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Diagnostic Criteria for Complicated Grief Disorder 

Mardi J. Horowitz, M.D., Bryna Siegel, Ph.D., Are Holen, M.D.,
 
George A. Bonanno, Ph.D., Constance Milbrath, Ph.D., and Charles H. Stinson, M.D.
 

Objective: Some prolonged and turbulent grief reactions include symptoms that differ from 
the DSM-IV criteria for major depressive disorder. The authors investigated a new diagnosis 
that would include these symptoms. Method: They developed observer-based definitions of 
30 symptoms noted clinically in previous longitudinal interviews of bereaved persons and then 
designed a plan to investigate whether any combination of these would serve as criteria for a 
possible new diagnosis of complicated grief disorder. Using a structured diagnostic interview, 
they assessed 70 subjects whose spouses had died. Latent class model analyses and signal 
detection procedures were used to calibrate the data against global clinical ratings and self-re­
port measures of grief-specific distress. Results: Complicated grief disorder was found to be 
characterized by a smaller set of the assessed symptoms. Subjects selected by an algorithm for 
these symptom patterns did not significantly overlap with subjects who received a diagnosis 
of major depressive disorder. Conclusions: A new diagnosis of complicated grief disorder may 
be indicated. Its criteria would include the current experience (more than a year after a loss) 
of intense intrusive thoughts, pangs of severe emotion, distressing yearnings, feeling excessively 
alone and empty, excessively avoiding tasks reminiscent of the deceased, unusual sleep distur­
bances, and maladaptive levels of loss of interest in personal activities. 

(Am J Psychiatry 1997; 154:904–910) 

N ormal grief can combine distressing moods and 
turbulent, even confusing thoughts. It is assumed 

that equilibrium will return eventually as a result of 
mourning processes, but extremes that may impair 
functional capacity to a psychopathological degree may 
occur. Because of this range from normal to abnormal 
distress after loss, clinicians have debated the possible 
inclusion of complicated and prolonged grief reactions 
in a nosology of mental disorders (1–3). The result of 
the present lack of such a diagnosis is that many longi­
tudinal studies of bereaved populations have assessed 
pathology only or mainly as signs and symptoms of ma­
jor depressive disorder (4–6). This strategy has been 
useful because loss events are associated with increasing 
rates of major depressive disorder (7, 8), but the focus 
on major depression has probably led to underestima­
tion of the frequency of increased psychopathology af­
ter the death of a significant other (9–15). 

 

Complicated grief disorders may include symptoms 
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such as intrusive images, severe pangs of emotion, de­
nial of implications of the loss to the self, and neglect of 
necessary adaptive activities at work and at home (16– 
18). Complicated grief in response to a loss may be dis­
tinguished from a chronic adjustment disorder by the 
specificity of the etiologic event, as well as grief-specific 
symptoms. In this study, we attempted to identify such 
symptoms and studied how they might cohere over 
time. Our aim was to provide empirical criteria for di­
agnosing complicated disorders of grief. 

Scientific discussions for the construction of DSM-IV 
included the topic of pathological grief (16). The DSM­
IV subcommittee on posttraumatic stress disorder 
(PTSD) suggested that a separate category of diagnoses 
for stress response syndromes be established. The set 
would have combined several diagnoses in which stress-
or events precipitate symptom formation: pathological 
or complicated grief, acute stress disorder, PTSD, dis­
sociative amnesia, and adjustment disorder. Higher-
level decisions rejected the suggestion of a separate 
grouping and the proposed diagnosis of complicated or 
pathological grief, the latter because of lack of empiri­
cal work on its constituent symptoms. 

Empirical data have been published since this deci­
sion was made. In this journal Prigerson and colleagues 
(3) reported a distinction between grief psychopathol­
ogy and depression in their study of 82 elderly widowed 
individuals, where self-report measures of symptoms 
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were used. The salient symptoms of complicated grief 
included preoccupation with thoughts of the deceased, 
disbelief, feeling stunned, and lack of acceptance of the 
death; high levels of these symptoms were associated 
with enduring functional impairments, yet they were 
distinct from depressive symptoms. These authors con­
cluded that complicated grief reactions represent “a 
unique disorder deserving of specialized treatment.” 

As reviewed elsewhere (10, 11, 17–21), other clinical 
studies have made similar distinctions between normal 
distress during mourning and complicated or patho­
logical grief. The importance of prior vulnerabilities to 
depression, personality problems, and lower socioeco­
nomic status has been established (22–28). These com­
plex associations do not mitigate the need for a new 
axis I symptom-based diagnosis. 

Our belief in the need for a diagnosis is based on lon­
gitudinal clinical investigations. In studies of individu­
als seeking brief therapy after the death of a loved one, 
we found that many prolonged grief reactions were 
characterized by three sets of symptoms: intrusions, 
avoidances, and failures to adapt to the specific loss 
event (29). By developing operational definitions of 
these three sets of symptoms, we designed a module for 
use in a clinical interview, following the methods used 
in the Structured Clinical Interview for DSM-III-R— 
Non-Patient Edition (SCID-NP) (30). Using the SCID­
NP plus the new module in a group of bereaved subjects 
studied 6 months and 14 months after the loss of a 
spouse, we predicted 1) that a salient diagnostic algo­
rithm would be found upon statistical analyses of the 
data, 2) if so, that some subjects would have a compli­
cated grief disorder but not a current major depressive 
disorder, and 3) that individuals with a lifetime history 
of major depressive disorder would be more likely to 
have a current diagnosis of major depressive disorder, 
a complicated grief disorder, or both. 

METHOD 

Bereaved subjects were evaluated by means of structured clinical 
interviews and self-report rating scales 6 months and 14 months after 
the death of their spouse or long-term domestic partner. Interviewers, 
trained in the use of the SCID-NP, added questions related to 30 pos­
sible symptoms of complicated grief. They rated each symptom, made 
SCID-NP diagnoses, and provided an overall rating of complicated 
grief. The subjects completed self-report measures. 

A latent class model analysis (explained below) related grief symp­
tom ratings from the interview to the clinician’s overall rating of com­
plicated grief and to two self-report measures specific to grief distress, 
to derive a consensus measure (“gold standard”) of complicated grief. 
This was then used in signal detection analyses to select specific and 
sensitive grief symptoms as candidates for diagnostic criteria. When 
we had selected the diagnostic criteria, the frequency of the diagnosis 
was compared with current and lifetime diagnoses of major depres­
sive disorder in all subjects. 

Individuals who had experienced the death of a spouse when they 
were between the ages of 21 and 55 years were recruited through 
notices placed in the local newspaper. This nonelderly age range was 
used to increase the likely frequency of symptoms, since past research 
indicates more distress in younger persons who experience conjugal 
loss, especially if the loss is relatively sudden, rather than gradual and 
expected as a consequence of terminal illness. 

Volunteers who entered the study had been either married or living 
domestically and intimately with their deceased partner for at least 3 
years. Persons with any recent physical or mental disorder requiring 
hospitalization, those with eating disorders, and those with substance 
abuse were excluded. After all procedures were fully explained, sub­
jects gave written informed consent. 

Volunteer study groups do not usually represent an entire popula­
tion and are often enriched with subjects experiencing particularly 
intense responses, who for this reason are interested in the study. This 
suited our purpose, as we wanted to increase the likelihood of psy­
chopathological symptoms. In using such a method, we planned for 
a high “case-finding” yield, but consequently our data do not permit 
extrapolation of the prevalence of complicated grief in a bereaved 
population. 

We evaluated 90 subjects 6 months after their loss of a long-term 
domestic partner. This group included 29 male and 61 female sub­
jects, of whom 7.8% had a high school education or less, 85.6% had 
some college education, and 6.7% had graduate education. Seventy 
of these subjects participated in a repeat evaluation 14 months after 
their loss. The subjects who remained in the study did not differ sig­
nificantly in demographic characteristics or symptoms at 6 months 
from the 20 subjects who were lost by attrition between the two 
evaluations. 

Three advanced clinical trainees took and passed an SCID-NP 
training course. Using procedures similar to those of the SCID-NP, 
they were trained to investigate and rate the 30 symptoms of a SCID­
NP-type module for grief-related symptoms. 

Procedures 

Respondents who met the criteria for inclusion in the study on the 
basis of a telephone screening were mailed preliminary consent forms 
and a self-report battery. When the packet was returned, the structured 
interview for diagnostic evaluation was scheduled. The SCID-NP, sup­
plemented by the analogous module of 30 grief symptoms, was con­
ducted by a clinical interviewer who made all relevant axis I DSM-IV 
diagnoses, rated each of the grief symptoms, and gave a global rating of 
the presence or absence of a pathological degree of grief response. The 
grief symptoms are listed in table 1. Each symptom and the global rating 
of complicated grief were scored on 7-point Likert scales: 0–1=absent, 
false, or minimal presence; 2–4=subthreshold or subclinical manifesta­
tion; 5–7= threshold or true, with a maladaptive manifestation. These 
definitions correspond to the SCID-NP rating system: our 0–1 ratings 
to SCID-NP rating 1; our 2–4 ratings to SCID-NP rating 2; and our 5–7 
ratings to SCID-NP rating 3. 

The SCID-NP interviews were videotaped. Twenty-five were re­
viewed and scored by a clinical interviewer. Interobserver reliabil­
ity on rating the 30 grief symptoms was satisfactory (kappa=0.78). 
The 30 symptoms were divided into three clinically derived catego­
ries: avoidance, intrusion, and failure to adapt. These were found, 
upon analyses of the data, to have satisfactory levels of internal 
consistency: 1) avoidance of thoughts and experiences related to 
the deceased (alpha coefficient=0.58) included episodes of numb­
ing emotion and inhibiting themes that could remind the subject of 
the death; 2) intrusion (alpha coefficient=0.52) included undesired, 
unbidden images of the deceased and frequent nightmares; and 
3) failure to adapt to the loss (alpha coefficient=0.49) included ex­
treme avoidance of new relationships and difficulty in returning to 
a daily routine of life activities. 

The self-report battery included the following two instruments. 
1. The Texas Revised Inventory of Grief (31) is an established self-

administered questionnaire that measures grief response in reference 
to a specified deceased person. A 5-point scale is used to indicate 
degree of endorsement of each of 13 items. 

2. The Reaction to Loss Inventory, developed by Horowitz and 
Field, is a new and as-yet unpublished self-administered questionnaire 
with 34 items that assess current symptoms, functional capacity, 
sense of identity, sense of relationship to the person who has died, and 
control of emotion related to the loss. The Reaction to Loss Inventory 
reduces many experiences, such as the intrusive and avoidance items 
found in the earlier Impact of Event Scale (32), to fewer items. The 
subject endorses each item on a 5-point scale ranging from “no expe­
rience” to “a high level of experience” within the last week. 
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COMPLICATED GRIEF 

TABLE 1. Symptoms of Complicated Grief in 70 Subjects 6 Months and 14 Months After the Death of a Spouse 

Subjects With Symptomb Symptom Severity Ratingc 

6 Months 14 Months 6 Months 14 Months 
After the Death After the Death After the Death After the Death 

Symptom Category/Itema N % N % Mean SD Mean SD 

Avoidance 
Low interest in important activities 43 62.3 13 18.6† 4.4 1.7 2.1 2.3 
Avoids thoughts of deceased 37 52.9 9 12.9† 4.1 1.9 1.1 2.0 
Not emotionally available to others 35 50.0 13 18.6† 4.1 1.8 1.3 2.2 
Avoids places that remind of deceased 30 43.5 12 17.1** 3.7 2.1 1.3 2.1 
Emotionally numb to others 28 40.0 11 15.7** 3.4 1.9 1.4 2.2 
Feels alienated from others 26 38.2 12 17.1** 3.7 1.9 1.4 2.0 
Weighted mean 3.9 — 1.4 — 

Intrusion 
Unbidden memories 50 71.9 29 42.0† 5.2 1.6 3.6 2.2 
Strong yearning 40 58.4 24 34.8** 4.2 2.1 3.1 2.3 
Worse when reminded of deceased 36 52.2 14 20.3† 3.7 2.3 2.1 2.2 
Emotional spells 33 47.2 14 20.3† 4.0 2.0 2.3 2.1 
Feeling watched by deceased 33 47.8 25 36.2 3.4 2.4 2.8 2.6 
Regrets others’ actions toward deceased 26 37.8 14 20.3* 3.2 2.3 1.9 2.2 
Doing things to please deceased 21 31.1 14 20.6 2.3 2.6 1.6 2.2 
Thoughts about cause of death 19 27.8 11 15.9 2.2 2.3 1.5 2.2 
Feeling that deceased is still alive 17 24.4 6 8.7** 2.0 2.4 1.1 1.9 
Dreams of deceased 15 22.2 8 11.6 2.0 2.3 1.3 1.9 
Regrets own actions toward deceased 14 20.0 8 11.6 2.3 2.1 1.5 1.9 
Sees others who look like deceased 11 16.7 12 17.4 1.7 2.2 1.7 2.1 
Weighted mean 3.0 — 2.0 — 

Failure to adapt 
Feeling of life being on hold 41 61.1 24 34.8*** 3.9 2.4 2.5 2.5 
Feeling alone and empty 39 58.9 26 37.7** 4.3 2.0 3.0 2.6 
Keeps deceased’s possessions the same 39 58.9 26 37.7** 4.2 2.0 3.4 2.1 
Significant difficulty with new intimacy 39 58.9 22 31.9 3.0 2.4 2.7 2.5 
Difficulty concentrating 24 34.4 14 20.3* 4.0 1.9 1.8 2.1 
Trouble sleeping 20 31.1 23 33.3 2.6 2.4 2.2 2.6 
Unusually irritable 13 18.9 10 14.5 1.8 2.3 1.3 2.1 
Bad physical reaction if reminded 11 15.6 1 1.5** 1.3 2.1 0.5 1.1 
Thoughts of own death being soon 10 14.4 5 7.3 1.7 2.1 0.8 1.6 
Hypervigilant  9 13.3  1  1.5** 1.3 2.1 0.4 1.0 
Foreshortened sense of future  8 12.2  3  4.4 1.5 2.0 0.7 1.4 
Feeling worthless 7 11.1 7 10.1 1.4 1.9 1.0 1.8 
Weighted mean 2.6 — 1.7 — 

Weighted mean across scales 3.0 — 1.8 — 

aData on some items are missing for some subjects.
 
bChi-square test (df=1) was used for the difference between 6 months and 14 months.
 
cScore of ≥5 on a 1–7 scale of increasing severity.
 
*p<0.05. **p<0.01. ***p<0.001. † p<0.0001.
 

Statistical Analyses 

The first step in identifying possible diagnostic criteria for com­
plicated grief was to select a criterion against which to compare 
each of the 30 newly developed candidate items. This was accom­
plished by applying latent class analysis. Since there are various 
applications for latent class models, and these are only recently 
coming into use in psychiatric studies, we review briefly the meth­
odological advantages and procedures that influenced us to pro­
ceed with data analysis in this fashion. Latent class models have 
been used previously to examine the congruity among potential di­
agnostic “gold standards” for other psychiatric disorders, such as 
schizophrenia (33, 34), mania (35), and, most recently, autism in 
the DSM-IV field trials (36). Estimates of sensitivity and specificity 
for various sets of potential diagnostic criteria are obtained by 
modeling the data with the use of maximum likelihood techniques 
computed relative to the latent standard or classification. An ex­
pression is obtained for the probability of an individual’s having 
any of the combinations of observed results on the possible tests of 
the diagnosis. These expressions are made up of components asso­
ciated with each of the latent classes that might characterize the 

subject (i.e., really having, or really not having, the diagnosis). The 
first component of the probability is associated with a true positive; 
the second with a false positive. The two components add up to an 
overall probability of a positive result for a subject of latent posi­
tive status. Parallel probability calculations are made for individu­
als with negative test results. The probability calculations make up 
the likelihood for the whole data set. The prevalence of the disorder 
and the sensitivity and specificity of the criteria are estimated from 
the data. Iterative numerical maximization of the likelihood for all 
the data leads to the maximum likelihood estimates of these pa­
rameters. The latent class model method used in this study is re­
viewed by Walter and Irwig (37); the program used for the calcu­
lations was developed by Szatmari and Walter (unpublished). 

The data analysis assumes that the multiple measures of compli­
cated grief being used should overlap for subjects identified as hav­
ing positive positive, false positive, negative negative, and false 
negative diagnoses, that iterative convergence will estimate the la­
tent class, and that the actual measure which most closely (singu­
larly) corresponds to this latent class is the best estimator of the 
phenomenon. After the latent class model is applied to empirical 
selection of a “gold standard” against which a set of diagnostic 
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criteria may be calibrated, signal detection TABLE 2. Latent Class Model Analyses of Four Potential Measures of Complicated Grief 
analyses can be applied to select specific Administered to 70 Subjects 6 Months and 14 Months After the Death of a Spouse 
items to serve as diagnostic criteria. 

False False The mathematics of the signal detection 
Negative Positive method has been described for psychiatric ap-

Time and Measure Rate Rate Sensitivity Specificity plications (38) and has already been used to 
model DSM-like sets of diagnostic criteria 
(39–41). In the signal detection method, it is 
possible to enter a series of predictors (possi­
ble diagnostic criteria) simultaneously and 
then to pick the predictors that correspond to 
the highest total predictive value, while moni­
toring the need to identify further predictors 
for cases that have not yet been “diagnosed” 
by the existing algorithm. Signal detection si­
multaneously selects diagnostic criteria that 

6 months after the death 
Clinical interviewers’ symptom ratings 0.03 0.00 0.97 1.00 
Clinical interviewers’ global rating 0.18 0.07 0.82 0.93 
Texas Revised Inventory of Grief 0.18 0.22 0.82 0.78 
Reaction to Loss Inventory 0.28 0.26 0.72 0.74 

14 months after the death 
Clinical interviewers’ symptom ratings 0.00 0.00 1.00 1.00 
Clinical interviewers’ global rating 0.50 0.00 0.50 1.00 
Texas Revised Inventory of Grief 0.08 0.26 0.92 0.74 
Reaction to Loss Inventory 0.19 0.33 0.81 0.67 

yield the highest total predictive value while 
continuing to select further diagnostic criteria 
that keep sensitivity and specificity best bal­
anced. In addition, signal detection yields an algorithm consisting of 
structured “and/or” rules that models procedures typically used in the 
DSMs and easily used by clinicians. 

Signal detection was selected for this study because it enables selec­
tion of “whole” items, which is clinically much more useful than a lo­
gistic regression approach, for example, which would produce a list of 
weighted predictor variables. It should be noted, however, that both the 
latent class model and signal detection approaches are forms of explora­
tory data analysis, and as such they do not allow testing of “trend” 
significance but, rather, serve to develop models. In this case, the goal 
was to produce a model set of criteria for complicated grief disorder that 
may be tested in future research on independent samples. 

RESULTS 

Table 1 shows the percentages of subjects with severe 
grief symptoms at 6 months and 14 months and notes 
the symptoms that showed significant decreases over 
this time interval. Within each category (avoidance, in­
trusion, and failure to adapt), symptoms are ranked by 
frequency from most likely to least likely at first evalu­
ation. Table 1 also contains the mean rating by the in­
terviewer of the severity of each symptom. Some symp­
toms from each category were present in more than 
one-half of the subjects at the first evaluation. Both fre­
quency and intensity declined with time, as was ex­
pected. Unbidden memories of the deceased, in the in­
trusion category, was both the most frequent and the 
most severe symptom at both evaluation times. 

Latent Class Model Analyses 

Separate latent class model analyses were constructed 
for data on the subjects 6 months and 14 months after 
bereavement to determine whether indicators of compli­
cated grief more than a year after loss were stable over 
that time period. Data entered into the latent class models 
were four potential “gold standards” for measuring 
pathological grief. The 6-month data were 1) an above-
median total score on the TexasRevised Inventory of Grief 
(median=50); 2) an above-median total score on the Re­
action to Loss Inventory (median=64); 3) an above-me­
dian number of symptoms scored in the “complicated 
grief” range (i.e., ≥5) by clinical interviewers (median=6); 
and 4) the clinician’s global rating of the presence or ab­
sence of pathological grief after the diagnostic interview. 

Data were divided in this way to reflect non-uniform dis­
tributions suggesting a “high” cluster of subjects who 
could be hypothesized clinically to have markedly more 
severe symptoms. Data were dichotomized because of the 
requirements of latent class model analysis for nominal 
data. Table 2 shows how each of these possible “gold 
standards” compared to the “latent” standard 6 months 
and 14 months after bereavement. The comparison is ex­
pressed in terms of false negative and false positive rates, 
as well as the sensitivity and specificity of each standard 
to the latent model. 

The results at 6 months indicated that the number of 
clinician-rated (SCID-NP interview) severe grief symp­
toms (five symptoms or more in a subject) was the clos­
est reflection of the latent model, misclassifying only 
3% of cases. A parallel analysis was conducted for the 
14-month data (although median scores, and therefore 
cutoffs, varied from the 6-month data [Texas Revised 
Inventory of Grief, median=41; Reaction to Loss Inven­
tory, median=57; severe grief symptoms, median=5]). 
At 14 months, the number of severe grief symptoms 
also proved to be the best reflection of the latent class 
model, accurately classifying 100% of cases. 

Using the above-median versus below-median cutoff 
for the number of SCID-NP interview severe grief symp­
toms as the “gold standard” for detecting complicated 
grief, we then calculated the sensitivity and specificity of 
each item 6 months and 14 months after bereavement. 
The results (table 3) show that most of these symptoms 
had lower sensitivity and higher specificity, indicating that 
while any one symptom was relatively infrequent, most 
symptoms, when endorsed, tended to be endorsed by the 
subjects who reported multiple symptoms of complicated 
grief. Between 6 and 14 months after the loss, the sensi­
tivity of items generally decreased and the specificity in­
creased further, indicating that when symptoms were en­
dorsed at 14 months, they were even more exclusively 
endorsed by those with prolonged problems of compli­
cated grief, as indicated by the “gold standard” derived 
by the latent class model. 

Signal Detection Analyses 

The latent class model analysis identified having an 
above-median number of severe grief symptoms accord-
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COMPLICATED GRIEF 

TABLE 3. Sensitivity and Specificity of Grief Symptoms in 70 Subjects 6 Months and 14 above-mentioned combinations of 
Months After the Death of a Spouse symptoms. It is interesting that these 

6 Months 14 Months criteria-like symptoms stem from each 
After the Death After the Death of the clinically derived symptom 

Symptom Category/Item Sensitivity Specificity Sensitivity Specificity 

Avoidance 
Low interest in important activities 0.70 0.93 0.34 0.97 
Avoids thoughts of deceased 0.42 0.85 0.26 1.00 
Not emotionally available to others 0.42 0.95 0.31 0.94 
Avoids places that remind of de­

ceased 0.32 0.90 0.29 0.94 
Emotionally numb to others 0.38 0.98 0.31 1.00 
Feels alienated from others 0.38 0.95 0.31 0.97 

Intrusion 
Unbidden memories 0.92 0.55 0.60 0.76 
Strong yearning 0.80 0.70 0.66 0.97 
Worse when reminded of deceased 0.72 0.73 0.31 0.91 
Emotional spells 0.70 0.83 0.34 0.94 
Feeling watched by deceased 0.58 0.65 0.57 0.85 
Regrets others’ actions toward de­

ceased 0.46 0.73 0.29 0.88 
Doing things to please deceased 0.44 0.85 0.37 0.97 
Thoughts about cause of death 0.42 0.90 0.31 1.00 
Feeling that deceased is still alive 0.32 0.85 0.17 1.00 
Dreams of deceased 0.34 0.93 0.20 0.97 
Regrets own actions toward de­

ceased 0.32 0.95 0.20 0.97 
Sees others who look like deceased 0.26 0.95 0.29 0.94 

Failure to adapt 
Feeling of life being on hold 0.80 0.63 0.57 0.88 
Feeling alone and empty 0.82 0.70 0.66 0.91 
Keeps deceased’s possessions the 

same 0.84 0.73 0.60 0.85 
Significant difficulty with new inti­

macy 0.56 0.83 0.54 0.91 
Difficulty concentrating 0.46 0.80 0.40 1.00 
Trouble sleeping 0.42 0.83 0.51 0.85 
Unusually irritable 0.26 0.90 0.23 0.94 
Bad physical reaction if reminded 0.22 0.93 0.03 1.00 
Thoughts of own death being soon 0.22 0.95 0.14 1.00 
Hypervigilant 0.20 0.95 0.03 1.00 
Foreshortened sense of future 0.16 0.93 0.09 1.00 
Feeling worthless 0.16 0.95 0.20 1.00 

groupings of avoidance, intrusion, and 
failure to adapt. Different individuals 
and individuals in different phases of 
response to stress may exhibit different 
signs of maladaptive grief processing, 
as suggested by the clinical impres­
sions and empirical findings on sub­
types of complicated grief cited earlier. 
At 14 months, subjects who experi­
enced a strong yearning for the de­
ceased, continued feelings of aloneness 
or emptiness, trouble sleeping, or strong 
avoidance of reminders of the de­
ceased would be found by a computer 
following this algorithm to have com­
plicated grief (sensitivity=1.00; spec­
ificity=0.71; total predictive value= 
0.86). This pattern indicates that the 
symptoms of grief that were most se­
vere at 6 months were not necessarily 
the ones most manifest at 14 months, 
but, as indicated below, the group of 
individuals showing severe symptoms 
remained quite stable over time. 

Diagnoses 

Although our results suggest that it 
may be possible to detect compli­
cated grief at 14 months by the pres­
ence of just one or two severe grief 
symptoms, all subjects who met this 
criterion experienced a multiplicity 

ing to the SCID-NP interview as our “gold standard” for 
assessing complicated grief. We then used signal detection 
to identify which specific criteria from among the 30 
canvassed by the clinician interviewers with the SCID­
NP might best define a diagnosis. These signal detection 
analyses can yield a set of criteria that are linked by “and/ 
or” rules. 

In the analysis 6 months after loss, the signal detection 
algorithm produced a diagnostic algorithm for compli­
cated grief that consisted of either of the two symptoms 
with the highest specificity plus either of the two symp­
toms with the highest sensitivity. Thus, a subject with 
symptoms that (at least) included a low interest in impor­
tant activities or strong spells of emotion, as well as un­
bidden memories or feelings of aloneness or emptiness, 
would be diagnosed by the computer on the basis of these 
symptoms as having complicated grief 6 months after 
loss (sensitivity=0.80; specificity=0.85; total predictive 
value=0.88). That is, 88% of the subjects identified by the 
latent class model analysis as having the most severe grief 
symptoms 6 months after loss experienced one of the 

of symptoms, with the most promi­
nent symptoms being significantly 

intercorrelated. It was felt that while it was statistically 
justified to base the diagnosis on one of the four severe 
grief symptoms identified by signal detection at 14 
months, a conservative, clinician-based, and DSM-like 
approach would be needed to formulate a set of diag­
nostic criteria with a minimum of three of these symp­
toms. The fact that these symptoms are intercorrelated 
justifies such an approach statistically. 

We propose that three or more of seven possible symp­
toms must be currently intensely present for a diagnosis 
of complicated grief disorder to be made, as shown in 
appendix 1. The seven symptoms are those identified in 
the 6-month and 14-month signal detection studies. The 
exploratory nature of the data analyses conducted here is 
another reason to tend toward overinclusion rather than 
exclusion of potentially informative diagnostic criteria. In 
addition, the inclusion of more rather than fewer symp­
toms to reach the diagnostic threshold is likely to further 
improve specificity (which was 78%) while likely lower­
ing sensitivity only marginally because of the intercorre­
lation among criteria. 
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We applied these criteria to arrive at the frequency of 
the proposed diagnosis. We found that 41% (N=29) of 
the 70 subjects met the criteria for complicated grief dis­
order, and 21% (N=6) of these 29 subjects—about one­
fifth—had a concurrent diagnosis of major depressive dis­
order, while 79% did not. Only a slightly higher 
proportion, 31% (N=9) of these 29 subjects had had a 
diagnosis of current major depressive disorder at the 6­
month evaluation. However, as we hypothesized earlier, 
many of these subjects with complicated grief disorder 
(79%, N=23) met the SCID=NP criteria for a previous 
lifetime diagnosis of major depressive disorder. Of the 
41 subjects (59%) without complicated grief disorder at 
14 months, 41% (N=17) met the SCID-NP criteria for a 
lifetime diagnosis of major depressive disorder. We con­
cluded that previous vulnerability to depression predis­
posed these subjects to formation of complicated grief 
disorder. Among the 41 subjects not diagnosed as having 
a complicated grief disorder at 14 months, none received 
a current diagnosis of major depressive disorder, and only 
10% (N=4) had received a current diagnosis of major 
depressive disorder 6 months after loss. 

The rate of lifetime major depressive disorder among 
the 70 subjects, judged by clinician interviewers at 14 
months after loss, was significantly associated with the 
current diagnosis of complicated grief disorder made by 
these interviewers (χ2=18.0, df=1, p≤0.0001). These data 
replicate earlier research showing that higher grief distress 
occurs in subjects with a history of depressive disorders 
(6). Our subjects were also assessed by SCID-NP criteria 
for anxiety disorders. The anxiety disorders were few and 
had no relevant associations with complicated grief dis­
order. Although 40% (N=28) of our subjects gave a life­
time history of an anxiety disorder, these past experiences 
failed to be significantly associated with a current diag­
nosis of complicated grief disorder (χ2=3.0, df=1, p≤0.10). 

DISCUSSION 

From a broad range of 30 possible grief symptoms 
assessed 6 months and 14 months after a major loss, it 
was possible to extract seven that could serve as poten­
tial diagnostic criteria for complicated grief disorder 
with a high degree of sensitivity and specificity. The fre­
quency of these symptoms declined significantly in the 
interval between 6 months and 14 months after the 
death of a significant other, but more than 1 year after 
the loss some subjects still had many symptoms. At that 
time, 14 months after the loss, 41% of the subjects re­
ceived a proposed diagnosis of complicated grief disor­
der. Only one-fifth of these subjects also received a con­
current diagnosis of major depressive disorder. On the 
other hand, both current complicated grief disorder and 
current major depressive disorder were strongly pre­
dicted by a lifetime history of major depressive disor­
der. Vulnerability in terms of preloss issues of biologi­
cal temperament, psychological character, and social 
context is likely for complicated grief disorder as well 
as major depressive disorder. 

The criteria we suggest for complicated grief disorder 
presently group individuals with prolonged and severe 
grief responses together into one category, yet clinical ex­
periences have led to reports of various possible subtypes 
of symptomatic presentation after prolonged and unre­
solved mourning (20–23). People frozen in mourning 
might be grouped with people flooded with sadness, rage, 
and disturbances in a sense of coherent identity if our 
criteria (appendix 1) are used. As we see it, this can be 
handled with multiaxial diagnoses, adding axis II person­
ality disorder categories to makedistinctions between sub­
groups, under a single axis I symptom diagnosis of com­
plicated grief disorder or major depressive disorder. 

CONCLUSIONS 

Does DSM-IV already have enough categories? As we 
have seen, major depressive disorder does not ade­
quately cover the symptom picture. Adjustment disor­
der is too nonspecific to serve as the relevant additional 
category. The event criteria for PTSD exclude some 
common loss-induced reactions from use of this diag­
nosis. A new diagnosis could help clinicians to formu­
late and treat pathology that is not adequately covered 
at present in our nosology in DSM-IV. 

APPENDIX 1. Proposed Diagnostic Criteria for Complicated 
Grief Disorder 

A. Event criterion/prolonged response criterion 

Bereavement (loss of a spouse, other relative, or intimate 
partner) at least 14 months ago (12 months is avoided be­
cause of possible intense turbulence from an anniversary re­
action) 

B. Signs and symptoms criteria 

In the last month, any three of the following seven symp­
toms with a severity that interferes with daily functioning 

Intrusive symptoms 
1. Unbidden memories or intrusive fantasies related 

to the lost relationship 
2. Strong spells or pangs of severe emotion related 

to the lost relationship 
3. Distressingly strong yearnings or wishes that the 

deceased were there
 
Signs of avoidance and failure to adapt
 

4. Feelings of being far too much alone or person­
ally empty 

5. Excessively staying away from people, places, or 
activities that remind the subject of the deceased 

6. Unusual levels of sleep interference 
7. Loss of interest in work, social, caretaking, or rec­

reational activities to a maladaptive degree 
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