interfere with the
progress of grief, which therefore remains intense. Al-
though CG is not yet a formal diagnosis, there has been
agreement on many core symptoms (See Table 1 for typ-
ical symptoms), and recent criteria sets for DSM5 have
been proposed.[3, 6, 7] CG symptoms at least 6 months af-
ter a loss include traumatic distress, separation distress,
cognitive symptoms such as guilt and caregiver self-
blame, heightened emotionality, and behavioral changes
such as proximity seeking and avoidance.[3, 4, 6] Horowitz
and colleagues first called for CG as a diagnostic entity
that would fall most appropriately in a category of stress
response disorders such as Posttraumatic Stress Disor-
der (PTSD) and adjustment disorders,[8] and included
symptom clusters of post-loss related avoidance, intru-
sions, and failure to adapt, as was similarly argued by
Langner and Maercker nearly a decade later.[9]

HOW ARE CG AND PTSD
CONCEPTUALIZED AS DISTINCT

STRESSOR RELATED
SYNDROMES?

PTSD was first designated as a psychiatric disorder in
DSM III, and a great body of research has now helped
shape our understanding of the disorder[7] as well as fa-
cilitated the development of targeted treatment. PTSD
differs from other psychiatric disorders in being trig-
gered by a clearly identifiable environmental event that
is expected to trigger a time-limited psychological re-
sponse in a majority of people. Death of a loved one is
also a clearly identifiable event that is expected to trig-
ger a response in most people. Bereavement has been
shown to trigger posttraumatic stress disorder and in
some studies (e.g.[10]) is the most common criterion A
event. Notwithstanding the similarities, the response to
loss differs in some important ways from the response
to trauma. It is clear that the syndrome variously called
complicated grief, traumatic grief, prolonged grief, or
persistent complex bereavement disorder is distinct from
PTSD. However, given that both are clearly disor-
ders that arise in response to a clearly defined stress-
ful event, it would make sense to group them together
as stressor related conditions. To underscore this com-
monality, CG might better be named post-loss stress
disorder.

Along these lines, CG experts have moved away from
the briefly proposed name, “traumatic grief,” to prevent
confusion, as the loss does not need to be sudden or
violent to lead to CG. In contrast, bereaved caretak-
ers for children, spouses, or parents with known ter-
minal illnesses nonetheless develop CG, and in actual-
ity caretakers may face additional challenges after the
death when trying to integrate the loss and substan-
tially shift to new activities, relationships, and mean-
ing without the deceased. The name complicated grief
instead carries with it the clinically intuitive heuristic
that the normal grief process is off track and there are
complications.

Examining how this syndrome of grief-related com-
plications is similar or different from responses to trauma
resulting in PTSD is a useful model to inform compli-
cated grief as a psychiatric syndrome. Although features
of CG overlap in part with core components of PTSD
psychopathology such as guilt, anger, avoidance, and
preoccupation with the event, there are differences. For
example, yearning and proximity seeking is not seen in
PTSD, and unless the death was violent, although anx-
iety may be present, fear is not commonly a core emo-
tion in CG. Further, an important aspect of grief as a
stressor is the impact of loss on attachment. Attachment
is a basic psychological and biologically driven compo-
nent of core relationships, and the loss of a close attach-
ment figure serves as a major stressor to this attachment
system, leading to a need to readjust both practically
with changed life circumstances, and emotionally.[11]
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Separation distress is thus a core component of compli-
cated grief that is not core to the construct of PTSD.[3, 6]

DO OTHER ASPECTS OF THE
RESPONSE TO TRAUMA AND

PTSD DEVELOPMENT INFORM
COMPLICATED GRIEF?

In both PTSD and CG, risk factors include specific
aspects of the event in combination with preexisting risk
factors. For example, the relationship to the deceased
and type of death appear to be important, but as with
trauma and PTSD, not all individuals exposed to the
same type of loss develop CG. Both PTSD and CG are
also defined by their trajectory of persistent symptoms.
After exposure to a significant trauma such as rape,[12]

very high rates of distress and some core PTSD symp-
toms are present in a majority of people, yet only a mi-
nority develop PTSD over time, which can be thought
of as a failure of symptom resolution or adaptation of
the initial stress response. In DSM-IV, PTSD is diag-
nosed after just 1 month, despite data supporting that
many individuals will continue to improve in the coming
months. Prospective longitudinal studies have similarly
demonstrated that while the majority of bereaved indi-
viduals achieve a less intense or distressing “integrated”
grief over time, a minority have a trajectory that does not
lessen with time,[8, 13] supporting that CG represents a
lack of adaptation to a stressor after 6 or 12 months, or
often years.

HOW DOES MODELING LOSS AS
A STRESSOR INFORM THE

OVERLAP AND COMORBIDITY OF
COMPLICATED GRIEF WITH

PTSD AND DEPRESSION?
Life stress and traumatic experiences are also well rec-

ognized scientifically as a trigger of Major Depression
(MDD), with prospective studies demonstrating that
MDD and PTSD may develop alone or together after a
trauma (e.g.[14]). Thus, if loss is a severe stressor, it would
follow that CG may be considered a post-loss stress syn-
drome that would be likely to have overlapping symp-
toms and comorbidity with other conditions triggered by
life stressors, including both PTSD and depression. Fur-
ther, there is some experimental evidence that emotion
regulation deficits may be a component of maladaptive
responses to bereavement and thus CG development.[15]

Preexisting mood and anxiety disorders and factors such
as a history of maltreatment in childhood seem to serve as
risk factors for CG, and we have shown nearly a quarter
of bereaved individuals with MDD or bipolar disorder
have concomitant CG.[16, 17] Nonetheless, despite rela-
tively high rates of comorbid MDD (55%) and PTSD
(49%) among 206 treatment seeking individuals with a
primary diagnosis of CG, a significant proportion (25%)

did not meet criteria for any other Axis I disorder.[18]

The distinctness of CG features from depression and
PTSD has been further supported by multiple factor
analytic studies (e.g. see[19]). Thus, CG as a stressor re-
lated condition, similar to MDD and PTSD, has high
rates of overlap but also distinctiveness from its nearest
neighbors.

POSTTRAUMATIC GROWTH
THEORIES OFFER A HYPOTHESIS

RELEVANT TO BOTH TRAUMA
AND LOSS

Although much research has established PTSD as a
complex biological and psychological disorder, our un-
derstanding of the impact of stress and trauma on psy-
chological growth is in its infancy, with only recent atten-
tion to the concept of posttraumatic growth. Posttrau-
matic growth theory hypothesizes that trauma can result
in both traumatic distress, as well as greater life satisfac-
tion and meaning. It is hypothesized that trauma may
challenge an individual’s core beliefs about the world.
These challenges are processed cognitively through in-
trusive automatic ruminations of the event, and when not
interfered with by “complications” such as emotion reg-
ulation difficulties, also include more deliberate thinking
processes that allow cognitive adaptation and meaning
making to adjust to a new, post-event life narrative.[20]

This process is not unlike what is required after an im-
portant loss; the death of a child has been used as a classic
example where such a process is required to occur, and
when it does not, greater psychological and traumatic
distress is present. With CG, processing and adapting to
the loss becomes “stuck” and intervention may be nec-
essary to enable processing the finality of the loss and
related emotional distress, and thus enable the bereaved
individual to adapt and move forward in a redefined,
meaningful life without the deceased.

SUMMARY: COMPLICATED GRIEF
AS A POST-LOSS STRESS

DISORDER
The death of an important attachment figure serves

as a major life stressor to which most people adapt af-
ter a period of acute grief, not unlike early responses to
trauma that resolve for the majority. Although CG is
not yet a formal diagnosis in DSM5, growing evidence
suggests that a significant loss can result in a range of
stress-related symptoms including stress to core attach-
ment systems and separation distress that is distinct from
PTSD, persists, and causes substantial distress and im-
pairment without lessening over many months and years,
consistent with the notion that the grief process is “com-
plicated” or “stuck.” Similar to PTSD, CG has a high
rate of comorbidity with related conditions triggered
by environmental stressors yet also has unique features.
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Further, factors that may interfere with the processing of
a traumatic stress overlap as risk factors for both PTSD
and CG. Thus, while more research is needed, available
evidence supports the notion that CG may be conceptu-
alized as a post-loss stress disorder.
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