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Below is an excerpt from Death and the Dervish, a quotation ofSheyh Nurudin, a Moslem 
cleric. The book Death and the Dervish was written by Me§a Selimovic (1910 - 1982) 
who was a Bosnian writer, born in Tuzla, my birth town and throughout my life I have 
often turned to his work in order to try and understand the history and the people of my 
country and their actions .... 

We are no one's, always at a boundary, always someone's dowry. Is it a wonder then that we are 
poor? For centuries now we have been seeking our true selves, yet soon we will not know who we 
are, we will forget that we ever wanted anything; others do us the honour of calling us under their 
banner for we have none, they lure us when we are needed and discard us when we have out served 
the purpose they gave us. We remain the saddest little district of the world, the most miserable 
people of the world, losing our own persona and nor being able to take on anyone else's, tom away 
and not accepted, alien to all and everyone, including those with whom we are most closely related, 
but who will not recognise us as their kin. We live on a divide between worlds, at the border 
between nations, always at a fault to someone and first to be struck. Waves of history strike us as a 
sea cliff. Crude force has worn us out and we made a virtue out of a necessity: we grew smart out 
of spite. 

So what are we? Fools? Miserable wretches? The most complex people in the world. No one is 
such ajoke of history as we are. Only yesterday we were something that we now wish to forget, yet 
we have become nothing else. We stopped halfway through, flabbergasted. There is no place we 
can go to any more. We are tom off, but not accepted. As a dead~end branch that streamed away 
f~om mother river has neither flow, nor confluence it can rejoin, we are too small to be a lake, too 
big to be sapped by the earth. With an unclear feeling of shame about our ancestry and guilt about 
our renegade status, we do not want to look into the past, but there is no future to look into; we 
therefore try to stop the time, terrified with the prospect of whatever solution might come about. 
Both our brethren and the newcomers despise us, and we defend ourselves with our pride and our 
~atre? We wanted to p~eserv~ ourselves, and that is exactly how we lost the knowledge of our 
Identity. The greatest ffi1sery IS that we grew fond of this dead end we are mired in and do not want 
to abandon it. But everything has a price and so does our love for what we are stuck with. 

Original: 

~ mi nisI?o nic~ji: .uvijek. smo na nekoj medi, uvijek neciji miraz. Zar je onda cudno ~to smo 
slroma~ru? StolJeclma ffi1 se trazimo i prepoznajemo, uskoro necemo znati ni tko smo, 
zaboravljamo vee da ne~to i hoeemo, drugi nam cine cast da idemo pod njihovom zastavomjer 
svoje nemamo, marne nas kad smo potrebni a odbacuju kad odsluzimo, najtuzniji vilajet na svijetu, 
najnesretniji ljudi na svijetu, gubimo svoje lice a tude ne mozemo da primimo, otkinuti a 
neprihvaceni, strani svakome i onima ciji smo rod, i onima koji nas u rod ne primaju. Zivimo na 
razmedu svjetova, na granici naroda, svakome na udaru, uvijek krivi nekome. Na nama se lome 
talasi istorije, kao na grebenu. Sila namje dosadila, i od nevolje sma stvorili vrlinu: postali sma 
pametni iz prkosa. 

~ta smo onda mi? Lude? Nesrecnici? Najzamr~eniji ljudi na svijetu. Ni skim istorija nije napravila 
takvu ~alu kao s nama. Do jucer smo bili one ~to zelimo danas da zaboravimo. Ali nismo postali ni 
ne~to drugo. Stali smo na pola puta, zabezeknuti. Ne mozemo vi~e nikud. Otrgnuti smo, a nismo 
prihvaceni. Kao rukavac ~to ga je bujica odvojila od majke rijeke, i nema vi~e toka ni u§ea, suvi~e 
malen da budejezero, suvge velik da ga zemlja upije. S nejasnim osjecanjem stida zbog porijekla, i 
krivice zbog otpadni~tva, necemo da g\edamo unazad, a nemamo kamo da gledamo unaprijed, zato 
zadrzavamo vrijeme, u strahu od rna kakvog rje~enja. Preziru nas i braea i do~ljaci, ami se branimo 
ponosom i mrznjom. Htjeli smo da se sacuvamo, a tako smo se izgubili, da vge ne znamo ni ~ta 
smo. Nesreca je ~to smo zavoljeli ovu svoju mrtvaju i neeemo iz nje. A sve se plaea, pa i ova 
ljubav. 
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Abstract 

Complicated Grief (CG) is a new diagnostic concept referring to a profile of 

symptoms indicative of a pathological bereavement reaction. CG overlaps in terms of 

symptomatology with other disorders such as Major Depressive Disorder (MOD) and 

Posttraumatic Stress Disorder (PTSD). In both PTSD and MDD various cognitive and 

emotion processes have been shown to be important in onset, maintenance, recovery and 

treatment. For this reason it is important to understand the role of such factors in CG where 

there is little published research examining these issues. This thesis therefore seeks to 

document the profile of cognitive-affective processing reported in the disorder by 

comparing individuals with and without a CG diagnosis, recruited from Croatia. The 

research uses a range of self-report, behavioural, cognitive and emotion processing tasks 

from the existing literature. 

Chapter I reviews the general literature and Chapter 2 describes the translation and 

validation of the questionnaire measures. Chapter 3 describes the samples ofCG and non

CG participants used in thesis studies. Six empirical studies are then reported in Chapters 4 

- 9. Chapter 4 examines cognitive processes of mental regulation including thought 

suppression, thought control, emotion regulation (appraisal, suppression and expressivity) 

and coping strategies. Chapter 5 presents diary data on sleep patterns and intrusive 

memories and thoughts, as well as questionnaire data on sleep and physical health 

impairments. Chapter 6 looks at fragmentation and disorganization in narrative accounts of 

the bereavement and of a negative non-bereavement related event. Chapter 7 focuses on 

processes in reasoning and thinking such as counterfactual thinking, judgement of risk, 

attributional style, posttraumatic cognitions, dissociation, self-evaluation and rumination 

style. Chapter 8 looks at autobiographical memory. Finally, Chapter 9 revisits a number of 

the key issues using different participant sampling. The data indicate that the cognitive

affective profile of CG appears highly similar to that of PTSD and depression. The data 

and their implications, along with limitations of the research and future directions are 

presented in a General Discussion (Chapter 10). 
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Chapter t: Introduction 

CHAPTER 1 

Introduction: Definitions, literature review and aims of this thesis 

Learning to live without those we love is a difficult process since 
"Emotionally, we temper the pain of our suffering. 

Psychologically, we renew our self-confidence, self-esteem, and self-identity ... 
Behaviorally, we transform our habits, motivations, dispositions, ways of doing things ... 

We blend old and new ways of meeting our biological needs ... 
Socially, we reconfigure our interactions with others ... 

Intellectually, we question and seek answers and meanings. 
We change our understandings and interpretations. 

Spiritually, we seek peace and consolation .. . 
We deliberately examine and experiment with alternatives .. . 

We revive what still works in our selves,families, and communities .. . 
We transform ourselves as we reshape and redirect our individual, family, and community life" 

(Attig, 2001, p. 41-43). 

1.1. Introduction 

Most individuals cope effectively with the loss of a loved person (Bonanno, et al., 

2004). However a minority of individuals (10-20%) experience difficulties whilst 

attempting to accept and successfully integrate the loss which in turn becomes chronic, 

prolonged or complicated grief (Horowitz, et al., 1997; Prigerson, et al., 1995; Prigerson, et 

al., 1999). 

Recent years have witnessed an increase in research using various measures of cognitive 

processing and basic emotion processing in a variety of emotional disorders. This research 

has revealed these variables to be important in the onset, maintenance, recovery and 

treatment of disorder. Interestingly, such variables are not simply a function of general 

psychopathology but instead show different profiles across different emotional disorders 

(Dalgleish & Power, 2004). For this reason it is important to understand the role of such 

factors in different disorders within the psychiatric pantheon. The current thesis seeks to 

understand aspects of cognitive processing and basic emotion processing in the disorder of 

Traumatic or Complicated Grief (CG), which has recently been renamed again to 

Prolonged Grief Disorder (PGD) (Prigerson, Vanderwerker & Maciejewski, 2007). 

CG as a discrete psychiatric entity is a relatively recent concept (though the idea of 

abnormal grief reactions has a long history) which, in terms of its symptom profile, bears a 

family resemblance to both major depressive disorder (MDD) and post-traumatic stress 

disorder (PTSD), while at the same time being arguably distinct from both of these other 
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presentations (Horowitz, et aI., 1997; Prigerson, Frank, et al., 1995; Prigerson, 

Maciejewski, et al., 1995; Prigerson, Shear, et aI., 1996; Silvennan et al., 2000; Silvennan, 

et al., 2001). In both PTSD and MDD various cognitive and basic emotion processes have 

been shown to be important in detennining clinical course and outcome. However, in the 

case of CO there is almost no published research examining these factors. The current 

thesis seeks to correct this by using a range of self-report, behavioural, cognitive and basic

emotion processing tasks from the existing literature. Therefore this thesis explores 

cognitive and emotion processes in CO. Before presenting the results of the individual 

studies, this Introduction will: 

1) Seek to define grief and its variants (bereavement, loss and mourning) and 

outline their differences 

2) Distinguish nonnal and pathological grief 

3) Describe CO and review the literature on the current state of research on the 

diagnostic criteria of CO 

4} Report symptomatic manifestations of CO and review the literature regarding 

prevalence and distinctiveness of CO from MDD, PTSD, anxiety, and physical 

illness 

5) Highlight contextual and risk factors of CO 

6) Outline existing theoretical views on bereavement, CO and PTSD 

It will be concluded that the literature is scarce in tenns of cognitive-behavioural and 

emotional processes in CO and in tenns of conclusive evidence towards the diagnostic 

distinctiveness and overlap of CO relative to other disorders. Literature pertaining to the 

specific studies in the thesis will be reviewed in the relevant chapters for those studies. 

1.2. Definitions 

Many writers and theorists have attempted to define words such as grief, 

bereavement, loss and mourning (Freud, 1917; Rando, 1984; McKissock, 1989; Leick & 

Davidsen-Nielsen, 1991; Parkes, 1993; Stroebe & Schut, 1995; Lev & McCorkle, 1989). 

Such words are used interchangeably in contemporary society which makes the task of 

constructing clear working definitions rather complex and diverse. However, see Table 

1.2. for some definitions of these concepts. 

Despite the existence of such definitions, Rosenblatt (2000) reasons that defining 

grief and related concepts is a self-defeating exercise due to the fact that there are many 
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kinds, forms and expressions of what might be considered as grief. It is fluid, changing, 

socially defined, with transient elements, with changes in meaning and intensity, and it 

overlaps with other emotions. 

Table 1.2. Definitions of Loss, Bereavement, Mourning and Grief 

LOSS: "anything that destroys some aspect, microscopic or macroscopic, of life and self' (Weenolsen, 

1988, p. 19) (p. 482 "it feels like I have lost part of myself') 

• "being deprived of or ceasing to have something that one formerly possessed or to which one 

was attached" (Martin & Doka, 2000, p.12) 

BEREAVEMENT: "comes from a root word meaning shorn off or torn up" (DeSpelder & Strickland, 

1999, p. 224) 

• "encompasses the entire experience of family members and friends in the anticipation, death, 

and subsequent adjustment to living following the death of a loved one" (Christ, Bonanno, 

Malkinson & Rubin, 2003, p. 554). 

• Indicates being stripped or suddenly deprived of something against the person's will 

• Most researchers refer to bereavement in terms of the state of having lost a significant other to 

death (Cook & Oltjenbruns, 1998; Leming & Dickinson, 1998) 

• objective act of loss or as the objective reality of loss (Doka, 1989a; Marwit, 1991) 

MOURNING: is a cultural response or expression of grief (Rando, 1984) 

• "mourning is seen as a process actively engaged in by the bereaved rather than as a reaction to 

loss" (DeSpelder & Strickland, 1999, p. 228) 

• Process of adaptation to the loss of the valued object (Parkes, 1996) 

• "psychological process that occurs as individuals experiencing loss, reorient their relationship 

to the deceased, their own sense of self and their external world" (Rando, 1993, in Martin & 

Doka, 2000, p.23) 

• "culturally patterned expressions or rituals that accompany loss and allow others to recognise 

that one has become bereaved" (Doka, 1989b in Martin & Doka, 2000, p.23) 

GRIEF: "grief is the structural, emotional, cognitive, social and spiritual change that occurs as a direct 

result of the experience of significant loss and that creates a mutable evolving, but lifelong relationship 

with the loss" (Moules, 1998, p.6-7) 

• grief is an outcome of bereavement and involves variety or reactions (Cook & Oltjenbruns, 

1998) 

• "psychic energy that results from tension created by the individual's strong desire to: maintain 

hislher assumptive world as it was before the loss; accommodate themselves to a newly 

emerging reality resulting from the loss and incorporate this new reality into an emerging 

assumptive world" (Martin & Doka, 2000, p.14-15) 

• Neimeyer, Prigerson and Davies (2002) describe grief "psychologically as a response to the 

disruption of personal assumptions and relationships that sustain a sense of self' (p.235). 
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1.3. Normal and Abnormal Grief 

Within the broader definitions of grief presented in Table 1.2., normal grief can be 

described as a state whereby people are "deeply saddened by the death of an attachment 

figure during a period of weeks or months of acute grief' (Shear & Shair, 2005, p.253). 

Most theories view normal grieving as a dynamic process with various and often 

overlapping stages of shock and painful emotions, followed by resolution (Bowlby, 1980, 

Engle, 1961 and Ringdal et al. 2001). Although grief is a highly individualised process 

with a strong normative component of this kind (Cowles & Rodgers, 1991), it is estimated 

that 10 to 20% of bereaved individuals experience abnormal grief, i.e., they find coping 

with loss abnormally difficult, distressing and painful (Burne & Raphael, 1994; Prigerson 

& Jacobs, 2001; Middleton, Burnett, Rapheal & Martinek, 1996). Abnormal grief has 

attracted many labels such as complicated, pathological, chronic, or exaggerated (Cook & 

Oltjenbruns, 1998; Middleton, et aI., 1996; Moselhy & EI-Dosoky, 1997). Furthermore, it 

has been argued that abnormal grief can manifest as "inhibited" (referring to prolonged 

absence of grief), or "delayed" (referring to grief occurring long after the death and where 

at the time of the death, emotions or thoughts related to the loss were relatively absent), 

(Cook and Oltjenbruns, 1998, though see Middleton, et aI., 1996). 

For the purposes of the present thesis, I adopt the term Complicated Grief (CG), as 

already noted, and the remainder of this introductory literature review will focus on this 

particular conceptualisation of abnormal grief. 

1.4. Complicated Grief 

Shear and Shair (2005, p.253) emphasise that individuals with CG: (a) do not 

integrate their loss; (b) experience disturbing and persistent disbelief regarding the loss; (c) 

resist any acceptance of reality that is viewed as painful, and experience anger and 

bitterness; (d) long and yearn for the deceased and experience painful emotions; (e) are 

preoccupied with the thoughts of the lost person accompanied by distressing intrusions, 

and also avoid some situations that may serve as a painful reminder of the loss; (f) are not 

interested in ongoing life. 

This constellation of symptoms has recently been the focus of attempts to establish 

CG as a formal psychiatric diagnosis. Despite this, until recently there have been no 

consensual diagnostic criteria for CG although researchers had made great progress on 

defining CG more accurately in order to distinguish CG from other existing disorders such 
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as MDD, PTSD, and anxiety. There were two proposed diagnostic systems. Horowitz et 

al. (1997) conducted a study using structural clinical interviews with 70 bereaved 

individuals who lost their spouse. Based on this study they proposed the diagnostic criteria 

for CO presented in Table l.4.a. Shortly afterwards, Prigerson et al. (1999) also presented 

criteria for this disorder, which at that time was called Traumatic Grief, and these are 

presented in Table 1.4.b. 

Table lA.a. Proposed Diagnostic Criteria for Complicated Grief Disorder (Horowitz at aI., 

1997) 

Criterion Description of symptomatology 

Criterion 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 because of possible intense turbulence from an 

anniversary reaction) 

Criterion B Signs and symptoms 

In the last month, any three of the following seven symptoms 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 

1. Feelings of being far too much alone or personally empty 

2. Excessively staying away from people, places, or activities that 

remind the subject of the deceased 

3. Unusual levels of sleep interference 

4. Loss of interest in work, social, caretaking, or recreational activities 

to a maladaptive degree 
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Table lA.b. Refined criteria for Complicated Grief (based on n = 306 widowed 

participants at seven months post loss) (Prigerson, at al., 1999) 

Criterion Description of symptomatology 

Criterion A 1. Person has experienced the death of a significant other 

2. Response involves 3 or 4 symptoms below experienced at least 

sometimes: 

(a) Intrusive thoughts about the deceased 

(b) Yearning for deceased 

(c) Searching for the deceased 

(d) Loneliness as a result of death 

Criterion B In response to the death, 4 of the 8 following symptoms experienced as 

mostly true: 

1. Purposelessness of feelings of futility about the future 

2. Subjective sense of numbness, detachment, or absence of emotional 

responsiveness 

3. Difficulty acknowledging the death (e.g. disbelief) 

4. Feeling that life is empty or meaningless 

5. Feeling that part of oneself has died 

6. Shattered world view (e.g. lost sense of security, trust, control) 

7. Assumes symptoms or harmful behaviours of, or related to, the 

deceased person 

8. Excessive irritability, bitterness, or anger related to the death 

Criterion C Duration of disturbance (symptoms listed) is at least two months 

Criterion D The disturbance causes clinically significant in social, occupational, or 

other important areas of functioning 

Overall A + B + C + D are met 
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1.4.1. Comparison of the diagnostic approaches 

Although the criteria for CO of Pigerson et a1. (1999) and Horowitz et a1. (1997) 

are broadly similar, Forstmeier and Maercker (2007) have observed four important 

differences: 

(a) Prigerson et a1. (1999) and Prigerson and Jacobs (200la) (2001b) have 

divided their CO symptomatology into: (1) separation distress (e.g. 

yearning, searching); and (2) traumatic distress (e.g. feeling shocked and 

preoccupied with thoughts of the deceased). Horowitz et a1. (1997), on the 

other hand, differentiate between (1) intrusion (e.g. memories, emotions 

and yearning); (2) avoidance (e.g. avoiding reminders and emotional 

numbing); and (3) failure to adapt symptoms (e.g. feeling empty or lonely, 

sleep problems). 

(b) A key difference between the two diagnostic systems is the role of 

avoidance symptomatology. Avoidance was originally part of the 

Prigerson et a1. CO diagnosis but Prigerson and Jacobs (2001b) decided to 

remove it in order to improve the internal reliability and accuracy of their 

diagnosis. However, Horowitz et a1. (1997) view avoidance as an 

important diagnostic criterion. It is often highlighted that, in accordance 

with the results of Raphael and Martinek (1997), CO patients avoid 

reminders of the absence of the deceased and often seek reminders of the 

person that they have lost. 

(c) The presence of the functional disturbance item is viewed as an integral 

part of the Prigerson et a1. approach (e.g., Prigerson et aI., 1995, Prigerson 

et aI., 1997 and Chen et aI., 1999). In contrast, the Horowitz et a1. criteria 

view disturbance as a possible, but not a necessary difficulty, under the 

avoidance cluster of symptoms. 

(d) The duration of symptomatology also differs. The Horowitz et a1. duration 

criterion is at least 14 months since the loss of the deceased whereas the 

Prigerson et a1. duration criterion (e.g. Prigerson & Jacobs, 2001 a) is six 

months. 

1.7 



Chapter 1: Introduction 

1.4.2. Evidence for current CG diagnostic criteria 

Research has generated evidence regarding both of these criteria sets and both 

receive support. Studies using the Prigerson et al. criteria have highlighted that CG 

symptoms are distinct from depression and anxiety and that CG is a unidimensional 

symptom cluster with two categories of separation and traumatic distress. Also these 

studies report that CG symptoms predict morbidity (e.g. risk or heart problems, cancer, 

increased alcohol use and suicidal ideation). Importantly, such symptoms are not 

responsive to antidepressant therapy (Jacobs et al., 2000, Stroebe et al., 2000, and 

Lichtenthal et al., 2004). Studies assessing the Horowitz et al. criteria report that CG 

symptoms are distinct from depression, though according to Lagner and Maercker (2005), 

the Horowitz et al. CG symptoms are correlated generally with psychopathology. 

Forstmeier and Maercker (2007) examined elderly bereaved participants using both 

diagnostic criteria and showed that they had poor agreement (Kappa = 0.13). Overall, they 

concluded that the Horowitz et al. criteria are more inclusive compared to the Prigerson et 

al. criteria and the probabilities of developing CG after experiencing major bereavement 

were 22.2% following Horowitz et al. and 4.6% following Prigerson et al. However, for 

the purposes of this thesis, CG was examined against the criteria identified by the 

consensus meeting with clinical and scientific experts in bereavement, mood and anxiety 

disorders, and psychiatric nosology (Prigerson et aI., 2001) following which the Inventory 

of Complicated Grief-Revised (ICG-R; Prigerson & Jacobs, 2001) was developed (see 

Chapter 2, section 2.5.5). This meeting used the Prigerson et al. criteria as a basic 

blueprint but sought to assimilate aspects of the Horowitz et al. approach. More recently, 

Prigerson, Vanderwerker and Maciejewski (2007), renamed CG again as Prolonged Grief 

Disorder (PGD) which is diagnosed if, after a loss, individuals suffer from one of three 

symptoms of "Separation Distress" and five of nine "Cognitive, Emotional, and 

Behavioural Symptoms" (see Table 1.4.2.). 
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Table 1.4.2. Proposed Diagnostic Criteria for Prolonged Grief Disorder (PGD) 

Criterion Description of symptomatology 

Separation 1) unbidden memories or intrusive thoughts related to lost 

Distress relationship 

2) intense spells or pangs of severe distress related to lost 

relationship 

3) distressingly strong yearnings for that which was lost 

Cognitive, 1) Sense of self as confused or empty since the loss because a part of 

Emotional 

and 

Behavioural 

Symptoms 

self died as a result of loss 

2) Trouble accepting the loss as real 

3) Avoidance of reminders of the loss 

4) Inability to trust others since the loss 

5) Extreme bitterness or anger related to the loss 

6) Extreme difficulty moving on with life (e.g., making new friends, 

pursuing interests) 

7) Pervasive numbness (absence of emotion) since the loss 

8) Feeling that life is unfulfilling, empty, and meaningless since the 

loss 

9) Feeling stunned, dazed or shocked by the loss 

A key issue in the CG literature, whichever criteria are used, has been CG's distinctiveness 

or otherwise from other disorders such as major depression and PTSD. These issues are 

considered next. 

1.4.2.1. CG and Major Depressive Disorder (MDD) 

According to the DSM-IV CAPA, 1994), depression is the only diagnosable 

disorder following bereavement. Historically, the psychoanalytic theory of Freud (1917; 

1957) proposed that depressed individuals exhibited symptoms that were similar to those 

who were in mourning. However, Bonanno and Kaltman (1999) suggested that Freud's 

primary interest was depression and its aetiology rather than grief. Similar associations 

between grief and depression were also reported by Clayton (1982). However, more recent 

approaches to pathological grief have emphasised why it differs from depression. For 
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example, Lichtenthal et al. (2004) reviewed in detail why CO is distinct from MDD. Their 

argument consists of the following points: 

(a) Distinct phenomenology of CO and depressive symptoms (Chen, et al., 1999; 

Boe1en, van den Bout, & de Keijser, 2003; Enright & Marwit, 2002, Horowitz 

et al., 1997; Prigerson & Jacobs, 2001a; Prigerson, Bierhals, et al., 1996; 

Prigerson, Frank et aI., 1995; Prigerson, Shear, et al., 1996) although there is 

overlap of symptoms and potential co-ocurrence. 

(b) Distinct risk factors for CO such as insecure attachment styles (e.g. excessive 

dependency, compulsive care giving, and defensive separation) are not 

associated with MDD (Prigerson et al., 1997, Prigerson et al., 1997, and van 

Doom, at at, 1998). Also caregiver burden predicts CO but not depressive 

symptoms (Beery et al., 1997). Similarly, Vanderwerker (2006) reported that 

child separation anxiety predicted CO but not depression in bereaved 

individuals. 

(c) Distinct clinical correlates for CO and bereavement-related depression (Enright 

& Marwit, 2002 and Prigerson & Jacobs, 2001a). For instance, McDermott et 

al. (1997) reported that CO patients did not show the same EEO sleep variables 

as patients with depression. Schuchter et al. (1986) and Jacobs (1987) also 

reported different cortisol and plasma growth hormone levels between CO and 

bereavement-related depressive patients. 

(d) Distinct courses and outcomes between CO and bereavement-related 

depression (Pasternak et al., 1991, Pasternak et al., 1993, Prigerson et al., 1996, 

Prigerson et at, 1995 and Zisook & Devaul, 1983) in that CO does not 

generally resolve as quickly or as distinctly as depression. 

(e) Independent occurrence ofMDD and CO (Enright & Marwit, 2002, Horowitz 

et aI., 1993 and Prigerson et aI., 1997). However, the percentage of individuals 

with CO not meeting MDD criteria are rather inconsistent: 46% (Prigerson, 

Frank, et aI., 1999), 79% (Horowitz et aI., 1997), 50% (Silverman, et at, 

2000), and 18% (Silverman, et aI., 2001). 

(f) Distinct responses to treatment interventions since grief symptoms are 

generally not reduced by antidepressants or interpersonal psychotherapy 

(J acobs & Lieberman, 1987; Pasternak et aI., 1991; Reynolds et aI., 1999). 
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1.4.2.2. CGand PTSD 

Mardi Horowitz wrote about putative links between trauma and grief in his book 

Stress Response Syndromes (1976), highlighting that traumatic stressors include natural 

disasters such as the Coconut Grove fire, but also include the death of a loved and close 

individual. This book was followed by the introduction ofPTSD as a new disorder in the 

DSM-III (APA, 1980). Since then the interactions between trauma and bereavement have 

been the focus of various studies (e.g. Stroebe, Schut & Finkenhauer, 2001). In this body 

of research, views differ as to the distinctiveness or otherwise of PTSD and bereavement 

reactions following traumatic loss. For example, Figley, Bride and Mazza (1997) and 

Simpson (1997) have suggested that when the bereavement is viewed as a traumatic event, 

CG should be subsumed under the diagnosis of PTSD. In contrast, for example, Pynoos, 

Nader, Frederick, Gonda and Stuber (1987) and Raphael and Martinek (1997) have argued 

that bereavement and posttraumatic stress reactions are distinct. The current consensus, to 

the extent that there is one, is that CG and PTSD are distinct syndromes. Lichtenthal et al. 

(2004) reviewed the arguments in detail, including: 

(a) Distinct precipitating events indicate that trauma and bereavement reactions are 

inherently different although this distinction is blurred (Raphael, 1997; Raphael 

& Martinek, 1997; Stroebe et aI., 2001), because PTSD, as defined in the DSM

IV -TR (2000), and CG have common precipitating events if and when the death 

of a loved person occurs as a result of violent circumstances (Raphael & 

Martinek, 1997). However, the impact of bereavement is related to the 

relationship with the deceased while the impact of trauma is related to the 

enormity of the stressor. 

(b) As noted, distinct phenomenology. It is the loss of the bond with the deceased 

that affects the individual in the case of CG while in the case of PTSD it is the 

actual events of the trauma that affect the survivor (Stroebe ct aI., 2001). 

Consequently, anxiety is less prevalent in CG than in PTSD, while sadness and 

yearning are core emotions associated with CG. Coping efforts in CG patients 

seem to involve reorienting oneself towards living in the world without the 

deceased. Whereas coping in PTSD involves broader reorienting following the 

impact of the trauma on self and world views. Intrusions are also qualitatively 

different (Raphael & Martinek, 1997; Stroebe, et aI., 2001), since PTSD 

intrusions involve memories of the traumatic event while CG intrusions are 
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usually memories of the deceased. Also, related emotions in PTSD are 

generally negative and distressing (Horowitz, Bonanno & Holen, 1993) while 

related emotions in CO are often positive and comforting (Horowitz et al., 

1993; Prigerson & Jacobs, 2001a). Indeed, it is often the case that these 

positive memories are treasured to a maladaptive extent, since they prevent 

individuals from moving forward in their life (Horowitz, et aI., 1993). 

Although Horowitz et al. (1997) propose that avoidance is a core symptom of 

CO, other researchers have reported that CG individuals tend to seek reminders 

of the deceased rather then avoid to them (Strobe et al., 2001, Prigerson & 

Jacobs, 2001a, Prigerson et at, 1999 and Spooren, et aI., 2000/2001). Similar 

arguments exist for hypervigilance symptoms, since in CG hypervigilance is 

directed towards searching for cues or reminders of the deceased (Prigerson, 

Maciejewski, et al., 1995; Prigerson, Shear, et al., 1999; Prigerson and Jacobs., 

2001a). 

(c) Distinct theories of aetiology and risk factors - Silverman et al., (2001) have 

proposed that childhood adversities (e.g. abuse or parental loss) confer 

increased risk for CG while adult traumas (e.g. non-bereavement traumatic 

event or loss of a child) confer risk to develop PTSD. Vanderwerker (2006) 

reported that child separation anxiety predicted CO but not PTSD. However, it 

is important to note that a great deal of other research has indicated that 

childhood abuse is a significant risk factor for PTSD (see Brewin, Andrews & 

Valentine, 2000). 

(d) Distinct clinical correlates. Sleep disturbance is a symptom ofPTSD (DSM

IV -TR, 2000; Horowitz et at, 1997) but McDermott et al. (1997) found that 

individuals with CG, who did not have co morbid depression, displayed 

relatively normal EEG sleep profiles. 

(e) Distinct courses and outcomes seem to indicate that PTSD individuals focus on 

re-establishing safety in the world while CG individuals focus on reconstructing 

their life without the deceased person (Marwit, 1996). Unfortunately, there are 

little empirical data available to support such a distinction. 

(t) CO and PTSD are not uniformly co morbid (Prigerson & Jacobs, 2001a; 

Prigerson et al., 1999; Prigerson et al., 1999). For example, Silverman et al. 

(2001) examined 85 conjugally bereaved individuals and reported that 18% met 

criteria for a CO diagnosis while only 7% met criteria for a PTSD diagnosis. 
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The percentage of individuals with CG not meeting PTSD criteria was therefore 

93% (Silverman, et aI., 2000), in this study. 

CG and Anxiety 

Anxiety is viewed as a common symptom of psychopathology in bereaved 

individuals (Parkes, 1996). For example, Jacobs (1993) reported that 44% of bereaved 

individuals exhibited symptoms of generalised anxiety or panic. However, a number of 

studies have shown that CG is distinct from anxiety (Boelen, van den Bout, & de Keijser, 

2003; Chen et aI., 1999; Lichtenthal et aI., 2004; Prigerson, Bierhals, et aI., 1996; 

Prigerson, Shear, et aI., 1996). For example, Boelen and van den Bout (2005) investigated 

1321 bereaved individuals, and measured anxiety and depression using the Symptom 

Checklist-90 (SCL-90). They used confirmatory factor analysis to show that CG 

symptoms are distinct from depression and anxiety. 

1.4.2.4. CG and physical illness 

One ofthe first researchers to observe a link between bereavement and physical 

illness was Lindemann (1944). Sue, Sue and Sue (1994) offer examples of related 

psychophysiological conditions including hypertension, headaches, coronary heart disease, 

ulcers and asthma. Of these, Parkes (1996) and Rice (1998) highlight heart disease as the 

biggest contributor to the high rates of death amongst the bereaved (Stroebe, Stroebe & 

Hansson, 1993), especially for older widows and men. Parkes (1996) also observed that 

bereaved individuals sought out more medical consultations which were attributed to 

physical complaints. Similarly, Prigerson, Bierhals, et aI., (1997) found that CG predicted 

cancer, high blood pressure, and change in smoking and eating habits at 13 and/or 25 

months. Furthermore, Chen et a1. (1999) reported that CG predicted negative health events 

at 13 months follow up (e.g. cancer, heart attack, hospitalization, and accidents), and 

Prigerson et a1. (2001) reported that individuals with CG had higher levels of functional 

disability and were 10 times more likely to have high blood pressure than those without 

CG. 
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1.4.2.5. CO as an independent disorder 

It is clear from the above sections that following the death of a loved person, 

individuals may experience a wide spectrum of symptoms that fall under the criteria of a 

range of disorders. Indeed, there is evidence that pathologically bereaved individuals have, 

in the past, been classified under the diagnostic criteria for MOD (Maercker et aI., 2006; 

Zisook, Schucter, Sledge, Paulus & Judd, 1994), PTSD (Schut et aI., 1991) and other 

anxiety disorders (Jacobs et al. 1990). 

Having said this, it is also clear that, despite some diagnostic overlap, there are 

unique symptoms of CO that are not captured by the symptom criteria of the above 

mentioned overlapping disorders. For these reasons, the current consensus seems to be 

that there is a good case for conceptualising CO as a new and distinct disorder. The 

question remains as to what are the advantages and disadvantages of establishing CO as a 

diagnostic entity? 

1.4.2.5.1. Disadvantages of CO as a diagnostic entity 

The main criticism is that if CO is established as a 'mental disorder', there is a 

danger that normal grief may become 'pathologised' and the distinction between normal 

and abnormal grieving processes may become even more blurred (Prigerson & Jacobs, 

2001a; 2001b; Stroebe et aI., 2001; Stroebe et al., 2000). Prigerson and Jacobs (200la) 

increased their proposed duration criterion for CO to 6 months in order to prevent 

overpathologising but it is as yet unclear what effect this will have. Levels of cultural 

variability are another issue. Although not unique to CO, cultural factors may make it 

difficult to determine when a grief reaction is pathological (Frank ct al., 1997; Prigerson et 

aI., 1995). 

Stroebe et al. (2000) proposed that there are other negative consequences to a CO 

diagnosis, such as an increase in cost to develop interventions as the number of detected 

cases starts rising. However, arguably the problem of costly interventions remains 

regardless of whether CO becomes an established mental disorder in, for example, the 

DSM or not. Additionally, loss of social support networks as a result of diagnosis may be 

harmful to the individual, although this may be offset by raising general awareness about 

uncomplicated and complicated grieving processes (Lichtenthal et aI., 2004). 
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1.4.2.5.2. Advantages of CO as a diagnostic entity 

Lichtenthal et a1. (2004) and Prigerson and Maciejewski (2007) have argued that 

the advantages outweigh the disadvantages when it comes to CO becoming an established 

mental disorder in the DSM. The main advantage, as they see it, is that this would 

facilitate treatment of the substantial amount of psychological and physical health 

problems that are currently associated with co. Another related advantage is the potential 

to reduce physical health morbidity since CO is associated with a number of specific health 

problems as outlined above (Chen, et aI., 1999; Prigerson, Bierhals, et aI., 1997). Related 

to these issues, Lichtenthal et a1. (2004) reported that 95% of Yale Bereavement study 

participants reported that they felt they would be helped by a CO diagnosis and that this 

would further clarify their problems to their families, friends, clinicians and themselves. 

According to Lichtenthal et a1. (2004) and Prigerson and Maciejewski (2007) 

establishing CO as a mental disorder may also lead to improvements in the assessment of 

abnormal bereavement since there would be standardised diagnostic criteria, which in tum 

would facilitate the evaluation of risk factors, consequences and treatment. The 

development of specific interventions appropriately tailored towards CO individuals would 

be another advantage. 

1.4.3. Interim Summary 

So far in this chapter I have introduced the concept of pathological bereavement 

reactions and outlined the arguments in the literature for the establishment of a disorder of 

Complicated Orief (CO) to recognise a significant majority of individuals with such 

difficulties. The current tide of opinion seems to be in favour of such a diagnosis and, in 

this context, this diagnostic approach will be adopted for the current thesis where the focus 

will be on CO according to the criteria laid down by Prigerson and colleagues (see Table, 

1.4.b.). 

In the next section, I will briefly review contextual and risk factors in CO before 

considering the relevant theorethicalliterature. I shall then use these theoretical ideas as a 

platform to derive the aims and hypotheses in the present thesis. 
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1.5. Contextual and risk factors in CG 

Dowdney (2000) emphasised that contextual factors may either moderate or 

mediate the grieving process and the outcome of bereavement. Also important are potential 

risk factors which may lead to CG. These factors will be briefly reviewed next. 

1.5.1. Socio-demographic factors 

When investigating the importance of age in bereavement, Parker and Weiss (1983) 

reported that younger individuals who have lost their spouse are more likely to manifest 

psychological problems, whilst older widows are more likely to show physical difficulties. 

Relatedly, Sanders (1988) when comparing younger and older widows found that younger 

widows displayed a greater intensity of psychological symptoms although, interestingly, 

for shorter period of time. Regarding gender, Lund (1989) and Sanders (1988) reported 

greater symptomatology amongst women than men. On this point, Shapiro (1996) notes 

that gender role socialization and cultural norms often dictate patterns for both men and 

women. In seeking to deconstruct these data, Parkes (1996) points out that women are less 

vulnerable to the deaths of siblings and parents but more vulnerable to the deaths of 

children and husbands. Sanders (1988) points out the differential levels of socio-economic 

deprivation between men and women if the deceased was the breadwinner which are 

compounded if the bereaved is left with dependent children (Leick & Davidsen-Nielsen, 

1991). Gender differences were also found by Chen et al. (1999) when investigating CG 

itself. They reported that women were more vulnerable to CO than men within the first 

two years post-bereavement and that widowers with high CG symptomatology described 

more hospitalizations and occurrences of cancer, stroke or heart attack, while widows 

suffered sleep changes, anxiety and depression. Similar data have been reported by 

Prigerson, et at. (2002), Vanderwerker et at. (2006) and Hardison et at. (2005). 

1.5.2. Mode of death 

An increase in emotional problems and a higher mortality rate have been linked to 

bereavement following sudden and unanticipated deaths (Parkes, 1996; Smith, 1990). For 

example, parents, especially mothers, losing children following car accidents displayed 

more symptomatology compared to those who lost children to cancer (Shanfield, Benjamin 

& Swain, 1984). Violent deaths, in particular, are also more difficult and complicating to 
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come to terms with due to unresolved feelings of anger and guilt (Weinberg, 1994; Parkes, 

1996), and Hardison et al. (2005) reported that violent death is unsurprisingly a significant 

predictor ofCG. 

1.5.3. Relationship factors 

Parkes (1996) highlights that early childhood experiences are important 

determinants of future grief, based on Bowlby's (1969; 1980) suggestion that attachment 

disturbances may leave individuals vulnerable to pathological mourning patterns due to 

their dependency levels. In line with this, studies of CG concluded that insecure 

attachments (van Doorn et al., 1998) playa crucial role as a predictor ofCG (e.g. 

adversities that occurred in childhood such as loss of a parent or childhood abuse; Chen et 

al., 1999; or childhood separation anxiety, Vanderwerker et al., 2006). In terms of adult 

relationships, Worden (1982) reported that people in relationships that are characterised by 

ambivalence, excessive dependency or narcissism are prone to dysfunctional grief 

following loss. Excessive dependency on the spouse and having a 'dependent personality' 

are similarly predictive of CG (Bonanno et al., 2002). 

1.5.4. Socio-cultural and religious factors 

Cultural beliefs can be viewed as supportive of the grieving processes (Rosenblatt, 

1988; Weiss, 1988; Worden, 1982). However, Rosenblatt (1988) found that cultural 

beliefs may also inhibit the grief process by not allowing expression of emotions or by 

imposing expectations of persistent grieving or time-limited grieving. Relatcdly, absence 

of social support, both practical and emotional, is considered an important dcterminant of 

symptomatology (Leick & Davidsen-Nilesen, 1991). For more details see Chapter 9, 

section 9.1.5. 

1.5.5. Past psychiatric history 

One of the factors that plays an important role in many disorders is past psychiatric 

history (Brewin, Andrews & Valentine, 2000). Specifically related to bereavement, the 

most recent study by Zisook, Shear and Kindler (2007) has reportcd that individuals with 

past personal or family history of psychiatric disorders are more vulnerable to CG. Similar 

results have been reported by Melhem, et al. (2004) among children and adolescents. Also 
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Latham and Prigerson (2004) examined suicidality among bereaved individuals and 

reported that CO symptomatology heightens risk of suicidality, as does past psychiatric 

history. 

1.6. Theoretical Models of Bereavement and CO 

Having described the symptomatology ofCG and briefly reviewed some of the 

moderators and risk factors, I will now tum to theoretical models of bereavement, 

specifically those focused on abnormal grieving processes. Although the distinction 

between various different theoretical models of grief is often subtle, it is helpful to briefly 

identify the key approaches. This will provide a context for a fuller evaluation of the 

theories deemed to be more relevant to the present thesis. To that end, Table 1.6. presents 

an overview ofthe various theories of grief. 

It is clear from the Table 1.6. that the psychoanalytic perspective has influenced the 

theoretical field of bereavement for many years and formed the basis of the griefwork 

approach (where emphasis is placed on a failure to sever bonds with the deceased, which is 

then manifested in pathological responses). The traditional grief work approach was 

challenged in the eighties (Stroebe & Stroebe, 1987; Wortman & Silver, 1989) by work 

emphasising the absence of empirical support for an advantage to severing bonds with the 

deceased. Bonanno (2000) highlights, nevertheless, that this previous grief perspective 

work can provide a basis for creation of awareness of alternative and more adaptive 

dimensions of grieving. 

Attachment theory has also had a very lasting impact on the bereavement field and 

it is often viewed as the bridge between earlier and more contemporary grief theories since 

it has its roots in the psychoanalytic framework but later on it turned towards the view that 

continuing the bond with the deceased is important in grief resolution. For example, 

Archer (1999) has incorporated elements of attachment theory in order to explain the 

origins and triggers of pathological grief. 

Cognitive appraisal theory has broadened conceptualizations of bereavement by 

recognising the impact of secondary stressors; however, the proposed appraisal and coping 

processes await to be addressed more comprehensively. In a similar vein, traumatic stress 

response theory (Horowitz, 1986; Horowitz et aI., 1993; 1997) has also made an influential 

impact on the bereavement field. Cognitive processes that are involved in regulating the 

experience of loss have assumed greater importance in understanding grief reactions 
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although social resources that may potentially playa part in adjusting to loss have been 

excluded. 

Most recently, interactive models have emerged in the service of understanding the 

multiple impact of various dimensions of bereavement and grief. Integrative models focus 

on providing more comprehensive models of grief. While Cieren (1991) hardly focuses on 

cognitive and intrapsychic processes, Bonanno and Kaltman (1999) focus on subjective 

and cognitive processes as well as the meaning attached to the loss. While these 

integrative models are not without limitations, especially with regard to empirical support, 

they are nevertheless significant efforts aimed towards further conceptual coherence of the 

field of bereavement and grief. However, as with the majority of models in Table 1.6., the 

integrative models do not specifically discuss CG. 

1.19 



Chapter 1: Introduction 

Table 1.6. Theories of grief 

Psychoanalytic Theories of Grief 

Freud (1917) - Mourning is a regular reaction to the loss of a loved person (it elapses without leaving traces of 

any gross change). Mourning pathology is intimately related to depression. 

Lindemann (1944) - Grief work is for emancipation from the bondage of the deceased. 

Linear Theories of Grief 

(e.g. Worthington, 1994) propose that confronting and adjusting to the loss enables the bereaved to return to their 

premorbid or near premorbid levels of functioning. 

Parkes (1970) - Stage Model of Grief - shock and disbelief; yearning and protest; despair and disorganization; 

resolution. 

Bowlby (1969/1980) - Attachment Theory - shock and numbness; searching and yearning; disorganization 

Fraley and Shaver (1999) - Continuing Bonds Paradigm - further extends Bowlby's attachment theory 

Walter (1996) - more contemporary version of continuing bonds - emphasising the interpersonal process of grief 

Task Models of Grief· Spiegel (1973), Weiss (1988), Worden (1982), van der Wal (1988) 

Corr (1992) - Task-based model of grief - coping with the process of death and dying is conceptualised as a 

series of physical, social, psychological and spiritual tasks. 

Behaviourally oriented theories of grief are largely derived from the clinical field (Cleiren, 1991). 

Ramsay (1979) conceptualises mourning as socially determined while grief is biologically determined and 

cessation of grief may only occur when new object relations are formed. However, this view lacks empirical 

support (Cleiren, 1991), and the nature and functions of normal grief are neglected. 

Gauthier and Marshall (1979) attach importance to the impact of the social environment in the development of 

pathological grief because they assume that it arises from inadequate and misplaced social reinforcement. 

However, neither the impact nor the roles of these factors are clarified. 

Socio-biological approaches to grief 

(Littlefield & Rushton, 1986) places importance on the impact that the death will have on genetic survival (e.g. 

mothers would grieve more the loss of child than fathers; loss of a healthy child is grieved more than tile loss of 

an unhealthy child; male children would be more grieved for than female children. However due to retrospective 

and indirect methods of assessment of intensity of grief the findings are open to various conclusions (Archer, 

1988). 

The Trauma Perspective of Grief (Bonanno & Kaltman, 1999) - proposes that there are three different aspects 

of bereavement and grief that relate to trauma: 

Traumatic Loss - (unnatural and violent deaths) increase the risk ofintense grief reactions 

Meaning of the Loss (Janoff-Bulman, 1992; Janoff-Bulman & Frieze, 1983; Parker & Weiss, 1983) - traumatic 

experiences challenge the individual to revise previous assumptions and world views. However attaching 

meaning to the loss may be an elusive concept since Lehman et a1. (1987) reported that 4·7 years after the loss, 

bereaved parents and spouses were not able to attach meaning to their loss. 

Talking about the Loss - assumption that sharing thoughts and feelings about a loss fosters cognitive 

restructuring (however there are inconsistent findings related to verbal disclosures during bereavement). For 

example, Lepore et al. (1996) found that perceived social constraints against bereavement-related verbalisations 

had an inhibiting effect (which in tum sustained high levels of intrusions about the loss), which predicted 

depression at a later stage. 
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The Socio-Functional Approach to Grief 

(Bonanno & Kaltman, 1999) proposes that negative emotions are distinguished by their short-term adaptive 

functional relevance (anger extemalises blame, sadness negates blame). They advocated the theoretical 

elaboration of the adaptive potential of reduced experience and expression of negative emotions. Bonanno & 

Kaltman (1999) view positive emotions as serving an adaptive function in that they are regarded as alleviating 

the stress of bereavement and enhance contact with social support systems. 

Cognitive Stress Theory 

(Lazarus & Folkman, 1984) 

This approach suggests that primary and secondary cognitive appraisal processes serve the purpose of 

determining whether stressors such as bereavement are experienced as challenging or threatening (therefore 

subjective interpretation or perception of the event, rather than the event itself, plays a determining role in the 

outcome of experience). 

Horowitz' (1986) Stress Response Theory focuses on the process of cognitive adaptation to a traumatic event 

involves the integration of new information with existing information. Horowitz et al. (1993) suggest that there 

are three categories of pathological grief (intrusion, avoidance and dysfunctional adaptation). As a result of the 

loss, the emptiness of the present cannot be reconciled with the memories of the past resulting in intrusive 

experiences and avoidance may be manifested by avoiding reminders of the deceased which in tum is linked with 

the execution of cognitive and practical tasks and in social functioning and relationships which may all be 

neglected. 

Interactive Models of Coping with Bereavement and Grief 

Rubin's (1999) Two Track Model of coping with Bereavement emphasises both the overt (psychosocial 

functioning) and the covert (emotional attachment and relationship to the deceased) aspects of responses to loss. 

Track I spans affective, interpersonal, somatic and psychiatric domains of the individual's life (anxiety, 

depression and other symptoms offer an indication of the impact of the loss; meaning is reflected by religious and 

spiritual beliefs; extent of withdrawal from social support and preoccupation with the self is important). Track II 

is viewed in terms of cognitions that reflect primary aspects of the bereaved's relationship with the deceased 

(imagery and memories experienced, positive and negative emotions, emotional and cognitive perceptions of the 

deceased). A series of investigations has provided evidence for both tracks (Rubin, 1981; 1982; 1984; 1993). 

Stroebe & Schut's (1999) Dual Process Model of Coping with Bereavement describes ways of coming to terms 

with the death of a loved one. It is based on coping theory and it is intended to counter problems identified with 

the grief work model. There are two categories of stressors called loss-orientation (processing aspects of the loss 

and concentrating on the deceased) and restoration-orientation (coping with stresses secondary to the loss, 

mastering tasks that were previously done by or with the deceased). Two further components are cognitive 

strategies and oscillation, which are interrelated. 

Integrative Models of Bereavement and Grief 

Cleiren's (1991) Task demands and resource model of adaptation and bereavement. 

Bonanno & Kaltman's (1999) integrative perspective on bereavement. 

Archer's (2001) requirements for a comprehensive theory of grief. 
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1.6.1. The cognitive behavioural model of CO 

So, having set the theoretical context, I will now discuss the principal cognitive

behavioural theory of grief which forms the context for the research presented in this 

thesis. In the cognitive-behavioural model of CO of Boelen, van den Hout, et at. (2006), 

there are three core processes in the development and maintenance of co: 
(1) Insufficient integration of the loss into the autobiographical knowledge 

database leading to recurrent reminders that the loved one is no longer there 

(Lichtenthal., 2005; Raphael & Martinek, 1997). Various situations, 

unintentionally, may act as reminders and triggers (e.g. how deceased used to 

do or say something). Despite all this, CO individuals continue to feel that the 

loss is an unreal event (and are shocked, stunned or dazed by the loss) and 

continue to exhibit searching and yearning behaviours (Prigerson, Shear, et aI., 

1999). The consequences of this insufficient integration are that deathlloss is 

experienced as a distinct event (no connection with other information in 

memory), a consequential event (with great significance), and a very emotional 

event (triggers strong feelings) (cf. Bernsten, 2001; Bower & Sivers, 1998). 

Also attachment reactions persist and CO individuals continue to experience 

despair, sorrow, and distress without any reduction in intensity (Horowitz, 

Bonanno & Holen, 1993) often accompanied with a feeling that the loved one is 

still alive or bound to return soon (Horowitz, et aI., 1993; Vachon et aI., 1982). 

(2) Negative global beliefs leading to the misinterpretation of grief reactions. 

These beliefs generate the symptoms of CO, strengthen engagement with 

unhelpful avoidance strategies and interfere with adjustments of the 

autographical database (in accordance with the previous literature on cognition 

and grief - Gluholski, 1995; Neimeyer, Prigerson & Davis, 2002; Schwartzberg 

& Janoff-Bulman, 1991; and preliminary empirical evidence - Boelen, van den 

Bout, & van den Hout, 2003a). Negative global beliefs about the self, life, and 

the future are viewed as critical (e.g. viewing life as meaningless and the future 

as hopeless strengthens the tendency to stay away from the present and future 

and continually dwell on what has been lost, accompanied by searching and 

yearning behaviours). Prigerson, Shear, et at. 's (1999) CO criteria consist of a 

perceived hopeless future and meaningless life, but Boelen et at. (2006) go 

further and assume that these negative beliefs are actually driving the disorder. 

The evidence for misinterpretation of grief reactions comes from two cross-
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sectional studies which shows that catastrophic misinterpretations of grief 

reactions are important and inevitably contribute to feelings of discomfort and 

distress (Boelen, van den Bout & van den Hout, 2003b; Boelen, Kip, Voorsluijs 

& van den Bout, 2004). It is important to note however that negative beliefs 

and catastrophic interpretations do not always co-occur. 

(3) Anxious and depressive avoidance strategies. Anxious avoidance strategies are 

viewed as linked to misinterpretations and occur when there is a core belief that 

if the reality ofloss is confronted then the individual with CO will lose control 

or become mad (cf. Horowitz, et aI., 1997; Ramsay, 1977; Nolen-Hoeksema, 

McBride & Larson, 1998). Depressive avoidance strategies are viewed as 

linked to global beliefs and occurs when the individual withdraws from 

activities and social interaction. This may reinforce the fact that the deceased is 

lost as well as deprive individuals of positive reinforcement related to getting 

on with their life after the loss oftheir loved one. It is specifically the negative 

expectations around these issues that are important here (e.g. 'meeting friends 

will not make me better' or 'I am unable to take up new responsibilities', cf. 

Benight, Flores & Tashiro, 2001). This depressive avoidance provides a key 

contribution to yearning symptoms and a sense of purposelessness about the 

future (Prigerson, Shear, et al., 1999). 

Although this model takes note or other background variables that may influence 

CO (such as adult attachment - c.r. Fraley & Bonanno, 2004; intellectual ability - c.r. 

Ehlers & Clark, 2000; violent loss - Berntsen, 2001; Kaltman & Bonanno, 2003; 

preoccupation with loss - Raphael & Martinek, 1997) it suggests that the above three 

processes are the crucial ones (see Figure 1.7.1). 
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Figure 1.6.1. A cognitive-behavioural conceptualisation of complicated grief (Boelen, et 

aI., 2006, p.lll) 
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There are numerous parallels between this model and various cognitive models of 

PTSD; for example by Ehlers and Clark (2000), (for reviews see Brewin and Holmes, 

2003, and Dalgleish, 2004). Recognising this, Ehlers (2006) reviews in detail theoretical 

similarities between the phenomenology and treatment of CO and PTSD highlighting the 

overlaps in the form of intrusions (in CO these concern the life of the deceased while in 

PTSD it is memories of trauma); poor integration into the autobiographical memory 

database; maladaptive cognitive appraisals (CO traumatic distress - e.g. self-blame for the 

circumstances that led to the death; CO separation distress - e.g. letting go of the deceased 

would mean letting down or dishonouring the memory of the deceased); and avoidance. 

Dalgleish and Power (2004) have also discussed the theoretical similarities and 

differences between CO and PTSD. In their conceptualisation, both disorders share the 

same basic symptom architecture of intrusion and avoidance difficulties - what Dalgleish 

and Power (2004) call "emotion-non-specific symptoms". However, they argue that the 

emotions aroused at the time of the 'setting events' for the two conditions (the loss vs. the 

trauma) and that are elicited in response to intrusions are different for CO and PTSD. 

Specifically, CO is characterised by loss and yearning and PTSD is characterised by fear 

and horror. Similarly, Dalgleish and Power propose that the concomitant emotional 

content of the two conditions will differ, with hyperarousal characterising PTSD and 

depressed mood and sadness characterising CO. 
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1.7. Cognitive-behavioural and emotional processing in CO 

In summary, the cognitive-behavioural theory of CO ofBoelen et al., (2006) in the 

context of similar ideas in the PTSD literature (see Dalgleish, 2004), suggests that a 

number of cognitive processes will be biased or impaired in CO. Oiven the paucity of 

empirical data investigating these proposals in CO, the research in the present thesis sought 

to provide preliminary evidence about a broad range of potentially important cognitive 

variables in the disorder, including the following: 

(a) Processes of mental regulation (thought suppression and coping) 

(b) Biases of reasoning and thinking (counterfactua1 thinking, judgment of 

risk, attributional style, posttraumatic cognitions, self-evaluation; 

ruminative style, and dissociation) 

(c) Memory (autobiographical memories, intrusive memories, and narrative 

memories) 

In addition, based on the analyses of Ehlers (2006) and Dalgleish and Power 

(2004), I was interested in exploring potential differences between CO and PTSD. In 

particular, is the emotion profile of CO more focused on sadness and yearning, as opposed 

to fear and horror? Finally, a number of psychosocial factors potentially important in CO 

were examined including social support, quality of life, relationship factors, and spiritual 

factors. 

The detailed literature for these cognitive and other processes in CO is reviewed in 

the introductory sections of Chapters 4 - 9. Consequently, in the final part of this Oeneral 

Introduction, I will do little more than outline the key processes of interest and provide a 

preview of the remainder of the thesis. 

1.7.1. Cognitive processes of mental regulation (Chapter 4) 

1.7.1.1. Emotion regulation and expressivity 

It has been emphasised that people with anxiety or mood disorders often display a 

range of difficulties in dealing with emotions and one of the central features of Axis 1 and 

Axis 2 psychopathology in the DSM is emotion dysregulation (AP A, 1994). Recent work 

shows that such individuals have more negative reactions to emotional and/or traumatic 

experiences, have more impaired understanding of emotions, as well as increased 
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difficulties in attempts to repair negative emotions compared to controls (e.g. Mennin, 

Heimberg, Turk & Fresco, 2005; Turk, Heimberg, Luterek, Mennin & Fresco, 2005). 

Campbell-Sills and Barlow (2007) have suggested that differences in emotion regulation 

are possibly related to resilience and vulnerability to anxiety and mood disorders. For 

more detail see Chapter 4, section 4.1.2. Aspects of emotion regulation in CG will be 

explored using two self-report measures, the Emotion Regulation Questionnaire (ERQ) 

(see Chapter 2, section 2.5.4.) that assesses use of Suppression and Reappraisal and the 

Berkley Expressivity Questionnaire (BEQ) (see Chapter 2, section 2.5.3.) that assesses 

levels of emotional expressivity. The current bereavement literature has not so far used 

these measures (or similar) to explore differences between individuals with and without a 

diagnosis of CG. The hypotheses and data are presented in Chapter 4. 

1.7.1.2. Thought suppression 

According to Wegner (1989), (see reviews by Purdon, 2001; Wenzlaff & Wagner 

2000;) thought suppression (TS) is the deliberate attempt to either remove or at least 

prevent particular thoughts from entering conscious awareness. TS is found as a response 

to intrusions in PTSD (Amir et a11997) and Acute Stress Disorder (ASD) (Warda & 

Bryant, 1998) leading to paradoxical increases in thought frequency. For example, 

Shipherd and Beck (1999), in an experimental manipulation of thought suppression, found 

that, compared to rape victims without PTSD, those with PTSD showed a delayed 

enhancement for rape-related thoughts. For more detail see Chapter 4, section 4.1.3. 

Thought suppression in this thesis will be addressed using a self report measure - the 

Thought Control Questionnaire (TCQ; Abramovitz et a1., 2001, 2003a; Amir et a1., 1997, 

Morrison & Wells, 2000,) (see Chapter 2, section 2.5.1.), and using an experimental 

approach. The hypotheses and data are presented in Chapter 4. 

1.7.1.3. Coping 

Coping has been defined by Folkman, Lazarus, Gruen and DeLongis (1986, p.572) 

as "the person's cognitive and behavioural efforts to manage (reduce, minimise, master or 

tolerate) the internal and external demands of the person-environment transaction that is 

appraised as taxing or exceeding the resources of the person". Some of the specific 

literature on coping with bereavement has been covered earlier in the present chapter and 

for more detail see Chapter 4, section 4.1.4. The issue of coping strategies in CG will be 
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addressed in this thesis using a self report measure called the Coping Orientation to 

Problems Experienced (COPE: Carver, Schier & Weintraub, 1989). The COPE provides 

scores for problem focused coping (e.g. activity, planning, suppression of competing 

activities etc.), and emotion-focused coping (e.g. acceptance, denial, emotional support, 

religion etc.) and three facets focusing on venting of emotions, and behavioural and mental 

disengagement. Coping styles or strategies of individuals with vs without a diagnosis of 

CG have not yet been examined and these data are also presented in Chapter 4. 

1.7.2. Cognitive biases of reasoning and thinking (Chapter 7) 

1.7.2.1. Counterfactual thinking (CFT) 

CFT refers to the way individuals imagine how past events in their lives may have 

turned out differently and comprise thoughts involving "if only ..... or "what if ...... 

According to Roese (1997) CFT has the function of preparing the individual for similar 

events in the future and thus people are more likely to generate CFT when experiencing 

negative life events. This in tum influences their judgement (Galinsky & Moskowitz, 

2000; Wells & Gavanski, 1989), attributions of responsibility and selfblame (Davis et al., 

1995), and emotion (Niedenthal, Tagney & Gavansky, 1994; Roese, 1997). In addition to 

the proposed preparatory function (Roese, 1997), Janoff-Bulman (1992) claims that 

another function is maintenance or rebuilding of an individual's sense of control over the 

world. Similarly, Davis et al. (1995) suggested that in the bereaved the function of CFT 

may be to give an individual a sense of control and aid in the construction of meaning. For 

more detail see Chapter 7, section 7.1.2. The study in the present thesis seeks to 

investigate CFT in CG for the first time. The hypotheses and data are presented in Chapter 

7. 

1.7.2.2. Subjective probabilities of judgment of risk 

Judgment of risk is an important aspect of reasoning. It involves making 

jUdgements about uncertain events and predicting the likelihood of future events 

(expectancies). Therefore making judgements and predicting the likelihood of future 

events is likely to play an important role in the maintenance of disorders (Kirsch, 1997, 

1999) if those judgements are biased or distorted in a negative direction. The cognitive 

psychology literature has established that judgments of uncertainty, including 
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expectancies, are commonly biased in everyone (i.e. clinical and non clinical populations) 

by the use of heuristic rules (useful rules of thumb - influenced by what easily comes to 

mind and by what is seen as typical) (e.g. Kahneman et al 1982; Tversky and Kahneman, 

1973, 1974; Kahneman and Tversky, 2000). However, cognitive models of emotional 

disorders (Beck, 1976; Clark 1986, 1988; Clark et a1. 1989) emphasise how such 

judgements can be distorted in individuals suffering from these conditions. For more detail 

see Chapter 7, section 7.1.3. This thesis aims to explore likelihood estimations in 

individuals with and without a diagnosis of CO using an adapted Subjective Probability 

Questionnaire (SPQ: Dalgleish et al., 2000, see section 7.2.3.1). The SPQ reflects common 

negative situations of concern to bereaved people (e.g. death, illness and accidents). The 

items were divided according to reference (self - happening to the participant; other

unknown - happening to an unknown individual; other-close - happening to a person close 

to the participant). The hypotheses and data are presented in Chapter 7. 

1.7.2.3. Attributional style 

Attributional style refers to a person's systematic tendencies to infer causality about 

events in hislher life. A negative style involves systematically appraising negative events 

as due to the self (internally caused), as due to stable causes, and as due to causes that have 

broad (global) implications. A negative attributional style is associated with hopelessness 

and reduced motivation in patients with major depression and other emotional disorders 

(Abramson et al., 1978; Abramson et aI., 1989b; Heimbcrg ct aI., 1989; Joiner 200 I; Robin 

& Hayes, 1995; Seligman et aI., 1988; Sweeney et aI., 1986; Tolin et aI., 2002). 

Attributional style has yet to be investigated in CO. Research evidence regarding 

attributional style is usually measured by using the Attributional Style Questionnaire (ASQ 

- for more details see Chapter 2). This assesses the internal/external, stable/transient and 

global/local causes of hypothetical positive and negative scenarios (Peterson et aI., 1982). 

For a detailed review of the ASQ see Chapter 2, section 7.1.4. This thesis examines 

attributional style in CO and non CO participants using the ASQ. The hypotheses and data 

are presented in Chapter 7. 

1.7.2.4. Posttraumatic cognitions 

As noted earlier in the chapter, it has been established that following extreme 

negative events, cognitions are often negative and dysfunctional and may contribute to the 
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onset and maintenance of psychological disorders such as PTSD (i.e. by causing a 

continual state of threat). Indeed, this state of affairs is central to the cognitive model of 

CO of Boelen et al. (2006) under examination here. Foa, Ehlers, Clark, Tolin and Orsillo 

(1999) developed the Posttraumatic Cognitions Inventory (PTCI) to examine such 

cognitions in the context of trauma. The PTCI is divided into (a) Negative Cognitions 

About Self, (b) Negative Cognitions About the World, and (c) Self-Blame (see Chapter 2, 

section 2.5.2.). The PTCI is able to discriminate between individuals with and without 

PTSD and is correlated with measures of PTSD severity, depression and anxiety which 

additionally confirm its validity. The importance of such cognitions is highlighted in many 

studies. For example, Bryant and Outhrie (2005) showed that catastrophic appraisals on 

the PTCI are a risk factor for the development ofPTSD symptoms in fire-fighters assessed 

before and after trauma exposure. The present thesis assesses the Boelen et al. model of 

CO by examining dysfunctional cognitions in the disorder using the PTC!. For more detail 

about the PTCI and dysfunctional cognitions see Chapter 7, section 7.1.5. The detailed 

hypotheses and data are presented in Chapter 7. 

1.7.2.5. Self-evaluations 

Teasdale and Barnard (1993) proposed a theory of depression maintenance in 

which they predicted that self-devaluative feelings when feeling dysphoric will predict the 

persistence of later episodes of clinical depression over and above the effects of depression 

severity, rumination and poor autobiographical memory. This line of thinking was 

extended by Teasdale and Cox (2001) who devised a measure - the Depressed States 

Checklist (DSC) (see Chapter 2, section 2.6.5.) to assess patterns of negative self

evaluation that people fall into when their mood becomes depressed. The aim in this thesis 

was to use the DSC to examine self-evaluations in CO. For more detail see Chapter 7, 

section 7.1.6. Using the Depressed States Checklist it will be explored whether self

devaluation plays an important role with the view that CO participants should endorse 

more self devaluative components, compared to non-CO participants. The hypotheses and 

data are presented in Chapter 7. 

1.7.2.6. Ruminative style 

Nolen-Hoeksema (1991) describes rumination as thoughts and behaviours that 

repetitively examine a person's negative feelings and the causes, meaning and 
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consequences of those feelings. Examples by Watkins and Baracia (2001) are "Why did 

this happen to me? Why me? Why can't I get better?", A tendency to ruminate in response 

to negative moods is a common (Rippere, 1977) and a stable coping style in the general 

population (Nolen-Hoeksema et a1. 1993). Several studies examining bereaved 

populations have shown that high levels of rumination predict greater distress (e.g. Nolen

Hoeksema, McBride & Larson, 1997; Nolen-Hoeksema, Parker & Larson, 1994). 

Rumination in many of these studies has been assessed using the Response Style 

Questionnaire (RSQ; Nolen-Hoeksema & Morrow, 1991, see Chapter 2, section 2.5.6.) a 

self-report measure of the tendency to respond to negative events by ruminating. For more 

detail see Chapter 7, section 7.1.7. Using the RSQ, the work in this thesis explores whether 

CO participants show a more dysfunctional ruminative style, compared to non-CO 

participants. The hypotheses and data are presented in Chapter 7. 

1.7.2.7. Dissociation 

Dissociation has been defined as a state of mental decomposition where thoughts, 

memories, emotions and sensations are compartmentalised since they are perceived as too 

overwhelming for the conscious mind to integrate. It is seen as an adaptive response to 

traumatic situations but as a maintenance factor for disorders such as ASD and PTSD since 

it prevents the processing and resolution of the trauma memory (Foa & Hearst-Ikeda, 

1996) and it precludes change from excessively negative appraisals of the trauma (Ehlers 

& Clark, 2000; Harvey & Bryant, 1999; Moulds & Bryant, 2002). Dissociation 

consequently predicts a poorer post-trauma response. For example, Murray, Ehlers and 

Mayou (2002) examined two samples of motor vehicle accident survivors in a prospective 

study and found that dissociation immediately post-accident predicted PTSD symptom 

severity at 6 months. For more detail see Chapter 7, section 7.1.8. In this thesis 

dissociation, as measured by the Dissociative Experiences Scale (DES; Bernstein & 

Putnam, 1986, see Chapter 2, section 2.6.3.) will be assessed in CG. The hypotheses and 

data are presented in Chapter 7. 
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1.7.3. Memories 

1.7.3.1. Intrusive memories (Chapter 4) 

Intrusive memories of the bereavement and of the loved one who has died are a 

feature of CG as emphasised by Boelen et al. (2006) in their cognitive model. More 

broadly, intrusions, numbing and arousal are common symptoms ofloss (Bowlby, 1980, 

Parkes, 1986, Horowitz, 1990, Prigerson et a1. 1999) as well as failure to adapt to the loss 

(Horowitz, et al 1997; Horowitz, et aI., 1993; Horowitz, et aI., 2003). These issues have 

already been discussed in various sections of this Introduction when reviewing the 

symptoms of CG. For more detail see also Chapter 5, section 5.1.1. Because of 

suggestions by Dalgleish and Power (2004) about the distinctive properties of intrusions in 

CG in terms of the associated emotions (sadness, yearning), and the dominant cognitive 

themes (loss instead of threat), the present study used diary and self report methods to 

examine intrusion phenomenology in CG. The hypotheses and data are presented in 

Chapter 5. 

1.7.3.2. Narrative memories (Chapter 6) 

In the trauma literature a number of authors such as Ehlers and Clark (2000) and 

Foa and Rothbaum (1998) have suggested that disorganization of narrative memory for the 

trauma acts as a maintenance factor for PTSD by inhibiting the processing and resolution 

of the trauma memory. This thesis aims to analyse narrative accounts of the loss and of 

another negative event using the coding scheme of Foa et a1. (1995), in order to examine 

levels of disorganization and fragmentation in narrative memory in CO. Narratives are 

likely to provide more in-depth and rich information about emotions and symptoms 

experienced than self-report measures (Ericsson & Simon, 1994), since individuals can 

write about their thoughts and feelings without constraints to specific time, place or 

questions. For a more detailed literature review see Chapter 6, section 6.1.2 and 6.1.3. The 

hypotheses and data are also presented in Chapter 6. 

1.7.3.3. Autobiographical memories (Chapter 8) 

As well as intrusive memories of the bereavement and potential disorganisation of 

narrative memory, it is likely that individuals with CO will have difficulties with 
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autobiographical recall more generally. In particular, it is probable that thy will expcricnce 

a relative difficulty in accessing specific memories from the personal past, tending instead 

to reconstruct the past in more general, categorical terms. Such reduced specificity of 

autobiographical memory has been described in individuals suffering from a range of 

clinical conditions (see Williams et aI, 2007), though with a primary focus on the affective 

disorders (e.g. Brewin, Reynolds, & Tata, 1999; Brittlebank, Scott, Williams, & Ferrier, 

1993; Kuyken and Brewin, 1995; Kuyken & Dalgleish, 1995; Wessel, Meeren, Peeters, 

Arntz, & Merckelbach, 2001; Williams & Dritschel, 1988). Similarly, an association 

between a history of trauma and reduced specificity has been found in many studies (e.g. 

Dalgleish et aI., 2003; de Decker, Hermans, Raes, & Eelen, 2003; Harvey, Bryant, & 

Dang, 1998; Henderson, Hargreaves, Gregory, & Williams, 2002; Hermans et al., 2004; 

McNally, Lasko, Macklin, & Pitman, 1995; Kuyken & Brewin, 1994; McNally, Litz, 

Prassas, Shin, & Weathers, 1994). For more detail see Chapter 8, section 8.1.1. This 

thesis presents a study that examines autobiographical memories along with 'biographical' 

memories of the deceased using an experimental cue word methodology (the 

Autobiographical Memory Test; AMT) to examine memory specificity. The hypotheses 

and data are presented in Chapter 8. 

1.7.4. Broader psychosocial processes (relationship/marriage, social support, religiosity 

and world views) (Chapter 9) 

As already outlined earlier in this chapter, the chronic grief litcraturc suggcsts that 

grief-related problems can arise from ambivalence towards the spouse or loved ones (e.g. 

Bowlby, 1980; Horowitz, Bonanno & Holen, 1993; Lindemann, 1944; Parkes & W ciss, 

1983) or excessive dependency on the spouse or lovcd one (Lopata, 1979; Ostcrweis ct aI., 

1984; Parker & Weiss, 1983; Raphael, 1983). Similarly, Shaver and Tancrcdy (2001) and 

Fraley and Shaver (1999) have suggested that individuals with anxious/ambivalent or 

preoccupied attachment styles have a tendency to react badly to the loss of a loved person, 

in terms of intense and lengthy distress. Also Shaver and Tancredy (2001) made the 

suggestion that those with an avoidant or dismissive attachment style can limit the extent 

of their dependency and distress and hence exhibit less distress after a loss. On the basis of 

these data, it was predicted that individuals high in CG symptoms would report greater 

ambivalence and dependency regarding their spouselloved one than those low in CG 

symptoms and data that speak to this question are presented in Chapter 9. 
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Religious involvement, it has been suggested, can provide a sense of belonging and 

social support following a loss (McIntosh, Silver & Wortman, 1993; Nolen-Hoeksema & 

Larson, 1999; Schucter & Zisook, 1993; W. Stroebe & Stroebe, 1993). The prediction for 

the present study was therefore that those high in CG symptoms would report lower 

religiosity compared with those low in such symptoms and data on this issue are presented 

in Chapter 9. 

Finding a sense of meaning in the way one views the world is also seen as a key 

component of the grieving process (Davis & Nolen-Hoeksema, 2001; Neimeyer, 2000; 

Parkes, 1971; Schwartzberg & Janoff-Bulman, 1991). Some individuals cannot find any 

meaning when the loss occurs (Davis & Nolen-Hoeksema, 2001; Lehman, Wortman & 

Williams, 1987) and/or they view the world as generally meaningless, unjust and 

uncontrollable (Schwartzberg & Janoff-Bulman, 1991). It has been suggested that those 

who hold such negative views of the world may react with greater distress following loss 

(Davis et at, 2000). The prediction therefore was that those higher in CG would endorse 

more negative world views then those lower in CO symptoms in the current thesis. Data 

on this issue are presented in Chapter 9. 

Finally, regarding social support in bereavement, two broad types of support are 

available. One is social support from friends and relatives (Bonanno & Kaltman, 1999; 

Lopata, 1979; Nolen-Hoeksema & Larson, 1999; Sanders, 1993; W. Stroebe & Stroebe, 

1987), and the other is instrumental support (help with finances and maintenance) (W. 

Stroebe & Stroebe, 1987). There is a broad literature showing that lower levels of both 

types of social support are associated with greater distress following a loss (e.g. Matt & 

Dean, 1993; Stroebe, Zach, Stroebe & Abakoumin, 2005). The prediction here therefore 

was that those high in CG symptoms would report lower levels of social support. A more 

detailed literature review and the relevant data are presented in Chapter 9. 

1.8. Thesis Overview and Rationale 

The studies presented in this thesis therefore explore a range of cognitive, 

behavioural and emotional processes in CO, to examine hypotheses based on the cognitive 

model ofCG of Boelen et a1. (2006), along with predictions derived from the PTSD 

literature. So far, in this General Introduction, I have briefly discussed normative grief 

reactions before focusing on a review of the concept of CO. I have then presented some of 

the relevant theory and data concerning CO before focusing down on the cognitive 

processes potentially involved in the disorder, for which to date there is little evidence. 
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briefly outlined those processes that will be the focus of the research in this thesis and 

noted that detailed reviews of the relevant literature and specific hypotheses will be 

presented in later chapters. In this final section I will preview the organisation of these 

remaining chapters. 

Since the data collection for the present study took place in Croatia, where many 

individuals have experienced distressing and traumatic bereavements due to the Civil War, 

it was first necessary to translate and validate a series of self-report measures into Croatian, 

so that those measures could be used in the body of the thesis. This process and the 

measures themselves are described in Chapter 2. 

Chapter 3 then describes the samples of CG participants and bereaved controls that 

took part in the studies reported in the thesis. The same participants took part in all ofthe 

studies and it therefore makes sense to describe them separately and in advance. Chapter 3 

also outlines the procedural details for the studies that were conducted across different 

assessment sessions. Chapter 4 then examines cognitive processes of mental regulation, 

including experimental data on thought suppression and self-report data on thought control, 

emotion regulation (appraisal, suppression and expressivity) and coping strategies. 

Chapter 5 presents diary data on sleep and intrusive memories and thoughts. This chapter 

also explores self-report data on sleep, quality of life, general health, physical health and 

substance use. Chapter 6 investigates narrative accounts of the bereavement and of a 

negative non-grief related event, looking at levels of disorganization and fragmentation. 

Chapter 7 focuses on processes of reasoning and thinking such as counterfactual thinking, 

judgement of risk, attributional style, posttraumatic cognitions, dissociation, sel f

evaluation and ruminative style. Chapter 8 examines specificity of autobiographical and 

biographical memories in CG. Finally, Chapter 9 revisits the self-report measures for the 

variables already examined in Chapters 4 - 8; this time looking at data from two larger 

groups of participants selected in terms of high and low levels ofCG symptoms. Chapter 

lOis a General Discussion that attempts to integrate the findings reported in the earlier 

chapters and to summarise the implications of these findings for our understanding ofCG, 

and, more specifically, for cognitive-behavioural accounts of the disorder. 
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CHAPTER 2 

Description, Translation and Validation of Self-Report IVfeasures Used in 

the Thesis 

2.1. Aim 

Experience has shown that science frequently develops mostfruitfully 
once we learn to examine the things that seem the simplest, instead of those 

that seem the most mysterious. 
Marvin Minsky 

As the research in this thesis is on Croatian samples, many of the measures used 

required translation and validation. This chapter seeks to introduce the different self-report 

measures used in the thesis and to evaluate the psychometric properties of the translated 

versions by assessing internal consistency, describing the factor structure (where 

appropriate), and examining construct validity. This chapter is divided into three sections 

according to the measures used. The first section contains measures that were already 

published in the Croatian language. This is followed by the second section that contains 

multi-factorial, non-Croatian measures that therefore needed to be translated, whilst the 

third section covers uni-factorial non-Croatian measures. 

NOTE TO READERS 

Because the current chapter presents validation data on thirty separate measures it 

is unavoidably somewhat repetitive. However, a summary list of the measures used with 

section references is presented in Figure 2.1.1. on page 2.4., for ease of reference regarding 

particular measures. Furthermore, summaries of the psychometric properties of the various 

measures are presented in Tables 2.7.1.a.-c., on pages 2.67-2.70. 

2.1.1. Introduction 

Many studies have reported a widc spcctrum ofpeoplc's responses to bercavement 

(Cutcliffe, 1998; Gilbar, Bcn-Zur, 2002; Middleton, Burnctt, Raphael & Martinek, 1996). 

This wide spectrum of responses, couplcd with the fact that the gricving process often 

results in symptoms that are shared by a variety of psychiatric conditions such as 
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depression, anxiety and PTSD, has led the author to consider a spectrum of variables that 

may be important factors in the post-bereavement period as outlined in the Introduction. 

The factors of interest here were divided into six meaningful sections: grief factors; 

associated symptomatology and severity factors; cognitions; emotion factors; psychosocial 

factors; and relationship factors (see Figure 2.1. for details of these factors). These factors 

were all measured by self-report in the studies that follow. All self-report measures were 

translated into Croatian. The purpose ofthe present chapter is to describe the translation 

and validation of these measures. Copies of the English and Croatian versions of all the 

measures are in the Supplementary Materials, available from the author. A list of the 

measures used (divided into the 3 sections) and how they map onto the factors presented in 

Figure 2.1, is presented in Figure 2.1.1. 
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Figure 2.1. Factors related to the bereavement process 

GRIEF SYMPTOMS PTSD & MDD ASSOCIATED 
SYMPTOMATOLOGY 

• YEARNING 

• ANXIETY • INTRUSION 

• DESPAIR • AVOIDANCE 

• SHOCK • IIYPERAROUSAL 

• INTRUSION • DEPRESSION 

• ANGER • ANXIETY 

• SEP ARA TION ANXIETY • DISSOCIA TION 
• TRAUMATIC DISTRESS 

COGNITIONS EMOTION FACTORS 

• THOUGHT CONTROL • EMOTION REGULATION 
(WORRY) • EMOTION 

• POSTTRAUMATIC EXPRESSIVITY 
COGNITIONS (THOUGHTS • ANGER 
ABOUT THE WORLD, SELF • SHAME 
AND SELF-BLAME) • GUILT 

• DEPRESSED STATES • PRIDE 
• RESPONSES TO 

DEPRESSION 

RELATIONSIIII~ EA!':],QR~ 
SOCIAL AND PERSONALITY 

• QUALITIES OF 
• COPING RELATIONSIIIP 
• PERSONALITY (POSITIVE & N .. :GATIVE) 
• ATTRIBUTIONAL STYLE • DEPENDENCY ON THE 
• SOCIAL SUPPORT SPOUSE/INTERPERSONAL 
• RELIGIOSITY • AVOIDANT & DISMISSIVE 
• WORLD VIEWS ATTACHMENT 
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Figure 2.1.1. Measures used (and factors) and how they are divided in this chapter 

2.4.1. Beck Depression Inventory (BDI) 

2.4.2. Posttraumatic Stress Diagnostic Scale 

2.4.3. Impact of Event Scale-Revised (IES-R) 

2.4.4. Brief COPE (coping) 

2.5.1 Thought Control Questionnaire (TCQ) 

2.5.2 Posttraumatic Cognitions Inventory (PTCI) 

2.5.3. Berkley Expressivity Questionnaire (BEQ) 

2.5.4. Emotion Regulation Questionnaire (ERQ) 

2.5.5. Inventory of Complicated Grief-Revised 

2.5.6. Response Style Questionnaire (RSQ) 

2.6.1. Novaco Anger Inventory (NAI) 

2.6.2. General Health Questionnaire (GIIQ) 

2.6.3. Dissociative Experiences Scale (DES) 

2.6.4. Grief Scale (GS) 

2.6.5. Dl.'pressed States Checklist (DSC) 

2.6.6. Attributional Style Questionnaire (ASQ) 

2.6.7. Test of Self-Conscious Affl..'Ct (TOSe A) 

2.6.8. Beck Anxiety Inventory (SAl) 

2.6.9. Bonnano et al. uni-factorial measures 

2.6.9.1. World View (WV) 

2.6.9.2. Social Support (SS) 

2.6.9.3. Quulities of Relutionships (QllR) 

2.6.9.4. Interpersonal Dependency (10) 

2.6.9.5 Dependency on the Significant Olher (OoSO) 

2.6.9.6. Avoidant I Dismissive Attachment Scale 

2.6.9.7. Religiosity Scale (RS) 

• 

• 
• 
• 

• 

le· 
• 

DEPRESSION 

INTRUSION 
AVOIDANCE 
HYPERAROUSAL 

COPING STRATEGIES 

THOUGHT CONTROL 

SELF. WORLD. SELF
BLAME 

• EMOTION EXPRESSIVITY 

• EMOTION REGULA nON 

• 

• 

SEPARATION ANXIETY & 
TRAUMATIC DlSTRESSS 
RUMINATION. 
DISTRACTION. SOLVING 

r£. ANGER 

• PSYClIlATRIC SYMPTOMS 

• DISSOCIA nON 

• SIIOCK. DESPAIR. ANGER, 
INTRUSION. YEARNING, 

• AFfECTIVE & SELF
DEVALUAnVE WORDS 

• AITRIBUTIONAL STYLE 
(INTERNAL, GLOBAL) 

• PRIDE. SIIAME, GUILT, 
EXTERNALIZATION 

• ANXIETY 

• DEATH ACCEPTANCE. 
JUST WORI.D etc. 

• FAMILY,I'RIENDS AND 
ClllLDREN 

• RELATIONSIIIP 
QUALITIES 

• DEPENDENCY 

• A IT ACIIM ENT STYLE 

• RELIGIOSITY 
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2.2. Questionnaire translation procedure 

The procedure for translation of the relevant questionnaires into Croatian language 

followed Bracken and Barona's (1991) guidelines which consist of three stages. 

The first stage is "source to target translation" which means that all of the 

questionnaires were translated from their original form in the source language (English) to 

the target language (Croatian). The preliminary translation was conducted by the author 

who is bilingual and who "is sufficiently educated to have familiarity with the concepts 

and the relatively formal language presented in test manuals and recordforms" (Bracken 

& Barona, 1991, p. 123). The author and preliminary translator has been living in the UK 

for the last 14 years. In the meantime, as a result of war and the separation of Croatia from 

the former Yugoslavia, changes have been made to the former Serbo-Croatian language to 

create the present Croatian language. The main rules of the Croatian language remain the 

same as Serbo-Croatian. However, new words have been incorporated into the Croatian 

language. Because of this, and the fact that most of the people taking part in the study 

were middle aged and older (mainly because of the nature of the study which involved 

griefi'loss), it was important that the preliminary translation was not entirely in Croatian 

because that would have made it more difficult to understand for the majority of the 

population who still speak Serbo-Croatian. For this reason, the people involved in 

checking the preliminary translation varied in age and occupation and were as follows: 45-

year-old male engineer; 46 year old female banking accountant/administrator; 28 year old 

female hairdresser; 30 year old male waiter; 20 year old female economy student; and 60 

year old female teacher. Their mean age was 38.2 years. Their feedback was collated and 

its content and differences were closely inspected with a particular focus on whether the 

understanding of the questions was as expected. Providing that the meaning was not 

affected these changes were incorporated. 

The second stage was "blind back-translation & translation-nack translation 

repetition ". This involved translating the previous translation transcript back into English, 

without seeing the original English version. The process of translation to Croatian and 

back translation to English was then repeated. The two people who carried out back

translation were female medical doctors (42 & 44 years old) who had no prior knowledge 

of the tests being translated. The back-translated version was compured with the original 

version, by the author and another Croatian psychologist (age 28), in terms of: similarity in 

meaning and wording; grammatical structure; comparability of the concepts; and, 
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complexity of the words used. Afterwards, the process of blind back-translation was 

repeated twice. There were no major discrepancies found. 

The third stage, final refinement process, took place after the original preliminary 

translations were as close as possible to the back-translated versions. This involved giving 

the translated questionnaires to yet another group of people, the so-called "{inal review 

group ". This group had to detennine that the translations were optimally worded, and/or 

whether further changes were needed. No major changes were made. These final 

reviewers were: a 45 year old female English teacher; 23 year old female economy student; 

55 year old female hairdresser; 47 year old male computer programmer; 57 year old male 

engineer. Their mean age was 45.4 years. 

2.3. Data Collection 

2.3.1. Method 

2.3.1.1. Participants 

In order to put together a database of bereaved individuals for the present series of 

studies, questionnaire packs were handed out to 400 community individuals in Croatia. 

The research was advertised through word of mouth as well as poster advertisements, in 

different towns throughout Croatia. Different places were targeted such as community 

centres, libraries, universities, shops, markets, health centres including GP surgeries and 

hospitals. A total of 339 questionnaire packs were returned - a return rate of 85%. For 

details about the participants please see Table 2.3.1.1. Whether a participant was bereaved 

or not was determined from the front page of the questionnaire pack where they were 

asked if they have lost someone close and important in the past and what the relationship 

with that person was, as well as the date when the person died. 
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Table 2.3.1.1. Demo~aEhic infonnation across the two f[0UES 

Non-Bereaved (n = 110) Bereaved (n - 229) 

Variable M SO n M SO n n.'St stutistic P 

Age, years" 33.26 12.71 37.46 14.41 t(337) - 2.60 .01 

Sex Fisher's c)(act .01 

Men 47 55 

Women 63 174 

Education, years Fisher's e)(act .55 

Unfinished school 0 2 

Primary school 4 5 

Secondary school 64 144 

University 34 59 

Postgraduate 6 19 

Monthly salary, £ Fisher's e)(uct .43 

Less than 100 19 40 

100-200 10 35 

200-300 24 42 

300-400 17 28 

400-500 12 30 

500-600 9 11 

Over 600 12 35 

Marital status Fisher's e)(lIet .02 

Single 54 85 

Married 46 95 

Cohabiting 6 16 

Divorced 2 16 

Widowed 0 15 

Nationality Fisher's CXllct .33 

Croatian 84 173 

Serbian 10 20 

Muslim 2 9 

Bosnian 8 S 

Undecided 0 3 

Macedonian 2 6 

Yugoslavian 2 2 

Religion !' •• hcr', cXllet .35 

Catholic 63 136 

Orthodox 6 17 

Muslim 12 15 

Christian 8 21 

Atheist 14 IS 

Nothing 4 4 

Humanist 0 I 

Agnostic 0 3 

Private 0 

Nute .• Age range: Nun-Bereaved gmup - 18-71. Berellved gmup - 17-1l1. 
"N.B. Samples sizes for dinerent questionnaires report~-d in this tllble, and subsequent tllhles in this Chllpt~,.. vary slightly due to some 
pllrticipants failing to complete those measures". 
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2.3.1.2. Procedure 

Participants were invited to read the information sheet on the first page of the 

questionnaire pack and to sign the informed consent if they decide to take part (see 

Supplementary Materials 2, A.2.3.1.2.a for the English version and A.2.3.1.2.b. for the 

Croatian version of information sheet and consent form). Participants had unlimited time 

to fill in the questionnaires in their own time and at their own pace. The front page 

consisted of questions regarding demographic information including date of birth, highest 

education level, marital status, health status (presence of illness), bereavement status (if 

bereaved then details concerning the deceased and when the bereavement occurred), 

nationality, religion and monthly salary. Participants were told that their answers would be 

confidential and that they could take as much time as necessary but ideally to return the 

measures within a few weeks in sealed envelopes. They were also asked ifit would be 

acceptable to use their responses as a screening measure for potential participation in 

future studies. Upon return of the completed questionnaires, participants were paid £ 10 

plus any travel expenses. 

At all times participants had the author's telephone number in case they needed to 

discuss some issues raised by the questions. 

2.3.1.3. Statistical Approach 

Once all of the data were collected, the psychometric properties of the 

questionnaires were examined. Specifically, reliability and validity were examined. 

Reliability is concerned with the extent to which a measure is consistent and is repeatable 

whilst validity examines the extent to which measures assess what they are intended to 

measure (Dipboye, Smith & Howell, 1994). There are two types of reliability and they are 

stability (test-retest, i.e. testing phenomenon at two different times) and equivalence 

reliability (inter-item; parallel forms; inter-observer agreement). There are three types of 

validity and they are content validity (face and sampling); empirical validity (concurrent 

and predictive); and construct validity (convergent/concurrent and discriminant). The 

reliability and validity of the questionnaires in this thesis were investigated by computing 

descriptive statistics, examining internal consistency reliability (Cronbach's alpha 

coefficient), and examining construct validity (convergent/concurrent and discriminant). 

Test-retest reliability was not assessed because the participants completed the 

questionnaire only once. 
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2.3.1.3.1. Internal Consistency (inter-item reliability) 

The internal consistency of the measures used in this thesis was calculated using 

the Cronbach's alpha coefficient. This examines the association of items (answers) to a set 

of questions designed to measure the same concept (the stronger the association among 

individual items and the more items included, the higher the reliability of a measure). 

Cronbach's alpha is based on the average of all the possible correlations of all the split 1/2s 

of a set of questions on a questionnaire. Also Gutman split-half reliability was examined 

but it was only reported ifit suggested a different conclusion from Cronbach's Alpha. 

2.3.1.3.2. Construct validity (convergent and discriminant validity) 

Construct validity examines whether the items that measure the construct are 

judged to be valid (intercorrelation of items). Convergent validity is achieved if one 

measure of a concept is associated with different types of measures of the same concept 

(therefore measures are intercorrelated). Discriminant validity is achieved if the measure 

to be validated is NOT strongly associated with the measures of different concepts 

(therefore measures are not related to supposedly unrelated concepts). Convergent and 

discriminant validity for the measures used in this thesis were assessed using Pearson's 

correlations (Spearman rank correlation iflincarity was not assumed) betwecn the 

estimated factor scores obtained from factor analysis, the total score ofthc mcasure, and a 

standard set of other self-report measures. This standard set comprised the Beck 

Depression Inventory (BDI), Bcck Anxiety Invcntory (BAI), Gcncrallicalth Questionnaire 

(GHQ), Impact of Event Scale-Revised (lES-R) and its subscales (avoidance, intrusion and 

hyperarousal). These specific self-report instruments were chosen for validation purposes 

because they together measure various aspects of psychological distress and encapsulate 

the known symptoms associated with complicated gricf(as measurcd by the Inventory of 

Complicated Grief-Revised (ICG-R», the focus of the prescnt research. The discriminant 

validity of the measures was further assessed by examining whether each measure is able 

to discriminate between the bereaved and non-bereavcd participants as well as males and 

females, considering that there is empirical evidence that these groups differ on many 

variables. 
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2.3.1.3.3. Factor Analysis 

Where appropriate, the factor pattern for each measure used was assessed using 

principal components analysis (PCA), using squared mUltiple correlations as prior 

communality estimates. Although there are various methods that can be used for factor 

extraction, the principal axis factor method is the most commonly used method 

(Tabachnick & Fidell, 1996). This method was used to extract the factors in the measures 

used and both orthogonal (varimax) and oblique (prom ax) rotation were used. Since 

rotations are a linear transformation of the factor solution this allows an easier 

interpretation of the factor solution (Hatcher, 1994). 

According to Dunteman (1989) rotation of the coordinate axes also allows for 

clearer loadings on the extracted factors. The varimax or orthogonal rotation method 

maximises the variance of a column of the unrotated factor pattern matrix (when displayed 

rows represent the variables, and the columns represent the retained factors), yielding 

uncorrelated factors (Hatcher, 1994). The prom ax or oblique rotation method produces 

estimates of the correlations between the factors by allowing factors to have non-zero 

correlations (Hatcher, 1994). In this chapter, both rotation methods were used unless it 

was clear beforehand (from previously published validation data) whether or not the 

factors extracted would be correlated with each other (since this is the underlying 

difference between these two methods) and Kaiser normalization. Bartlett's test of 

sphericity and the Kaiser-Meyer-Olkin measure of sampling adequacy were also performed 

to test the applicability of the principal components analysis to each relevant measure. 

2.3.l.3.4. Other Statistical issues 

All analyses in the present chapter and in the thesis as a whole were performed 

using SPSS 11 for Windows (SPSS Inc, 2003). Prior to analysis all variables were 

explored to check they met the normality and homogeneity of variance and sphericity 

assumptions of parametric statistics (see Howell, 1992). If the data were positively skewed 

a natural log transform was applied and if the data were negatively skewed a reciprocal log 

transform was applied. Where transformed data have been used this is highlighted in the 

text. All other analyses are carried out on untransformed data. As analyses within the 

overall sample were exploratory, statistical correction was generally not used and alpha 

was set conventionally at 0.05 unless otherwise stated. 
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2.4. THE MEASURES ALREADY AVAILABLE IN THE CRDA TIAN LANGUAGE 

There were only six of the selected self-report measures that had already been 

translated and validated elsewhere (see details below). This section does not seck to 

validate published factor analyses, and thus only reports internal consistency and 

convergent validity for these measures. 

2.4.1. The Beck Depression Inventory (BDI; English - Beck, Ward, Mendelson, Mock & 

Erbaugh, 1961; Croatian - Anie & Zivcic, 1992). 

The BDI measures self-reported levels of depression symptoms in the past week 

(see Supplementary Materials 2, A.2.4.1.a. for the English version and A.2.4.1.b.for the 

Croatian version). The BDI has 21 items and each item corresponds to a specific category 

of depressive symptoms and/or attitudes. The participant is asked to read a graded series 

of four self-evaluative items describing specific manifestations of depression. Items are 

scored by numerical values of 0-3 that are assigned to each statement in order to indicate 

degree of severity. Summing the highest scores for each of the twenty-one items gives the 

total BDI score. The overall score therefore ranges from 0-63. The suggested C\lt-offs are 

as follows: 0-9 = asymptomatic; 10-15 = mild depression; 16-23 = moderate depression; 

24-63 = severe depression (Shaw, Vallis & McCabe, 1985). To what extent these cut off 

ranges are suitable depends on the sample and the purpose of usc of this questionnaire 

(generally, in non-clinical populations, high BDI is considered as an indication of 

maladaptive functioning). The BDI has demonstrated good psychometric properties with 

both psychiatric and student samples. It has high internal consistency (ranging from 0.73 

to 0.92), split-half reliability (0.93), test-retest reliability and validity as well as high 

correlations with clinicians' ratings of depression (Beck, 1967; Beck, Steer & Garbin, 

1988). For the Croatian version, Anic and Zivcic (1992) reported Cronbach's alphas 

between 0.84 and 0.89 whilst for their total sample it was 0.88. More recently, Croatian 

BDI internal consistency was investigated in 203 students and it was also 0.88 (Peteh, 

2007). 

Descriptive data for men and women and those who were bereaved or non

bereaved in the present sample for the Croatian version of the BOI nrc displayed in Table 

2.4.1. It shows a significant group difference between bereaved and non-bereaved 
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participants with bereaved participants scoring higher on the DOl attesting to the 

discriminant validity ofthe measure. There were no significant gender differences. 

Table 2.4.1. Descriptive statistics (standard deviations in parentheses) for the Croatian DOl 

and PDS for men vs women and bereaved vs non-bereaved. 

. BDITola1 

PDSSymptom 

. Score 

: PDS Severity 

.' Score 

Men 

(n=100) 

6.78 

(8.25) 

Men 

(n = 102) 

5.15 

(5.23) 

Men 

(n'" 88) 

8.42 

(8.l6) 

Women 

(n=231) 

8.51 

(8.25) 

Women 

(n = 237) 

6.03 

(5.39) 

Women 

(n = 190) 

11.82 

(9.96) 

Note: Two-tailed signilicance •• p < om 

Non-Bereaved 

Statistic (n = 106) 

5.62 

t(329) = 1.76 (6.50) 

Non-Bereaved 

Statistic (n = 110) 

3.74 

t(337) '" 1.40 (4.81) 

Non-Bereaved 

Statistic (n ... 83) 

7.24 

t(276) = 2.79"" (8.41) 

2.4.1.1. Internal consistency of the Croatian BDI 

Bereaved 

(n'" 225) Statistic 

9.11 

(8.78) t(329) .. 3.64"" 

Bereaved 

(n ... 229) Statistic 

6.74 

(5.33) t(337) - 5.01"" 

Bereaved 

(n ... 195) Statistic 

12.23 

(9.63) 1(276) - 4.10"" 

The internal consistency of the DOl was very good, (Cronbach's = 0.89), attesting 

to the high reliability of the questionnaire. 

2.4.1.2. Convergent validity of the Croatian BDI 

Considering that depression is associated with various psychopathologies nnd is 

associated with anxiety and psychological distress (Beck & Steer, 1984) it was assumed 

that the DOl would be significantly positively correlated with measures of psychological 

distress as examined by the BAI, GHQ, IES-R and PDS (lES-R and PDS were completed 

with respect to identified traumatic events, for more details ofthcse please sec Tublc 

2.4.4.a. for IES-R trauma and Table 2.4.3. for PDS trauma). These correlations with the 

Croatian BDI were all significant and positive and are shown in Table 2.4.1.2. attesting to 

the convergent validity of the measure. 
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Table 2.4.1.2. Inter-correlations between the Croatian BDI, PDS, GHQ, and IES-R and its 

subscales 

BDI PDS BAI GHQ IES-R- IES-R- IES-R- IES-R- , 

severity total avoidance intrusion hyper-
/' , 

arousal , . . . 
BDI 0.52" 0.49·· 0.66·· 0.45" 0.38" 0.37" 0.48" 

PDS symptom 0.34" 0.50" 0.29·· 0.41·· 0.36·· 0.36·· 0.39" 

PDS severity 0.52·· 0.62·· 0.41·· 0.49" 0.45" 0.42" 0.47" 

Note: Two-tailed significance **p<O.OI 

2.4.2. The Posttraumatic Stress Diagnostic Scale (PDS; English - Foa, Cashman, Jaycox 

& Perry, 1997; CroatianIBosnian - Rosner, Powell & Butollo, 2003). 

The English version of the PDS is a self-report measure designed to assess PTSD 

symptoms, generating a formal but provisional diagnosis ofPTSD according to the DSM

IV criteria (APA, 1994) (see Supplementary Materials 2, A.2.4.2.a. for the English version 

and A.2.4.2.b. and for the Croatian version). The English version of the PDS has 49 items 

and provides information about frequency and severity of the core PTSD symptoms. First, 

the participant indicates the types of traumatic events slhe has experienced, and then 

describes the most traumatic event (reporting when it occurred and any emotional and 

physical injuries experienced during the event). Second, the seventeen symptoms of PTSD 

are assessed. Responses for each symptom (experienced in the past month) arc rated on a 

0-3 scale, [0 = not at all or only one time; 1 = once a week or less/once in a while; 2 = 2-4 

times a weeklhalf of the time; 3 = 5 or more times a week/almost always]. Finally, in a 

yes/no format, the participant rates whether the trauma has interfered with various life 

domains such as relationships, work, friends etc. 

A provisional diagnosis ofPTSD using the PDS is only made ifall of the six DSM

IV criteria are met. If the participant has omitted too many items (more than five) the data 

are considered incomplete and this precludes a diagnosis ofPTSD. The Symptom Severity 

Score ranges from 0 to 51 (the participant is asked to rate how much slhe was bothered by 

each of the PTSD symptoms). This symptom severity score is obtained by adding up the 

response weights of the participant's replies to items 22 to 38 (from 0 = never to 3 = 5 

times per week or more). The suggested cut-offs for the Symptom Severity score for the 

English language version are: ~ 10 mild; 2: 11 and ~20 moderate; 2:21 and!: 35 moderate to 

severe; 2:36 severe (Foa, 1995). Coffey, et a1. (1998) suggested a cut off score of28 in 

order to correctly classify PTSD positive patients. The number of symptoms endorsed can 
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range from 0 to 17. This is obtained by counting the number of symptoms the respondent 

endorsed with a response other then 0 for items 22 to 38. The PDS has good psychometric 

properties demonstrated by high internal consistency (Cronbach's ex. for the total symptom 

score = 0.92; re-experiencing = 0.78; avoidance = 0.84; hyperarousal = 0.84) and good 

test-retest reliability (0.74 for the diagnosis ofPTSD and 0.83 for symptom severity; Foa, 

et al., 1997). Coffey et al. (1998) also demonstrated good internal consistency reliability 

(PDS total score = 0.97; PDS severity = 0.95 and the subscales = 0.94). Schonfeld and 

Ehlers (2006) also reported a high internal consistency of 0.95 for the total symptom score. 

The CroatianIBosnian version was initially validated on 311 people surviving a town siege 

(Rosner et al., 2003) and also demonstrated good internal consistency (Cronbach's ex. for 

the total symptom score = 0.91; re-experiencing = 0.85; avoidance = 0.82; arousal = 0.80). 

Powell, Rosner, Butollo, Tedeschi and Calhoun (2003), investigating a sample of 136 

refugees and displaced people, reported a Cronbach's ex. for the total symptom score of 

0.94. 

Descriptive data for men and women and bereaved and non-bereaved, using the 

Croatian version of the PDS in the present study are displayed in Table 2.4.1. It shows that 

there are significant group differences between bereaved and non-bereaved participants 

with bereaved participants scoring higher on the PDS - severity, and also significant 

gender differences with women scoring higher on the PDS - severity. For PDS - symptom 

scores the bereaved participants reported significantly more symptoms than the non

bereaved participants. However, there were no gender differences. These bereaved vs. 

non-bereaved differences attest to the discriminant validity of the PDS. Types of identified 

events/trauma experienced (the most significant reported trauma in the participant's life) 

are listed in Table 2.4.2. 
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Table 2.4.2. Types of events/trauma experienced on the Croatian PDS for men vs women 

and bereaved vs non-bereaved. 

EVENT / TRAUMA • Men Women Non-Bereaved Bereaved 

(n= 90) (n= 190) (n = 81) (n = 199) 

*missingl2 *missing47 *missing29 * missing3 0 

I-Accident 24 (26.7%) 37 (19.5%) 20 (24.7%) 41 (20.6%) 

2-Disaster 1 (1.1%) 5 (2.6%) I (1.2%) 5 (2.5%) 

3-Non-sexual assault/someone you know 3 (3.3%) 15 (7.9%) 6 (7.4%) 12 (6%) 

4-Non-sexual assault/stranger 5 (5.6%) 8 (4.2%) 6 (7.4%) 7 (3.5%) 

5-Sexual assault/someone you know 0 6 (3.2%) 1 (1.2%) 5 (2.5%) 

6-Sexual assault/stranger 1 (1.1%) 9 (4.7%) 5 (6.2%) 5 (2.5%) 

7-Combat 34 (37.8%) 26 (13.7%) 22 (27.2%) 38 (19.1%) 

8-Sexual contact under 18 I (1.1%) 3 (1.6%) 0 4 (2%) 

9-Imprisonment 5 (5.6%) 4 (2.1%) 3 (3.7%) 6 (3%) 

10-Torture 2 (4.4%) 8 (4.2%) 3 (3.7%) 9 (4.5%) 

ll-Life-threatening illness 7 (7.8%) 40 (21.1%) 11 (13.6%) 36 (18.1%) 

12-0ther event 5 (5.6%) 29 (15.3%) 3 (3.7%) 31 (15.6%) 

13- DEATH OF SOMEONE 5 (5.2%) 30 (13.8%) 3 (3.1%)** 32 (14.7%) 

• missing means participants did not make a choice as to what is their most signilicant trauma 
•• these participants stated on the front page that they had not experienced a bereavement (it is likely that this selection of death as the 
trauma was therefore part of combat experience) 

2.4.2.1. Internal consistency of the Croatian PDS 

The internal consistency of the Croatian PDS was very good attesting to the 

reliability of the questionnaire (PDS total score Cronbach's a = 0.83; PDS severity 

subscale Cronbach's a = 0.91; PDS frequency subscale = 0.74). Cronbach's coefficient 

alphas were also computed for the individual sub-scales (re-experiencing a = 0.83; 

avoidance a = 0.63; numbing a = 0.82; hyperarousal a = 0.82). 

2.4.2.2. Convergent validity of the Croatian PDS 

"I 
.' 

Considering that the PDS symptoms and severity are associated with symptoms of 

depression and anxiety as well as intrusion and avoidance and hypcrarousal (Foa et aI, 

1997; Rosner et aI., 2003) it was assumed that the PDS would be significantly positively 

correlated with the standard set of measures of psychological distress including the BDI, 

BAI, IES-R and GHQ. These correlations were all highly significant and positive and are 

shown in Table 2.4.1.2. They thus provide convergent validity for the PDS. 
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2.4.3. The Impact of Event Scale-Revised (IES-R; English - Weiss & Mannar, 1997; 

Croatian - Ljubotina & Muslic, 2003). 

The IES-R is a self-report measure designed to assess current subjective distress for 

any specific life event/trauma (see Supplementary Materials 2, A.2.4.3.a. for the English 

version and A.2.4.4.b. for the Croatian version). The English version of the IES-R assesses 

the avoidance, intrusion and hyperarousal symptoms of PTSD and is designed to parallel 

the DSM-IV Criteria B, C and D for PTSD. The IES-R has 22 items and consists of3 

subscales. The mean of the following items is taken as the score for each subscale: 

avoidance (8 items: 5, 7, 8, 11, 12, 13, 17, 22 [e.g. item 5 - 'I avoided letting myself get 

upset when I thought about it or was reminded of it']), intrusion (7 items: 1,2,3,6,9, 16, 

20 [e.g. item 1 - 'any reminder brought back feelings about it']), and hyperarrousal (7 

items: 4, 10, 14, 15, 18, 19,21 [item 4 - 'I felt irritable and angry']). Participants are 

asked to rate, in a space provided, how they have felt in the past seven days with respect to 

the traumatic event that they have identified. Items are scored on a five-point scale [O=not 

at all; 1 = a little bit; 2 = moderately; 3 = quite a bit; 4 = extremely]. Summing the score of 

the 3 subscales gives the IES-R total score. 

Weis and Mannar (1997) and Briere (1997) found that the internal consistencies of 

the English version of the subscales were very high, intrusion alphas ranged from 0.87-

0.92, avoidance alphas ranged from 0.84-0.86, and hyperarousal alphas ranged from 0.79-

0.90. In a sample of therapists working with sex offenders, analyses generated Cronbach's 

a for the intrusion = 0.86, avoidance = 0.78 and hyperarousal = 0.74 (Steed & Bicknell, 

2001). In a sample of Vietnam veterans Cronbach's a for the total IES-R was 0.94 

(Creamer, Bell & Failla, 2003). Finally, Thewes, Meiser and Hickie (2001) examined a 

sample of 480 female breast cancer clinic patients and demonstrated good internal 

consistency for the total score (Cronbach'a = 0.84-0.91). Ljubotina and Muslic (2003) 

administered the Bosnian/Croatian IES-R as well as other posttraumatic stress reaction 

measures to 154 war veterans and reported high internal consistency (Cronbach's a for the 

total IES-R was 0.91). Factor analysis ofthe Croatian/Bosnian IES-R resulted in three 

significant principal components, which explained 69% of the variance (Ljubotina & 

Muslic, 2003). 

For more details regarding the traumas identified by the participants in the present 

sample when using the Croatian version of the IES-R see Table 2.4.3.a. 

2.16 



Chapter 2: Self-report validations 

Table 2.4.3 .a. Types of events/trauma reported on the Croatian IES-R for men vs women 

and bereaved vs non-bereaved. 

~ EVENT / TRAUMA . Men Women Non-Bereaved Bereaved l' ... 
. (0=38) (n"'= 113) (n= 35) (n=116)· ~ 

( , ·missing64 ·missing 124 ·missing75 ·missingl13 ! 
" I-Death 9 (23.7%) 25 (22.1%) 0 34 (29.3%) 

2-Arguments/worklstress 10 (26.3%) 15 (13.3%) 9 (25.7%) 16 (13.8%) 

3-Relationship breakdown/divorce 1 (2.6%) 18 (15.9%) 6 (17.1%) 13 (11.2%) 

4-Illness/injury 1 (2.6%) 24 (21.2%) 9 (25.7%) 16 (13.8%) 

5-Fighting 1 (2.6%) 4 (3.5%) 2 (5.7%) 3 (2.6%) 

6-Accident 4 (10.5%) 5 (4.4%) 2 (5.7%) 7 (6.0%) 

7-Attack 0 4 (3.5%) 0 4 (3.4%) 

8-Disaster 3 (7.9%) 1 (0.9%) 3 (8.6%) 1 (0.9%) 

9-War 3 (7.9%) 2 (1.8%) 0 5 (4.3%) 

10-Finances problems 4 (10.5%) 8 (7.1%) 2 (5.7%) 10 (8.6%) 

II-Exams 2 (5.3%) 7 (6.2%) 2 (5.7%) 7 (6.00%) 

• Missing means that these participants left the designated space to report the trauma empty 

Comparing the IES-R trauma table (Table 2.4.3.) where participants wrote down a 

single trauma, with the PDS trauma table (Table 2.4.2.) where participants can list more 

than one trauma shows they are broadly comparable. 

Descriptive data for men and women and bereaved and non-bereaved for the IES-R 

and its subscales in the present study are displayed in Table 2.4.3.b. It shows that there are 

significant differences between bereaved and non-bereaved participants with bereaved 

participants scoring higher on the IES-R and its subscales (attesting to the discriminant 

validity of the IES-R) and also there are significant gender differences with women scoring 

higher on the IES-R and its subscales. 

2.17 



Chapter 2: Self-report validations 

Table 2.4.3.b. Descriptive statistics (standard deviations in parentheses) for the Croatian 

IES-R for men vs women and bereaved vs non-bereaved in the present study (using the 

English version factors). 

Men Women Non-Bereaved Bereaved 

(n = 82) (n= 192) (n = 74) (n= 200) 

Avoidance 1.22 1.47 t(272) = 2.21* 1.19 1.48 t(272) = 2.43· 

(0.89) (0.87) (0.95) (0.85) 

Intrusion 1.10 1.53 t(272) = 3.71" 1.16 1.49 t(272) = 2.78" 

(0.78) (0.92) (0.93) (0.88) 

Hyperarousal 0.97 1.28 t(272) = 2.83" 1.00 1.25 t(272) = 2.18* 

(0.81) (0.85) (0.89) (0.83) 

IES-R 3.29 4.29 t(272) = 3.22" 3.35 4.23 t(272) = 2.73" 

Total (2.25) (2.39) (2.58) (2.28) 

Note: Two-tailed signilicance * p<O.05; **p<O.OI 

2.4.3.1. Internal consistency of the Croatian IES-R 

The internal consistency of the IES-R total score was Cronbach's a = 0.94, attesting 

to the high reliability of the questionnaire. Cronbach's coefficient alphas were also 

computed for the individual sub-scales (avoidance a = 0.88; intrusion a = 0.87; 

hyperarousal a = 0.83), attesting to the high reliability of the subscales. 

2.4.3.2. Convergent validity of the Croatian IES-R 

Considering that IES-R and its subscales are associated with depression and anxiety 

and post-traumatic symptoms (Weiss & Marmar, 1997; Ljubotina & Muslic, 2003) it was 

assumed that the IES-R and its subscales would be significantly positively correlated with 

the selected standard measures of psychological distress as measured by the BDI, BAI, 

GHQ and PDS symptomatology and severity scores. These correlations are presented in 

Table 2.4.3.2. and they show that the IES-R total score and the subscalcs are all positively 

and significantly correlated with all of these measures of psychological distress, providing 

good evidence of convergent validity. 
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Table 2.4.3.2. Correlations between the Croatian IES-R and its subscales and the BDI, 

BAI, GHQ and PDS symptom and severity scores in the current study 

BDI BAI GHQ PDS symptom PDS severity 

IES-R total 0.45·· 0.55" 0.43" 0.41·· 0.49" 

IES-R avoidance 0.38·· 0.45" 0.30" 0.36" 0.45" 

IES-R intrusion 0.37" 0.49" -0.18" 0.41" 0.42" 

IES-R hyperarousal 0.48" 0.57" 0.46" 0.39" 0.47" 

Note: Two-tailed signiticance **p<O.OI 

2.4.4. The COPE - Brief (COPE-B; English - Carver, 1997; Croatian - Hudek-Knezevic, 

Kardum & Vukmirovic, 1999). 

The COPE-B is a self-report measure that examines various coping mechanisms 

that people use in their life when they experience stressful life events (see Supplementary 

Materials 2, A.2.4.4.a. for the English version and A.2.4.4.b. for the Croatian version). 

The COPE-B has 32 items. There are 14 conceptually different coping reactions that are 

assessed (active coping; planning; positive reframing; acceptance; humour; religion; using 

emotional support; using instrumental support; self distraction; denial; venting; substance 

use; behavioural disengagement and self-blame). Participants are asked to indicate what 

they generally do and feel when they experience stressful events on a 4-point Likert scale 

from 1 (I usually don't do this at all) to 4 (I usually do this a lot). Summing the relevant 

item scores gives the subscale scores. Regarding the psychometric data for the English 

version, Carver (1997) reported internal reliabilities that exceeded 0.60, except for 

Venting, Denial and Acceptance. Regarding the Croatian psychometric properties, 

problem focused strategies had a Cronbach alpha's of 0.87, emotion focused strategies had 

an alpha of 0.92, and maladaptive strategies such as denial or avoidance had a Cronbach's 

Alpha of 0.80. Test-retest reliability conducted six weeks later produced somewhat lower 

alphas respectively, 0.56, 0.66 and 0.60 (Hudek-Knezevic & Kardum, 2006). 

Descriptive data for men and women and bereaved and non-bereaved participants 

in the present study using the Croatian version of the COPE-B are displayed in Table 2.4.4. 

It shows only one significant difference between the bereaved and non-bereaved 

participants with bereaved participants scoring higher on the COPE-behavioural 

disengagement strategy. There are significant gender differences on the COPE-total, 

religion, emotional support, instrumental support and venting strategies with women 

scoring higher on those (on substance use men scored higher). The most maladaptive 

strategies are considered to be (by Carver, Scheier & Weintraub, 1989) substance use 
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(significantly higher for men) and behaviour disengagement (significantly higher for 

bereaved participants). Other supposed maladaptive strategies (Carver et al., 1989) such as 

self-distraction, denial or self-blame were not significantly different across sub-samples. 

2.4.4.1. Internal consistency of the Croatian COPE 

The internal consistency of the Croatian COPE total score was acceptable 

(Cronbach's a = 0.76), attesting to the reliability of the questionnaire. Cronbach's alphas 

were also computed for the individual sub-scales (see Table 2.4.4.1). Most of these alphas 

ranged from good to high (all were above 0.62) attesting to the reliability of the subscales 

except the venting subscale, which was poor. 

Table 2.4.4.1. Internal consistencies (Cronbach's Alpha) of the subscales of the English 

and Croatian versions of the COPE-B 

Croatian Version English Version 

(current study) (Carver (1997) study) 

Active coping 0.74 0.68 

Planning 0.78 0.73 

Positive reframing 0.80 0.64 

Acceptance 0.76 0.57 

Humour 0.74 0.73 

Religion 0.90 0.82 

Using emotional support 0.84 0.71 

Using instrumental support 0.89 0.64 

Self-distraction 0.66 0.71 

Denial 0.62 0.54 

Venting 0.18 0.50 

Substance use 0.87 0.90 

Behavioural disengagement 0.87 0.65 

Self-blame 0.79 0.69 
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Table 2.4.4. Descriptive statistics for the Croatian version of the COPE for men vs women 

and bereaved vs non-bereaved (using English factors). 

I: Men Women Non-Bereaved Bereaved 
, 

(n= 99) (n= 234) (n == 107) (n = 226) 

COPE-total 67.57 70.22 t(331) == 2.18* 69.86 69.23 t(331) == 0.52 

(11.28) (9.61) (11.31) (9.64) 

Active coping 6.86 6.78 t(330) == 0.48 6.93 6.74 t(330) == 1.24 

(1.36) (1.28) (1.24) (1.33) 

Planning 6.95 6.83 t(329) == 0.75 7.01 6.79 t(329) = 1.37 

(1.39) (1.30) (1.28) (1.34) 

Positive 6.63 6.71 t(329) = 0.43 6.87 6.60 t(329) = 1.55 

reframing (1.49) (1.46) (1.13) (1.59) 

Acceptance 6.22 6.48 t(330) = 1.42 6.50 6.35 t(330) = 0.84 

(1.73) (1.41) (1.46) (1.54) 

Humour 5.25 4.83 t(328) = 1.74 5.26 4.80 t(328) = 1.90 

(2.27) (1.93) (2.26) (1.92) 

Religion 4.04 4.58 t(329) = 2.06* 4.23 4.51 t(329) = 1.05 

(2.18) (2.17) (2.11) (2.22) 

Emotional 4.45 5.80 t(330) = 6.81" 5.50 5.35 t(330) = 0.73 

support ( 1.55) (1.68) (1.64) ( 1.80) 

Instrumental 4.66 5.37 t(329) = 3.51" 5.35 5.07 t(329) ,.. 1.36 

support (1.66) (1.69) ( 1.63) (1.74) 

Self-distraction 5.34 5.38 t(330) = 0.22 5.35 5.37 t(330) = 0.07 

(1.58) (1.65) (1.58) (1.65) 

Denial 3.34 3.40 t(329) = 0.36 3.41 3.36 t(329) = 0.30 

(1.33) (1.47) (1.42) ( 1.43) 

Venting 3.79 4.14 t(329) = 2.18* 3.94 4.09 t(329) = 0.92 

(1.27) (1.36) (1.32) (1.35) 

Substance use 3.03 2.57 t(329) = 2.89" 2.83 2.65 t(329) = 1.14 

(1.42) (1.26) (1.38) (1.29) 

Behavioural 3.24 3.11 t(329) == 0.76 2.91 3.25 t(329) - 1.96* 

disengagement (1.53) (1.11) (1.35) (1.54) 

Self-blame 4.39 4.46 t(330) = 0.40 4.33 4.49 t(330) = 0.88 

(1.63) (1.59) (1.57) (1.61) 

Note: Two-tailed signiticance * p<O.OS; "'p<O.OI 

2.4.4.2. Convergent validity of the Croatian COPE-B 

There is a widely reported association between functional coping strategies and 

good self-esteem and low psychological distress, whilst less functional strategies (e.g. 
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denial or self-blame) are widely linked to poor self-esteem, high perception of stress and 

high psychological distress (Carver, Weintraub and Scheier, 1989; Carver, 1997). It was 

assumed that the COPE-B and its subscales would thus be significantly correlated with 

psychological distress as measured by the BDI, BAI, GHQ and IES-R in the present study. 

These correlations are shown in Table 2.4.4.2. The Table shows that only Humour 

(negative) and Self-Distraction (positive) are significantly correlated with IES-R-intrusion. 

With IES-R-hyperarousal, Humour (negative) and Venting, Substance Use and 

Behavioural Dissengagement (positive) are significantly correlated. With IES-R

avoidance, Self-Distraction, Denial, Venting, Substance Use and Behavioural 

Disengagement are all positively significantly correlated (the same pattern is present for 

IES-R-total). BDI is significantly correlated with Active Coping. Planning, Positive 

Reframing, Acceptance, Humour (negative direction) and Denial, Venting, Substance Use 

and Behavioural Disengagement (positive direction). The same pattern holds for 

correlations with GHQ. an additional negative significant correlation with Religion. The 

same pattern also holds for correlations with BAI, but without correlations with Humour 

and with additional positively significant correlations with Emotional Support and 

Instrumental Support. This overall pattern of correlations provides consistent, though 

modest. convergent validation of the COPE-B. 
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Table 2.4.4.2. Correlations between the Croatian COPE-B and its subscales, BDI, BAI, 

GHQ, IES-R and its subscales 

SD! SAl GHQ IES-R- IES-R- IES-R- IES-R-

total avoidance intrusion hyper-

arousal 

COPE-total -0.06 0.11· -0.04 0.12 0.13· 0.07 0.11 

Active coping -0.22·· -0.12· -0.15" -0.05 -0.04 0.10 -0.02 

Planning -0.24" -0.12· -0.18·· -0.02 0.14 -0.00 -0.06 

Positive reframing -0.33" -0.21·· -0.36·· -0.07 0.00 -0.10 -0.08 

Acceptance -0.23" -0.16·· -0.22·· -0.07 -0.09 -0.04 -0.06 

Humour -0.19·· -0.10 -0.13· -0.15· -0.11 -0.17" -0.14· 

Religion -0.09 -0.03 -0.11· -0.01 0.02 -0.03 -0.01 

Emotional support -0.07 0.20" -0.02 0.04 -0.01 0.07 0.05 

Instrumental support -0.09 0.14· -0.01 0.02 -0.04 0.06 0.05 

Self-distraction 0.03 0.08 0.01 0.18" 0.23" 0.16·· 0.10 

Denial 0.12· 0.13· 0.15·· 0.13· 0.18" 0.05 0.12 

Venting 0.22" 0.32" 0.23" 0.23" 0.25" 0.13 0.26" 

Substance use 0.28" 0.14· 0.14· 0.16· 0.18" 0.06 0.18" 

Behavioural 0.35·· 0.25·· 0.31·· 0.18" 0.17" 0.12· 0.20" 

disengagement 

Self-blame 0.25·· 0.24++ 0.25++ 0.19·+ 0.17·+ 0.14+ 0.20++ 

Note: Two-tailed signilicance * p < 0.05; ... P < 0.01 

2.5. MULTI-FACTORIAL MEASURES NOT AVAILABLE IN THE 

CROATIAN LANGUAGE AT THE TIME OF STUDY 

There were 6 of the selected measures that had significant factor structures in their 

English versions and for which a Croatian version was not available at the time of study 

and it was considered necessary to submit these measures to exploratory principal 

components analysis. This would have the effect of identifying meaningful component 

structures, and removing redundant items (thereby aiding future use of the measures). 

The factor analytic approach has been described in section 2.3.1.3.3. Exploratory 

factor analysis (EF A) was conducted using the principal components analysis extraction 

method and factors were rotated orthogonally using the Varimax method (Kline, 1994) 

unless published literature for the English language version had used oblique rotation. The 

minimum subject to item ratio for an EF A was set at 3: 1 (Norman & Streiner, 2000). At 

least 100 participants were considered necessary for the assessment of a questionnaire's 

reliability and validity (Kline, 2000). Therefore, separate analyses were conducted for 
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women and men and for the bereaved and non-bereaved sample (unless it was a grief 

related measure). There were various reasons as to why confirmatory factor analysis was 

not used. According to Kline (1993, p. 183) "confirmatory analyis is not as statistically 

powerful as it first appears" and when using CF A too soon may be misleading when used 

in different language and different community populations. The results of these analyses 

are given in the following sub-sections. 

2.5.1. The Thought Control Questionnaire (TCQ; Wells & Davies, 1994). 

The TCQ is a self-report measure that has been designed to examine various 

techniques that individuals use to control unpleasant and unwanted thoughts and memories 

and how effectively they can use these techniques (see Supplementary Materials 2, 

A.2.5.1.a. for the English version and A.2.5.1.b for the Croatian version). The English 

language version of the TCQ has 30 items and assesses the effectiveness of strategies for 

controlling unwanted and unpleasant thoughts. "It also explores the relationship between 

the use of different strategies and measures of stress vulnerability and psychopathology" 

(Wells & Davies, 1994, p. 872). The TCQ consists of five subscales: Distraction (items: 1, 

9, 16, 19, 21); Social Control (items: 5, 8, 12, 17, 25, 29); Worry (items: 4, 7, 18, 22, 24, 

26); Punishment (items: 2, 6, 11, 13, 15, 28); and Reappraisal (items: 3, 10, 14, 20, 23, 27). 

Items are scored on a four point rating scale with 1 = never, 2 = sometimes, 3 = often; 4 = 
almost always. Items on the Distraction, Punishment, Worry and Reappraisal sub-scales 

are scored simply by totalling the numbers endorsed by respondents. The Social Control 

sub-scale contains three reverse scored items (5,8 and 12). A Total TCQ score can be 

obtained by summing the individual sub-scales. The overall score ranges from 30 • 120. 

Wells and Davies (1994) reported good internal reliability with Distraction alpha = 0.72, 

Social Control alpha = 0.79, Worry alpha = 0.71, Punishment alpha = 0.64; and 

Reappraisal alpha = 0.67, (they did not report the alpha for the Total score). There were no 

gender differences (Wells & Davies, 1994; Wells & Cartwright-Hatton, 2004). 

Descriptive data for men and women and bereavcd and non bcreaved in the currcnt 

study on the Croatian TCQ (using the English factors) are displayed in Table 2.5.1. It 

shows that there are significant group differences between bereaved and non-bereaved 

participants with bereaved participants scoring highcr on the TCQ-Punishmcnt and non

bereaved scoring higher on the TCQ-Social Control scales. Thcre are also significant 

gender group differences with women scoring higher on the TCQ-Distraction, TCQ-Social 

Control, TCQ-Punishment and TCQ-Total. 
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Table 2.5.1. Descriptive statistics (standard deviation in brackets) for the Croatian TCQ for 

men vs women and bereaved vs non-bereaved (using English factors). 

Men Women Non-Bereaved Bereaved 

(n = 100) (n = 236) (n = 110) (n= 226) 

Distraction 15.04 16.46 t(334) = 3.42·· 15.91 (3.39) 16.10 t(334) = 0.46 

(3.45) (3.48) (3.60) 

Social 13.07 14.33 t(332) = 3.55" 14.49 (2.77) 13.70 t(332) = 2.26· 

Control (2.67) (3.04) (3.07) 

Worry 10.92 11.03 t(331) = 0.35 10.65 (2.22) 11.16 t(331) = 1.68 

(2.81) (2.56) (2.80) 

Punishment 9.46 10.30 t(333) = 2.63" 9.34 (2.49) 10.40 t(333) = 3.44·· 

(2.47) (2.73) (2.70) 

Re-appraisal 13.89 14.57 t(333) = 1.72 14.04 (3.31) 14.53 t(333) = 1.27 

(3.42) (3.28) (3.37) 

Total TCQ 61.67 66.64 t(334) = 4.44·· 63.75 (10.42) 65.84 t(334) = 1.87 

(11.22) (8.49) (9.18) 

Note: Two-tailed signilicance * p<O.05; "p<O.OI 

2.5.1.1. Factor Structure of the Croatian TCQ 

Participants' responses were submitted to principal components factor analysis with 

oblique rotation (Dixon, Brown, Engelman, Hill & Jennrick, 1988). This resulted in the 

emergence of9 factors with eigenvalues greater than 1.00 (i.e. 4.48, 3.02, 2.92, 1.94, 1.54, 

1.21,1.14,1.09 and 1.03). However, in line with Wells and Davies (1994) it was 

concluded that the TCQ items are best viewed in tenns of 5 factors because the scree plot 

showed a break between the steep slope ofthe fifth factor and a gradual trailing of the 

other factors. Using these five factors all the items had factor loadings of 0.40 or greater 

except items 4, 7 and 15, as can be seen from the list of factor loadings presented in 

Supplementary Materials 2 (Table A.2.5.1.1.). 

The first five factors explained 46% of the variance whilst the other factors only 

added 0.7 - 4%. Most item-total correlations were significant, except for items 5, 8 and 

12, and there was only one item (item 30) with an item-total correlation greater than 0.50 

(See Supplementary Materials 2, Table A.2.5.1.1.). The significant item-total correlations 

ranged from 0.25 (item 1) to 0.58 (item 30). 

Whilst the Croatian measure has five factors, unfortunately the English version 

factor content has not been replicated. Factor 1 consists of items from Wells and Davies 

(1994) factors 2, 3 and 4. Factor 2 consist of items from factor 1 and 5. Factor 3 consist of 

items from factor 5. Factor 4 consists of items from factor 2. Factor 5 consists of items 
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from factors 3 and 4 (see Supplementary Materials 2, Table A.2.5.1.1.) Due to these 

differences in factors across the English and Croatian versions, a decision was made to 

only use the Croatian TCQ Total score in the present study. 

2.5.1.2. Internal Consistency of the Croatian TCQ 

The internal consistency of the Croatian TCQ was good, (Cronbach's a = 0.74), 

attesting to the acceptable reliability of the questionnaire. The temporal stability was not 

examined since participants were not retested. 

2.5.1.3. Convergent validity of the Croatian TCQ 

Regarding concurrent and construct validity, it was considered that the total TCQ 

score taps into control mechanisms that are associated with intrusive thoughts (JES-R

intrusion) and anxiety (BAI) (Wells and Davies, 1994). These correlations are shown in 

Table 2.5.1.3. and they show that TCQ total is positively correlated with all measures of 

distress except the BDI and GHQ, providing moderate convergent validity. For 

completeness the subscale correlations are included. However, as noted, only the TCQ

total score will be used in the present research. 

Table 2.5.1.3. Correlations between the Croatian TCQ and the BDI, BAI, GHQ, JES-R and 

its subscales 

SOl SAl GHQ lES·R· IES·R· IES·R· IES·R· 

total avoidance intrusion hyper· 

arousal 

TCQ-total 0.08 0.17" 0.02 0.22" 0.24++ 0.18" 0.18++ 

Distraction -0.11· ·0.02 -0.20" 0.09 0.19" 0.07 -0.01 

Social Control -0.15" om -0.07 -0.04 ·0.11 -0.03 0.02 

Worry 0.28" 0.25" 0.18" 0.28" 0.29" 0.22" 0.26" 

Punishment 0.25" 0.28" 0.22·· 0.27+· 0.27+· 0.20" 0.25·+ 

Reappraisal 0.03 0.09 0.02 0.05 0.03 0.07 0.03 

Note: Two-tailed signilicance • p < 0.05; •• P < 0.01 
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2.5.2. The Posttraumatic Cognitions Inventory (PTCI - Foa, Ehlers, Clark, Tolin & 

Orsillo, 1999). 

The PTCI is a self-report measure that examines trauma-related cognitions (see 

Supplementary Materials 2, A.2.5.2.a. for the English version and A.2.5.2.b. for the 

Croatian version). The PTCI has 36 items and measures trauma-related thoughts and 

beliefs (this measure does not require a person to have experienced trauma, only to think 

about it). Thirty-three items (items 13, 32 and 34 are experimental and are not used for 

scoring) form three subscales concerning (a) negative cognitions about the self(21 items) 

e.g. "I can't trust that 1 will do the right thing"; (b) negative cognitions about the world (7 

items) e.g. "People can't be trusted"; and, (c) self-blame (5 items) e.g. "The event 

happened because of the way 1 acted". Items are rated on a 1 - 7 scale 1 = totally disagree 

to 7 = totally agree. The overall score ranges from 33 - 231. 

This measure is able to discriminate between individuals with and without PTSD 

(Foa et al., 1999). The English PTCI has good psychometric properties. Principal 

components analysis yielded 3 factors; Negative cognitions about the self (a = 0.97), 

negative cognitions about the world (a = 0.88), and self-blame (a = 0.86). Cronbach's 

alpha for the total PTCI score was 0.97. Test-retest reliability for I-week and 3-weeks was 

good and ranged from 0.74 to 0.89 (Foa et al., 1999). The total scale and subscale scores 

significantly correlated with scores on the Posttraumatic stress Diagnostic Scales (PDS; 

Foa, 1995) (rs = 0.57 - 0.79). 

Descriptive data for men and women and bereaved and non-bereaved participants 

for the translated version in the present study using the English factors are displayed in 

Table 2.5.2. It shows that there are significant group differences between bereaved and 

non-bereaved participants with bereaved participants scoring higher on the PTCI-Self, 

providing discriminant validity, and also significant gender differences with women 

scoring higher on the PTCI-Self. 
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Table 2.5.2. Descriptive statistics for the Croatian PTCI and its subscales for men vs 

women and bereaved vs non-bereaved. 

Men Women Non-Bereaved Bereaved 

(n= 99) (n:; 230) (n = 102) (n = 227) 

World 3.71 3.77 t(326) = 3.37 3.58 3.84 t(326) = 1.55 

(1.41) (l.40) (1.34) (1.42) 

Self 1.77 2.06 t(326) = 2.32· l.77 2.06 t(326) = 2.45· 

(0.90) (l.05) (0.83) (1.07) 

Self-blame 2.11 2.07 t(327) = 0.31 2.10 2.07 t(327) = 0.24 

(1.14) (l.06) (1.16) ( 1.05) 

Total 7.54 7.90 t(327) "" 1.04 7.39 7.97 t(327) - 1.68 

(2.75) (2.93) (2.71) (2.94) 

Note: Two-tailed signilicance • p < 0.05; World; negative cognitions about the world; Self = negative cognitions aboutthc: self 

2.5.2.1. Factor structure ofthe Croatian PTCI 

Participants' responses were submitted to principal components factor analysis with 

direct oblimin rotation (following Foa et aI., 1999). Factor analyses resulted in the 

emergence of 6 factors with eigenvalues greater than 1.00 (i.e. 12, 5.6, 2.64, 1.63, 1.34, 

1.15 and 1.02). However, as in Foa et al. (1999), it was concluded that the PTCI items are 

best viewed as 3 factors as the scree plot showed a break between the steep slope of the 

third factor and a gradual trailing of the other factors. All items had factor loadings of 0.40 

or greater, as can be seen from the list of factor loadings presented in Supplementary 

Materials 2 (see Table A.2.S.2.1). 

The first three factors explained 51 % of the variance whilst the other factors only 

added 0.5-4% to the variance explained by the first three factors. All item-total 

correlations were significant and there were only 3 items (I, 14, and 36) with item-total 

correlations not greater than 0.50 (See Supplementary Materials 2, Table A.2.5.2.1.). The 

significant item-total correlations ranged from 0.38 (item I) to 0.66 (item 23). Examining 

the factor structure composition revealed that the Croatian version successfully replicates 

the factor structure ofthe English version. 

2.5.2.2. Internal consistency of the Croatian PTCI 

The internal consistency of the PTCI Total score was good (Cronbach's alpha = 
0.95), attesting to the reliability of the questionnaire. Cronbach's coefficients were also 
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computed for the individual subscales (Self a = 0.94; World a = 0.85; Self-blame a = 0.74) 

which were also reliable. 

2.5.2.3. Concurrent/Construct validity of the Croatian PTCI 

Considering that the English PTe I correlates moderately to strongly with measures 

ofPTSD severity, depression and anxiety and it discriminates well between individuals 

with and without PTSD (Foa, et aI., 1999) it was assumed that the Croatian PTCI total and 

its subscales would be significantly correlated with measures of psychological distress as 

examined by the standard set of measures: BDI, BAI, PDS, GHQ, IES-R. These 

correlations were all significant and positive and are shown in Table 2.5.2.3. These data 

show that the PTCI has good convergent validity. 

Table 2.5.2.3. Correlations between the Croatian PTCI, its subscales and BDI, BAI, GHQ, 

IES-R and its susbcales 

BOI BAI PDS GHQ IES·R- IES·R· IES·R- IES·R·hyper. 

Severity total avoidance intrusion arousal 

Self 0.69 .... 0.56 .... 0.51** 0.58 .... 0.38 .... 0.32 .... 0.33** 0.40 .... 

World 0.38 .... 0.43 .... 0.36** 0.24** 0.29** 0.28 .... 0.20 .... 0.31 .... 

Self-blame 0.43** 0.32 .... 0.16** 0.32** 0.18** 0.12* 0.15* 0.23** 

PTCI-total 0.59** 0.52** 0.43** 0.44** 0.35 .... 0.30" 0.27 .... 0.39** 

Note: Two-tailed signilicance • p < 0.05; .. p < 0.0 I 

2.5.3. The Berkley Expressivity Questionnaire (BEQ; Gross & John, 1995). 

The BEQ is a self-report measure that examines different forms of emotional 

expressivity (see Supplementary Materials, A.2.5.3.a. for the English version and 

A.2.5.3.b. for the Croatian version), in particular individual differences in the behavioural 

expression of the emotions and in the willingness to react emotionally. The BEQ has 16 

items and consists of three subscales. The first subscale measures the tendency to express 

negative emotions (e.g., "I've learned it is better to suppress my anger than to show it") 

and is called negative expressivity; it has 5 items (items 3, 5, 9, 13, 16). The second 

sub scale measures the tendency to express positive emotions (e.g., "When I am happy, my 

feelings show") and is called positive expressivity; it has 4 items (items 1, 4, 6, 10). The 

third subscale measures the intensity of impulses to express emotions (e.g. "I am 

sometimes unable to hide my feelings, even though I would like to") and is called impulse 
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strength; it has 6 items (items 2, 7, II, 12, 14, 15). Items 3, 8, and 9 are reversed and this 

is taken into account for scoring. Items are rated on a 1-7 Likert scale: 1 = strongly 

disagree to 7 = strongly agree. The overall score is the mean of the three subscales. 

According to Gross and John (1995) the BEQ demonstrates strong psychometric properties 

(Total score Cronbach's a. = 0.86; Negative expressivity a. = 0.70; positive expressivity a. = 

0.70; impulse strength a = 0.70). There are three studies that have supported the three 

subscale factor structure of the BEQ (Gross & John, 1995; Gross & John, 1997: Gross & 

John, 1998). Convergent and discriminant validity with self and peer ratings has shown 

that the subscale differentially predict negative and positive emotion expressive behaviour 

in the laboratory (Gross & John, 1997; Gross & John, 1998). 

The descriptive data for the Croatian BEQ using the English factors are displayed 

in Table 2.5.3. It shows that there are significant group differences between bereaved and 

non-bereaved participants with bereaved participants scoring higher on the BEQ-impulse 

strength and also there are significant gender group differences with women scoring higher 

on all BEQ subscales and on the total score providing some discriminant validity for the 

measure. 

Table 2.5.3. Mean descriptive statistics (standard deviations in parentheses) for the 

Croatian BEQ and its subs cales (based on English factors) for men vs women and bereaved 

vs non-bereaved. 

Men Women Non-Bereaved ' Bereaved 

(n = 101) (n = 235) (n = lOS) (n = 22S) 

Negative 3,46 4.14 t(334) = 5.73" 3.85 3.97 t(334) = 1.03 

expressivity ·0.S3) (1.06) (1.03) (1.05) 

Positive 4.65 5.44 t(334) = 5.34" 5.26 5.17 t(334) = 0.63 

expressivity (1.37) (1.16) ( 1.18) (1.32) 

Impulse 3.99 5.16 t(334)" 8.97" 4.56 4.93 t(334)" 2.67" 

strength (1.12) (1.08) (1.20) (1.20) 

Overall score 4.04 4.91 t(334) .. 8.31·· 4.56 4.69 t(334) = 1.19 

(0.S8) (0.88) (0.95) (0.98) 

Note: Two-tailed signilicancc •• p < 0,0 I 
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2.5.3.1. Factor structure ofthe Croatian BEQ 

Participants' responses were submitted to principal components factor analysis with 

direct oblimin rotation (following Gross & John, 1995). Factor analyses resulted in the 

emergence of 4 factors with eigenvalues greater than 1.00 (i.e. 5.54, 1.75, 1.24 and 1.01). 

However, as in Gross and John (1995) it was concluded that the BEQ items are best 

viewed as 3 factors, as the scree plot showed a break between the steep slope of the third 

factor and a gradual trailing of the other factors. All the items had factor loadings of 0.40 

or greater as can be see from the list of factor loadings presented in Supplementary 

Materials, see Table A.2.5.3.1. The first three factors explained 53% of the variance whilst 

the other factors only added 1.40-6.33% to the variance explained by the first three factors. 

All item-total correlations were significant and most of the item-total correlations were 

greater than 0.50, with the exception of items 4,8 and 9 (See Supplementary Materials, 

Table A.2.5.3.1.). The significant item-total correlations ranged from 0.27 (items 8 and 9) 

to 0.76 (item 16). 

The item-loadings for each factor did not completely replicate the pattern reported 

by Gross and John (1995). Factor 1 consisted of some items from their Factors 2 and 3, 

and Factor 3 had one item that belonged to Factor 2 of the English version (for details see 

Supplementary Materials, Table A.2.5.3.1.). However, given the very close match of the 

factors involved it was deemed acceptable to keep the subscale divisions of the English 

version for the present study. 

2.5.3.2. Internal consistency of the Croatian BEQ 

The internal consistency of the BEQ total was good (Cronbach's alpha = 0.84), 

attesting to the high reliability of the questionnaire. Cronbach's coefficient alphas were 

also computed for the individual sub-scales, and for the English factor structure they 

ranged from 0.64-0.76 whilst for the slightly different Croatian factor structure they ranged 

from 0.61-0.87 (for details see Supplementary Materials, Table A.2.5.3.2). 

2.5.3.3. ConvergentValidity of the Croatian BEQ 

As one would expect for facets of a general expressivity dimension, the three 

subscales were all positively related to each other. Considering that the lower levels of 

ability to manage emotions are associated with psychopathology and adjustment 
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difficulties (Foa & Kozak, 1986; Cicchetti, Ackennan & Izard, 1995; Gross & John, 1997) 

it was assumed that the BEQ and its subscales would be significantly correlated with 

measures of psychological distress as examined by the BDI, BAI and GHQ. Also some 

fonns of dysregulation has been associated with monitoring and blunting and experiental 

avoidance and may be an integral component of many fonns of psychopathology (Hayes, 

Strosahl & Wilson, 1999). Therefore it was assumed that the BEQ and its subscales would 

be significantly correlated with the IES-R, especially the avoidance subscale. These 

correlations are presented in Table 2.5.3.3. and they show that negative expressivity is only 

positively significantly correlated with the BAI and GHQ, while positive expressivity is 

significantly correlated with BDI scores in a negative direction and positively significantly 

correlated with the intrusion sub scale of the IES. Impulse strength was positively 

significantly correlated with all the measures of psychological distress. These data 

therefore provide modest convergent validity for the BEQ. 

Table 2.5.3.3. Correlations between the Croatian BEQ and its subscales and BDI, BAI, 

GHQ, IES-R and its subscales 

BDl BAI GHQ IES·R- I ES·R· IES·R- I ES-R·hyper-

total avoidance intrusion arousal 

Negative 0.Q7 0.14· 0.11· 0.06 -0.00 0.10 0.07 

Positive -0.18" 0.04 -0.09 0.08 0.02 0.15· 0.04 

Impulse strength 0.12· 0.31·· 0.17" 0.35" 0.26·· 0.38" 0.32" 

BEQ-total ·0.01 0.19·· 0.07 0.20· 0.11 0.26" 0.18" 

Nole: Two-Iailed significance: • p < 0.05; •• p < 0.0 I 

2.5.4. The Emotion Regulation Questionnaire (ERQ; Gross & John, 2003). 

The ERQ is a self-report measure that examines individual differences in strategies 

of emotion regulation i.e. how people control their emotions (see Supplementary Materials, 

A.2.5.4.a. for the English version and A.2.5.4.b. for the Croatian version). It was included 

in this study to examine whether the habitual use of emotion regulation strategies 

correlates significantly with other individual difference measures. The English language 

version of the ERQ has 10 items and assesses emotion suppression with items such as "I 

control my emotions by suppressing them' (items 2, 4, 6, 9) and Reappraisal "I control my 

emotions by changing the way I think about the situation I am in" (items 1,3,5, 7, 8, 10). 

Both the reappraisal and suppression scales include at least one item asking about the 

regulation of positive emotion. Items are rated on a 1-7 Likert scale from 1 (strongly 
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disagree) to 7 (strongly agree). The overall score therefore ranges from 10-70. Gross and 

John (2003) showed that exploratory factor analysis suggested two factors (Reappraisal 

and Suppression) that account for more than 50% ofthe variance. The ERQ has good 

psychometric properties demonstrated by its internal reliability (Reappraisal = 0.79; 

Suppression = 0.73), and test-retest reliability (0.69 for both scales across three months, 

Gross & John, 2003). Convergent and discriminant validity are also high for both scales. 

The descriptive data for the Croatian ERQ in the present study are displayed in Table 2.5.4. 

It shows that there are significant gender differences with men scoring higher on BEQ

Suppression. There are no significant group differences between the bereaved and non

bereaved. 

Table 2.5.4. Descriptive statistics for the Croatian ERQ and its subscales for men vs 

women and bereaved vs non-bereaved. 

Men Women Non-Bereaved Bereaved 

(n= 101) (n= 235) (n = 107) (n= 229) 

Reappraisal 24.76 26.32 t(334) = 1.87 25.02 26.24 t(334) = 1.48 

(7.19) (6.93) (7.43) (6.83) 

Suppression 18.11 16.07 t(334) = 2.99·· 16.26 16.88 t(334) = 0.90 

(6.24) (5.51) (6.06) (5.69) 

Total BEQ 42.87 42.39 t(334) = 0.37 41.28 43.11 t(334) = 1.44 

(11.68) (10.62) (11.45) (10.66) 

Note: Two-tailed significance" P < 0.01 

2.5.4.1. Factor structure ofthe Croatian ERQ 

Participants' responses were submitted to principal components factor analysis with 

direct oblimin rotation (following Gross & John, 2003). Factor analyses resulted in the 

emergence of 3 factors with eigenvalues greater than 1.00 (Le. 3.20, 1.90 and 1.21). 

However, as in Gross and John (2003), it was concluded that the BEQ items are best 

viewed as 2 factors as the scree plot showed a break between the steep slope of the second 

factor and a gradual trailing of the other factor. All the items had factor loadings of 0.40 or 

greater (except item 1) as can be seen from the list of factor loadings presented in 

Supplementary Materials, Table A.2.5.4.1. The first two factors explained 51% of the 

variance whilst the other factor only added 3% to the variance explained by the first two 

factors. 
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All item-total correlations were significant and most of the item-total correlations 

were greater than 0.50, except items 1,2, and 4 (See Supplementary Materials, Table 

A,2.5.4.1.). The significant item-total correlations ranged from 0.37 (item I) to 0.74 (item 

8). The item loadings for each factor completely replicate Gross and John (1995) (see 

Supplementary Materials, Table A,2.5.4.1.). 

2.5.4.2. Internal consistency of the Croatian ERQ 

The internal consistency of the ERQ was Cronbach's a = 0.74, attesting to the good 

reliability of the questionnaire. Cronbach's coefficient alphas were also computed for the 

individual sub-scales (Reappraisal a = 0.74; Suppression a = 0.72) attesting to the 

reliability of the subscales. 

2.5.4.3. Convergent Validity of the Croatian ERQ 

Considering that lower levels of ability to manage emotions are associated with 

psychopathology and adjustment difficulties (Foa & Kozak, 1986; Cicchetti, Ackerman & 

Izard, 1995; Gross & John, 1997) it was assumed that the ERQ and its subscales would be 

significantly correlated with measures of psychological distress as examined by the BDI, 

BAI and GHQ. Also some forms of dysregulation has been associated with monitoring 

and blunting and experiential avoidance and may be an integral component of many forms 

of psychopathology (Hayes, Strosahl & Wilson, 1999) and be associated with suppression. 

Therefore it was assumed that the ERQ and its subscales would be significantly correlated 

with the IES-R and especially with the avoidance subscale. These correlations for the 

current study are presented in Table 2.5.4.3. and they show that the Reappraisal subscale is 

significantly and positively correlated with the IES-total and the IES-avoidance subscale, 

whilst suppression is correlated with all the measures of distress except IES-R-intrusion. 

ERQ-total correlates with anxiety (BAI) and the IES-R-total and its intrusion and 

avoidance subscales, providing convergent validation for the ERQ. 
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Table 2.5.4.3. Correlations between the Croatian ERQ, subscales, BDI, BAl, GHQ, IES-R 

and subscales 
I 

BOI , .. BAI GHQ IES-R- IES-R- IES-R- IES-R-hyper-~ 
1;;, 

~" total , ' 
t{ " 

. avoidance intrusion arousal 

reappraisal -0.01 0.08 -0.01 0.12· 0.18·· 0.11 0.04 

suppression 0.20" 0.14· 0.15·· 0.15· 0.18" 0.10 0.13· 

ERQ-total 0.10 0.12· 0.08 0.16" 0.21" 0.13· 0.10 

Note: Two-tailed signiticance * p < 0.05; ** p < 0.0 I 

2.5.5. The Inventory of Complicated Grief-Revised (ICG-R"; Prigerson & Jacobs, 2001). 

The ICG-R is a self-report measure that examines bereavement-related 

symptomatology (see Supplementary Materials, A.2.5.5.a. for the English version and 

A.2.5.5.b. for the Croatian version). The English language version of the ICG-R attempts 

to discriminate between forms of normal grief and forms of complicated grief. The ICG-R 

has 19 items and is subdivided into separation anxiety and traumatic distress. The 

participant is asked to rate how they have felt in the last month related to the person who 

has died. Items are scored on a five-point Likert scale with graduated answers [0 = almost 

never, less than once a month; I = rarely, monthly; 2 = sometimes, weekly; 3 = often, 

daily; 4 = always, few times per day]. A diagnosis of Traumatic/Complicated Grief is only 

made if all four criteria are fulfilled. (see Table 1.4.b., Chapter 1, page 6). According to 

Prigerson et aI., (1999) the internal consistency coefficient was 0.81 and the sensitivity and 

specificity to identify Complicated Grief achieved were 0.93 and 0.93, respectively. 

Boelen, van den Bout, Keijser and Hoijtink (2003) reported the emergence of two factors 

in their Dutch version of the measure but concluded that it is better to view the measure as 

unifactorial. Descriptive means and SD for men and women are displayed in Table 2.5.5. 

(bereaved participants only). For the present study using the English version subscales 

there are no significant group diffcrences bctween men and women; however women have 

slightly higher scores on the ICG-R total score as well as separation anxiety component 

and traumatic distress component. 
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Table 2.5.5. Descriptive statistics (standard deviation in brackets) for the Croatian ICG-R 

for bereaved men vs women 

ICG-R separation anxiety 

ICG-R traumatic distress 

Note: lCG-R Inventory of Complicated Griet~Revised 

(n= 52) 

13.73 

(11.80) 

4.90 

(3.79) 

8.83 

(8.66) 

2.5.5.1. Factor structure ofthe Croatian ICG-R 

Women 

(n = 162) 

13.92 t(212) = 0.10 

(12.59) 

4.56 t(212) = 0.60 

(3.51) 

9.36 t(212) = 0.36 

(9.62) 

Factor analyses resulted in the emergence of2 factors with eigenvalues greater than 

1.00 (i.e. 8.60 and 1.24). However as in the Boelen et al. (2003) paper it was concluded 

that the ICG-R items are best viewed as one factor. The reasoning was that the first factor 

explained 54% of the variance whilst the second factor only added 0.6-7.7% to the 

variance explained by the first factor. Furthermore, the scree plot showed a break between 

the steep slope of the first factor and a gradual trailing for the second factor. All items had 

factor loadings of 0.40 or greater, as can be seen from the factor loadings presented in 

Supplementary Materials, Table A.2.5.5.1. The item-total correlations (see Supplementary 

Materials, Table A.2.5.5.1.) ranged from 0.41 (item 6) to 0.79 (item 12). Hence the 

English language factor structure was not replicated. This was the case for the Dutch 

version as well since most items loaded on more than one factor and Boelen et al. (2003) 

were unable to interpret these in a meaningful way. Dutch findings, similar to the Croatian 

findings suggested that "the ICG-R items clustered together into one underlying factor, 

one intended to measure maladaptive grief" (Boelen et al. 2003, p. 236). 

2.5.5.2. Internal consistency of the Croatian ICG-R 

The internal consistency of the ICG-R was good (Cronbach's a = 0.94), attesting to 

the reliability of the questionnaire. In line with the results of the factor analysis, this 

revealed that items were best viewed in terms of one factor. 

2.36 



~ 

" 

'" 
f 
f: , 

Chapter 2: Self-report validations 

2.5.5.3. Convergent and Validity of the Croatian ICG-R 

Considering that CG correlates with PTSD-like symptoms and depression and 

anxiety (Prigerson et al. 2001) it was predicted that the ICG-R and its subscales would be 

significantly correlated with measures of psychological distress as examined by the PDS, 

BDI, BAI, GHQ and IES-R and its subscales. These correlations are presented in Table 

2.5.5.3. and they show that the Total grief measure (as well as all the subscales, for 

information only) are significantly correlated with all the measures of psychological 

distress in a positive direction thus providing good convergent validity. 

Table 2.5.5.3. Correlations between the Croatian ICG-R and its subscales and the BDI, the 

BAI, the PDS, the GHQ and the IES-R and its subscales 

BDI ,BAl PDS· PDS· GHQ IES-R- IES-R- IES-R- IES-R-

symptoms severity total' avoidance intrusion hyper-

arousal 
ICG-R 0.45·· 0.24·· 0.28** 0.38·· 0.34·· 0.46·· 0.34·· 0.43** 0.45·· 
total 

ICG-R 0.32·· 0.17·· 0.24·· 0.29·· 0.26·· 0.39** 0.27·· 0.42·· 0.34·· 
Separation 

Anxiety 

ICG-R 0.47·· 0.25·· 0.28" 0.39·· 0.36·· 0.46** 0.35·· 0.41·· 0.47·· 
Traumatic 

Distress 

Note; Two-tailed signilicance .... p < 0.0 I 

2.5.6. The Response Styles Questionnaire (RSQ; Nolen-Hoeksema & Morrow, 1991) 

The RSQ is a self-report measure designed to assess how people tend to react to 

their own symptoms of depressive mood (see Supplementary Materials, A.2.5.6.a. for the 

English version and A.2.5.6.b. for the Croatian version). The English lan!:,'tlage version of 

the RSQ has 32 items and is divided into 3 subscales: Rumination (15 items), Distraction 

(11 items) and Problem solving (6 items). This scale asks people to indicate on a 4-point 

scale (1 = almost never; 2 = sometimes; 3 = often; 4 = almost always) how often they 

"think or do" each of the items when they "feel down, sad, or depressed". Summing up 

items gives the overall score. Studies have shown good test-retest reliability (Nolen

Hoeksema, Parker & Larson, 1994) and acceptable convergent and predictive validity 

(Nolen-Hoeksema & Morrow, 1991; Nolen-Hoeksema et aI., 1994), for the RSQ. 
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Specifically, the Ruminative responses subscale of the RSQ has good internal consistency 

(ranging from 0.88 to 0.92; Nolen-Hoeksema & Morrow, 1991; Nolen-Hoeksema et al., 

1994), 5 months retest reliability (r = 0.80; Nolen-Hoeksema et al., 1994) and validity for 

predicting depression (Just & Alloy, 1997; Nolen-Hoeksema & Morrow, 1991). The factor 

structure of the RSQ was examined in two college samples (Roberts, Gilboa & Gotlib, 

1998) and in the first sample factor analysis yielded a three-factor solution which 

accounted for 55.7% of the variance. This was followed by confirmatory factor analysis 

on the 2nd sample in order to test the replicability of the three factor solution. The factor 

solution was confirmed and all factor loadings were significant. Luminet (2004) suggested 

that further studies are needed to test the replicability of the factor structure obtained by 

Roberts et al. (1998) in order to consider only those 15 items that loaded on three factors. 

Descriptive data, for men and women and bereaved vs non-bereaved for the 

Croatian RSQ in the present sample using the English factors are displayed in Table 2.5.6. 

It shows that there are significant group differences between bereaved and non-bereaved 

participants with bereaved participants scoring higher on RSQ-Rumination and also that 

there are significant gender differences with women scoring higher on RSQ-Total and all 

subscales providing discriminant validity for the measure. 

Table 2.5.6. Descriptive statistics (standard deviation in brackets) for the Croatian RSQ 

and its subscales for men vs women and bereaved vs non-bereaved. 

Men Women Non-Bereaved Bereaved 

(n = 95) (n= 225) (n" 102) (n'" 218) 

Rumination 25.66 29.22 t(318) = 4.17" 26.90 28.75 t(318) - 2.17. 

(6.30) (7.23) (6.42) (7.40) 

Distraction 21.52 23.62 t(317) = 3.55" 22.99 23.00 t(317) = 0.02 

(5.14) (4.66) (4.47) (5.08) 

Problem 11.28 13.29 t(318) = 5.84" 12.49 12.79 t(318) - 0.84 

solving (2.52) (2.91) (2.90) (2.97) 

Total RSQ 58.24 66.12 t(318) = 5.26·· 62.16 64.54 t(318) .. 1.57 

(13.02) (11.89) (12.25) (12.92) 

Note: Two-tailed significance * p < 0.05; .. P < 0.0 I 

2.5.6.1. Factor structure of the Croatian RSQ 

Participants' responses were submitted to principal components factor analysis with 

varimax rotation. Factor analysis resulted in the emergence of7 factors with eigenvalues 
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greater than 1.00 (i.e. 7.22,3.32, 1.92, 1.60, 1.40, 1.36 and 1.18). Since in Nolen

Hoeksema and Morrow (1991) there were 3 factors and the scree plot showed a break 

between the steep slope ofthe third factor and a gradual trailing of the other factors, a 3 

factor solution was employed. Most items had factor loadings of 0.50 or greater (except 

seven items - 1, 4, 5, 10, 18, 20, and 28) as can be seen from the list of factor loadings 

presented in Supplementary Materials, Table A.2.5.6.1. The first three factors explained 

39% of the variance whilst the other factors only added 0.7-4.9% to the variance explained 

by the first three factors. All item-total correlations were significant though most were not 

greater that 0.50 (those greater than 0.50 are items 14, 15, 16, 18, 19, 20, 21, 24, 25 and 

30) (See Supplementary Materials, Table A.2.3.1 0.1.). The significant item-total 

correlations ranged from 0.18 (item 11) to 0.58 (item 18). 

The English version factor structure was almost exactly replicated for the 

Rumination factor 1 (except that 2 items from the Distraction factor loaded onto it as well). 

However, findings for Factors 2 and 3 were somewhat mixed. Factor 2 had 4 items from 

the English version's factor 3 and 2 items from factor 1. Also, four items from Factor 2 

and two items from Factor 1 loaded onto Factor 3. Due to the differences in the 

Distraction and Problem solving factors across the English and Croatian versions, a 

decision was made to use the total score and the Rumination subscale only, in the later 

studies. 

2.5.6.2. Internal consistency of the Croatian RSQ 

The internal consistency of the RSQ-Total score was good (Cronbach's alpha a = 
0.88), attesting to the reliability of the questionnaire. Cronbach's coefficient alphas were 

also computed for the individual sub-scales, Rumination a = 0.85; Distraction a = 0.75; 

Problem Solving a = 0.57, where reliability was good for the Rumination subscale but 

more modest for the other subscales. 

2.5.6.3. Convergent Validity of the Croatian RSQ 

Ruminative responses represent a vulnerability factor for depression (Nolan, 

Roberts & Gotlib, 1998; Roberts, et aI., 1998). Roberts et aI. (1998) indicate that 

rumination tendencies are associated with prolonged episodes of depression whilst Nolan 

et aI. (1998) showed that elevated scores on measures of both neuroticism and rumination 

(and not a previous history of depression) are the best predictors of subsequent elevated 
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depressive symptoms. RSQ also relates to traumatic stress in earthquake survivors (Nolen

Hoeksema and Morrow, 1991). Therefore it was considered that the RSQ and especially 

the Rumination subscale would be significantly correlated with measures of psychological 

distress as examined by the BDI, BAI, GHQ and IES-R. These correlations are shown in 

Table 2.5.6.3. Rumination and Distraction are significantly correlated (positively) with all 

other measures, except the GHQ providing good convergent validity for these subscales. 

Problem solving only correlated with the BAI (positively). 

Table 2.5.6.3. Correlations between the Croatian RSQ and its subscales and the BDI, the 

BAI, the IES-R and the GHQ 

'{ 
SOl SAl GHQ IES-R- . IES-R- lES-R· IES-R-hypcr-, , 

total avoidance intrusion arousal Ii 
~ .. 

Rumination 0.48" 0.49" 0.36" 0.34·· 0.27" 0.31" 0.34" 

Distraction 0.15" 0.21·· 0.01 0.23" 0.24" 0.21" 0.16·· 

Problem solving 0.03 0.15·· -0.03 0.05 0.02 0.09 0.04 

RSQ total 0.34·· 0.39·· 0.19" 0.30" 0.26" 0.28" 0.27" 

Note: Two-tailed signilicance •• p < 0.0 I 

2.6. NON-FACTORIAL MEASURES NOT AVAILABLE IN TIlE CROATIAN 

LANGUAGE AT THE TIME OF STUDY 

There were 14 of the selected measures that were not based on a factorial structure 

and can therefore be considered as non-factorial measures. Rather than conducting 

principal components analyses so as to ascertain their usefulness as instruments, it was 

considered sufficient to conduct internal reliability analyses and convergent I discriminant 

validity for these measures. The results of these analyses are presented in the following 

sub-sections. 

2.6.1. The Novaco Anger Inventory-Short Form (NAI; Novaco, 1975). 

The NAI is a self-report measure that was designed to measure the degree of 

provocation or anger that people report that they would feel if experiencing certain 

situations (see Supplementary Materials, A.2.6.1.a. for the English version and A.2.6.1.b. 

for the Croatian version). The English language version of the short form NAI has 25 

items and was adapted from the long form that consisted of90 items. The participants are 
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instructed to "Try to imagine the incident actually happening to you, and then indicate the 

extent to which it would have made you angry." Item responses are on a Likert scale 

ranging from 0 (very little) to 5 (very much). Summing up the items gives the overall 

score. The overall score ranges from 0-125. Novaco (1975) demonstrated that the NAI 

possessed a good internal consistency (O.95) and moderate to good test-retest reliability 

(O.68). Selby (1984) found that the NAI could differentiate between violent and non

violent groups with 90% correct allocation when using a forensic sample. Devilly (2000), 

in a sample of war veterans and their spouses, reported a Cronbach's alpha of 0.96 and 

split half-reliability of 0.93. Huss, Leak and Davis (1993) reported that the scale displays a 

convergent validity of 0.46 with the Buss-Durke Hostility Inventory, and 0.42 with the 

Aggression subscale ofthe Personality Research Form. Finally, Mills, Kroner and Forth 

(1998) report test-retest reliabilities between 0.78-0.91. 

Descriptive data for the Croatian version of the NAI for women vs men and 

bereaved versus non-bereaved samples in the present study are displayed in Table 2.6.1. 

There are no significant group differences between bereaved and non-bereaved 

participants. However, as expected there was a significant gender difference with women 

scoring higher providing discriminant validity for the measure. 

Table 2.6.1. Descriptive statistics (SDs in parentheses) for the Croatian version of the 

NAI, GHQ and DES for men vs women and bereaved vs non-bereaved. 

Men Women Non-Bereaved Bereaved 

(n = 101) (n = 229) (n = 106) (n = 224) 

NAI 48.35 54.30 t(328) = 3.70 ...... 50.14 53.58 t(328) - 1.57 

(18.43) (18.48) (18.87) (18.47) 

Men Women Non-Bereaved Bereaved 

(n=102) (n=231) (n=107) (n=226) 

. GHQ 10.58 11.64 t(331)= 1.73 10.04 11.92 t(33I):=3.13 .... 

(4.61) (5.42) (4.09) (5.56) 

Men Women Non-Bereaved Bereaved 

(n=102) (n=233) (n=108) (n=227) 

DES 12.78 12.10 t(333) = 0.62 11.37 12.75 t(333) = 1.29 

(10.53) (8.57) (9.25) (9.17) 

Note: Two-tailed signilicance .... p<O.OI; NAI- Novaco Ango:r Inventory; GHQ - Gencnd health Questionnaire; OES -Oissoclativc 
Experiences Scale. 
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2.6.1.1. Internal consistency of the Croatian NAI 

The internal consistency of the Croatian NAI was good (Cronbach's alpha a = 
0.94), attesting to the reliability of the questionnaire. 

2.6.1.2. Convergent Validity of the Croatian NAI 

Novaco and Welsh (1989) emphasised that anger disturbances can act as cognitive 

mediators and can be closely related to anxiety levels and anger related distress. It was 

considered that the NAI would be significantly correlated with measures of psychological 

distress as examined by the BDI, BAI, GHQ, IES-R and GHQ. These correlations are 

shown in Table 2.6.1.2. and show that NAI-total is significantly and positively correlated 

with all of the measures of distress thus providing good convergent validity for the 

measure. 

Table 2.6.1.2. Correlations between the Croatian NAI, GHQ and BDI, BAI, PDS severity 

and IES-R and its subscales 

GHQ BOI BAI PDS IES-R- IES-R- IES-R- IES·R· 

severity total avoidance < intrusion hyperarouslll 
GHQ 0.66·· 0.46" 0.41" 0.43" 0.30" 0.41" 0.46" 
NAI-total 0.25" 0.17" 0.36" 0.30" 0.36" 0.32" 0.33" 0.35" 
DES 0.19·· 0.43·· 0.31" 0.28" 0.32" 0.35" 0.18" 0.35" 

Note: Two-tailed significance * p < 0.05; *. P < 0.01 

2.6.2. General Health Questionnaire - Short Fonn (GHQ-12; Goldberg, 1992). 

The GHQ-12 is a self-report measure designed to identify non-psychotic 

psychiatric disorder without symptoms of physical illness in people in community and 

medical settings (this is a shortened version of the GHQ-60) (see Supplementary Materials, 

A,2.6.2.a. for the English version and A,2.6.2.b. for the Croatian version). The English 

language version of this shortened GHQ has 12 items. Participants are asked to indicate 

whether they have experienced a particular behaviour/symptom (e.g. "lost much sleep over 

worry") in the last few weeks on a 4-point scale ("less than usual", "no more than usual", 

"rather more than usual" or "much more than usual"). A GHQ scoring method of 0, 0, 1, 1 

respectively (scores ranging from 0-12) is most appropriate for detecting cases. The 
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recommended cut-off threshold for mental health problems are ~ 2 (Goldberg, 1972; 

Goldberg, 1978; Goldberg, 1997). A Likert scoring method oro, 1,2,3 respectively 

(score ranging from 0-36) is most useful for comparing the degree of the disorder. The 

recommended cut-off threshold for mental health problems are ~ 12 (Easton & Turner, 

1991; Goldberg, 1997; Turner & Lee, 1998). Higher scores indicate a greater probability 

of clinical disorder. Goldberg and Williams (1988) reported in a series of studies that the 

psychometric properties ofthe English version of the GHQ-12 are robust. The internal 

reliability assessed by Cronbach's alpha ranged from 0.82 to 0.90, the split-half reliability 

was 0.83 and test-retest reliability was 0.73. Validity was examined by assessment of 

sensitivity (0.94) and specificity (0.79) in detecting cases of psychiatric disorder. Goldberg 

et a1. (1997) concluded that the GHQ-12 is a very robust short measure when used as a 

screening instrument. 

Descriptive data for men and women and bereaved vs non-bereaved for the 

Croatian GHQ in the present study are displayed in Table 2.6.1. There were no gender 

differences. However, there were differences between bereaved and non-bereaved groups 

with the bereaved group reporting higher scores. Also, in the bereaved sample out of229 

there were 102 participants who exceeded the cut off of ~ 12 indicating significant 

psychiatric distress. These data provide good discriminant validity. 

2.6.2.1. Internal consistency of the Croatian GHQ 

The internal consistency of the Croatian GHQ was good (Cronbach's a = 0.89), 

attesting to the reliability of the questionnaire. 

2.6.2.2. Convergent Validity of the Croatian GHQ 

Considering that the GHQ is well established at detecting cases of psychiatric 

disorder it was assumed that the GHQ would be significantly correlated with measures of 

psychological distress as examined by BDI, BAI, GHQ, IES-R (Goldberg, et a1. 1997). 

These correlations are shown in Table 2.6.1.2. and show that the GHQ is positively and 

significantly correlated with all the measures of psychological distress providing good 

convergent validity. 
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2.6.3. The Dissociative Experiences Scale (DES; Bernstein & Putnam, 1986). 

The DES is a self-report measure designed to assess the frequency of dissociative 

experiences in daily life (see Supplementary Materials, A.2.6.3.a. for the English version 

and A.2.6.3.b. for the Croatian version). The DES has 28 items. The overall DES score is 

the mean of the individual 28 item scores. The overall score ranges from 0 to 100. 

Participants rate each item using the following answer grid [NEVER] 0 102030405060 

708090100 [ALWAYS]. Bernstein and Putnam (1986) emphasised that the DES maybe 

a useful screening test for dissociative psychopathology but it is not a diagnostic 

instrument. Bernstein and Putnam (1986) reported detailed psychometric data for the DES 

showing a test-retest reliability of 0.84, whilst the reliability coefficient of the item scores 

ranged from 0.19-0.75. The DES has good overall psychometric properties, good validity 

and reliability in other studies also (Carlson, 1994; Carlson & Armstrong, 1994; Carlson & 

Putnam, 1993; Carlson, et aI., 1993; Zingrrone & Alvorado, 2007; Korlin, Edman & 

Nyback, 2007). Descriptive data for men and women and bereaved vs non-bereaved in the 

present sample for the Croatian DES are displayed in Table 2.6.1. There were no group 

differences for gender nor for bereaved vs non-bereaved participants. 

2.6.3.1. Internal consistency of the Croatian DES 

The internal consistency of the DES (n = 310) was good (Cronbach's alpha a = 
0.88), attesting to the reliability of the questionnaire. • 

2.6.3.2. Convergent Validity of the Croatian DES 

Considering that dissociative symptoms are common in various psychiatric 

conditions such as PTSD (Bliss, 1983), eating disorders (Pettinati, Home & Staats, 1985) 

and phobic disorders (Frankel & Orne, 1976) it was predicted that the DES would be 

significantly correlated with measures of psychological distress as examined"by the BDI, 

BAI, GHQ, and IES-R. These correlations are shown in Table 2.6.1.2. and show that the 

DES is positively and significantly correlated with all the measures of psychological 

distress providing good convergent validity. 
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2.6.4. The Orief Scale (OS; Vinocur et at, 2002). 

The OS is a self-report measure designed to assess the feelings and emotions that 

some people may experience many months after the loss of a loved person (see 

Supplementary Materials, A.2.6.4.a for the English version. and A.2.6.4.b. for the Croatian 

version). The OS has 19 items and is further subdivided in order to address experiences 

such as anxiety (a = 0.72) (items 1-3, e.g. "afraid of what is ahead"); despair (a = 0.66) 

(items 4-6, e.g. "life had lost meaning"); shock (a = 0.76) (items 7-9 "couldn't believe 

what is happening"); yearning (a = 0.75) (items 10-13, e.g. "painful waves of missing the 

person"); intrusive thoughts (a = 0.70) (items 14-16, e.g. "couldn't get thoughts about 

himlher") and anger (items 17-19 e.g. "felt resentful or bitter about death"). These items 

were selected from the Bereavement Index (Jacobs, Kasl & Ostfe1d, 1986), the Texas 

Revised Inventory of Orief (Zisook, De Vaul & Click, 1982) and Present Feelings about 

Loss Scale (Singh & Raphael, 1981) by Vi no cur and colleagues. It is important to note 

that they have not been aggregated based on factor analysis. Participants are asked to rate 

whether they had any feelings and emotions related to their loss in the last month. Items 

are scored on a four-point Likert type scale [I = no; 2 = yes, but rarely; 3 = yes, 

sometimes; 4 = yes, often]. Summing scores gives the overall OS score. The overall score 

ranges from 19-95. The internal consistency for the total grief-specific symptoms was 

0.88. 

Descriptive data for the OS scale in the present sample who were bereaved are 

displayed in Table 2.6.4. There were significant gender differences on all subscales except 

on intrusion and anger with women reporting higher scores providing discriminant validity 

for the OS. 
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Table 2.6.4. Descriptive statistics for the Croatian as and its subscales for bereaved men 

vs women 

·Men. Women 

(u"" 55) (n = 170) 

GRIEF total 35.94 (12.14) 42.28 (14.33) t(223) = 2.95" 

Anxiety 5.38 (2.31) 6.29 (2.39) t(223) = 2.48" 

Despair 5.00 (2.20) 6.28 (3.00) t(222) = 2.90" 

Shock 4.57 (1.57) 6.14 (2.63) t(222) = 4.15" 

Yearning 9.31 (3.86) 10.40 (3.81) t(222) = 1.83" 

Intrusion 6.17 (2.78) 6.93 (3.04) t(220) = 0.66 

Anger 5.62 (2.69) 6.50 (2.99) t(220) .. 1.65 

Note: Two-tailed significance"'p < 0.01 

2.6.4.1. Internal consistency of the Croatian as 

The internal consistency of the Croatian as was good (Cronbach's a = 0.93), 

attesting to the reliability of the questionnaire. Cronbach's coefficient alphas were also 

computed for the individual sub-scales (anxiety a = 0.77; despair a = 0.88; shock a = 0.83; 

yearning a = 0.87; intrusions a = 0.77; anger a = 0.80), and attest to the reliability of the 

subscales. 

2.6.4.2. Convergent validity of the Croatian as 

According to Vinocur et a1. (2002) grief symptoms were highly correlated with 

depressive symptoms as measured by the Center for Epidemiological Studies Depression 

(CES-D) Scale (Radloff, 1977). Also Bonnano et a1. (2002) showed that grief symptoms 

were highly correlated with depression. It was therefore predicted that the as and its 

subscales would be significantly correlated with measures of psychological distress as 

examined by the BDI, BAI, aHQ and IES-R and its subscales. These correlations are 

presented in Table 2.6.4.2. and they show that the total as score, as well as all the 

subscales, are significantly correlated with all the measures of psychological distress in a 

positive direction providing good convergent validity. 
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Table 2.6.4.2. Correlations between the Croatian as and its subscales and the BDI, the 

BAI, the IES-R and the GHQ 

~. ' BPI ,1, , BAl ,~ \GliQ 'IES-R-total IES-R- lES·R- IES-R-hyper-
k 
~il / < 

avoidance intrusion arousal , 
GRIEF total 0.36** 0.45** 0.21** 0.54** 0.48** 0.49** 0.52** 

Anxiety 0.38** 0.49** 0.40** 0.37** 0.31** 0.33·* 0.38·* 

Despair 0.52** 0.47*· 0.46** 0.46** 0.39** 0.41" 0.46" 

Shock 0.42*· 0.45*· 0.37*· 0.51" 0.42** 0.47·· 0.50·· 

Yearning 0.35** 0.32*· 0.26** 0.44" 0.41"'* 0.38·· 0.41** 

Intrusions 0.37·· 0.33"'* 0.36·* 0.49" 0.49"'* 0.39·* 0.46*· 

Anger 0.33·· 0.27·· 0.23"'* 0.33" 0.33** 0.30·* 0.29·· 

Note: Two-tailed signiticance •• p < 0.0 I 

2.6.5. The Depressed States Cheklist (DSC; Teasdale & Cox, 2001) 

The DSC is a self-report measure designed to assess vulnerability to depressed 

mood prior to getting depressed by asking participants what their mood is like when they 

feel depressed (see Supplementary Materials, A.2.6.5.a. for the English version and 

A.2.6.S.b. for the Croatian version). The DSC contains 28 self-descriptive labels and asks 

participants to describe how they felt at times when their mood started to go down in the 

preceding month, by checking: Not at all; Slightly; Moderately; Very; or Extremely, scored 

0-4. Summing the items gives the total score that ranges from 0-112. Fourteen mood 

adjectives describe purely affective components of depressed mood (defeated, dejected, 

depressed, despondent, downhearted, gloomy, helpless, hopeless, low, miserable, sad, 

sluggish, tired, and unhappy). The other 14 adjectives are self-devaluative labels that 

imply a globally negative view of self (abandoned, a failure, inadequate, incompetent, a 

loser, a mess, pathetic, rejected, stupid, unacceptable, unlovable, unwanted, useless, 

worthless), (eight of these were used by Teasdale and Dent (1987) as globally negative 

descriptors of personality). The rest of the words were chosen for thematic similarity. 

Teasdale and Cox (2002) showed that that Cronbach's alphas were 0.93 for both the 

affective and self devaluative scales. 

Descriptive data for women vs men and bereaved versus non-bereaved samples on 

the Croatian DSC in the present sample are displayed in Table 2.6.5. There were 

significant group differences for both subscales and the total DSC score (women and 

bereaved participants had higher mean scores) attesting to the discriminant validity of the 

measure. 
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Table 2.6.5. Descriptive statistics for the Croatian DSC for men vs women and bereaved vs 

non-bereaved. 

. Men Women Non-Bereaved Bereaved 

(n= 96) (n=218) (n = 94) (n = 220) 

Affective scale 13.51 19.29 t(312) = 3.85" 15.04 18.59 t(312) = 2.31· 

(10.21) (13.05) (11.00) (10.23) 

Self devaluative 9.69 13.25 t(312) = 2.55" 10.21 12.99 t(312) = 1.97· 
scale (9.65) (12.10) (10.23) (11.94) 

Total DSC 23.20 32.54 t(312) =3.32·· 25.25 31.58 1(312}=2.21· 

(19.31) (24.41) (20.75) (24.16) 

Note: Two-tailed significance * p < 0.05; "p < om 

2.6.5.1. Internal consistency of the Croatian DSC 

The internal consistency of the Croatian DSC was exccllcnt (Cronbach's alpha a = 

0.97), attesting to the high reliability ofthc qucstionnaire. Whcn the items were split into 

two scales the Cronbach's alphas remained high (affective scale a = 0.95; self-devaluative 

scale a = 0.95). 

2.6.5.2. Concurrent/Construct Validity of the Croatian DSC 

Considering that negative mood is associated with depression and anxiety and poor 

health it was assumed that the DSC and its subscales would be significantly corrclated with 

measures of psychological distress as examincd by thc BDI, BAI, and GlIQ (Teasdalc & 

Cox,2002). These correlations are shown in Table 2.6.5.2. and show that all corrclations 

are highly significant and in a positive direction attesting to the DSC's construct validity. 

Table 2.6.5.2. Correlations betwecn the Croatian DSC and its subscalcs and thc BDI, BAI 

andGHQ 

BDI BAI GHQ 

DSC-total 0.47·· 0.60" 0.44" 

Affective 0.44" 0.60" 0.45" 

Self-devaluative 0.46" 0.57" 0.40" 

Note: Two-tailed significance * p < 0.05; ** p < 0.01 
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2.6.6. The Attributional Style Questionnaire (ASQ; Peterson, et aI., 1982). 

The ASQ is a self-report scenario-based measure that was designed to assess 

individual differences in the tendencies to attribute causes of bad and good events to 

internal (versus external), stable (versus unstable) and global (versus specific) factors (see 

Supplementary Materials, A,2.6.6.a. for the English version and A,2.6.6.b for the Croatian 

version). The ASQ includes 12 different hypothetical scenarios (divided into bad and 

good events which are achievement and affiliation-related) and participants are asked to 

decide on the major cause for that scenario and then write it down, and then answer 3 

questions about the cause and one question about the situation. The following example 

illustrates the nature of these questions: "You meet afriend who compliments you on your 

appearance" Participants then write down one major cause and answer three questions: 

1) Is the cause of your friend's compliment due to something about you or something about 

other people or circumstances?; 2) In the future when you are with your friend, will this 

cause again be present?; 3) Is the cause something that just affects interacting with friends 

or does it also influence other areas of your life?". Composite scores are created by 

summing the appropriate items (e.g. answers to the first question reflect internal vs 

external affirmations) and dividing the sum by the number of items in the composite. 

Firstly, one can derive 12 subscales based on 3 items each. Secondly, one can derive 6 

subscales by collapsing across the achievement-affiliation distinction based on 6 items 

each. Finally, one can combine internality, stability and globality scales into two 

composite attributional styles scores, one for good and one for bad events, based on 18 

items each. Peterson et a1. (1982) reported detailed psychometric results showing that the 

internal reliability for good events was 0.75 and for bad events 0.72. The six-item 

subscales reflecting separate attributional dimensions achieved a mean reliability of 0.54 

(ranging from 0.44-0.69), which is modest. 

Descriptive data for men and women and bereaved vs non-bereaved for the 

Croatian ASQ in the present sample are displayed in Table 2.6.6. There were no 

significant group differences between bereaved and non-bereaved participants. There were 

significant gender differences (women scored higher than men) for good and bad events, 

good internality, globality and stability. For bad events, only stability was significantly 

different across gender. 

Table 2.6.6. Descriptive statistics for the Croatian ASQ for men vs women and bereaved 

vs non-bereaved. 
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Men . Women Non-Bereaved Bereaved 

(n= 85) (n= 206) (n = 87) (n'" 204) 

Good events 4.38 5.03 t(289) = 4.32·· 4.78 4.86 t(289) = 0.51 

(1.49) (1.00) ( 1.25) (1.17) 

Bad events 3.65 3.93 t(288) = 2.09· 3.79 3.87 t(288) = 0.58 

(1.19) (0.94) (0.97) (1.05) 

Internality good 4.64 5.35 t(289) = 4.26" 5.06 5.18 t(289) = 0.67 

events (1.65) (1.13) (1.41) (1.31) 

Stability good 4.49 5.10 t(289) = 3.73" 4.90 4.93 t(289) = 0.17 

events (1.52) (1.13) (1.30) ( 1.28) 

Globality good 4.01 4.62 t(289) = 3.65·· 4.38 4.47 t(289) = 0.51 

events (1.54) (1.19) (1.32) (1.34) 

Internality bad 4.01 4.28 t(288) = 1.69 4.13 4.23 t(288) = 0.62 

events (1.39) (1.13) ( 1.08) (1.27) 

Stability bad 3.62 4.02 t(288) = 2.56· 3.79 3.96 t(288) '" 1.08 

events (1.32) (1.16) (1.09) (1.27) 

Globality bad 3.31 3.47 t(288) = 0.92 3.45 3.42 t(288) = 0.21 

events (1.35) (1.37) (1.39) ( 1.36) 

Note: Two-tailed signilicance • p < 0.05; up < o.ot 

2.6.6.1. Internal consistency of the Croatian ASQ 

The internal consistencies of the ASQ-good and ASQ-bad events were good 

(Cronbach's alpha a = 0.86 and 0.79, respectively), attesting to the reliability of the 

measure. The internal consistency for the internality, globality and stability aspects of the 

good and bad events are displayed in Table 2.6.6.1. and also attest to a good reliability of 

the questionnaire, although as with the English version they are more modest. 

Table 2.6.6.1. The internal consistency for the Croatian ASQ for internality, globality and 

stability for the good and bad events 

ASQ subscale 
, ." ,I..", ,.c .",. ~"" ,01. ,; l "'. '" 

ASQ-intemality-good events 

ASQ-intemality-bad events 

ASQ-globality -good events 

ASQ-globality -bad events 

ASQ-stability-good events 

ASQ-stability -bad events 

Cronhach's Alpha 

a" 0.70 

a - 0.59 

a - 0.64 

a'" 0.62 

a" 0.70 

a" 0.68 

." ... " .. 
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2.6.6.2. Convergent validity of the Croatian ASQ 

Considering that attributional style is associated with depression (Peterson et aI., 

1982) it was assumed that the ASQ composites would be significantly correlated with 

measures of psychological distress as examined by the BDI, BAI and GHQ. These 

correlations are presented in Table 2.6.6.2. and show that internality, stability and globality 

for good events are only significantly and positively correlated with BAI. Internality, 

stability and globality for bad events are all positively significant and correlated with all 

variables attesting to the convergent validity of the negative scenarios. 

Table 2.6.6.2. Correlations between the Croatian ASQ subscales and BDI, BAI and GHQ 

t BDI BAl GHQ r, 

Good events -0.03 0.14++ 0.05 

Bad events 0.19++ 0.26" 0.25" 

Internality good events -0.03 0.13· 0.02 

Stability good events -0.03 0.13· 0.06 

Globality good events 0.01 0.14· 0.07 

Internality bad events 0.14· 0.19" 0.17" 

Stability bad events 0.15· 0.21" 0.20" 

Globality bad events 0.17++ 0.24·· 0.23" 

Note: Two-tailed significance. p < 0,05; .. p < 0,01 

2.6.7. The Test of Self-Conscious Affect (TOSCA; Tangney, Dearing, Wagner & 

Gramzow, 2000) 

The TOSCA is a self-report measure that was designed to assess individual 

differences in proneness to guilt and shame (see Supplementary Materials, A.2.6.7.a. for 

the English version and A.2.6.7.b. for the Croatian version). The TOSCA has 16 (11 

negative and 5 positive in valence) scenarios that it would be likely that people would 

experience. An example of one scenario is: "You wake lip early one Saturday morning. It 

is cold and rainy outside." a) You would telephone afriend to catch lip on news,' b) You 

would take the extra time to read the paper; c) You wouldfeel disappointed that it's 

raining; d) You would wonder why you woke up so early. In the above example, I've rated 

ALL of the answers by circling a number. I circled a "1" for answer (a) because I wouldn't 

want to wake up afriend very early on a Saturday morning -- so it's not at aI/likely that I 

would do that. I circled a "5" for answer (b) because I almost always read the paper if I 
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have time in the morning (very likely). I circled a "3"/or answer (c) because/or me it's 

about half and half Sometimes I would be disappointed about the rain and sometimes I 

wouldn't -- it would depend on what I had planned. And I circled a "4"/or answer (d) 

because I would probably wonder why I had awakened so early. 

These scenarios have been previously pre-coded to reflect various dimensions of 

feelings and yield indices of shame-proneness, guilt-proneness, extemalization, 

detachment, alpha pride and beta-pride. Alpha pride is pride in the entire self e.g. "you 

would feel proud of yourself' while beta pride is pride in specific behaviour (Tangney et 

al. 2000). Participants are asked to rate on a 5-point scale their likelihood of reacting in 

each of the ways that is indicated. This allows for the possibility that for any given 

scenario/situation a participant may endorse, for example, items reflecting both shame and 

guilt in that particular situation. Item responses are scored on a 5-point scale from 1 

(impossible) to 5 (very possible). This measure may be applied to any type of population 

of any age. The psychometric properties of the TOSCA are well documented (Tangney et 

aI., 1996; Tangney et aI., 2002) and show good reliability and validity. For the TOSCA -

shame: adults - Cronbach's a = 0.74; college students - Cronbach's a = 0.74; adolescents 

- Cronbach's a = 0.77; children - Cronbach's a = 0.78. For the TOSCA - guilt: adults

Cronbach's a. = 0.61; college students - Cronbach's a. = 0.69; adolescents - Cronbach's a. 

= 0.81; children - Cronbach's a = 0.83. Descriptive data for men and women and 

bereaved vs non-bereaved on the Croatian TOSCA are displayed in Table 2.6.7. There 

was a significant gender group difference on the TOSCA-shame subscale with women 

scoring higher. However, there were no significant differences between bereaved and non

bereaved participants on the TOSCA subscales. 
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Table 2.6.7. Descriptive statistics for the Croatian TOSCA subscales and total score for 

men vs women and bereaved vs non-bereaved. 

Men Women Non-Bereaved Bereaved 

(n;:; 93) .. (n = 226) (n = 101) (n = 218) 

Shame 39.01 42.31 t(317) = 2.51· 40.35 41.82 t(317) = 1.13 

(10.07) (10.91) (10.14) (11.03) 

Detachment 35.36 36.17 t(317)=0.91 36.49 35.68 t(317) = 0.94 

(6.64) (7.42) (7.30) (7.16) 

Guilt 60.61 63.00 t(317) = 1.72 63.21 61.88 t(317) = 0.97 

(10.09) (11.67) (10.09) (11.78) 

Extemalization 42.69 42.49 t(317) = 0.16 41.17 43.19 t(317) = 1.73 

(8.80) (10.14) (8.46) ( 10.25) 

Alpha pride 18.52 19.25 t(315) = 1.43 19.39 18.87 t(315) = 1.03 

(4.21) (4.14) (3.96) (4.26) 

Beta pride 19.26 20.04 t(315) = 1.55 19.92 19.76 t(315) = 0.32 

(4.36) (3.99) (3.59) (4.33) 

TOSCA Total 215.45 222.92 t(317) = 1.68 220.14 221.03 t(317) = 0.20 

(31.42) (37.93) (33.00) (2.56) 

Note: Two-tailed signiticance * p < 0.05 

2.6.7.1. Internal consistency of the Croatian TOSCA 

The internal consistency of the Croatian TOSCA was good (Cronbach's a = 0.89), 

attesting to the reliability of the questionnaire. Cronbach's coefficient alphas were also 

computed for the individual sub-scales (Shame a. = 0.76; Dctachment a = 0.68; Guilt a = 
0.81; Externalization a. = 0.69; Alpha pride a. = 0.66; Bcta pride a. = 0.68), and also 

showed satisfactory reliability. 

2.6.7.2. Convergent validity of the Croatian TOSCA 

The TOSCA and its subscales, especially Shame-proneness and Guilt-proneness are 

associated with a variety of indices of psychopathology (Gramzow & Tangney, 1992; 

Tangney, Burgaff & Wagner, 1995), especially high scores on dcpression measures 

(Ferguson & Crowley, 1997), interpersonal functioning (Tangney 1993, 1995) and family 

functioning (Hamme 1990; Tagney, Wagncr, Flctchcr and Gramzow, 1991). Therefore it 

was predicted that the TOSCA and its subscales would be significantly correlated with 

measures of psychological distress as examined by the BDI, BAI, GHQ and IES-R. These 
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correlations are given in Table 2.6.7.2. and are broadly consistent with predictions showing 

that Detachment is only correlated with BAI (positively), whilst Shame is positively 

correlated with all variables. Guilt is significantly and positively correlated with all 

variables except BDI and GHQ whilst Externalization is significantly correlated 

(positively) with all variables except avoidance and intrusion. Alpha Pride is only 

correlated with avoidance and Beta Pride is correlated with IES-R-total, avoidance and 

intrusion. 

Table 2.6.7.2. Correlations between the Croatian TOSCA subscales and BDI, BAI, GHQ, 

IES-Risubscales 

BDI BAI GHQ IES-R- IES-R- lES·R· IES.R-hyper-

total avoidance intrusion arousal 

TOSCA-total 0.18·· 0.24" 0.16" 0.28" 0.27" 0.23" 0.25" 
Shame 0.32·· 0.29" 0.31" 0.33" 0.27" 0.31" 0.33" 
Detachment 0.05 0.13· 0.01 0.05 0.09 0.00 0.06 
Guilt 0.05 0.17" 0.05 0.26" 0.25" 0.25" 0.21·· 

Externalization 0.25" 0.19·· 0.18" 0.18" 0.20 0.11 0.18" 
Alpha Pride -0.08 0.07 -0.03 0.10 0.14· 0.08 0.07 
Beta Pride -0.03 0.10 0.00 0.14· 0.17" 0.12· 0.08 

Note: Two-tailed signiticance • p < 0.05; *. P < 0.0 I 

2.6.8. The Beck Anxiety Inventory (BAI; English - Beck & Steer, 1990). 

The BAI measures self-reported levels of anxiety over the previous week (see 

Supplementary Materials 2, for the English version A.2.6.8.a. and for the Croatian version 

A.2.6.8.b.). The BAI has 21 items and a participant is asked to rate how much he or she has 

been bothered by each symptom over the past week. Items are scored on four-point scale 

[0 = not at all; 1 = mildly; 2 = moderately; 3 = severely]. Summing item scores gives the 

BAI score. The overall score ranges from 0 to 63. The psychometric properties of the 

English language BAI are well established, demonstrating good reliability and validity. 

The internal consistency was 0.95 (Beck & Steer, 1990). Morin et al. (1999) assessed older 

adults and also reported adequate internal consistency (a. = 0.89), (see also Kabacoff, 

Segal, Hersen & van Hasselt, 1997). Borden, Peterson and Jackson (1991) have also 

reported good psychometric properties in non-clinical samples. 

Descriptive data for men and women, and bereaved and non-bereaved using the 

Croatian version of the BAI in the present study are displayed in Table 2.6.8. It shows that 
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there are significant group differences between bereaved and non-bereaved participants 

with bereaved participants scoring higher on the BAI and also significant gender group 

differences with women scoring higher on the BAI attesting to the discriminant validity of 

the measure. 

Table 2.6.8. Descriptive statistics (standard deviations in parentheses) for the Croatian BAI 

for men vs women and bereaved vs non-bereaved. 

Men Women Non-Bereaved Bereaved 

(n = 101) (n = 235) Statistic (n = 107) (n = 229) Statistic 

'. BAITotal 9.15 14.11 10.16 13.76 

(7.98) (10.51) t(334) = 4.24** (9.45) (10.16) t(334) '" 3.10** 

Note: Two-tailed significance ** p < 0.01 

2.6.8.1. Internal consistency of the Croatian BAI 

The internal consistency of the Croatian BAI was very good, (Cronbach's alpha = 
0.92), attesting to the reliability of the questionnaire. 

2.6.8.2. Convergent validity of the Croatian BAI 

Considering that anxiety is associated with depression and psychological distress 

(Beck & Steer, 1990; Borden et aI., 1991) it was assumed that the BAI would be 

significantly positively correlated with measures of psychological distress as examined by 

BDI, GHQ, IES-R and PDS. These correlations were all highly significant and positive 

and are shown in Table 2.6.8.2. attesting to the convergent validity of the measure. 

Table 2.6.8.2. Inter-correlations between the Croatian BDI, BAI, PDS, GIIQ, and IES-R 

and its subscales 

BDI ··.PDS GHQ IES-R- IES-R- IES-R- lES-R- , 

• severity total avoidance intrusion hyper-

arousal 
BAl 0.49** 0.62** 0.46** 0.55** 0.45** 0.49** 0.57** 

Note: Two-tailed significance **p<O.OI 
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2.6.9. Measures taken from Bonnano et al. (2002) 

Bonnano et a1. (2002) were interested in examining whether bereaved participants 

show different patterns of distress following the loss of a spouse and realised that no 

studies were specifically designed to examine that, although there were six previous 

studies that looked at relevant issues (Bonnano & Field, 200 I; Bonnano, Keltner, Holen & 

Horowitz, 1995; Bournstein, Clayton, Halikas, Maurice & Robins, 1973; Lund et a1., 1985-

1986; Vachon, Rogers, et aI., 1982; Vachon, Sheldon et a1., 1982; Zisook & Shuctner, 

1986). The following measures were taken from the Bonnano et a1. (2002) study. 

2.6.9.1. World View (WV; Bonanno et aI., 2002) 

The WV measures the way people view the world and it consists of 17 items (see 

Supplementary Materials 2, for the English version A.2.6.9.I.a. and for the Croatian 

version A.2.6.9.l.b.). There were four subscales. The "Belief in a just world" subscale 

examines to what extent participants see the world as just and it has 6 items (e.g. "In the 

long run, good people will be rewarded for the good things they have done"). These six 

items had a Cronbach's a of 0.76, attesting to their reliability. The "Belief in personal 

injustice" subscale examines to what extent participants see the world as unjust to oneself 

and it has 3 items (e.g. "When I look back on what happened to me, I feel cheated). These 

3 items had a Cronbach's a of 0.77, attesting to their reliability. The "Uncontrollability of 

negative events" subscale examines to what extent participants believe that negative events 

cannot be controlled and it has 4 items (e.g. "I am certain that something bad could happen 

to me at any time"). These four items had a Cronbach's a of 0.67, attesting to their 

reliability. Finally, the "Acceptance of death" subscale examines to what extent 

participants accept death as a part of life and it has 4 items (e.g. "Death is simply part of 

the process of life"). These 4 items had a Cronbach's a ofO.S7, indicating only modest 

reliability. Each subscale score is calculated by averaging the scores on the items 

involved. Item responses are on a five point Likert scale ranging from 1 (Not at all agree) 

to 3 (Completely agree). 

Descriptive data are displayed in Table 2.6.9.1. This shows that there were no 

significant group differences either in the bereaved vs non-bereaved sample nor in men vs 

women .. 
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Table 2.6.9.1. Descriptive statistics for the Croatian World View (WV) subscales for men 

vs women and bereaved vs non-bereaved. 

i.WV Men Women Non-Bereaved Bereaved r 
(n=97) , .. (n= 225) (n == 104) (n=218) 

~:" 
Just world 17.38 18.09 t(320) = 1.74 18.04 (2.92) 17.80 t(320) == 0.58 

(3.50) (3.32) (3.59) 

Personal injustice 6.71 6.60 t(320) = 0.37 6.29 (2.27) 6.80 t(320) = 1.82 

(2.48) (2.35) (2.42) 

Uncontrollability 10.48 10.51 t(320) = 0.08 10.39 (2.20) 10.55 t(320) == 0.56 

(2.36) (2.31) (2.38) 

Death acceptance 13.S9 13.46 t(320) = 1.45 13.73 (2.1S) 13.52 t(320) = 0.73 

(2.25) (2.52) (2.56) 

Note: Two-tailed significance • p < 0.05 

2.6.9.1.1. Internal consistency of the Croatian WV 

The internal consistency of the WV was good for each of the subscales: Beliefin 

just world, Cronbach's a = 0.67; Belief in personal injustice, Cronbach's a = 0.73; Belief 

in the uncontrollability of negative events, Cronbach's a = 0.61; Acceptance of death, 

Cronbach's a = 0.72 attesting to the reliability of the measure. 

2.6.9.1.2. Convergent Validity of the Croatian WV 

Finding meaning following bereavement is an important phenomenon (Davis & 

Nolen-Hoeksema, 2001; Neimeyer, 2000; Parkes, 1971; Schwartzberg & Janoff-Bulman, 

1991). However those who do not find meaning tend to have more prolonged grief 

reactions (Davis, Wortman, Lehman & Silver, 2000) and death can shatter one's belief 

system and prolong grieving-related psychopathology (J anoff-Bulman, 1992; Parkes, 1971, 

1998). It was therefore predicted that the WV would be significantly correlated with 

measures of psychological distress as examined by the BDI, BAI, GHQ, and IES-R. These 

correlations are shown in Table 2.6.9.1.2. Beliefin a Just World and Acceptance of Death 

were not significantly correlated with any variables. Whilst Bcliefin Personal Justice was 

positively and significantly correlated with all variables, as was Uncontrollability (except 

with IES-R-intrusion) providing modest overall convergent validity for this measure. 
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Table 2.6.9.1.2. Correlations between the Croatian World View (WV) subscales and BDI, 

BAI, GHQ and IES-R and subscales Gust bereaved sample) 

,vw BOI BAl GHQ IES-R- lES-R- lES-R- IES-R-, 
total avoidance intrusion hyperarousaJ 

.. ~ ... -"", ,'- " 

Just world 0.27 0.09 -0.07 0.07 0.07 0.04 0.07 

Personal justice 0.46" 0.43" 0.36·· 0.37" 0.36·· 0.28·· 0.36·· 

Uncontrollability 0.30·· 0.28" 0.19" 0.18· 0.20" 0.08 0.19" 

Death acceptance 0.01 -0.03 -0.11 0.06 0.13 0.03 0.02 

Note: Two-taill.'d significance • p < 0,05; .. p < 0,01 

2.6.9.2. Social Support (SS; Bonanno et al., 2002) 

The SS is a measure of participants' perceived and available social support and 

includes 7 items (see Supplementary Materials 2, for the English version A.2.6.9.2.a. and 

for the Croatian version A.2.6.9.2.b.) with three subscales. The "Perceived support from 

friends and family" subscale examines participants' ratings of support from friends and 

family and it has two items e.g. "On the whole, how much do your friends and relatives 

make you feel loved and cared forT' (Cronbach's a. = 0.71). The "Perceived support from 

children" subscale examines participants' ratings of support from children and it has two 

items e.g. "How much do your children make you feclloved and cared forT' (Cronbach's 

a. = 0.70). Finally, the "Instrumental support from family and friends" subscale examines 

participants' ratings of support from people other than spouse or child and it has three 

items e.g. "If you and your (husband/wife) needed extra help with general housework or 

home maintenance, how much could you count on friends or family members to help 

you?" (Cronbach's a. = 0.68). Item responses are on a five-point Likert scale ranging from 

o (a great deal) to 4 (not at all). Each subscale score was calculated by averaging item 

scores taking into account that they are reverse coded. 

Descriptive data for men and women and bereaved vs non-bereaved for the 

Croatian SS in the present sample are displayed in Table 2.6.9.2. There are gender group 

differences on perceived support from family, with women scoring higher scores. There 

were no significant group differences between bereaved and non-bereaved samples. 
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Table 2.6.9.2. Descriptive statistics for the Croatian Social Support (SS) subscales for men 

vs women and bereaved vs non-bereaved. 

\ SS 
I, Men· Women Non-Bereaved Bereaved 

l 
~ , 

(n'" 95) (n=221) (n= 102) (n .. 214) 

Perceived family 5.01 5.56 t(314) = 2.55· 5.24 (1.80) 5.47 t(314) = 1.05 

(1.79) (1.76) (1.78) 

Perceived children 6.14 5.82 t(229) = 0.25 4.75 (2.32) 6.47 t(229) - 1.33 

(11.33) (7.87) (10.93) 

Instrumental support 6.61 7.17 t(305) = 1.53 7.03 (2.95) 6.98 t(305) - 0.12 

(2.65) (3.12) (3.01) 

Note: Two-tailed signiticance • p < 0.05 

2.6.9.2.1. Internal consistency of the Croatian SS 

The internal consistency of the SS was high for perceived support from friends and 

relatives (Cronbach's a = 0.80), perceived support from children (Cronbach's a = 0.71), 

and instrumental support (Cronbach's a = 0.87) attesting to the reliability of the 

questionnaire. 

2.6.9.2.2. Convergent Validity of the Croatian SS 

Perceived social support from friends and relatives (Bonanno & Kaltman, 1999; 

Nolen-Hoeksema & Larson, 1999) and instrumental support (Stroebe & Strocbe, 1987) 

may be viewed as relief from chronic stress and low levels exacerbate psychopathology. It 

was therefore considered that the SS would be significantly correlated with measures of 

psychological distress as examined by BDI, BAI, GHQ, and IES-R. These correlations are 

shown in Table 2.6.9.2.2. Perceived support from family and friends was significantly and 

negatively correlated with most of the measures of distress except avoidance and intrusion. 

Perceived support for children was not a significant correlate. Instrumental support was 

significantly and negatively correlated with BDI and GHQ and IES-intrusion scores. 
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Table 2.6.9.2.2. Correlations between the Croatian Social Support (SS) subscales and BDI, 

BAI, GHQ and IES-R and subscales Gust bereaved sample) 

! ss BD! BAI GHQ IES-R- IES-R- IES-R- IES-R-

total avoidance intrusion hyperarousal': ~' 

~" .. """ . .lI>I';''''1."."ol \")':""""""" :.>.' J l,~. ,~" , .... , ~ • ',. ,;i; 

Perceived support 

from family and -0.32" -0.l3· -0.30" -0.18" -0.14 -0.13 -0.21" 
friends 

Perceived support -0.11 -0.10 -0.12 -0.12 -0.11 -0.07 -0.14 
from children 

Instrumental -0.19" -0.11 -0.22·· -0.15 -0.12 -0.16· -0.12 
support 

Note: Two-tailed significance" p < 0.05; .... p < 0.0 I 

2.6.9.3. Qualities of the Relationship (QoR; Bonanno, et aI., 2002) 

The QoR measure has 10 items that are adapted from the Dyadic Adjustment Scale 

(Spanier, 1976) (see Supplementary Materials 2, for the English version A.2.6.9.3.a. and 

for the Croatian version A.2.6.9_3.b.). Bonanno et al. (2002) examined qualities of 

marriage whilst for this study this measure was adapted to look at the qualities of 

relationships with significant others. The QoR has two subscales, positive and negative 

evaluations of relationship. Positive evaluations of the relationship examine participants' 

ratings of how good their marriage or relationship was and has four items (e.g. "How much 

does your partner make you feel loved and cared for?") (Cronbach's a = 0.85, attesting to 

the reliability of the subscale). Negative evaluations of the relationship examines 

participants' ratings of how bad their marriage or relationship is and has six items (e.g. 

"How much do you feel (he/she) makes too many demands on you?") (Cronbach's a = 
0.79, attesting to the reliability of the subscale). Each sub scale score is calculated by 

averaging the item scores which are on a five-point Likert scale ranging from 0 (n great 

deal) to 4 (not at all). 

Descriptive data for men and women and bereaved vs non-bereaved for the 

Croatian QoR in the present study are displayed in Table 2.6.9.3. It shows that there are 

significant gender group differences on positive evaluations (men had higher scores). 

There were no significant group differences in bereaved vs non-bereaved. 
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Table 2.6.9.3. Descriptive statistics (SDs in parentheses) for the Croatian QoR; ID; DoSO; 

AIDA; Devotion and Conservatism measures) for men vs women and bereaved vs non

bereaved (only using participants who were in a relationship). 

Men Women Non-Bereaved Bereaved 

'. (n= 65) (n .. 153) (n= 63) (n = 155) 

QoR-Positive 10.98 9.59 t(216) = 2.30· 10.84 9.67 t(216) = 1.91 

(3.89) (4.16) (3.79) (4.22) 

QoR- 7.03 8.34 t(216) = 1.75 6.97 8.35 t(216) = 2.11 

Negative (4.57) (5.22) (4.62) (5.19) 

Men Women Non-Bereaved Bereaved 

(n = 68) (n=153) (n = 63) (n = 155) 

Interpersonal 11.47 13.22 t(219) = 3.44·· 11.94 12.99 t(219) = 2.01. 

dcpenedcncy (3.49) (3.50) (3.67) (3.51) 

Men Women Non-Bereaved Bereaved 

(n = 68) (n=153) (n" 65) (n = \56) 

DoSO 12.07 13.14 t(219) = 2.59· 12.60 12.90 t(219) .. 0.70 

(2.87) (2.79) (2.73) (2.91) 

Men Women Non-Bereaved Bereaved 

~, . 
(n ... 68) (n=153) (n .. 65) (n" \56) 

AIDA 10.45 11.03 t(219) = 1.47 10.40 11.04 t(219) .. 1.63 

(2.86) (2.56) (2.55) (2.69) 

, Men Women Non·Bereaved Bereaved 

(n = 67) (n=154) . (n" 66) (n= 156) 

Devotion 4.82 6.41 t(220) .. 2.65" 4.97 6.33 t(220) = 2.24· 

(4.31) (4.02) (3.71) (4.29) 

Conservatism 4.07 4.56 t(219) = 1.52 4.12 4.53 t(219) = 1.29 

(2.21) (2.11) (2.11) (2.15) 

Note: Two-tailed signilicance * p < 0.05; ** p < 0.01 

2.6.9.3.1. Internal consistency ofthe Croatian QoR 

The internal consistency of the QoR was high, (for positive evaluations Cronbach's 

a. = 0.91 and for negative evaluations Cronbach's a = 0.82) therefore attesting to the 

reliability of the questionnaire. 

2.6.9.3.2. Convergent and Validity of the Croatian QoR 

It was considered that the QoR would be significantly correlated with measures of 

psychological distress as examined by the BDI, BAI, GHQ, and IES-R and its subscales. 

These correlations are presented in Table 2.6.9.3.2. and show that positive evaluations of 
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marriage are significantly correlated with BDI, BAI, and GHQ and IES-R in a negative 

direction, whilst negative evaluations are positively and significantly correlated with all the 

measures of psychological distress except avoidance attesting to the convergent validity of 

the measure. 

Table 2.6.9.3.2. Correlations between the Croatian QoR; ID; DoSO; AIDA; Devotion & 

Conservatism and BDI, BAI, GHQ and IES-R and subscales 

t:' .. IES-R- . IES-R- IES-R- IES-R-
~: " " 

: total . avoidance' intrusion hyperarousal \\ 
~;" < ,<, ",,:i' I 

QoR-Pos. -0.27" -0.17** -0.19** -0.09 -0.07 -0.06 -0.12 

QoR-Neg. 0.28** 0.35** 0.26** 0.22** 0.12 0.25** 0.23** 

ID 0.44** 0.45" 0.38** 0040** 0.34** 0.35** 0040** 

DoSO 0.26** 0.23** 0.21 ** 0.34" 0.26** 0.36** 0.30** 

AIDA 0.16* -0.02 0.03 0.08 0.08 0.03 0.10 

Devotion -0.08 0.03 -0.17* -0.04 -0.00 -0.02 -0.07 

Conservatism -0.09 -0.10 -0.15* -0.09 -0.04 -0.09 -0.10 

Note: Two-tailed significance * p < 0.05; "*p < 0.01 

2.6.9.4. Interpersonal Dependency (ID; Bonanno et al., 2002) 

The ID measures a general trait of interpersonal dependency based on five items 

from Hirschfeld's (1977) Interpersonal Dependency Scale (see Supplementary Materials 2, 

for the English version A.2.6.9.4.a. and for the Croatian version A.2.6.9.4.b.), e.g. "The 

idea oflosing a close friend is terrifying to me" (Cronbach's a = 0.75, attesting to the 

reliability of the measure). The ID score is calculated by averaging the scores ofthe items 

involved, which are on a five-point Likert scale ranging from 0 (a great deal) to 4 (not at 

all). 

Descriptive data for men and women and bereaved vs non-bereaved for the 

Croatian ID questionnaire are displayed in Table 2.6.9.3. It shows that there are gender 

group differences with women scoring higher on ID and also that there are bereaved vs 

non-bereaved sample differences with bereaved participants scoring higher on ID. 

2.6.9.4.1. Internal consistency of the Croatian ID 

The internal consistency of the ID was high (Cronbach's IX = 0.74), attesting to the 

reliability of the questionnaire. 
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2.6.9.4.2. Convergent Validity of the Croatian ID 

It was considered that the ID would be significantly correlated with measures of 

psychological distress as examined by the BDI, BAI, GHQ, and IES-R. These correlations 

are shown in Table 2.6.9.3.2. and show that it indeed correlates significantly and positively 

with all ofthe measures of psychological distress attesting to its convergent validity. 

2.6.9.5. Dependency on the Significant Other (Do SO; Bonanno et al., 2002) 

The DoSO measures to what extent participants are dependent on their significant 

other in their life (originally this measure only looked at dependency on the spouse, 

therefore it was adapted for the current research) (see Supplementary Matcrials 2, for the 

English version A.2.6.9.S.a. and for the Croatian version A.2.6.9.5.b.). There are four 

items (e.g. "The idea oflosing my (husband/wife) is terrifying to me") (Cronbach's a = 
0.80). The DoSO score is calculated by averaging the scores for the 4 items. Item 

responses are on a five-point Likert scale ranging from 0 (a great deal) to 4 (not at all). 

Descriptive data for men and women and bcreaved vs non-bereaved for the 

CroatianDoSO in the present sample are displayed in Table 2.6.9.3. It shows a significant 

gender difference, with women scoring higher. There was no significant group difference 

between the bereaved and non-bereaved groups. 

2.6.9.5.1. Internal consistency of the Croatian DoS 

The internal consistency of the DoS was good (Cronbach's a = 0.72), attesting to 

its reliability. 

2.6.9.5.2. Convergent Validity of the Croatian DoS 

DoSO can be viewed as a form of "pathological dependence" on the partner 

(Raphael, 1983, p. 208) as well as a broad personality characteristic (Prigerson, Shear, 

Frank & Beery, 1997; Sable, 1989). It was considered that the DoSO would be 

significantly correlated with measures of psychological distress as examined by the BDI, 

BAI, GHQ, and IES-R. These correlations are shown in Table 2.6.9.3.2. and show that 
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DoSO was indeed significantly and positively correlated with all these measures attesting 

to its good convergent validity. 

2.6.9.6. A voidantlDismissive Attachment (AIDA; Bonanno et aI., 2002) 

The AIDA measures aspects of attachment style. The four items were taken from 

Hirschfeld's (1977) Autonomy Scale (see Supplementary Materials 2, for the English 

version A,2.6.9.6.a. and for the Croatian version A.2.6.9.6.b.); e.g. "I don't need much 

from people" (Cronbach's a = 0.75). Item responses are on a five-point Likert scale 

ranging from 0 (a great deal) to 4 (not at all) and scores are averaged to create a total score. 

Descriptive data for men and women and bereaved vs non-bereaved for the 

Croatian AIDA in the present sample are displayed in Table 2.6.9.3. It shows that there are 

no group significant differences either for gender or bereaved vs. non-bereaved sample. 

2.6.9.6.1. Internal consistency of the Croatian NDA 

The internal consistency of the AIDA was good (Cronbach's a = 0.74), attesting to 

the reliability of the questionnaire. 

2.6.9.6.2. Convergent Validity of the Croatian NDA 

Shaver and Tancredy (2001) suggested that individuals with an avoidant or 

dismissing attachment style are limited in the extent of their emotional dependence 

displaying little distress. There are studies linking NDA and depressive symptoms (Main 

& Goldwyn, 1994; Cole-Detke & Kobak; Fonagy et aI., 1996; Rosentcin & Ilorowitz; 

Patrick, Hobson, Castle, Howard & Maughan, 1994, Kathryn et aI., 2007). Avoidant and 

anxious ambivalent individuals scored higher on a measure of major depressive episodes 

than did secure people (Cooper, Shaver & Collins, 1998). For more details see the review 

by Pietromonaco and Barrett (2000). It was predicted that the AIDA would be 

significantly correlated with measures of psychological distress as examined by the BDI, 

BAI, GHQ, and IES-R. These correlations are shown in Table 2.6.9.3.2. and show that 

AIDA is only significantly and positively correlated with BDI. 
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The Religiosity Scale (RS; Bonanno et aI., 2002) 

The RS measures two different dimensions ofreligiosity as examined by Kendler, 

et a1. (1997) and Miller et a1. (2000) (see Supplementary Materials 2, for the English 

version A.2.6.9.7.a. and for the Croatian version A.2.6.9.7.b.). The first dimension 

"Personal Devotion" has four items (e.g. "In general, how important are religious or 

spiritual beliefs in your day-to-day life?") (Cronbach's a = 0.83). The second dimension 

"Religious Conservatism" has three items (e.g. "Would you say that you have been 'born 

again', that is, had a turning point in your life when you committed yourself to Jesus 

Christ?") (Cronbach's a. = 0.65). Each subscale is calculated by averaging the scores on 

items involved, scored on a five-point Likert scale ranging from 0 (a great deal) to 4 (not at 

all). 

Descriptive data for men and women and bereaved vs non-bereaved for the 

Croatian in the present sample are displayed in Table 2.6.9.3. This shows that there are no 

significant differences on religious conservatism but that there are significant gender and 

bereaved vs. non-bereaved group differences on personal devotion with women scoring 

higher and bereaved participants scoring higher indicating some discriminant validity for 

the measure. 

2.6.8.7.1. Internal consistency of the Croatian RS 

The internal consistency of the RS was very good, for both Personal Devotion 

(Cronbach's a = 0.89), and for Religious Conservatism (Cronbach's a = 0.81) attesting to 

the reliability ofthe questionnaire. 

2.6.8.7.2. Convergent Validity of the Croatian RS 

Religiosity is viewed as a coping resource by Bonanno et a1. (2002) and it appears 

that according to Kendler, Gardner and Prescot (1997) and Miller, Davies and Greenwald 

(2000) it may be associated with risk of psychopathology. It was considered that the RS 

would be significantly negatively correlated with measures of psychological distress as 

examined by BDI, BAI, GHQ, and IES-R. These correlations are shown in Table 

2.6.9.3.2. and show that RS is not significantly correlated with any measures of 

psychological distress except negatively with the GHQ. It is possible that religiosity may 
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be useful as a coping strategy but it seems that in the current sample there are no 

associations with psychopathology. 

2.7. Discussion 

2.7.1. Summary of the main results 

The purpose of the work reported in this chapter was to assess the psychometric 

properties of the measures in the English language that were translated to the Croatian 

language and used in this thesis. The descriptive statistics, internal consistency 

reliabilities, convergent and discriminant validities and factor structures broadly attested to 

the psychometric adequacy ofthe questionnaires used in this chapter and will continue to 

be used in subsequent chapters. Here, I will briefly summarise the findings from each 

section of the chapter. 

The measures that were already available in the Croatian language are summarised 

in Table 2.7.1.a. The majority of these measures had good psychometric properties. 

The measures that were factorial and not yet available in the Croatian language are 

summarised in Table 2.7.I.b. All of the measures showed good reliability and construct 

validity. The exploratory factor analyses of the Croatian TCQ and the RSQ did not 

substantiate the presence of the same factors as in the English versions. When further 

inspecting the items it was clear that they were not distinguishable as construct clusters. 

Consequently, only the Total scores for these measures were used in the subsequent 

studies. 

The measures that were non-factorial and not yet available in the Croatian language 

are summarised in Table 2.7.1.c. All the measures showed good reliability and construct 

validity. 
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Table 2.7.1.a An Overview of validation and reliability results (measures available in the Croatian language) 

Measure Cronbacll's Differences between men Differences between bereaved Correlations with measures of psychological distress (p < .05) 

a and women and non bereaved 

Significant Higher Significant Higher scores PDS BDI BAl GHQ IES-R- IES-R IES-R IES-R 

(p<.05) scores (p<.05) severity Total Intrusion Avoidance Hyperarousal 

Beck Depression Inventory (BD!) 0.89 " Women ., Bereaved ., ., ., ., ., ., ., ., 
Posttraumatic Stress Diagnostic Scale (PDS) 

Symptom Score 0.83 " Women ., Bereaved ., ., ., ., ., ., ., ., 
Severity Score 0.91 

., 
Women ., Bereaved nla ., ., ., ., ., ., ., 

Impact of Event Scale·Revised (lES·R) 0.94 ., Women ., Bereaved 

Intrusion 0.87 
., 

Women 
., Bereaved ., ., ., ., 

Avoidance 0.88 
., 

Women 
., 

Bereaved 
., ., ., ., nla nla nla nla 

Hyperarousal 0.83 
., 

Women 
., 

Bereaved 
., ., ., ., 

Eysenck Personality Inventory (EPI) 

I Exttaversion 0.70 " Men ., Non·Bereaved ., 
" " 

., 
" " " " 

Neuroticism 0.33 " Women 
., 

Bereaved 
., ., ., ., ., ., ., ., 

lie 029 " Men .. Bereaved .. .. .. .. " " J< J< I 

COPE Total 0.76 ., Women J< Non·Bereaved ., .. ., .. .. .. ., 
" 

Active coping 0.74 J< Men J< Bereaved 
., ., ., ., .. .. J< " 

Planning 0.78 .. Men " Non-Bereaved 
., ., ., ., 

" J< J< " 
Positive RefraIning 0.80 J< Women " Non-Bereaved 

., ., ., ., 
" " J< " 

Acceptance 0.76 " Women " Non-Bereaved 
., ., ., ., 

" J< " " 
Humour 0.74 " Men .. Non-Bereaved .. ., 

" 
., ., ., 

" 
., 

Religion 0.90 
., 

Women " Bereaved " .. .. ., .. .. " J< 

Emotional Support 0.84 
., 

Women 
J< 

Non-Bereaved 
.. " 

., .. .. .. .. " 
lnsttumental Support 0.89 

., 
Women 

.. 
Non-Bereaved 

.. " 
., J< .. .. J< .. 

Self--distraction 0.66 
.. .. ., .. " .. ., ., ., 

" Women Bereaved .. .. ., ., ., ., ., 
" 

., .. 
Denial 0.62 Women Non-Bereaved ., .. ., ., ., ., ., .. ., ., 
Venting O.IS Women Bereaved ., .. ., ., ., ., ., 

" 
., ., 

Subslancc Use 0.S7 Men Non-Bereaved 
" 

., ., ., ., ., ., ., ., ., 
Behaviowal disengagement 0.S7 Men Bereaved 

" " 
., ., ., ., ., ., ., ., 

Self-blame 0.79 Women Bereaved 

Note: PDS = Posruaumatic Diagnostic Scale; BD! = Bcd Depression Inventory; BAl = Beck Anxiety Inventory; GHQ = General Health Questionnaire; lES-R = lmpacl of Event Scale-Revised 
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Table 2.7.1.b. An overview of validation and reliability results of the multi-factorial measures not yet available in the Croatian language 

Measure Cronbach's Differences between men Differences between bereaved Correlations with measures of psychological distress (p < .05) 

a and women and non bereaved 

Significant Higbee Significant Higher scores PDS BOI BAl GHQ IES-R· IES-R IES-R IES-R 

(p<.05) scores (p<.05) severity Total Inttusion Avoidance Hyperarousal 

Thought Control Questionnaire (TeQ) 0.74 '" Women J< Bereaved '" '" 
Posttraumatic Cognitions Inventory (PTCI) 0.95 J< Women J< Bereaved " '" '" " " '" " '" 
Wold 0.85 J< Women J< Bereaved '" '" '" '" '" '" '" '" 

I 
I 

Self 0.94 '" Women '" Bereaved '" '" '" '" '" '" " '" I 

Self·Blame 0.74 J< Men x Non·Bereaved '" '" '" '" '" '" '" '" 
Berldey Expressivity Questionnaire (BEQ) 0.84 '" Women x Bereaved J< J< '" x x '" J< J< 

Negative expressivity '" Women J< Bereaved J< J< '" '" J< x x J< 

Positive Expressivity '" Women x Non-Bereaved x '" J< J< x '" J< x 

Impulse strength '" Women '" Bereaved '" '" '" '" J< '" '" J< 

Emotion Regulation Questionnaire (ERQ) 0.74 x Men x Bereaved " J< '" J< x J< " x 

Re-appJaisal 0.74 '" Women x Bereaved '" x x J< J< J< " J< 

Suppression 0.72 x Men x Bereaved '" '" '" '" x x " J< 

Inventory of Complicated Grief·Revised 0.94 x Women " " " " '" " " '" 
Separation anxiety J< Women nla nla " '" '" '" '" " '" '" 
T taumatic stress x Women " '" '" '" '" '" '" '" 
Response Styles Questionnaire (RSQ) 0.88 '" Women • Bereaved '" '" " " '" " " '" 
Rumination 0.85 '" Women '" Bereaved " '" '" '" '" '" " '" 
Disttaction 0.75 " Women x Bereaved " " '" J< '" '" '" '" 
Problem Solving 0.57 '" Women • Bereaved x • '" • • x • x 

Note: PDS = Posttr.wmatic Diagnostic Scak; BOI = Beck Depression Inventory; BAl = Beck Anxiety Inventory; GHQ = Genetal Health Questionnaire; lES·R = Impact of Event Scale-Revised 
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Table 2.7.1.c.l. An overview of validation and reliability results of the non-factorial measures not yet available in the Croatian language 

Measure Cronbach's Differences between men Differences between bereaved Correlations with measures of psychological distress (p < .05) 

a and women and non bereaved 

Significant Higher Significant Higher scores PDS BDI BAl GHQ IES-R- IES-R IES-R IES-R 

(p<.05) scores (p < .05) severity Total Intrusion Avoidance Hyperarousal 

Novaco Anger Inventory (NAI) 0.94 .- Women " Bereaved .- .- .- .- .- .- .- .-
General Health Questionnaire (GHQ) 0.89 " Women .- Bereaved .- .- .- nla .- .- .- .-
Dissociative Experiences Scale (DES) 0.88 " Men " Bereaved .- .- .- .- .- .- .- .-
Grief Scale -Total 0.93 .- Women .- .- .- .- .- .- .- .-

Anxiety 0.77 .- Women nla nla .- .- .- .- .- .- .- .-
Despair 0.88 .- Women .- .- .- .- .- .- .- .-
Shock 0.83 .- Women .- .- .- .- .- .- .- .-

Yearoing 0.87 .- Women .- .- .- ./ .- .- .- .-
Intrusion 0.71 " Women .- .- .- .- .- .- .- .-
Anger 0.80 

.-
Women .- .- .- .- .- .- .- .-

Depressed States Checklist (DSC) Total 0.97 .- Women .- Bereaved .- .- .- .- .- .- .- .-
Affective subscale 0.95 .- Women .- Bereaved .- .- .- .- .- .- .- .-
Self-devaluative subscale 0.95 .- Women .- Bereaved .- .- .- .- .- .- .- ./ 

Attributional Style Questionnaire (ASQ) 

Good Events 0.86 .- Women " Bereaved " " .- " " " " " 
Bad Events 0.79 ./ Women " Bereaved .- .- .- .- ./ .- .- " 
Internality Good Events 0.70 .- Women " Bereaved " " .- " " " " " 
Stability Good Events 0.59 .- Women " Bereaved " " .- " " " " " 
GJobality Good Events 0.64 .- Women " Bereaved " " .- " " " " " 
Internality Bad Events 0.62 " Women " Bereaved .- .- .- .- " " " " 
Stability Bad Events 0.70 

.- Women " Bereaved .- .- .- .- .- ./ .- ./ 

GJobality Bad Events 0.68 " Women " Non-Bereaved 
.- .- .- .- .- .- " .-

--

Note: PDS = POSI1nWrnalic: Diagnostic Scale; BOI = Beck Depression Inventory; BAl = Beck Anxiety Inventory; GHQ = General Health Questionnaire; IES-R = Impact of Event Scale-Revised 
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Table 2.7. Lc.2. An overview of validation and reliability results of the third section (non-factorial measures not yet available in the Croatian language) 

Measure Cronbach's Differences between men Differences between bereaved Correlations with mcasures of psychological distress (p < .05) 

a and women and non bereaved 

Significant Higher Significant Higher scores PDS BOI BAl GHQ IES-R- IES-R IES-R IES-R 

(p <.05) scores (p< .05) severity Total Intrusion Avoidance Hyperarousal 

Test of Self-conscious Affect (TOSCA) 0.89 ./ Women J< Bereaved ./ ./ ./ ./ ./ ./ ./ 

Shame 0.76 J< Women J< Bereaved ./ ./ ./ ./ ./ ./ ./ 

Detachment 0.68 J< Women J< Non-Bereaved J< ./ J< J< J< J< J< I 

Guilt 0.81 x Women x Non-Bereaved J< ./ x ./ ./ ./ ./ 

Extemalization 0.69 x Men x Bereaved ./ ./ ./ ./ x x ./ 

AIpbaPride 0.66 J< Women x Non-Bereaved x x x x J< ./ x 

Beta Pride 0.68 x Women x Non-Bereaved x J< x ./ ./ ./ x 

Beck Anxiety InventOlY (BAO 0.92 ./ Women ./ Bereaved ./ ./ ./ ./ ./ ./ ./ ./ 

World View (VW) 

Just World 0.67 J< Women x Non-Bereaved x x J< J< J< x x 

Personal Injustice 0.73 x Men J< Bereaved ./ ./ ./ ./ ./ ./ ./ 

Uncontrollability 0.61 x Women x Bereaved ./ ./ ./ ./ x ./ ./ 

Death Acceptance o.n x Men x Non-Bereaved x x x x J< x x 

Social Support (SS) 

Perceived Family 0.80 ./ Women x Bereaved ./ ./ ./ ./ ./ ./ ./ 

Perceived QUIdren 0.71 J< Men ,. Bereaved ,. ,. ,. ,. J< J< ,. 
Instrumental Support 0.87 x Women 

,. 
Non-Bereaved ./ x ./ ,. J< J< J< 

Qualities of Re1ationship (QoR) 

Positive Evaluations 0.91 ./ Men ./ Non-Bereaved ./ ./ ./ ./ ./ ./ ./ 

Negative Evaluations 0.82 x Women ./ Bereaved ./ ./ ./ ./ ./ ./ ./ 

Interpersonal Dependency (10) 0.74 ./ Women ./ Bereaved ./ ./ ./ ./ ./ ./ ./ 

Dependency on the SignifJCaJJl Other (DoSO) o.n ./ Women J< Bereaved ./ ./ ./ ./ ./ ./ ./ 

Avoidanl/Dismissive Attachment (AIDA) 0.74 J< Women J< Bereaved ./ J< J< J< J< J< J< 

Religiosity Scale (RS) 

Personal Devotion 0.89 ./ Women ./ Bereaved ,. x x x x J< x 

Religious Conservatism 0.81 x Women x Bereaved J< J< J< J< ,. J< J< 

. - -- - -----_.-_ .. 

Note: PDS = PosttIaumatic Diagnostic Sale; BDI = Beck Depression InvenlOly, BAI = Beck Anxiety InventOJy; GHQ = General Health Questionnain; lES·R = Impact of Event Scale-Revised 
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CHAPTER 3 

Participants and procedure 

3.1. Aim 

This chapter aims to describe the samples of CG participants and bereaved controls 

that took part in studies 1 - 5 (Chapters 4 - 8). 

3.1.1. Participant samples used in the research in this thesis 

As already noted previously in the thesis (see Chapter 1 t section 1.9.), a major aim 

of the present chapter is to introduce the sample ofCG participants and controls that form 

the focus of the studies presented in Chapters 4 - 8. The samples will be described in 

detail here and only subsequent deviations from the original sample composition will be 

reported in later chapters. 

In each chapter either experimental work (for example, the experiment on thought 

suppression in Chapter 4, the experiment on autobiographical memory in Chapter 8), diary 

data (Chapter 4), narrative data (Chapter 6), and/or self-report questionnaire (Chapters 4-

8) data will be presented. It is important to note that the CG and control samples available 

for the experimental sessions and diary and narrative work were smaller than those who 

completed the self-report measures. 

Participants with a diagnosis of CG (n =28) and bereaved control participants 

without a diagnosis of CG or any other current disorders (n =28) were recruited from an 

existing database of bereaved individuals in Croatia. This database (N= 274) hud been 

built up over a number of years (many of these participants were also used in validating the 

self-report measures as described in Chapter 2). All members of the database were initially 

screened for CG according to the Croatian version of the Inventory of Complicated Grief

Revised (lCG-R; Golden & Dalgleish, 2007; Prigerson et aI., 1999, see Chaptcr 2, scction 

2.5.5.). Those with a provisional diagnosis ofCG on the ICG-R (n =53) were then invited 

to participate in the study. Of these 53, 43 also satisfied the criteria for CG using a 

standardised structured clinical interview, the Traumatic Grief Evaluation of Response to 
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Loss [TRGR2L]; Prigerson et at, 2000) (the TRGG2L is described below and presented in 

Supplementary Materials 3, for the English version A3.1.2.1.a. and for the Croatian 

version A3.1.2.1.b.). Of these 43, 7 declined to take part in the study, 9 agreed to take part 

but were unable to make the available appointments, 9 were no longer available, and 18 

participated. At a later date another 10 participants were additionally included (9 of those 

who were unable to take part previously and 1 participant who initially declined due to 

time constraints were subsequently available). It was these additional 10 participants who 

did not take part in the experimental tasks (thought suppression and autobiographical 

memory), nor did they complete the diaries (intrusion and sleep), or narrative accounts. 

The bereaved controls, group-matched for age, sex and education with the CG group, 

screened negative for CG on the ICG-R and absence of a CG diagnosis in the controls was 

confirmed using the TRGR2L (originally 18 were recruited and then an additional 10 were 

recruited at a later date but again they did not take part in the experimental studies, 

narratives or diary research). Exclusion criteria for the study were evidence of organic brain 

problems, psychosis or severe physical health problems. 

All participants were also assessed for the presence of Major Depressive Disorder 

(MDD) and PTSD using the Croatian version of the Structured Clinical Intcrview for the 

DSM-IV (SCID; First, Spitzer, Gibbon, & Williams, 2000). The SCID is described below. 

The information sheet and consent form are in Supplcmentary Materials 3 (for the English 

version A.3.1.1.a. and for the Croatian version A3.1.l.b.). 

3.1.2. Measures used in diagnosis of the participants 

3.1.2.1. The Traumatic Grief Evaluation of Response to Loss [TRGR2L] 

(Prigerson et a!., 2000) 

The TRGR2L is a structured diagnostic interview for CG (see Supplementary 

Materials 3, for English version A.3.1.2.1.a. and for Croatian version A.3.1.2.1.b.) 

developed to measure bereavement-related symptomatology in an attempt to discriminate 

between normal grief and CG. It comprises 17 questions related to the symptoms of CG 

that mirror the content of the ICG-R (see Chapter 2). The questions in the TRGR2L cover 

the separation anxiety (Criterion A), and traumatic distress (Criterion B) symptom clusters 

of CG (Prigerson & Maciejewski, 2005; Prigerson ct a!., 1999) (see Chapter 1, Table 

1.4.b.). The details of how translations were carried out are described in Chapter 2. 
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3.1.2.2. The Structured Clinical Interview for DSM-IV (SCID; First, Spitzer, 

Gibbon, & Williams, 1995). 

The SCID is a semi-structured interview for making the major Axis I DSM-IV 

diagnoses (see Supplementary Materials 3, for the English version A.3.1.2.2.a. and for the 

Croatian version A.3.1.2.2.b.). The Axis I version includes an introductory overview 

followed by nine modules, seven of which represent the major Axis I diagnostic classes. 

As a result of its modular construction, the SCID can by adapted for use in studies in which 

particular diagnoses (e.g., in this study only depression and posttraumatic stress disorder) 

are of interest. The output of the SCID is recorded as the presence or absence of each of 

the disorders being considered, for current episode (past month) and for lifetime 

occurrence. The author was trained by a clinical psychologist in how to conduct the SCID. 

The Croatian SCID was used here. The reader is referred to Spitzer et al. (1992) and 

Williams et a1. (1992) for more detailed information about the interview and its 

psychometrics. The good reliability and validity of the SCID for DSM-IV has been 

reported in several published studies and it is currently the "gold standard" for determining 

the accuracy of psychiatric diagnoses (e.g., Shear et aI., 2000; Steiner et al. 1995). 

3.1.2.3. Verbal Fluency Task (Lezak, 1995) 

A standard version of the verbal fluency test was used in the current research. 

Participants were asked to list as many words as they could in one minute beginning with 

the letter's'. Participants were informed that repetitions, proper nouns (e.g. Swit:erland), 

and more than one word of the same origin (e.g. swim, swimming) were not acceptable 

answers and were given examples of each. The total number of acceptable words produced 

was the verbal fluency score. The rationale for including the verbal fluency measure was to 

match the groups on an index of fluency to ensure that any group differences on the key 

study variables were not simply a result of general fluency effects (see Supplementary 

Materials 3, for the English version A.3.1.2.3.a. and for the Croatian version A.3.1.2.3.b.). 
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3.1.3. Procedure for studies 1 - 6 (Chapters 4 - 9) 

Data for Studies 1 - 6 (chapter 4 - 9) in this thesis were collected across two-study 

sessions and participants were asked to complete further measures between sessions 

including two diaries (a sleep diary and an intrusions diary; see Chapter 5) and to generate 

narrative accounts of their bereavement and of another negative event (see Chapter 6). The 

two sessions were 7 days apart to allow participants time to fill in the diaries and generate 

the narratives. The exact details of the order of testing are in Table 3.1.3. The measures 

used are discussed in more detail in each relevant chapter. Testing took place either in 

participants' homes and/or office, in the hospital, or in their doctor's surgery, and all the 

testing was carried out by the author. 

Participants were reimbursed for their time (£5 per hour) and their travel expenses 

were paid. Following the study, participants were fully debriefed. Participants were asked 

what they thought of the studies, if there were any aspects of the studies they disliked, and 

whether or not they felt the studies had had any adverse effect on how they were feeling. If 

participants felt the experiment had had an adverse effect on their mood they were given 

the option of further sessions to discuss things with the author who has had considerable 

experience with issues related to trauma in Croatia. Participants were then paid nnd 

thanked for their time. 
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Table 3.1.3. The order of testing for Studies 1 - 5 (Chapters 4 - 8) 

Session one In-b~m~~n §£S§!!ZD§ Senion mo 

Consent fonn Consent fonn 

~ Demographic details ~ Intrusion diary ~ Check diaries 

~ scm (current/lifetime) ~ Sleep diary ~ Autobiographical Memory 

~ TRGR2L (current/lifetime) ~ Narrative accounts Task 

~ BD! ~ Life Events Scale ~ Judgement of Risk task 

~ IES-R ~ PSQI-sleep (current ~ Childhood Questionnaire 

~ BAI and retrospective) ~ IES-R 

~ Thought Suppression task ~ Physical health ~ BDI 

~ PDS questionnaire ~ BAI 

~ ICG-R ~ WHOQOL ~ Counterfactual Reasoning 

Debrief ~ Substance Use ~ Verbal fluency 

Introduce diaries and questionnaires Questionnaire Debrief 

Note: SCID z Structural Clinicallntervkw for DSM-IV; TRGR2L" Traumallc Gnd Evaluatlun In Responsc tu Loss; BDI- Beck 

Depression Inventory; IES-R .. Impact of Event Scale - Revised; BAI- Beck Anxiety Invcnlory; PDS - Posttlllumatic Diagnostic 

Scale; ICG-R'"' Inventory of Complicated Grief-Revised; PSQI- Pictsburgh Sleep Quality Indell; WUOQOL - World Ueahh 

Organization Quality of Life. 

The questionnaire sample (i.e. elltra 10 participanls in each group) did not complete the following: Thought Suppression task; Intrusion 

Diary; Sleep Diary; Narrative accounts; Autobiographical Memory Task. 

3.1.4. Demographics of the samples used in studies 1 - 5 (Chapters 4 - 8) 

3.1.4.1. Questionnaire sample 

Table 3. 1.4. La. shows the demographic data, and Table 3.1.4.1.b., the 

bereavement-related and verbal fluency data across the two groups who completed the self

report measures in the Studies 1 - 5 (28 participants in each group; henceforth, the 

'questionnaire sample'). There were no significant differences across groups. Table 

3.1.4.1.c. shows the data from the self-report questionnaire measures of grief and the 

diagnostic details for these participants. Group differences on the grief measures were 

calculated using independent samples t-tests. The results show that there were significant 

differences across groups on all self-report scales and subscales of grief. Regarding the 

diagnostic data, of the 28 non-CG control participants, 14 had a previous diagnosis of 

MOD, 10 a previous diagnosis ofCG and 12 had a previous diagnosis ofPTSD. Of the 28 

CO participants, 16 also had a current diagnosis of MOD and 22 a current diagnosis of 

PTSD. In addition, 3 CO participants had past PTSD and 25 had experienced prior Major 

Depressive Episodes. 
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Table 3.1A.l.a. Demographic data across the two 'questionnaire' groups 

Non·CG (n = 28) CG (n = 28) 

\ Variable M so n M SO n Test statistic P 

Age, years' 45.11 16.31 40.61 13.55 1(54) = 1.05 .30 

Sex Chi square .56 

Men 6 5 

Women 22 23 

Education, years Fisher's exact .17 

Primary school 

Secondary school 14 21 

University 8 5 

Postgraduate 5 

Monthly salary, £ Fisher's exact .89 

Less than 100 6 4 

100·200 4 3 

200·300 4 7 

300·400 2 3 

400·500 4 5 

500·600 4 2 

Over 600 4 3 

Marital status Fisher's exact .79 

Single 6 8 

Married 12 9 

Cohabiting 2 4 

Divorced 2 I 

Widowed 6 5 

Nationality Fisher's eXllct .58 

Croatian 20 23 

Serbian 4 I 

Bosnian 0 I 

Undecided 2 0 

Macedonian 0 

Yugoslavian 0 

Religion Fisher's eXllct .113 

Catholic IS 17 

Orthodox 3 2 

Muslim 0 

Christian 6 4 

Atheist I 2 

Nothing 0 1 

Agnostic 0 

Note. CG - complicated grief; • Age range: non-CG group - 18-73, CG group - 19-68. 
"N.B. Samples sizes for different questionnaires reported in this table, and subsequent tables in this Chapt~T, VBI)' slightly due to some 
participants failing to complete those measures". 
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Table 3.1.4.1.b. Bereavement-related and verbal fluency data across the two 

'questionnaire' groups 

Non-CO (n = 28) CO (n= 28) 

Variable M SD n M SD n Test statistic P 

Time since bereavement 6.56 4.35 7.89 4.83 t(54) = 1.09 .28 

Who died?b Fisher's .06 

Parent 13 13 exact 

Child 0 5 

Sibling 1 3 

Partner 6 5 

Grandparent 4 0 

Friend 3 2 

Cousin 0 

Multiple bereavement Chi square .50 

Yes 16 IS 

No 12 13 

Verbal fluency 11.53 2.52 11.14 2.78 t(54) = 0.55 .58 

Note. • Range: non-CG group = 6 months to 15 years, CG group m 1 year to 17 years. 
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Table 3 .IA.I.c. Mean grief self-report and diagnostic data across the two • questionnaire' 

groups 

Non-CG (n = 28) CG (n= 28) 

Variable M SD n M SD n Test statistic P 

ICG-R-total 5.61 4.99 34.14 14.60 t(33) = 9.78 .00 

ICG-R-separation anxiety 2.36 2.09 9.64 4.07 t(40) = 8.41 .00 

ICG-R-traumatic distress 3.25 3.24 24.50 10.94 t(31)=9.85 .00 

GRIEF SCALE (GS)-total 34.46 10.18 54.03 13.81 t(49) = 6.04 .00 

GS-anxiety 5.39 2.22 7.32 2.82 t(54) = 2.85 .00 

GS-despair 5.36 2.41 8.36 3.36 t(48) = 3.84 .00 

GS-shock 4.43 1.57 7.96 3.02 t(40) = 5.49 .00 

GS-yearning 8.75 3.09 13.36 3.14 t(54) = 5.54 .00 

GS-intrusion 5.03 2.43 7.71 2.45 t(54) = 4.11 .00 

GS-anger 5.50 2.98 9.32 2.51 t(54) = 5.18 .00 

Current-CG-diagnosis Fisher's exact .00 

Yes 0 28 

No 28 0 

Current-SCID-MDD diagnosis Fisher's exact .00 

Yes 0 16 

No 28 12 

Current-SCID-PTSD diagnosis Fisher's exact .00 

Yes 0 22 

No 28 6 

Previous- CG-diagnosis Fisher's exact .00 

Yes 10 28 

No 18 0 

Previous- SCID-MDD diagnosis Fisher's exact .00 

Yes 14 25 

No 14 3 

Previous- SCID-PTSD diagnosis Fisher's exact .00 

Yes 12 25 

No 16 3 

Note: ICG-R g Inventory of Complicated Grief - Revised; SCID - Structural Clinical Interview lor DSM-IV; MI)l) - Majur Depressive 
Disorder; PTSD ,. Posttraumatic Stress Disorder; CG ,. Complicated Grief 
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3.1.4.2. Experimental sample 

Table 3.1.4.2.a. shows the demographic data, and Table 3.1.4.2.b., the 

bereavement-related and verbal fluency data across the two groups who completed the 

experimental, diary and narrative tasks in Studies 1 - 5 (18 participants in each group; 

henceforth, 'the experimental sample'). There were no significant differences across 

groups. Table 3.1.4.2.c. shows the data from the self-report questionnaire measures of 

grief and the diagnostic details for these participants. Oroup differences on the grief 

measures were calculated using independent samples t-tests. The results show that there 

were significant differences across groups on all self-report scales and subscales of grief. 

Regarding the diagnostic data, of the 18 non-CO control participants, 12 had a previous 

diagnosis ofMDD, 12 a previous diagnosis of CO and 10 had a previous diagnosis of 

PTSD. Of the 18 CO participants, 6 also had a current diagnosis of MOD and 14 a current 

diagnosis of PTSD. In addition, 15 CO participants had past PTSO and 15 had experienced 

prior Major Depressive Episodes. 

Examination of these participant data for the two sets of samples reveals a number 

of important facts that will be revisited throughout the thesis and in the general discussion: 

I} Importantly, for both samples, groups are matched on demographics, 

fluency and bereavement factors. 

2} The CO group, in both cases, is significantly more symptomatic on all 

measures. 

3} Almost all CO participants have another comorbid condition and most 

satisfy the criteria for PTSO 

4} Despite the absence of current diagnosis, the majority of the non-CO 

participants meet criteria for a past psychiatric diagnosis. 
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Table 3.1.4.2.a. Demographic data across the two 'experimental' groups 

Non·CO (n = \8) CO(n= 18) 

Variable M SD n M SD n Test statistic P 

Age, years' 44.67 \6.27 37.94 14.19 t(34) = 1.32 .19 

Sex Chi square .29 

Men 3 

Women 15 17 

Education, years Fisher's exact .58 

Primary school 

Secondary school 9 13 

University 5 3 

Postgraduate 3 

Monthly salary, £ fisher's exact .92 

Less than 100 6 3 

100·200 2 2 

200·300 2 3 

300·400 I 3 

400-500 2 2 

500·600 3 2 

Over 600 2 3 

Marital status fisher's exact .68 

Single 4 6 

Married 6 6 

Cohabiting I 2 

Divorced 2 0 

Widowed 5 4 

Nationality fisher's exact .10 

Croatian 13 16 

Serbian 4 0 

Bosnian 0 

Undecided I 

Religion Fisher's exuct .74 

Catholic 10 9 

Orthodox 2 0 

Muslim 0 

Christian 3 4 

Atheist 3 3 

Agnostic 0 

Note. • Age range: non-CG group - 18-70, CG group - 1'J-b8. 
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Table 3.1.4.2.b. Bereavement-related and verbal fluency data across the two 'experimental' 

groups 

Non-CG (n = 18) CG (n= 18) 

Variable M SD n M SD n Test statistic P 

Time since bereavement 6.81 4.85 7.78 4.37 t(34) = 0.63 .53 

Who died?b Fisher's .17 

Parent 7 10 exact 

Child 0 3 

Sibling 1 

Partner 5 4 

Grandparent 3 0 

Friend 0 

Cousin 0 

Multiple bereavement Chi square .72 

Yes 13 12 

No 5 6 

Verbal fluency 11.33 2.85 11.50 2.93 t(34)=0.17 .86 

Note .• Range: non-CG group = 6 months to IS years, CG group - 1 year to 17 years. 
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Table 3.1.4.c. Mean grief self-report and diagnostic data across the two 'experimental' 

groups 

Non-CG (n = 18) CG (n= 18) 

, Variable M SD n M SD n Test statistic P 
"", .'. ( 

ICG-R-total 7.61 5.08 30.61 16.67 t(20") = 5.60 .00 

I CG-R -separation anxiety 3.05 2.23 8.89 4.76 t(24") = 4.70 .00 

ICG-R-traumatic distress 4.55 3.27 21.72 12.24 t(19") = 5.75 .00 

GRIEF SCALE (GS)-total b 35.47 11.84 52.78 14.26 t(33) = 3.89 .00 

GS-anxiety 5.47 2.27 7.33 3.10 t(33) = 2.02 .00 

GS-despair 5.12 2.29 7.89 3.43 t(30") = 2.83 .00 

GS-shock 4.47 1.62 7.61 3.11 t(268
) = 3.77 .00 

GS-yeaming 9.29 3.33 13.33 3.27 t(33) = 3.62 .00 

GS-intrusion 4.94 2.51 7.22 2.24 t(33) = 2.84 .00 

GS-anger 6.18 3.30 9.39 2.59 t(33) = 3.21 .00 

Current-CG-diagnosis Fisher's exact .00 

Yes 0 18 

No 18 0 

Current-SCID-MDD diagnosis Fisher's exact .02 

Yes 6 

No 17 12 

Current-SCID-PTSD diagnosis Fisher's exact .00 

Yes 0 14 

No 18 4 

Previous- CG-diagnosis Fisher's exact .01 

Yes 12 18 

No 6 0 

Previous- SCID-MDD diagnosis Fisher's exact .22 

Yes 12 15 

No 6 3 

Previous- SCID-PTSD diagnosis Fisher's exact .15 

Yes 10 15 

No 8 3 

Note: ICG-R m Inventory of Complicatoo Grief - Revised; SCID a StructulUl Clinical Interview for DSM-IV; M DD - Mujllr Depressive 
Disorder; PTSD = Posttraumatic Stress Disorder; CG - Complicated Glicf; • - equal variance was not assumed; b - one participant did 
not fill in this questionnaire 

3.12 



Chapter 3: Participants & Procedure 

3.13 
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CHAPTER 4 

Study 1: Cognitive processes of mental regulation in CG 

4.1. Aim 

"While grief is fresh, every at/emptto divert only irritates. 
You must wait till it be digested, and then amusement will dissipate the remains of it. " 

Samuel Johnson 

This chapter aims to report data examining mental regulation in individuals with a 

diagnosis of CG (Study 1). The study looks at self-report data on thought control, emotion 

regulation (appraisal, suppression and expressivity), and coping strategies, and 

experimental data on thought suppression. I will start by briefly defining each of the above 

concepts which were briefly introduced in Chapter 1. In reviewing the literature, the main 

focus will be on grief research, then the existing literature on PTSD, while work on 

depression will only be briefly mentioned. 

4.1.1. Introduction 

Individuals suffering from depression and PTSD experience upsetting unwanted 

thoughts / memories, behaviours and feelings. In response to these, individuals dwell on 

the content and then attempt to control, regulate or suppress such thoughts, behaviours and 

feelings. The ways that people try to do this can sometimes be counter-productive and 

arguably vary between healthy people and those with emotional disorders. This chapter 

will examine various kinds of mental regulation. In particular, I will seek to determine the 

extent to which these mental regulation processes are relevant to individuals diagnosed 

with CG. The chapter will focus on thought suppression and thought control, emotion 

regulation (appraisal, suppression and expressivity) and coping strategies. 

4.1.2. Emotion Regulation (Appraisal, Suppression and Expressivity) 

Lives are accompanied by emotions, including sadness due to losses, fear in the 

face of threats and joy at successes (Dillon, Ritchey, Johnson & Labar, 2007). Gross and 

Munoz (1995) have argued that emotion regulation is an essential skill for mental health. 
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It has been emphasised that people with anxiety or mood disorders often display a range of 

difficulties in dealing with emotions and one of the central features of Axis 1 and Axis 2 

psychopathology in the DSM is emotion dysregulation (e.g. General Anxiety Disorder 

guidelines refer to "difficulties controlling worry"; Borderline Personality Disorder 

includes "difficulties controlling anger" etc.) (APA, 1994). Recent work shows that such 

individuals who have more negative reactions to emotional and/or traumatic experiences 

also have more impaired understanding of emotions, as well as increased difficulties with 

attempts to repair negative emotions compared to controls (e.g. Mennin, Heimberg, Turk & 

Fresco, 2005; Turk, Heimberg, Luterek, Mennin & Fresco, 2005). Campbell-Sills and 

Barlow (2007) have consequently suggested that differences in emotion regulation are 

possibly related to resilience and vulnerability to anxiety and mood disorders. 

There are many definitions of emotion regulation. Gross (2002, p. 282) defined 

emotion regulation as "the process by which individuals influence which emotions they 

have, when they have them, and how they experience and express these emotions". 

Thompson (1994) emphasised that emotion regulation is responsible for monitoring, 

evaluating and modifying emotional reactions in order to achieve one's goal. For 

Einsberg, Spinrad and Smith (2004) emotion regulation is a process of initiating, avoiding, 

inhibiting or modulating the occurrence, form, intensity or duration of feeling states in 

order to achieve one's goals together with the idea that the processes involved in emotion 

regulation also regulate other cognitive processes. There are various forms of emotion 

regulation such as automatic, conscious, innate and learned and all of these forms may be 

integral to the psychopathology of anxiety and mood disorders. 

Two strategies of emotion regulation have been the focus of sustained empirical 

interest and they are suppression (attempts to inhibit what one is feeling or one's 

expression of those feelings) and reappraisal (thinking about the emotional situation in 

such a way that it decreases emotional intensity). Gross and John (2002) and John and 

Gross (2004) have shown that using reappraisal habitually is generally associated with 

healthy adjustment outcomes, whilst the habitual use of suppression has been associated 

with less healthy outcomes, accompanied by depressive symptoms, lack of social support 

and disadvantageous emotion experience (Gross & John, 2003; Gross & Levenson, 1993, 

1997; Richards & Gross, 2000). A related construct to emotion regulation is emotion 

expression. Gross and John (1998) found that the expression of emotion is discrepant from 

the experience of emotion, possibly resulting from a fear of social rejection if emotions are 

fully expressed. By emotional expressivity Gross and John (1995, p.555) mean "the 

behavioural (e.g. facial, vocal, postural) changes associated with the experience of 
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emotion, such as smiling, laughing, frowning, storming out of a room, or crying". There 

are three distinct facets of emotional expressivity identified in the literature (positive, 

negative and impulse strength). In this chapter, aspects of emotion regulation in CG will 

be explored using two self-report measures, the Emotion Regulation Questionnaire (ERQ) 

(see Chapter 2, section 2.5.4.) that assesses use of Suppression and Reappraisal and the 

Berkley Expressivity Questionnaire (BEQ) (see Chapter 2, section 2.5.3.) that assesses 

levels of emotional expressivity. The current bereavement literature has not so far used 

these measures to explore differences between individuals with and without a diagnosis of 

CG. However, it is nevertheless worth highlighting some of the key debates and studies 

related to emotion regulation following bereavement to provide a broader context. 

In bereavement research there is currently a debate between the traditional 'grief 

work' perspective (Belitsky & Jacobs, 1986; Bowlby, 1980; Cerney & Buskirk, 1991; 

Lazare, 1989; Raphael, 1983) and social-functional perspectives on emotion (e.g.Bonanno 

& Keltner, 1997). Traditional grief-work theorists emphasise that those individuals who 

experience and express negative emotions soon after bereavement occurs will experience 

reduced levels of grief in the long-term. They suggest, therefore, that avoiding or 

suppressing or minimising the levels of experience, and expression of, negative grief 

emotions would lead to a more intense and distressing bereavement outcome. On the other 

hand, the social-functional approach emphasises that emotions play an important role in 

regulating intrapersonal (behavioural, experiential and physiological) systems and 

interpersonal (communicating emotional states to others) functioning (Barrett & Campos, 

1987; Bonanno & Keltner, 1997; DalWin, 1872; Ekman, 1992; Keltner & Buswell,1996; 

Levenson, 1994). In this context, Bonanno (2002) highlights that when this social

functional approach to emotion is applied to bereavement, then the prediction is that the 

experience and expression of distressing loss-related negative emotions will impair 

functioning and predict a more severe grief course (Bonanno & Keltner, 1997). In line 

with this, there are supportive data highlighting the link between prolonged negative 

emotions and stress and health problems (Watson, 1988; Watson & Clark, 1984; Watson & 

Pennebaker, 1989), depression (Nolen-Hoeksema, 1987), disrupted social and personal 

relationships (Keltner, 1995; Keltner, Moffitt & Stoutharner-Loeber, 1995; Lemerise & 

Dodge, 1993; Levenson & Gottman, 1983), and pessimism and hopelessness (Keltner, 

Ellsworth & Edwards, 1993). 

Further support comes from the work on facial expression of emotion. Facial 

expressions are viewed as a primary mean of communicating emotions (Bowlby, 1980; 

Darwin, 1872; Ekman, 1992). Keltner and Bonanno (1997) examined facial expression of 
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emotions in videotapes of bereavement interviews (Bonanno et aI., 1995) and the results 

supported social-functional predictions that individuals who expressed more negative 

emotion whilst talking about their loss, would be more likely to be still showing intense 

grief at later assessments. The facial expressions of the emotions displayed at 6 months 

were sadness (63%), anger (63%), disgust (35%), contempt (32%), fear (16%). Of these, 

facial expressions of anger (as suggested by Belitsky & Jacobs, 1986; Cerney and Buskirk, 

1991) were most strongly associated with increased grief at 14 months and even at 25 

months. 

These findings are consistent with the view that minimising the expression of 

negative emotion in the early months of bereavement promotes recovery and reduces later 

levels of grief. In other work, Znoj and Keller (2002) investigated the regulation of 

emotional reactions in parents following the death of their child. They used a new scale 

examining adaptive emotion regulation; confiding in others as a means to feeling better 

(related to reappraisal); avoiding and hiding emotions (related to suppression); and 

controlling the emotional impact ofthe loss by distorting awareness and communication. 

Even though bereaved parents reported high levels of distress, they showed better ability to 

control emotions adaptively compared to those who were not bereaved. 

Based on the social-functionalist perspective in bereavement and the empirical 

support for this view, along with the normative literature on suppression, reappraisal and 

expressivity, the hypothesis for the present study was that individuals with CO would 

report less use of reappraisal and greater use of suppression in regulating their emotions, 

yet also greater expressivity. 

4.1.3. Thought Suppression 

According to Wegner (1989), (see reviews by Wenzlaff & Wagner 2000; Purdon, 

2001) thought suppression (TS) is a deliberate attempt to either remove or at least prevent 

particular thoughts from entering conscious awareness. The classic TS task (the White 

Bear Experiment - Wegner et aI., 1997) involves an initial period where participants are 

told not to think of white bears (the suppress period) followed by a period when 

participants are released from these suppression instructions and asked to report on any 

thoughts that enter their mind (express period). Results showed that participants who were 

asked to initially suppress thoughts subsequently reported more thoughts about the bear in 

the expression period, compared to control participants who had not been asked to 

suppress. This finding is the delayed paradoxical effect or paradoxical effect of thought 
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suppression. Clark et al. (1991, 1993) found similar effects concerning trying to suppress 

thoughts about green rabbits, and others have shown these effects with humorous and 

traumatic films (e.g. Harvey & Bryant, 1998). The number of target thoughts (Le. the 

frequency) is usually measured by pressing a counter button for each thought or by 

analysing stream of consciousness verbalisations. This paradoxical effect of thought 

suppression has been replicated many times in non-patient populations (Clark et aI, 1991; 

Clark et aI., 1993; Harvey & Bryant, 1998; Kelley & Kahn, 1994; Lavy & van den Hout, 

1994; McNally & Ricciardi, 1996; Wagner & Gold, 1995; Wagner et al., 1991). However, 

there are also a number of studies that did not successfully replicate the effect 

(Merckelbach, et aI., 1991; Muris et aI., 1993; Roemer & Borkovec, 1994; see Purdon, 

2001). All of these studies examined experimental effects of thought suppression but two 

questionnaires have also been developed to measure thought suppression as a trait-like 

individual difference variable. One is the White Bear Suppression Inventory - WBSI 

(Wegner & Zanakos, 1994, with good reliability, internal consistency and validity) and the 

other is the Thought Control Questionnaire - TCQ (Abramovitz et al., 2001, 2003a; Amir 

et al., 1997, Morrison & Wells, 2000) (see Chapter 2, section 2.5.1.). Guthrie and Bryant 

(2000) reported that the TCQ subscales of Worry; Punishment; and Distraction were 

related to suppression. 

4.1.3.1. Thought Suppression following trauma 

The use and effectiveness ofTS has been extensively investigated in trauma 

survivors. The concern is that survivors attempt to suppress unwanted cognitions and that 

this paradoxically leads to an increase in their occurence. Trauma survivors with both 

PTSD (Amir et a11987) and ASD (Warda & Bryant, 1998) report the use of thought 

suppression and suppressing trauma-related material has been found to be a predictor of 

PTSD symptom severity one year post trauma (Ehlers et al., 1998) and three years post 

trauma (Mayou, et al., 2002). This led researchers to investigate whether TS has the same 

effects when assessed in the laboratory. Harvey and Bryant (1998) found that, compared 

to road traffic accident MV A victims without ASD, those with ASD showed a delayed 

paradoxical effect of suppression for accident-related thoughts using the classic Wegner 

two phase approach described above. However, when ASD and non-ASD patients 

engaged in longer periods of suppression (lasting for 24 hours) there were no group 

differences. Shipherd and Beck (1999), again using the Wegner method, found that 

compared to rape victims without PTSD, those with PTSD showed a delayed increase in 
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rape-related thoughts. More recently, Shipherd and Beck (2005) replicated their previous 

findings and suggested that effects relating to TS are specific to PTSD individuals and their 

trauma-relevant cognitions. Studies examining thought suppression in depression have so 

far proved inconclusive, and the few results in analogue populations such as dysphoric 

students (rather than patient groups) have used different methodologies (Wenzlaff & Bates, 

1998; Wenzlaff & Einsberg, 2001). These studies indicate that dysphoric participants 

report greater efforts to suppress unwanted negative thoughts and report problems 

inhibiting their negative thoughts (Wenzlaff, 1993; Wenzlaff & Bates, 1998; Beevers et al., 

1999; Wenzlaff & Einsberg, 2001). There are, to my knowledge, currently no studies 

examining thought suppression in bereavement or CO. 

This current study therefore examines TS in CO participants and controls using the 

Wegner methodology. Because individuals who are bereaved are troubled by thoughts 

about the person who died as well as by thoughts surrounding the death, we employed 3 

conditions in our TS paradigm: suppression ofthoughts about the deceased; suppression of 

thoughts about a living person who is known to the participant for as well and as long as 

the deceased (as a control condition) and suppression of thoughts about the period when 

the loss occurred. The prediction was that the CO group, relative to the bereaved non-CO 

controls, would show paradoxical increases in thoughts about the deceased and the period 

of loss, but not about their living acquaintance. 

4.1.4. Coping 

In this section I review the empirical literature relating to coping following 

bereavement. Coping is well defined by Folkman, Lazarus, Oruen and DeLongis (1986, 

p.572), "the person's cognitive and behavioural efforts to manage (reduce, minimise, 

master or tolerate) the internal and external demands of the person-environment transaction 

that is appraised as taxing or exceeding the resources of the person". This definition 

clearly shows that emotion regulation and thought suppression as already discussed in 

earlier sections, can also be viewed as forms of coping. It must be highlighted at the 

beginning of this section that assessment of adaptive coping strategies or styles in bereaved 

individuals is difficult (see W. Stroebe 2000 for a detailed review) and Bonanno and 

Kaltman (1999) review many relevant studies of the 'myths of coping'. Van Heck and de 

Ridder (2002) clearly emphasise that generic coping instruments such as the Ways of 

Coping Questionnaire (WCQ: Folkman & Lazarus, 1988) and even the measure that is 

used in this thesis, the Coping Orientation to Problems Experienced (COPE: Carver, Schier 
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& Weintraub, 1989), are perhaps poor descriptors of the variety of coping efforts of 

bereaved individuals. Such scales can be applied to many different contexts and therefore 

may not encompass the full range of possible reactions to a loss event. 

When faced with any kind of adversity or difficulty there are clearly a variety of 

ways of coping and there has been extensive research conducted on individual differences 

in coping styles (e.g. Carver & Scheier, 1994; Lazarus & Folkman, 1984; Zeidner & 

Endler, 1996). Folkman and Lazarus (1985, p.152), in their pioneering work, highlighted 

that there are two major functions of coping, "the regulation of distressing emotions and 

doing something to change for the better the problem causing the distress". These have 

traditionally been labelled as emotion-focused coping and problem-focused coping. 

Coping strategies can either be adaptive or maladaptive (Lazarus & Folkman, 1984; 

Carver, Scheier & Weintraub, 1989). For example, taking positive actions, seeking 

instrumental and emotional social support and viewing events in a positive light are seen as 

adaptive coping strategies. Denying, avoiding, focusing upon and venting of emotions, 

excessive alcohol and drug use, and mentally disengaging from the experience are seen as 

maladaptive coping strategies (Carver et aI., 1989). The COPE measures five facets of 

problem-focused coping (e.g. activity, planning, suppression of competing activities etc.), 

five facets of emotion-focused coping (e.g. acceptance, denial, emotional support, religion 

etc.) and three facets focusing on venting of emotions, and behavioural and mental 

disengagement. Therefore this measure provides scores for both emotion and problem 

focused coping. 

For many years now stress and coping researchers have attempted to identify which 

of these two broad coping strategies is more adaptive and generally the literature paints a 

picture whereby emotion-focused coping is more related to dysfunctional outcomes 

(Carver et al., 1989). However, as emphasized by Coyne and Gottlieb (1996), this may be 

a reflection of confounding of emotion-focused coping with emotional distress. Stanton et 

al. (1994), in the context of bereavement, suggested that, in order for emotion-focused 

coping to be understood, it must be possible to disentangle expressing emotion, symptoms 

of emotional distress, passive rumination, and active grief work. 

As already noted, Stroebe and Schut (1999) write at length about the shortcomings 

of traditional theories of coping when it comes to examining effective ways of coping in 

the context of bereavement. Their criticisms include "imprecise definition, failure to 

represent the dynamic processing that is characteristic of grieving, lack of empirical 

evidence and validation across cultures and historical periods, and a limited focus on 

intrapersonal processes and on health outcomes" (p.197). Their revised dual process 
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model identified two types of stressors (orientation towards loss and restoration and the 

dynamic regulatory coping process of oscillation). On this basis, Stroebe and Schut (1999) 

emphasise that in order for coping to be adaptive, an individual sometimes must confront 

and sometimes must avoid loss - "should we, following poets 'give sorrow words' or 

should we 'keep the grief within'" as questioned by Stroebe and Schut (2002, p.398). This 

makes coping harder to assess. 

It is assumed that after loss of a loved one, intense distress or depression is a 

normal reaction (Folkman et aI., 1996; Murphy, 1997; Wortman & Silver, 1987, 1989). 

Much of the research literature has looked at the consequences of expression of their 

feelings and related thoughts-working through. However, disclosure of negative emotions 

is associated with higher depression and increased distress and somatic complaints (Cipps 

& Bonanno, 2000; Nolen-Hoeksema & Larson, 1999). Studies have focused on different 

aspects of working through a loss such as: thinking about one's relationship (Nolen

Hoeksema et aI., 1997); expressing high distress on self-report measures of emotion 

(Cleiren, 1993); verbally expressing negative feelings or showing negative facial 

expressions (Bonanno & Kaltner, 1997); confronting thoughts versus avoiding reminders 

using distraction - for example Stroebe and Stroebe (1991) found that widowers 

confronting grief showed lower depression scores over time; disclosing or expressing one's 

thoughts/feelings - for example, Lepore, Silver, Wortman, and Wayment (1996) showed 

that if people were supportive then the emotional disclosure was helpful; and expressing 

feelings about loss through writing - for example, Pennebaker, Mayne and Francis (1997) 

found that writing resulted in fewer health visits. These data seem to show, then, that for at 

least one arm of Stroebe and Schut's dual process modcl- that of giving voice to sorrow

there are numerous benefits. 

However, not all of the evidence is consistent. The studies conducted by Bonanno 

and Keltner (1997) and Bonanno et al. (1995) described earlier in the chapter under the 

emotion regulation section run counter to the predictions of the grief-work hypothesis. 

However Nolen-Hoeksema and Larson (1999) and Rubin (1996) have reported that 

avoiding loss through reliance on alcohol and substance abuse is associated with prolonged 

distress. Importantly, for the present thesis coping styles or strategies of individuals with 

vs without a diagnosis of CO have not yet been examined. It is the intention of this chapter 

to explore the strategies used by these two groups using the COPE. The prediction, based 

on the preponderance of findings in the literature was that strategies such as 

disengagement, self-blame, denial, venting, self-distraction, and substance use would be 

used more by the CO group. 
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4.1.5. Summary and overview of the proposed study 

The literature on PTSD and depression as well as studies in healthy individuals 

shows that mental regulation difficulties may be an important factor in CO. To my 

knowledge, there are no studies examining mental regulation concerning bereavement

related material. This chapter therefore reports a study examining various aspects of 

mental regulation including thought control, emotion regulation, expressivity and coping 

styles - all using self-report measures - and thought suppression using an experimental 

measure. 

4.2. Method 

4.2.1. Participants 

Details about participants completing the self-report measures have been described 

in Chapter 3 (section 3.1.4.1. - the 'questionnaire sample') and the details about the 

participants for the TS experiment have been described in Chapter 3 (section 3.1.4.2. - the 

'experimental sample'. The TS participants sample was slightly smaller than the 

experimental sample in Chapter 3 (16 and 17 participants) and the participant data for thcse 

smaller groups are presented in Appendix A.4.2.1. The pattcrn of participant 

characteristics was the same as for the larger sample in Chapter 3. 

4.2.2. Measures and materials 

The measures used to assess mental control strategies were the Thought Control 

Questionnaire (TCQ); Emotion Regulation Questionnaire (ERQ); Berkley Expressivity 

Questionnaire (BEQ) and coping strategies (COPE). 

4.2.2.1. Thought Suppression (TS; Harvey & Bryant, 1998). 

The TS task examines the ability to intentionally suppress target thoughts. 

Participants were asked to suppress target thoughts for a 3 Yl minute Suppress period and 

report any relevant thoughts that they had during this time. Pre- and post- suppression (3 Y2 

minute) comparison measures of self-reported thought frequency were also taken. The 

task was repeated 3 times for each participant across three suppression conditions in a 
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counterbalanced order: a) thoughts about the person who died (deceased condition); b) 

thoughts about someone who is alive and whom the participant knows as well as slbe knew 

the deceased (living condition); c) thoughts about the actual events surrounding the death 

(death condition). For details of the instructions see Appendix 4, A.4.2.2.I.a for the 

English version and A.4.2.2.1.b. for the Croatian version. Before the task participants were 

required to rate how well they knew the deceased person and the living person. To help 

track their thoughts during the study, participants were given a counter to hold in their 

dominant hand and were told to press it each time the target thought occurred. The number 

of times that the target thought was mentioned in each set of instructions was held constant 

across the experimental conditions in order to control for priming effects (Salkovskis & 

Campbell, 1994). In the pre-suppression Baseline periods, participants were told to think 

about anything they liked but to press the button each time they had a target thought related 

to conditions a, b or c. After monitoring the frequency of such thoughts for 3 Yl minutes 

participants completed ratings of anxiety (1 = "not at all" to 10 = "extremely anxious"), 

and of how often they believed they had thought the target thought (1 = "not at all" to 10 = 

"all the time"). Participants were then instructed not to think about the relevant target 

thought (Suppress period) and again the frequency of target thoughts was monitored for 3 Yl 

minutes followed by ratings of anxiety, of belief about the frequency of the target thought 

and of how hard participants had tried to suppress the target thoughts (1 = "not at all hard" 

to 10= "extremely hard"). 

Participants were then instructed to think about anything again (Rebound post

suppression period) and the frequency of target thoughts was again monitored for 3Yl 

minutes followed by ratings of anxiety, of belief about the frequency of the target thought 

and suppression effort. The order of the three suppression conditions was counterbalanced 

across participants. 

4.2.3. Procedure 

The procedure was as described in Chapter 3 (section 3.1.3.). 
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4.3. Results 

4.3.1. Experimental TS data 

Table 4.3.1. shows the data for the TS study and the ratings of familiarity with the 

deceased and living persons identified in the target categories. These ratings were 

comparable across groups F < 1. 

Table 4.3.1. Mean (standard deviation) data for the thought suppression task 

Non-CG Group CG Group 

(n = 16) (n = 17) 

DECEASED LIVING DEATH DECEASED LIVING DEATH 

Rating 8.25 8.56 8.35 8.94 

(1.34) (1.21 ) (1.93) ( 1.25) 

BASELINE- 7.35 9.94 8.56 6.47 9.53 8.35 

Number of thoughts (5.99) (9.82) (9.11) (6.80) (9.49) (12.28) 

SUPPRESSION - 5.50 7.81 6.31 4.76 4.71 4.41 

Number of thoughts (6.11) (8.91) (7.97) (6.17) (5.13) (4.30) 

REBOUND- 6.12 7.44 7.75 6.47 7.23 6.23 

Number of thoughts (6.16) (7.16) (9.38) (9.35) (8.99) (7.55) 

BASELINE- 3.94 3.81 4.81 2.94 3.17 4.82 

Anxiety (1.84) (2.48) (3.45) (3.25) (2.77) (3.69) 

SUPPRESSION - 3.37 3.75 3.37 4.35 3.12 4.65 

Anxiety (2.28) (2.05) (2.82) (3.60) (2.95) (3.76) 

REBOUND- 2.81 3.44 3.25 3.35 3.18 4.76 

Anxiety (2.56) (2.55) (2.79) (3.41) (3.19) (4.05) 

BASELINE- 3.94 5.69 4.75 4.59 5.88 5.41 

Frequency rating (2.14) (2.41 ) (3.49) (3.35) (2.59) (3.33) 

SUPPRESSION - 2.81 3.69 2.81 3.94 4.06 3.88 

Frequency rating (2.26) (2.60) (2.69) (2.97) (2.79) (3.75) 

REBOUND- 2.87 4.00 3.50 4.06 4.29 4.41 

Frequency rating (2.42) (2.56) (2.83) (3.38) (2.99) (3.81) 

SUPPRESSION - 4.12 4.94 4.69 7.06 5.88 6.64 

Suppression rating (3.38) (2.93) (3.48) (4.02) (3.87) (3.69) 

REBOUND- 3.25 3.50 3.69 5.17 4.94 5.17 

Suppression rating (3.23) (2.58) (3.36) (4.38) (3.53) (3.94) 

Initial analyses examined the thought suppression variables for thoughts about the 

deceased vs. thoughts about the person still living. Consequently, three mixed model 
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ANOVA's were conducted for the number of thoughts, anxiety ratings and estimated 

frequency of thought. The between-subjects variable was Group (CG vs non-CG) and the 

within-subjects variables were Person (deceased vs living) and Period (Baseline vs 

Suppression vs Rebound). 

For the number of thoughts, there were significant main effects for Person, F (1, 

31) = 4.58, P = 0.04, and Period, F (2, 62) = 9.26, P < 0.01, qualified by a trend towards 

significance for the two way interaction of Person x Period F (2, 62) = 2.73, P = 0.07. 

However the critical Group x Person x Period interaction was not significant. 

For the anxiety ratings, there were no significant main effects or two-way 

interactions, Fs < 1. However, there was a significant three way interaction of Person x 

Period x Group, F (2,62) = 3.60, P < 0.05 (see Figure 4.3.1.). 

To deconstruct this interaction, I first examined the Baseline versus the Suppression 

period. Again, the three way interaction of Period x Group x Person was signi ficant, F (1, 

31) = 6.52, P < .02. This was not the case when comparing the Suppression and Rebound 

Periods, F (1, 31) = 1.35, n.s. To further examine this significant interaction across the 

Baseline and Suppression periods I looked at the deceased and living conditions separately. 

For the deceased condition, there was a signi ficant interaction of Period x Group, F (1, 31) 

= 5.55, P < .05 (see Figure 4.3.1.), although paired comparisons using independent samples 

t tests revealed that the differences across groups for each period separately were not 

significant, ts < 1.08, Ps > .29. For the living condition, the Period x Group interaction was 

not significant, F < I.These data therefore indicate that the CG group report elevated 

anxiety (relative to Baseline) when suppressing thought about the deceased relative to the 

non-CG group and that this difference is absent when suppressing thoughts about the 

living. 
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Figure 4.3.1 . Mean anxiety levels for the thought suppress ion about the deceased person 

and the living person across three periods (enor bars are ± 1 S.E.) 
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For the analysis involving estimated frequ ency of thought ther were igni fieant 

main effects of Person F (I , 31) = 6.96, P < 0.05, and Peri od, F (2, 62) = 1 I. 8 P < 0.01 

but the interactions were not significant, Fs < 1.06, Ps > . 4. 

We also looked at ratings of how hard participant s tried to suppress their thought 

(though of course only for the Suppression and Rebound period ). The main em ct of 

Period was significant, F (1 , 31) = 9.77, P < 0.01, indicating greater uppress ion effort 

when asked to suppress, but the effect for Per on wa not signifi cant , r 1. The 

interactions were also not significant, Fs < I. 

We next examined thought suppre ion variable for thought about the time when 

the person died again using three 3 x 2, Period x Group AN V A for number r thought , 

anxiety about the thoughts and estimated frequency of thinking. 

For the number of thoughts there was a signifi cant main effect for Period F (2, 62) 

= 4.40, P = 0.02, with fewer thoughts during the uppre ion peri d but n ignifi cant 

interactions, F < I, P > .08. For the anxiety rating, there were no signi fi cunt effects, F 

2.46, Ps > .09. Finally, for the analysis involving estimated frequency of th ughts there 

was a significant main effect for Period F (2, 62) = 9.97, P = 0.0 I with greater e timatC' 

during the suppression period but again no interaction , F < I. 

We also looked at ratings of how hard participant tri ed t supprc' their thought 

about the time sunounding the death (though, again onl y for the uppre ion and Rebound 
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periods). The main effect of Period was significant, F (1, 31) = 6.33, P = 0.02, with greater 

suppression during the Suppression Period, but the interaction was not significant, F < 1. 

4.3.2. Self-report data on the TCQ, ERQ, BEQ, and COPE 

Table 4.3.2.a. shows the descriptive data for the self-report measures of thought 

control (TCQ), emotion regulation (ERQ), and emotion expressivity (BEQ). Analyses 

were restricted to the TCQ total score as the English factor structure did not replicate in the 

Croatian version. Group differences were examined using independent samples t-tests. 

There were no significant group differences on any of the variables. 

Table 4.3.2.a. Descriptive statistics for the TCQ, the ERQ, the BEQ and their subscales for 

the two groups. 

CONTROL GROUP CGGROUP 

(n = 28) (n = 27·) 

; Variable M S.D. M S.D. Test statistic p 

TCQ-Total 66.46 9.23 64.89 8.01 t(53)" 0.67 .50 

ERQ - Reappraisal 28.61 6.63 25.81 6.32 t(53) .. 1.60 .11 

ERQ - Suppression 18.18 5.40 18.15 4.76 t(53)" 0.02 .98 

ERQ-Total 46.78 9.47 43.96 9.46 t(53) - 1.11 .27 

BEQ - Negative expressivity 3.98 1.14 3.99 1.09 t(53) - 0.06 .95 

BEQ - Positive expressivity 5.45 1.14 4.98 1.38 t(53) - 1.38 .17 

BEQ - Impulse strength 4.76 1.22 5.07 1.14 t(53) - 0.99 .32 
BEQ-Total 4.73 0.93 4.68 1.03 t(53)-0.17 .86 

Note: TCQ = Thought Control Questionnaire; ERQ - Emotion Regulation Questionnaire; UEQ • Ucrklc), E~pn:ssivit)' Questionnaire. 
• One participant did nol complele these self· report measures 

Table 4.3.2.h. shows the descriptive data for the COPE self-report measure. Group 

differences were examined using independent samples t-tests. As there were no specific 

hypotheses about individual coping strategies on the COPE, a protected level of alpha of 

P < .01 was used due to the number of tests. When equal variance was not assumed the 

degrees of freedom were statistically adjusted to account for heterogeneity of variance 

(Satterthuate, 1946). 

There was a significant group difference for the COPE total score with the non-CG 

group scoring higher than the CG group; the same pattern followed for Planning strategy 

and Positive Reframing strategy. There were no significant group differences on Activity; 

Acceptance; Use of religion; Humour; Emotional support; Use of distraction; Use of 
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denial; Venting; Substance use; Behavioural disengagement; Blame, and Instrumental 

support. 

Table 4.3.2.b. Descriptive statistics for the COPE and its subscales for the two groups 
, 

CONTROL GROUP CGGROUP 

(n = 28) (n = 271) 

, Variable M SD M SD Test statistic P 

COPE-total 69.28 7.47 63.52 8.83 t(53) = 2.62 .01 

Active coping 7.07 0.90 6.30 1.56 t(41~ '" 2.44 .03 

Planning 6.96 1.14 5.92 1.60 t(45b
) '" 2.74 .00 

Positive reframing 6.89 1.37 5.46 1.82 t(46b
) = 3.25 .00 

Acceptance 6.61 1.42 5.88 1.58 t(52~ = 1.77 .08 

Humour 4.89 1.55 3.81 1.83 t(52~ = 2.36 .02 

Religion 4.11 2.28 4.52 2.06 t(53) = 0.70 .49 

Emotional support 5.36 1.97 4.74 1.79 t(53) = 1.21 .23 

Instrumental support 5.03 1.93 4.04 1.72 t(53) = 2.02 .04 

Self-distraction 5.32 1.47 5.44 1.50 t(53) = 0.31 .76 

Denial 3.28 1.38 3.22 1.05 t(50b
) = 0.19 .85 

Venting 3.89 1.42 4.04 1.37 t(53) = 0.38 .70 

Substance use 2.68 1.44 2.74 1.61 t(53) = 0.15 .88 

Behavioural disengagement 2.82 1.22 3.44 1.69 t(53) = 1.57 .12 

Self-blame 4.36 1.66 4.74 1.83 t(53) = 0.81 .42 

Note: • One participant did not fill in these sdf-rcport measurc:s; L equal vllrillnce WIIS not assumed 

4.4. Discussion 

4.4.1. Summary of the main results 

The present study was aimed at understanding how participants with a diagnosis of 

CO, compared to participants without a CO diagnosis, perform on various measures of 

mental regulation. For the experimental test of thought suppression, the results showed 

that for neither group was there a paradoxical effect of thought suppression for any of the 

target stimuli. However, the results showed that the CO group was more anxious than the 

controls when asked to suppress thoughts about the dead person, relative to the person still 

living, as compared to anxiety during the baseline condition. 

I also compared participants' scores on self-report measures of thought control, 

emotion regulation, emotional expressivity and coping style. Contrary to the hypotheses, 

there were no group differences for thought control, emotion regulation and emotional 
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expressivity. With regard to coping styles, only what the literature regards as adaptive 

coping strategies showed a significant difference across groups with the non-CO group 

showing higher scores for these strategies (activity, planning, reframing, humour and use 

of instrumental support). 

4.4.2. Interpretations, implications and limitations of the results 

This study shows no support for the paradoxical effect of thought suppression in 

individuals with a CO diagnosis. Thus, these results contrast with findings in the PTSD 

and dysphoria literatures; although, it should be emphasised that the findings in these 

literatures are themselves mixed (see Introduction). Similarly, the results from the self

report questionnaire on thought control (the TCQ) showed no significant group effects. 

This is surprising considering the literature, however it is possible that the TCQ is 

examining something a little different in the Croatian population, since in the validation 

study in Chapter 2, the TCQ factors did not replicate, hence the reliability of the 

questionnaire is somewhat questionable. 

This study does however suggest that there is scope for further examination of the 

impact of thought suppression in terms of resultant anxiety. The current findings seem to 

suggest that, even though individuals with CO seem able to suppress bereavement related 

thoughts, they do so with some emotional cost; i.e., increased anxiety. The emotional 'fall 

out' of suppression is an area that has been investigated very little in psychopathology. 

It was surprising that there were no significant group differences between 

participants with a diagnosis of CO compared to those without a CO diagnosis on the 

measures of emotion regulation. Certainly there is space here for future studies to further 

examine the question of emotion regulation and expressivity with a specific focus on 

bereavement-related emotions. However, the thought suppression experiment targeted 

bereavement-related material and showed no differences from other measures. On the 

other hand, given the null findings on thought control and suppression, it may simply be 

that CO participants do not differ from non-CO controls in these domains. This 

interpretation is arguably supported by the COPE data where the groups did not seem to 

differ in terms of dysfunctional coping strategies, only in terms of use of functional 

strategies. 
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4.5. Summary/Conclusions 

It is interesting to find so little support for regulation problems in CO given that CO 

sufferers clearly suffer from more to-be-regulated symptoms as indicated by their 

increased anxiety when suppressing thoughts. In the next chapter, additional data on the 

degree of to-be-regulated material in CO is presented in a study looking at intrusions and 

their associated emotions. 
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CHAPTERS 

Study 2: Intrusions, avoidance, sleep difficulties and health 

problems in CG 

5.1. Aim 

In this place everything I see or hear starts up an image of sweet remembrance. 
Sweet in itself yet with intrusive pain: the consciousness of pre sent time. 

the vain desire to hold that very past. though it was sad. the uttering of the words. "I was . .. 
Memories - Giacomo Leopardi 

This chapter reports diary and self-report data on intrusions, avoidance and sleep 

patterns in individuals with a diagnosis of CO and controls, and self-report questionnaire 

data on quality of life, physical health and substance abuse. I will start by briefly defining 

each of the above concepts and in reviewing the literature with a focus on grief research 

and work in PTSD. Work in the depression literature will only be briefly mentioned here. 

5.1.1. Intrusions 

Unwanted intrusions are experienced by 90% of the normal non-patient population 

and clinical intrusions tend to be experienced as more intense, more uncomfortable and 

less controllable (Clark & de Silva, 1985; Rachman & de Silva, 1978). According to 

cognitive theorists, intrusive thoughts and images develop through a sequence of events 

that begins with malfunctions in encoding the distressing memories (Brewin, et al., 1996; 

Conway & Pleydell-Pearce, 2000; Ehlers & Clark, 2000; Foa & Riggs, 1993; Siegel, 

1995). They also emphasise that information processing during emotional events is a key 

factor in the development of intrusions and that it is the emotionally overwhelming nature 

of the event that leads to impaired encoding 

Intrusions, numbing and arousal are common symptoms of loss (Bowlby, 1980, 

Parkes, 1986; Horowitz, 1990; Prigerson et al., 1999) as well as intrusion, avoidance and 

failure to adapt to the loss (Horowitz et al., 1997; Horowitz ct al., 1993; Horowitz, 2001). 

Schut, de Keijser, van den Bout & Dijkhuis (1991) specifically support the role of intrusion 

and avoidance in the grieving process. Lehman, Wortman and Williams (1987) found that 

96% of bereaved parents reported experiencing intrusive thoughts and images of their 
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loved one during the previous month. In fact, CO individuals appear to integrate the loss 

insufficiently with existing knowledge (i.e. they experience difficulties in acknowledging 

the loss and continue to "search and yearn" for the lost person) continuing to have 

intrusions of the deceased/death event, but equally they continue to behave and feel as if 

the loss is somehow reversible rather then permanent (Boelen, van den Hout & van den 

Bout, 2005). 

According to Harvey, Watkins, Mansell and Shafran (2004) intrusive memories and 

thoughts are an integral part of several psychological disorders even though they have not 

been extensively empirically scrutinised. DSM-IV (AP A, 1994) list reexperiencing 

symptoms as a feature ofPTSD and research by Kuyken & Brewin (1994), Brewin, 

Hunter, Carroll and Tata (1996), and Carlier, Voerman and Gersons (2000) shows that 

depressed patients experience intrusive memories at a level similar to PTSD. 

In the PTSD literature intrusive repetitive memories have been conceptualised as a 

reminder that the individual must integrate and make sense of the traumatic information 

since it is not compatible with the view of the world held before the trauma was 

experienced (Horowitz, 1986; Foa & Kozak, 1986). More recently, Ehlers et a1. (2002) 

have put forward a suggestion that intrusive memories may operate as a warning signal 

(based on the finding that the content of intrusive memories often reflects events that 

occurred just prior to the trauma). 

To account for some ofthese data Brewin, et a1. (1996) (for more detail sec Chapter 

1 - Introduction) in their dual representation theory of PTSD suggested that there are two 

distinct types of intrusive memories, those verbally accessible (ordinary autobiographical 

memories-associated with sadness, anger and guilt) and those that cannot be easily 

accessed (intense, involuntary reliving of the trauma/flashbacks - associated with fear, 

horror and helplessness). Brewin et al. (1996) argued that the presence of the second type 

of intrusive memories might distinguish PTSD from intrusive memories in the non-clinical 

population. 

Memories for highly emotional events as well as traumatic memories appear to 

have different properties to other memories. So for example intrusive memories of 

individuals with PTSD are experienced as persistent and very vivid and accompanied by 

fear, as well as being generally distressing with strong sensory and perceptual features. 

Reliving is also another important characteristic of intrusive memories in PTSD 

individuals (Terr, 1991; Foa, Molnar & Cashman, 1995; Van der Kolk & Fisler, 1995; 

Brewin et aI., 1996). However Tromp, Koss, Figueredo & Tharan (1995) investigated rape 

memories and found that they were less clear and vivid and involved less visual detail. 
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Pitman and colleagues (e.g. Pitman, Orr, Forgue, de Jong & Clairborn, 1987; Pitman et aI., 

1990) found that with combat veterans intrusive memories are also accompanied by 

sadness or anger as well as fear. Reynolds and Brewin (1999) also found that vivid, 

distressing repetitive intrusive memories which patients attempt to avoid are not a unique 

feature ofPTSD, but are also characteristic of depression. 

There is a growing body of evidence that CG is distinct from other mood and 

anxiety disorders (Boelen & van den Bout, 2005; Lichtenthal, Cruess, & Prigerson, 2004; 

Prigerson et aI., 1996) as discussed in the Introduction. However, there is less consensus 

about the distinctiveness or otherwise ofPTSD and CG (e.g. Stroebe & Schut, 2005; 

Stroebe, Schut, & Finkenauer, 2001); though most agree that the disorders do differ in their 

phenomenology. In particular, the dominant emotions in CG are proposed to be sadness 

and yearning, whereas they are fear and horror in PTSD (Dalgleish & Power, 2004). 

Furthermore, although, as I have noted, a clinical feature of CG is the presence of 

intrusive, distressing memories, clinical anecdotal evidence suggests that these are not 

restricted to the death itself and frequently consist of recollections from the lifetime of the 

deceased person (Dalgleish & Power, 2004). Despite such putative differences in the 

content of intrusions between CG and PTSD, the experienced nature of the intrusive 

memories of the deceased in CG is analogous to that reported by trauma-exposed 

individuals with conditions such as PTSD, in that the memories are experienced as 

involuntary and highly affect-laden (Boe1en, van den Hout, & van den Bout, 2006). 

Because of these suggestions about the distinctive properties of intrusions in CG in 

terms of the associated emotions (sadness, yearning), and the dominant cognitive themes 

(loss instead of threat), the present study used diary and sclfreport methods to examine 

intrusion phenomenology in CG. 

5.1.2. Avoidance 

Loss of an important person can lead to a profound sense ofloncliness and fear 

(Parkes, 1980; Jacobs, Hansen, Kasl et aI., 1990, Zisook, Schneider & Shucter, 1990) 

which in turn may lead to anxiety and 'cognitive avoidance' (Foa & Kozak, 1986) which 

means persistent avoidance of extended or prolonged processing of threatening information 

(Boelen, van den Bout & van den Hout, 2003; Brewin, 1996; Dalgleish & Watts, 1990; 

Ehlers & Clark, 2000; Gauthier & Marshall, 1977; Hayes, Wilson, Gifford, Follette, 1996; 

Watts, Trezise & Sharock, 1986). This avoidance in turn leads to inability to process the 

loss and its meaning to the individual because of which the individual may exhibit more 
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severe (Greenwald, 1980; Kelly, 1955; Langner & Maercker, 2005; Brown, Pearlman, 

Goodman, 2004; but see Bonanno, Keltner, Holen & Horowitz, 1995) or prolonged 

(Lehman, Wortman & Williams, 1987; Sable, 1989; Hodgkinson, Joseph, Yule, Williams, 

1995; Horowitz, Bonanno & Holen, 1993; Raphael & Minkov, 1999) pathological grief 

reactions. Individuals who are experiencing high levels of avoidance and anxiety whilst 

severely in grief are often unable to come to terms with the fact that the deceased is dead 

and gone (Horowitz, Siegel, Holen & Bonanno, 2003; Jacobs, 2000; Kim & Jacobs, 1991; 

Laor, Wolmer, Kora, Yucel & Spirman, 2002; Piper, Ogrodniczuk, Azim & Weideman, 

2001; Fraley & Bonanno, 2004). Schucter (1986) and Schucter and Zisook (1993) also 

describe avoidant behaviour in association with bereavement. Prigerson et al. (1999) also 

describe behaviours such as a subjective sense of numbness, feeling futile about the future 

and problems accepting the death. However, recently there has been a debate between 

Prigerson and colleagues and Horowitz and colleagues regarding the presence of avoidance 

as a necessary criterion for CG diagnosis (for more details please see Chapter 1 -

Introduction). 

Brewin, Reynolds and Tata (1999) examined a sample of clinically depressed 

patients and found that the avoidance of intrusive memories was predictive of depression 

symptoms at six months follow up, after controlling for baseline levels of depression. In 

another longitudinal study Brewin, Watson, McCarthy, Hyman and Dayson (1998) 

examined depressed cancer patients and found an association between intrusive memories 

and depression and that avoiding intrusions at baseline predicted anxiety levels at six 

months follow up. There are many forms of cognitive avoidance including intentional 

attempts at thought/memory suppression, efforts to detach oneself, and more automatic 

processes such as psychogenic amnesia (Ehlers & Clark, 2000). Chapter 4 looked further 

into thought suppression and control, whilst Chapter 7 focuses on various types of 

potentially pathological thinking, such as rumination or counterfactual thinking. 

Perhaps the key issue in cognitive conceptualisations of PTSD (Foa, Steketee & 

Rothbaum, 1989; Ehlers & Clark, 2000) is that emotional processing of the trauma and 

intrusions cannot always be completely successful and is also prevented for as long as the 

individual employs avoidant cognitive strategies (Chapter 4 also discussed coping 

strategies). Similar issues are discussed in the grief literature. Research into deliberate 

attempts to avoid grief processing shows us that it can lead to delayed or chronic grief that 

manifests in the form of somatic symptoms (Belitsky & Jacobs; Cerney & Buskirk, 1991; 

Deutsch, 1937; Lindeman, 1944; Osterveis, Solomon & Green, 1984; Raphael, 1983; 
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Sanders, 1983). Boelen et al (2005) have emphasised that other forms of avoidance in the 

context of bereavement are anxious and depressive avoidance. Anxious avoidance occurs 

when grievers are worried and fear that facing up to the reality of the loss will have 

dangerous consequences. Hence they engage in deliberate attempts to avoid this threat 

(e.g. they avoid situations, people or activities that may remind them about the loss) (cf. 

Horowitz, 1997; Horowitz, Bonanno & Holen, 1993). Depressive avoidance occurs when 

grievers deliberately abstain from activities that may in some way facilitate adjustment 

since they have negative views to what extent it is useful to engage in health behaviours or 

how capable they are to do it (Boelen et aI., 2006). Therefore, it is those global negative 

viewslbeliefs that grievers hold about themselves, the world, life, and the future that seem 

to be important (cf. Gluholski, 1995; Horowitz, 1986; Janoff-Bulman, 1992; Parkes, 1993; 

Rando, 1993) since such beliefs motivate the mourner to engage in avoidance strategies in 

order to avoid reality and implications of the loss which in tum impede emotional 

processing. In line with this, Schwatzberg and Janoff-Bulman (1991) found an association 

between global beliefs and grief severity. 

Therefore, considering that people suffering from psychological disorders 

(particularly those involving trauma) tend to adopt an avoidant encoding and retrieval style 

in order to attempt to distance themselves from painful memories (Foa et at. 1995; Harvey 

& Bryant), and avoidance is also implicated in CG (Boelen et aI., 2006; Horowitz et aI., 

1997; although see Prigerson et at. 1999). The aim of the work reported here was to 

examine avoidance of intrusive memories and thoughts using diary and self-report 

questionnaires in individuals with and without a CG diagnosis. It was hypothesised that 

the CG group, relative to the non-CG group, would report more frequent avoidance, in line 

with the literature on related psychopathologies. 

5.1.3. Mood and Emotions 

According to Greenberg and Padesky (1995), intrusive memories are very 

informative for understanding strong emotions. Extreme emotions as well as unexpected 

pangs of emotions may occur when experiencing intrusive memories and thoughts 

following loss. Bonanno, Moskowitz, Papa and Folkman (2006) and Bonano, Wortman 

and Neese (2004) emphasised that in the first months of bereavement even the individuals 

that are most resilient may experience intense emotion and intrusive preoccupations related 

to the loss. Horowitz, Bonanno and Holen (1993) highlighted that the experience of 

denial, numbing or avoidance is partly an effort to ward off these extreme emotions. These 
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authors have proposed an 'alann schema' in the context of bereavement, which is a 

frequent and consistent mechanism. The proposal is that when the alarm schema is 

persistent this may lead to prolonged experiences of sadness and helplessness as well as 

"the sharp surges of interrupting affect" (p.265) accompanied by increased arousal. 

Ambivalent feelings towards the deceased accompanied by psychological dependency, 

guilt and anger have also been viewed as major factors in pathological grief reactions 

(Parkes, 1985; Raphael, 1983; Parkes & Weiss, 1983). Negative cognitions about 

emotions that grievers have such as "appropriateness" of one's feeling may be associated 

with feelings of depression, guilt or shame (Boe1en et aI., 2003). Bowlby (1980) described 

that grief process may include few affective states such as searching, despair, anger and 

protest. Raphael and Martinek (1997) found persistent feelings of nostalgia and intense 

yearning for the lost person). Bonano and Kaltman (2001) observed a presence of anger 

and feelings of guilt that are related to depressive and anxious mood of mourners. Zisook, 

Mulvihill and Schucter (1990) reported that feelings of fear whilst bereaved are reported in 

association with feelings of insecurity and fear of not coping in the future. 

As mentioned previously Brewin, et a1. (1996) proposed two types of intrusive 

memories, those verbally accessible are associated with sadness, anger and guilt, whilst 

those situationally accessible are associated with fear, horror and helplessness). Dalgleish 

and Power (2004) also highlighted that sadness is usually conceptualised with respect to 

appraisals ofloss (e.g. Oatley & Johnson-Laird; Power & Dalgleish, 1997). Holmes 

(2004), Grey, Holmes & Brewin (2001) and Grey, Young and Holmes (2002) found that 

emotions related to intrusive images (hotspots) in individuals with PTSD (before 

treatment) included fear as well as guilt, shame, disgust, sadness and anger. Hackman and 

Holmes (2004) emphasised that this is in contrast to the current focus of trauma clinicians 

and researchers predominantly on fear, helplessness and horror (in line with the DSM-IV). 

When investigating intrusive memories of combat veterans it was also found that they were 

accompanied by emotions of sadness or anger as well as fear (Pitman, Orr, Forgue, de Jong 

& Clairborn, 1987; Pitman et aI., 1990). In terms of differences between PTSD and grief, 

Dalgleish and Power (2004) emphasised that, whilst PTSD is accompanied by fear/threat, 

grief is usually characterised by sadness/loss ("frightcningly sad rcsponse to loss", p. 1159, 

Horowitz et aI, 1980). However, Dalgleish and Power (2004, p. 1076.) also highlighted 

that both pathological grief and PTSD are associated with emotions such as horror or 

disbelief and they give an example from Prigerson et a1. (1997) of a case of loss induced 

trauma whereby the wife felt "incredulous and stunned" by the fact that her husband is 

dead and had difficulties accepting this. On these bases, I was interested in emotions that 
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are endorsed during periods of experiencing intrusive memories and thoughts in CG and 

assessed these using the diary methodology. 

It is also of interest to look at general levels of anger, shame, guilt and detachment 

using self-report questionnaires. The hypothesis was that the CG group will report more 

sadness and yearning as opposed to fear and helplessness in relation to their intrusions in 

the diary study and those individuals with CG would have higher scores on general levels 

of anger and shame and guilt and detachment, compared to the non-CG group. 

S.I.4. Sleep disturbance 

The majority of bereaved individuals are able to effectively cope with their grief 

symptoms but Irwin and Hall (2001) have found that for about 40% of grievers, the 

physical impact of loss, specifically sleep disruption can be substantial for the first year of 

bereavement. Sleep problems are not currently listed as a diagnostic characteristic of CG 

even though insomnia and poor quality of sleep are common in bereaved individuals 

(Allaert & Urbinelli, 2004; Germain, Caroff, Buysse & Shear, 200S; Germain, Shear, 

Monk, Houck, Reynolds, Frank & Buysse, 2006; Hardison, Neimeyer & Lichstein, 200S; 

Parkes, 1970; Parkes & Brown, 1972; Prigerson, Frank et a1. 1995). 

Reynolds et a1. (1993) found that bereaved elderly individuals with symptoms of 

depression exhibit shorter rapid eye movement, greater sleep latency and greater disruption 

in sleep when compared to those who are bereaved but without depression. Martin (1988) 

found a relationship between grief intensity and difficulty falling asleep, staying asleep and 

early waking for gay men who lost close friends or lovers to AIDS. Hall et al (1997) 

emphasised that intrusive thoughts of the lost person interfere with sleep which leads to 

suppression attempts which increase physiological arousal and then results in longer sleep 

latency. McDermot et al (1997) conducted an exploratory study of the effects of CG on 

sleep and found mild subjective sleep impairment but no effect on EEG sleep measures. 

Hardison, Neimeyer and Lichstein (200S) examined insomnia in bereaved college students 

and found that the rate of reported insomnia in individuals with CG was 22% compared to 

17% in a non-bereaved group. Also bereaved insomniacs reported higher CG scores and 

reported problems such as sleep-onset insomnia which was related to rumination about the 

loss and sleep-maintenance insomnia which was related to dreaming of the deceased. 

Germain et al. (200S) also examined the severity of sleep disturbances in a group of lOS 

adults with CG with and without co-morbid MOD and PTSD. They found an association 
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between CO and poor reported sleep quality, with depression found to worsen sleep quality 

of individuals with CO whereas PTSD did not. 

Based on primarily one study by McDermott et al (1997) which found no 

significant differences on EEO sleep measures, i.e. there was no evidence of hyperaroused 

sleep patterns in individuals with pathological grief problems, Prigerson and colleagues 

concluded that individuals with a diagnosis of CO do not have significant sleep problems 

and therefore sleep disturbance should not be part of the diagnostic criteria. However, 

evidence since than has shown that sleep difficulties are experienced by CO participants. 

This study explores sleep patterns using a diary methodology (as well as self-report 

questionnaires) for the first time in CO in order to further examine sleep patterns in the 

disorder. Our hypothesis was that the CO group would report more difficulties with sleep 

than non-CO group. 

5.1.5. Health impairment and psychopathology 

Research shows that the physical health of bereaved people can be affected long 

after the death of the loved person. Christakis and Iwashyna (2003) reported that 

following the death of a spouse, mortality risk is increased with stronger effects for men, 

whilst Ooodkin et a1. (2001) reported mortality increases in both men and women. 

Duberstein (2000), however, doubts the causal relationship between bereavement and 

increased mortality due to lack of prospective data on grief, depression, and immune and 

neuroendocrine functions. Bereavement is also associated with poor physical and mental 

health (Arens, 1983; Helsing & Szklo, 1981; Kaprio, Koskenvuo & Rita, 1987; Gallagher

Thompson, Futterman, Farberow, Thompson & Peterson, 1993; Holmes & Rahe, 1967; 

Schucter & Zisook; Stroebe & Stroebe, 1987) and increased usc of alcohol and cigarettes 

(Clayton, 1985; Parkes & Weiss, 1983; Olass, Prigerson, Kasl, Mendes & de Leon, 1995). 

Zuckoff et a1. (2006, p. 205) state that "grief has long been recognised as salient in treating 

persons with substance use disorders. Similarly, Li, Larson, Precht, Olsen and Motcnscn 

(2005) found that parents who lost a child, compared to parents who had not lost a child, 

were found to be at significantly higher risk for hospitalization for substance abuse. 

To date there are five studies that have found that CO is a risk factor for a number 

of adverse health outcomes (Prigerson et aI., 1997; Ott, 2003; Latham & Prigcrson, 2004; 

Prigerson et aI, 1999, Simon et aI, 2005). Prigerson et al (1997) found that CO symptoms 

present at six months following loss were found to predict negative health outcomes (e.g. 

cancer; heart disease; high blood pressure; suicidal ideation; changes in eating habits) at 
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the 13- and 2S- months follow up assessments. However this study lacked objective 

measures of physical and mental health and it was not a case-control design which limits 

the generalisability of these findings. Ott (2003) found that a CO group, compared to a 

non-CO group, experienced more additional life stressors, perceived less social support 

and reported an increase in problematic physical symptoms. The main limitation here is 

that participants were not asked when their health problems developed hence it is 

impossible to link CO to the development of new health problems. Latham and Prigerson 

(2004) found that, cross-sectionally, CO individuals were 6.S8 times more likely to 

experience "high suicidality" and longitudinally 8.21 times more likely to experience high 

suicidalityat follow up (controlling for gender, race, MOD, PTSO and social support). 

Similarly, Prigerson et al. 1999 found that IS% of CO individuals were five times more 

likely to report suicidal ideation that those without CO. Simon et al. (200S) investigated 

presence of CO in patients with bipolar disorder and found increase panic attacks, alcohol 

abuse co-morbidity, higher rates of suicide attempts, greater functional impairment and 

poorer social support in those with CO. 

Although using a cross-sectional design and a modest sample size (n = 67) 

Silverman et al. (2000) also found that CO individuals had greater impairments in quality 

oflife (associated with lower social functioning scores, lower mental health scores and 

lower energy levels) compared to the non-CO individuals. Chcn, Oill and Prigcrson, 

(200S) examined a range of health behaviours in 200 elderly bereaved pcrsons in ordcr to 

find what is associated with better quality of life. They found that consistent excrcise 

predicted better health, physical functioning and greater energy. Similarly, consistently 

monitoring caloric intake predicted better health and greater energy. Finally, sleeping 6.5-

9 hours per night alone predicted better social functioning, fewer emotional role 

limitations, better emotional health and greater energy. In relatcd work, Monk et al (2006) 

were interested in disruptions in people's daily lives, examined using a two weck diary of 

daily events. Their CO group, compared to a non-CO group, had lower activity scores, 

missed contact with another person, missed breakfast/lunch/dinner, did not start work, did 

not exercise, did not go outside, and were more likely to have an aftcrnoon nap and an 

evening snack. 

Therefore it is clear that complicated grieving is associated with poor quality of 

life, poor physical health and substance abuse. The aim of this section was to further 

replicate these findings in the current sample. It was hypothesised that the CO group will 

report poorer quality of life, poorer physical health and greater substance abuse, compared 

to the non-CO group. 

5.9 



Chapter 5: Intrusions & Sleep 

5.1.6. Summary and overview of the proposed study 

Literature on PTSD and depression and pathological grief shows that intrusion, 

avoidance and sleep are likely to be important factors in CO. However, we currently know 

little about the phenomenology of intrusiveness in CO. This is important as theoretical 

analyses predict that they will differ from intrusiveness in other disorders such as PTSD, in 

terms of their associated emotions, with CO intrusions characterised by yearning and 

sadness. There is also controversy over the role of avoidance in CO and debate over 

whether it should be part of the diagnostic criteria. The present study therefore sought to 

examine these using diaries and self-report. 

Similar controversy exists over the role of sleep problems in CO. Studies indicate 

that CO sufferers report sleep disturbances on retrospective questionnaire research 

measures. However, the one sleep laboratory study suggests no such problems 

(McDermott et a1. 1997). The present study therefore compares self-report questionnaire 

and diary data to examine the nature of any sleep difficulties in CO. 

Finally, the study looks at physical health and quality oflife in CO to endeavour to 

replicate previous findings that these domains are compromised in the disordcr. 

5.2. Method 

5.2.1. Participants 

The participant details for the questionnaire measures were as reported in Chapter 3 

(section 3.1.4.1. - the 'questionnaire sample') and the dctails about the participants for the 

Intrusion diary in Chapter 3 (section 3.1.4.2. - the 'experimental sample'). Because the 

diary samples are smaller than those reported in Chapter 3 the revised participant 

characteristics are presented in Appendix 5 for the Intrusion diary A.S.2.2.a. and for the 

Sleep diary and A.5.2.2.h. 

5.2.2. Measures and materials 

5.2.2.1. Sleep Diary 

A sleep diary was designed for this study that required ratings of various aspects of 

sleep over 7 consecutive days (see Supplementary Materials 5; for English version 
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A.S.2.3.1.a. and for Croatian version A.5.2.3.1.b.). Items were selected on the basis of 

questions that were used in previously conducted studies on PTSD and sleep problems 

(Mellman, Kulick-Bell, Ashlock and Nolan, 1995; Buysse, Reynolds, Monk, Berman, & 

Kupfer, 1989). Also some items were adapted to grief related problems (see details 

below). Participants were asked to complete the diary every day. First, they had to answer 

factual questions such as ''what time you went to sleep?"; "what time you woke up?"; 

"how long were you actually asleep?". They were then asked to explain the nature of any 

sleep problem they may have had (whether delayed onset [0], frequent waking [F], early 

waking [W], no problem [N]). They also had to rate how disturbed their sleep was, and 

how distressing this problem was for them on scales from l(not at all) to 7 (extremely). 

They were also asked to document whether they took any medicines, coffee or alcohol 

after 8pm the previous evening. Participants had to record whether they had any dreams or 

nightmares and to write down any associated emotions. Finally, participants were asked 

to rate whether they thought about their loss before going to sleep and whether they 

experienced any strong emotions before going to sleep on scale from 1 (not at all) to 4 

(very much), and to list what those emotions were. 

5.2.2.2. Intrusions Diary 

The intrusions diary used here included various ratings of intrusive memories and 

thoughts to be completed over 7 consecutive days (see Supplementary Materials 5; for 

English version A.5.2.3.2.a. and for Croatian version A.S.2.3.2.b.). The intrusions diary 

was based on Reynolds and Brewin (1998) who took questions concerning content and 

forms of intrusive cognitions and then adapted them to a diary method. Participants were 

asked to fill in four sheets every day relating to four potential intrusive experiences (1-

intrusive memory [bereavement related]; 2-intrusive memory [not bereavement related]; 3-

intrusive thought [bereavement related]; 4-intrusive thought [not bereavement related]). 

On each sheet they were asked to describe in their own words their most frequent intrusive 

memory/thought, if relevant, in that category. In addition to these open ended sections for 

each day, participants were asked 7 specific questions about each putative memory/thought 

and its associated emotions, feelings and cognitions. First, they had to circle one or more 

emotions that had been associated with that intrusive memory or thought (from a choice of 

17 emotional states). They could also add other emotions. Also participants had to answer 

whether they felt as though they were reliving such experiences or whether it was more 

like looking back on the past. They were asked whether the details of the memory were 
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unclear or very vivid (i.e. familiar and clear images, sounds, smells or sensations). 

Participants also had to write down how often they had experienced such 

memories/thoughts, as well as rate how distressing they were on scales from 0 (not at all) 

to 10 (extremely). Participants were asked to note any strong physical sensations 

associated with their intrusions. Finally, to tap into the phenomenon of avoidance, 

participants were asked to rate "How hard did you try today to avoid memories/thoughts 

about the bereavement generally and any related feelings/reminders of your loss?" on a 

scale from 0 (not at all hard) to 10 (extremely hard). 

5.2.2.3. Pittsburgh Sleep Quality Index (PSQI; Buysse, Reynolds, Monk, Berman, & 

Kupfer, 1989). 

The PSQI is a self-report questionnaire of sleep quality (see Supplementary 

Materials 5; for English version A.5.2.3.3.a. and for Croatian version A.5.2.3.3.b.). It 

consists of 19 self-rated questions grouped into seven components: subjective sleep 

quality, sleep latency, sleep duration, habitual sleep efficiency, sleep disturbances, use of 

sleeping medications, and daytime dysfunction. The scores for each of the components are 

weighted equally on a 0 (indicates no difficulty) to 3 (indicates severe difficulty) scale. 

The seven component scores are then added into one global score (score range is 0-21, 

higher the score more severe difficulties are present). There are also five questions to be 

rated by the room mate or bed partner for clinical use only. Buysse et aI. (1989) reported 

that the seven component scores of the PSQI had an overall reliability coefficient 

(Cronbach's a) of 0.83. In the present study, the PSQI was administered twice, once to 

assess sleep in the previous month, and once as a retrospective measure of sleep in the 

month around the time of the bereavement. Translation of the PSQI was conducted 

following the steps described in Chapter 2 and given to same groups of people however 

since the PSQI was not part of the initial questionnaire battery it was not included amongst 

the measures in Chapter 2. For the Croatian version, the internal consistency were 

relatively high for PSQI (Cronbach's a = 0.92). 

5.2.2.4. World Health Organization Quality of Life (WHOQOL-BREF; WIlOQOL 

Group, 1998). 

The WHOQOL-BREF is a self-report questionnaire that measures quality of life. It 

has 26 items (see Supplementary Materials 5; for English version A.5.2.3.4.a. and for 
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Croatian version A.5.2.3.4.b.). The WHOQOL-BREF covers four domains: physical, 

psychological, social relationships, and environment. The psychometric properties were 

analysed using cross-sectional data obtained from a survey of adults carried out in 23 

countries (N = 11,830), including Croatia. Sick and well respondents were sampled from 

the general population, as well as from hospital, rehabilitation and primary care settings, 

serving patients with physical and mental disorders and with respect to quotas of important 

socio-demographic variables (Power, Kuyken & WHOQOL Group, 1998). The measure 

contains two items that are scored separately, and that concern an individual's overall 

perception of quality of life and of hislher health. The domain scores are scaled in a 

positive direction (i.e., higher scores denote higher quality of life). The mean scores are 

then used to calculate the domain score. Skevington, Lofty and O'Connell (2004) 

examined the psychometric properties using the results of the international trial and 

concluded that the WHOQOL-BREF is a sound, cross-culturally valid assessment ofQOL, 

as reflected by its four domains: physical, psychological, social and environment. The 

Croatian version was validated by Pribernik and Okanovic (1998). The internal 

consistency for each of the four domains ranged from 0.66 (domain 3) to 0.84 (domain 1) 

demonstrating good internal reliability (Harper, Power & WHOQOL Group, 1998). 

5.2.2.5. The physical health questionnaire (PHQ). 

The PHQ is a self-report questionnaire and it consist of 16 questions assessing 

physical status (see Supplementary Materials 5; for English version A.S.2.3.S.a. and for 

Croatian version A,5.2.3.5.b.). The PHQ contains health related behaviour questions 

(taken from the Alameda County study, Belloc & Breslow, 1972; Breslow & Enstrom, 

1980) about smoking, exercise, sleep, alcohol and breakfast habits, with yes or no answers. 

It also asks about weight and height. In addition, there are items about minor ailments and 

symptoms over the previous 14 days (adapted from the Pennebaker Inventory of Limbic 

Languidness; Pennebaker, 1982) such as "cough, catarrh or phlegm", "shortness of 

breath", "sleeping difficulties", "wheeziness "etc. Finally there are questions about 

hayfever/allergies; recent weight loss/weight gain; any medications taken in the last week; 

previous diagnoses; family history of illness; surgeries, or other conditions requiring 

hospitalisation; injuries and any other illnesses and ailments. Each question is answered 

yes/no. The total score is the sum of items with higher scores indicating greater 

symptomatology or 'high propensity to complain'. Across five samples representing 939 

respondents, the mean score was 17.9 and the standard deviation was 6.9. (Pennebaker, 
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1982). Translation ofPHQ was conducted following the steps described in Chapter 2 and 

given to same groups of people however since the PHQ was not part of the initial 

questionnaire battery it was not included amongst the measures in Chapter 2. For the 

Croatian version, the internal consistency were relatively high for PHQ (Cronbach's a = 

0.89). This is similar to internal consistencies reported by Penebaker (1982) (Cronbach's 

alpha = 0.91), and test-retest reliability (a = 0.83). 

5.2.2.6. The Alcohol Use Disorders Identification Test (AUDIT; Saunders, Aasland, 

Babor, de la Puente & Grant, 1993). 

The AUDIT is a self-report questionnaire measure that looks at alcohol intake and 

its effects (see Supplementary Materials 5; for English version A.5.2.3.6.a. and for 

Croatian version A.5.2.3.6.b.). The AUDIT has 10 items and It includes factual questions 

such as "how often do you drink alcohol?"; "how many units per day?"; "how many units 

each drinking session?" The AUDIT also asks questions related to the effects of alcohol 

on the individual such as "how often in the last six months you couldn't get alcohol out of 

your mind?"; "how often you were unable to stop once started?"; how often you were 

unable to remember what happened the night before because of drinking?"; how often you 

needed a drink straightaway when you wake up after a previous heavy session?"; "how 

often you felt guilty or remorseful after drinking?". The last two questions assess whether 

someone else has been injured as a result of drinking or whether someone has been 

concerned about drinking and suggested that the participant cuts down. The AUDIT was 

adapted for this study to also ask about drug intake and its effects as well. Items are scored 

on three or five-point scales. The maximum possible score is 40 and a score of 8 or more 

indicates a strong likelihood of hazardous or harmful alcohol/drug consumption. 

Translation of AUDIT was conducted following the steps described in Chapter 2 and given 

to same groups of people however since the AUDIT was not part of the initial 

questionnaire battery it was not included amongst the measures in Chaptcr 2. For the 

Croatian version, the internal consistency were relatively high for AUDIT-alcohol 

(Cronbach's a =0.69) and for AUDIT-drugs (Cronbach's a =0.93), attesting to good 

internal reliability of the scale. This is similar to internal consistencies reported by 

Fleming, Barry and MacDonald (1991); Hays, Merz and Nicholas (1995) and Sinclair, 

McRee and Babor (1992). 
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5.2.2.7. Other measures 

Other measures reported in this chapter are described in Chapter 2 and included the 

Test of Self-Conscious Affect (TOSCA); the Novaco Anger Inventory (NAI); the General 

Health Questionnaire (GHQ) and the Impact of Event Scale - Revised (lES-R). 

5.2.3. Procedure 

The procedure was as described in Chapter 3 (section 3.1.3.). 

5.3. Results 

5.3.1. Intrusion diary and IES-R data 

The intrusion diary was completed by 11 non-CG and 15 CG participants. Those 

who did not complete the intrusion diary verbally reported that they did not experience 

intrusive memories and thoughts. As noted, demographic data for the intrusion diary 

subgroup are reported in an Appendix 5 (A.5.2.2.a shows the demographic data, 

bereavement-related and verbal fluency data across the two groups). There were no 

significant differences across groups. As expected there were significant differences 

across groups on all self-report scales and subscales of grief. The sample compositions are 

therefore similar to those for the fuller sample described in Chapter 3. 

First of all a total number of memories/thoughts that were loss-related/not loss

related over 7 days were reported. Afterwards, means across 7 days for memories/thoughts 

that were loss-related/not loss related were calculated for frequency, distress and 

avoidance. Group differences were examined using t-tests, followed by additional 

analyses of variance. 

Table 5.3.1.a. shows the data regarding intrusive memories and thoughts from the 

diary and from the IES-R. For the total number of memories/thoughts that were loss

related/not loss-related over 7 days there were no significant group differences. Mean 

distress related to intrusive loss-related memories is significantly different with the CG 

group reporting more distress. 

Regarding self-reported intrusion and avoidance on the IES-R, there was a trend 

toward significance for both avoidance and intrusion, with the CG group being higher. 
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Table 5.3.1.a. Means and standard deviations for Intrusion diary data and IES-R scores 

i, Non-CO (n = 11) CG (n = 15) 

Variable M SO n M SO n Test statistic P 

Number of memories/thoughts 

Loss related memories (LRM) 4.45 2.42 5.93 2.08 t(24) = 1.67 .11 

Non-loss related memories (NLRM) 5.54 2.07 5.53 2.59 t(24)" om .99 

Loss related thoughts (LRT) 4.82 2.64 5.93 2.28 t(24)" 1.\ 5 .26 

Non-loss related thoughts (NLRT) 5.91 1.92 5.93 2.46 t(24) '" 0.03 .98 

Frequency 

Loss related memories (LRM) 2.16 1.22 2.20 1.17 t(23) ... 0.09 .93 

Non-loss related memories (NLRM) 2.62 1.99 4.02 5.03 t(23) .. 0.87 .39 

Mean of loss and non loss memories 2.39 1.28 3.11 5.30 t(23)" 0.83 .42 

Loss related thoughts (LRT) 4.25 5.16 6.02 9.29 t(22)" 0.54 .59 

Non-loss related thoughts (NLRl) 4.44 1.79 4.97 5.04 t(22) .. 0.33 .74 

Mean ofloss and non loss thoughts 4.27 2.60 5.35 5.33 t(20)" 0.67 .51 

Distress 

Loss related memories (LRM) 2.99 1.73 5.60 2.77 t(23) - 2.94 .00 

Non-loss related memories (NLRM) 2.76 1.91 4.43 3.25 t(23) - I.S I .14 

Mean ofloss and non loss memories 2.87 1.47 4.97 2.56 t(23)" 2.63 .01 

Loss related thoughts (LRT) 3.68 2.03 5.77 2.82 t(22)" 1.99 .05 

Non-loss related thoughts (NLRT) 4.32 3.18 4.57 2.94 t(22)" 2.27 .84 

Mean of loss and non loss thoughts 3.94 2.35 5.12 2.61 t(23) - 1.\ 7 .25 

Avoidance 

Loss related memories (LRM) 1.74 1.85 3.91 2.74 t(24) - 2.27 .03 

Non-loss related memories (NLRM) 1.63 1.54 3.31 3.18 t(20) - 1.73 .09 

Mean of loss and non loss memories 1.69 1.51 3.53 2.63 t(24) - 2.08 .04 

Loss related thoughts (LRT) 3.49 3.09 3.88 3.04 t(22) - 0.30 .76 

Non-loss related thoughts (NLRl) 2.84 2.85 3.65 2.42 t(22) - 0.75 .46 

Mean ofloss and non loss thoughts 3.10 2.80 3.67 2.53 1(23) - 0.53 .60 

Impact of Event Scale - Revised II IS 

Avoidance 1.00 1.13 1.75 0.95 t(24) - 1.83 .08 

Intrusion 1.17 0.80 1.81 0.96 t(24) - 1.79 .08 

Table 5.3.I.b. shows the descriptive data for the qualities of intrusive memories 

from the diary. First of all frequencies were calculated across 7 days for experience of 

intrusive memories including reliving, looking back and unclear memories as well as 

memory qualities such as vividness. Physical symptoms that were associated with 

memories/thoughts that were loss-related/not loss-related were also calculated. Group 

differences were examined using Chi2
• Again, a protected level of alpha = 0.01 was used. 

Results revealed no significant differences across groups. 
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Table 5.3.1.b. Aspects of intrusive memory qualities from the intrusion diary data (n = 
number of participants) 

Non-CG (n = 11) CG(n: 15) 

, Variable M SD n M SD n Test statistic P 

Memory Experience-Reliving 

Loss related (LRM) 6 12 Xl = 7,05 .42 

Non-loss related (NLRM) 8 12 X2 .. 4.49 .72 

Mean-Reliving 1.82 1.72 2,50 1.90 t(24)" 0.94 .36 

Memory Experience-Looking back 

Loss related (LRM) 10 14 Xl = 4.64 .59 

Non-loss related (NLRM) II 12 Xl .. 9.48 .22 

Mean-Looking back 3.18 1.71 3.27 1.83 t(24) =0.12 .90 

Memory Quality-Unclear 

Loss related (LRM) 4 6 X2 = 2.84 .58 

Non-loss related (NLRM) 4 5 X2 '" 3.12 .37 

Mean-Unclear 0.73 0.98 0.63 0.83 t(24)" 0.26 .79 

Memory Quality-Somewhat vivid 

Loss related (LRM) 8 II X1
- 5.09 .53 

Non-loss related (NLRM) 9 5 X2 -12.15 .02 

Mean-somewhat vivid 1.68 1.27 1.53 1.46 t(24) - 0.27 .79 

Memory Quality-Very vivid 

Loss related (LRM) 8 11 t"'6.21 .52 

Non-loss related (NLRM) 8 14 Xl ·8.04 .33 

Mean-very vivid 2.59 1.98 3.70 2.23 t(24) - 1.31 .20 

Physical symptoms 

Loss related (LRM) 8 10 Xl -13.54 .06 

Non-loss related (NLRM) 8 13 Xl - 5.51 .60 

Mean-physical and memories 2.14 2.05 3.87 2.93 t(24) - 1.77 .09 

Loss related (LRT) 9 12 t - 12.11 .06 

Non-loss related (NLRT) 9 11 Xl - 6.68 .46 

Mean-physical and thoughts 2.45 2.25 3.73 2.64 t(24) - 1.29 .21 

5.3.2. Diary data on emotions and mood 

Frequencies of CO emotions, PTSD emotions and positive emotions experienced 

for memories/thoughts that were loss-related/not loss-related over 7 days are reported in 

Tables 5.3.2.a.-c. Table 5.3.2.a. shows frequencies of CO emotions endorsed in the 

Intrusion diary across seven days. 
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Table 5.3.2.a. Frequencies ofCa emotions endorsed in the Intrusion diary 

Variable 

CG EMOTIONS - MEMORIES 

Sadness-Loss related m. (LRM) 

Sadness-Non-Ioss related m (NLRM) 

Yearning-Loss related m. (LRM) 

Yearning-Non-Ioss related m (NLRM) 

Longing-Loss related m. (LRM) 

Longing-Non-Ioss related m (NLRM) 

Loneliness-Loss related m. (LRM) 

Loneliness-Non-Ioss related m (NLRM) 

Missing-Loss related m. (LRM) 

Missing-Non-Ioss related m (NLRM) 

Nostalgia-Loss related m. (LRM) 

Nostalgia-Non-Ioss related m (NLRM) 

CG EMOTIONS - THOUGHTS 

Sadness-Loss related t. (LRT) 

Sadness-Non-Ioss related t (NLRT) 

Yearning-Loss related t. (LRT) 

Yearning-Non-Ioss related t (NLRT) 

Longing-Loss related t. (LRT) 

Longing-Non-Ioss related t (NLRT) 

Loneliness-Loss related t. (LRT) 

Loneliness-Non-Ioss related t (NLRT) 

Missing-Loss related t. (LRT) 

Missing-Non-Ioss related t (NLRT) 

Nostalgia-Loss related t. (LRT) 

Nostalgia-Non-Ioss related t (NLRT) 

Non-CG 

(n = 11) 

n 

6 

3 

3 

4 

1 

3 

2 

4 

3 

6 

5 

5 

5 

2 

2 

2 

3 

1 

2 

4 

4 

CG 

(n'" IS) 

n 

II 

10 

8 

4 

4 

3 

9 

6 

10 

4 

8 

5 

12 

8 

5 

2 

4 

6 

8 

S 

10 

4 

7 

3 
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Table 5.3.2.b. Frequencies ofPTSD Emotions and those emotions that may be classed as 

CGIPTSD emotions endorsed in the Intrusion diary 

Non-CG CG 

(n"" 11) (n = 15) 

Variable n n 

PTSD EMOTIONS - MEMORIES 

Helplessness-Loss related m. (LRM) I 6 

Helplessness-Non-Ioss related m (NLRM) 3 2 

Horror-Loss related m. (LRM) 2 

Horror-Non-loss related m (NLRM) I 2 

Fear-Loss related m. (LRM) 3 10 

Fear-Non-loss related m (NLRM) 5 8 

PTSD EMOTIONS - THOUGHTS 

Helplessness-Loss related t. (LRT) 2 5 

Helplessness-Non-Ioss related t (NLRT) 3 4 

Horror-Loss related t. (LRT) 0 I 

Horror-Non-Ioss related I (NLRT) 0 2 

Fear-Loss related t. (LRT) 4 7 

Fear-Non-Ioss related I (NLRT) 7 7 

OTHER CG/PTSD EMOTIONS - MEMORIES 

Anger-Loss related m. (LRM) 4 9 

Anger-Non-Ioss related m (NLRM) 4 7 

Guilt-Loss related m. (LRM) 4 3 

Guilt-Non-Ioss related m (NLRM) 4 5 

Shame-Loss related m. (LRM) 1 2 

Shame-Non-Ioss related m (NLRM) 2 4 

OTHER CGIPTSD EMOTIONS - THOUGHTS 

Anger-Loss relaled t. (LRT) 4 7 

Anger-Non-Ioss relaled I (NLRT) 5 8 

Guill-Loss relaled t. (LRT) 5 6 

Guilt-Non-Ioss relaled I (NLRT) 5 7 

Shame-Loss relaled t. (LRT) 0 2 

Shame-Non-Ioss relaled I (NLRT) 3 3 
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Variable 

POSITIVE EMOTIONS - MEMORIES 

Happiness-Loss related m. (LRM) 

Happiness-Non-Ioss related m (NLRM) 

Contentment-Loss related m. (LRM) 

Contentment-Non-Ioss related m (NLRM) 

Calm-Loss related m. (LRM) 

Calm-Non-Ioss related m (NLRM) 

Joy-Loss related m. (LRM) 

Joy-Non-Ioss related m (NLRM) 

Surprise-Loss related m. (LRM) 

Surprise-Non-Ioss related m (NLRM) 

POSITIVE EMOTIONS - THOUGHTS 

Happiness-Loss related t. (LRT) 

Happiness-Non-Ioss related t (NLRT) 

Contentment-Loss related t. (LRT) 

Contentment-Non-Ioss related t (NLRT) 

Calm-Loss related t. (LRT) 

Calm-Non-Ioss related t (NLRT) 

Joy-Loss related t. (LRT) 

Joy-Non-Ioss related t (NLRT) 

Surprise-Loss related t. (LRT) 

Surprise-Non-Ioss related t (NLRT) 

Non-CG 

(n = 11) 

n 

3 

7 

5 

9 

5 

3 

4 

3 

0 

0 

2 

4 

2 

4 

3 

3 

0 

2 

2 

2 
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n 

I 

6 

2 

7 

2 

6 

I 

6 

o 
I 

4 

2 

8 

4 

6 

o 
5 

o 

For the purpose of analysis, CO-emotions (sadness, yearning, longing, loneliness, 

missing and nostalgia); PTSD-emotions (helpless, horror, fear); CO/PTSD emotions 

(anger, guilt, shame); and positive emotions (happiness, contentment, calm, joy, surprise) 

were collated and compared using t-tests (see Table 5.3.2.d.). The only significant group 

differences concerned CO emotions, with the CO group reporting more such emotions 

associated with loss related memories and thoughts compared to the non-CO group. I next 

wanted to statistically compare the two groups on numbers of memo riesl thoughts that were 

predominantly associated with CO vs. PTSD emotions (Table 5.3.2.d.) 
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Table 5.3.2.d. Collated Emotions from the Intrusion diary data 

Non-CG CG 

(n = 11) (n = 15) 

Variable M SO M SO Test statistic p 

CGEMOTIONS 

Loss related memories (LRM) 3.45 3.44 11.20 9.11 t(19)=3.01 .01 

Non-loss related memories (NLRM) 2.18 1.60 5.07 5.43 t(17) = 1.94 .07 

Mean of loss and non loss memories 2.82 2.08 8.13 6.92 t(17)=2.81 .01 

Loss related thoughts (LRT) 2.64 4.08 11.00 10.15 t(19) '" 2.89 .01 

Non-loss related thoughts (NLRT) 3.09 4.04 2.87 3.85 t(24) = 0.14 .89 

Mean of loss and non loss thoughts 2.86 3.41 6.93 6.29 1(22) .. 2.12 .04 

PTSD EMOTION 

Loss related memories (LRM) 0.91 1.64 3.00 4.29 1(24) = 1.53 .14 

Non-loss related memories (NLRM) 1.36 2.01 1.80 2.54 t(24) .. 0.47 .64 

Mean of loss and non loss memories 1.14 1.45 2.40 2.57 t(24) = 1.59 .13 

Loss related thoughts (LRT) 1.45 2.34 2.20 3.71 t(24) '" 0.58 .56 

Non-loss related thoughts (NLRT) 2.09 2.21 1.73 2.02 t(24) .. 0.43 .67 

Mean of loss and non loss thoughts 1.77 1.81 1.97 2.17 t(24) '" 0.24 .81 

OTHER CG & PTSO EMOTIONS 

Loss related memories (LRM) 1.36 2.62 1.40 1.50 1(24) = 0.04 .96 

Non-loss related memories (NLRM) 1.91 2.30 2.47 4.39 1(24) '" 0.38 .70 

Mean of loss and non loss memories 1.64 2.26 1.93 2.48 1(24) ... 0.31 .76 

Loss related Ihoughts (LRT) 1.64 2.06 2.40 2.67 t(24) ... 0.79 .44 

Non-loss related thoughts (NLRT) 1.54 1.75 2.27 3.35 t(24)·0.65 .52 

Mean of loss and non loss thoughts 1.59 1.71 2.33 2.91 t(24) - 0.75 .46 

POSITIVE EMOTIONS 

Loss related memories (LRM) 2.00 1.55 0.87 2.03 t(24)" 1.S5 .13 

Non-loss related memories (NLRM) 3.82 3.76 4.20 4.81 t(24)·0.22 .83 

Mean ofloss and non loss memories 2.91 2.03 2.53 3.19 t(24)" 0.34 .73 

Loss related thoughts (LRT) 1.18 1.66 1.07 2.15 t(24) .. 0.15 .88 

Non-loss related thoughts (NLRT) 3.57 3.61 3.93 4.35 t(24)·0.25 .81 

Mean of loss and non loss thoughts 1.65 1.82 2.27 2.83 1(24)" 0.65 .52 

To do this, key emotions associated with memories and thoughts were examined 

separately using 2 (Group: CG vs. non-CO) x 2 (Emotion: PTSD vs. CG) x 2 (Loss: loss 

related vs. non-loss related) ANOVAs. For intrusive memories, there was a trend towards 

a significant main effect of Emotion, F (1, 24) = 3.10, P = 0.09, with more memories being 

associated with CG emotions, but the interaction of Emotion x Oroup was not significant F 

(1,24) = 1.60, P = 0.22. There was also a significant main effect for Loss, F (1,24) = 
4.34, P = 0.05, with more loss related memories reported overall, but for the interaction of 

Loss x Group there was only a trend towards significance F (1, 24) = 3.66, P = 0.07 with 

the CG group tending to report more loss-related memories than the non-CO group, 
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relative to non-loss memories. Also there was a trend towards significance for the two way 

interaction of Emotion x Loss F (1, 24) = 3.80, P = 0.06, with CG emotions tending to be 

related to loss memories more than to non-loss memories. However, there was no 

significant three way interaction of Group x Emotion x Loss, F (1,24) = 0.26, P = 0.61. 

For intrusive thoughts, there was no significant main effect for Emotion F (1,24) = 

1.19, P = 0.29, but there was a trend towards a significant interaction of Emotion x Group, 

F (1, 24) = 3.01, P = 0.09, with the CG group tending to report more CG emotions. There 

was no significant main effect for Loss, F (1, 24) = 2.76, P = 0.11, but the interaction of 

Loss x Group was significant, F (1, 24) = 5.96. P = 0.02, indicating that the CG group 

reported more emotions overall to the loss thoughts (but not to the non-loss thoughts) 

compared with controls. Also there was a significant two way interaction of Emotion x 

Loss F (1, 24) = 4.74, P = 0.04, and a trend towards significance for a three way interaction 

of Group x Emotion x Loss F (1, 24) = 3.00, P = 0.09. 

To further examine this trend interaction we looked at loss-related and non-loss 

related thoughts separately. For the loss-related thoughts, there was a near significant 

effect of Emotion, F (1, 24) = 3.48, P = 0.07, and a significant interaction of Emotion x 

Group, F (1,24) = 4.10, P = 0.05, indicating that the CG group reported more CG 

emotions. For the non-loss related thoughts, there was no significant main effect of 

Emotion, F (1, 24) = 0.67, P = 0.42, and there was no significant interaction of Emotion x 

Group, F (1, 24) = 0.06. P = 0.81, indicating that the CG group and the non-CO group 

reported similar levels of CG and PTSD emotions to non-loss related thoughts. 

Finally, key emotions associated with memories and thoughts were combined 

together and examined using 2 (Oroup: CO vs. non-CO) x 2 (Emotion: PTSD vs. CO) x 2 

(Loss: loss related vs. non-loss related) ANDV As. There was a significant main effect of 

Emotion, F (1, 24) = 7.27, P = 0.01, with more memories and thoughts being associated 

with CG emotions, and the interaction of Emotion x Group showed a trend towards 

significance F (1, 24) = 3.09, P = 0.09. There was also a significant main effect for Loss, F 

(1, 24) = 4.34, P = 0.05, with more loss related memories reported overall, but for the 

interaction of Loss x Group there was only a trend towards significance F (1, 24) = 3.66, 

P = 0.07, with the CG group tending to report more loss-related memories than the non-CO 

group, relative to non-loss memories. There were no other significant main effects of 

interactions, Fs > 0.01, Ps > 0.21. 
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5.3.3. Self-report questionnaire data on mood and emotions 

The self-report questionnaire data on mood and emotions across the two groups are 

presented in Table 5.3.3. There was a significant group difference in depression as 

measured by the BDI but no significant group differences in anxiety levels as measured by 

the BAI (as already noted in Chapter 3). In terms of self-conscious emotions, the ca 
group showed a near significant trend to score higher overall on the TOSCA. Breaking 

this down in terms of the subscales, the ca group reported significantly more shame, 

detachment and externalization. Finally, the ca group reported more anger than the non

ca group. 

Table 5.3.3. Mean mood self-report questionnaires and affect measures across the two 

groups 

non-CO CO 

(n = 28) (n = 28) 

Variable M SD M SD Test p 

statistic 

Beck Depression Inventory 7.61 7.45 14.68 11.36 t(54)-2.75 .00 

Beck Anxiety Inventory 12.93 9.47 16.11 11.96 t(54)=1.10 .27 

Novaco Anger Inventory 52.00 18.52 63.03 19.40 t(54)-2.18 .03 

TaSCA - 3 - Shame 38.32 12.00 43.93 12.64 1(54)-2.06 .05 

TaSCA - 3 - Detachment 33.57 7.81 37.68 7.36 1(54)=2.02 .05 

TaSCA - 3 - Guilt 59.64 14.31 62.78 10.31 t(54)=1.70 .09 

TaSCA - 3 - Externalization 40.50 9.35 47.21 7.99 1(54)=2.89 .01 

TaSCA - 3 - Alpha pride 18.11 5.34 17.89 4.82 1(54)=0.16 .87 

TaSCA - 3 - Beta pride 18.96 5.63 20.03 4.21 1(54)=0.81 .42 

TaSCA - 3 - Total score 209.11 46.53 229.53 29.57 1(54)=1.96 .05 

Note: TOSCA - Test of Self Conscious Emotions 

5.3.4. Sleep diary, sleep questionnaire and IES-hypcrarousal data 

The sleep diary was completed by 14 non-CO and 17 CO participants. Participant 

data for the sleep diary subgroup are reported in an Appendix 5 (A.S.2.2.b. which shows 

the demographic data, bereavement-related and verbal fluency data across the two groups). 

Analyses showed that these slightly smaller samples were comparable to the 'experimental 

sample' described in Chapter 3 in terms of composition. 
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Table 5.3.4.1. shows data from the sleep diary. There were no significant group 

differences for most of the variables except that CG participants reported significantly 

more often that they had trouble falling asleep, compared to those in the non-CG group. 

Table 5.3.4.2. also shows mean data for hyperarousal and the PSQI for the 

participants who completed the sleep diary. Group differences were calculated using 

independent samples t-tests. There was a trend towards a significant group difference for 

hyperarousal as measured by the IES-R. In terms of the PSQI the two groups were broadly 

comparable. The only difference was for sleep onset at the present time, which accords 

with the diary data. 

Table 5.3.4.1. Means and frequency data for Sleep diary 

Non-CO CO 

(n = 14) (n = 17) 

Variable M SD n M SD n Test statistic p 

Diary - length of sleep (hr) 6.80 0.82 6.82 1.43 t(26)=0.05 .96 

Diary- Waking up early 6 7 X2Chi square .33 

Diary- Waking up often 8 11 Chi square Al 

Diary - Couldn't fall asleep 5 9 Chi square .03 

Diary - total problems 19 27 Chi square .08 

Diary - disturbed sleep rating 2.17 1.26 2.07 0.84 t(29)=0.28 .78 

Diary - stressful sleep rating 1.97 1.27 1.79 0.74 t(29)=0.49 .63 

Diary - medicine after 8pm 2 2 Fishers exact .39 

Diary - coffee after 8pm 7 6 Chi square .37 

Diary - alcohol after 8pm 5 2 Chi square .39 

Diary - total med/co£lalc 1.67 2.54 2.49 4.06 t(29)=0.66 .52 

Diary - dreams/nightmares 8 6 Chi square .67 

Diary - thoughts about loss 1.45 0.83 1.87 1.04 t(29)=1.24 .23 

Diary - Emotions before sleep 2.01 1.04 2.04 0.99 t(29)=0.09 .93 
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Table 5.3.4.2. Mean data for IES-R-hyperarousal and the PSQI for the past month (A) and 

around the time of death (B) across the two groups that completed the sleep diary 

Non-CO CO 

(n = 14) (n = 17) 

Variable M SO M SO Test statistic p 

IES - R-hyperarousal 1.02 0.96 1.73 1.07 t(29)=1.93 .06 

A - sleep quality 0.86 0.66 1.00 0.87 t(29)=0.51 .62 

A - sleep latency 0.36 0.50 1.12 0.93 t(29)=2.75 .01 

A - sleep duration 0.93 0.73 1.06 0.97 t(29)=0.42 .68 

A - sleep efficiency 3.00 0.00 2.94 0.24 t(29)=0.90 .37 

A - sleep disturbances 1.14 0.66 1.35 0.70 t(29)=0.85 .40 

A - sleeping medication 0.28 0.61 0.59 1.06 t(29)=0.94 .35 

A - daytime dysfunction 0.93 0.47 0.88 0.78 t(29)=0.19 .85 

A - global score - sum 7.50 2.21 8.94 3.77 t(29)=1.26 .22 

B - sleep quality 1.43 0.85 1.00 1.06 t(29)=1.22 .23 

B - sleep latency 1.07 1.14 1.29 0.98 t(29)=0.58 .56 

B - sleep duration 1.38 1.19 1.00 1.22 t(29)=0.86 .40 

B - sleep efficiency 2.85 0.55 3.00 0.00 t(28)=1.15 .26 

B - sleep disturbances 1.57 0.65 1.18 0.63 t(29)=1.71 .09 

B - sleeping medication 0.28 0.61 0.53 0.94 t(29)=0.83 .41 

B - daytime dysfunction 1.00 0.39 0.88 0.86 t(23)=0.47 .64 

B - global score - sum 9.28 2.55 8.88 4.67 t(29)=0.29 .77 

5.3.5. General and physical health, substance use, and quality of life 

Data across the two groups on measures of general/physical health, substance use 

and quality oflife are presented in Table 5.3.5. This larger sample is identical to the 

'questionnaire sample' described in Chapter 3. As can be seen from the Table, as 

predicted the CG group reported poorer general and physical health, greater substance 

abuse and poorer quality of life than controls. 
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Table 5.3.5. Mean data for Oeneral Health Questionnaire (OHQ), Quality of Life (WHO-

QoL), physical health and substance abuse across the two groups. 

Non-CG CG 

(n = 28) (n = 28) 

Variable M SD M SD Test statistic P< 

GHQ 11.00 4.48 14,89 6,04 t(50) = 2.74 ,00 

Overall QoL 7,96 1.60 6,00 1.98 t(54) = 4,08 ,00 

QoL physical health 26.53 4.18 18,03 4,61 t(54) = 7,23 ,00 

QoL psychological well being 22.89 3,94 17,03 6,28 t(45)=4.18 .00 

QoL social relaonship 11.32 2,60 8.68 3.48 t(50) = 3.22 .00 

QoL satisfaction with environment 29.68 5.44 23.71 7.50 t(49) = 3.41 .00 

Alcohol abuse total score 1.64 2.38 4.75 4,59 t(44)=3.18 .00 

Drug abuse total score 1.25 4.74 8.25 11.60 t(36) =2.96 .00 

Physical questionnaire total 10.03 7.25 26,64 15.84 t(38) = 5.04 .00 

Healthy life style (exercise etc.) 3.25 1.55 1.53 1.32 t(54) = 4.45 .00 

Current cough and other symptoms 4,68 4.44 12.43 6.22 t(49) = 5.37 ,00 

Current medications 1.32 0,82 3.00 2.26 t(34) = 3.69 .00 

Current illnesses 2.03 1.77 6,21 4,84 t(34) = 4.29 .00 

Family illnesses 2.43 1.71 4.32 3.10 t(42) = 2.83 ,01 

5.4. Discussion 

5.4.1. Summary of the main results 

The present study examined intrusion of thoughts and memories, avoidance of the 

same, sleep and health in order to see to what extent they are important in the 

psychopathology of bereaved individuals diagnosed with CO compared to individuals not 

diagnosed with CO. A particular focus was on the phenomenology of intrusive 

experiences in CO. As hypothesised, using an intrusion diary, levels of distress to 

intrusions were found to be higher in the CO group, as well as levels of avoidance, relative 

to the non-CO group. However, there were no significant differences in terms of numbers 

of intrusions. Self-report avoidance and intrusion levels, as examined by the IES-R, both 

tended towards significance across groups, with the CO group reporting higher scores 

compared to the non-CO group. These results are broadly in line with the findings from 

previous research discussed in section 4.2.1. However, the failure to find significantly 

more intrusions associated with CO using the diary method was a surprise. 
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The data on emotions associated with intrusive memories and thoughts in the diary 

study were interesting. Basically, the CO group tended to report more CO-relevant 

emotions (yearning, sadness) than PTSD-relevant emotions to thoughts and memories, 

relative to the non-CO group, in line with the predictions. 

Turning to the self-reported mood and emotion data, the findings supported the 

hypotheses since the CO group would report higher levels of depression, anger, shame, 

detachment and externalization compared to the non-CO group, although surprisingly there 

were no significant differences in reported anxiety levels, or on scores of guilt and alpha 

and beta pride on the TOSCA. 

Regarding sleep, despite reporting higher levels of hyper arousal on the IES-R, the 

CO group only seemed to have difficulties with sleep onset, reporting delayed onset in 

both the questionnaire and diary data. There were no other significant group differences 

concerning sleep problems. 

Lastly, as hypothesised, the findings regarding health variables were in line with 

the literature since the CO group reported worse general health and lower scores on all 

domains of quality of life assessment (physical, psychological, social, environment) 

compared to the non-CO group. When examining physical health, the same pattern 

emerged with the CO group reporting a worse total score for physical health (engaging in 

less healthy lifestyle behaviours, experiencing more coughs and other ailments, using more 

medication and having more current illnesses as well as more illnesses in the family). 

Finally, the CO group reported significantly higher alcohol and drugs intake compared to 

the non-CO group. 

5.3.6. Interpretations and conclusions 

Taken together, the present data provide mixed support for greater intrusion and 

avoidance symptoms in CO. By their own retrospective self-report, CO patients tcnd to 

endorse such difficulties. However, using a diary method, there is less evidcnce for 

elevations in these domains in CO. What is clear is that, in line with predictions, the level 

of distress when intrusions occur is higher in Co. More specifically, the types of distress 

that CO individuals report support the contentions made in the Introduction that CO tends 

to be characterised by a different emotion profile to PTSD thus providing evidence for its 

distinctiveness. 

The issue of sleep problems associated with CO has been contentious with 

landmark studies (e.g. McDermot et aI., 1997) suggesting no sleep difficulties associated 
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with the disorder. The present data broadly supported this indicating that, delayed sleep 

onset apart, CG participants do not endorse widespread sleeping difficulties. Again, this 

supports a distinction between CG and related disorders such as PTSD and major 

depression. 

It is clear from examination of the reduced sample sizes for the Intrusion diary 

study that this aspect of the research suffered from problems of statistical power. Many of 

the anticipated effects only emerged as statistical trends and it is also difficult to have 

confidence in the validity of any apparently null findings given the sample sizes. The 

reduced numbers were due to participants withdrawing from the study on the basis that 

they did not experience intrusive phenomena. As it is not clear whether this self-report is 

true and because no diary completion was even attempted, it is not appropriate to include 

these participants as 'zero intrusion' members of the analysed samples. This issue of 

statistical power is returned to in the General Discussion. 
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CHAPTER 6 

Study 3: Cognitive and emotional processes in narrative 

accounts of grief in CG 

Memory. like belief, like all psychological phenomena, is an action; 
Essentially, it is the action of/effing a story.(".} 

The teller must not only know how to {narrate the event], 
but must also know how to associate the happening with the other events of his life, 

how to put it in its place in that life-history which each one of us is perpetually building up 
and which for each one of us is an essential element of his personality. 

(Janet, 1918-25, 2: 273; quoted in van der Kolk & van den Hart, 1995, p.170-71 and Leys, 2000, p.lll) 

6.1. Aim 

Ehlers and Clark (2000) and Foa and Rothbaum (1998) suggested that 

disorganization of trauma memories acts as a maintenance factor for PTSD by inhibiting 

the processing and resolution of the trauma. This study aims to analyse narrative accounts 

that are grief-related and narrative accounts of non-grief related negative events and will 

follow the coding scheme used by Foa et a1. (1995) in order to examine levels of 

disorganization and fragmentation. Narratives are likely to provide more in-depth and 

richer information about emotions and symptoms experienced than self-report measures 

(Ericsson & Simon, 1994), since individuals can write about their thoughts and feelings 

without constraints to specific time, place or questions. According to Neimeyer (2001) loss 

disorganizes the story and disrupts individual's sense of autobiographical continuity and 

coherence. However this "disruption of coherence" has not been examined in bereaved 

individuals with and without a CO diagnosis. 

6.1.1. Introduction 

According to Neimeyer, Herrero and Botella (2006, p. 127) "Traumatic life events 

have the power to disrupt those self-narratives with which people order their life 

experience, by challenging their organization, promoting the development of problem

dominated identities, and fostering dissociation of aspects of the experience in a way that 
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precludes its integration". Foa and Kozak (1986) and Rachman (1980) have proposed that 

emotional disturbances are indicators that the event has not been adequately emotionally 

processed. Later on Foa and Riggs (1993) went on to propose that as a result of encoding 

memories whilst experiencing high levels of distress and anxiety, traumatic memories are 

often disorganized and fragmented. Foa, Molnar and Cashman (1995) examined narratives 

of rape and this study attempts to replicate their methodology of coding these narratives. 

This chapter will examine narrative accounts of grief and another negative event 

with respect to levels of disorganization and fragmentation. The literature that will be 

reviewed is related to the exploration of cognitive and emotional processes, particularly in 

grief and trauma research. Narrative exploration occurs in grief research (e.g. Maercker, 

Bonanno, Znoj & Horowitz, 1998; Pennebaker, Mayne & Francis, 1997; Pennebaker & 

Segal, 1999) but no study has yet explored narratives of bereaved individuals with vs 

without a diagnosis of Complicated Grief. 

6.1.2. The cognitive processes in trauma and grief narratives 

According to Maecker et a1. (1998), if we are to understand the nature orCG, 

PTSD and natural grief then it is necessary to explore how individuals describe their losses 

and their distress. Ways of assessing these descriptions involve either standardised self

report measures and/or narrative analyses. This section will highlight cognitive 

dimensions of research that have used these analyses and the following section will focus 

on emotional dimensions (although currently in the literature there are only three studies 

using quantitative analysis). 

Any work that is done on cognitive processes in narrative accounts of grief and 

trauma is done under the assumption, as mentioned by Pennebaker and Segal (1999, p. 

1234), that "the act of construing stories is a natural human process that helps the 

individual to understand their experiences and themselves. This process allows one to 

organise and remember events in a coherent fashion while integrating thoughts and 

feelings". There are currently seven studies that have examined cognitive process in 

trauma and grief narratives and their findings will be described in this section. The 

following studies were selected because of their relevance. Needless to say there are other 

narrative studies that have been conducted on traumatised populations such as Lisak (1994) 

who investigated male survivors of sexual abuse with PTSD symptomatology. These 

studies will not be considered here. 
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The key study for this chapter, as already mentioned, is a study by Foa et a1. (1995) 

who coded narrative transcriptions from the first and last imaginal exposure sessions of 14 

sexual assault victims who were diagnosed with PTSD. Patients were asked to tell the 

story in the present tense and to "recall the memories of the assault as vividly as possible" 

(Foa et aI., 1995, p. 679). Foa et a1. (1995) examined: 1) fragmentation (lack of flow in the 

narrative); 2) thoughts and feelings (internal speech focusing on how they were feeling or 

thinking at the time of trauma; and 3) actions and dialogues (deSCriptions of observable 

events of the story). For coding details please see the Materials section below. Foa et a1. 

(1995) observed that, compared to the first narrative, the last narrative had more organised 

thoughts and greater expression of feelings and thoughts. There was also a trend towards 

fewer action and dialogue utterances. Their interpretation was that this result indicated 

increasing internalization and organization from the first to the last narrative. 

The second study was conducted by Van Minnen, Wessel, Dijksrea and Roelofs 

(2002) who replicated and extended the study by Foa at a1. (1995). They compared the 

first and last session narratives of patients who had PTSD and who were subdivided into 

improved and non-improved PTSD patients. Van Minnen et a1. (2002) examined: 1) 

fragmentation due to repetition, unfinished thoughts and speech fillers; 2) organization; 3) 

internal events (introspection); and 4) external events (dialogue and details). They found 

that all patients showed a significant decrease in the amount of disorganised thoughts and 

external events between first and last narrative, although those who were classed as 

'improved patients' showed a greater decrease in disorganised thoughts. There were no 

other differences between improvers and non-improvers. 

The third study by Halligan, Michael, Clark and Ehlers (2003) examined assault 

trauma narratives at 3 and 6 months post trauma. They found that at both times narrative 

disorganization was associated with PTSD severity. They employed two measures of 

disorganization based on expert ratings of repetition, non-consecutive chunking, confusion, 

global coherence, and dissociation. However they found no association between decrease 

in PTSD severity and decrease in narrative disorganization over time. These findings are 

in contrast to the treatment studies by Foa et a1. (1995) and Van Minnen et a1. (2002). 

The fourth study by Boeten, van den Bout and van den Hout (2003) investigated 

329 bereaved Dutch individuals in order to examine their psychological functioning and its 

relationship with cognitive themes. The average time since the loss was 27.79 months. 

They used the newly developed Grief Cognitions Questionnaire (GCQ) that was designed 

to assess: global negative beliefs (about oneself, the world, life and the future), self-blame, 

negative thoughts about how others responded to the loss, and negative thoughts about 
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one's own grief reactions. Boelen et al. (2003) found significant correlations between the 

data obtained from all of the GCQ subscales and from the Inventory of Complicated Grief 

(lCG) and concluded that negative cognitions are linked to the severity of emotional 

problems following bereavement. 

The fifth study by Pennebaker, Mayne and Frances (1997) used content analysis to 

examine interviews from 167 bereaved caregivers whose partners died of AIDS. They also 

assessed depressed mood, positive morale, positive states of mind, and the impact of the 

death. In each interview they asked participants to describe the death, what they were 

feeling and thinking, and what types of things made the loss easier or more difficult. The 

authors used a preliminary version of a computer package, the Linguistic Inquiry and Word 

Count (UWC; Pennebaker & Francis, 1999). Pennebaker et al. (1997) found that 

cognitive change (viewed as using more insight and causal language), predicted decreased 

psychological distress at one year post-bereavement and that this increase in cognitive 

change was associated with a decrease in ruminations and with lower levels of positive 

states of mind. 

The sixth and the seventh studies explored how 69 bereaved individuals evaluated 

themselves during narrative accounts (Bauer & Bonanno, 2001 a; 2001 b). Bauer and 

Bonanno (200Ib) examined participants' self-descriptions and then correlated their self

evaluations with grief scores (taken from structured clinical interviews of 30 grief 

symptoms). They found that positive behavioural self-evaluations and patients' 

descriptions of self-efficacy (a specific type of coded self-evaluation) predictcd lower grief 

levels. Bauer and Bonanno (2001 a) in the same sample examined ratios of positive to 

negative self-evaluations. They found that participants reporting an optimal ratio of 

positive to negative self evaluations (approximately 5: 1) reported lower levels of grief 

symptomatology, as did those participants that evaluated their own behaviours rather than 

their own character. 

Other studies have utilised qualitative methods in order to explore cognitive 

processes in greater detail, such as the cognitive process of 'making meaning out of a loss' 

(Pennebaker, Zech & Rime, 2001; Neimeyer, 2000; Davis, Wortman, Lehman & Silver, 

2000; Gamino, Hogan & Sewell, 2002; Davis & Nolen-Hoeksema, 2001; Kaunonen, 

Tarkka, Paunonen & Laippala, 1999; Hogan & DeSantis, 1992; Currie, Holland & 

Neimeyer, 2006; Neimeyer, Baldwin and Giles, 2006; Danforth and Glass, 2001). Whilst 

these studies are very interesting and offer an important contribution to cognitive 

processes, they will not be included here since 'meaning making' will not be examined nor 

will this study use qualitative methods to analyse the data. It is also perhaps important to 
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emphasise that although there is extensive literature on how writing and disclosure are 

beneficial for mental and physical health (Cameron & Nicholls, 1998; Harber & 

Pennebaker, 1992; King & Miner, 2000; Pennebaker, 1997a, 1997b; Pennebaker, Bager & 

Tiebout, 1986; Pennebaker & Beall, 1986; Pennebaker & O'Heeron, 1984; Pennebaker, 

Kiecolt-Glaser & Glaser, 1988) this study is not concerned with the benefits of narrative 

writing (studies conducted by Murray, Lamin & Carver, 1989; Murray and Segal, 1994, 

did not find the relationship between disclosure and health improvements). Further 

infonnation on these aspects of narratives can be found in Stroebe, Schut and Stroebe 

(2006), who wrote a detailed exploration about who benefits from disclosure, and offers a 

detailed empirical review of studies conducted so far. They propose an integrative model 

to help explain which individual differences play an important role as well as emphasising 

methodological discrepancies between studies. The benefits of narrative writing and other 

studies mentioned above will therefore not be reviewed in this chapter since they did not 

concentrate specifically on cognitive or emotional changes. 

Having described seven key studies that have looked into cognitive processes in 

trauma and grief narratives I will now move on to reviewing the literature on emotional 

processes. 

6.1.3. The emotional processes in grief narratives 

There are currently four studies that have examined emotional processes. The first 

study by Bonanno and Keltner (1997) studied conjugal loss in bereaved individuals that 

occurred three and six months prior to testing (this study is also mentioned in Chapter 4 on 

mental regulation). Their aim was to investigate if bereavement course could be predicted 

by facial emotional expression at 6 months post loss. The key finding was that negative 

facial expressions (mainly anger and contempt) at 6 months were correlated with grief 

severity over time whilst expression of positive emotions at 6 months (mainly amusement) 

was a predictor of decreased grief. 

The second study was conducted by Maercker et a1. (1998) and investigated 44 

conjugally bereaved individuals six and twelve months post loss. The interviews were 

transcribed then coded according to Ericson's (1982) psychosocial theory of crises across 

the lifespan. They found that Ericsonian themes did not predict grief at 14 months. 

However, after collapsing these themes into positive and negative categories, they found 

that, during the two interviews, participants expressed more positive than negative themes 
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and more positive emotions. These themes were significantly and inversely related to grief 

symptoms at six months post-loss. 

The third study, already described under the cognitive processes section, was 

conducted by Pennebaker et al. (1997). They expected that strong use of negative 

emotions during interviews would be associated with better mental health, based on a prior 

assumption that inhibition of negative feelings and thoughts leads to psychological distress 

(Pennebaker, 1989). Pennebaker et al. (1997) found that the use of positive emotion words 

increased from the first to the second interview but that participants utilised the same mean 

number of negative emotion words. Although these findings are inconclusive, the authors 

concluded that results did not support their original hypothesis that negative emotions are 

more beneficial for mental and physical health than positive emotions. 

The fourth study was reported by Carter (1989) who interviewed 30 bereaved 

individuals about their losses and from these defined nine core themes associated with 

grief. Five core themes were: Being stopped; Hurting (sadness and pain were included 

here); Missing (included loneliness); Holding (included love); and Seeking (included 

descriptions of receiving comfort, searching for help, and asking why the loss occurred). 

Three meta-themes included Change, Expectations and Inexpressibility and the final theme 

coded the Personal History of the participant. Unfortunately these themes were never 

applied in subsequent studies since the methodology was not sufficiently well described for 

replication. 

Having reviewed the carefully selected literature on cognitive and emotional 

processes in narratives of grief and/or trauma what is striking is the variety of 

methodologies used as well as aims pursued. Many of the studies did not have a control 

group or they used only conjugally bereaved individuals. There are many differences in 

recording methodologies. Only Foa et at. (1995) and van Minnen et at. (2002) used the 

same coding techniques as each other, but they focused on PTSD patients only. Halligan 

et al. (2003) used two measures of disorganization based on expert ratings of repetition, 

non-consecutive chunks, confusion global coherence rating and for dissociation. Boc1en et 

al. (2003) used a newly designed self-report measure of grief cognitions, Pennebaker et at. 

(1997) used content analysis of interviews and they also viewed insight and causal 

language as a sign of cognitive change, whilst Bauer and Bonanno (2001 a; 2001 b) used 

analyses of participants evaluations of themselves. Emotional processes were also 

examined by Pennebaker et al. (1997) looking at the use of positive and negative emotions. 

Bonanno and Keltner (1997) examined facial emotional expression and Macrcker et at. 

(I 998) coded interviews according to the Ericson theory of crises. Considering this lack of 
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consensus between studies and the vast methodological discrepancies, it was decided to 

use the Foa et al. coding scheme since it directly answers the question of interest and it is 

the only method that has been replicated (and extended) by van Minnen et al. (2002). 

6.1.4. Summary and overview of the proposed study 

The literature on narratives in trauma and grief shows that narratives are an 

important means of exploration of feelings and thoughts. This study will extend previous 

studies by looking at narratives in individuals with and without CG. Currently, to my 

knowledge, there are no studies that have examined grief narratives in CO and non-CG 

individuals. The aim is to examine cohesiveness of narratives by looking at levels of 

disorganization and fragmentation in both grief-related and non-grief related negative 

narrative accounts. It was hypothesised that individuals with a CG diagnosis would have 

higher levels of disorganization and fragmentation compared to individuals without a CG 

diagnosis and that these would be more marked for the bereavement-related narratives. 

6.2. Method 

The present study is a content analysis of written narratives. Content analysis 

involves deriving codes following qualitatively grounded theory methods, or approaching a 

text with pre-existing codes. Deriving codes following grounded theory involves open

coding in which text is read line by line. According to Glaser and Straus (1967) when 

researchers are using grounded theory they do not set out to address specific hypotheses; 

however it is acknowledged that most researchers approach data with a priori ideas of what 

they might find in the data. Other types of content analyses are more quantitative since 

they aim to address specific hypotheses and utilize statistical tools in order to generate 

frequencies of coded themes. This study employs quantitative content analysis using pre

existing codes that have been devised and used by Foa et al. (1995). According to Flick 

(1988) content analysis involves specifying an exact unit of analysis, deriving coding 

categories from previous models and then deriving categories from empirical data. The 

advantage is that the analysis becomes systematic and descriptive; whilst the disadvantage 

is that the analysis is restricted to textual materials and, as with all non-experimental 

research methods, using cross-sectional designs, it is impossible to address causality 

(Giles, 2002). 
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6.2.1. Participants 

The 'experimental sample' of participants is described in Chapter 3 (section 3.1.4.) 

and the details about the participants who took part in the narrative study are described in 

Appendix 6 (A.6.2.1.). Tables A.6.2.1.a. and A.6.2.1.b. and A.6.2.1.c. show the 

demographic, bereavement-related and verbal fluency data of these slightly smaller 

samples that completed the narrative accounts (12 and 17 participants in the two groups). 

6.2.2. Measures and materials 

6.2.2.1. Narrative accounts (NA; Foa, Molnar & Cashman, 1995). 

Participants were asked to write a narrative account of their bereavement and a 

matched negative event. They were given detailed instructions as to how to write their 

account (see Supplementary Materials 6; for the English version A.6.2.2.1.a. and for the 

Croatian version A.6.2.2.1.b.). Narratives were divided into utterance units. Foa et al 

(1995, p. 681) describes these as "a clause containing only one thought, action, or speech 

utterance, i.e. 'I know he is going to kill me '''. For detailed coding information please see 

Supplementary Materials 6; for the English version A.6.2.2.1.c. and for the Croatian 

version A.6.2.2.1.d. There are 17 possible coding descriptions. For example, the first part 

coding description is repetition and it is explained that repetition is the most important 

code in this analysis since 'repetition is thought to be the most direct index of 

fragmentation, and therefore this category was assigned the highest priority. An utterance 

was considered to be a repetition when it was repeated more than once within five lines.' 

6.2.3. Procedure 

The procedure was as described in Chapter 3 (section 3.1.3.). 

6.2.4. Transcriptions 

Participants wrote their narratives, between the 2 testing sessions (see Chapter 3, 

section 3.1.3.). All narratives were then typed for the purposes of coding. Careful 

attention was paid to spacing and punctuation. Narratives were not translated to English in 

order not to lose some important meaning during the translation procedure. Therefore 
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raters were two Croatian females, the 1 st rater was 55 years old and their occupation is 

primary school teacher (examined 30% of the narratives) and the 2nd was 27 working as a 

medical nurse (examined 100% ofthe narratives). These raters were given coding sheets 

with definitions of each code (see Supplementary Materials 6; for the English version 

A.6.2.2.1.c. and for the Croatian version A.6.2.2.1.d.) and they had to read the narratives, 

divide it into utterance units and code these units in accordance with the coding supplied 

and mark their coding on a separate sheet. Raters were blind to author's previous codings 

and utterance division, although special care was taken to make sure that the raters 

understood the meaning of narrative utterance units and that they understood what each 

code was looking for and one narrative was done as a practice to make sure that they 

understood the task. 

6.3. Results 

The narratives were completed by 12 non-CO and 17 CO participants. 

Demographic data for these narrative subgroups are reported in Appendix 6 (A.6.2.1.). 

There were no significant differences across groups. As expected there were significant 

differences across groups on all self-report scales and subscales of grief. The sample 

compositions are therefore similar to those for the fuller 'experimental sample' described 

in Chapter 3. 

Regarding coding of narratives, firstly my coding scores and the scores of the third 

rater were entered into SPSS by checking whether the utterance chosen was the same and 

whether the same rating was applied. Ifin agreement then a score of 1 is given and ifin 

disagreement a score of 0 was given. The inter-rater agreement between my coding and 

the 3rd rater's coding was assessed by calculating a Kappa coefficient and percentage 

agreement. The overall accuracy of agreement was 85% with a Kappa coefficient of 0.76, 

indicating very good agreement. 

6.3.1. Narrative length 

Mean numbers of words for the OriefNarrative (ON), Negative Narrative (NN) and 

Grief & Negative Narrative together (GNN) are presented in Table 6.3.1.d. Group 

differences were calculated using independent samples t-tests. There were no significant 

group differences on any of the variables. However, there was a trend towards significance 

for the Negative Narrative (NN) with narratives from the CO group being shorter than 

those from non-CO group. 
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Table 6.3.1.d. Length of narrative data (number of words) across two groups 

non-CG (n = 12) CG (n = 17) 

Variable M SD M SD Test statistic P 

Grief Narrative 341.08 176.81 334.76 205.62 t(27) = 0.09 .93 

Negative Narrative 389.17 202.64 258.35 154.61 t(27) = 1.97 .06 

Grief & Negative Narrative 730.25 353.14 593.12 333.66 t(27) = 1.06 .30 

6.3.1.1. Data Reduction 

Once all data were coded, further combinations of the coding categories and data 

reduction were conducted. Following Foa et a1. (1995, p. 684) "Due to the large number of 

categories and to the small number of utterances in some, categories that were judged to 

belong to the same construct were combined, forming three category groups: (1) 

fragmentation, (2) thoughts and feelings, and (3) actions and dialogues. Fragmentation 

was conceptualised as lack of flow in the narrative; it consisted of repetitions, unfinished 

thoughts and speech fillers. The thoughts and feelings category was comprised of 

utterances which reflected internal, nonobservable events. It included organised thoughts, 

disorganised thoughts, desperate thoughts, unfinished thoughts, and negative feelings. 

Actions and dialogues of the victims and the perpetrator were combined, representing, 

overt, observable events. In addition to these three category groups, the organised thoughts 

category was analysed separately because it was taken as an index of effort to process or 

understand the meaning of the traumatic event." Further coding details with detailed 

descriptions of each coding category can be found in the Appendix A.6.3.1.1. 

The following analyses and tables will contain descriptive details of the original 

categories (17) and the combined categories (4). 

6.3.2. Narrative accounts of bereavement 

Table 6.3.2. shows the Grief Narrative (GN) descriptive data for the original 

categories and combined categories. Group differences for the combined categories were 

calculated using independent samples t-tests. There was a trend for the CG group to have 

fewer organized thoughts. There was a significant group difference for "thoughts/feelings" 

showing that CG group had fewer "thoughts/feelings" than the non-CG group. 
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Table 6.3.2. Descriptive statistics for the original utterances/categories (17) and combined 

categories (4) for the narrative account of bereavement across the two groups. 

non-CG GROUP CGGROUP 

(n = 12) (n = 17) 

. Variable M S.D. M S.D. Test statistic p 

I - Repetition 7.58 6.33 10.12 12.38 

2 - Desperate thoughts 3.67 2.74 2.76 3.70 

3 - Disorganised thoughts 0.83 1.40 1.88 2.99 

4 - Organised thoughts 2.33 2.23 1.12 1.54 

5 - Unfinished thoughts 4.00 6.22 1.41 1.62 

6 - Negative feelings 6.00 3.72 4.94 3.15 

7 - Positive feelings 1.25 1.91 1.00 1.41 

8 - Sensations 0.75 1.76 1.06 1.43 

9 - Mental imagery 0.58 0.79 1.35 2.12 

10 - Action "I" 1.50 2.61 1.00 1.22 

11 - Action "dead person" 1.67 2.15 1.00 1.87 

12 - Action "live person" 1.00 1.04 1.00 1.50 

13 - Dialogue "I" 0.83 1.59 0.70 1.96 

14 - Dialogue "dead person" 0.50 0.90 0.12 0.33 

15 - Dialogue "live person" 0.67 0.98 0.76 2.66 

16 - Speech fiBers 0.00 0.00 0.06 0.24 

17 - Details 10.75 5.06 9.88 8.64 

Organized thoughts 2.33 2.22 1.12 1.54 t(27) = 1.74 .09 

Thoughts/feelings 16.83 9.06 12.12 7.64 t(27) = 1.52 .03 

Action! dialogues 6.17 6.52 4.59 6.31 t(27) = 0.65 .52 

Fragmentation 11.58 9.70 11.59 12.42 t(27) c: 0,01 .99 

6.3.3. Narrative accounts of another negative event (non-grief related) 

Table 6.3.3. shows the Negative Narrative (NN) descriptive data for the original 

categories and combined categories. For the combined categories there was a trend towards 

significance for "thoughts/feelings" and "organized thoughts" showing that the CO group 

tended to produce fewer "thoughts/feelings and organized thoughts" than the non-CO 

group. Since there was a trend for groups to differ on negative narrative length (P = .06), 

the above analyses were repeated with narrative length covaried. The results showed that 

there were no significant group differences between CO and non-CO group for organized 

thoughts, thoughts/feelings, actions/dialogues, and fragmentation, Fs < 1. 
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Table 6.3.3. Descriptive statistics for the original utterances/categories (17) and combined 

categories (4) for the narrative account of negative event other than the death across the 

two groups. 

non-CG GROUP CGGROUP 

(n .. 12) (n .. 17) 

• Variable M S.D. M S.D. Test statistic p 

1 - Repetition 6.58 7.23 6.35 7.31 

2 - Desperate thoughts 3.83 3.32 1.88 1.54 

3 - Disorganised thoughts 1.42 1.73 1.18 1.84 

4 - Organised thoughts 3.33 3.39 1.18 1.70 

5 - Unfinished thoughts 6.33 14.70 0.59 1.06 

6 - Negative feelings 5.67 3.65 3.47 3.37 

7 - Positive feelings 2.50 3.45 1.23 1.20 

8 - Sensations 0.92 0.90 0.70 0.98 

9 - Mental imagery 0.50 0.67 0.35 0.61 

10 - Action "I" 1.25 1.54 1.65 2.03 

II - Action "dead person" 0.00 0.00 0.12 0.48 

12 - Action "live person" 1.50 2.15 1.23 1.79 

13 - Dialogue "I" 0.17 0.39 0.47 1.18 

14 - Dialogue "dead person" 0.00 0.00 0.00 0.00 

15 - Dialogue "live person" 0.67 1.23 0.88 1.49 

16 - Speech fillers 0.25 0.62 0.00 0.00 

17 - Details 10.83 7.94 8.35 5.97 

Organized thoughts 3.33 3.39 1.18 1.70 t( I 5')" 2.26 .06 

Thoughts/fcclings 20.58 20.65 8.29 5.86 t(12")" 2.00 .07 

Action/dialogues 3.58 3.87 4.35 5.41 t(27) .. 0.42 .68 

Fragmentation 13.17 16.44 6.94 7.41 1(14")-1.38 .83 

Note: I df is lower than 27 because "equal variances were not assumed" 

6.3.4. Narrative accounts (bereavement and negative) analysed together 

I next looked at whether the patterns of group differences were different for grief

related and negative narratives. Table 6.3.4. shows the Oriefand Negative Narrative 

combined (ONN) descriptive data for the original categories and combined categories. 

There were a significant group differences for "organized thoughts" and 

"thoughts/feelings" showing that the CO group expressed fewer "organized thoughts" and 

"thoughts/feelings" than the non-CO group. A Oroup (non-CO vs. CO) by Narrative 

(griefvs. negative) mixed-model ANCOVAs were carried out for the 4 combined codings 

with mean length of the 2 narratives covaried. The results showed that there were no 

significant differences between the CO and non-CO groups for organized thoughts, 

thoughts/feelings, actions/dialogues, or fragmentation, Fs < 1. There was no significant 
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main effect of Narrative and there was no significant interaction of Oro up x Narratives, Fs 

< 1, Ps > 1. 

Table 6.3.4. Descriptive statistics for the original utterances/categories (17) and combined 

categories (4) for the narrative accounts of grief and another negative events combined 

together across the two groups. 

non-CG GROUP CGGROUP 

(n = 12) (n .. 17) 

Variable M S.D. M S.D. Test statistic P 

1 - Repetition 14.17 10.95 16.47 17.01 

2 - Desperate thoughts 7.50 5.58 4.65 4.58 

3 - Disorganised thoughts 2.25 2.37 3.06 4.11 

4 - Organised thoughts 5.67 4.35 2.29 3.12 

5 - Unfinished thoughts 10.33 18.65 2.00 2.37 

6 - Negative feelings 11.67 6.50 8.41 4.97 

7 - Positive feelings 3.75 4.31 2.23 1.89 

8 - Sensations 1.67 2.42 1.76 2.02 

9 - Mental imagery 1.08 1.16 1.70 2.49 

10- Action "I" 2.75 3.98 2.65 2.26 

II - Action "dead person" 1.67 2.15 1.12 2.23 

12 - Action "live person" 2.50 2.11 2.23 2.77 

13 - Dialogue "I" 1.00 1.70 1.18 2.74 

14 - Dialogue "dead person" 0.50 0.90 0.12 0.33 

IS - Dialogue "live person" 1.33 2.10 1.65 3.85 

16 - Speech fi Bers 0.25 0.62 0.06 0.24 

17 - Details 21.58 12.29 18.23 12.59 

Organized thoughts 5.67 4.35 2.29 3.12 t(27)" 2.44 .02 
Thoughts/feelings 37.42 27.97 20.41 11.28 t(27) .. 2.27 .03 

Action/dialogues 9.75 9.96 8.94 9.51 t(27)" 0.22 .83 
Fragmentation 24.75 23.66 18.53 17.01 t(27) .. 0.82 .42 

6.4. Discussion 

6.4.1. Summary of the main results 

In the study reported in this chapter we examined the narratives of CO and non-CO 

individuals for their bereavement and for another negative event. These narratives were 

produced between the two testing sessions (see Chapter 3 for the Procedure) and 

participants had one week to complete the narratives. The aim of the study was to observe 

cognitive and emotional patterns within the narratives, with the intention of gaining an 
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understanding of the nature ofCG as well as the experiences of participants, whilst also 

searching for the significant levels of fragmentation and disorganization that have been 

observed in PTSD patients. Exploring these narrative accounts entailed applying Foa et 

al.'s (1995) coding scheme and tallying frequencies of the relevant events. 

As predicted, the non-CG group tended to have more "organised thoughts" than the 

CO group for their bereavement narratives. However, what was not expected was that the 

non-CG group also had more "thoughts/feelings" than the CG group. This category was 

comprised of utterances which reflected internal, nonobservable events (it included 

organised thoughts, disorganised thoughts, desperate thoughts, unfinished thoughts and 

negative feelings). Interestingly, these group differences were similar for both the 

bereavement and negative narratives. However, the effect for the negative narratives 

disappeared once narrative length was covaried. 

6.4.2. Interpretations, implications and limitations of the results 

The finding of more thoughts and feelings in the non-CG group goes against much 

of the research in the CO literature linking the condition to greater distress and more 

predominant negative cognitions (for example, see the data in the present thesis on distress 

to intrusions (Chapter 5) and post-traumatic cognitions (Chapter 7). 

One possible account is that because bereaved participants without a CO diagnosis 

differ in the ways in which they speak ofthcir emotional and cognitive states (i.e. they are 

more expressive and/or articulate, with fewer disorganised thoughts) they are able to fully 

articulate their thoughts and feelings whilst participants with a CG diagnosis are 

emotionally and cognitively less expressive. A second possibility is that the CG group 

strategically avoided expression ofthoughts and feelings. A third possibility concerns 

potential differences in narrative production strategy. Since participants had a whole week 

to write their narratives, it is possible that the CG group produced theirs in snippets, i.e. 

over a few days, which could possibly affect the cognitive and emotional content of the 

writing. Finally, these potential processes could have interacted. For example, we know 

from the thought suppression study reported in Chapter 4 that CG participants' experience 

more distress than their non-CG peers when trying to suppress. If they were trying to 

suppress negative content when constructing the narratives, this may have led to 'stop and 

start' narrative production over the week, leading to more disorganised scripts. 

This study also suggests that there is scope for further examination of grief 

narratives using established coding schemes and examining change over time. A recent 
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study conducted on motor vehicle trauma narratives by Jones, Harvey and Brewin (2007) 

at 1 week, 6 weeks and 3 months post trauma found that narratives were less coherent and 

contained dissociated components at weeks one and six but by 3 months, the narratives had 

more repetition, more non-consecutive chunks and more sensory components and these 

predicted PTSD severity. Jones at at. (2007, p. 151) highlighted that "results suggest both 

a strong concurrent and predictive relationship between narrative disorganization and 

ASDIPTSD but that as people recover from ASD/PTSD, their narratives do not necessarily 

become less organised". There is therefore scope to examine change in narratives of 

bereavement across time, both within and without treatment, and their predictive utility 

regarding onset and course ofCG. 

Regarding methodology, there is scope for narratives to be explored in a more 

qualitative fashion, looking for themes that might mirror CG symptomatology. 

Alternatively, such analysis may uncover entirely new themes or confirm previous ones 

from the literature. Content analysis has been known to disallow coding overlap in order 

to make quantification, standardization and replicability more straightforward. 

Furthermore, as suggested by Neimeyer and Hogan (2001) and Stroebe et al. (2006), any 

narrative research in the future should ideally utilise hybrid methods (combined use of 

quantitative and qualitative methodology) which would allow greater depth of exploration 

as well as more clearly defined methodology for this area of research. As the first study to 

apply Foa et al. 's (1995) methodology previously used on PTSD patients, to bereaved 

popUlation either diagnosed with or without CG, it informs future work regarding the 

importance of organised thoughts in narratives. This in essence is one step towards 

explorative evidence that CG is conceptually similar to PTSD and further research in this 

direction could contribute towards answering the question as to whether PTSD and CG are 

meaningfully distinct disorders (e.g. Dalgleish & Power, 2004; Stroebc, Schut & 

Finkebauer,2001). Finally, an interesting aspect of the present data was the comparability 

of narratives about the bereavement and about another negative event in the CG and non

CG groups. Future research would benefit from including narratives of neutral and 

positive events as a means of examining whether group differences concerning 

thoughts/feelings and levels of disorganization are a function of all narratives or just 

negative ones. 

As with the diary study of intrusions reported in Chapter 5, it seems likely that 

statistical power was as issue in the present study. For example, the key finding regarding 

organization of thoughts would likely have reached conventional statistical significance 
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with a larger sample. This general question of power is revisited in the final discussion 

chapter of the thesis. 
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CHAPTER 7 

Study 4: Cognitive biases of reasoning and thinking in CG 

Part of every misery is, so to speak, the misery's shadow or reflection: 
The fact that you don't merely suffer but have to keep on thinking about the fact that you suffer. 

I not only live each endless day thinking in griet but live each day thinking about living each day in grief 
c.s. Lewis. 

7.1. Aim 

This chapter explores to what extent the processes that drive reasoning and other 

thinking styles are biased in participants with a diagnosis of CG compared to those not 

diagnosed with CO. The chapter examines self-report data on counterfactual thinking, 

jUdgements of risk, attributional style, posttraumatic cognitions, depressive states and 

rumination style. I will start by briefly defining each of the above concepts focusing 

primarily on CO and pathological grief research. In the absence of such research, the key 

PTSD literature and relevant parts of the depression literature will be reviewed. 

7.1.1. Introduction 

Whenever we attempt to make sense, understand or predict the world around us 

(Kahneman et al. 1982) we impose various reasoning and thinking biases that are generally 

functional. However for individuals with emotional disorders such as PTSD or depression, 

there is a wealth of evidence that such biases are often heavily skewed in favour of 

negative information or outcomes and are dysfunctional. This chapter will examine the 

extent to which these biased processes of reasoning and thinking in PTSD and depression 

are relevant to individuals diagnosed with CO. The chapter will explore counterfactual 

thinking, judgement of risk, attributional style, posttraumatic cognitions, depressive states, 

rumination and dissociation. 

7.1.2. Counterfactual Thinking 

Counterfactual thinking (CFT) consists of generating alternative outcomes to past 

events (Goodman, 1983) in the form of "what ifs" or "if only's" ("if only I had not worked 
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late, I would not have been mugged"; see Roese, 1997 for a detailed review}. According to 

Roese (1997), CFT has a function of preparing the individual for similar events in the 

future and people are more likely to generate counterfactual thoughts when experiencing 

negative life events. This in tum influences their judgement (Galinsky & Moskowitz, 

2000; Wells & Gavanski, 1989), attributions of responsibility and self blame (Davise et aI., 

1996), and emotion (Niedenthal, Tagney & Gavansky, 1994; Roese, 1997). In addition to 

this preparatory function (Roese, 1997), Janoff-Bulman (1992) claims that another function 

of CFT is maintenance or rebuilding of an individual's sense of control over the world (Le. 

the world is coded as controllable and levels of self-efficacy are restored; Bandura, 1977). 

Similarly, Davis and Lehman (1995) suggested that in the bereaved the functions of CF 

thinking may give an individual a sense of control and aid in the construction of meaning. 

An intuitive assumption may be that following negative life events or traumas 

individuals would reflect on how things could have been worse (downward CFT) 

(Dalgleish,2004). However, the majority of the research findings indicate the opposite. 

Roese (1994) offers evidence that after experiencing negative events CFT is focused on 

how things could have been better (upward CFT). This upward CFT appears to have 

dysfunctional characteristics with individuals reporting worse mood (Markman, Gavanski, 

Sherman & McMullen, 1993; Medvec, Madey & Gilovic, 1995; Roese, 1994, 1997; 

Shearman & McConnell, 1995). A key research paper on CFT after traumatic events by 

Davis, Lehman, Wortman, Silver and Thompson (1995) reported two studies that 

examined participants who either lost their spouse or child in a motor vehicle accident or 

lost an infant to Sudden Infant Death Syndrome. They found that CFT was mostly upward 

and self-focused and more frequent upward, self-referent CFT was associated with greater 

levels of post-traumatic distress. Dunmore, Clark and Ehlers (1999; 2001) examined this 

association in participants who were victims of assault or rape and found similar results 

(although they only asked about upward CFT and whether CFT was self-referent or other

referent). Dalgleish (2004) also conducted four studies on trauma survivors and reported 

three key findings. The first was again that participants showed a strong tendency towards 

generating self-referent upward CFT's concerning their trauma. The second was that this 

self-referent CFT bias was present even when the individual's objective assessments 

suggested that they were not liable for the trauma and where survivors blamed a third party 

(study 2). The final key finding was that the self-referent CFT bias generalised to other 

non-autobiographical, uncontrollable traumas, compared to CFT that was generated by 

never-traumatised controls indicating that the experience of trauma has negative effects on 

basic cognitive processing that extends beyond the original trauma material. However 
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Dalgleish (2004) also found that the nature of the dominant (upward) CFT was unrelated to 

frequency levels of self-reported PTSD (Studies 1 and 3b) or clinical interview PTSD 

caseness (Study 2), thus not supporting the findings of Davis et a1. (1995). 

Considering that self-referent CFT is prevalent after negative events this study aims 

to replicate these findings. The study by Davis et a1. (1995) is the only study specifically 

examining CFT in bereaved individuals. To my knowledge, there are no studies on 

individuals with CO and therefore it was of interest to explore this. It was hypothesised 

that participants with a CO diagnosis would report more counterfactual thoughts and that 

these thoughts would be more frequently upward and self-referent, compared to those of 

non-CO participants. Dalgleish (2004) highlighted the possibility that the frequency of 

upward CFT as well as its intrusiveness, rather than the content of CFT, is what relates to 

symptomatology. Furthermore if Davis et a1.'s (1995) proposed distress-driven cognitive 

process model is accurate then the counterfactuals of those in CO group may be more 

frequent than in the non-CO group. Therefore it was also hypothesised that the overall 

frequency of CFT and distress levels would be higher in the CO group. 

7.1.3. Judgement of Risk (JoR) 

Judgment of risk, is an important aspect of reasoning. It involves making 

judgements about uncertain events and predicting the likelihood of future events 

( expectancies). Therefore making judgements and predicting the likelihood of future 

events is likely to play an important role in the maintenance of disorders (Kirsch, 1997, 

1999). The cognitive psychology literature is well established in indicating that judgments 

of uncertainty, including expectancies, are commonly biased in everyone (i.e. clinical and 

non clinical populations) by the use of heuristic rules (useful rulcs of thumb - influenced 

by what easily comes to mind and by what is seen as typical) (Kahneman et al 1982; 

Tversky and Kahneman, 1973, 1974; Kahneman and Tversky, 2000). Similarly, cognitive 

models of emotional disorder (Beck, 1976; Clark 1986, 1988; Clark et a1. 1989) emphasise 

the importance of how people make predictions about the future in the onset and 

maintenance of psychological disorders. 

In this regard, there is evidence that anxious and depressed individuals differ from 

controls in that they give higher estimates of the likelihood of negative events happening to 

themselves (Butler & Matthews, 1983; Kaney et aI., 1997; MacCleod & Cropley, 1995; 

Pyszcynski et a1. 1987). It has been suggested by Butler and Mathews (1987, p. 583-583) 

that one possible reason is availability " ... because memories of threatening events 
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associated with anxiety are presumed to be organised and stored together in long-term 

memory (Matthews and MacLeod, 1985). When an individual becomes anxious again, this 

material should be relatively easy to bring to mind (Bower, 1981) and may therefore 

influence estimates of the future likelihood of self-related unpleasant events. Ratings of 

similar events occurring to other people are likely to be less inflated by anxious mood 

because there may be relatively little information about such events encoded in memory, 

and any such information should be less strongly associated with anxiety". 

According to Harvey, Watkins, Mansell and Shafran (2004) this availability 

heuristic operates in the same way across patients with panic disorders, GAD and 

depression as well as in non - patient controls. Similarly, in the trauma literature, Warda 

and Bryant (1998) found that patients with ASD have elevated expectancies for negative 

events happening to them compared to controls. 

The focus of the present study was to explore the likelihood of estimations in 

individuals with and without a diagnosis of CG. A measure was devised to measure such 

estimations for negative events by Dalgleish, Moradi, Taghavi, Neshat-Doost, Yule and 

Canterbury (2000) and used with children. This showed promising reliability and validity 

and the measure was further adapted for this study in order to reflect common negative 

situations of concern to bereaved people (e.g. death, illness and accidents). The items were 

divided according to reference (self - happening to the participant; other-unknown

happening to an unknown individual; other-close - happening to a person close to the 

participant). Another aspect of these items likely to map closely onto the concerns of the 

bereaved individuals was also examined and that was whether there was a likelihood of the 

event being fatal or not. 

To my knowledge, there are no studies that have looked at likelihood estimation in 

CG. It was hypothesised that participants with CG would report self-referent threat events 

as more likely, compared to non-CO participants. We may possibly observe this same bias 

for estimation of events happening to those who were close to them (family, friends and 

neighbours) and for those events deemed as fatal, as opposed to non-fatal, compared to 

non-CO participants. 

7.1.4. Attributional Style (AS) 

After certain events happen to people they tend to seek and form explanations as to 

why good or bad events have happened to them by attributing the outcome to particular 

causes. When individuals explain why a particular event happened their attributions can be 

7.4 



Chapter 7: Thinking styles 

examined across three dimensions: (1) the degree to which the cause is internal or external 

(caused by the individual vs. the environment); (2) the degree to which the cause is stable 

or transient (the cause is not likely to change vs. is a one off occurrence); (3) the degree to 

which the cause is global or local (relevant to many situations vs. specific to that particular 

event only). 

Taylor and Brown (1988) propose that individuals generally have a self-serving 

bias and attribute negative events to external, transient and local causes (e.g. "it is not my 

fault that I fell down, the floor was slippery") whereas positive events tend to be attributed 

to internal, stable and global causes (e.g. "I am intelligent"). The opposite of a self-serving 

bias is a pessimistic attributional style (e.g. failing an exam is attributed to stupidity, while 

success is attributed to luck since the exam was easy). 

Pessimistic attributional style is associated with hopelessness and reduced 

motivation in patients with major depression (Abramson et aI., 1978; Sweeney et aI., 1986; 

Seligman et aI., 1988; Heimberg et aI., 1989; Abramson et aI., 1989b; Robin & Hayes, 

1995; Joiner 2001). Attributional style is usually measured by using the Attributional Style 

Questionnaire (ASQ - for more details see Chapter 2, section, 2.6.6.). This measures the 

internal/external, stable/transient and global/local causes of hypothetical positive and 

negative scenarios (Peterson et aI., 1982). Using the ASQ studies have not always 

controlled for depression and not adapted the ASQ to investigate attribution for disorder

relevant concerns. This may be one of the reasons why, according to Riskind ct a1. (1989), 

patients with OAD are not as pessimistic as those with depression or why there are no 

differences between PTSD and non-PTSD patients in some studies (e.g. Fasetti & Resick, 

1995). However, Mikulciner and Solomon (1988) found that soldiers with a combat stress 

reaction attributed bad events to more stable and uncontrollable causes and that these were 

associated with more intense symptoms of combat stress. Coles et a1. (2001) suggests that 

examining attributions for the specific concerns of each disorder might uncover a bias in 

attributional style. 

The present study used the ASQ to examine attributional style in CO. It was 

hypothesised that participants with a CO diagnosis would have a more negative, internal 

and uncontrollable attributional style, compared to non-CO participants. 

7.1.5. Posttraumatic Cognitions 

A number of theories of posttraumatic stress claim that traumatic events can 

produce changes in a person's thoughts and beliefs and it is those changes or biases that 
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end up having the most marked effect on that person's psychological response to such 

events (e.g. Ehlers et aI, 1988; Foa & Rothbaum, 1998; Janoff-Bulman, 1992; Resick & 

Schnike, 1992; Salkovis & Clark, 1990). These theoretical proposals have been broadly 

supported by the research literature and it is now widely established that post-trauma 

cognitions are generally negative and dysfunctional and contribute to the onset and 

maintenance ofpsychologieal disorders. To illustrate, Kolts, Robinson and Tracy (2003) 

examined posttraumatic cognitions in a sample of 156 college students with a history of 

trauma and found significant relationships between PTSD symptoms and negative 

posttraumatic beliefs about the self and the world (even after controlling for depressive 

symptoms). Bryant and Guthrie (2005) tested the hypothesis that catastrophic appraisals 

are a risk factor for the development ofPTSD symptoms using 82 trainee fire-fighters 

assessed before any trauma exposure, of whom 68 were reassessed after trauma exposure. 

They concluded that posttraumatic stress was predicted by pre-trauma catastrophic 

thinking (24% of the variance). Whiting and Bryant (2007) also looked at negative 

cognitions and expressed anger in 51 trauma- exposed individuals and found that anger 

expression was associated with maladaptive appraisals about oneself, daily hassles, and 

self-blame. Finally, O'Donnell, Elliot, Wolfgang and Creamer (2007) examined the 

relationship between the development of PTSD symptoms and posttaumatic appraisals in 

253 injury survivors across a 12-month period and found that posttraumatic appraisals 

were important predictors oflater PTSD severity. 

Foa, Ehlers, Clark, Tolin and Orsillo (1999) decided to standardise the 

examinations of such cognitions and developed the Posttraumatic Cognitions Inventory 

(PTCI). This measure is described in detail in Chapter 2; section 2.5.2. It has good 

internal and test-retest reliability and is divided into: (a) Negative Cognitions About Self, 

(b) Negative Cognitions About the World, and (c) Self-Blame. The PTCI is able to 

discriminate between individuals with and without PTSD and is correlated with measures 

ofPTSD severity, depression and anxiety which additionally confirm its validity. 

Negative cognitions also seem to playa core role in the onset and maintenance of 

problems after berevament. To assess this, Boelen and Lensvelt-Mulders (2005) devised 

the Grief Cognitions Questionnaire (GCQ) which was validated on 521 bereaved people. 

The GCQ represents 9 categories of cognitions that assess negative thinking after 

bereavement. Boelen, van den Bout and van den Hout (2006) longitudinally examined 

negative cognitions (about the self, life, the future and grief reactions), symptoms ofCG, 

depression and avoidance in 97 bereaved individuals using the GCQ. They found that 

negative cognitions were significantly related to CG symptoms. On the basis of these data 
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(and others) Boe1en, van den Hout and van den Bout (2006) introduced their cognitive

behavioural model of CO described in Chapter 1. 

This study sought to extend findings by Foa et al. (1999) and other researchers 

using the PTCI to examine whether individuals with CO would report more dysfunctional 

posttraumatic cognitions compared to non-CO participants. This study did not use the self

report measure of cognitions specifically devised for grief (OCQ; Boelen & Lensvelt

Mulders, 2005) as this measure was not available at study onset. 

7.1.6. Self-evaluations 

The mood state hypothesis (Persons & Miranda, 1992) and the differential 

activation hypothesis (Teasdale, 1983, 1988) view differences in thinking patterns whilst 

experiencing dysphoric mood as differentiating between those who are more or less 

vulnerable to depression (see Ingram et aI., 1988; Segal and Ingram, 1994; and Miranda et 

aI., 1998). 

This line of thinking was extended by Teasdale and Cox (2001) who dcsigned a 

mood adjective checklist entitled the "Depressive States Checklist" that asked people how 

they felt and thought about themselves when their mood was low (DSC - for more dctails 

see Chapter 2, section, 2.6.5.). Using this measure they confirmed that there is a 

qualitative difference in dysphoric mood in those who are cognitively vulnerable to 

depression versus those less vulnerable. Specifically, recovercd depressed patients (the 

vulnerable group) endorsed higher levels of sclf-devaluative experiences than never

depressed controls. Similar results were found in adolescents by Park, Ooodyer and 

Teasdale (2005) who tested 94 adolescents in their first episode of depression and found 

that the persistence of depression 1 year later was predicted by higher self-evaluative 

scores on the Depresses States Checklist. 

It was of interest to explore whether self-devaluation plays an important role in CO. 

It was hypothesised that participants with a CO diagnosis would endorse more self 

devaluative components on the Depressed States Checklist compared to non-CO 

participants. 
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7.1. 7. Ruminative Style 

According to Klinger (1996) rumination is a type of stereotypical thinking that is 

dysfunctional, repetitive and redundant. A tendency to ruminate in response to negative 

moods is a common (Rippere, 1977) and a stable coping style in the general population 

(Nolen-Hoeksema et al. 1993). Nolen-Hoeksema (1991) describes rumination in this 

context as thoughts and behaviours that repetitively examine a person's negative feelings 

and the causes, meaning and consequences of those feelings. Examples provided by 

Watkins and Baracia (2001) are "Why did this happen to me? Why me? Why can't I get 

better?" 

Rumination has been examined by the Rumination subscale of the Response Styles 

Questionnaire (RSQ; Nolen-Hoeksema & Morrow, 1991) which is described in detail in 

Chapter 2 (section, 2.5.6). Nolen-Hoeksema and Morrow (1991) examined rumination 

tendencies in a group of participants two weeks before the Lomo Prieta earthquake of 

1989. These tendencies predicted levels of dysphoria and PTSD seven weeks after the 

earthquake. Other prospective longitudinal trauma studies found that rumination after 

trauma equally predicted persistence ofPTSD at 6 months (Murray et aI., 2002), at 1 year 

(Ehlers et aI., 1998; Clohessy & Ehlers, 1999; Steil & Ehlers, 2000; Holeva et aI., 2001) 

and at 3 years (Mayou et aI., 2002). Michaels, Halligan, Clark and Ehlers (2006, p.l) 

examined the mechanism of rumination that appeared to maintain PTSD symptoms in two 

studies of assault survivors and found that "rumination is not only used as a strategy to 

cope with intrusive memories but it also triggers such memories. Certain characteristics of 

rumination, such as compulsion to continue ruminating, occurrence of unproductive 

thoughts, and 'why' and 'what if' type questions, as well as negative emotions before and 

after rumination, were significantly associated with PTSD, concurrently and 

prospectively". Building on these ideas, Speckens, Ehlers, Hackmann, Ruths and Clark 

(2006) conducted a study with 31 patients with PTSD in order to examine differences 

between intrusive memories and rumination. They found that ruminations were longer 

thOUght processes more often associated with shame, whilst intrusions were shorter, 

sensory experiences more often associated with anger and sadness. 

Rumination is also a core feature of depression. Compared to never depressed 

controls, both currently depressed and recovered depressed patients have higher rumination 

scores (Roberts et aI., 1998; Nolen-Hoeksema, 2000). Prospective longitudinal studies 

have also shown that rumination is a predictor of the onset of depressive symptomatology 

in a non-depressed group (Nolen-Hoeksema et aI, 1993; Nolen-Hoeksema et aI, 1994; Just 
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and Alloy, 1997). Also Nolen-Hoeksema (2000) and Kuelner and Weber (1999) 

concluded that rumination is a maintenance factor of depressive symptoms in clinically 

depressed patients. However, this later finding was not replicated by Kasch et a1. (2001) 

and Lara et al. (2000). 

Several studies using the RSQ in bereaved populations suggest that ruminative 

tendency is a stable individual difference variable (e.g. Nolen-Hoeksema & Davis, 1999). 

Nolen-Hoeksema, McBride and Larson (1997) in a longitudinal study with bereaved 

people found that those with high scores on the rumination scale experienced high levels of 

distress (also found by Nolen-Hoeksema, Parker and Larson, 1994). In follow up work 

Nolen-Hoeksema and Larson (1999) conducted a longitudinal study with 445 bereaved 

participants who lost their loved ones to cancer. They were assessed before the loss and at 

1,6, 13, and 18 months after the loss and they found that those with high scores on 

rumination were less likely to say that they made sense of their loss and more likely to be 

depressed, anxious and angry. Similar effects of ruminations on depressive symptoms in 

the bereaved were found by Nolen-Hoeksema and Davis (1999), Nolen-Hoeksema and 

Larson (1999) and Bonanno, Keltner, Holen and Horowitz (1995). Nolen-Hoeksema and 

Larson (1999) also showed that rumination in the bereaved is negatively correlated with 

problem solving coping. Nolen-Hoeksema and Davis (1999) found that individuals who 

engaged in rumination shortly after loss showed little decrease over the 18 months they 

were followed-up and also suggest more social support and Nolen-Hoeksema et a1. (1994) 

showed that people who did not have adequate social support were in turn, more likely to 

ruminate. 

Considering that rumination is an important factor in bereavement, PTSD and 

depression it was expected that this study would replicate the findings of previous studies 

and it was hypothesised that participants with a CO diagnosis would show a more 

maladaptive ruminative style on the RSQ, compared to non-CO participants. 

7.1.8. Dissociation 

Dissociation refers to various ways that individuals may disconnect from 

distressing or traumatic experiences and it is usually either experienced mentally or 

emotionally or both. It can also be referred to as "spacing/tuning/zoning out" and it 

happens involuntarily. There are generally agreed to be four types of dissociation: 

disconnection of sense and emotion (e.g. seeing something but not reacting or not reacting 

as expected); depersonalization (e.g. feeling like a thing rather than a person); detachment 
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(e.g. distancing from an event or emotion, feeling that you are floating and can 

comprehend what happens in pieces only); and compartmentalization (e.g. storing 

memories in different personalities or section off different sets of mental representation). 

Recently, Holmes et al. (2005) reviewed dissociation literature and proposed that there are 

two qualitatively distinct fonns of dissociation such as detachment and 

compartmentalization, suggesting that these are different kinds of dissociation rather than 

different degree of dissociation. There are various measures of dissociation including self

report measures and clinical interviews. This study uses the 28 item Dissociative 

Experiences Scale (DES: Carlson & Putnam, 1993) since it was derived from extensive 

clinical experience and it has robust psychometric properties (see Chapter 2, section 2.6.3. 

for a detailed description). 

According to the APA (1994, p.766) dissociation can often follow traumatic events 

where it causes "disruption in the usually integrated functions of consciousness, memory, 

identity or perception of the environment". Janet (1907) and more recently van der Kolk 

(1989) proposed that individuals used dissociation as a means of coping, avoiding or 

minimising the distressing emotional consequences oftrauma. Van der Kolk, Pelcovitz, 

Roth, Mandel, McFarlane, and Hennan (1996, p.83), after conducting a large DSM-IV 

field trial for PTSD, stated that "PTSD, dissociation, somatization, and affect dysregulation 

represent a spectrum of adaptations to trauma. They often occur together, but traumatized 

individuals may suffer from various combinations of symptoms over time. In treating these 

patients, it is critical to attend to the relative contributions of loss ofstimulus 

discrimination, self-regulation, and cognitive integration of experience to overall 

impairment and provide systematic treatment that addresses both unbidden intrusive 

recollections and these other symptoms associated with having been overwhelmed by 

exposure to traumatic experiences" [italics added]. 

Dissociation is seen as a maintenance factor in ASD and PTSD since it is thought 

to prevent processing and resolution of trauma memories (Foa & Hearst-Ikeda, 1996) and 

it prevents change from excessively negative appraisals of the trauma (Ehlers & Clark, 

2000). Also, the presence of dissociation at the time of trauma or soon after predicts PTSD 

(Shalev et aI., 1996, 1997; Halligan et aI., 2003). To illustrate, Murray, Ehlers and Mayou 

(2002) examined two samples of motor vehicle survivors in a prospective study and found 

that dissociation immediately post-accident predicted PTSD symptom severity at 6 months 

as well as memory fragmentation and rumination. Feeny, Zoellner, Fitzgibbons and Foa 

(2000), in another prospective study, examined data from 161 women who were victims of 

sexual or nonsexual assault over 12 weeks. They found that emotional numbing, 
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depression and dissociation were associated with initial PTSD severity, but early numbing 

contributed most strongly to the prediction oflater PTSD. Ursano, Fullerton, Epstein, 

Crowley, Vance, Kao and Baum (1999) examined 122 victims of motor vehicle accidents 

and found that dissociation is a risk factor for acute and chronic PTSD, regardless of the 

risk associated with prior PTSD (the most common dissociative symptom was time 

distortion,56.6%). Also Wittman, Moergeli and Schnyder (2006) investigated 214 

accident victims and found that peritraumatic dissociation only explained 3% of variance 

in PTSD symptomatology whilst for PTSD scores 38% of overall variance was obtained. 

However, Marshall and Schell (2002) investigated young adult survivors of community 

violence and, despite finding evidence supportive of previous work that there is an 

association between peritraumatic dissociations and subsequent symptom severity, they 

failed to replicate the finding that dissociation leads to increased PTSD symptom severity. 

On the back of this research, Breh and Seidler (2007) conducted a meta-analysis 

including 35 studies that discussed the connection between peri traumatic dissociation and 

PTSD and reported that dissociation is a moderate risk factor for PTSD. The puzzling 

question still remains whether dissociation is "a predictor, a symptom, or something else 

entirely" [italics added] (Breh & Seidler, 2007, p.53). There is a similar debate regarding 

qualitatively distinct phenomenology of forms of dissociation as reviewed by Holmes, et 

a1. (2005). 

Turning to the bereavement literature, the findings take us in the opposite direction 

(the social functional approach, as discussed in Chapter 3). Bonanno ct a1. (1995) found 

that in 42 bereaved individuals following conjugal loss, negative dissociation (emotional 

avoidance) at 6 months was associated with minimal grief symptoms at 14 months (it was 

also linked to high levels of somatic complaints at 6 months which fell to a low level at 14 

months). Also Bonanno et a1. (1999) examined emotional avoidance (via verbal autonomic 

response dissociation) in 42 bereaved individuals and the results confinned those of the 

previous study that verbal autonomic response dissociation is linked to the mildest grief. 

The main limitation of this study is that it is using a specific type of loss, the death of a 

spouse. Also there were no self-report measures of dissociation. Some writers have 

viewed the failure to find meaning after the loss as a fonn of dissociation and Tolstikova, 

Fleming and Chartier (2005) found that the failure to find meaning in the death of a loved 

one, impaired self-reference, and death anxiety were found to playa significant role in both 

trauma and CG. 

The evidence from the trauma literature highlights the fact that dissociation is an 

important factor that is associated with levels of dysfunctionality. However the direction 
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of the effects in various bereavement studies is in opposition to other types of trauma 

studies, indicating that dissociation (avoidance) is functional and leads to lower grief 

symptoms. Nonetheless due to the diagnostic overlap with PTSD it was tentatively 

hypothesised that participants with CO would show higher levels of dissociation, as 

compared to non-CO participants. 

7.1.9. Summary and an overview of the proposed study 

The literature on PTSD and depression shows that counterfactual thoughts, 

perception of risk for negative events, negative attributional style, maladaptive cognitions, 

phenomenology of depressive states, rumination style, and dissociation may be important 

factors in CO. This study therefore explores whether these factors playa role in CO. To 

recap, the hypotheses were that compared to the non-CO group, the CO group would 

report: 

1) more frequent CFT and higher levels of associated distress; 

2) elevated likelihood estimations of future negative events happening to the self and 

those close to the self and for those events that were deemed as fatal relative to 

estimations for events that are non fatal and/or portrayed as happening to an 

unknown other; 

3) a more negative, internal and uncontrollable attributional style; 

4) more dysfunctional posttraumatic cognitions; 

5) more self-devaluative components on the Depressed States Checklist; 

6) a more maladaptive ruminative style on the RSQ; 

7) more dissociation on the DES. 

7.2. Method 

7.2.1. Participants 

The study used the 'questionnaire sample' described in Chapter 3 (section 3.1.2). 

7.2.2. Measures and materials 

The Attributional Style Questionnaire (ASQ), the Posttraumatic Cognitions 

Inventory (PTCI), the Depressed States Checklist (DSC); the Response Style 
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Questionnaire (RSQ) and the Dissociative Experiences Scale (DES) are all described in 

detail in Chapter 2. 

7.2.2.1. Subjective Probability Questionnaire (SPQ; Dalgleish et a1., 2000). 

Judgement of risk was assessed using a version of the Subjective Probability 

Questionnaire (SPQ) which examines the judgement and perception of risk of negative 

events. This measure was adapted to reflect common negative situations in the lives of 

bereaved people (i.e. surrounding death, illness or accidents) (see Supplementary Materials 

7; for the English version A.7.2.2.1.a and for the Croatian version A.7.2.2.I.b.). The items 

were presented in a fixed, pseudorandom order (meaning that events with similar content 

but differing with respect to reference were separated by two items at least). English 

names were replaced with Croatian names. All questions asked the participant to 

estimate/judge the likelihood of a given negative event happening either to the participant 

(SELF-REFERENT) or to a generic unknown other individual (OTHER-UNKOWN

REFERENT). An additional change was made by adding another estimate of an event 

happening to a close individual (OTHER-CLOSE-REFERENT). So, an example ofa self

referent item would be "How likely is that you will be diagnosed with terminal cancer in 

the next five years?". An example of an other-unknown-refercnt item would be "How 

likely is that Mary [Croatian alternative here], a woman who lives in your neighbourhood, 

will be killed in a road accident in the next year?". 

Participants rated the likelihood of different items on a visual Likert scale from 0 

("definitely won't happen") to 8 ("definitely will happen") and were required to write 

down the number from the scale corresponding to each question. Calculating the means 

for the self-referent (SELF-THREAT), and other-referent (OTHER-UN KNOWN

THREAT) and other-close-referent (OTHER-CLOSE-REFERENT) sct of questions 

obtained summary scores. Estimates were also computed in terms of whether the expected 

outcomes were fatal or non-fatal. 

7.2.2.2. Counterfactual thinking (CFT; Davis, Lehman, Wortman, Silver & 

Thompson, 1995). 

Participants were asked if they EVER found themselves thinking thoughts such as 

"If only I had done something differently, he/she would still be alive". In the present 

study participants were asked to describe three of those thoughts (see Supplementary 
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Materials 7; for the English version A.7.2.3.2.a. and for the Croatian version A.7.2.3.2.b.). 

Generated CFTs were coded as self-related/non self-related and as upward/downward. 

Self-related CFTs were defined as those thoughts in which a participant's own action(s) 

was mutated in order to alter the outcome of the event. Non-self-related CFTs were 

defined as thoughts in which the actions of another person and/or the configuration of other 

aspects of the event were mutated to alter the outcome. Upward CFTs were defined as 

those in which events were mutated to bring about a more favourable outcome. In 

contrast, downward CFTs were defined as those that mutated events to bring about a less 

favourable outcome. So, for example, following a death of someone close, a CFT such as 

"If only I had taken my mother to hospital sooner, then she would not have died" would be 

coded as self-related because it mutated the participant's behaviour and upward because 

the hypothethical outcome was better than the actual outcome. In this study only upward 

CFTs were specifically elicited. The inter-rater reliability oftwo independent judges was 

100% on all the generated CFTs for reference and direction. 

Following Davis et a1. (1995), in order to assess the frequency of current 

counterfactual reasoning participants were asked on a 5-point scale (1, never, to 5, all the 

time), "how often during the past month have you thought that particular thought?". In 

order to assess the level of distress participants were also asked on a 10-point scale (1, not 

at all, to 10, extremely) to rate "how distressful generally have you found that particular 

thought?". 

7.2.3. Procedure 

The procedure was as described in Chapter 3 (section 3.1.3.). 

7.3. Analysis & Results 

7.3.1. Counterfactual thinking (CFT) 

In the non-CO group 18 participants reported experiencing CFT and in the CG 

group, 19 participants. Analysis will therefore be conducted on these participants. 

Participants infrequently generated more than one CFT concerning their loss on the task. 

Consequently, in line with previous research (e.g. Davis et aI., 1995) analyses were 

conducted on the first CFT generated. CFT from 20% of respondents were coded by a 
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second rater. There was 100% agreement between raters as might be expected due to the 

clear discriminability of the coding categories. 

The patterns of CFT categorised with respect to reference and direction are 

presented in Table 7.3.1.a. Two tests of independence were carried out to examine the 

relationship of group status to both CFTs reference and CFTs direction. There was no 

support for a significant relationship between group and CFTs reference, Fisher's Exact, N 

= 37, p = 1.0. Similarly, there was no support for a significant relationship between group 

and CFTs direction, Fisher' Exact, N = 37, P = 1.0. 

Table 7.3.1.a. Patterns of counterfactual thoughts (CFTs) responding across two groups 

non-CG (n = 18) CG (n = 19) 

, CF reference/directions N % N % 

SeWupward 15 83 16 84 

Self!downward 0 0 0 0 

Non-self/upward 3 17 3 16 

Non-self! downward 0 0 0 0 

Total 18 100 19 100 

The mean frequency of counterfactual thoughts and the related levels of distress 

were examined using independent samples t-tests (see Table 7.3.1.b). There were 

significant differences between groups on both (frequency and distress) with the CO group 

reporting higher levels of frequency and distress compared to the non-CO group. 

Table 7.3.1.b. Frequency ofCFTs and related distress across two groups 

non-CG (n = 18) CG(n=19) 

. Variable M SD M SD Test statistic P 

CFT frequency 2.67 0.91 3.58 1.43 t(35) ... 2.31 .03 

CFT distress 3.89 2.17 6.89 3.12 1(35) = 3.38 < .01 

7.3.2. Subjective probability 

Table 7.3.2. shows SPQ mean scores categorised by reference (other/unknown; 

other/close; and self) and threat (fatal and non-fatal). To test the hypothesized predictions, 

a Oroup (non-Cg vs CO group) by Reference (selfvs other-unknown vs other-close) by 

threat (fatal vs. non-fatal) mixed model ANOVA was conducted. There was a significant 

main effect of Reference, F (2, 106) = 11.79, P < .001, with negative events estimated as 
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more likely to happen to the self and to the other-close than to the other-unknown. There 

was also a significant interaction of Group by Reference, F (2, 106) = 16.46, P < .001. 

Independent samples t-test (see Table 7.3.2.) revealed that the CO group were significantly 

more likely to anticipate negative events happening to the self and to other-close and non

significantly less likely to anticipate such events for other-unknown then the non-CG group 

in line with predictions. There was no significant main effect of Threat, F (1, 53) = 0.76, P 

= 0.39, but there was a significant interaction of Threat x Group, F (1, 53) = 3.94, P = 0.05, 

with the CO group estimating a greater likelihood of fatal events relative to non-fatal 

compared with the non-CO group. There was also a trend towards a significant interaction 

of Threat x Reference, F (2, 106) = 2.59, P = 0.08, with fatal events estimated as more 

likely to happen to the self and to the other-close than to the other-unknown relative to 

non-fatal events. The interaction of Threat x Reference x Group was not however 

significant, F (2, 106) = 1.17, P = 0.31. 

Table 7.3.2. Judgement of risk data across the two groups 

non-CG (n = 28) CG (n = 28) 

Variable M SD M SD Test statistic P 

SPQ - Other-unknown 3.45 1.25 2.93 1.34 t(53) ... 1.49 .14 

SPQ - Other-close 2.77 1.48 3.92 2.19 t(45·) '" 2.30 .03 

SPQ- Self 1.91 1.24 3.18 2.06 t(42·) ... 2.78 <.01 

SPQ - Total score 2.71 1.17 3.34 1.70 

SPQ - Fatal-unknown 3.31 1.02 2.82 1.46 

SPQ - Fatal-close 2.57 1.34 3.93 2.29 

SPQ - Fatal-self 1.83 1.21 3.43 2.38 

SPQ - Non-fatal-unknown 3.59 1.73 3.04 1.58 

SPQ - Non-fatal-close 2.96 1.82 3.91 2.15 

SPQ - Non-fatal-self 1.99 1.34 2.92 1.84 

Note: SPQ = Subjective Probability Questionnaire; * equal variunces WIIS not assul11~'Il 

7.3.3. Attributional style 

Table 7.3.3. shows the descriptive data for the self-report measure of attributional 

style. Composite negative is the aggregate of internal, stable and global attributions for 

negative events, composite positive is the aggregate of internal, stable and global 

attributions for positive events, and the full score represents degree of 

optimism/helplessness and is obtained by subtracting the negative composite from the 

positive composite. Oroup differences were calculated using independent samples t-tests. 
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There were no significant group differences on any of the variables although they were in 

the predicted direction with CO participants being slightly more helpless and less 

optimistic. 

Table 7.3.3. Attributional style data across the two groups 

non-CO (n = 28) CO (n = 28) 

Variable M SO M SO Test statistic P 

ASQ - internality-positive events 4.76 1.46 5.42 1.52 

ASQ - stability-positive events 4.51 1.37 5.01 1.48 

ASQ - globality-positive events 4.18 1.48 4.53 1.33 

ASQ - internality-negative events 3.95 1.33 4.31 1.17 

ASQ - stability-negative events 3.87 1.35 4.06 1.15 

ASQ - globality-negative events 3.46 1.35 3.45 1.13 

ASQ - composite positive 4.45 1.40 4.97 1.26 t(53) = 1.43 .16 

ASQ - composite negative 4.62 1.20 3.99 1.13 t(53) = 1.18 .24 

ASQ - full score (optimism) 0.83 1.19 0.97 1.00 t(53) = 0.48 .63 

Note: ASQ = Attributional Style Questionnaire. 

7.3.4. Posttraumatic cognitions and Dissociation 

Table 7.3.4. shows the descriptive data for the self-report measures of posttraumatic 

cognitions (the PTCI) and dissociation (the DES). Oroup differences were calculated 

using independent samples t-tests. There were significant group differences for cognitions 

about the world, total PTCI, and DES scores, with the CO group reporting highcr scores 

compared to the non-CO group. Negative cognitions about the self showed a trend 

towards significance in the same direction. There were no significant group differences for 

cognitions involving self-blame. 

Table 7.3.4. Posttraumatic cognitions and dissociation data across the two groups 

non-CO (n = 28) CO (n" 28) 

: Variable M SO M SO Test statistic P 

PTCI-A-negative cognitions about the world 1.89 0.98 2.74 1.29 t(53) .. 2.74 <.01 

PTCI-B-negative cognitions about the self 3.80 1.60 4.52 1.20 t(53) .. 1.82 .07 

PTCI-C-negative cognitions about self-blame 2.01 1.06 2.27 1.18 t(53) - 0.86 .39 

PTCI-total 7.71 3.06 9.53 3.21 t(53) = 2.15 .03 

DES score 11.79 7.90 16.62 9.09 t(53) = 2.10 .04 

Note: PTCI = Post Traumatic Cognitions Inventory; DES. Dissocilltivc E"periences Sell Ie 
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7.3.5. Depressive states and Ruminative style 

Table 7.3.5. shows the descriptive data for the self-report measures of rumination 

(the RSQ) and depressed states (the DSC). Group differences were calculated using 

independent samples t-tests. There were significant group differences on the RSQ 

rumination subscale and on the affective scale of the DSC with the CG group reporting 

higher levels compared to the non-CG group. The DSC self-evaluative scale also showed 

a trend towards significance. There were no significant group differences for the 

distraction and problem solving subscales of the RSQ. 

Table 7.3.5. Ruminative and depressive states data across the two groups 

non-CO (n = 28) CO (n = 28) 

: Variable M SO M SD Test statistic P 

RSQ- Total 62.93 12.44 69.26 15.24 t(53) = 1.69 .09 

RSQ - Rumination 26.68 8.03 32.48 9.95 t(53) .. 2.38 .02 

RSQ - Distraction 23.43 4.56 23.78 5.56 t(53) .. 0.25 .80 

RSQ - Problem Solving 12.82 3.27 13.00 3.20 t(53) = 0.20 .84 

DSC - Affective Scale 14.50 11.83 23.74 13.53 t(53) = 2.70 < .01 

OSC - Self devaluative scale 10.86 17.11 17.11 14.51 t(53) = 1.80 .07 

DSC- Total 25.35 22.44 40.85 27.18 t(53) == 2.31 .02 

Note: RSQ - Ruminative Style Questionnaire; DSC ~ Depressed Slates Checklist. 

7.4. Discussion 

7.4.1. Summary of the main results 

The present study aimed to understand how participants with a diagnosis of CO 

differ from participants without a CG diagnosis on a series of self-report and scenario

based measures that assess cognitive biases in reasoning and thinking. The results mostly 

supported our hypothesised patterns. The CO group reported more frequent counterfactual 

thoughts as well as higher levels of distress to those thoughts. However, the content of the 

thoughts appeared similar to those from the non-CO group. Regarding judgment of risk, 

the CO group estimated both fatal and non-fatal events as more likely to happen to 

themselves and close others relative to the non-CG group and relative to their estimations 

for unknown others. In addition, the CG group reported more dysfunctional posttraumatic 

cognitions about the world, and self-devaluative depressive ratings, as well as higher levels 

7.18 



-

Chapter 7: Thinking styles 

of dissociation and rumination, as compared to the non-CG group. Contrary to our 

hypothesis, there were no significant differences in attributional style. 

7.4.2. Interpretations, implications and limitations of the results 

This study contributes to the literature by replicating findings from the PTSD 

research database that rumination and posttraumatic cognitions about the world as well as 

upward self referent counterfactuals, are important factors in individuals with a CG 

diagnosis. This study also offers new findings for individuals with a CG diagnosis 

regarding the frequency and levels of distress of counterfactuals; the estimated likelihood 

of future self- and close-other negative events and dissociation. These results lend support 

to the view that cognitive processing in CG overlaps significantly with that ofPTSD and 

depression. 

The results regarding attributional style were surprising. Unlike for the diary and 

narrative data presented in the previous chapter, this seems unlikely to arise from problems 

of statistical power as the group sample sizes were longer (Ns = 28) and in line with much 

of the attributioanl research in the literature and the detected effects were small. The most 

obvious explanation therefore is that any attributional differences in CG may focus on the 

bereavement itself and that the ASQ, which is a very general measure, is therefore 

conservative. This suggests that there is scope for further examination of attributional 

styles by devising another measure that would specifically tap into bereavement-related 

attributions. This issue of bereavement-specific measures is returned to in the General 

Discussion. 
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Chapter 8: Autobiographical memory 

CHAPTERS 

Study 5: Levels of specificity of autobiographical and biographical 

memories in CG 

"Having just finished my poem for my mother. or ahout her - and had it approved by [my best friend} 
Elizabeth - I found myself strangled with an emotion or complex of emotions beyond analysis. 

Nostalgia and guilt are part ofit. 
It was partly the feeling for the way life crystallises itse/f. 

though it may not become art -the poignancy of what is vividly remembered. 
Joyce Horner (/982. p. JOO) 

A paper entitled "Levels of specificity of autobiographical memories and of 

biographical memories of the deceased in bereaved individuals with and without 

complicated grief" is based on this chapter and is now in press in the Journal of Abnonnal 

Psychology (the manuscript is included in Supplementary Materials 8, A.8.I.). 

8.1. Aim 

This chapter reports a study investigating differences in the levels of specificity of 

autobiographical (related to their own life) and biographical memories (related either to the 

life ofthe person that they have lost or to another person who is alive and whom they knew 

as well as the person who died) retrieved by CO and non-CO participants to emotional 

word cues. 

8.1.1. Autobiographical Memory Specificity and Emotional Disorder 

A host of research studies has shown that participants with emotional disorders 

have problems accessing specific aspects of their personal past; in other words, their 

autobiographical memories are 'over-general' (see Williams et aI., 2007, for a review). For 

example, in their prototypical study, Williams and Broadbent (1986) asked depressed 

suicide attempters and healthy controls to generate specific autobiographical memories to a 

series of emotion-related cue words (the Autobiographical Memory Test [AMT». The 

parasuicide group produced proportionally more over-general responses to the word cues 

(e.g. to the word birthday, an over-general response might be "/ have never enjoyed 
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birthdays") than controls, who were more able to come up with the requisite memories of 

specific experiences (e.g. "J enjoyed my birthday last month"). 

Since this initial study, reduced specificity of autobiographical memory on the 

AMT has been described in individuals suffering from a range of clinical conditions 

(Williams et aI, 2007), though with a primary focus on the affective disorders (e.g. Brewin, 

Reynolds, & Tata, 1999; Brittlebank, Scott, Williams, & Ferrier, 1993; Kuyken & 

Dalgleish, 1995; Wessel, Meeren, Peeters, Arntz, & Merckelbach, 2001; Williams & 

Dritschel, 1988). A key contribution to this literature was made by Kuyken and Brewin 

(1995) who examined AMT perfonnance in depressed women with and without a history 

of childhood abuse. The results showed that women reporting abuse showed more marked 

reductions in specificity than those reporting no abuse. 

This association between a history of trauma exposure and reduced specificity has 

now been replicated several times and following traumatic experiences other than abuse 

(e.g. Dalgleish et aI., 2003; de Decker, Hennans, Raes, & Eelen, 2003; Harvey, Bryant, & 

Dang, 1998; Henderson, Hargreaves, Gregory, & Williams, 2002; Hennans et aI., 2004; 

McNally, Lasko, Macklin, & Pitman, 1995; McNally, Litz, Prassas, Shin, & Weathers, 

1994). Furthennore, Harvey, Bryant and Dang (1998) found that greater reductions in 

specificity assessed post-trauma in motor vehicle accident survivors predicted higher later 

levels of post-traumatic distress. This suggests that reduced specificity in trauma-exposed 

samples may playa key role in the onset and maintenance of post-traumatic stress, and is 

not simply a cognitive epiphenomenon associated with the acute clinical state. 

Theoretical conceptualizations of reduced specificity have proposed various 

pathways to the phenomenon (Williams, 2006; Williams et aI., 2007) within the contcxt of 

mainstream cognitive models of autobiographical recall (e.g. the Sc1fMemory System 

model; Conway & Pleydell-Pearee, 2000). In the case of trauma, a compelling argument 

has been the Affect Regulation Hypothesis first outlined by Williams, Stiles and Shapiro 

(1999). According to this view, trauma-exposed individuals dcvelop a reduced capability 

to access specific memories as a fonn of "functional avoidance" (Williams et aI., 2007) of 

the distress associated with remembering the specific details of their traumatic experiences. 

This avoidance, it is suggested, operates through the truncation of an effortful, hierarchical 

search of the Self Memory System (so-called "generative retrieval"; Conway & Pleydell

Pearce, 2000) at the level of categorical autobiographical descriptors, thus giving rise to 

reduced recall of specific memories. This resultant memory style, it is further proposed, 

then generalizes from instances of trauma memory recollection to the whole domain of 
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autobiographical recollection, resulting in the classic reduced specificity effect on the 

AMT. 

However, there appears to be an interesting paradox here. Traumatic events, in 

those exposed to them, are invariably re-experienced in the day-to-day in the form of 

highly specific intrusive memories (Brewin, Dalgleish & Joseph, 1996), as opposed to the 

sorts of generic autobiographical summaries that constitute the classic effect on the AMT. 

Indeed, these everyday intrusive specific memories are a key feature of clinical states such 

as Acute Stress Disorder, Adjustment Disorder, and Posttraumatic Stress Disorder (PTSD) 

(American Psychiatric Association, 1994). Furthermore, there is a reliable correlation 

between levels of intrusion of specific trauma memories in the day-to-day and degree of 

reduced specificity on the AMT, such that a higher frequency of specific intrusions is 

associated with more marked reductions in specificity to cue words (e.g. Kuyken & 

Brewin, 1995).The paradox, therefore, is that trauma-exposed individuals whose 

phenomenology is characterized by intrusive memories of specific autobiographical 

material are at the same time more over-general in their responses on the AMT. 

One possible explanation of this apparent paradox is that those memories that are 

explicitly concerned with the source of a person's distress, such as memories of a trauma, 

are somehow resistant to the proposed processes of affect regulation that subserve the 

reduced specificity effect on the AMT. One reason for this 'immunity' might be that such 

trauma-related memories are sufficiently prepotent that they are directly accessed in the 

autobiographical database (Conway & Pleydell-Pearce, 2000), in a way that does not 

require the effortful, hierarchical search of the autobiographical memory systcm (i.e. 

"generative retrieval"), the truncation of which arguably underlies the standard reduced 

specificity effect (Williams et aI., 2007). 

It seems important to elucidate whether reduced memory specificity as a putative 

form of affect regulation is indeed impotent in this way with regard to memories tied to the 

source of an individual's distress, as this might indicate that reduced specificity is a 

somewhat ineffective method of psychological defense. 

If it is in fact the case that trauma-related memories are habitually directly retrieved 

as a function of their prepotency, then ideally one should be able to demonstrate this using 

the AMT. One obvious way to do this would be to constrain the search parameters of the 

AMT and ask participants to only respond with trauma-related memories - a trauma-AMT. 

If trauma memories are directly retrieved, such a constraint should produce significant 

attenuation or elimination of the usual reduced specificity effect associated with the task 

which, as noted, is presumed to rely on truncated generative search. However, there is a 
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clear methodological confound associated with using a trauma-AMT. Restricting the 

search parameters of the AMT to a narrowly constrained set of experiences such as 

traumas would provide far fewer opportunities for any generative, hierarchical search 

process to become truncated. This is because, firstly, the search would need to navigate far 

less of the memory system and, secondly, establishing the search set in this way would 

necessarily have already primed a discrete number of specific events (i.e. the relevant 

trauma experiences). It seems inevitable therefore that there would be high levels of 

specificity in tenns of the memories recalled on a trauma-AMT (relative to an unrestricted 

AMT). Consequently, it would be unclear if such relative specificity was because the 

memories produced on the trauma-AMT were directly retrieved as a function of their 

chronic prepotency, were directly retrieved because they were primed by the search set, or 

were generatively retrieved in the usual way but that the purview of the task was such that 

such generative retrieval could operate more or less successfully, with minimal risk of 

truncation. 

One possible way around this methodological confound is to investigate a group of 

clinically distressed, trauma-exposed individuals who, as part of their presentation, 

experienced affect-laden, intrusive memories in the day-to-day arising from a much richer 

database of specific events, as opposed to from a circumscribed set of representations of 

one or more discrete traumas i.e. a group of individuals with CO who experience memories 

from the lifetime of the deceased loved one. In this situation, if the relevant memories were 

directly retrieved to the cue words as a function of their chronic prepotency, one would not 

expect CO individuals to exhibit reduced specificity on an AMT that targeted the lifetime 

of the deceased. In contrast, as argued above, one would anticipate the standard reduced 

specificity effect in such circumstances if memory retrieval to the AMT cue words was 

generative. 

Following this logic, the rationale for the present study was to ask the present 

sample of participants with CO, along with the bereaved controls without CO, to complete 

not only the standard AMT with respect to their own life, but also a comparable 

Biographical Memory Test (BMT), with respect to the life of the deceased person. My 

prediction was that CO participants should show the standard OGM effect relative to 

bereaved controls on the AMT, as a function of truncated generative retrieval, but that this 

group difference should be significantly attenuated or disappear on the BMT about the 

deceased person's life, as the memories recalled on the latter task would be directly 

retrieved due to their chronic prepotency. To our knowledge this is the first time the cue 
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word methodology has been extended to interrogate memories from the lifetime of 

someone other than the self. 

A potential problem, of course, with simply comparing AMT performance with 

BMT performance with respect to the deceased (henceforth the BMT -Deceased) across the 

two groups is that any effects of memory task could merely be a result of one version of 

the task being autobiographical and the other not. In other words, it may be the case that 

the standard reduced specificity effect is restricted to autobiographical material only. To 

control for this our participants were asked to complete a further BMT, this time sourcing 

memories from the lifetime of someone who remains alive (henceforth the BMT-Living) 

and with whom the participants are as familiar as they were with the deceased person. 

8.1.2. Summary and an overview of the proposed study 

It was predicted that CO participants would exhibit the standard reduced specificity 

effect on this BMT-Living, relative to bereaved controls. This prediction was based on two 

things. First, that searching the episodic database of another person's life should require 

hierarchical, generative search in the absence of prepotent intrusive memories. Second, that 

a reduced capacity to access specific material, once established, generalizes such that 

generative retrieval processes across the board are vulnerable to truncation (Williams et aI., 

2007), even if the memories being 'avoided' are not particularly distressing (for example, 

because they are of another person's experiences). 

AMT studies generally include both negatively and positively valenced cue words. 

However, the standard reduced specificity effect does not seem to reliably interact with cue 

word valence in trauma-exposed samples (Williams et aI., 2007), the argument being that, 

as noted, a reduced capacity to access specific memories generalizes across all forms of 

generative retrieval. Notwithstanding this lack of valence effects in terms of reduced 

specificity on the standard AMT, an effect of valence was expected in the present study in 

terms of the kinds of memories that were 'immune' to the standard reduced specificity 

effect on the BMT-Deceased in the CO group. Specifically, the reasoning was that if the 

eue words on the BMT-Deceased are successful in eliciting the sort of memories from the 

deceased person's life that are being directly retrieved in the day-to-day, then these will 

likely be prepotent memories with strong negative connotations. In other words, they 

would either be about negative events in the deceased's life or would be about positive or 

neutral events that had become associated with negative affect (Dalgleish & Power, 2004). 

For this reason, the prediction was that the extent of any attenuation/elimination of the 
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standard reduced specificity effect on the BMT-deceased in CO participants to be 

significantly greater in response to negative word cues, compared to positive cues. For 

more detail see Chapter 8, section 7.1.8. 

In sum, the interactional hypothesis for the present study was that CO participants 

would be less specific on both the AMT and the BMT-Living, relative to bereaved 

controls, but that this reduced specificity effect would be significantly attenuated or 

eliminated on the BMT-deceased. I further predicted that this interaction effect across 

groups and tasks would be significantly stronger in response to negative cue words than to 

positive cue words. 

8.2. Method 

8.2.1. Participants 

The 'experimental sample' of CO and non-CO participants performed these tasks. 

The final numbers of participants who completed the tasks were slightly lower and their 

details are therefore presented in Appendix 8 (A.8.2.1.). Tables A.8.2.1.a. and A.8.2.1.b. 

show the demographic, bereavement-related and verbal fluency data of the two groups (13 

and 16 participants). 

8.2.2. Measures and materials 

8.2.2.1. The Autobiographical and Biographical Memory Tests 

Each of the three memory tasks (the AMT, the BMT-Deceased, and the BMT

living) comprised 12 cue words (6 positive and 6 negative) selected from Brittlebank, 

Scott, Williams, and Ferrier (1993) and translated into Croatian (see below). The format of 

the three memory tasks was the same. Participants were given one minute for each cue to 

retrieve a specific autobiographical or biographical memory - a specific time and place 

when something happened either to them or to the other referent person. Participants were 

told that the memory they recalled could be something that happened recently or a tong 

time ago, that it may be an important or trivial event, but that the memory should be of 

something that happened at a particular time on a particular day. Examples of acceptable 

and unacceptable responses were given. The instructions were repeated prior to each task. 

Cue words were presented on 12.5 cm x 7.5 cm laminated cards and were written in black 
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ink in capital letters 3.5 em high. To ensure that participants understood the instructions, 

three practice cues were given before each task. 

Generated memories were tape-recorded and coded according to the criteria laid 

down by (Williams & Dritschel, 1991). Specific memories were defined as events that 

happened in a particular instance or lasted for a day or less. Non-specific memories 

included extended memories (events that lasted for longer periods of time), and categoric 

memories (events that occurred repeatedly over a period of time). If the participants failed 

to recall a memory within the time limit, or talked about things which were not memories 

(e.g. an opinion that is associated with the cue), their responses were classed as 'no 

memories'. If either the type of memory that the participants recalled was unclear, or they 

retrieved the same memory to more than one cue, or they offered responses that related to 

future events, they were prompted with the words' What is the memory that you are 

thinking o/there?' or 'Can you tell me a bit more about that memory?'. For the present 

study, analyses focus on proportions of specific memories, with respect to the number of 

meaningful responses on the task (Le., after subtracting numbers of 'no memories') in line 

with recommendations in the literature (Williams, personal communication reported in Au 

Yeung, Dalgleish, Golden & Schartau, 2006 ). 

The English versions of the three sets of 12 words were balanced for 

emotionality and frequency (based on Brittlebank et aI., 1993). The words were then 

translated into Croatian and further ratings (N = 10) of valencc, familiarity, imagcability 

and emotionality were collected (on scales ranging from 1 = not at all, to 10 = 

extremely), to confirm that the word sets were balanced on these variables (the word sets 

A I B I C and their Croatian ratings are in Supplementary Matcrials 8, Tables 

A.8.2.2.1.a.; A.8.2.2.1.b.; A.8.2.2.1.c.). 

Each word set was used an equal number oftimcs across the AMT, BMT

Deceased and BMT-Living conditions, within each group of participants (for detailed 

instructions for each condition see Appcndix A.8.2.2.1.d). Order ofprcscntation of the 

three memory tasks was counterbalanced. For the BMTs, participants also had to rate 

how well they knew either the deceased or the living person on a scale from 0 (not at all 

well) to 10 (extremely well) (for a copy of this rating see Appcndix A.8.2.2.1.d). 
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8.2.3. Procedure 

The procedure was as described explained in Chapter 3 (section 3.1.3.). 

8.3. Analysis and Results 

Five of the bereaved control participants and 2 of the CG group were unwilling to 

complete the memory tasks as they felt uncomfortable with performing the BMT

Deceased. This left n = 13 in the control group and n = 16 in the CG group. The make up 

of these samples in terms of demographics and standard mood measures was comparable 

to that reported for the 'experimental sample', in Chapter 3 (see Appendices A.8.3.a. and 

A.8.3.b.) 

8.3.1. Performance on the memory tasks 

Table 8.3.1. and Figure 8.3.1. show the data for the three memory tasks across the 

two groups. There was no significant difference in the ratings of how well participants 

knew the living and deceased persons, Is < 1.25, Ps > .2. Initial analyses included memory 

task presentation order as a factor. However, there were no significant main effects or 

interactions involving order, Ps > .4, and so remaining analyses are presented without order 

included. 

We carried out a three way mixed-model full-factorial ANOVA (Cue Valence by 

Task by Group), with proportions of specific memories as the dependent variable, to 

examine our hypothesis (see Figure 8.3.). There were no significant main effects, Fs < 1, 

and no significant two-way interactions of Cue Valence x Group, F < 1, or Task x Cue 

Valence, F (2,26) = 1.30, ns. There was however a trend towards a two-way interaction of 

Task x Group, F (2,26) = 2.78, P = .08, which was qualified by a significant three-way 

interaction of Task x Group x Cue Valence, F (2,26) = 3.59, P < .05. 
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Figure 8.3.1. Proportions of specific memorie retrieved to p itivc and n gati vc uc 

across the two groups (error bars are ±- I S.E. ). 

1/1 0 .95 
Q) 
.;: 
0 
E 0.9 Q) 

:::!: 
(.) 
II: 0.85 
.~ 

c. 
r.n 
Q) 
r. -

0.8 
10 Control Groj 

l- CG Group 
.... 
0 0.75 
1/1 
c: 
0 
:e 0.7 
0 
c. 
0 ... 
c.. 0 .65 

0.6 

AMT BMT
Deceased 

BMT-Li~ 

Positive Cues 

AMT BMT
Deceased 

Negative Cues 

BMT-Li~ 

This significant three-way interaction was decon tru 'ted by examining r spon cs to 

positive cues and negative cue separately. For negative cu s, there wer n mai n ef~ CIS, 

Fs < I. However, there was a signi ficant ffect of r up x Ta k, F ( 1,27) = .74, P .0 I. 

To dismantle Ihis effect in line with our intera ti onal hyp thesi , \N first ndu ted 

follow up Task by Group ANOVAs, comparing AMT er u BMT-De as I, BMT-

Living versus BMT-Deceased, and AMT versus BMT-Living in term f resp ns 'S to 

negative cues. The first two analyse yielded igni (i cant int eractions f Task x r up I- ( I , 

27) = 8.57, P < 0.01, and, F (1 ,27) = 5.52, P 0.0 re pectivcly indi ruin I that a ' 

hypothesized, the CG participant were less pccific than nil' I n b th lh ' AMT and 

BMT-Living but that this difference was ignificanllyatt enuul d n lhe BMT-De cased. 

As anticipated, there was no such ignificant intcracti n in the /\MT vcr LI BMT- i in I 

comparison, F (1,27) = 1.0 I, P > .33, suggc ling u similar patt ern of pcrforman ' U TO 

groups on these two versions of the memory task. 
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Table 8.3.1. Means (standard deviations in parentheses) for numbers of specific, categoric, 

and extended memories for the three memory tasks across the two groups, and ratings of 

closeness to the index individuals in the Biographical Memory Tasks (BMTs). 

Non·CG Group CG Group 

(n = 13) (n = 16) 

" Memory task AMT BMT·D BMT-L AMT BMT-D BMT-L 

Ratings of how well nla 7.70 8.15 nla 7.70 8.19 

persons were known (1.25) (1.21) (2.1) (1.60) 

Specific Positive 5.00 4.46 4.00 4.00 4.06 3.62 

(1.08) (1.39) (1.87) ( 1.93) ( 1.88) (2.12) 

Specific Negative 4.85 3.69 4.54 3.67 4.19 3.87 

(1.52) (1.55) (1.13) (1.66) (1.51) (1.71) 

Categoric Positive 0.46 0.46 1.00 0.50 0.50 0.69 

(0.66) (0.77) (1.15) (1.09) (1.09) (1.30) 

Categoric Negative 0.46 1.07 0.54 0.62 0.50 0.56 

(0.77) (1.38) (0.77) (0.72) (0.63) (0.81) 

Extended Positive 0.38 0.77 0.84 1.06 0.87 0.81 

(0.51 ) (1.16) (1.07) (0.93) (1.20) (1.04) 

Extended Negative 0.31 0.92 0.54 1.12 0.37 0.94 

(0.85) (1.04) (0.88) ( 1.36) (0.50) (0.85) 

No Memory Positive 0.15 0.31 0.15 0.44 0.56 0.87 

(0.55) (0.63) (0.37) (0.73) (0.63) ( 1.36) 

No Memory Negative 0.38 0.31 0.38 0.50 0.94 0.62 

(0.65) (0.48) (0.65) (0.63) (0.99) (1.09) 

Note. AMT - Autobiographical Memory Test; BMT·D - Biographical Memory T cst-Deceased· BMT -D; BMT-L· Biogrnphicul 
Memory Test-Living. 

In the light of the results of these follow up ANOVAs, we carried out 2 planned 

contrasts to further deconstruct the Group x Task interaction to negative cue words in 

accordance with our hypothesis. There was no significant difference across groups on the 

BMT-Deceased, t (27) = 1.60, P = .12, Cohen's d = 0.62, with the CG group in fact being 

non-significantly more specific than the bereaved controls with a medium to large effect 

size. However, as expected the two groups did differ significantly on the pooled AMT and 

BMT-Living mean score, t (27) = 2.50, P < .05, Cohen's d = 0.96, with the controls 

recalling a greater proportion of specific memories. 

In the case of responses to positive cues, in contrast to our hypothesis there were no 

overall significant main effects or interactions, Fs < 1.43, Ps > .26. We nevertheless 

checked that the standard AMT effect was present to positive cues using a directional 

independent samples t-test for unequal variances examining proportions of specific 
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memories across groups on the AMT. This revealed that the CO group were indeed less 

specific than the controls, t (23.96) = 1.80, P < .05, Cohen's d = 0.74. 

8.4. Discussion 

8.4.1. Summary of the main results 

The present study tested the interactional hypothesis that individuals with CO 

would be less specific on the standard AMT and on the BMT-Living relative to non-CO, 

but that this effect would be significantly attenuated or eliminated on the BMT -deceased. I 

further predicted that this interaction effect would be significantly more marked in 

response to negative cue words, relative to positive. 

The results in response to negative cues supported our hypothesized pattern of 

performance. The CO sample were less specific than the non-CO group on the AMT and 

BMT-Iiving to negative cues with a large effect size (comparable to that found in previous 

studies on affective disorder and trauma-exposed groups; Williams ct aI., 2007) but 

showed no significant difference on the BMT-deceased, with in fact a non-significant 

tendency to be more specific than controls on this version of the task with a moderate to 

large effect size. As expected, there were no significant differences in the patterns of 

performance across groups between the AMT and the BMT-living. Furthermore, within the 

CO group, participants were significantly more specific on the DMT-Deceased than on the 

AMT and BMT-Living. In contrast, in the non-CO group, participants were significantly 

less specific on the BMT-Deceased, compared to performance on the AMT and BMT

Living. 

As also hypothesised, the predicted interactional effect was signi ficantly stronger in 

response to negative cues than to positive cues. However, when looking at memory 

performance to positive cues alone I did not find this predicted interactional pattern. I did 

find the standard reduced specificity effect on the AMT in response to positive cues, with 

the CO group being less specific than the controls with a medium to large efTcct size. 

However, there was no significant difference between this AMT performance and 

performance on the other two versions of the memory paradigm in response to positive 

words. 
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8.4.2. Interpretations, implications and limitations of the results 

The present results add to the existing literature in a number of ways. As far as I am 

aware, this represents the first demonstration of the standard reduced specificity effect on 

the AMT in a sample with CO (since all the previous work has been on PTSD following 

other types of traumas). Perhaps more importantly, to my knowledge it is the first 

demonstration that attempted retrieval of specific memories relating directly to the 

aetiological source ofan individual's distress in response to (negative) cue words (i.e. the 

BMT-Deceased) does not seem to be relatively less specific in a currently diagnosed 

sample who have experienced significant trauma. The literature so far has shown that this 

standard reduced specificity effect is usually found in trauma exposed individuals or 

distressed individuals. 

On the basis of these findings, it seems plausible to argue that memories intricately 

linked to the source of a person's clinical levels of distress are habitually directly retrieved 

and that this seems to be the case irrespective of the retrieval context. In other words, 

regardless of whether memories are cued in the day-to-day by stimuli in the internal or 

external environment, or are cued by negative words on the BMT-Deceased in a 

psychology laboratory as in the present study, there is no evidence of the sort of reduced 

specificity effect that characterizes performance on the AMT with respect to memories that 

are not explicitly tied to the source of a person's distress. This suggests that perhaps the 

putative process of affect regulation that is thought to underlie such reductions in 

specificity on the AMT is ineffectual when it comes to memories intimately tied to 

etiology of the individual's clinical difficulties. 

A notable aspect of the present findings is the failure to find the predicted pattern of 

effects for memories in response to positive cues. Although the CO participants were less 

specific on the AMT than the non-CO group to positive cues and there was some 

attenuation of this effect on the BMT-Dcceased, the difference across the two tasks was 

not significant. Furthermore, there was no evidence of a reduced specificity effect to 

positive cues in the CO group on the BMT-Living with the CO group in fact being 

numerically more specific, though again this difference was not statistically significant. 

There are a number of possible explanations for these data. First, as discussed in the 

Introduction to this Chapter, it may be that the memories generated to positive cues by the 

CO group on the BMT-Deccased are less likcly to be a product of direct retrieval as they 

have less overlap with the sort ofprcpotent, negatively laden memorics that CO individuals 

participants experience as intrusive in the day-to-day. This would suggest that 
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proportionally more of the memory retrieval to positive cues by the CO group on the 

BMT-Deceased would be generative (compared with retrieval to negative cues) and, as 

such, would be more susceptible to truncation giving rise to the standard reduced 

specificity effect. Such an outcome would serve to dilute any differences within the CO 

group between AMT performance and BMT-Deceased performance, thus leading to the 

present pattern of data. 

Another non-mutually exclusive possibility is that the reduced specificity effect to 

positive material that is traditionally found on the AMT (Williams et aI., 2007) does not 

generalize very strongly to non-autobiographical material in the way that the effect to 

negative cues seems to. This would account for why there was no reduced specificity effect 

in the CO group to positive cues on the BMT-Living, relative to controls, in the present 

study. In line with this, two previous studies in the literature that have looked at the 

relationship between posttraumatic stress and reduced specificity have not found 

significant effects for positive cues, even on the AMT (Dalgleish et aI., 2003; Peeters, 

Wessel, Merckelbach & Boon-Vermeeren, 2003), although it is important to note that the 

majority of studies examining this question report no effects of valence (Williams et aI, 

2007). 

An intriguing aspect of the present data is the finding that, within the bereaved 

controls, memory specificity was significantly reduced on the BMT-Deceased compared 

with the AMT and BMT-Living, for negative cue words. This pattern of data raises the 

possibility that over-generality of autobiographical recall as a putative form of affect 

regulation is successfully targeted at the potential source of autobiographical distress (Le., 

the BMT-Living) in these healthy, but nonetheless bereaved, individuals, but that this 

memory style has not generalised to other domains of autobiographical recall nor to recall 

of memories from the life of a loved one who remains alive. 
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CHAPTER 9 

Study 6: Performance of High and Low CG symptomatology groups on 

self-report measures of regulation, thinking, emotions, 

intrusion, avoidance and psychosocial factors 

9.1. Aim 

What you see and hear depends a good deal on where you are standing; 
it also depends on what kind of person you are. 

C.S. Lewis. 

This chapter explores the extent to which a number of the processes and behaviours 

that have been examined in the previous chapters in a case-control comparison of CG vs 

non-CG individuals remain associated with CO symptomatology when a larger sample of 

participants is used and when ICG-R cut-offs, rather than a diagnostic interview, are used 

in order to obtain 'High ICG' and 'Low ICG' groups (Boe1en, et at., 2003) i.e., an extreme 

groups design. I will start by briefly revisiting relevant concepts from the previous 

chapters in order to highlight what findings might be expected. 

9.1.1. Introduction 

As discussed in the previous chapters, the ways that people try to control, regulate 

or suppress their thoughts and feelings can sometimes be counter-productive and it varies 

between healthy people and those with emotional difficulties. Also when we experience 

negative or distressing events our cognitive and behavioural responses are affected and 

these processes drive reasoning and cognitive biases. This chapter seeks to further explore 

issues of mental regulation; cognitive biases of thinking; and beliefs that participants 

display, in a larger sample of participants using CG symptom cut-offs. 

The samples in the study reported here were selected from the broader bereaved 

sample used to validate many of the measures used in this thesis and described in Chapter 

2. Sample selection was based on cut-offs on the ICG-R in line with numerous previous 

studies in this literature (Boe1en ct a1. 2003). 
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9.1.2. Mental Regulation 

The results from a number of experimental and self-report assessments of emotion 

regulation in groups with and without a fonnal diagnosis ofCG are reported in Chapter 4. 

These data indicated that there were no differences in emotion regulation, emotion 

expressivity and thought control strategies between CO and non-CG groups. However, the 

data in Chapter 4 indicated that there were significant group differences in coping 

strategies with the non-CO group reporting higher use of adaptive coping strategies. 

Specifically in the study reported in the present chapter, emotion regulation on the 

Emotion Regulation Questionnaire (ERQ; Gross & John, 2003) and the Berkley 

Expressivity Questionnaire (BEQ; Gross & John, 1995) were assessed, along with thought 

control strategies on the Thought Control Questionnaire (TCQ; Wells & Davies, 1994) and 

Coping strategies on the COPE (Carver, 1997). The predictions were that the High CG 

group would not report using more thought control strategies, more appraisal, negative 

expressivity and maladaptive coping strategies (in line with no significant group 

differences in earlier case-control study reported in Chapter 4). 

9.1.3. Intrusion, Avoidance, Mood and Emotions 

The results from diary and self-report assessments of intrusion, avoidance, mood 

and emotions in groups with and without a formal diagnosis of CG are reported in Chapter 

5. These data indicated that there were significant differences in diary and self-report 

assessments of intrusion, avoidance and hypcrarousal. These results were in line with 

previous research discussed in section 5.2.1. Also data in Chapter 5 on self-reported mood 

and emotions indicated that the hypotheses were supported since the CG group reported 

higher levels of depression, anger, shame, detachment and externalization compared to the 

non-CG group whilst there were no significant differences in anxiety levels, scores of guilt 

and alpha and beta pride. 

Specifically in the study reported in the present chapter, intrusion, avoidance and 

hyperarousal on the Impact of Event Scale-Revised (IES; Weiss & Murmar, 1997), 

depression on the Beck Depression Inventory (BDI; Beck, Ward, Mendelson, Mock & 

Erbaugh, 1961), and anxiety on the Beck Anxiety Inventory (BAI; Beck & Steer, 1990) 

were assessed, along with emotions of anger using the Novaco Anger Inventory (NAI; 

Novaco, 1975) and guilt, shame and detachment using the Test of Self-Conscious 

Emotions (TOSCA; Tangney, Dearing, Wagner & Gramzow, 2000). The predictions were 
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that the High CO group would report higher levels of intrusion, avoidance, hyperarousal, 

depression, and anxiety as well as higher levels of anger, shame, detachment and guilt; 

broadly in line with the results from Chapter 5. 

9.1.4. Thinking Styles 

The results from a number of experimental and self-report assessments of thinking 

styles in groups with and without a formal diagnosis of CO are reported in Chapter 7. 

These data indicated that the CO group reported more posttraumatic cognitions about the 

world, more self-devaluative depressive ratings, as well as higher levels of dissociation and 

rumination, as compared to the non-CO group. However, data did not support the 

hypothesis for group differences on negative attributional style. 

In the study reported in the present chapter, attributional style was again assessed 

using the Attributional Style Questionnaire (ASQ; Peterson, et aI., 1982), posttraumatic 

cognitions were examined using the Posttraumatic Cognitions Inventory (PTCI; Foa, 

Ehlers, Clark, Tolin & Orsillo, 1999), vulnerability to depression were investigated using 

the Depressed States Checklist (DSC; Teasdale & Cox, 2001), tendency to ruminate was 

assessed using the Rumination Style Questionnaire (RSQ; Nolen-Hoeksema & Morrow, 

1991) and dissociation was measured using the Dissociative Experiences Scale (DES; 

Bernstein & Putnam, 1986). The predictions were that the High CO group would report 

higher levels of posttraumatic cognitions, self-devaluative depressed states, rumination and 

dissociation, relative to the non-CO group. In line with the data from Chapter 5, we 

anticipated no group differences in attributional style. 

9.1.5. Marriage, Social Support and Beliefs 

In addition to revisiting a number of issues assessed in studies reported in the 

previous chapters, the present chapter also presents novel data on a number of psychosocial 

variables potentially associated with CO - specifically, issues relating to marriage, social 

support, religious beliefs and views of the world. The chronic grief literature suggests that 

grief related problems can arise from ambivalence towards the spouse or loved ones (e.g. 

Bowlby, 1980; Horowitz, Bonanno & Holen, 1993; Lindemann, 1944; Parkes & Weiss, 

1983) or excessive dependency on the spouse or loved one (Lopata, 1979; Osterweis et aI., 

1984; Parker & Weiss, 1983; Raphael, 1983). Similarly, Shaver and Tancredy (2001) and 

Fraley and Shaver (1999) have suggested that individuals with anxious/ambivalent or 
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preoccupied attachment styles have a tendency to react badly to the loss of a loved person, 

in tenns of intense and lengthy distress. Also Shaver and Tancredy (2001) made the 

suggestion that those with an avoidant or dismissive attachment style can limit the extent 

of their dependency and distress and hence exhibit less distress after a loss. On the basis of 

these data, it was predicted that individuals high in CG symptoms would report greater 

ambivalence and dependency regarding their spouse/loved one than those low in CG 

symptoms. 

Religious involvement, it has been suggested, can provide a sense of belonging as 

well as social support following a loss (McIntosh, Silver & Wortman, 1993; Nolen

Hoeksema & Larson, 1999; Schucter & Zisook, 1993; W. Stroebe & Stroebe, 1993). On 

this basis, Kendler, Gardner and Prescot (1997) and Miller, Davies and Greenwald (2000) 

conducted factor analyses of measures of religious involvement and found two dimensions 

that influence individuals at risk: personal devotion (relationship with God, going to 

church etc.); and religious conservatism (teaching and living according to a creed). The 

prediction for the present study was therefore that those high in CG symptoms would 

report lower religiosity compared with those low in such symptoms. 

A sense of meaning and views of the world are key components of the grieving 

process (Davis & Nolen-Hoeksema, 2001; Neimeyer, 2000; Parkes, 1971; Schwartzberg & 

Janoff-Bulman, 1991). Some individuals seemingly cannot find any meaning when the 

loss occurs (Davis & Nolen-Hoeksema, 2001; Lehman, Wortman & Williams, 1987) 

and/or they view the world as generally meaningless, unjust and uncontrollable 

(Schwartzberg & Janoff-Bulman, 1991). It has been suggested that those who hold such 

negative views of the world may react with greater distress following loss (Davis et aI., 

2000). The prediction therefore was that those higher in CO symptoms would describe 

more negative world views then those lower in CO symptoms. 

Finally, regarding social support following bereavement, two broad types of 

support are available. One is social support from friends and relatives (Bonanno & 

Kaltman, 1999; Lopata, 1979; Nolen-Hoeksema & Larson, 1999; Sanders, 1993; W. 

Stroebe & Stroebe, 1987), and the other is instrumental support (help with finances and 

maintenance) (W. Stroebe & Strocbe, 1987). There is a broad literature showing that 

lower levels of both types of social support are associated with greater distress following a 

loss (e.g. Matt & Dean, 1993; Stroebe, Zach, Stroebe & Abakoumin, 2005). The 

prediction therefore was that those high in CO symptoms would report lower levels of 

social support than those low in such symptoms. 
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9.2. Method 

9.2.1. Participants 

Participants were selected from the broader database described in Chapter 2 and 

used to validate the measures used in the thesis. Groups high and low on CG 

symptomatology were selected based on cut-offs on the ICG-R (Prigerson & Jacobs, 2001, 

see Chapter 2, section, 2.5.5.). These cut-offs were determined based on previous studies 

reported in the literature (Prigerson & Jacobs, 2001; Boe1en et a1. 2003). For the high ICG 

group the cut off was 25 and above and of the low ICG group the cut off was less than 5. 

Of the 229 bereaved participants in the database, 106 were selected for the present 

study, 53 in the high CG group and 53 in the low CG group. These participants were 

group matched on age, gender, level of education and income. Also time since 

bereavement and whom they have lost were comparable. The present data therefore 

overlap with the data reported in Chapter 2, but are restricted to extreme groups from this 

overall sample. 

9.2.2. Measures and materials 

The measures used to asses the various cognitive, emotional and behavioural 

processes of interest are reported in detail in Chapter 2. 

The measures used to assess mental control strategies were the Thought Control 

Questionnaire (TCQ; Wells & Davies, 1994, section, 2.5.1.), the Emotion Regulation 

Questionnaire (ERQ; Gross & John, 2003, section 2.5.4.), the Berkley Expressivity 

Questionnaire (BEQ; Gross & John, 1995,2.5.3.) and the COPE (Carver, 1997, see 2.4.6.). 

The measures used to examine mood were the Beck Depression Inventory (BDI; Beck et 

aI., 1961, see section 2.4.1), the Beck Anxiety Inventory (BAI; Beck & Steer, 1990, see 

section, 2.4.2.), the General Health Questionnaire (GHQ; Goldberg, 1992, see 2.6.2.) and 

the Grief Scale (GS: Vinocur et aI., 2002, see section 2.6.4.). The symptoms of avoidance, 

intrusion and hyperarousal was examined using the Impact of Event Scale-Revised (JES-R; 

Weiss & Marmar, 1997, see section, 2.4.4.). Emotions were measured using the Novaco 

Anger Scale (NAI; Novaco, 1975, see 2.6.1.) and the Test of Self-Conscious Emotions 

(TOSCA; Tagney, 2001, see section 2.6.7.). 

The measures used to examine thinking styles were the Subjective Probability 

Questionnaire (SPQ); the Attributional Style Questionnaire (ASQ, Peterson et a1. 1982, see 
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section 2.6.6.); the Posttraumatic Cognitions Inventory (PTCI; Foa et al., 1999, see section 

2.5.2.); the Depressed States Checklist (DSC; Teasdale & Cox, 2001, see section 2.6.5.); 

the Response Style Questionnaire (RSQ; Nolen-Hoeksema & Morrow, 1991, see section 

2.5.6.) and the Dissociative Experiences Scale (DES; Bernstein & Putnam, 1986, see 

section, 2.6.3.). 

The measures taken from Bonanno et al. (2002) to measure variables possibly 

related to griefwere: the World Views (WV; see section, 2.6.8.1); the Social Support (SS; 

see section 2.6.8.2.); the Qualities of Relationship (QoR; see section 2.6.8.3.); the 

Interpersonal Dependency (lD; see section 2.6.8.4.); the Dependency on the Significant 

Other (DoSO; see section 2.6.8.5.); the A voidantfDismissive Attachment Style (NDA; see 

section 2.6.8.6.) and the Religiosity Scale (RS; see section 2.6.8.7.) 

9.2.3. Procedure 

The procedure was described in Chapter 2 (see section 2.3.1.2.). 

9.3. Analysis and Results 

9.3.1. Demographics 

Table 9.3 .1.a. shows the demographic data, and Table 9.3.1. b. the bereavement

related and verbal fluency data across the two groups (n = 53 in each group). There were 

no significant differences across groups except on the variable who died (Low ICG 

participants experienced no child loss, and fewer partner and sibling losses). 

Table 9.3.1.c. shows the data from self-report questionnaire measures of grief 

symptoms. Group differences were calculated using independent samples t-tests. As 

expected there were significant differences across groups on all self-report scales and 

subscales relating to grief symptoms. 
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Table 9.3.1.b. Bereavement-related and verbal fluency data across the two groups (high 

and low) 

Low - ICG (n = 53) High - ICG (n = 53) 

\, Variable M SD n M SD n Test statistic P 

Time since bereavement· 7.60 7.63 5.65 4.88 t(95) - 1.50 .14 

Who died? Fisher's .02 

Parent 28 27 exact 

Child 0 5 

Sibling 3 

Partner 1 7 

Grandparent 8 3 

Friend 9 6 

Cousin 6 2 

Verbal fluency6 11.53 2.52 11.14 2.78 1(54) ... 0.55 .58 

Note. ICG - Inventory of Complicated Grief; • Range: low-CG group - 6 months-31 years, high-CG group - 6 months-I 7 years; b-
this task was only completed by the experimental sample of 28 people in each group, 

Table 9.3.1.c. Mean grief self-report data across the two groups (high and low ICG) 

Low - ICG (n - 53) High ·ICG (n - 53) 

;' Variable M SD M SD Test statistic P 

ICG-R - total 2.02 1.85 31.00 11.88 t(104) =17.54 <.01 

ICG-R - separation anxiety 0.89 1.05 8.79 3.53 t(104) =15.62 <.01 

ICG-R - traumatic distress 1.13 1.39 22.21 9.09 t(104)=16.67 <.01 

GS - total 33.04 11.76 51.07 12.40 t(104) = 7.68 <.01 

GS - anxiety S.49 2.44 6.92 2.60 1(104) ... 2.93 <.01 

GS - despair 5.24 2.65 7.S1 3.24 t( 1 04) .. 3.94 <.01 

GS - shock 4.66 1.95 7.15 2.76 t(104) ... 5.36 <.01 

GS - yearning 7.94 3.S1 12.97 3.18 t(104) = 7.56 <.01 

GS - intrusion 5.07 2.68 7.81 2.53 1(104) - S.40 <.01 

GS - anger 4.62 1.88 8.81 2.48 t(104) - 9.79 <.01 

Note. ICG-R - Inventory of Complicated Gricf-Revised; GS • Grief Scuh:. 
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Table 9.3.1.a. Demographic data across the two leG groups (high and low) 

Low - ICG (n - 53) High -ICG (n - 53) 

Variable M SD n M SD n Test statistic P 

Age, years" 38.09 14.64 37.43 14.28 t(I04)" .23 .81 

Sex Fisher's exact 1.00 

Men 18 17 

Women 35 36 

Education, years Fisher's c)(act .16 

Unfinished primary school 0 

Primary school 0 

Secondary school 33 39 

University 13 10 

Postgraduate 7 2 

Monthly salary, £6 Fisher's e)(act .74 

Less than 100 10 8 

100-200 5 6 

200-300 10 12 

300-400 5 7 

400-500 6 8 

500-600 6 3 

Over 600 10 S 

Marital stat usc Fisher's exact .25 

Single 17 20 

Married 25 18 

Cohabiting 5 5 

Divorced S 3 

Widowed 6 

Nationalityd Fisher's exact .03 

Croatian 42 39 
Serbian 5 

Muslim 0 6 

Bosnian 2 I 

Undecided 2 2 

Macedonian 0 

Yugoslavian 3 

Religion· Fisher's e)(uct .40 

Catholic 32 29 

Orthodo)( 2 4 

Muslim 3 8 

Christian 5 6 

Atheist 5 3 

Nothing 0 2 

Agnostic 

Note. ICG - Inventory of Complicated Grief; • Age mnge: low-CG group - 111-76, high-CG group· 111-6'1; b. missing duta from 5 
participants; C - missing data from I participant; ~ • missing duta from 2 participants; '. missing duta from 6 participants. 
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9.3.2. Mental Regulation 

Table 9.3.2. shows the data for the self-report measures of thought control (TCQ), 

emotion regulation (ERQ) and emotion expressivity (BEQ). Group differences were 

calculated using independent samples t-tests. There were no significant group differences 

on any of the variables. This mirrors the findings reported in Chapter 4 using the 

diagnostic groupings. 

Table 9.3.2. Thought control, emotion regulation, and emotional expressivity data across 

the two groups (high and low ICG) 

Low - ICG (n -= 53) High - ICG (n '" 53) 

t Variable M SO M SO Test statistic P 

TCQ-Total' 65.55 8.16 65.71 8.54 t(103) - .50 .92 

TCQ - Distraction' 16.36 3.61 16.11 3.63 t(1 03) - .34 .73 

TCQ - Social' 13.57 2.94 12.86 3.02 t(103) "1.21 .23 

TCQ- Worry 10.98 2.86 11.90 3.01 t(i 03) ~ 1.61 .11 

TCQ - Punishment' 10.05 2.25 10.61 2.54 t(1 03) .. 1.\ 9 .24 

TCQ - Re-appraisal" 14.58 3.45 14.21 2.88 t(103)" .60 .55 

ERQ - Total 44.77 9.61 44.11 10.32 t(104) - .34 .73 

ERQ - Re-appraisal 27.87 6.44 26.00 6.34 t(104) -1.50 .13 

ERQ - Suppression 16.90 6.24 18.11 5.44 t(104) -1.06 .29 

BEQ-Total 4.63 1.02 4.62 1.02 t(I04) - .05 .96 

SEQ - Negative expressivity 3.99 1.\5 3.87 1.\2 1(104) - .50 .61 

BEQ - Positive expressivity 5.24 1.19 4.98 1.43 t(1 04 )= 1. 00 .32 

BEQ - Impulse strength 4.66 1.21 5.00 1.10 t(104)=1.51 .13 

Note. ICG - Inventory of Complicated Gricf; TCQ - Thought Contml Questionnaire; ERQ - bnotlOn Regulatiun Qu~-stlunnaire; BEQ 
.. Berkley Expressivity Questionnaire; • - missing data fmm I participant in High-ICG gmup. 

Table 9.3.2.1. show the descriptive data for the COPE self-report measure. Group 

differences were calculated using independent samples t-tests using a protected alpha level 

of .01 as there were no subscale-specific hypotheses. There were significant group 

differences for COPE Positive reframing and Instrumental support with the Low ICG 

Group scoring higher than the High ICG Group (these strategies were also significantly 

different across groups in Chapter 4 with the non-CG group scoring higher than the CG 

group). Also there was a significant group difference for Behavioural Disengagemcnt 

strategies with the High ICG Group scoring highcr than the Low ICG Group (this was not 

significant in Chapter 4). There was no significant group difference for the COPE total 

score (and this was a significant difference in Chapter 4). For Planning, Humour, and 

Emotional Support there was a trend towards significance with the Low ICG Group 
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scoring higher than the High ICG Group, whilst for Self-Distraction the High ICG Group 

scored higher than the Low ICG Group. There were no significant group differences for 

the other maladaptive strategies (Religion; Venting; Substance Use; Self-Blame). 

Table 9.3.2.1. Coping strategies data across the two groups (high and low ICG) 

Low - ICG (n = 53) High. ICG (n - 53) 

t. Variable M SD M SD Test statistic P 

COPE-total 70.06 7.58 67.30 10.26 t(103) = 1.56 .12 

Active coping 6.98 1.13 6.53 1.46 t(l 03) = 1.77 .08 

Planning 7.00 1.33 6044 1.49 t(102) = 2.02 .05 

Positive reframing 6.98 1.36 6.11 1.81 t(102) = 2.75 <.01 

Acceptance 6.57 1.46 6.06 1.61 t(102) = 1.72 .09 

Humour 5.06 1.83 4.21 2.08 t( 1 02) ... 2.20 .03 

Religion 4.38 2.25 4.73 2.22 t(103)'" 0.80 .42 

Emotional support 5.46 1.81 4.62 1.71 t(1 03) = 2.44 .02 

Instrumental support 5.35 1.65 4.41 1.82 t(103) = 2.74 <.01 

Self-distraction 5.13 1.62 5.87 1045 t(1 03) = 2044 .02 

Denial 3.11 1.21 3.56 1.28 t( 1 03) = 1.85 .07 

Venting 3.88 1.44 4.19 1.33 t(103) = 1.12 .26 

Substance use 2.67 1041 2.83 1.60 t(103) = 0.53 .59 

Behavioural disengagement 2.92 1.26 3.64 1.61 t(103) - 2.54 .01 

Self-blame 4.54 1.66 4.51 1.79 t( 1 03) ... 0.08 .93 

Note: lCG .. Inventory of Complicated Grief. 
"N.B. Samples sizes as reflected by degrees of freedom for different subscillc.'S reported in this tublc, and subs~'Qucnt tllblcs in this 
Chapter, Vilry slightly due to some participants failing to complete those mCilsurcs". 

9.3.3. Intrusions, avoidance, mood and emotions 

Table 9.3.3. shows the data for the self-report measures of intrusion, avoidance and 

hyperarousal (IES-R), mood (BDI, BAI, GHQ) and emotions (TaSCA, NAI). Group 

differences were calculated using independent samples t-tests. For the subscales of the 

TaSCA a protected level of alpha of .01 was employed as there were no subscale-specific 

hypotheses. On the IES-R, the groups were significantly different on the intrusion and 

hyperarousal subseales with a trend on the avoidance subscale, with the High ICG Group 

scoring higher than the Low ICG Group. This broadly mirrors the diagnostic data reported 

in Chapter 5. There were significant group differences on the BDI and GHQ and a trend 

on the BAI. Finally, there were significant group differences on the NAI as well as for 

TOSCA-shame, -extemalization and -total score, again with the High CO Group scoring 
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higher than Low CG Group. Again similar patterns were reported in Chapter 5 for the 

diagnostic samples. 

Table 9.3.3. Intrusion, Avoidance, Mood and Emotions data across the two groups (high 

and low CG) 

Low - ICG (n = 53) High - ICG (n = 53) 

. Variable M SD M SD Test statistic P 

IES-R-total 3.11 2.48 5.32 2.13 t(97) = 4.75 < .01 

IES-R-intrusion 1.05 0.89 1.85 0.83 t(97) .. 4.61 <.01 

IES-R-avoidance 1.16 0.95 1.77 0.82 t(97) ... 3.44 <.01 

IES-R-hyperarousal 0.91 0.89 1.70 0.80 t(97) .. 4.67 <.01 

BD! 6.53 6.35 14.02 10.39 t(104) - 4.48 <.01 

BAl 12.51 10.25 16.28 10.76 t(104)" 1.85 .07 

GHQ 10.15 5.27 13.79 5.69 t(103) - 3.39 < .01 

TOSCA -Shame 39.15 10.75 44.78 10.52 t(100) ... 2.67 < .01 

TOSCA - Detachment 33.94 7.94 36.76 6.55 t( 1 00) .. 1.95 .05 

TOSCA - Guilt 62.25 12.39 68.82 9.53 t( 1 00) .. 0.26 .79 

TOSCA - Externalization 39.88 9.22 47.60 8.02 t(100) - 4.50 <.01 

TOSCA - Alpha Pride 18.50 4.88 18.26 3.65 t(100) - 0.28 .78 

TOSCA - Beta-pride 19.29 4.60 19.44 3.74 t( 1 00) - 0.18 .85 

TOSCA - Total 213.02 38.41 229.66 28.13 t( 1 00) - 2.49 .01 

NAl - anger score 49.04 18.94 58.85 18.26 t( 102) - 2.69 <.01 

Note. ICG .. Inventory of Complicah ... d Grief; IES-R - Impact of Event Scule - RevIsed; 13m - 13L'l:k Uqm:ssllln Inventory; BAI-
Beck Anxiety Inventory; GHQ - Geneml Hculth Questionnaire; TOSCA - Test ofSdfConscious AlIect; NAI- Novaco Anger 
Inventory. 

9.3.4. Thinking styles 

Table 9.3.4.1. shows the data for the Attributional Style Questionnaire (ASQ). 

Composite negative is the aggregate of internal, stable and global attributions for negative 

events, composite positive is the aggregate of internal, stable and global attributions for 

positive events, and a full score represents a degree of optimismlhc1plessness and is 

obtained by subtracting the negative composite from the positive composite. Group 

differences were calculated using independent samples t-tests. There were no significant 

group differences on any of the variables although they were in a predicted direction and 

High ICG group was slightly more helpless and less optimistic. Comparable results were 

reported in Chapter 7 for the diagnostic groupings. 
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Table 9.3.4.1. Attributional style data across the two groups (high and low ICG) 

Low- ICG High-ICG 

(n = 53)' (n" 53)b 

" Variable M SD M SD Test statistic P 

ASQ - internality - positive events 5.12 1.22 4.91 1.58 t(94) = 0.71 .48 

ASQ - stability - positive events 4.95 1.13 4.51 1.61 t(94) = 1.54 .13 

ASQ - globality - positive events 4.28 1.13 4.13 1.56 t(94) = 0.54 .60 

ASQ - internality - negative events 4.14 1.22 3.93 1.34 t(94) = 0.81 .42 

ASQ - stability - negative events 3.96 1.14 3.80 1.50 t(94) = 0.60 .55 

ASQ - globality - negative events 3.14 1.16 3.22 1.37 t(94) = 0.29 .77 

ASQ - composite positive 4.78 1.02 4.52 1.45 t(94) = 1.03 .31 

ASQ - composite of negative 3.75 0.89 3.65 1.25 t(94) = 0.45 .65 

ASQ - full score (optimism/helplessness) 1.03 1.10 0.87 0.98 t(94) = 0.77 .44 

Note: ICG = Inventory of Complicatoo Grief; ASQ ~ Attributional Style Questionnaire. • - S participants had a number of items 
missing and their data was not used in the analyses; b - S participants had a number of items missing and their data was not used in the 
analyses. 

Table 9.3.4.2. shows the data for the self-report measures of Posttraumatic 

Cognitions Inventory (PTCI) and Dissociative Experiences Scale (DES). Group 

differences were calculated using independent samples t-tests. There were significant 

group differences on cognitions about the self, cognitions about the world, total cognitions, 

and dissociation with the High ICG Group scoring higher than the Low ICG Group. There 

were no significant group differences for cognitions about self-blame. These data are 

comparable to those reported in Chapter 7 in the diagnostic groups. 

Table 9.3.4.2. Posttraumatic cognitions and dissociation data across the two groups (high 

and low ICG) 

Low .ICG (n - 53) High. lCG (n • 53) 

:; Variable M SO M SO Test slatistic P 

PTel-negative cognitions about the self 1.88 1.04 2.47 1.20 t(104)-2.68 <.01 

PTel-negative cognitions about the world 3.50 1.49 4.49 1.21 1(104) - 3.75 <.01 

PTel-negative cognitions about self-blame 2.10 1.18 2.19 1.00 t( 104) - 0.42 .67 

PTel-total 7.49 3.10 9.16 2.81 t(104)-2.90 <.01 

DES-Total 11.06 7.81 15.94 10.19 t(104)-2.76 <.01 

Note: ICG - Inventory of Complicated Grief; PTCI- Post traumatic Cognitions Inventory; DES - Dissociutive hpcricnces Scale. 

Table 9.3.4.3. shows the data for the self-report measures of rumination and 

depressive states. Group differences were calculated using independent samples t-tcsts. 

There were significant group differences on the rumination subscale of the RSQ and on 

both the affective and self-devaluative subscales of the DSC with the High ICG Group 
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scoring higher than the Low ICG Group. A broadly comparable pattern was reported in 

Chapter 7 for the diagnostic samples. 

Table 9.3.4.3. Rumination and depressed states data across the two groups (high and low 

ICG) 

Low- leG High - ICG 

(n = 51)8 (n = 52)b 

Variable M SD M SD Test statistic P 

RSQ-Total 62.85 13.56 64.92 11.94 t( 1 00) = 0.82 ,41 

RSQ - Rumination 27.02 7.03 29.98 7.59 t(100) = 2.04 .04 

RSQ - Distraction 22.88 5,45 22.70 4.59 t(100) = 0.18 .85 

RSQ - Problem Solving 12.94 3.20 12.24 2,42 t(100) = 1.25 .22 

DSC - Affective Scale 14.14 13.03 21.88 13.23 t(101) = 2.99 <.01 

DSC - Self devaluative scale 10.76 12.08 16.50 13.32 t(101) = 2.29 .02 

DSC- Total 24.90 24.51 36.38 25.65 t(101) = 2.73 <.01 

Note: ICG z Inventory of Complicated Grief; RSQ = Rumination Style Questionnaire; DSC - Depressed States Checklist; a - 2 
participants had a number of items missing and their data was not used in the analyses; b - I participant had a number of items missing 
and their data was not used in the analyses. 

9.3.5. Relationships, social support and beliefs 

Table 9.3.5. shows the data for the self-reports measure relating to relationships, 

social support, religious beliefs, and views about the world. Group differences were 

examined using independent samples t-tests using a protected alpha level of .01. There 

were significant group differences on interpersonal dependency and dependency on the 

spouse/partnerlloved one, with the High CG Group scoring higher than Low CG Group. 

There were also significant group differences in belief in personal justice, with the High 

CG Group scoring higher than the Low CG Group. There were no significant group 

differences on evaluations of marriage/relationship (positive or negative); reported social 

support, although there was a trend toward significance for perceived support from friends 

and family with the Low CG Group scoring higher than the High CG Group; personal 

devotion; religious conservatism; avoidant/dismissive attachment; belief in a just world; 

belief in uncontrollability of events, and beliefs about acceptance of death. 
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Table 9.3.5. Relationship evaluations, social support and beliefs data across the two groups 

(high and low ICG) 

Low-ICG' High-ICG' 

(n = 53) (n .. 53) 

Variable M SD M SD Test statistic P 

Positive evaluations of relationship' 8.62 4.57 9.44 4.23 1(79)" 0.83 Al 
Negative evaluations of relationship· 8.44 5.68 8.53 5.26 t(79) = 0.07 .95 

Perceived support from friends and family 5.51 1.65 4.88 1.74 1(99) ... 1.86 .06 

Perceived support from childrenb 
9.67 2.77 2.94 2.27 t(76)" 1.35 .18 

Instrumental support 6.79 2.70 6.00 2.98 1(96) ... 1.38 .17 

Personal devotion 5.83 4.67 7.22 4.08 1(100) '" 1.60 .11 
Religious conservatism 4.56 2.24 5.10 2.32 t( I 00) ... 1.20 .23 

Interpersonal dependency 11.29 3.87 14.20 3.53 1(99) - 3.94 <.01 

Dependency on the significant other 11.53 3.17 13.04 2.78 1(97) - 2.52 .01 

Avoidant/dismissive attachment 10.76 2.72 11.46 2.96 t(99) - 1.40 .16 

Belief in just world 17.61 3.60 17.78 3.30 t(100)-0.24 .81 

Belief in personal justice 6.06 2.39 7.68 2.32 I( 100) - 3.48 <.01 

Belief in the uncontrollability of negative events 10.44 2.58 10.78 2.29 1(100) - 0.70 .48 

Acceptance of death 13.92 2.32 13.28 2.52 t( I 00) - 1.34 .18 

Note. ICG a Inventol)' ofComrlicated Grief; • - these variables were only tested on paniclpilnts who were lila n:luliunsillp (Low lCU, 
n· 4S and High ICG, n - 36); .. this was only lested on paniciplll1ts who had childn:n (Low ICG, n • 42 and High ICG, n • 36). 

9.4. Discussion 

9.4.1. Summary of the main results 

This present study was aimed at understanding how participants in a High CO 

Group differ from participants in a Low CO Oroup on a series ofself-report measures that 

are assessing cognitive, emotional and behavioural processes. The approach in this chapter 

therefore uses an extreme groups methodology, in contrast to the case-control design for 

the studies reported in Chapters 4 - 8. As in Chapter 3, data on mental regulation showed 

that there were no statistically reliable differences between the CO group and the non-CO 

group in tenns of thought control and emotion regulation. Similar to the previous results, 

the coping data showed that the CG group reported higher use of behavioural 

disengagement and self-distraction whilst the non-CO group reported higher use of 

positive reframing, humour and emotional/instrumental support. Regarding mood and 

emotions, the CG group reported higher levels of intrusion, hyperarousal, depression, 

general health, anger, shame, detachment and extemalization in line with the data reported 

in Chapter 5. Attributional style was again not significantly different across groups in line 
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with the findings in Chapter 7. As hypothesised, the CG group did however report more 

negative posttraumatic cognitions about the world and the self, as well as highcr levels of 

dissociation, ruminations and affective and self-devaluative depressed statcs, compared to 

the non-CG group. Lastly the CG group reported higher scores on interpersonal 

dependency, dependency on the spouse, and belief in personal justice. 

Taken together, the data in the present chapter are almost entirely consistent with 

the case-control data reported in Chapters 4 - 8. The overall picture is that both content 

and processes involved in thinking, reasoning, emoting and coping in CG appear highly 

similar to the problems identified in the literature for PTSD and depression as reviewed in 

the Introduction Chapter and in the introductory sections of Chapters 4 - 8. The only 

differences, in terms of self-report, appear to involve emotion regulation and attributional 

style, where the CG group do not significantly differ from controls. As already noted, it 

may be the case that any dysfunctionality in these domains is more specific to 

bereavement-related issues such that the ERQ, BEQ and ASQ are rendered relatively 

insensitive in a CG population. This issue is returned to in the General Discussion chapter 

which follows. 
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Chapter 10: Discussion 

CHAPTER 10 

General Discussion 

FUNERAL BLUES (wH. A UDEN - April 1936) 

Stop all the clocks. cut off the telephone. 
Prevent the dogfrom barking with ajuicy bone. 
Silence the pianos and with muffled d114m 
Bring out the coffin. let the mourners come. 

Let aeroplanes circle moaning overhead 
Scribbling on the sky the message He is Dead. 
Put crepe bows round the white necks of tire public doves. 
Let the traffic policemen wear black cotton gloves. 

He was my North. my South. my East and West. 
My working week and my Sunday rest. 
My noon. my midnight. my talk. my song; 
I thought that love would last for ever: I was wrong. 

The stars are not wanted now; put out every one; 
Pack up the moon and dismantle the sun; 
Pour away the ocean and sweep up tire wood; 
For nothing now can ever come to any good. 

CROATIAN TRANSLATION 

Zallstavite satove. iskljllcite telephone. 
Sprijecite pse da ne lajll nad socnom kosti. 
Stisajte glasovire I prigusite brlbnjeve. 
Iznesite lijes. neka dodu ozalosceni. 

Neka avian; knlie i zale iznad nas i 
Neka na nebu ispisu po114ku - Onje Mrtav. 
Neka se viju crne kravate na vratima bogomoljaca. 
Neka prometnici nose crne pamllcne nlkavice. 

Bio je mol' Sjever. mol' Jllg. mol' Istok I lapad. 
Mol' radni tjeelan i Nedjeljni oelmor. 
Moje podne. moja ponoc. mol' govar i moja pjesma; 
Mislio sam da ce ljubav trajati vjecno: PogrijeIio sam. 

lvijezde sada niko ne traii; ugasite svakll ad njilr 
Odnesite mjesec i rasklopite sunce; 
Maknite okean I pocistite slime; 
Jer nista sada ad toga ne vrijedi za mene. 

Overarching aim and hypotheses of the thesis 

This final General Discussion chapter is divided into several sections. First, I 

restate the aims of the research and the research questions. Second, I provide a summary 

of the findings. Third, I discuss the data and interpretations in the light of issues 

highlighted in Chapter 1. Next I outline the strengths and the limitations of the studies. 

Finally, I suggest avenues for future research and potential clinical implications. 

Over the last decade, CG has been proposed as a possible new diagnostic category 

and its potential distinctiveness from other disorders has thus been closely examined. 

However a number of challenges remain. The first is the continued absence of fully agreed 

diagnostic criteria. For instance, since this research began, it has been proposed that CG 

should be termed Prolonged Grief Disorder - the latest in a series of changes in the title 

and criteria for this potential new diagnosis. The second challenge is that according to the 

latest meta-analyses of bereavement interventions (Jordan & Neimeyer, 2003; Kato & 

Mann, 1999; Larson & Hoyt, 2007), such interventions show very small treatment effects 

or even worse have an adverse impact on grief symptomatology. This suggests that urgent 

attention to way that CO and related conditions are dealt with clinically is important. 
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Third, the prevalence of CO has not yet been satisfactorily established. Fourth, and most 

relevant to the present thesis, is the extent to which CO is distinct from disorders such as 

depression and PTSD in terms of basic cognitive-behavioural and emotional processes. 

This thesis examined this issue using various methodologies including experimental, self

report questionnaire, diaries and narrative accounts. The overarching aim was to 

illuminate further how similar the underlying processes in CO are to those in PTSD and 

depression, as reported in the literature. 

10.2. Summary of findings 

The data will be summarised in terms of the experimental, diary, narrative and self

report questionnaire hypotheses. 

10.2.1. Experimental findings (thought suppression and autobiographical memory) 

The findings from Chapter 4 on thought suppression showed no group differences 

in terms of suppression but an increase in self reported anxiety, when CO participants were 

asked to suppress thoughts about the dead person, relative to thoughts about a living 

person, in comparison with non-CO participants. The interpretation of these data, along 

with related data indicating no differences between CO and non-CO groups on the Thought 

Control Questionnaire (TCQ), and in emotion regulation strategies as assessed by the 

Emotion Regulation Questionnaire (ERQ) and the Berkley Expressivity Questionnaire 

(BEQ), is that there is no support for CO being significantly characterised by different 

ways of mentally regulating cognitive content. However, it appears that CO is 

characterised by differential levels of distress in relation to such content, especially when 

active regulation (e.g. suppression) is taking place. 

The data reported in Chapter 8, on autobiographical memories, showed that 

participants with a diagnosis of CO were less specific in their recall of the past than 

bereaved controls without a diagnosis of CO on the standard Autobiographical Memory 

Test (AMT) but that, in the case of negative cue words at least, this difference was 

significantly eliminated on a cue word task probing mcmories from the lifetime of the 

deceased (the BMT-Deceased) but not on a task probing memories from the lifetime of a 

loved one who remains alive (the BMT-Living). This suggests that constraining the cue 

word methodology of these memory tasks in order to probe the database of memories that 

give rise to day-to-day intrusions in a CO group (i.e., memories of the deceased) serves to 
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eliminate the standard reduced specificity effect on the task. To the best of my knowledge 

this is the first demonstration that when you probe the source of the person's distress using 

cue words (i.e. BMT -deceased) you don't get the standard reduced specificity effect that is 

usually found in trauma-exposed individuals or other clinically distressed individuals 

(Williams et aI., 2000). In this study we have therefore been able to utilise the specific 

nature of CO to show that over-generality in autobiographical remembering - a pervasive 

correlate of psychopathology including PTSD and depression (Williams et aI., 2007) -

does not apply to memories aetiological to the person's distress; in this case, memories of 

the deceased. 

10.2.2. Diary findings (intrusive memories and thoughts, and sleep) 

The findings from Chapter 5 using the intrusion diary showed, as hypothesised, that 

levels of distress and avoidance tended to be higher in the CO group compared to the non

CO group. Furthennore, the CO group reported more CO emotions, especially to loss

related thoughts and memories. These data provide the first systematic support for 

Dalgleish and Power's (2004) proposal that, although CO will be characterised by 

oscillations of intrusion and avoidance in the same way as PTSD, the phenomenology of 

these experiences will be different with CO being associated with emotions of sadness and 

yearning, as opposed to fear. 

Also in Chapter 5, data from the sleep diaries and from self-reports of sleep 

assessed by questionnaire showed that the CO group reported more problems falling 

asleep. However, for other sleep variables there were no significant differences. These 

data are in the context of higher self-reported levels of hyper arousal in CO, relative to the 

non-CO. The sleep findings concur with the existing CO litcrature (e.g., McDennot et aI., 

1997) in suggesting that CO is not as strongly associated with sleep problems as one might 

suppose given its family resemblance as a disorder to PTSD and depression. It is as yet 

unclear why this is so. 

10.2.3. Narrative findings 

Chapter 6 examined the narrative accounts of the bereavement in CO with the 

intention of examining levels of disorganization and fragmentation. The data were in part 

as hypothesised and showed that the CO group tended to have less organised narratives 

compared to the non-CO group, echoing Foa et a1. 's (1995) and van Minnen et a1.'s (2002) 
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findings in PTSD. However an unexpected finding was that the non-CO group also 

expressed more "thoughts/feelings" in their narratives compared to the CO group. 

Furthermore, similar group differences were initially evident for non-bereavement negative 

narratives although these differences were rendered non-significant once narrative length 

was covaried. A possible interpretation of these data is that the CO group are simply being 

more avoidant of reporting mental states in their narratives because of the distress such 

reporting might cause. In addition, because participants completed the narratives in their 

own time over a week, it is possible that the CO group took a more piecemeal approach to 

narrative construction, leading to greater disorganization. 

10.2.4. Self-report questionnaire findings 

When examining self-reported mental regulation in Chapter 4, there were 

surprisingly no group differences on thought control, emotion regulation and emotional 

expressivity as already noted above. Taken together with the thought suppression 

experimental data these findings suggest that the strategies of mental regulation and the 

ability to regulate are not particularly different in CO. Coping styles data showed a 

significant difference across groups with the non-CO group using more adaptive coping 

strategies (activity, planning, reframing, humour and use of instrumental support) in line 

with the literature and our hypotheses. 

As reported in Chapter 5, as one would expect, self-reported avoidance, intrusion 

and hyperarousallevels, as examined by the IES-R, tended to be higher in the CO group 

compared to the non-CO group. The CO group also reported higher levels of depression, 

anger, shame, detachment and externalization compared to the non-CO group whilst there 

were no differences in anxiety levels, scores of guilt and alpha and beta pride. Also as 

described in Chapter 5, the CO group reported worse general health and lower scores on all 

domains of quality of life assessment (physical, psychological, social, environment); worse 

total scores for physical health (engaging in less healthy life style behaviours, experiencing 

more coughs and other ailments, using more medication and having more current illnesses 

as well as more illnesses in the family), and significantly higher alcohol and drugs intake, 

compared to the non-CO group. All of these emotion, mood, psychosocial and health 

findings are what one would expect given the overlaps between CO, PTSD and depression, 

as similar patterns are found in the PTSD and depression literatures. The importance of the 

present findings is that in most instances they represent the first examination of these 

patterns in CO. 
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In Chapter 7, it was reported that the CO group reported more frequent 

counterfactual thoughts as well as higher levels of distress to those thoughts. The CO 

group also reported more posttraumatic cognitions about the world, sclf-devaluative 

depressive ratings, as well as higher levels of dissociation and rumination, as compared to 

the non-CG group. Contrary to our hypothesis, there were no group differences in 

pessimistic attributional style. Again, these findings concerning cognitions are mostly in 

line with predictions and the patterns are what one would expect given the overlap between 

CG, PTSD and depression. The data indicate that, as Boelen et al. 's (2006) model of CO 

argues, the condition can be precipitated and maintained by cycles of dysfunctional 

cognitive processing. Again, the present data represent the first assessment of most of 

these issues in CG. 

The attribution findings were surprising. However, the scenarios on the ASQ are 

distal from the setting event in CO (Le., the bereavement) and this may account for the 

results. A bereavement-focused attribution measure may well be more sensitive. 

10.2.5. Overall summary of the findings 

Taken as a whole, the research presented in this thesis has carefully documented for 

the first time the profile of deficits and biases in the cognitive-affective domain associated 

with CO. A number of broad conclusions can be drawn: 

a) CO is characetrised by intrusion and avoidance of memories, thoughts and 

emotions in ways analogous to PTSD and depression 

b) The content of cognitions in CO also overlaps considerably with that reported 

for PTSD and depression in terms of dysfunctional post-trauma cognitions, 

counterfactual thoughts, rumination, self-devaluation, subjective likelihood 

estimates, and so on 

c) CO appears to differ from PTSD in terms of its affective phenomenology with 

intrusions being associated with yearning and sadness as opposed to fear and 

horror, in line with Dalgleish and Power (2004) 

d) CG also appears to be characterised by few sleep-related difficulties 

e) Psychosocial and health difficulties associated with CO again mirror those in 

PTSD and depression 

Overall, there is little evidence here in the cognitive-affective domain that CO is clearly 

distinct from either depression or PTSD with the exception of the data on affective 

phenomenology and sleep. 
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10.3. Methodological Considerations 

Having summarised the overall findings and offered some interpretations it is 

important to consider potential methodological difficulties with the current studies that 

may have influenced the results. 

10.3.1. Sample size and generalisability 

Due to difficulties in recruiting individuals with a CO diagnosis, a relatively small 

final sample size was used in the studies discussed in this thesis. This means that the 

research programme potentially has limited statistical power. This weakness was 

exacerbated by missing data in some of the analyses, resulting from some participants not 

completing certain measures and/or not completing diaries or writing narrative accounts. It 

may be the case that clearer results and group differences would have emerged in a larger 

study. 

In partial defence of this criticism, logistical constraints meant that it was not 

possible to test a larger population. Over 400 individuals were screened for CO among 

various groups of people in the community, of whom only a relatively small number had a 

diagnosis. Furthermore, when approached only some of those who screened positive 

agreed to participate in further studies. In addition, some of those who took part declined 

to take part in some of the tasks that they thought would be unduly distressing. 

Regarding generalisability, the final samples were culturally homogeneous as all 

the participants were originally from Croatian speaking towns. Considering that various 

ethnic and cultural backgrounds might influence the experience of another's death and of 

the grieving process (e.g. Reif, Paton & Gold, 1995) the results from this study should be 

generalised to other ethnic groups only with care. Issues of gender also limit the 

generalisability ofthese results since the majority of the participants were female. Many 

studies have reported that males cope and grieve in different ways to females (e.g. Lang & 

Gottlieb, 1993; Martin & Doka, 1996; Vance, Boyle, Najman & Thearle, 1995) and it may 

be that the present findings are less representative of males. There was insufficient power 

in the current dataset to look at this systematically by comparing males and females. 
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10.3.2. Sample selection 

For ethical reasons, associated with the socio-political climate in Croatia, all 

participants in the studies were approached by someone known to the candidate, prior to 

giving out the preliminary questionnaires, in order to provide information about what the 

questionnaire would involve, to check contact details and provide reassurance about 

confidentiality. Due to this recruitment approach, people who were willing to take part 

may have been more or less upset by the loss that they had experienced or may have been 

less concerned with socio-political implications than the bereaved population in Croatia as 

a whole. That said, special care was taken to include a wide variety of people from 

different backgrounds, with different lengths of time since the death, and who had 

experienced different kinds of losses. 

10.3.3. Type I Error Rate 

The exploratory nature of much of the research reported here means that a 

moderate number of statistical comparisons were run between groups/conditions for some 

parts of the study, potentially inflating the possibility of making a Type I error in 

interpretation. In defence of this criticism, statistical correction was made for multiple 

comparisons in those analyses whcre we had no a priori hypotheses based on the existing 

literature. For all the other analyses we had clear hypotheses concerning the nature of any 

likely effects due to our supposition that the cognitive-affective profile in CO would map 

closely onto those of PTSD and depression. 

10.3.4. Psychopathology in the non-CO group 

As documented in Chapter 3, the non-CO group mostly had significant past 

psychiatric history despite the decision to only include controls with no current diagnoses. 

This is an inevitable consequence of selecting controls that have experienced a comparable 

bereavement to the CO group in terms of time since bereavement amd the closeness of the 

relationship to the bereaved. We know that trauma exposure per se, as well as past MDD 

and PTSD, are associated with dysfunctional cognitive-emotional processing (see Power & 

Dalgleish, 1997). Consequently, the presence of past PTSO and MOD in the bereaved 

controls may have served to dilute the strength of any differences between these 

participants and the CO group. Oiven this, the fact that the hypothesized patterns of 
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findings emerged so clearly across the majority of the various studies is notable. Ideally, 

bereaved controls with no current or past psychiatric history would have been recruited. 

However, this proved logistically impossible give the constraints of matching the groups in 

bereavement-related variables. 

10.3.5. Comorbidity in the CO group 

Another potential limitation of the present studies is the degree of comorbidity in 

the CO group. CO is invariably highly comorbid with both MDD and PTSD (see 

Lichtenthal et at., 2004) as noted in the Introduction (Chapter 1) and it is noteworthy that 

the majority of the present CO samples also had a diagnosis of PTSD with the bereavement 

as the setting event. On this basis, one could quite easily argue that the present pattern of 

results is a function of bereavement-related PTSD as much as it is of CO. This issue goes 

to the heart of the debate of CO as a diagnosis. On the one hand, it is not surprising that 

the current data revealed a cognitive-affective profile in CO that was similar to that 

reported in the literature for PTSD because most of the CO group also had PTSD. 

However, to select CO participants without PTSD would be inappropriate as they would 

simply not be representative of the CO population and presumably for most it would be the 

case that their PTSD symptoms only just fell short of a full diagnosis. It seems that the 

claim by those promoting CO as a distinct diagnostic condition (Prigerson et al., 1999, 

2001; Horowitz et al., 1997) is that, even with the comorbidity, PTSD and CO are distinct. 

The obligation for researchers is therefore to examine this claim in comorbid samples, as in 

the present studies to try to unearth evidence of distinctiveness. 

10.3.6. Lack of psychiatric controls 

The research approach for the studies reported here has been to examine cognitive

affective processing in CO and to examine similarities and differences with respect to the 

patterns of findings using similar measures in the literature on PTSD and depression. A 

more rigorous approach would have been to formally include depressed and PTSD groups. 

This was not done for two reasons. First, it was very hard to recruit such individuals. 

Secondly, it was not clear how to deal with the comorbidity issues reported above. A pure 

design would have been to have 4 groups: PTSD (but no CO/MDD); MDD (but no 

COIPTSD); CO (but no PTSDIMDD); and never diagnosed. However, there are almost no 

individuals fulfilling such inclusion criteria and they would certainly not be representative. 
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This notwithstanding, the inability to formally and statistically compare across diagnostic 

groups in the present studies is a limitation. 

10.3.7. Lack of specificity of the measures 

To ensure comparability with the existing literature, many of the measures used in 

the present thesis were not tailored to bereaved samples. Where I did adapt in this way 

(e.g. memory and thought suppression studies, the diary studies, the judgment studies) I 

inevitably found bereavement-specific effects. Some aspects of the studies could therefore 

have been improved by making such adaptation more widespread. Indeed, the non

significant findings for emotion regulation, thought control and attributions may have 

arisen because these studies were too generic. This highlights the possibility that CO is not 

distinct from PTSD and depression in terms of patterns of cognitive processing biases, but 

in terms of the content that those biases operate on. For example, biased judgement 

effects, autobiographical memory effects and emotion effects relating to thought 

suppression and intrusions only emerged when examining bereavement-related content. 

10.4. Recommendations for future research and clinical implications 

The current data show that cognitive, behavioural and emotional processes in CO 

are very similar to those of PTSD and/or depression and this begs the questions where do 

we go from here in the quest of distinctiveness of CG from PTSD and MDD? Further 

work with clinical populations seems warranted in order to further test, replicate and 

extend the current findings. In particular, it now seems important to formally compare CO, 

depression and PTSD in terms of the types of processes examined in this thesis, while 

being mindful of the comorbidity design issues discussed above. 

Conducting a prospective longitudinal study of cognitive-affective processes 

associated with CO would also permit examination of the factors related to the emergence 

and maintenance of CG symptoms. Such a longitudinal study should seek to recruit a 

representative sample of bereaved individuals (for example, all those who lost a spouse in 

a given time period) and follow them up over 1 - 2 years. Such a study now seems a 

research priority. 

Another focus for future research should be the affective phenomenology orCG. 

The data in the present thesis have indicated that this seems distinctive, focusing on 

sadness and yearning. Further research on cognitive processes differentially associated 
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with these emotions (e.g. memory biases) as opposed to fear and horror (e.g. attention 

biases) is indicated (see Power & Dalgleish, 1997, for a review of these literatures). 

Furthermore, further investigation of the range of emotions experienced whilst grieving is 

recommended since none of the diagnostic criteria for CO includes guilt and shame which 

the current data have indicated are important. 

It would also be interesting to investigate CO after losses other than the death of 

someone close. The analysis by Dalgleish and Power (2004) is that CO is a 

psychopathological response to extreme loss, of any kind. It is therefore important to 

examine putative CO following, for example, loss of a relationship, or of physical ability, 

or health. 

Finally, there seems to be scope for future research to be methodologically more 

sophisticated by developing grief-specific measures rather than relying on generic indices 

of cognitive-affective processing. As already noted, it may be that distinctiveness from 

other disorders maybe in terms of what is processed differently, rather than in how things 

are processed. 

In terms of clinical implications, there is really very little in the present thesis to 

discourage the current cognitive-behavioural approach to CO of Boclen and colleagues 

(see Chapter 1) as this draws heavily on assumptions that CO is a function of similar 

cognitive-affective processes to those found in depression and PTSD and the present data 

broadly support this contention. 

10.5. Conclusion 

The broad aims of the research in this thesis were to explore the experience of grief 

resulting from the loss of the loved person and its related cognitive-behavioural and 

emotional processes in individuals with and without diagnosis of CO in order to develop a 

clearer picture of the cognitive-affective profile of CO and its potential distinctiveness in 

these domains from other overlapping disorders (Le. PTSD and depression) as reported in 

the literature. The data demonstrated, in most instances for the first time, that cognitive

affective processing in CO is broadly analogous to that reported in PTSD and depression, 

with some content-specific exceptions that have been discussed. These data are 

encouraging for current clinical researchers such as Boelen and colleagues whose proposed 

interventions build on such diagnostic overlap. However, the data are arguably less 

encouraging for proponents of CO as a disorder that is clearly distinct from PTSD and 

depression (Prigerson et aI., 2001; Horowitz, et aI., 1997). 
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Appendix 4 
A.4.2.1. Particil!ants for the thou2ht sUl!l!ression eXl!eriment 

Table 4.2.1.a. Demographic data across the two groups (TS participants) 

Non-CG (n = 16) CG (n = 17) 

Variable M SD n M SD n Test statistic P 

Age, years' 43.69 16.83 38.12 14.61 t(31)-1.02 .32 

Sex Fisher's .33 

Men 3 1 exact 

Women 13 16 

Education, years Fisher's .85 

Primary school 1. exact 

Secondary school 9 12 

University 5 3 

Postgraduate 

Monthly salary, £ fisher's .87 

Less than 100 6 3 exact 

100-200 2 2 

200-300 2 3 

300-400 3 

400-500 2 3 

500-600 2 1 

Over 600 2 

Marital status Fisher's .78 

Single 4 6 exact 

Married 5 5 

Cohabiting 2 

Divorced 2 0 

Widowed 4 4 

Nationality Fisher's .07 

Croatian 11 16 exact 

Serbian 4 0 

Undecided 1 

Religion fisher's .74 

Catholic 8 9 exact 

Orthodox 2 0 

Muslim 0 

Christian 3 4 

Atheist 3 2 

Agnostic 0 

~ote. CG - complicated grief; 
Age range: non-CG group = 18 -73, CG group - 19 - 68. 
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Table 4.2.1.b. Bereavement-related and verbal fluency data across the two groups (TS 

participants only) 

Non-CG (n = 16) CO (n = 17) 

Variable M SD n M SD n Test P 

statistic 

Time since bereavement 7.38 4.85 7.88 4.48 t(31) = .76 

0.31 

Who died?b Fisher's .18 

Parent 7 9 exact 

Child 0 3 

Sibling 1 1 

Partner 4 4 

Grandparent 3 0 

Cousin 1 0 

Multiple bereavement Fisher's 1.00 

Yes 11 12 exact 

No 5 5 

Verbal fluency 11.50 2.97 11.35 2.96 t(31) = .89 

0.14 

Note. CG complicated grid; 
•. Ra?ge: non-CG group = 6 months to IS years, CO group" I year to 17 years. b CO was diagnosed with respect to the single most 
slgmficant bereavement. 
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Table 4.2.1.c. Mean grief self-report and diagnostic data across the two groups (TS participants only) 

Non-CG (n = 16) CG (n = 17) 

Variable M SD n M SD n Test statistic P 

ICG-R-total 5.61 4.99 34.14 14.60 t(33.24)=9.78 0.00 

ICG-R-separation anxiety 2.36 2.09 9.64 4.07 t(40.33)=8.41 0.00 

ICG-R-traumatic distress 3.25 3.24 24.50 10.94 t(31.70)=9.85 0.00 

GRIEF SCALE (GS)-total 34.46 10.18 54.03 13.81 t(49.64)=6.04 0.00 

GS-anxiety 5.39 2.22 7.32 2.82 t(54)=2.85 0.00 

GS-despair 5.36 2.41 8.36 3.36 t(48.52)=3.84 0.00 

GS-shock 4.43 1.57 7.96 3.02 t( 40.62)=5.49 0.00 

GS-yearning 8.75 3.09 13.36 3.14 t(54)=5.54 0.00 

GS-intrusion 5.03 2.43 7.71 2.45 t(54)=4.11 0.00 

GS-anger 5.50 2.98 9.32 2.51 t(54)=5.18 0.00 

Current -CG-diagnosis Fisher's 0.00 

Yes 0 17 exact 

No 16 0 

Current-SCID-MDD Fisher's 0.04 

diagnosis 0 12 exact 

Yes 16 5 

No 

Current-SCID-PTSD Fisher's 0.00 

diagnosis 0 13 exact 

Yes 16 4 

No 

Previous- CG-diagnosis Fisher's 0.00 

Yes 7 17 exact 

No 9 0 

Previous- SCID-MDD Fisher's 0.44 

diagnosis 11 14 exact 

Yes 5 3 

No 

Previous- SCID-PTSD Fisher's 0.14 

diagnosis 9 14 exact 

Yes 7 3 

No 
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A.4.2.2.t.a. Thought Suppression Instructions English version 

A) THOUGHTS ABOUT PERSON WIIO DIED 

Please first rate how well you know the person who died 
1------2 ------3 ------4------5------6----·-7 -.----8 -----9-·---1 0 

not at all well extremely well 

PERIOD 1: 

In the next 4 minutes I would like you think about absolutely anything that you like, with no restrictions, including thoughts abc 
the person who died. Every time a thought about the PERSON WHO DIED occurs/comes to mind, please press the button. It is 
important that you continue in the same way for the full 4 minutes (1 will stop you then). Any questions? 

Please rate your anxiety 
1-----2------3------4------S---·--6------7 ------8--·--9-----10 

not at all anxious extremely anxious 

How often you thought about the person who died? 
1------2------3------4------5----·-6------7 ---·--8--·--9---·-10 

not at all all the time 

PERIOD 2: 

Now in the next 4 minutes 1 would like you to specifically try to NOT THINK about the person who died. Please make an efrol 
keep such thoughts out of your mind, however even though you are trying to do this you may not be completely successful. 
Therefore, every time a thought about the PERSON WHO DIED occurs/comes to mind, please press the button. It is important 
that you continue in the same way for the full 4 minutes (I will stop you then). Any questions? 

Please rate your anxiety 

1-··---2-···-3-----4-·----5------6-·---· 7 ------8---·-9--·-10 
not at all anxious extremely anxious 

How often you thought about the person who died? 
1------2---··-3-·-·--4-·----5---·--6--·-·· 7 ------8-·--9--·--10 

not at all all the time 

How hard did you attempt suppression of thoughts about the person who died? 
1----·-2------3---·--4--··--5-···--6--···· 7 ··-·--8-·---9-·-·-10 

not at all as hurd a!l possibll! 

PERIOD 3: 

Now in the next 4 minutes I would like you think about absolutely anything that you like, with no restrictions, including though 
ab~u.tthe person who died. Every time a thought about the PERSON WIIO DIED occurslcoml!s to mind, please press the buttol 
It IS Important that you continue in the same way for the full 4 minutes (I will stop you then). Any questions? 

Please rate your anxiety 

1-··---2--··--3----4------5-··-·-6-··--· 7-····-8-·-·-9-·-·-10 
not at all anxious extremely anxious 

How often you thought about the person who died? 
1------2-··---3--·---4-----·S------6------7 ------8----9-----10 

not at all all the time 

How hard did you attempt suppression of thoughts about the person who died? 
1-··---2-··---3-·----4-----5-··---6-·--·-7 -···--8-----9--·--10 

not at all a!l hurd as possible 
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B) THOUGHTS ABOUT SOMEONE WIIO IS ALIVE AND WHOM YOU KNOW WELL AS TilE DECEASED 
PERSON 

Please first rate how well you know this person 
1------2------3------4------5------6------7 ------8-----9-----10 

not at all well extremely well 

PERIOD 1: 

In the next 4 minutes I would like you think about absolutely anything that you like. with no restrictions. including thoughts abc 
the person who is alive and whom you know as well as the deceased person. Every time a thought about the PERSON WIIO IS 
ALIVE AND WHOM YOU KNOW WELL occurs/comes to mind. please press the button. It is important that you continue in 1 

same way for the full 4 minutes (I will stop you then). Any questions? 

Please rate your anxiety 
1------2------3------4------5------6------7------8-----9-----10 

not at all anxious extremely anxious 

How often you thought about the person who is alive and whom you know well? 
1------2 ------3 ------4-----5 ------6------7 ------8 -----9 -----1 0 

not at all all the time 

PERIOD 2: 

Now in the next 4 minutes I would like you to specifically try to NOT THINK about the person who is alive and whom you kne 
as well as the deceased person. Please make an effort to keep such thoughts out of your mind. however even though you are try 
to do this you may not be completely successful. Therefore. Every time a thought about the PERSON WilD IS ALIVE AND 
WHOM YOU KNOW WELL occurs/comes to mind. please press the button. It is important that you continue in the same way 
the full 4 minutes (I will stop you then). Any questions? 

Please rate your anxiety 
1------2------3------4------5------6------7 ------8----9----10 

not at all anxious extremely anxious 

How often you thought about the person who is alive and whom you know well'? 
1------2------3------4------5------6------7 ------8-----9-----10 

not at all all the time 

How hard did you attempt suppression of thoughts about the person who is alive and whom you know well" 
1------2------3------4------5------6------7------8-----9-----10 

not at all liS hard liS possible 

PERIOD 3: 

Now in the next 4 minutes I would like you think about absolutely anything that you like. with no restrictions. including though 
about the person who is alive and whom you know as well as the deceased person. Every time a thought about the PERSON WI 
IS ALIVE AND WHOM YOU KNOW WELL occurs/comes to mind. please press the button. It is importl1nt thllt you continue 
the same way for the full 4 minutes (I will stop you then). Any questions? 

Please rate your anxiety 

1------2------3------4------5------6------7------8-----9-----10 
not at all anxious extremely anxious 

How often you thought about the person who is alive and whom you know wcll'? 
1------2------3------4------5------6------7 ------8-----9-----10 

not at all all the time 

How hard did you attempt suppression of thoughts about the person who is alive and whom you know wcll'r 
1------2 ------3 ------4 ------5 ------6------7 ------8 -----9-----1 0 

not at all as hard as possible 
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C) THOUGHTS ABOUT THE ACTUAL TIME WilEN liE/SHE DIED 
Appendix 4 

PERIOD 1: 

In the next 4 minutes I would like you think about absolutely anything that you like, with no restrictions, including thoughts abc 
the actual event of death. Every time a thought about the ACTUAL TIME WHEN IIE1SHE DIED occurs/comes to mind, pleas 
press the button. It is important that you continue in the same way for the full 4 minutes (I will stop you then). Any questions? 

Please rate your anxiety 

1------2------3------4------5------6------7 ------8-----9-----10 
not at all anxious extremely anxious 

How often you thought about the actual time when he or she died? 
1------2------3------4------5------6------7 ------8-----9-----10 

not at all all the time 

PERIOD 2: 

Now in the next 4 minutes I would like you to specifically try to NOT THINK about the actual event of death. Please make an 
effort to keep such thoughts out of your mind, however even though you are trying to do this you may not be completely 
successful. Therefore, every time a thought about the ACTUAL TIME WHEN HEiSHE DIED occurs/comes to mind, please PI 
the button. It is important that you continue in the same way for the full 4 minutes (I will stop you then). Any questions? 

Please rate your anxiety 

1------2------3------4------5------6------7 ------8-----9-----10 
not at all anxious extremely anxious 

How often you thought about the actual time when he or she died? 
1-----2------3------4------5-----6------7------8-----9-----10 

not at all all the time 

How hard did you attempt suppression of thoughts about the actual time when he or she died? 
1------2------3------4------5------6------7------8-----9----10 

not at all as hard as possible 

PERIOD J: 

Now in the next 4 minutes I would like you think about absolutely anything that you like, with no restrictions, including though 
about the actual event of death. Every time a thought about the ACTUAL TIME WilEN liE/SHE DIED occurs/comes to mind, 
pleas~ press the button. It is important that you continue in the same way for the full 4 minutes (I will stop you then). Any 
questIOns? 

Please rate your anxiety 

1------2------3------4------5------6------7------8-----9-----10 
not at all anxious extremely anxious 

How often you thought about the actual time when he or she died? 
1------2------3------4------5------6------7 ------8-----9-----10 

not at all all the time 

How hard did you attempt suppression of thoughts about the actual time when he or she died" 
1-----2------3------4------5------6------7 ------8-----9-----10 

not at all as hard as possible 
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A.4.2.2.l.h. Thought Suppression Instructions Croatian version 

A) MISLI 0 OSOBI KOJU STE IZGUBILI 

Molim Vas ocijenite koliko dobro ste poznavali osobu koju ste izgubili (osobu koja je umrla) 
1------2------3------4------5------6------7 -----8-----9-----10 

ne ba§ dobro elltremno dobro 

U sljedeee 4 minute molim Vas da razmi§ljate 0 t!emu kod zelite. bez ikakvih restrikcija. ukljut!ujuei misli 0 osobi koju ste izgubili. 
Svaki put kada Vam se pojavi misao 0 OSOBI KOJU STE lZGUB1Ll. molim Vas pritisnite ovu tipku. Dosta je bitno da nastavite 
tako promatrati Va§e misli pune 4 minute (kada to vrijeme istekne ja eu Vas zaustaviti). Imate Ii neka pitanja? 

Molim Vas ocijenite va§u napetost 
1------2------3------4------5-----6------7 -··-·-8-···-9-···-10 

totalno nenapeto extremno nape to 

Koliko t!esto ste mislili 0 osobi koju ste izgubili? 
1-····-2 ------3--···-4--···-5 ---·-6-··-·-7-··--8 ····-9--·-1 0 

uopee nisam stalno 

Sada u sljedeee 4 minute molim Vas da specifit!no poku§ate da NE RAZMI~LJATE 0 osobi koju ste izgubili. Molim Vas da se 
potrudite da ~uvate takve misli izvan Va§eglave. iako t!ak i kada to poku~avate to nije uvijek tako uspjdno. Znat!i svaki put kada V 
se.p~javi misao 0 OSOBI KOJU STE lZGUB1Ll. molim Vas pritisnite ovu tipku. Dosta je bitno da nastavite tuko promutrati Va~e 
mlsh pune 4 minute (kada to vrijeme istekne ja eu Vas zaustaviti). Imate Ii neka pitanja? 

Molim Vas ocijenite va§u napetost 
1 •••••• 2-••••• 3._.--4-····-5-····-6-····· 7-····-8-···-9--··10 

totalno nenapeto elltremno nnpeto 

Koliko t!esto ste mislili 0 osobi koju ste izgubili? 
1-·····2-····-3-····-4-····-5-····-6-····· 7 ···--8-···-9-···-10 

uopee nisam stulno 

Koliko jako ste se trudili da izbacite iz Va§e glave misli 0 osobi koju ste izgubili? 
1-·-··-2--···-3-····-4-····-5-·····6-··-·· 7-····-8-·-·-9--·--10 

ne ba§ jako ~to je vi~e moguee 

U slj~deee 4 minute molim Vas da razmi§ljate 0 t!emu kod zelite. bez ikakvih restrikciju. uklju~ujuci misli 0 osobi koju sIc izgubili. 
Svakl put kada Vam se pojavi misao 0 OSOBI KOJU STE IZGUB/LI. molim Vas pritisnite ovu tipku. Dosta je bilno da nllstnvite 
tako promatrati Va§e misli pune 4 minute (kada to vrijeme iSlekne ja eu Vas zauslaviti). hllnte Ii ncka pitnnjl1? 

Molim Vas ocijenite va§u napetost 
1------2----.-3-.···-4-····-5-····-6-····· 7-····-8-···-9-···-10 

totalno nenapeto elltremno nnpelo 

Koliko t!esto ste mislili 0 osobi koju ste izgubili? 
1-·····2······3-····-4·····-5-····-6······ 7·····-8-···-9-····10 

uopee nisam stili no 

Koliko jako ste se trudili da izbacite iz Va§e glave misli 0 osobi koju ste izgubili? 
1-·····2-···-·3-·····4-····-5-····-6-····· 7·····-8-···-9-···-10 

ne ba§ jako ~to je vi~e moguce 
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B) MISLI 0 NEKOME TKO JE ZIV I KOGA ZNATE DOBRO KAO I OSOBU KOJU STE IZGUBILI. 

Molim Vas ocijenite koliko dobro znate ovu osobu. 
1------2------3------4------5------6------7 ------8-----9-----10 

ne ba§ dobro extremno dobro 

U sljedeee 4 minute molim Vas da razmi!iljate 0 ~emu kod ~elite, bez ikakvih restrikcija, uklju~ujuei misli 0 ~ivoj osobi koju znale 
dobro kao i osobu koju ste izgubili. Svaki put kada Vam se pojavi misao 0 tlVOJ OSOBI KOJU ZNATE DOBRO KAO 1 OSOBl . 
K~JU S.TE IZGUBILI, molim Vas pritisnite OYU tipku. Dostaje bitno da nastavite tako promatmti Va§e misli pune 4 minute (kadl 
vnJeme Istekne ja eu Vas zaustaviti). Imate Ii neka pitanja? 

Molim Vas ocijenite va§u napetost 

1------2------3------4------5------6------7 ------8----9-----10 
total no nenapeto exlremno napelo 

Koliko ~esto ste mislili 0 zivoj osobi koju znate dobro kao i osobu koju ste izgubili? 
1------2------3------4------5------6------7 ------8-----9-----10 

uopee nisam slalno 

Sad.a u sljedeee 4 minute molim Vas da specifi~no poku§ate da NE RAZMI~LJATE 0 tivoj osobi koju znale dobro kao i osobu ko 
ste ~zgubili. Molim Vas da se potrudite da ~uvate takve misli izvan Va§eglave, iako ~ak i kada to poku~avale to nije uvijck tako 
uSPJe!ino. Zna~i svaki put kada Vam se pojavi misao 0 tlVOJ OSOBI KOJU ZNATE DOBRO KAO 1 OSOBU KOJU STE 
~ZGUB~LI, molim Vas pritisnite ovu tipku. Dostaje bitno da nastavile tako promatmti Va~e misli pune 4 minule (karla 10 vrijeme 
Istekne Ja cu Vas zaustaviti). Imate Ii neka pitanja? 

Molim Vas ocijenite va§u napetost 

1------2------3 ------4------5------6------7 ------8-----9--···10 
totalno nenapeto extremno nnpclo 

Koliko ~esto ste mislili 0 zivoj osobi koju znate dobro kao i osobu koju sle izgubili? 
1------2------3-·--·-4--··--5---··-6-·--·-7 .. ··--8-----9-----10 

uopee nisam slnlllo 

Koliko jako ste se trudili da izbacite iz Va!;e glave misli 0 tivoj osobi koju znate dobro kao i osobu koju sle izgubili? 
1------2------3------4------5------6----·· 7------8---.. 9·····10 

ne ba§ jako ~IO je vi~e moguce 

U sljedece.4 minute molim Vas da razmi§ljate 0 ~emu kod zclite, bez ikakvih restrikcija. uklju~ujuci misli 0 tivoj osobi koju znule 
dobro kao I osobu koju ste izgubili. Svaki put kada Vam se pojavi misao 0 tWOJ OSOBI KOJU ZNATE DOBRO KAO I OSOBl 
K~JU S,TE IZGUBILI, molim Vas pritisnite ovu tipku. DosIa je bitno da naslavite tako promlllmli Vn~e misli pune 4 minule (karll 
vnJeme Istekne ja cu Vas zaustaviti). Imale Ii neka pitanja? 

Molim Vas ocijenite va§u napetost 

1-.. -.. 2------3------4---·--5-.. • .. 6-·-.. 7 .. ····8 .. ·--9 .. ···10 
total no nenapeto extremno nllpeta 

Koliko ~esto sle mislili 0 zivoj osobi koju znate dobro kao i osobu koju ste izgubili? 
1---·--2------3---.. -4--.... 5------6 .. --.. 7 .. ····8--· .. 9 .. -··10 

uopce nisam stnlno 

Koliko jako ste se trudili da izbacite iz Va§e glave misli 0 tivoj osobi koju znale dobro kno i osobu koju sle izgubili? 
1------2-.. ·--3--.. --4--.. --5------6---.. 7 ------8---.. 9 .. ---10 

ne ba§ jako !ilO je vi~e moguce 
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C) MISLI 0 VREMENU KADA JE TA OSOBA UMRLA 
Appendix 4 

U sljedeee 4 minute molim Vas da razmisljate 0 c!!emu kod felite, bez ikakvih restrikcija, ukljuc!!ujuei misli 0 vremenu kada je la oso 
u~la. Svaki put kada Vam se pojavi misao 0 VREMENU KADA JE TA OSOBA UMRLA, molim Vas pritisnite ovu tipku. Dosta 
bltno da nastavite tako promatrati Vase misli pune 4 minute (kada to vrijeme istekne ja eu Vas zauslaviti). Imale Ii neka pilanja? 

Molim Vas ocijenite vasu napetost 

1------2------3------4------5------6------7 ------8-----9-----10 
totalno nenapeto extremno napelo 

Koliko ~esto ste mislili 0 vremenu kada je ta osoba umrla? 
1------2------3------4------5------6------7 ------8-----9-----10 

uopee nisam stalno 

Sada u sljedeee 4 minute molim Vas da specifi~no pokusate da NE RAZMI~LJATE 0 vremenu kada je ta osoba umrla. Molim VI 
da se potrudite da c!!uvate takve misli izvan Vaseglave, iako c!!ak i kada to poku~avale 10 nije uvijek tako uspje~no. Znac!!i svaki put k 
Vam se pojavi misao 0 VREMENU KADA JE TA OSOBA UMRLA, molim Vas prilisnile ovu tipku. Dosta je bitno da nastavite ts 
promatrati Vase misli pune 4 minute (kada to vrijeme istekne ja eu Vas zaustaviti). Imate Ii neka pitanja? 

Molim Vas ocijenite vasu napetost 

1------2------3------4------5------6------7------8-----9-----10 
total no nenapeto extrenmo napelo 

Koliko c!!esto ste mislili 0 vremenu kada je ta osoba urnrla? 
1------2------3------4------5------6------7------8-----9----10 

uopee nisam stalno 

Koliko jako ste se trudili da izbacite iz Vase glave misli 0 vremenu kada je ta osoba umrla? 
1------2------3------4------5------6-----7------8-----9-----10 

ne bas jako ~to je vi~e moguce 

U sljedeee 4 minute molim Vas da razmisljate 0 c!!emu kod felite, bez ikakvih restrikcija, uklju~ujuei misH 0 vrell1enu kadu je ta OS( 

u?,rla. Svaki put kada Vam se pojavi misao 0 VREMENU KADA JE TA OSOBA UMRLA, molim Vas pritisnite ovu tirku. DosIa 
bltno da nastavite tako promatrati Vase misli pune 4 minute (kada to vrijcme istckne ja eu Vas zaustaviti). Imute Ii ncka pit"nju'~ 

Molim Vas ocijenile vasu napetost 

1------2------3------4------5------6------7------8-----9-----10 
totalno nenapeto extremno napeto 

Koliko c!!esto ste mislili 0 vremenu kada je ta osoba umrla? 

1------2------3------4------5------6------7------8-----9-----10 
uopee nisam stulno 

Koliko jako ste se trudili da izbacite iz Vase glave misli 0 vremenu kada je ta osoba umrla'? 
1------2------3------4------5------6------7 ------8-----9-----10 

ne bas jako sto je vi~e moguce 
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Appendix 5 
APPENDIX 5 - Chapter 5 

A.5.2.2.a. Intrusion Diary participants 

A,S.2.2.a.l. Demographic data across the two groups (intrusion diary participants) 

A,S.2.2.a.2. Bereavement-related and verbal fluency data across the two groups (intrusion 

diary participants only) 

A.5.2.2.a.3. Mean grief self-report and diagnostic data across the two groups (intrusion diary 

participants only) 

A.5.2.2.b. Sleep Diary participants 

A.5.2.2.b.l. Demographic data across the two groups (sleep diary participants) 

A,5.2.2.b.2. Bereavement-related and verbal fluency data across the two groups (sleep diary 

participants only) 

A.5.2.2.b.3 Mean grief self-report and diagnostic data across the two groups (sleep 

participants only) 
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A.5.2.2.a. Intrusion DiaD: narticinants 
Appendix 5 

A.S.2.2.a.1. Demographic data across the two groups (intrusion diary participants) 

Non-CG (n = II) CG (n = IS) 
Variable M SD n M SD N Test statistic P 
Age, years' 39.63 15.28 37.\3 13.42 t(24) - 0.44 .66 

Sex Chi Square .68 

Men 

Women 10 14 

Education, years Fisher's exact .57 
Primary school 

Secondary school 5 11 
University 4 2 
Postgraduate 

Monthly salary, £ Fish"'!"s exact .l)l) 

Less than 100 3 3 
100-200 1 
200-300 2 2 
300-400 2 
400-500 3 
500-600 2 2 
Over 600 1 2 

Marital status Fish,,'!"s exact .64 
Single 3 5 
Married 3 6 
Cohabiting 1 
Divorced 2 0 
Widowed 2 3 

Nationality Fish,,'!"s exuct ,23 

Croatian 7 12 
Serbian 2 0 
Bosnian 0 
Undecided 2 

Religion Fish"T's exuct .51 
Catholic 3 8 
Orthodox 0 
Muslim 0 1 
Christian 4 3 
Atheist 1 
Nothing 0 I 
Agnostic I 0 

Note .• Age range: non-CO group ~ 18 _ 69, CO group = 19 _ 68. 
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Appendix 5 
A.S.2.2.a.2. Bereavement-related and verbal fluency data across the two groups (intrusion 

diary participants only) 

Non-CG (n = 11) CG (n = 15) 

Variable M SD n M SD N Test statistic P 

Time since bereavement" 6.88 3.76 6.76 3.76 t(24) = 0.94 .94 

Who died?6 Fisher's .18 

Parent 6 8 exact 

Child 0 3 

Sibling 0 1 

Partner 2 3 

Grandparent 3 0 

Cousin 0 0 

Multiple bereavement Chi square .60 

Yes 7 10 

No 4 5 

Verbal fluency 11.64 2.97 11.47 3.09 t(24)" 1.40 .89 

Note .• Range: non-CG group 6 months to 12 years, CG group a 1.4 year to 13 years. 
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Appendix 5 
A.5.2.2.a.3. Mean grief self-report and diagnostic data across the two groups (intrusion diary participants only) 

Non-CG (n = 11) CG(n= 15) 

Variable M SO n M SO N Test statistic P 

ICG-R-total 5.09 3.21 31.87 17.36 t(16) = 5.84 .00 

ICG-R-separation anxiety 2.27 1.85 9.13 4.98 t(19) = 4.89 .00 

ICG-R-traumatic distress 2.82 2.09 22.73 12.66 1(15)" 5.98 .00 

GRIEF SCALE (GS)-total 34.64 11.71 51.53 14.44 1(24) .. 3.18 .00 

GS-anxiety 5.54 2.29 7.00 2.88 1(24) .. 1.38 .18 

GS-despair 5.09 2.30 7.80 3.45 t(24) .. 2.26 .03 

GS-shock 4.45 1.69 7.33 3.26 1(22)" 2.92 .01 

GS-yeaming 9.54 3.27 13.13 3.48 t(24) ... 2.66 .01 

GS-intrusion 4.73 2.65 7.00 2.20 t(24) - 2.39 .02 

GS-anger 5.27 3.07 9.27 2.76 t(24) liZ 3.42 .00 

Current-CG-diagnosis Fisher's .00 

Yes 0 15 exact 

No 11 0 

Current-SCID-MOO diagnosis Fisher's .05 

Yes 0 5 exact 

No 11 10 

Current-SCID-PTSO diagnosis Fisher's .00 

Yes 0 12 exact 

No 11 3 

Previous- CG-diagnosis Fisher's .00 

Yes 5 IS exact 

No 6 0 

Previous- SCID-MOO diagnosis Fisher's .31 

Yes 7 12 exact 

No 4 3 

Previous- SCID-PTSO diagnosis Fisher's .03 

Yes 5 13 exact 

No 6 2 
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A.5.2.2.b. Sleel! DiarI I!articil!ants 

A.S.2.2.b.1. Demographic data across the two groups (sleep diary participants) 

Non-CO (n = 14) CO (n" 17) 

Variable M SO n M SO n Test statistic P 

Age, years' 43.36 15.40 36.47 13.13 1(29) - 1.34 .19 

Sex Chi square .42 

Men 2 

Women 12 16 

Education, years fislll .. '!"'s exact .74 

Primary school 7 

Secondary school 7 12 

University 5 3 
Postgraduate 

Monthly salary, £ flsh,,'!"'s eXllct .93 

Less than 100 5 3 

100-200 2 2 

200-300 2 2 

300-400 3 

400-500 3 
500-600 2 2 
Over 600 1 2 

Marital status Fisher's eXllct .64 

Single 3 6 
Married 5 6 

Cohabiting 1 2 

Divorced 2 0 
Widowed 3 3 

Nationality Fislll.'r's eXllct .14 

Croatian 9 14 

Serbian 3 0 
Bosnian 0 1 
Undecided 2 

Religion Fish,,'!"' s e)l IIct ,JIj 

Catholic S 10 

Orthodox 2 0 
Muslim 0 1 
Christian 4 3 
Atheist 1 
Nothing 0 
Agnostic 0 

Note .• Age range: non-CG group z 18 - 69, CG group. 19 - 68. 
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A.S.2.2.b.2. Bereavement-related and verbal fluency data across the two groups (sleep diary 

participants only) 

Non-CO (n = 14) CO (n = 17) 

Variable M SD n M SD n Test statistic P 

Time since bereavement 6.39 4.32 7.24 3.83 t(29) - 0.58 .57 

Who died?b Fisher's .17 

Parent 6 9 exact 

Child 0 3 

Sibling 

Partner 3 4 

Grandparent 3 0 

Cousin 0 

Multiple bereavement Chi squllre .M 

Yes 10 12 
No 4 S 

Verbal fluency 11.78 2.75 11.35 2.96 t(29) - 0.42 .M 

Note .• Range: non-eG group - 6 months to 12 years, eG group - 1.4 year to IJ yellf¥. 
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Appendix S 
A.S.2.2.b.3 Mean grief self-report and diagnostic data across the two groups (sleep participants only) 

Non-CG (n = 14) CG (n = 17) 

Variable M SO n M SO n Test statistic P 

ICG-R-total 6.57 4.41 31.00 17.10 t(18) - 5.66 .00 

ICG-R-separation anxiety 2.78 1.97 8.82 4.90 t(22) - 4.64 .00 

ICG-R-traumatic distress 3.78 2.94 22.18 12.45 t(18) - 5.89 .00 

ORIEF SCALE (OS)-total 36.86 11.43 51.65 13.84 t(29) .. 3.20 .00 

GS-anxiety 5.57 2.10 7.12 3.06 t(29)'" 1.60 .12 

OS-despair 5.21 2.26 7.65 3.37 t(29)'" 2.30 .03 

GS-shock 4.50 1.56 7.41 3.08 t(24) - 3.40 .00 

OS-yearning 9.93 3.10 13.18 3.30 t(29)· 2.80 .00 

OS-intrusion 5.28 2.64 7.00 2.09 t(29)· 2.02 .05 

OS-anger 6.36 3.54 9.29 2.64 t(29) - 2.64 .01 

Current-CG-diagnosis Fisher's .00 

Yes 0 17 exact 

No 14 0 

Current-SCID-MOD diagnosis fisher's .02 

Yes 0 6 exact 

No 14 11 

Current-SCID-PTSO diagnosis Fisher's .00 

Yes 0 14 exact 

No 14 3 

Previous- CG-diagnosis Fisher's .00 

Yes 8 17 exact 

No 6 0 

Previous- SCID-MOO diagnosis Fisher's .23 

Yes 9 14 exact 

No 5 3 

Previous- SCID-PTSO diagnosis Fisher's .06 

Yes 8 IS exact 

No 6 2 
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Appendix 6 

Appendix 6 - Chapter 6 

A.6.2.1. 

A.6.2.1.a. 

A.6.2.1.b. 

A.6.2.1.c. 

Narrative accounts participants (Ns = 12 and 17) 

Narrative accounts demographic data 

Narrative accounts bereavement-related and verbal fluency data 

Narrative accounts self-report data on measures of grief 
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A.6.2.1.a. Demographic data across the two groups (Narrative participants only) 

Non-CG (n '" 12) CG (n" 17) 

Variable M SD N M SD n Test statistic P 

Age, years· 45.25 15.61 36.47 13.13 1(27)" 0.ll9 .3ll 

Sex fIsher's exact .66 

Men 

Women 11 16 

Education, years fish",,.'s exact .55 

Primary school 

Secondary school 5 12 

University 5 3 

Postgraduate 

Monthly salary, £ fisher's exact .97 

Less than 100 4 3 

100-200 I 2 

200-300 2 2 

300-400 3 

400-500 I 3 
500-600 2 2 

Over 600 2 

Marital status Fish",,.'. exact ,66 

Single 3 6 

Married 4 6 
Cohabiting I 2 

Divorced 2 0 
Widowed 2 3 

Nationality Fisher's eXllct 0.10 

Croatian 7 14 

Serbian 3 0 

Bosnian 0 I 
Undecided 2 

Religion FIsher's eXllct 0.13 

Catholic 3 10 
Orthodox 2 0 
Muslim 0 1 
Christian 4 3 
Atheist 1 
Nothing 0 
Agnostic 0 

Note. CG .. complicated grief; • Age range: non-CU group" 18-69, CO group - 19-6l!. 
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A.6.2.1..b. Bereavement-related and verbal fluencl: data across the two Kroues 

{Narrative );!artici);!ants onll:l 

Non-CO (n = 12) CO (n = 17) 

Variable M SD n M SD n Test statistic P 

Time since bereavement 6.37 3.99 7.24 3.83 t(27) .. 0.59 .56 

Who died?6 Fisher's .27 

Parent 6 9 exact 

Child 0 3 

Sibling 1 1 

Partner 2 4 

Grandparent 3 0 

Multiple bereavement Fisher's .57 

Yes 8 12 exact 

No 4 5 
Verbal fluency 11.75 2.86 11.35 2.96 t(27) - 0.36 .72 

Note. CG = complicated grief; 
• Range: non-CG group = 6 months to 12 years. CG group a I year to 13 years. ~ CG was diagnosed with respecllO the single mosl 
significant bereavement. 
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A. 6.2.l.c. Mean Krief~ trauma and mood self-re(!ort and diaKnostic data across the two 

grou(!s ~arrative l!artici(!ants onll:} 

Non-CO (n = 12) CO (n - 17) 

Variable M SD n M SD n Test statistic P 

ICO-R-total 6.08 4.60 31.00 17.10 t(19) .. 4.90· 0.00 

ICO-R-separation anxiety 2.58 2.06 8.82 4.90 t(23 ) = 4.69· 0.00 

ICO-R-traumatic distress 3.50 3.09 22.18 12,46 t(18) "" 5.93· 0.00 

ORIEF SCALE (OS)-total 36.00 12.13 51.65 13.84 t(27)" 3.15 0.04 

OS-anxiety 5.67 2.23 7.12 3.06 t(27)=1.40 0.17 

OS-despair 5.33 2.35 7.64 3.37 t(27)=2.05 0.05 

OS-shock 4.58 1.68 7,41 3.08 t(26)=3.17· 0.00 

OS-yearning 9.58 3.12 13.18 3.30 t(27)=2.95 0.00 

OS-intrusion 5.08 2.81 7.00 2.09 t(27)=2.11 0.04 

OS-anger 5.75 3.36 9.29 2.64 t(27)=3.18 0.00 

PDS symptom score 5.75 3.72 7.47 6.27 t(26) - 0.92 0,40 

PDS severity 7.25 4.16 16.71 14.11 t(15) = 2.39 0.03 

Current-CO-diagnosis Fisher's 0.00 

Yes 0 17 exact 

No 12 0 

Current-SCID-MDD diagnosis Fisher's 0.04 

Yes 0 6 exact 

No 12 11 
Current-SCID-PTSD diagnosis Fisher's 0.00 

Yes 0 14 exact 

No 12 3 

Previous- CO-diagnosis Fisher's 0.00 

Yes 6 17 exact 

No 6 0 

Previous- SCID-MDD diagnosis Fisher's 0.29 

Yes 8 14 exact 

No 4 3 

Previous- SCID-PTSD diagnosis Fisher's 0.03 

Yes 6 15 exact 
No 6 2 

Note: *df is lower than 27 because "equal variances were not assum~d" 
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Appendix 8 - Chapter 8 

A.8.2.1. 

A.8.2.1.a. 

A.8.2.l.b. 

A.8.2.1.c. 

A.8.2.2.l.d.1. 

A.8.2.2.1.d.2. 

A.8.2.2.1.d.3. 

A.8.2.2.1.e. 

AMT participants (13 and 16) 

AMT demographic data 

AMT bereavement-related and verbal fluency data 

AMT self-report data on measures of grief 

AMT instructions English/Croatian 

BMT -deceased instructions English/Croatian 

BMT -live instructions English/Croatian 

AMT response sheet English/Croatian 

Appendix 8 
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Table 8.2.1.a. Demographic data across the two groups 

Non-CG (n" 13) CG(n-16) 

Variable M SO n M SO n Test stillistic p 

Age, years' 39.85 15.97 36.56 13.55 1(27) - 0.60 .55 

Sex Fisher's eXllct .99 

Men 

Women 12 IS 

Education, years fisher's exuI:\ .71 

Primary school 1 
Secondary school 6 11 
University 4 3 
Postgraduate 2 

Monthly salary, £ fisher's exu,t .92 

Less than 100 4 3 
100-200 I 2 
200-300 2 3 
300-400 I 3 
400-500 I 3 
500-600 2 I 
Over 600 2 2 

Marital status Flshc:r's ex",t 

Single 6 8 
Married 12 9 
Cohabiting 2 4 
Divorced 2 
Widowed 6 05 

Nationality /'ash\.'f·» I:X U\:\ 

Croatian 20 23 
Serbian 4 
Bosnian 0 I 
Undecided 2 0 
Macedonian 0 I 
Yugoslavian 0 

Religion Fisher'. 1:)"1\:\ 

Catholic IS 17 
Orthodox 3 2 
Muslim 0 
Christian 6 4 
Atheist I 2 
Nothing 0 
Agnostic 0 

Note. CG = complicated grief; • Age mnge: non-CO group _ II!_()~, CO group - 11j-()lj. 
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Table 8.2.1.h. Bereavement-related, self-reported mood and verbal fluency data across the two 

groups 

Non-CG (n = 13) CG(n=16) 

Variable M SO n M SO n Test statistic p 

Time since bereavement· 7.01 4.15 7.31 3.94 1(27) - 0.20 .84 

Who died?b Fisher's .45 

Parent 7 8 exact 
Child 0 3 
Sibling 0 
Partner 3 4 

Grandparent 3 0 

Multiple bereavement Fisher's .bl} 

Yes 8 12 exact 
No S 4 

Tested I month before or after Chi-squllre .71 

bereavement anniversary 

Yes S 8 
No 8 8 

Verbal fluency 11.00 3.19 11.19 2.97 1(27)· 0.16 .87 

BOI 6.08 4.11 12.37 10.76 1(27) - 1.99 .06 

POS severilyC 7.15 3.97 15.15 13.37 1(24)·2.07 .05 

~ote. CO - complicated grief; BOI E Beck Depression Inventory; PDS - PosllrllulIllltic SU'l!~~ DllllllIOSIIC S':II\c. . 
Range: non-CO group'"' 6 months-) S years, CO group. ) year-I 7 years. b CO was diagnosed with rrsl~tlo tht slIlllk: Rlost "llllltkam 

bereavement. • Three participants did not comptete the POS. 
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A.8.2.2.1.d.1. AMT instructions English/Croatian 

ENGLISH 

This task is about your memory for events that have happened in your life. 

You will be shown some words on cue cards. For each word you need to think of an event 
that happened to you that the word reminds you of, as QUICKLY AS POSSIBLE. The event 
could have happened recently or a long time ago. It might be an important event, or a trivial 
event. 

Most importantly, the memory you recall should be of a SPECIFIC EVENT, in other words 
something that happened on a particular day at a particular time. So, if the word was "good", 
it would not be okay to say "I always enjoy a good party", because that does not mention a 
specific event. But it would be okay to say "I had a good time at Jane's party" because that 
does mention a specific event. You must try to come up with a different memory for each 
word. 

For each word you will have a certain amount of time in which to recall an event, but try to be 
as quick as possible. If you run out oftime for any word, we will move onto the next word. 
There will be a few practice words to start with so that you can get the hang of it. There are 
no right or wrong answers. 

CROATIAN 

Ovaj dio je 0 Va~oj memoriji za dogadaje koji su se dogodili u Va~em fivotu. 

Bice Yam pokazane neke rijc~i na kartama. Za svaku rije~ treba da razmislite i da se sjetite 
nekog dogadaja koji Yam se dogodio a da Vas ta rije~ podsjeca iIi asocira na taj dogadaj, STO 
BRZE MOZETE. Dogadaj kojega se prisjetite mogao se dogoditi nedavno iIi veoma davno. 
To moze biti vazan dogadaj iIi totalno nebitan dogodaj. 

NajvBe je bitno da memorija dogadaja kojeg se sjetite je specifi~na, tj. naveditc SPECIFICNI 
DOGADAJ, drugim rije~ima ne§to §to se dogodilo na odredcni dan i u odredcno 
vrijeme.Zna~i ako je rije~ "dobro", ne bi bilo dobro da kazete "Ja uvijek volim dobro 
zabavljanje ", jer to ne spominje specifi~ni dogadaj. Ali zato bilo bi dobro da kazcte "lmaolla 
sam dobro zabavljanje na Aninom roaendanu" jer to spominje specifi~ni dogadaj. Molirn Vas 
zapamtite da mozete koristiti bilo koju gramati~ku formu te rijc~i (npr. 
Dobro/dobar/dobri/dobrih Idobrog itd.). Morate poku§ati da se prisjctitc druga~ijc 
memorije/dogadaja za svaku rijc~. 

Za svaku rije~ irnat cete odredcno vrijerne u kojern trebate da se prisjetite dogadaja, ali 
poku~ajte ~to brze rnozete. Ako Varn vrijerne istekne za neku rije~ onda cerno prijeci na 
sljedecu rije~. Imat cerno nekoliko prirnjera za vjdbu tako da mozcte bolje razurnijeti ~to 
trebate raditi. Ncma ispravnih iIi pogrdnih odgovora. 
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A.8.2.2.1.d.2. BMT -deceased instructions English/Croatian 

ENGLISH 

This task is about your memory of the life of the person that you have lost (N AME) and the ("'ents that 
happened to them. 

Please rate how well you knew them? 

1-----2-----3-----4-----5-----6-----7 -----8-----9-----10 

NOT WELL AT ALL EXTREMELY WELL 

You will be shown some words on cue cards. For each word you need to think of an event that happened (related 
to the person that you have lost) that the word reminds you of, as QUICKLY AS POSSIBLE, The event could 
have happened recently or a long time ago, It might be an important event, or a trivial event. 

Most importantly, the memory you recall should be of a SPECIFIC EVENT, in other words something that 
happened on a particular day at a particular time, So, if the word was "good", it would not be okay to say 
"We/he/she had lots of good friends", because that does not mention a specific event. But it would be okay to 
say "Weihe/she went to a 40th birthday party of his/hers good friend" because thllt does mention a speci fie event. 
You must try to come up with a different memory for each word, 

For each word you will have a certain amount oftime in which to recall an event, but try to be as quick as 
possible, If you run out of time for any word, we will move onto the next word, There will be a few practice 
words to start with so that you can get the hang of it. There are no right or wrong answers. 

CROATIAN 

Oval dio Ie 0 Va§ol memoriji za livot osobe koln ste Ilgnblll (lME) Iza dogadale koll ~n 1£ nlimB dogodlll. 

Molim Vas ocijenite koliko dobro ste poznavali tu osobu? 

1-----2-----3-----4-----5-----6-----7 -----8-----9-----10 

NlKAKO EKSTREMNO 

Bice Vam pokazane neke rije(!i na kartama. Za svaku rijc~ treba da razmislite i dll se sjetite nekog dllglldltjll koji 
se dogodio osobi koju ste izgubili iii Varna zajedno a da Vas ta rijc(! podsjeca iii asocira na tnj dogndllj. STO 
BRZE MOZETE. Dogadaj kojega se prisjetite mogao se dogoditi nedavno iii vc:ol1la davno. To Dlo1e bili 
va~an dogadaj iii total no nebitan dogodaj, 

Najvi§eje bitno da memorija dogadaja kojeg se sjetiteje specifi~na. tj, navedite SP":CIJ.'ltNll)OGAI>AJ. 
d:ugim rije(!ima ne§to §to se dogodilo na odredcni dan i u odredeno vrijeme, Znll~i ako je rije~ "dubN". ne bi 
bllo d~bro da ka~ete "Milon/ona imali smo puno dobrih pry'CI/dja ", jer 10 ne spominje specili~ni dllgltdnj. Ali 
zato bllo bi dobro da ka!ete "Milon/ona smo o/iSfj na 40/; roetentlan na,kglnjcIIClglnjl'gomg (/(/brug 
prijatelja/ice" jer to spominje specifi~ni dogadaj. Molim Vas zapnmtile da mo1cte koristiti bilo klljU gn"t1nli~ku 
formu te rije(!i (npr, Dobro/dobar/dobri/dobrih/dobrog ild.). Morate poku~ati dll se prisjctite dlllglt~ije 
memorije/dogadaja za svaku rije~. 

Za svaku rije~ imat cete odredeno vrijeme u kojem trebate da se prisjetite dogaduja, ali poku~lIjte ~to bde mo1ete, 
A:ko Vam vrijeme istekne za neku rije~ onda cemo prijeci na sljedecu rije(!. Imut ~elllo nekoliko primjcra la 
vJe~bu tako da mo~ete bolje razumijeti §Io trebate raditi. Nema Ispravnlh II! pogrdllih odKOVOU. 
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Appendix 8 

A.8.2.2.1.d.3. BMT-Iive instructions English/Croatian 

ENGLISH 

This task is about your memory of the person who is still alive and who you know as wt'll and as long a! the 
deceased and the events that happened to them. 

Please rate how well you knew them? 

1-----2-----3-----4-----5-----6-----7 -----8-----9-----10 

NOT WELL AT ALL EXTREMELY WELL 

You will be shown some words on cue cards. For each word you need to think of an event that happened (related 
to the alive person that you know as well and that you have rated) that the word reminds you of, as QUICKLY 
AS POSSIBLE. The event could have happened recently or a long time ago. It might be an important event, or 
a tri vial event. 

Most importantly, the memory you recal! should be of a SPECIFIC EVENT, in other words something thllt 
happened on a particular day at a particular time. So, if the word was "good", it would not be okay to say 
"Weihe/she had lots of good friends", because that does not mention a specific event. But it would be okay to 
say "We/he/she went to a 40th birthday party of his/hers good friend" because that docs mention a speci fic event. 
You must try to come up with a different memory for each word. 

For each word you will have a certain amount of time in which to recull an event, but try 10 be as quick as 
possible. If you run out of time for any word, we will move onto the next word. There will be a few practice 
words to start with so that you can get the hang of it. There are no right or wrong answers. 

CROATIAN 

Oval dig Ie 0 Va§ol memoriji 0 livotulive osobe (lMF.l kohl rna!\' dobro I dugo bol 050b" kohl lit 
IzgllbiJi i 7.8 dog8d8je koji SII se njima dogodill. 

MoIim Vas ocijenite koliko dobro ste poznavali tu osobu? 

1-----2-----3-----4-----5-----6-----7 -----8-----9-----10 

NIKAKO EKSTREMNO 

Bice Vam pokazane neke rijet!i na kartama. Za svaku rijct! lreba da razmislite i da se sjetite nck~lg dOgl,~1I1j" k(lji 
se dogodio toj fivoj osobi koju znate dobro kao i osobu koju ste izgubili iii Varna zajedno • da Vas In rije~ 
podsjeca iii asocira na taj dogadaj, ~TO BRZE MOZETE. Dogaduj kojega se prisjetite mogao se dllgoditi 
nedavno iIi veoma davno. To mofe biti vafan dogaduj iIi lotnlno nebitan dogodllj. 

Najv!§eje bitno da memorija dogadaja kojeg se sjetiteje specifi~na, tj. nuvedite SPI<:CU'ltNI J)OGAI)AJ, 
d~glm rije<!ima ne§to §to se dogodilo na odredeni dan i u odredeno vrijeme. ZIlI,,!i IIko je rije~ ''llohl'O'', ne hi 
bllo ~obr? da kafete "Milan/ana smo uvy'ek uiivali u dobrim oclmorlma U ino.l'lrcm.l'lvu", jcr to ne spuminjc 
speclfi<!ru dogadaj. Ali zato bilo bi dobro da kafete "Milon/ona smo ~'e dobro pro""1i kllc/,' smo Wi n" J'C!/lC'dj.l'ki 
karneva/" jer to spominje specifit!ni dogadaj. Molim Vas zapamtite do moletc koristiti bito koju 8n"nllti~ku 
formu t.~ rijet!i (npr.Dobro/dobar/dobri/dobrih Idobrog itd.). Morate poku~llti do se prisjetite dnlg(\~ijc 
memonJe/dogadaja za svaku rije<!. 

Za svaku rijet! imat cete odredeno vrijeme u kojem trebate do se prisjetite dogaduja, ali Pllku~lIjte ~to br1.c mo'cte. 
~ko Vam vrijeme istekne za neku rijell onda cemo prijeci na sljedecu rijell. hnut ~el1lo nckoliko primjera lQ 

vJefbu tako da mofete bolje razumijeti §to trebate raditi. Nema Ispravnlh 1II pogreinlh odKO\'Ora. 
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Appendix 8 
Appcndix 82 2 1 e AMT rcsponse sh('ct Croatian version , , 
Word Sri A (Iraml.ll'd from .:ngllsh word~ lee A.H.l.J.4 .• ,-t', 

Ordrr Time! Prompt Type Memory 
Word 

TRAVA "rnl'lice 
J>OTRAGA prnl'uce 

KRUll "rnrlice 
SrC'lan 

Ol.klan 
Pononn 

Elan 
" rlii'anslnn 

SlIlIt.IIO 
Krh'lIja 
Rrlnadan 
Nl'llspjeh 
(;rob 
l.oUjl 
Rulllo 

Word Sel II 
Order Time I'rompl Type Memory 

Word 
NAJMI.AI>I "rnrUl'e 
KlJl>ANJF "rnl'lIce 

I<ITAM 1'"'1.'1 Ice 
1'!lunjl' 
(hmljeh 

"Juan 
J.h~han 

I\udrrnjl' 
SrC't • 

.1:a_l~njl. 
~~dhat'en 
~r~(!tan 
...!!1)~1C' 
..!;!2~'.'() 
~;;rC'~ka 

, \\ ort! Sri ( 
Ord"r Tllllf l'rollll,1 T)'I)e l\h'l1Iury 

Word 
lIJAK l'",elll'c .-. 

OSIU l>NJI: pmcuee 
\'J{ 11'(, "mcuee 

Njrhn 
I ',hUll"n 

l'rlJ"leljd.1 
~P!!~_oJ.n 
U",hrll.n 

'rrl).I.1I 
~~raKlhn 
l',rllj"" r-::-
I'()\'rljtdtn 
Pllk\'.rC'n 
Uo",d"n r-:c 
I'rom"hj 
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Appendix 8 2 2 1 e AMT response sheet Enl!lish version ..... 
Word Set A (translated from English words see A.8.2.3.4.a.-c. 

Order Time Prompt Type Memory 
Word 

GRASS practice 
SEARCH practice 
BREAD practice 

Happy 
Relieved 

Proud 
Eager 

Glorious 
Sunny 

Guilty 
Hopeless 
Failure 
Grave 
Worse 
Ugly 

Word Set B 
Order Time Prompt Type Memory 

Word 
YOUNGEST practice 

SWIM practice 
RYTHM practice 

JOY 
Smile 

Faithful 
Lively 
Cheer 
Lucky 

Grief 
Rejected 
Helpless 
Blame 
Awful 
Mistake 

Word Set C 
Order Time Prompt Type Memory 

Word 
UNCLE practice 

MODERATE practice 
NURSERY practice 

Tender 
Excited 

Friendly 
Peaceful 
Carefree 
Pleasant 

Tragic 
Upset 
lIurt 
Bad 
Bored 
Fault 

AS.8 


