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Experiencing a sudden/violent loss of a significant other is a risk factor for developing persistent complex
bereavement disorder (PCBD), depression, and/or posttraumatic stress disorder (PTSD). Cognitive
therapy (CT) combined with eye movement desensitization and reprocessing (EMDR) might be an
effective treatment for bereaved people with PCBD, depression, and/or PTSD symptoms after sudden/
violent loss. We tested the effects of CT � EMDR versus waitlist controls in disaster-bereaved people.
In a multicenter randomized controlled trial, changes in self-rated PCBD, depression, and PTSD levels
were compared between an immediate treatment and waitlist control group in 39 Dutch people who
experienced loss(es) in the disaster with flight MH17, using multilevel modeling. Associations between
reductions in symptom levels and reductions in maladaptive cognitive–behavioral variables were
examined using regression analyses. The immediate treatment group showed a significantly stronger
decline in depression (Hedges’ g � 0.61) compared with waitlist controls (Hedges’ g � 0.15). No
significant between-groups differences were found in PCBD and PTSD levels. Symptom reductions were
correlated with reductions in maladaptive cognitive–behavioral variables. Although CT � EMDR
coincided with symptom reductions associated with reductions in negative cognitions and avoidance
behaviors, more research with larger samples is needed to further examine the effectiveness of CT �
EMDR in bereaved people after sudden/violent loss.
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About one in 10 persons confronted with the death of a
significant other owing to natural causes will develop persis-
tent, clinically significant levels of grief (Lundorff, Holmgren,
Zachariae, Farver-Vestergaard, & O’Connor, 2017). Clinically
relevant grief levels are more intense and last longer than acute
grief reactions that often include yearning for and/or preoccu-
pation with the deceased and difficulties to accept the loss.
When grief reactions cause impairment in daily life, and last at
least 1 year after the loss, a grief disorder may apply. Persistent

complex bereavement disorder (PCBD) was introduced in the
Diagnostic and Statistical Manual of Mental Disorder, Fifth
Edition (DSM–5) as a condition for further study and can be
coded as “other trauma- and stressor-related disorder” (Amer-
ican Psychiatric Association, 2013). It has been shown that the
risk of developing persistent grief reactions (hereafter referred
to as PCBD) and also the risk of comorbid depression and
posttraumatic stress disorder (PTSD) symptoms are increased
following a sudden/violent loss of a loved one (see, for over-
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views, Heeke, Kampisiou, Niemeyer, & Knaevelsrud, 2019;
Kristensen, Weisæth, & Heir, 2012).1

According to a cognitive–behavioral model of PCBD (Boelen,
van den Hout, & van den Bout, 2006), that draws from cognitive–
behavioral models of PTSD and depression (Beck, 1976; Ehlers &
Clark, 2000), vulnerability for PCBD can be explained by three
processes: (a) insufficient integration of memories related to the
loss, (b) negative appraisal connected with the loss, and (c) avoid-
ance behaviors. These cognitive–behavioral variables mediate the
impact of violent loss on PCBD, depression, and PTSD symptom
levels (Boelen, de Keijser, & Smid, 2015). Insufficient integration
of loss-related memories refers to difficulties with linking the
factual knowledge that the loss is irreversible with information
stored in autobiographical memory. Memories related to the loss
may lack context in terms of time and place and therefore the loss
feels unreal (Boelen, 2010). It has been argued that this “sense of
unrealness” may trigger intrusive memories and enhance feelings
of shock and numbness once someone is confronted with the
irreversibility of the loss (Boelen, 2010, 2017). Experiencing a
violent/unexpected loss may violate basic assumptions regarding
the world being a safe and honest place (Janoff-Bulman, 1992).
This may strengthen negative appraisal about one’s self, life, and
future since the loss. These negative appraisals may also include
catastrophic misinterpretations of one’s own grief reactions, for
instance, interpreting one’s grief responses as intolerable. Avoid-
ance of loss reminders concerns both anxious avoidance and
depressive avoidance strategies. Anxious avoidance refers to strat-
egies to avoid external and external cues reminding of the perma-
nence of the loss, driven by fear that confrontation with this
permanence is unbearable. Depressive avoidance strategies include
refrainment from social and occupational activities that were per-
ceived as meaningful before the loss, out of the belief that these
activities are not fulfilling anymore (Boelen et al., 2006).

Cognitive–behavioral therapy (CBT), which targets these
cognitive–behavioral variables with cognitive restructuring, expo-
sure, and behavioral activation, appears to be the most effective
treatment for bereaved people with PCBD (see, for overviews,
Boelen & Smid, 2017a; Currier, Holland, & Neimeyer, 2010).
However, overall effect sizes of CBT for PCBD are small to
moderate (Currier et al., 2010), and some of the most effective
CBT treatments (Bryant et al., 2014; Shear, Frank, Houck, &
Reynolds, 2005) have shown clinically relevant reductions in
PCBD levels in only 40% of the participants (Boelen & Smid,
2017a).

There is evidence that using exposure techniques, to confront
people with loss-related memories, is one of the key ingredients of
CBT for PCBD (Bryant et al., 2014; Eisma et al., 2015). An
evidence-based exposure intervention that is often used to reduce
traumatic memories in PTSD after traumatic events is eye move-
ment desensitization and reprocessing (EMDR; for a meta-
analysis, see Chen et al., 2014, but note that Cusack et al. (2016)
reported in their meta-analysis that the strength of evidence for
EMDR is lower than that for imaginal and in-vivo exposure
treatment for PTSD). EMDR includes recalling the most traumatic
memory while making eye movements by following the therapist’s
hand. This dual taxing of working memory, that is, retrieving
memory and making eye movements, leads to incomplete retrieval
of the traumatic memory, owing to limited capacity of working
memory. Consequently, the incompletely retrieved memory is

stored as a blurry memory yielding less vivid and distressed
memories during future recalls (Lee & Cuijpers, 2013; van den
Hout & Engelhard, 2012). EMDR uses alternate bilateral stimula-
tion (ABS) as part of the psychotherapeutic regimen. In mice, ABS
has been shown to shift the balance between competing brain
circuits, engaging a set of neural pathways that favor fear extinc-
tion to inhibit the influence of pathways that favor the persistence
of fear (Baek et al., 2019). Specifically, ABS strengthened excit-
atory neural connections between the mediodorsal thalamus and
the basolateral amygdala. This led to the inhibition of neurons that
encode fear memories in the basolateral amygdala, which, in turn,
reduced output from those neurons to fear-generating brain regions
(Baek et al., 2019).

Although it has been argued that EMDR might also be helpful
for people who lost significant others due to traumatic circum-
stances (Solomon & Rando, 2012), empirical evidence is scarce.
To the best of our knowledge, only one randomized controlled trial
(RCT) has been conducted in traumatically bereaved individuals.
This RCT, among 85 homicidally bereaved people, indicated that
people who received cognitive therapy (CT) combined with
EMDR reported significantly larger reductions in PCBD and
PTSD levels immediately following treatment than people waiting
for treatment (van Denderen, de Keijser, Stewart, & Boelen, 2018).
Furthermore, this previous RCT showed that, when comparing the
effects of EMDR versus CT halfway through treatment, both
interventions yielded equal reductions in PCBD and PTSD levels.

The current study expands this previous work by evaluating the
effectiveness of CT � EMDR compared with waiting list controls
in people confronted with loss(es) due to a plane disaster in 2014.
The study protocol has been published previously (Lenferink,
Piersma, de Keijser, Smid, & Boelen, 2017). In keeping with that
protocol, four hypotheses were tested:

Hypothesis 1: People who receive CT � EMDR show larger
reductions in PCBD, depression, and PTSD symptom levels
than people who wait for treatment.

Hypothesis 2: Reductions in symptom levels are associated
with reductions in maladaptive cognitive– behavioral
variables.

Hypothesis 3: PCBD, depression, and PTSD symptom levels
decrease from pretreatment through 12 weeks and 24 weeks
posttreatment.

Hypothesis 4: During treatment, grief symptoms gradually
decrease from session to session.

Given that relatively few RCTs have examined the effects of psycho-
therapy for disturbed grief, there is still a need to further our knowl-
edge about effective treatment for emotional distress following loss.
For instance, a meta-analysis indicated that only nine RCTs have been
conducted that examined treatment effects for reducing clinically
relevant grief levels in people bereaved at least 6 months earlier

1 We operationalized disturbed grief as PCBD in this RCT. Different
operationalizations of disturbed grief have been used in research and
practice (Lenferink, Boelen, Smid, & Paap, 2019), but we chose to use the
term PCBD, in accord with DSM–5 (American Psychiatric Association,
2013), throughout this paper.

T
hi

s
do

cu
m

en
t

is
co

py
ri

gh
te

d
by

th
e

A
m

er
ic

an
Ps

yc
ho

lo
gi

ca
l

A
ss

oc
ia

tio
n

or
on

e
of

its
al

lie
d

pu
bl

is
he

rs
.

T
hi

s
ar

tic
le

is
in

te
nd

ed
so

le
ly

fo
r

th
e

pe
rs

on
al

us
e

of
th

e
in

di
vi

du
al

us
er

an
d

is
no

t
to

be
di

ss
em

in
at

ed
br

oa
dl

y.

428 LENFERINK, DE KEIJSER, SMID, AND BOELEN



(Johannsen et al., 2019). None of these RCTs exclusively comprised
people who experienced a sudden/violent death. It is particularly
relevant to explore treatment options for people confronted with
sudden/violent losses who are generally more at risk for disturbed
grief as well as for suffering comorbid symptoms of depression and
PTSD (Heeke et al., 2019). Specifically, the co-occurrence of sepa-
ration and traumatic distress may require a different treatment ap-
proach compared with situations where separation distress dominates
the symptom patterns, with more attention for interventions directly
targeting intrusive memories.

Method

Design

A multicenter RCT was conducted throughout the Netherlands.
Eligible participants were randomly allocated to the immediate
intervention condition or to a waitlist control condition. People in
the immediate intervention condition were able to start with CT �
EMDR within 1 week after allocation. Waiting list controls started
after a waiting period of 12 weeks with CT � EMDR. All
participants completed questionnaires at pretreatment (T0), 1 week
post treatment (T1), and at follow-up 12 weeks (FU1) and 24
weeks posttreatment (FU2). Waiting list controls completed an
additional questionnaire in the last week of the waiting period (i.e.,
T0.1). A study protocol of this study has been approved by a local
ethics committee (METc UMCG NL52722) and published (Len-
ferink, Piersma, et al., 2017). See Figure 1 in the online supple-
mental Appendix A for a graphical display of the design.

Participants

On July 17, 2014, a plane disaster with flight MH17 (departing
from Amsterdam to Kuala Lumpur) took place owing to a missile
impact in Ukraine. In total, 298 people were killed, including 193
Dutch citizens (Dutch Safety Board, 2015). Between April 2016 and
September 2017, Dutch people who lost a significant other in the
plane disaster were solicited to sign up for this study. Bereaved people
had to meet the following inclusion criteria: (a) being at least 18 years
old, (b) mastering written and spoken Dutch, and (c) reporting PCBD,
depression, and/or PTSD symptom levels above clinical cut-off scores
on self-report questionnaires (as detailed in the following text). People
interested were excluded when they suffered from a substance use
disorder, psychotic disorder, or cognitive disability (e.g., Alzheimer’s
disease), as reported by the therapist based on the intake interview. In
case a person reported the highest answer option on a suicidal ideation
item of the depression measure, we referred this person to his or her
general practitioner.

Procedure

This RCT was part of a larger survey study examining risk
factors and symptom profiles of psychopathology in people be-
reaved by the MH17 plane disaster (cf., Lenferink, Nickerson, de
Keijser, Smid, & Boelen, 2019, 2020) that started in May 2015. In
the first data wave of this survey study, we asked participants
whether they wanted to be informed about a study in which
psychological help was offered to persons experiencing emotional
problems. If they answered “yes,” an information letter about the

RCT was sent in April/May 2016, including the T0 questionnaires
and an informed consent form. People who did not participate in
the survey study, but who were interested in participating in the
RCT could sign up for this study via our research website (www
.rouwnavliegrampmh17.nl).

After receiving completed T0 questionnaires, inclusion and ex-
clusion criteria were checked. Eligible participants were random-
ized to the CT � EMDR condition or waitlist control condition by
using a stratified randomization procedure carried out by an inde-
pendent researcher. We stratified based upon gender, single versus
multiple loss, and noncomorbid symptom (i.e., PCBD, depression,
or PTSD) versus comorbid symptoms (comorbidity of PCBD,
depression, and PTSD). Therapy costs and travel expenses were
completely reimbursed by the Victim Fund, a Dutch funding
agency for trauma exposed people.

Treatment CT � EMDR

The CT � EMDR treatment consisted of eight sessions (of each
60 min, with an exception of the EMDR sessions that lasted 90
min) offered in a 12-week period. In Session 1, the therapist and
client introduced themselves and shared treatment expectations,
and the client told about the impact of the loss(es). In Session 2, a
close relative of the client joined the session, and the importance
of social support in the grief process was discussed. In Sessions 3
to 5, EMDR was offered, targeting the most distressing memories
related to the loss(es). In Sessions 6 to 8, CT was offered. During
the CT sessions, cognitive restructuring procedures were used.
Specifically, the rationale of CT was explained (highlighting the
connection between maladaptive cognitions, unhelpful coping be-
haviors, and negative emotions), maladaptive cognitions were
identified both in and between sessions (using cognitive home-
work sheets), and maladaptive cognitions were altered using So-
cratic questioning (about the utility and validity of cognitions) and
behavioral experiments (activities to test cognitions). All therapists
were licensed EMDR and CBT practitioners who had experience
in treating bereaved people after sudden/violent loss. The treat-
ment was conducted in the clinic of the therapist. Therapists
received (upon request) supervision from the last three authors.
The therapists received a 1-day training about the treatment pro-
tocol and were asked to keep a diary about the therapy progress to
monitor treatment fidelity. Clients received a therapy manual in-
cluding psycho-education and homework exercises focused on
identifying and challenging negative thoughts.

Measures

Primary outcomes. PCBD symptom levels were assessed
with the Traumatic Grief Inventory-Self Report (TGI-SR; Boelen
& Smid, 2017b). The 17 items that represent PCBD criteria as per
DSM–5 were summed to obtain a total score. Participants rated
how often they experienced each symptom (e.g., “I felt numb over
the loss”) during the past month on 5-point scales (1 � never; 5 �
always). Based on the diagnostic scoring rule for PCBD as per
DSM–5 (American Psychiatric Association, 2013), people were
eligible to participate when they scored at least 3 (“sometimes”) on
at least one Criterion B symptom (Items 1–3, and Item 14), and at
least six Criterion C symptoms (Items 4–11 and Items 15–18), and
the Criterion D symptom (Item 13). Two Dutch validation studies
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have shown that the TGI-SR is a valid and reliable screening tool.
Cronbach’s � of the 17 PCBD items of the TGI-SR in previous
studies was �.90 (Boelen, Djelantik, de Keijser, Lenferink, &
Smid, 2019; Boelen & Smid, 2017b); in the current study it was
.90 for T0.

Depression levels were assessed with the Quick Inventory of
Depressive Symptomatology-Self Report (QIDS-SR; Rush et al.,
2003). The QIDS-SR consists of 16 items (e.g., “falling asleep”)
representing the nine symptom domains of a major depressive
disorder as per DSM–5. Items are rated on 4-point scores ranging
from 0 (e.g., “I never take longer than 30 minutes to fall asleep”)
to 3 (e.g., “I take more than 60 minutes to fall asleep, more than
half the time”). People reporting a total score of 6 or higher were
eligible to participate (Rush et al., 2003). In previous research
(Rush et al., 2003), internal consistency (� � .86) and concurrent
validity of the QIDS-SR were found to be adequate. In this study,
Cronbach’s � was .76 for T0.

PTSD symptoms were assessed with the PTSD Checklist for
DSM–5 (Blevins, Weathers, Davis, Witte, & Domino, 2015). Par-
ticipants rated how often they were bothered by each symptom
related to the death of their loved one (s; e.g., “Feeling jumpy or
easily startled”) on 5-point Likert scales (0 � not at all, 4 �
extremely). Based on the diagnostic scoring rule for PTSD as per
DSM–5 (American Psychiatric Association, 2013), people were
eligible to participate when they scored at least 2 (“moderate”) on
at least one Criterion B item (Items 1–5), one Criterion C item
(Items 6–7), two Criterion D items (Items 8–14), and two Crite-
rion E items (Items 15–20). The PTSD Checklist for DSM–5’s
psychometric properties are adequate based on high internal con-
sistency (� � .90), concurrent and divergent validity, and its
sensitivity to clinical change (Wortmann et al., 2016). In this
study, the internal consistency was .92 for T0.

Correlates of change. A sense of unrealness was assessed
with the 5-item Experienced Unrealness Scale (Boelen, 2010).
Participants rated their agreement with each item (e.g., “Some-
times it feels as if [–] is just temporarily gone and will return again
soon”) on 8-point scales (1 � not at all true for me, 8 � completely
true for me). Previous research has shown that this measure has
sound psychometric properties as evidenced by among others
adequate reliability index (� � .89; Boelen, 2010). Reliability was
high (� � .91) for T0 in the current study.

Intrusive memories were assessed with the eight-item Intrusion
subscale of the Trauma Memory Questionnaire (Halligan, Mi-
chael, Clark, & Ehlers, 2003, Dutch version by Boelen, 2012).
Participants rated their agreement with each item (e.g., “Many
different things trigger memories of the event”) on 5-point scales
(0 � not at all and 4 � very strongly). The instruction of the
instrument was adapted to refer to the loss of significant other(s)
due to the plane disaster. Psychometric properties of the Trauma
Memory Questionnaire are adequate as shown by among others
high internal consistency in previous research (� � .90; Halligan
et al., 2003) and this research (� � .94 for T0).

Negative grief cognitions were assessed with four subscales of
the Grief Cognitions Questionnaire (GCQ; Boelen & Lensvelt-
Mulders, 2005) commonly used in previous research (cf. Boelen et
al., 2015; Lenferink, De Keijser, Wessel, & Boelen, 2018). These
subscales tap (a) global negative beliefs about one’s own life (four
items, e.g., “Life has got nothing to offer me anymore”), (b) about
the self (six items, “Ever since [–] died, I think negatively about

myself”), (c) the future (five items, “In the future I will never
become really happy anymore”), and (d) catastrophic misinterpre-
tations of one’s own grief reactions (four items, “If I allow my
feelings to come, I will lose control”). Participants rated their
agreement with each item on a 6-point scale (0 � disagree
strongly, 5 � agree strongly). Previous factor analytic research
supports the dimensionality of the GCQ, and the reliability esti-
mates of the four scales were high (� � .89; Boelen & Lensvelt-
Mulders, 2005). Cronbach’s � for T0 was .92, .89, .81, and .89 for
the subscales Life, Self, Future, and Catastrophic Misinterpreta-
tions, respectively.

Avoidance behaviors were assessed with the nine-item Depres-
sive and Anxious Avoidance in Prolonged Grief Questionnaire
(DAAPGQ; Boelen & van den Bout, 2010). The DAAPGQ con-
sists of two subscales: five items tapping depressive avoidance
(e.g., “Since [–] died, there are several activities, hobby’s, and
acquaintances that I pay much less attention to”) and four items
tapping anxious avoidance (e.g., “I avoid to dwell on painful
thoughts and memories connected to his/her death”). Participants
rated their agreement with each item on 6-point scales (0 � not at
all true for me, 5 � completely true for me). The two-factor
structure of the DAAPGQ has been supported by previous research
(Boelen & van den Bout, 2010). Cronbach’s � was .90 for depres-
sive avoidance and .74 for anxious avoidance in previous research
(Boelen & van den Bout, 2010); these estimates were .85 and .79
at T0 in this study, respectively.

Grief symptoms during treatment. A five-item Brief-
Traumatic Grief (B-TG) measure was administered at each treat-
ment session to assess grief symptom levels during treatment.
Participants rated their agreement with each item (e.g., “I feel
sad”) on 5-point scales (1 � not at all, 5 � very strongly). The
B-TG has been developed by the authors and has not yet been
validated. Cronbach’s � for the B-TG at T0 was .59.

Statistical Analyses

Differences in PCBD, depression, and PTSD between the
treatment condition and waiting list controls. To examine
differences in PCBD, depression, and PTSD between the treatment
condition and waiting list controls (Hypothesis 1), three multilevel
models were built for each outcome separately. For the multilevel
models, linear mixed models were used in the Statistical Package
for Social Sciences Version 25 (IBM Corp., 2017). Two-level
models were constructed with repeated measures (Level 1) nested
within individuals (Level 2). First, intraclass coefficients (ICCs)
were calculated based on random intercept-only models with
PCBD, depression, or PTSD symptom levels as dependent vari-
able. An ICC represents the proportion of the variance in the
outcome variable that is between the Level 2 units (i.e., individu-
als). Second, time (coded as T0 � 0, T1 � 1 for the intervention
group, and T0.1 � 1 for the waiting list controls) was entered as
fixed effect.2 Third, condition (coded as waiting list controls � 0
and intervention group � 1) and an interaction term (Time �
condition) were added as fixed effects. We used multilevel anal-
yses to test Hypothesis 1, instead of analyses of covariance as
reported in our initial analytic plan (Lenferink, Piersma, et al.,

2 Because of the small sample size, we did not include a random slope
for time in our model.
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2017) because of a violation of the assumption of analyses of
covariance. More specifically, an independent t test showed that
the intervention group reported significantly higher baseline de-
pression scores than the waiting list controls, t(37) � �2.34, p �
.03, and including baseline depression levels as covariate could
lead to biased results (Miller & Chapman, 2001). For reasons of
consistency, we used multilevel analyses for all outcome mea-
sures. Assumptions for multilevel modeling were checked; based
on nonsignificant Levene’s tests (p � .05), there was no concern
for heteroscedasticity. Visual inspections of the histograms and
normal P-P plots indicated that the errors were normally distrib-
uted.

Associations between symptom reductions from pre- to post-
treatment and correlates of change. To examine associations
between symptom reductions from pre- to posttreatment and cor-
relates thereof (Hypothesis 2) residual gain scores were calculated
for PCBD, depression, and PTSD on the one hand and possible
mechanisms of change (i.e., a sense of unrealness, intrusive mem-
ories, negative grief cognitions, and avoidance behavior) on the
other hand. To compute residual gain scores, we first converted
raw scores on each measure to z scores, followed by subtracting
the standardized pretreatment scores (T0 for the immediate inter-
vention group and T0.1 for the waiting list controls) multiplied by
the correlation between pretreatment and posttreatment (or follow-
up) scores from standardized posttreatment (or follow-up) scores
(Steketee & Chambless, 1992). Following previous research
(Boelen, de Keijser, van den Hout, & van den Bout, 2011; Van
Minnen, Arntz, & Keijsers, 2002), multiple regression analyses
were performed to examine the associations between the residual
gain scores of the possible mechanisms of change (entered to the
regression equation separately) and residual gain scores of PCBD,
depression, and PTSD, while controlling for condition (0 � wait-
ing list controls, 1 � immediate intervention group).

Treatment effects at 12 and 24 weeks posttreatment on
symptom levels. To examine the treatment effects at 12 and 24
weeks posttreatment on symptom levels (Hypothesis 3), three
multilevel models were built with PCBD, depression, or PTSD
symptom levels, respectively, as outcome variables and time
(dummy coded with T0 as reference category) as fixed effect. To
test Hypotheses 2 and 3, we combined the T0 data of the inter-
vention group with T0.1 data of the waiting list controls.

Reliable change indices (RCIs) were computed for changes in
individual PCBD, depression, and PTSD symptom levels at all
time points using the observed scores. We used a formula from
Jacobson and Truax (1991, p. 14). An RCI over 1.96 indicates that
the change in symptom levels is unlikely due to chance (p � .05).
Within-group differences were examined using paired t tests.
Hedges’ g effect sizes for small samples were computed for
differences in observed means of symptom levels between all time
points. Effect sizes around 0.2 are considered as small, around 0.5
as moderate, and around 0.8 as large (Cohen, 1988).

Changes in grief symptoms from session to session. To
evaluate changes in grief symptoms from session to session (Hy-
pothesis 4), we built multilevel models with repeated measures
(Level 1) nested within individuals (Level 2). The total scores on
the B-TG for each session were included as dependent variable and
time (coded from 0 through 7) was included as fixed independent
variable.

Results

Preliminary Analyses

In total, 97 people completed a screening questionnaire for
participation in the current study. Twenty-eight people were ex-
cluded because they did not meet the inclusion criteria, and nine
people stated that they did not want to receive further information
about the study. Sixty people received the invitation to participate
in the current treatment trial. In total, 21 declined, and 39 people
were randomized. Twenty-two people were allocated to the inter-
vention group, and 17 people were allocated to the waiting list
control group. See Figure 1 for a flowchart.

The participants ranged in age from 23 to 78 (M � 55.41, SD �
13.02) years. Most of the participants (74.4%) were women, com-
pleted university (53.8%), and suffered multiple losses due to the
plane disaster (71.8%). Table 1 shows the sample characteristics.
Those who attended less than six treatment sessions and/or did not
receive CT and EMDR were considered dropouts. Four out of 22
people (18.2%) dropped out of the intervention condition. All
people allocated to the waiting list control condition filled in a
postwaiting assessment (T0.1). Five out of 17 people (29.4%)
dropped out of the waiting list control condition once they started
treatment. Reasons for dropout are presented in Figure 1. The
treatment dropouts did not significantly differ from the treatment
completers in terms of socio demographic and loss-related char-
acteristics and psychopathology levels assessed at baseline (T0).

Hypothesis 1: Differences in Psychopathology
Symptom Levels Between Intervention Group and
Waiting List Controls

The random intercept-only models showed that 55.1%, 64.9%,
and 68.2% of the variance in PCBD, depression, and PTSD,
respectively, was at the individual level (i.e., Level 2). This means
that differences in psychopathology levels are relatively larger
between individuals than within individuals. Table 2 shows the
parameter estimates for multilevel models including time as only
predictor and multilevel models including time, condition, and a
Time � Condition interaction term as predictors. Intention-to-treat
analyses showed that from the first to the second measurement
(i.e., pretreatment to posttreatment in the immediate treatment
condition, and prewaiting vs. end of waiting period in waiting
group) symptom levels of PCBD, depression, and PTSD decreased
significantly. The immediate treatment group showed a signifi-
cantly stronger decline in depression levels (Hedges’ g � 0.61)
compared with the waiting list controls (Hedges’ g � 0.15). The
decline in PCBD and PTSD symptom levels for the immediate
treatment group compared with waiting list controls was not sig-
nificantly different. The completers analyses revealed a similar
pattern of results. Table 3 shows the observed means, standard
deviations, and effect sizes for all outcomes.

The estimated RCIs indicated that 44.4% of the people in the
intervention condition reported clinically significant improve-
ments in PCBD, depression, and/or PTSD symptom levels from T0
through T1. In the waiting list control condition, 29.4% of the
people reported this change from T0 through T0.1. Zero people in
the intervention condition reported clinically significant worsening
of symptom levels versus 11.9% in the waiting list controls. See
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Table 1 in the online supplemental Appendix A for an overview of
the RCIs calculated for each outcome for people in the intervention
condition and waiting list controls.

Hypothesis 2: Correlates of Change

For PCBD, regression analyses on the completers sample (N �
30) showed that greater symptom reduction from T0 to T1 was
significantly associated with greater reductions in intrusive mem-
ories (	 � .41, t � 2.24, p � .026), negative cognitions about life
(	 � .42, t � 2.31, p � .029) and one’s self (	 � .53, t � 3.20,
p � .004), and depressive avoidance (	 � .43, t � 2.44, p � .022),
but not with a sense of unrealness and anxious avoidance. For
depression, greater symptom reduction from T0 to T1 was signif-
icantly associated with reductions in intrusive memories (	 � .60,
t � 3.91, p � .001), negative cognitions about the self (	 � .42,
t � 2.40, p � .024), depressive avoidance (	 � .61, t � 3.94, p �
.001), and anxious avoidance (	 � .39, t � 2.15, p � .041). A
sense of unrealness and intrusive memories were not signifi-
cantly related to symptom reduction in depression levels. For
PTSD, greater symptom reduction from T0 to T1 was signifi-
cantly associated with reductions in negative cognitions about
the self (	 � .40, t � 2.23, p � .035) and the future (	 � .59,
t � 3.58, p � .001), catastrophic misinterpretations (	 � .59,
t � 3.74, p � .001), and depressive avoidance (	 � .52, t �
3.10, p � .005). PTSD symptom reduction was not significantly
associated with a sense of unrealness and intrusive memories.
We also examined to what extent greater symptom reductions in

PCBD, depression, and PTSD levels from T0 to FU1 and from
T0 to FU2 were associated with greater reductions in possible
correlates of change. See Table 2 in the online supplemental
Appendix A for an overview of these outcomes.

Hypothesis 3: Changes in PCBD, Depression, and
PTSD at 1, 12, and 24 Weeks Posttreatment

Intention-to-treat analyses showed that compared with pretreat-
ment symptom levels of PCBD, depression, and PTSD, these
symptom levels were significantly reduced at 1 week, 12 weeks,
and 24 weeks posttreatment (Table 4). The completers analyses
revealed a similar pattern of results and are therefore not reported
here.

Effect sizes for differences between pretreatment levels and
1-week posttreatment levels were moderate for PCBD (Hedges’
g � 0.60) and depression (Hedges’ g � 0.51), and small for PTSD
(Hedges’ g � 0.45). For the differences between pretreatment
levels and 12-week posttreatment levels, the effect sizes were
moderate for PCBD (Hedges’ g � 0.75) and PTSD (Hedges’ g �
0.58), and small for depression (Hedges’ g � 0.43). Moderate
effect sizes were found for the differences between pretreatment
and 24 weeks posttreatment PCBD (Hedges’ g � 0.71), depression
(Hedges’ g � 0.61), and PTSD (Hedges’ g � 0.55) symptom
levels. Table 3 in the online supplemental Appendix A shows the
observed means, standard deviations, and effect sizes for all out-
comes.

Declined N = 9 

because:
- Uknown reason N = 8

- He/she wanted to leave

the loss behind N = 1

Received invitation for

treatment

N = 60 

Randomized N = 39

Intervention group N = 22 Waiting list control group  N = 17

Completers N = 18 Completers N = 12

Filled in a screening 

questionnaire

N = 97

Declined N = 21 beacuse:
- Believed that support was not needed N = 7

- Professional support was already offered N = 8

- Unknown reason N = 3

- Treatment protocol does not meet needs N = 2

- Participant died N = 1

Did not meet

inclusion criteria

N = 28

Drop-out N = 4 because:
- Protocol did not meet needs N = 1

- EMDR is not indicated by therapist N = 1

- No show N = 1

- Reason unknown N = 1

Drop-out during treatment N = 5 

because:
- Little to no complaints after <6 sessions N = 2

- Protocol did not meet needs N= 1

- EMDR is not indicated by therapist N = 1

- CT is not indicated by participant N = 1

Figure 1. Flowchart.
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The estimated RCIs indicated that 12 people (40.0%) reported
clinically significant improvements in PCBD, depression, and/or
PTSD symptom levels from T0 through T1, 10 people (34.5%)
from T0 through FU1, and 13 (46.4%) from T0 through FU2. See
Table 1 in the online supplemental Appendix A for an overview of
the RCIs.

Hypothesis 4: Change in Grief Symptoms From
Session to Session

Intention-to-treat analyses revealed that, over time, the severity
of grief symptoms, as assessed with the B-TG during each treat-
ment session, significantly declined (B � �0.32 [�0.42, �0.22],
SE � .05, p � .001). Adding a quadratic effect of time did not
significantly improve the model, 
2� � 0.15 (1), p � .05, indi-

cating that declines in grief symptoms followed a linear trend.
Findings for completers were similar and are therefore not reported
here. Figure 2 shows the mean scores and 95% confidence inter-
vals for the average grief levels per session.

Discussion

The number of RCTs examining treatment effects for reducing
grief levels in bereaved people (irrespective of baseline severity of
symptom levels) is growing. Yet, there is still relatively limited
knowledge about effective treatments for bereaved people with
clinically relevant grief levels (Johannsen et al., 2019). Evaluating
treatments for people confronted with sudden/violent losses seems
particularly germane because these people are most strongly at risk
for PCBD and comorbid depression and PTSD (Heeke et al.,

Table 1
Characteristics of Participants (N � 39)

Sample characteristics Total
Intervention group

(N � 22)
Waitlist control group

(N � 17)

Gender, N (%)
Men 10 (25.6) 6 (27.3) 4 (23.5)
Women 29 (74.4) 16 (72.7) 13 (76.5)

Age in years, M (SD) 53.49 (13.01) 53.09 (13.37) 54.00 (12.92)
Educational level, N (%)

Lower than university 18 (46.2) 15 (68.2) 3 (17.6)
University 21 (53.8) 7 (31.8) 14 (82.4)

Closest related deceased person was, N (%)
Spouse 1 (2.6) 0 (0.0) 1 (5.9)
Child 17 (43.6) 7 (31.8) 10 (58.8)
Parent 3 (7.7) 3 (13.6) 0 (0.0)
Sibling 9 (23.1) 5 (22.7) 4 (23.5)
Other 9 (23.1) 7 (31.8) 2 (11.8)
Time since loss(es) in months, M (SD) 22.59 (2.41) 22.64 (2.13) 22.53 (2.81)

Number of relatives lost, N (%)
One 11 (28.2) 7 (31.8) 4 (23.5)
Two 15 (38.5) 8 (36.4) 7 (41.5)
Three 5 (12.8) 4 (18.2) 1 (5.9)
Four 5 (12.8) 2 (9.1) 3 (17.6)
Five 2 (5.1) 1 (4.5) 1 (5.9)
Six 1 (2.6) 0 (0.0) 1 (5.9)

Recruited via, N (%)
Previous longitudinal study 35 (89.7) 20 (90.9) 15 (88.2)
Website 4 (10.3) 2 (9.1) 2 (11.8)

Table 2
Estimated Parameters for Multilevel Regression Intention-to-Treat Analyses Comparing
Intervention Group (N � 22) With Waiting List Controls (N � 17)

Predictors

PCBD Depression PTSD

B SE B SE B SE

Model including time as predictor
Intercept 46.83��� 1.60 10.14��� 0.73 23.40��� 2.11
Time �6.14��� 1.21 �1.83�� 0.55 �3.94� 1.57

Model including time, condition, and Time � Condition as predictors
Intercept 46.53��� 2.29 8.24��� 1.00 21.12��� 3.00
Time �5.47�� 1.72 �0.53 0.73 �1.65 2.18
Condition 0.58 3.19 3.71� 1.39 4.44 4.19
Time � Condition �1.31 2.40 �2.53� 1.01 �4.46 3.04

Note. PCBD � persistent complex bereavement disorder; PTSD � posttraumatic stress disorder.
� p � .05. �� p � .01. ��� p � .001.
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2019). It has been argued that treatment including CT � EMDR
targeted at PCBD and comorbid depression and PTSD symptoms
after sudden/violent losses might be beneficial (Solomon & Rando,
2012). However, knowledge on treatment effects for a sample
exclusively comprised people with clinically relevant PCBD levels
after sudden/violent loss is lacking, with one notable exception (cf.
van Denderen et al., 2018) showing that CT � EMDR (vs. waitlist
controls) alleviated disturbed grief (operationalized as complicated
grief) and PTSD symptom levels in homicidally bereaved people.
Accordingly, this study further examined the effectiveness of
CT � EMDR for reducing PCBD, depression, and PTSD levels in
an RCT among people who lost significant other(s) in a plane
disaster that took place in 2014. It should be noted that this study
suffered from a small sample size, including only 39 participants,
which precluded us to draw firm conclusions.

The main finding of our study was that participants who re-
ceived CT � EMDR showed statistically significant small-to-
moderate improvements in PCBD, depression, and PTSD levels
from pretreatment to 1 week posttreatment. This finding accords
with a meta-analysis that found similar within-group treatment
effects of grief treatment in bereaved people (Johannsen et al.,

2019). Compared with the waitlist control condition, the treatment
was more effective in reducing depression levels. However, due to
higher depression levels at baseline assessment for people allo-
cated to the immediate intervention group (vs. waitlist control
group), we cannot rule out that this reflects a regression to the
mean effect.

Although our findings indicated that PCBD and PTSD levels
decreased from baseline to posttreatment, decreases did not differ
significantly between the intervention and waitlist control group.
This contrasts with previous RCTs showing that undergoing grief-
specific treatments coincides with significantly larger reductions in
disturbed grief, depression, and PTSD levels compared with wait-
ing for treatment (Barbosa, Sá, & Carlos Rocha, 2014; Eisma et al.,
2015; Papa, Sewell, Garrison-Diehn, & Rummel, 2013; Rosner,
Pfoh, Kotoučová, & Hagl, 2014; van Denderen et al., 2018). At
least two explanations might account for this unexpected finding.
A first explanation is related to the fact that participants in the
waitlist control condition also showed significant declines in
PCBD levels. Previous research in clinically distressed bereaved
people did not show that waiting for treatment coincided with
declines in grief (Barbosa et al., 2014; Eisma et al., 2015; Rosner
et al., 2014; van Denderen et al., 2018). The reductions in PCBD
symptom levels in the waitlist control condition might be owing to
natural remission, which has shown to occur in disaster-bereaved
people (Sveen, Bergh Johannesson, Cernvall, & Arnberg, 2018).
Alternatively, the effect of additional forms of support that people
may have received in the waiting period may (partly) explain this
finding. One may also argue that the relatively few treatment
sessions (i.e., eight sessions) may (partly) account for the nonsig-
nificant differences between conditions. For instance, “compli-
cated grief treatment” consists of 16 sessions (Shear et al., 2005).
However, previous research using a similar treatment protocol
including eight sessions (van Denderen et al., 2018) yielded ben-
eficial effects in comparison with waitlist controls. Moreover, a
meta-analysis of 31 RCTs suggested that the number of treatment
sessions for reducing grief is not related to outcomes (Johannsen et
al., 2019). Based on that, it seems unlikely that the limited effects
in our study were completely owing to the relatively low number
of sessions.

Table 3
Observed Means and Standard Deviations for Intervention
Group (N � 18) and Waiting List Controls (N � 17)

Primary outcomes

Baseline

Posttreatment
or

post waiting Hedges’ g

M SD M SD
Within
groups

PCBD, M (SD)
Intervention 47.11 11.44 40.33 11.15 0.59��

Waiting list control 46.53 8.37 41.06 6.98 0.69��

Depression, M (SD)
Intervention 11.94 4.30 8.89 5.44 0.61��

Waiting list control 8.24 3.25 7.71 3.53 0.15
PTSD, M (SD)

Intervention 25.56 16.43 19.44 13.38 0.40�

Waiting list control 21.12 10.20 19.47 9.45 0.16

Note. PCBD � persistent complex bereavement disorder; PTSD � post-
traumatic stress disorder.
� p � .05. �� p � .01. ��� p � .001.

Table 4
Estimated Parameters for Multilevel Regression Intention-to-
Treat Analyses Comparing Baseline Levels With 1 Week, 12
Weeks, and 24 Weeks Posttreatment Symptom Levels (N � 39)

Predictors

PCBD Depression PTSD

B SE B SE B SE

Intercept 44.33��� 1.76 10.27��� 0.86 23.57��� 2.08
T0 vs. T1 �6.13��� 1.42 �2.43�� 0.63 �6.01�� 1.71
T0 vs. FU1 �6.92��� 1.43 �2.19��� 0.64 �6.74��� 1.73
T0 vs. FU2 �7.46��� 1.45 �2.71��� 0.64 �6.74��� 1.73

Note. PCBD � persistent complex bereavement disorder; PTSD � post-
traumatic stress disorder; T0 � pretreatment assessment; T1 � one week
posttreatment assessment; FU1 � follow-up 12 weeks posttreatment as-
sessment; FU2 � follow-up 24 weeks posttreatment assessment.
� p � .05. �� p � .01. ��� p � .001.

Figure 2. Average grief levels for each treatment session for the
intention-to-treat sample (N � 39).
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The second possible explanation for the lack of differences
between conditions in symptom reductions is that our study in-
cluded a relatively small number of participants, which may have
prevented us from detecting differences between groups. In gen-
eral, small-to-moderate treatment effects have been found on grief,
depression, and PTSD levels in previous research (Johannsen et
al., 2019). A potentially superior effect of the intervention com-
pared with waiting is suggested by the fact that we found signif-
icant within-group reductions from pre- to posttreatment for
PCBD, depression, and PTSD, whereas we did not find significant
within-group reductions in depression and PTSD in waiting list
controls pre-to-post waiting.

A second main finding was that when combining pretreat-
ment data (T0 and T0.1) from the immediate treatment and
waitlist group, CT � EMDR seemed to coincide with both
statistically and clinically significant improvements in PCBD,
depression, and PTSD levels. Moreover, these effects were
stable at 12-week and 24-week follow-ups. This indicates that,
irrespective of the extent to which symptom reduction was
owing to the treatment, it was maintained after the treatment. A
third main finding was that symptom reduction was related to
reductions in negative cognitions about oneself and depressive
avoidance. These findings are broadly in accord with cognitive–
behavioral models suggesting that emotional distress following
loss is associated with cognitive–behavioral variables and that
changing these variables is an effective means to reduce distress
(Boelen et al., 2006). A sense of unrealness was not significantly
related to symptom reductions. A previous study showed that this
sense of unrealness distinguished best between bereaved people
with and without complains after the MH17 disaster (Lenferink, de
Keijser, Smid, Djelantik, & Boelen, 2017). In theoretical and
empirical work, this factor has been described as one of the key
processes maintaining grief reactions. It has been argued that a
stronger sense of unrealness reflects poorer integration of the
losses in autobiographical knowledge (Boelen, 2010, 2017; Boelen
et al., 2006). The lack of associations we found between this factor
and symptom levels may (partly) explain the lack of significant
treatment effects for PCBD and PTSD in this RCT.

Several limitations of this study should be considered. As men-
tioned earlier, this study suffered from a small sample size of 39
participants and, therefore, lacks sufficient statistical power that
was needed to test our hypotheses. As reported in our study-
protocol (Lenferink, Piersma, et al., 2017), at least 158 were
needed to detect a medium effect size difference between the two
conditions. Furthermore, an outreach recruitment method was ap-
plied, in which we actively offered treatment to people with
clinically relevant distress levels, instead of including people who
requested treatment by themselves. The latter has been related to
better treatment outcomes for bereaved people (Schut & Stroebe,
2005; Schut, Stroebe, van den Bout, & Terheggen, 2001). Our
design precluded examining the additional effect of EMDR to CT
in treating distress among disaster-bereaved people. Comparing
CT only to CT � EMDR could enhance our understanding of the
potential effectiveness of adopting EMDR to reduce traumatic
memories in bereaved people. In line with previous research ques-
tioning the effectiveness of EMDR for treating disorders other than
PTSD (Cuijpers, van Veen, Sijbrandij, Yoder, & Cristea, 2020),
research evidence supporting the effectiveness of EMDR for treat-
ing PCBD is needed to justify its application in clinical practice. In

addition, we tailored the treatment protocol to the study population
and applied EMDR and CT in different session, using different
protocols. Cognitions were addressed in EMDR session to some
extent, in accord with EMDR protocols. However, in the EMDR
sessions the focus was on desensitizing negative and sensitizing
positive cognitions, connected with specific memories, whereas
the CT sessions focused on systematically identifying, challenging
and changing different cognitions (not only those connected with
specific memories). Our findings may therefore not generalize to
studies using different treatment protocols. Another limitation is
concerned with the fact that we examined changes in grief levels
at a microlevel by assessing grief levels at each treatment session;
because we did not examine weekly grief levels in waitlist con-
trols, we cannot rule out that the observed changes reflect natural
remission over time. Lastly, self-report data were used to examine
participants’ symptom levels, instead of clinical interviews. Symp-
tom levels in our sample may therefore be overestimated (Griffin,
Uhlmansiek, Resick, & Mechanic, 2004; Lim et al., 2018).

Notwithstanding these limitations, this is one of the first studies
that examined treatment effects in people with clinically relevant
PCBD, depression, and/or PTSD levels after a sudden/violent loss.
Because the participants in this study were all bereaved at the same
time owing to the same event, confounding effects of characteris-
tics of the loss that have shown to be related to symptom levels
post loss (e.g., time since loss and type of loss) were ruled out.
Although CT � EMDR coincided with (a) reductions in PCBD,
depression, and PTSD levels from prior to treatment to 1 week, 12
weeks, and 24 weeks after treatment, and (b) these reductions in
symptom levels were related to reductions in negative cognitions
and avoidance behaviors, decreases in PCBD and PTSD did not
differ significantly between the intervention group and waitlist
controls. More research with larger sample sizes is needed to
further examine the potential effectiveness of CT � EMDR in
reducing emotional distress following sudden/violent deaths of a
significant other.

References

American Psychiatric Association. (2013). Diagnostic and statistical man-
ual of mental disorders (5th ed.). Arlington, VA: Author.

Baek, J., Lee, S., Cho, T., Kim, S. W., Kim, M., Yoon, Y., . . . Shin, H. S.
(2019). Neural circuits underlying a psychotherapeutic regimen for fear
disorders. Nature, 566, 339–343. http://dx.doi.org/10.1038/s41586-019-
0931-y

Barbosa, V., Sá, M., & Carlos Rocha, J. (2014). Randomised controlled
trial of a cognitive narrative intervention for complicated grief in wid-
owhood. Aging and Mental Health, 18, 354–362. http://dx.doi.org/10
.1080/13607863.2013.833164

Beck, A. T. (1976). Cognitive therapy and the emotional disorders. New
York, NY: International Universities Press.

Blevins, C. A., Weathers, F. W., Davis, M. T., Witte, T. K., & Domino,
J. L. (2015). The posttraumatic stress disorder checklist for DSM–5
(PCL-5): Development and initial psychometric evaluation. Journal of
Traumatic Stress, 28, 489–498. http://dx.doi.org/10.1002/jts.22059

Boelen, P. A. (2010). A sense of ‘unrealness’ about the death of a
loved-one: An exploratory study of its role in emotional complications
among bereaved individuals. Applied Cognitive Psychology, 24, 238–
251. http://dx.doi.org/10.1002/acp.1557

Boelen, P. A. (2012). Variables mediating the linkage between loss cen-
trality and postloss psychopathology. Journal of Nervous and Mental

T
hi

s
do

cu
m

en
t

is
co

py
ri

gh
te

d
by

th
e

A
m

er
ic

an
Ps

yc
ho

lo
gi

ca
l

A
ss

oc
ia

tio
n

or
on

e
of

its
al

lie
d

pu
bl

is
he

rs
.

T
hi

s
ar

tic
le

is
in

te
nd

ed
so

le
ly

fo
r

th
e

pe
rs

on
al

us
e

of
th

e
in

di
vi

du
al

us
er

an
d

is
no

t
to

be
di

ss
em

in
at

ed
br

oa
dl

y.

435COGNITIVE THERAPY AND EMDR AFTER LOSS

http://dx.doi.org/10.1038/s41586-019-0931-y
http://dx.doi.org/10.1038/s41586-019-0931-y
http://dx.doi.org/10.1080/13607863.2013.833164
http://dx.doi.org/10.1080/13607863.2013.833164
http://dx.doi.org/10.1002/jts.22059
http://dx.doi.org/10.1002/acp.1557


Disease, 200, 801– 806. http://dx.doi.org/10.1097/NMD.0b013e318
266ba02

Boelen, P. A. (2017). “Tengo la sensación de que ella puede volver algún
día”: La sensación de irrealidad como un predictor del sufrimiento
emocional relacionado con la pérdida [“It feels as if she might return one
day”: A sense of unrealness as a predictor of bereavement-related
emotional distress]. Estudios de Psicología, 38, 734–751. http://dx.doi
.org/10.1080/02109395.2017.1340140

Boelen, P. A., de Keijser, J., & Smid, G. (2015). Cognitive-behavioral
variables mediate the impact of violent loss on post-loss psychopathol-
ogy. Psychological Trauma: Theory, Research, Practice, and Policy, 7,
382–390. http://dx.doi.org/10.1037/tra0000018

Boelen, P. A., de Keijser, J., van den Hout, M. A., & van den Bout, J.
(2011). Factors associated with outcome of cognitive-behavioural ther-
apy for complicated grief: A preliminary study. Clinical Psychology and
Psychotherapy, 18, 284–291. http://dx.doi.org/10.1002/cpp.720

Boelen, P. A., Djelantik, A. A. A. M. J., de Keijser, J., Lenferink, L. I. M.,
& Smid, G. E. (2019). Further validation of the Traumatic Grief
Inventory-Self Report (TGI-SR): A measure of persistent complex be-
reavement disorder and prolonged grief disorder. Death Studies, 43,
351–364. http://dx.doi.org/10.1080/07481187.2018.1480546

Boelen, P. A., & Lensvelt-Mulders, G. J. L. M. (2005). Psychometric
properties of the Grief Cognitions Questionnaire (GCQ). Journal of
Psychopathology and Behavioral Assessment, 27, 291–303. http://dx.doi
.org/10.1007/s10862-005-2409-5

Boelen, P. A., & Smid, G. E. (2017a). Disturbed grief: Prolonged grief
disorder and persistent complex bereavement disorder. British Medical
Journal, 357, j2016. http://dx.doi.org/10.1136/bmj.j2016

Boelen, P. A., & Smid, G. E. (2017b). The Traumatic Grief Inventory Self
Report version (TGI-SR): Introduction and preliminary psychometric
evaluation. Journal of Loss and Trauma, 22, 196–212. http://dx.doi.org/
10.1080/15325024.2017.1284488

Boelen, P. A., & van den Bout, J. (2010). Anxious and depressive avoid-
ance and symptoms of prolonged grief, depression, and posttraumatic
stress-disorder. Psychologica Belgica, 50, 49–68. http://dx.doi.org/10
.5334/pb-50-1-2-49

Boelen, P. A., van den Hout, M. A., & van den Bout, J. (2006). A
cognitive-behavioral conceptualization of complicated grief. Clinical
Psychology: Science and Practice, 13, 109–128. http://dx.doi.org/10
.1111/j.1468-2850.2006.00013.x

Bryant, R. A., Kenny, L., Joscelyne, A., Rawson, N., Maccallum, F.,
Cahill, C., . . . Nickerson, A. (2014). Treating prolonged grief disorder:
A randomized clinical trial. Journal of the American Medical Associa-
tion Psychiatry, 71, 1332–1339. http://dx.doi.org/10.1001/jamapsychia-
try.2014.1600

Chen, Y. R., Hung, K. W., Tsai, J. C., Chu, H., Chung, M. H., Chen, S. R.,
. . . Chou, K. R. (2014). Efficacy of eye-movement desensitization and
reprocessing for patients with posttraumatic-stress disorder: A meta-
analysis of randomized controlled trials. PLoS ONE, 9, e103676. http://
dx.doi.org/10.1371/journal.pone.0103676

Cohen, J. (1988). Statistical power analysis for the behavioral sciences
(2nd ed.). Hillsdale, NJ: Erlbaum.

Cuijpers, P., van Veen, S. C., Sijbrandij, M., Yoder, W., & Cristea, I. A.
(2020). Eye movement desensitization and reprocessing for mental
health problems: A systematic review and meta-analysis. Cognitive
Behaviour Therapy. Advance online publication. http://dx.doi.org/10
.1080/16506073.2019.1703801

Currier, J. M., Holland, J. M., & Neimeyer, R. A. (2010). Do CBT-based
interventions alleviate distress following bereavement? A review of the
current evidence. International Journal of Cognitive Therapy, 3, 77–93.
http://dx.doi.org/10.1521/ijct.2010.3.1.77

Cusack, K., Jonas, D. E., Forneris, C. A., Wines, C., Sonis, J., Middleton,
J. C., . . . Gaynes, B. N. (2016). Psychological treatments for adults with
posttraumatic stress disorder: A systematic review and meta-analysis.

Clinical Psychology Review, 43, 128–141. http://dx.doi.org/10.1016/j
.cpr.2015.10.003

Dutch Safety Board. (2015). MH17 crash. The Hague, the Netherlands:
Author.

Ehlers, A., & Clark, D. M. (2000). A cognitive model of posttraumatic
stress disorder. Behaviour Research and Therapy, 38, 319–345. http://
dx.doi.org/10.1016/S0005-7967(99)00123-0

Eisma, M. C., Boelen, P. A., van den Bout, J., Stroebe, W., Schut, H. A.,
Lancee, J., & Stroebe, M. S. (2015). Internet-based exposure and be-
havioral activation for complicated grief and rumination: A randomized
controlled trial. Behavior Therapy, 46, 729–748. http://dx.doi.org/10
.1016/j.beth.2015.05.007

Griffin, M. G., Uhlmansiek, M. H., Resick, P. A., & Mechanic, M. B.
(2004). Comparison of the posttraumatic stress disorder scale versus the
clinician-administered posttraumatic stress disorder scale in domestic
violence survivors. Journal of Traumatic Stress, 17, 497–503. http://dx
.doi.org/10.1007/s10960-004-5798-4

Halligan, S. L., Michael, T., Clark, D. M., & Ehlers, A. (2003). Posttrau-
matic stress disorder following assault: The role of cognitive processing,
trauma memory, and appraisals. Journal of Consulting and Clinical
Psychology, 71, 419–431. http://dx.doi.org/10.1037/0022-006X.71.3
.419

Heeke, C., Kampisiou, C., Niemeyer, H., & Knaevelsrud, C. (2019). A
systematic review and meta-analysis of correlates of prolonged grief
disorder in adults exposed to violent loss. European Journal of Psycho-
traumatology, 10, 1583524. http://dx.doi.org/10.1080/20008198.2019
.1583524

IBM Corp. (2017). IBM SPSS statistics for windows, version 25.0. Ar-
monk, NY: Author.

Jacobson, N. S., & Truax, P. (1991). Clinical significance: A statistical
approach to defining meaningful change in psychotherapy research.
Journal of Consulting and Clinical Psychology, 59, 12–19. http://dx.doi
.org/10.1037/0022-006X.59.1.12

Janoff-Bulman, R. (1992). Shattered assumptions: Towards a new psychol-
ogy of trauma. New York, NY: Free Press.

Johannsen, M., Damholdt, M. F., Zachariae, R., Lundorff, M., Farver-
Vestergaard, I., & O’Connor, M. (2019). Psychological interventions for
grief in adults: A systematic review and meta-analysis of randomized
controlled trials. Journal of Affective Disorders, 253, 69–86. http://dx
.doi.org/10.1016/j.jad.2019.04.065

Kristensen, P., Weisæth, L., & Heir, T. (2012). Bereavement and mental
health after sudden and violent losses: A review. Psychiatry: Interper-
sonal and Biological Processes, 75, 76–97. http://dx.doi.org/10.1521/
psyc.2012.75.1.76

Lee, C. W., & Cuijpers, P. (2013). A meta-analysis of the contribution of
eye movements in processing emotional memories. Journal of Behavior
Therapy and Experimental Psychiatry, 44, 231–239. http://dx.doi.org/
10.1016/j.jbtep.2012.11.001

Lenferink, L. I. M., Boelen, P. A., Smid, G. E., & Paap, M. C. S. (2019).
The importance of harmonising diagnostic criteria sets for pathological
grief. The British Journal of Psychiatry. Advance online publication.
http://dx.doi.org/10.1192/bjp.2019.240

Lenferink, L. I. M., de Keijser, J., Smid, G. E., Djelantik, A. A. A. M. J.,
& Boelen, P. A. (2017). Prolonged grief, depression, and posttraumatic
stress in disaster-bereaved individuals: Latent class analysis. European
Journal of Psychotraumatology, 8, 1298311. http://dx.doi.org/10.1080/
20008198.2017.1298311

Lenferink, L. I. M., de Keijser, J., Wessel, I., & Boelen, P. A. (2018).
Cognitive-behavioral correlates of psychological symptoms among rel-
atives of missing persons. International Journal of Cognitive Therapy,
11, 311–324. http://dx.doi.org/10.1007/s41811-018-0024-y

Lenferink, L. I. M., Nickerson, A., de Keijser, J., Smid, G. E., & Boelen,
P. A. (2020). Trajectories of grief, depression, and posttraumatic stress

T
hi

s
do

cu
m

en
t

is
co

py
ri

gh
te

d
by

th
e

A
m

er
ic

an
Ps

yc
ho

lo
gi

ca
l

A
ss

oc
ia

tio
n

or
on

e
of

its
al

lie
d

pu
bl

is
he

rs
.

T
hi

s
ar

tic
le

is
in

te
nd

ed
so

le
ly

fo
r

th
e

pe
rs

on
al

us
e

of
th

e
in

di
vi

du
al

us
er

an
d

is
no

t
to

be
di

ss
em

in
at

ed
br

oa
dl

y.

436 LENFERINK, DE KEIJSER, SMID, AND BOELEN

http://dx.doi.org/10.1097/NMD.0b013e318266ba02
http://dx.doi.org/10.1097/NMD.0b013e318266ba02
http://dx.doi.org/10.1080/02109395.2017.1340140
http://dx.doi.org/10.1080/02109395.2017.1340140
http://dx.doi.org/10.1037/tra0000018
http://dx.doi.org/10.1002/cpp.720
http://dx.doi.org/10.1080/07481187.2018.1480546
http://dx.doi.org/10.1007/s10862-005-2409-5
http://dx.doi.org/10.1007/s10862-005-2409-5
http://dx.doi.org/10.1136/bmj.j2016
http://dx.doi.org/10.1080/15325024.2017.1284488
http://dx.doi.org/10.1080/15325024.2017.1284488
http://dx.doi.org/10.5334/pb-50-1-2-49
http://dx.doi.org/10.5334/pb-50-1-2-49
http://dx.doi.org/10.1111/j.1468-2850.2006.00013.x
http://dx.doi.org/10.1111/j.1468-2850.2006.00013.x
http://dx.doi.org/10.1001/jamapsychiatry.2014.1600
http://dx.doi.org/10.1001/jamapsychiatry.2014.1600
http://dx.doi.org/10.1371/journal.pone.0103676
http://dx.doi.org/10.1371/journal.pone.0103676
http://dx.doi.org/10.1080/16506073.2019.1703801
http://dx.doi.org/10.1080/16506073.2019.1703801
http://dx.doi.org/10.1521/ijct.2010.3.1.77
http://dx.doi.org/10.1016/j.cpr.2015.10.003
http://dx.doi.org/10.1016/j.cpr.2015.10.003
http://dx.doi.org/10.1016/S0005-7967%2899%2900123-0
http://dx.doi.org/10.1016/S0005-7967%2899%2900123-0
http://dx.doi.org/10.1016/j.beth.2015.05.007
http://dx.doi.org/10.1016/j.beth.2015.05.007
http://dx.doi.org/10.1007/s10960-004-5798-4
http://dx.doi.org/10.1007/s10960-004-5798-4
http://dx.doi.org/10.1037/0022-006X.71.3.419
http://dx.doi.org/10.1037/0022-006X.71.3.419
http://dx.doi.org/10.1080/20008198.2019.1583524
http://dx.doi.org/10.1080/20008198.2019.1583524
http://dx.doi.org/10.1037/0022-006X.59.1.12
http://dx.doi.org/10.1037/0022-006X.59.1.12
http://dx.doi.org/10.1016/j.jad.2019.04.065
http://dx.doi.org/10.1016/j.jad.2019.04.065
http://dx.doi.org/10.1521/psyc.2012.75.1.76
http://dx.doi.org/10.1521/psyc.2012.75.1.76
http://dx.doi.org/10.1016/j.jbtep.2012.11.001
http://dx.doi.org/10.1016/j.jbtep.2012.11.001
http://dx.doi.org/10.1192/bjp.2019.240
http://dx.doi.org/10.1080/20008198.2017.1298311
http://dx.doi.org/10.1080/20008198.2017.1298311
http://dx.doi.org/10.1007/s41811-018-0024-y


in disaster-bereaved people. Depression and Anxiety, 37, 35–44. http://
dx.doi.org/10.1002/da.22850

Lenferink, L. I. M., Nickerson, A., de Keijser, J., Smid, G. E., & Boelen,
P. A. (2019). Reciprocal associations between symptom levels of dis-
turbed grief, posttraumatic stress, and depression following traumatic
loss: A four-wave cross-lagged study. Clinical Psychological Science, 7,
1330–1339. http://dx.doi.org/10.1177/2167702619858288

Lenferink, L. I. M., Piersma, E., De Keijser, J., Smid, G. E., & Boelen,
P. A. (2017). Cognitive therapy and eye movement desensitization and
reprocessing for reducing psychopathology among disaster-bereaved
individuals: Study protocol for a randomised controlled trial. European
Journal of Psychotraumatology, 8, 1388710. http://dx.doi.org/10.1080/
20008198.2017.1388710

Lim, G. Y., Tam, W. W., Lu, Y., Ho, C. S., Zhang, M. W., & Ho, R. C.
(2018). Prevalence of depression in the community from 30 countries
between 1994 and 2014. Scientific Reports, 8, 2861. http://dx.doi.org/
10.1038/s41598-018-21243-x

Lundorff, M., Holmgren, H., Zachariae, R., Farver-Vestergaard, I., &
O’Connor, M. (2017). Prevalence of prolonged grief disorder in adult
bereavement: A systematic review and meta-analysis. Journal of Affec-
tive Disorders, 212, 138–149. http://dx.doi.org/10.1016/j.jad.2017.01
.030

Miller, G. A., & Chapman, J. P. (2001). Misunderstanding analysis of
covariance. Journal of Abnormal Psychology, 110, 40–48. http://dx.doi
.org/10.1037/0021-843X.110.1.40

Papa, A., Sewell, M. T., Garrison-Diehn, C., & Rummel, C. (2013). A
randomized open trial assessing the feasibility of behavioral activation
for pathological grief responding. Behavior Therapy, 44, 639–650.
http://dx.doi.org/10.1016/j.beth.2013.04.009
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